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RESUMEN

El proceso de envejecimiento normal y fisiológico no se considera incapacitante; pero una parte significativa de la población geriátrica
desarrollará mala función o discapacidad. Las enfermedades crónicas y discapacitantes que se presentan en la tercera edad se
convierten en un gran reto para las estructuras de la salud. También es necesario conocer la población geriátrica y sus limitaciones,
lo que ayudará a tratar al paciente geriátrico de forma global y específica. La edad normal es seguida por cambios fisiológicos,
graduales y progresivos, y por un incremento en la prevalencia de enfermedades agudas y crónicas. Esto nos ayuda a entender
cuáles son los procesos asociados a un incremento en la incidencia del deterioro funcional, aun si no es considerada una enferme-
dad pero sí un  proceso fisiológico. La hospitalización aguda ocasiona un incremento en el deterioro, especialmente en la población
geriátrica, debido a diversos factores: cambios en la rutina, cambios en el estado sueño-vigilia, incremento en el consumo de
medicamentos. También los escenarios dolorosos no controlados causan deterioro afectando el aislamiento, reducción en la cogni-
ción y en la función motora. La depresión contribuye a incrementar la sensación de dolor y a reducir la función motora cognitiva. El
propósito del estudio es determinar la presencia de deterioro motor, cognitivo, dolor y deterioro mixto en el paciente geriátrico
hospitalizado en el Hospital Santa Casa de Misericordia de Sao Paulo en los departamentos de Medicina Interna, Cirugía, Ginecolo-
gía y Ortopedia. En las tres primeras semanas de octubre, del 2004, se aplicó un cuestionario de deterioro motor, Mini Mental Test,
escalas de dolor, escalas de depresión y se registraron datos demográficos. Resultados: del total de individuos evaluados 34.54%
presentaban algún deterioro, el más frecuente el dolor, 52%; seguido por deterioro motor con 49%. Y deterior cognitivo en 30% de los
pacientes (19 pacientes), Se encontró representación significativa de deterioro en la muestra de la población estudiada y el dolor fue
uno  de los más frecuentes. La presencia de incapacidad podría estar relacionada con el tiempo de hospitalización, no se halló
asociación para el género, el número de comorbidad, edad, uso de medicamentos, perdida en la actividad. El dolor se asocio con
síntomas depresivos.
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ABSTRACT

The normal and physiological aging process is not considered as incapacitating, but a significant part of the elderly population does
develop malfunctions or impairments. At present, the chronic and incapacitating diseases that are often presented by the elderly
comprise a great challenge for health structures, once they are technologically adapted to handling and solving acute cases. Thus,
there is a need to acknowledge the geriatric population and its impairments, aiming at treating the geriatric patient on a more specific
and global way. Normal aging is followed by gradual and progressive physiological changes, and by an increase in the prevalence of
acute and chronic diseases. That process is associated to an increase in the functional impairments incidence, even if it is not
considered a disease, but a physiological process. Acute hospitalization creates an increase in impairments, especially among the
elderly population, due to several factors, such as changes in routine, changes in the vigil sleep, increase in medication consumption
with several side effects, besides the fact that during hospitalizations there are habits which, when reinforced, lead to a greater
impairment, such as circumstances like the patient being hospitalized for a longer time, and the hospital employees performing their
tasks. Also, painful scenarios not appropriately controlled cause impairments isolatedly or in association with cognitive reduction and
motor function scenarios. Depression is also a factor that increases the number of impairments by acting in increasing the pain
sensation and in reducing the motor and cognitive function. This study aims at determining the presence of motor, cognitive, painful
and mixed impairments in the elderly inpatient population in the Main Hospital at Santa Casa de Misericórdia de São Paulo within the
Medicine, Surgery, Gynecology, and Orthopedics Departments, and evaluating the factors related to the presence of impairments,
among them: gender, age, hospitalization time, dependence level previous to the hospitalization, number of chronic diseases,
depression, and leisure activities. The survey herein consists of an observational study of transversal active search, in which we
studied all the patients with 60 years old or higher at the moment of the evaluation, hospitalized in the Main Hospital at Santa Casa de
São Paulo, in the Medicine, Gynecology, Lung and Heart Units Surgery, and Orthopedics and Traumatology Departments, who could
communicate themselves or had the data selective to the survey within their medical records, during a period corresponding to the
first three weeks in October, 2004. The data collection for the survey herein was performed by means of an application form
comprising items regarding the motor impairment (muscle strength loss, articular movement ranges changes, muscle tonus chang-
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INTRODUCTION

The normal and physiological aging process is not con-
sidered as incapacitating, but a significant part of the eld-
erly population does develop malfunctions or impair-
ments1,2. At present, the chronic and incapacitating dis-
eases that are often presented by the elderly comprise a
great challenge for health structures, once they are tech-
nologically adapted to handling and solving acute cas-
es2. Thus, there is a need to acknowledge the geriatric
population and its impairments, aiming at treating the
geriatric patient on a more specific and global way. Nor-
mal aging is followed by gradual and progressive physi-
ological changes, and by an increase in the prevalence of
acute and chronic diseases. That process is associated to
an increase in the functional impairments incidence, even
if it is not considered a disease, but a physiological pro-
cess3. Today, medicine worries not only with treating such
impairments, but also preventing, postponing, minimiz-
ing, and reducing them, by means of several gerontolog-
ical interventions.

There are projections that the USA will have around
9,700,000 to 13,600,000 of elderly people with moderate to
severe impairments by the year 20204. Such impairments
have an estimated cost of 170 billion USD/year in the USA5.
In Brazil, according to the data from the 2000 census of the
Brazilian Institute of Geography and Statistics (I.B.G.E.), it
is estimated that 7,200,000 elderly people present some kind
of deficiency, which corresponds to 49% of the elderly pop-
ulation in the country.

      Impairments in the elderly population are usually mul-
tifactorial and interconnected. Patients with three or more
deficiencies have a 60% chance of presenting some impair-
ment in one year period, where as patients without any known
deficiencies have a 7% chance of acquiring some impair-
ment6.

Motor impairments generate associated cognitive impair-
ments7,8.

Acute hospitalization creates an increase in impairments,
especially among the elderly population, due to several fac-
tors, such as changes in routine, changes in the vigil sleep,

increase in medication consumption with several side ef-
fects, besides the fact that during hospitalizations there are
habits which, when reinforced, lead to a greater impairment,
such as circumstances like the patient being hospitalized
for a longer time, and the hospital employees performing
their tasks9-13. Also, painful scenarios not appropriately con-
trolled cause impairments isolatedly or in association with
cognitive reduction and motor function scenarios14-16. De-
pression is also a factor that increases the number of impair-
ments by acting in increasing the pain sensation and in re-
ducing the motor and cognitive function17-19.

The appropriate use of a particular rehab way demands
a clear knowledge of the impairment causes5. There are
two traditional models for health and sickness which are
applied for the treatment of impairments, a physician that
focuses on etiological agents and pathological processes
related to biological and physiological changes, and a bi-
opsychosocial model which focuses the function, the en-
vironment and the well being from which the disease aris-
es, also known as functional model. Impairment is a com-
plex environment, with biological, social and financial
causes, and that’s why its treatment demands the fusion of
both models presented above5. The World Health Organi-
zation defines three terms by the International Classifica-
tion for Deficiencies, Impairments, and Disabilities (1990):
Deficiency is related to the loss or the abnormality of a
structure or psychological, physiological or anatomical
function; impairment is related to the consequence the
deficiency brings in terms of any restriction or lack of abil-
ity to perform an activity either in an specific way or with-
in the normal boundaries for the human being; and disabil-
ity, resulting from a deficiency or an impairment, which
limits or even prevents the fulfillment of a regular task for
that individual (depending on the age, gender and social-
cultural factors). The disability reflects the disagreement
between the individual’s performance and his/her expec-
tations or the expectations from the group to which he/she
belongs.

Lianza defines handicap as all functional or anatomical
lesion that follows a sickness or a trauma; impairment as a
consequence to the handicap or lesion, which leads to diffi-

es, presence of osteomuscular deformities), cognitive impairment (Mini Examination of the Mental Status and Geriatric Depression
Scale), and painful impairment (Descriptive Verbal Scale); and the survey of associated factors (gender, age, hospitalization time,
dependence level previous to the hospitalization, number of chronic diseases, use of medications, depression). Impairments were
found in 54 % of the patients studied (34 sick individuals. The most frequent impairment was pain, observed in 52 % of the patients (32
patients), followed by motor impairments, with 49% (31 patients), and by cognitive impairments, found in 30 % of the patients (19
patients). There is a significant presence of impairments in the sample population studied, and the painful ones are the most frequent.
The presence of incapacities might be related to the hospitalization period, but there was no association to gender, number of
comorbidities, age, use of medications, leisure activities. Painful impairments presented association to depressive symptoms.
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culties or even preventing the individual to perform a spe-
cific task; and deficiency as the disadvantage resulting from
the impairment that impairs or prevents self-sufficiency in
daily life activities, at work or during leisure times. The
impairments might reach several health areas, which will be
divided herein as motor, cognitive and painful.20

In literature, we usually find data on the elderly pain
prevalence which vary between 25 to 50% on an elderly
population living within the community and up to 85%
between elderly living in institutions21.

Concerning the motor impairments, according to the last
census, 26% of the elderly have serious difficulties related
to locomotion due to motor impairments (I.B.G.E., 2000) in
Brazil. It is also described that after the hospital hospitaliza-
tion need, 25 to 50% of the elderly patients are expected to
present some motor impairment13.

Concerning the cognitive impairments, the I.B.G.E.’s 2000
census indicates that four per cent of the Brazilian elderly
population presents severe mental deficiencies (I.B.G.E.,
2000), but it does not report any information on non-severe
cognitive deficiencies com functional impairment. For in-
patients of a general hospital, the cognitive deficits are
present around 23% of the patients, reaching up to 70% for
inpatients of home hospitals. When only the clinical inpa-
tient beds are evaluated, excluding the surgical beds, the
cognitive commitment rate reaches up to 31%22. In other
essays, the cognitive commitment rate for elderly inpatients
reaches 14% on a university hospital in Chile and 32% in
Italy12,23.

PURPOSES

This study aims at:

1) Determining the presence of motor, cognitive, painful
and mixed impairments in the elderly inpatient popula-
tion in the Main Hospital at Santa Casa de Misericórdia
de São Paulo within the Medicine, Surgery, Gynecolo-
gy, and Orthopedics Departments, and

2) Evaluating the factors related to the presence of impair-
ments, among them: gender, age, hospitalization time,
dependence level previous to the hospitalization, num-
ber of chronic diseases, depression, and leisure activities.

MATERIAL AND METHODS

The survey herein consists of an observational study of
transversal active search, in which we studied all the pa-
tients with 60 years old or higher at the moment of the
evaluation, hospitalized in the Main Hospital at Santa
Casa de São Paulo, in the Medicine, Gynecology, Lung
and Heart Units Surgery, and Orthopedics and Trauma-

tology Departments, who could communicate themselves
or had the data selective to the survey within their medi-
cal records, during a period corresponding to the first three
weeks in October, 2004.

Following those requirements, inpatients from the ER and
CTI units were excluded, due to their unstable and unde-
fined clinical scenario.

The data collection for the survey herein was performed
by means of an application form comprising items regard-
ing the motor impairment (muscle strength loss, articular
movement ranges changes, muscle tonus changes, presence
of osteomuscular deformities), cognitive impairment (Mini
Examination of the Mental Status and Geriatric Depression
Scale24,25), and painful impairment (Descriptive Verbal
Scale26); and the survey of associated factors (gender, age,
hospitalization time, dependence level previous to the hos-
pitalization, number of chronic diseases, use of medications,
depression).

Each infirmary has received only one visit with the aim
of searching for patients, so the sample distortion by infir-
maries with greater elderly rotativity and seasonings were
avoided. The month of October was chosen in order to avoid
the presence of seasonal epidemic diseases.

The frequency distribution was compared between two
qualitative variables, using the Pearson Qui-Quadrado test.
The Exact Fisher test was used in situations where the val-
ues expected were less than 5. For p values smaller than 0.05
(p-value < 0.05), the statistically significant association be-
tween the variables was considered, and, in such cases, the
value of the standard residue value above 1.96 was used in
order to identify category pairs which corresponded to a
value above the expected (Zres), thus indicating statistical
significance in the case herein (associated categories) to the
five percent significance value.

As for the quantitative variables (hospitalization days,
number of baseline diseases, and number of medications
used), the non-parametric Mann-Whitney test was applied
in order to compare the average values from two indepen-
dent populations. The non-parametric Kruskal Wallis test
was used in order to compare more than two averages. The
non-parametric methodology was applied because those
variables have presented an abnormal distribution. For p
values below 0.05, the averages were considered statistical-
ly different.

In order to perform the statistics above, the softwares used
were: MSOffice Excel version 2000 for database manage-
ment; SPSS for Windows release 10.0 to perform the statisti-
cal calculations and provide graphs, and for the tables and
text edition, MSOffice Word version 2000 was used.

This study was previously submitted to the approval of
the Ethics Survey Committee of the Irmandade da Santa Casa
de Misericórdia de São Paulo under number 240/02.
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ESTE DOCUMENTO ES ELABORADO POR MEDI-
GRAPHIC

RESULTS AND DISCUSSION

After applying the form for a three-week period, 63 inpa-
tients with more than 60 years old were evaluated, from a
total of 359 possible beds. According to I.B.G.E.’s data
(2000), the number of elderly represents eight per cent of the
Brazilian population.

On the average, the elderly present an hospitalization
rate twice as great as the non-elderly population2. Thus, based
on IBGE’s last populational census data (2000), approxi-
mately 16% of the beds were expected to be occupied by the
elderly, which corroborates with the result of the study
(17.5%).

The Main Hospital at Santa Casa de São Paulo is a tertia-
ry school hospital that receives patients from the Public
Health System (Sistema Único de Saúde) in Brazil, which
represents patients from a low social-financial level.

The patients ages varied from 60 to 91 years old, with a
73.25 ± 8 average.

Ten patients did not answer the questionnaire due to se-
vere impairments which prevented them to communicate
themselves, representing 16 % of the population surveyed.
Those patients did not undergo any cognitive tests for the

Mini Mental Examination and the Geriatric Depression
Scale, and they were not questioned about sleep disorders,
education, previous leisure and pain presence.

Impairments were found in 54 % of the patients studied
(34 sick individuals), a value a little below the ones found
in literature, which estimates incapacities for that age range
in 60%2, due to chronic processes for an outpatient popula-
tion, and identical to the one found by Ramos et al.1 on their
survey on the elderly impairments incidence in the city of
São Paulo.

The most frequent impairment was pain, observed in 52
% of the patients (32 patients), followed by motor impair-
ments, with 49% (31 patients), and by cognitive impair-
ments, found in 30 % of the patients (19 patients).

When the results of the study herein are compared to each
other, it is observed that the frequency of painful and motor
incapacities is within the values expected. There is a great
variation in the frequency rates for cognitive impairments
in literature due to different patient groups evaluated and
with social and cultural level differences. Our work is closer
to the results found in an inpatient group for an Italian gen-
eral hospital12, despite our expectations of finding results
similar to the ones of a group studied in Chile23 due to the
financial and geographical proximity.

The patients’ average hospitalization time was of nine
± 13 hospitalization days, considering 62% of the patients
presented hospitalizations up to one week. Only 24% of
the patients presented hospitalizations of up to three days,
which might indicate the tendency of a greater hospital-
ization time for geriatric patients. Despite the fact that the
association between the hospitalization time and the pres-
ence of incapacities (p > 0.05) could not be statistically
proven, Figure 1 shows that the patients with some kind of
impairment tend to be hospitalized for a longer time.

When the patient’s previous functional capacity is eval-
uated, 30% of the patients are found to present dependence
for daily life activities and practices, and those are the same
patients who keep dependence scenarios during hospital-
ization. Before hospitalization, 54% of the patients were
fully independent to perform their daily lives activities and
practices, a number that fell to 51% during hospitalization.
From the rest of the patients, seven were initially indepen-
dent with help, and three were semi-dependent, and after
hospitalization, the semi-dependent number of patients in-
creased from five per cent to 9.5% (six patients). Such re-
sults show that the patients who were previously dependent
keep that functional status, while there was an increase in
the semi-dependent patients number and, as a consequence,
a reduction in independent patients number with our with-
out help.

In hospitalization scenarios an increase in functional in-
capacities is expected, followed by a worsening in function-

Figure 1. Comparison between the number of hospitaliza-
tion days and the presence of impairments in elderly inpa-
tients in the Main Hospital at Irmandade da Santa Casa de
Misericórdia de São Paulo (ISCMSP) in October 1-20, 2004.
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al levels9,11, which was observed very discretely. That in-
crease in incapacities with a decrease in functional capacity
–that might reach up to 50% of the elderly hospitalized27–
has not been really expressive in this sampling, due to the
fact that the patients did not have long hospitalization peri-
ods and the impairments rates previous to hospitalization
was already high.

Only three patients (5%) were still working full time, and
most of them were housekeepers or retired, but around 48%
still had regular leisure activities – defined by the patients
as performed with the aim of providing mental relaxation,
data that does not match I.B.G.E.’s (2000), which highlights
the fact that 27% of the elderly are family heads, being eco-
nomically active still. The low number of workers might be
a consequence of the low social level of the population stud-
ied, associated to a low education level.

Despite the small percent of economically active patients,
30 patients had regular leisure activities (48%). This is a low
number if we consider that 70% of the population does not
present severe impairments. This data is important because
leisure and work reflect the maintenance of the abilities28.
Inoye29 considers the absence of leisure activities as a risk
factor for the presence of impairments. The fact that part of
the patients studied does not have regular leisure activities
even in the absence of impairments is also explained by the
patient’s social origin, which face greater difficulties to ac-
cess such activities.

Among motor limitations, there is a low rate of muscular
tonus changes according to the Ashwoth scale30, as the hy-
potonias are more frequent due to a longer immobilization
in highly dependent patients (11%). Such patients have also
shown a reduction in muscle strength according to the Ken-
dall test31.

Among the motor impairments found, the most frequent
is the articular range deficit, especially for great joints as
shoulders, knees and hips, and the shoulder is the most
present, with 14 patients, followed by the knee with 12 pa-
tients, hip with eight patients, ankle with four patients, and
elbow and wrist with one patient each, with a total of 31 sick
patients, some with multiple deformities (nine patients).
Thus, this sample has shown articular limitation in 49% of
the patients, as the shoulder, knee and hips joints represent
84% of the joints affected.

Most limitations were mild (49%), followed by severe
(29%) and moderate (22%). When compared to the entire
sample, 9.5% of the patients studied have some severe artic-
ular limitation. According to data found in literature, such
limitations are associated to a progressive increase in im-
pairments in other areas, as the cognitive7, which was cor-
roborated when we observed all patients with multiple lim-
itations presented a severe associated cognitive commitment.
It is important to highlight the presence of shoulder articu-

lar limitation, which is usually not considered, but that pre-
sented the greater limitation rate (22%). In hospitalizations,
due to the decrease in functional activities, and the longer
tempo for bedfast recovery, associated to the loss of the ar-
ticular liquor composition quality due to aging, there is a
reduction in the scapular waist mobility, leading to an artic-
ular limitation. It is important to survey that limitation, be-
cause the shoulder is one of the first joints to lose mobility
during immobilization, which reflects the reduction of the
functional capacity, due to pain or by the impairment to
performs tasks with the higher member itself10.

Sleep is still a little known organic phenomenon, with a
complex integration among organic, physiological and psy-
chological factors inherent to the individual himself, associ-
ated to cultural, social and physical environment factors32.
Among the patients studied, 25 refer to sleep disorders (40%),
12 patients with frequent awakenings (19%), nine patients
with the beginning of the deep sleep (14%), seven patients
with a duration of nocturnal sleep of less than six hours (11%),
and four patients with sleep inversion for day time (6%), and
seven patients presented more than one of these disorders.

Thus, the sleep disorders above were found in 40% of the
patients, considering 16 % not being surveyed due to their
being unable to communicate. An increase in sleep disor-
ders is expected due to hospitalization, related to several
factors, among them, worries with hospitalization, the dis-
ease condition itself that led to the hospitalization, the asso-
ciated diseases, the use of medications in the hospital, be-
sides the inactivity itself that resulted from the hospitaliza-
tion. These sleep cycle changes lead to a worsening in vigil
quality, which further causes a worse quality of life, which
can potentially generate a worsening of painful and of the
cognitive function scenarios3. Sleep disorders are common
for a third of the elderly population33, and they can increase
in hospital hospitalization.

The patients had a low education level, with 25 illiterate
individuals (40%), 20 who studied up to the fourth grade
(junior high) (32%), and only seven with more than four years
in school (11%). That fact is probably due to the low social-
financial level of the patients that participated in the study.

Therefore, the population was expected to present a great-
er number of low scores in the Mini Examination of the
Mental Status (M.E.E.M.) test34, which could represent a
greater part of cognitive impairments. The cognitive chang-
es by the M.E.E.M. (scores lower than 24), were detected in
79% of the patients (42 patients), not considering the indi-
viduals education level. When correcting the results accord-
ing to the education level34,35 for values expected in a pop-
ulation with an average study (normal values up to 18), 30
patients (48%) were found to have a low score, but normal
for their education level. When the other ten non-communi-
cating patients are considered, the rate reaches 35% of the
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patients with a cognitive deficit. We should reinforce that
the test was applied for a cognitive difficulties survey, not
for dementia evaluation, and that is why lower values should
be considered as an impairment, for they probably interfere
with the patients’ daily activities.

According to literature data33, cognitive impairments of
a severe dementia type are expected in 5% of the elderly
population, and in other 10% on a mild to moderate way,
and among inpatient elderly the cognitive impairments rates
are from 31% to 40%22,12.

Thus, despite the low education levels presented by the
population in the study herein, the value for cognitive im-
pairment is among the ones expected according to the liter-
ature. Despite being described in literature36 as a factor fol-
lowing the cognitive impairments in hospitalized patients,
depression has not presented a statistically significant asso-
ciation in the study herein, when comparing the M.E.E.M.
results to the results of the geriatric depression scale (E.G.D.),
maybe due to the fact that part of the patients with severe
cognitive diseases was not able to answer the E.G.D.

It could also be realized that there was no association
between the changed values of the M.E.E.M. when related
to other factors as hospitalization period, number of comor-
bidities, and number of medications used by the patients,
factors that could interfere, increasing the cognitive impair-
ments by delirium3, which are transitory cognitive deficits,
and fluctuating following pathological processes.

The Yesavage et al.’s geriatric depression scale25 was
used as a means to detect depressive symptoms because it
is easy to be applied and is sensitive to the detection of
depression for the elderly37. According to the E.G.D., de-
pressive scenarios symptoms were found in 12 patients
(19%). Considering only the patients that participated in
the test, the presence of depressive scenarios increases to
26% . According to the World Health Organization (WHO)

data from 197938, it is estimated that 10% of the people
above 60 years old have depression. According to the same
authors, in hospitalized individuals that number increases
to 35% of the patients, even that the diagnostics or the
treatment rarely occurs. Clark & Siebens3 report a preva-
lence of 2 to 5% in community elderly, considering that
impaired patients would have a risk three times greater to
develop depressive scenarios.

Due to the multifactorial aspects of hospitalization, it is
hard to establish if the depressive scenario occurs due to
hospitalization itself or either spontaneously, favoring the
appearance of physical, psychological and social complica-
tions.

The depressive symptoms have been coincident in 92%
with the patients with a moderate to strong pain intensity
scenario evaluated by the Descriptive Visual Scale (E.V.D.)
Patients that did not present depressive symptoms (39 pa-
tients) have not complained about pain in 50% of the cases
and reported mild pain intensity in 8%, moderate pain in
16% and strong pain in 26%. In hospitals, depressive sce-
narios must be quickly investigated, because not identify-
ing and treating them might associate these situations with
a longer hospitalization period, therapeutic failures, and an
increase of impairments17,36,39. When evaluating table 1, the
statistically significant association can be noticed between
the functional dependency level and the presence of depres-
sion, corroborating literature reports that show a functional
worsening associated to depressive scenarios10,17,36. Not as-
sociating these scenarios to cognitive is probably due to the
fact that cognitive impairments are less frequent, causing no
statistical association. It cannot be stated that depressive
impairments cause a greater number of impairments, or if it
is the presence of impairments that cause the depressive
impairment. Anyway, we believe it is imperative to perform
the early diagnosis of the depressive scenarios so that activ-

Table 1: Dependence level rate distribution according to the presence of depressive symptoms by E.G.D. of the elderly
patients hospitalized in the Main Hospital at Irmandade da Santa Casa de Misericórdia de São Paulo (ISCMSP) in the

period between October 01-20, 2003.

independent
Totalindependent indep/partial depend/partial dependent

Depression Not N 31 3 4 3 41
category depressed % 81.60% 50.00% 80.00% 21.40% 65.10%

Depressed N 7 3 1 1 12
% 18.40% 50.00% 20.00% 7.10% 19.00%

Not responsive N 0 0 0 10 10
% 0.00% 0.00% 0.00% 71.40% 15.90%

Total
N 38 6 5 14 63
% 100.00% 100.00% 100.00% 100.00% 100.00%

p-value < 0.001 (Fisher Exact test)
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ities are stimulated as a way to reduce loneliness and inac-
tivity typical from the hospital environment.

For the evaluation of the pain scenarios the Descriptive
Verbal Scale was used40, due to being appropriate for the
elderly and presenting reliable results when compared to
the Visual Analogue Scale41,26. Even patients with mild cog-
nitive commitments are capable of answering to pain inten-
sity scales14. Non-communicating patients (ten) due to se-
vere cognitive function commitment were not evaluated in
relation to pain. Pain was divided according o its result in
E.V.D. as mild (scores from one to four), moderate (scores
from five to six) and intense (scores from seven to ten) in
order to facilitate the study42.

Pain in a frequent symptom in patients evaluated, with
the presence of a strong intensity pain in 19 patients (30%),
moderate intensity pain in 14 patients (22%), and low inten-
sity pain in four patients (6%). Thus, 52% of the patients
participating in the study refer to moderate to strong inten-
sity pain on a descriptive verbal scale, which demonstrates
the importance of its study in this particular population. In
literature, pain is prevalent from 25 to 30% in community
elderly population, around 60% among home elderly14, and
45 to 65% among hospitalized patients16.

CONCLUSION

There is a significant presence of impairments in the sample
population studied, and the painful ones are the most frequent.

The presence of incapacities might be related to the hos-
pitalization period, but there was no association to gender,
number of comorbidities, age, use of medications, leisure
activities. Painful impairments presented association to de-
pressive symptoms.
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