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RESUMO

Incapacidade funcional no idoso, processo heterogéneo e multifatorial, ocorre
quando hé dificuldade ou necessidade de ajuda deste para realizar atividades de
vida diaria (AVD), atividades instrumentais de vida diaria (AIVD) ou tarefas
relacionadas a mobilidade, além dos fatores contextuais associados (caracteristicas
sociodemogréficas e de saude geral). Neste sentido, o objetivo deste estudo foi
verificar diferengas na capacidade funcional e nos fatores contextuais a ela
associados de idosos com e sem catarata. Trata-se de um estudo observacional
transversal, realizado no Distrito Federal, Brasil, com uma amostra de 100 idosos
comunitarios, divididos em dois grupos: idosos com catarata bilateral e com
indicacao cirargica (n=50); idosos sem catarata (n=50). Avaliou-se a capacidade
funcional para atividades de vida diaria (AVD) - Indice de Katz, atividades
instrumentais de vida diaria (AIVD) - Escala de Lawton e mobilidade - Short Physical
Pherformance Battery. A incapacidade funcional foi detectada quando o idoso
apresentasse dependéncia para pelo menos uma AVD, dependéncia ou semi-
dependéncia para pelo menos uma AIVD e/ou desempenho alterado na mobilidade.
As analises dos dados incluiram frequéncias absoluta e relativa, testes Qui quadrado
ou Exato de Fisher (p<0.05) e analise regressiva de Poisson. Os idosos com
catarata, comparados aos sem catarata, eram mais velhos (p=0.046), com maior
namero de doencas (p=0.001), sedentarios (p=0.014) e com dificuldade para
enxergar (p=0.00). A prevaléncia de incapacidade funcional na amostra geral foi de
57.0%, 42.0% e 24.0% para AIVD, AVD e mobilidade, respectivamente. Nao houve
associagdo estatisticamente significativa entre incapacidade funcional para AIVD,
AVD e mobilidade e catarata. Diferenca estatisticamente significativa entre os idosos
incapacitados com e sem catarata conforme os fatores contextuais ocorreram para
incapacidade para AVD conforme faixa etaria (p=0.037) e comorbidade (p=0.037);
incapacidade para mobilidade e pratica de atividade fisica (p=0.013), e para AIVD
(p=0.001), AVD (p=0.001) e mobilidade (p=0.013) conforme o autorrelato de
dificuldade de enxergar. Além da catarata, sedentarismo, comorbidade e o proprio
envelhecimento funcional, s&o fatores contribuintes para o processo de incapacidade

funcional em adultos e idosos. Logo, é indispensavel a atuacéo da fisioterapia tanto
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para se prevenir o inicio ou a piora do envelhecimento funcional, como para reverter

este processo, evitando assim uma série de eventos adversos a saude.

Palavras-chave: opacidade do cristalino, ADL, limitacdo da mobilidade, pessoa

idosa.
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ABSTRACT

The functional disability in the elderly, a heterogeneous and multifactorial process,
occurs when there is difficulty or need to help of this to perform activity of daily living
(ADL), instrumental activities of daily living (IADL) or tasks related to mobility, besides
the contextual factors associated (sociodemographic and general health
characteristics). In this sense, the purpose of this study was to determine differences
in functional capacity and contextual factors associated with it in elderly affected and
not affected by cataract. It was a transversal-type observational study, carried out in
the Federal District of Brazil, with 100 community elderly, divided into two groups:
elderly with bilateral cataracts and with surgical indication (n=50); elderly not affected
by cataracts (n=50). The functional ability was evaluated for Activities of Daily Living
(ADL) — Katz Index, Instrumental Activities of Daily Living (IADL) — Lawton scale and
mobility — Short Physical Performance Battery. Functional disability was detected
when the elderly were dependent for one or more ADL, dependent or semi-
dependent for one or more IADL and/or when they presented any difficulty in
executing the tasks of mobility. Data analysis included absolute and relative
frequencies, chi-squared or Fisher’'s exact tests (p<0.05) and Poisson regression.
The elderly affected by cataract, compared with those not affected, were older
(p=0.046), suffered from more illnesses (p=0.01), were more sedentary (p=0.014)
and presented more self-reporting of eyesight problems (p=0.00). The prevalence of
functional disability in the general sample was 57.0%, 42.0%, and 24.0% for IADL,
ADL and mobility, respectively. No statistically significant associations were observed
between (IADL, ADL or mobility) disability and cataracts. A statistically significant
difference was observed between the disabled elderly affected and not affected by
cataract according to contextual factors for ADL regarding age (p=0.037) and
comorbidity (p=0.037), for mobility regarding the practice of physical activity
(p=0.013), and for IADL (p=0.001), ADL (p=0.001) and mobility (p=0.013) regarding
the self-reporting of eyesight problems. Besides cataracts, physical inactivity,
comorbidity and functional aging itself, are contributing factors to the process of
disability in adults and the elderly. Therefore, it is essential the role of physiotherapy
both to prevent the onset or worsening of functional aging as to reverse this process,

thus avoiding a number of adverse health events.
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1 INTRODUCAO GERAL

O modelo de classificagdo de funcionalidade e incapacidade langado pela
Organizacdo Mundial de Saude (OMS) em 2001, por meio da Classificacdo
Internacional de Funcionalidade, Incapacidade e Saude (CIF), adota uma
abordagem biopsicossocial em que o processo de incapacidade é visto como
dindmico e multifatorial, sendo influenciado por condi¢cdes de saude que incluem
componentes relacionados as funcbes e estruturas corporais, a atividade e
participacdo e aos fatores contextuais (ambientais e pessoais)*?.

No entanto, para o idoso, a definicdo de incapacidade funcional comumente
utilizada restringe-se ao autorrelato de dificuldade ou necessidade de ajuda deste
para realizar atividades de vida diaria (AVD) e/ou instrumentais de vida diaria (AlVD),
além das tarefas relacionadas & mobilidade®, itens estes inseridos na CIF em
atividade e participacéo®.

As AVD, também chamadas de atividades cotidianas, sdo tarefas
relacionadas ao autocuidado como alimentar-se, tomar banho, vestir-se, ir ao
banheiro, controlar a eliminacdo de urina e fezes e as AIVD indicam a capacidade do
individuo de levar uma vida independente na comunidade e inclui a capacidade para
preparar refeicoes, realizar compras, utilizar transporte, cuidar da casa, utilizar
telefone, administrar as préprias financas, tomar seus medicamentos®.

A mobilidade diz respeito a tarefas que envolvem movimento ao mudar o
corpo de posicao ou de lugar, carregar, mover ou manipular objetos, ao andar, correr
ou escalar (definicdo da CIF)*. Por fim, vale ressaltar que estas variaveis podem ser
mensuradas por diferentes instrumentos, ndo havendo um método correto e Unico
para operacionalizar a incapacidade funcional e, por isso, cada estudo deve deixar
claro o conceito de incapacidade funcional empregado e o0s instrumentos utiizados
para mensura-la®.

A investigacdo do estado funcional do idoso por meio da incapacidade
funcional é indispensavel uma vez que sua prevaléncia tende a aumentar com o
avanco da idade. Ela pode ser o primeiro sinal de alguma doenca ou agravo no
idoso, além de associar-se a desfechos adversos como perda de independéncia,
autonomia, institucionalizagéo e até morte™ °, principalmente no idoso muito idoso (=
80 anos)’.
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Quanto a prevaléncia da incapacidade funcional, deve-se atentar para o fato
de que, apesar de seu carater progressivo entre os idosos com o aumento da idade,
este fato ndo € resultado inevitavel do envelhecimento per se, considerando que o
mesmo é modificavel®. Este fato é evidenciado por estudos que sugerem uma
reducdo da prevaléncia de incapacidade funcional entre idosos em paises
desenvolvidos como Estados Unidos, Canadé, Unido Europeia, Franca, Itélia,
Alemanha e Jap&o®, como também no Brasil’, o mesmo ndo ocorrendo na
Espanha’®, onde um estudo realizado com 18.325 idosos comunitarios (= 65 anos)
observou aumento na prevaléncia da incapacidade funcional (14,8% em 2001,
15,8% em 2003 e 19,8% em 2006).

Em relacdo ao impacto da incapacidade funcional na mortalidade de idosos, o
estudo de Landi F et al. (2010)*, realizado ao logo de quatro anos com uma amostra
de 364 idosos (= 80 anos), observou que entre as 150 mortes, 55.3% ocorreram
entre idosos com incapacidade, 44.6% entre idosos sem incapacidade e 46.0% entre
idosos com comorbidade, levando a conclusédo de que a incapacidade, mesmo apés
ajustada para possiveis fatores confundidores, apareceu como fator de risco
independente para morte, superando o risco imposto pela comorbidade.

Outro grande impacto da incapacidade funcional nos idosos recai na a
expectativa de vida geral, expectativa de vida com incapacidade e expectativa de
vida livre de incapacidade. No Brasil, em 2003'?, obervou-se que, apesar de as
mulheres terem apresentado maior expectativa de vida aos 60 anos (22.1 anos)
comparadas aos homens (19 anos), elas também obtiveram menor expectativa de
vida livre de incapacidade leve, moderada ou severa.

Nos Estados Unidos da América'® evidenciou-se que idosos de 75 anos de
idade com incapacidade funcional, quando comparados aos de 85 anos sem
incapacidade, apresentaram expectativas de vida geral similares (8.2 anos), porém,
as expectativas de vida com incapacidade e livre dela foram, respectivamente, maior
e menor nos idosos de 75 anos com incapacidade.

Apresentada a problematica de alguns desfechos catastréficos relacionados a
incapacidade funcional no idoso, vem a tona a seguinte pergunta: como entao evita-
la? Primeiramente, deve-se reforcar que a incapacidade funcional no idoso,

conforme mostra a literatura'® *°

, € um processo dinamico, heterogéneo, multifatorial
e que se apresenta em diferentes trajetorias, podendo assim o idoso, ao longo do

tempo, manter determinado padrdo funcional, evoluir para diferentes graus de
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incapacidade ou dela recuperar-se. Logo, conhecer os fatores de risco e protetores
que interferem nesta dindmica auxiliaria ndo s6 na prevengdo, como também no
adiamento da progresséo da incapacidade funcional.

Dentre os fatores de risco para incapacidade funcional no idoso (AVD, AIVD e
mobilidade), independente do género, uma reviséo sistematica de 2009'® detectou
deficiéncia cognitiva, depresséo, doencas cronicas, indice de massa corporal (IMC)
acima de 25 Kg/m? marcha lenta, restricdo social, sedentarismo, autorrelato de
saude ruim, cansaco ao realizar atividades cotidianas e deficiéncia visual. Outros

estudos identificaram também idade®’*°

, inatividade fisica'"?°, baixa renda mensal®,
autorrelato de salde ruim ou muito ruim®, hospitalizacdo no dltimo ano®,
polifarmacia (cinco ou mais medicamentos)®, depressdo, osteoporose®,
desempenho alterado para mobilidade®’, viver s6'’, hipertensdo arterial sistolica
(HAS)Y, indice de massa corporal indicativo de obesidade (IMC > 30) ** *°, fumo®,

1819 comorbidade™, limitacdo funcional prévia'®, diminuicéo da forca

déficit cognitivo
preensdo palmar®, pouca leitura'® e niveis baixos de HDL (High Density
Lipoproteins)*®.

Um fator importante associado a incapacidade funcional em idosos, porém
com grandes lacunas na literatura cientifica, € a deficiéncia visual advinda da
catarata. Alguns estudos mostram associacdo de déficits visuais e lentiddo da

2L 22 reducdo na qualidade de vida®®, depressdo®, perda funcional para

marcha
AIVD ?*> % e que a correcdo desta deficiéncia pode reduzir a incapacidade funcional
no idoso?’, inclusive a correcéo da catarata®®.

A catarata esta intimamente relacionada ao processo de envelhecimento e
caracteriza-se pela opacificacédo do cristalino e pela perda progressiva da visao para
longe e para perto, além de embacamento e distorcdo dos objetos, redugcdo da
percepcdo de brilho, contraste e cores® *. Apesar de lacunas na literatura a
respeito do impacto de tais deficiéncias no processo de incapacidade funcional em
idosos, alguns estudos mostram que a catarata pode predispor os idosos a
diminuicdo de sua capacidade funcional uma vez que eles tendem a se restringir e
exercitar menos, com consequente perda de forca muscular, mobilidade e equilibrio
que por sua vez interferem na execucdo de atividades diarias, principalmente
instrumentais®> %°.

Estudar as deficiéncias visuais relacionadas a catarata e suas consequéncias

€ imprescindivel, pois, segundo estimativas da OMS, 269 milhdes de pessoas
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possuem baixa visdo e 45 milhdes sdo cegas, sendo a catarata uma das principais
causas®. Neste contexto, a OMS e a Agéncia Internacional para Prevencdo de
Cegueira (International Agency for the Prevention of Blindness) langaram, em 1999,

um plano global chamado ‘Vision 2020: the right to sight’®

gue objetiva eliminar a
cegueira prevenivel e tratavel até 2020 e combater as causas de deficiéncias
visuais, dentre elas a catarata. Na América do Sul o plano foi langado em 2000 na
cidade de Natal, Brasil, e as doencas alvo incluidas foram catarata, cegueira na
infancia e retinopatia diabética.

Estima-se também que as doencas oftalmol6égicas sejam responsaveis por
61.4 (4.0%) milhdes de anos vividos com incapacidades no mundo, 0 oitavo lugar
dentre outras 21 doencas®®. A catarata, por sua vez, ainda aparece como maior
causa de cegueira e de deficiéncia visual a partir dos 50 anos em paises em
desenvolvimento e contribui com mais de 90% do total de anos vividos com
incapacidades®. No Brasil, a catarata é a doenca oftalmolégica mais prevalente
entre idosos e aparece ora como a principal causa tratavel de deficiéncia visual
(54.9%) e de cegueira (30.0%)>°, ora como a segunda causa de cegueira®®.

Frente ao exposto, 0 presente estudo teve como objetivos descrever 0s
fatores contextuais (caracteristicas sociodemogréaficas e de saude geral), estimar a
prevaléncia de incapacidade funcional para AVD, AIVD e mobilidade e verificar as
diferencas entre os idosos incapacitados com e sem catarata conforme os fatores
contextuais. A hipdtese inicial € a de que tanto a catarata quanto os fatores
contextuais predisp6em os idosos a incapacidade funcional.

Logo, a melhor compreensdo da interferéncia da catarata e dos fatores
contextuais no processo de incapacidade funcional em idosos podera auxiliar
pesquisas futuras com delineamentos longitudinais, assim como 0S Servigos e
profissionais de saude a nao negligenciarem estas condi¢cdes nem os fatores a elas
associados, prevenindo assim o inicio, a progressdao e os desfechos adversos

relacionados a incapacidade funcional.
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2 OBJETIVOS

2.1 Geral

Verificar diferencas na capacidade funcional e nos fatores contextuais a ela

associados de idosos com e sem catarata.
2.2 Especificos

- Descrever e comparar o0s fatores contextuais (caracteristicas

sociodemogréficas e de saude geral) entre os idosos com e sem catarata,

- Estimar a prevaléncia de incapacidade funcional para AVD, AIVD e

mobilidade na amostra geral e nos grupos de idosos com e sem catarata;

- Avaliar a associagdo entre os desfechos de incapacidade funcional
(AVD, AIVD e mobilidade) e catarata;

- Verificar as diferencas entre os idosos incapacitados com e sem

catarata para AVD, AIVD e mobilidade conforme os fatores contextuais.
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Abstract

The purpose of this transversal-type observational study was to investigate functional
disability and contextualized factors in the elderly affected and not affected by
cataract. It was carried out in the Federal District of Brazil, with 100 community
elderly, divided into two groups: G1 — elderly with bilateral surgical-type cataracts
(n=50) and G2 — elderly not affected by cataracts. Functional disability was evaluated
for Activities of Daily Living (ADL) — Katz Index, Instrumental Activities of Daily Living
(IADL) — Lawton scale and mobility — Short Physical Performance Battery. Functional
disability was defined as a difficulty or need for help to execute ADL, IADL or mobility,
besides the contextual factors involved. Data analysis included absolute and relative
frequencies, chi-squared or Fisher’'s exact tests (p<0.05) and Poisson regression.
The elderly from G1 were older (p=0.046), suffered from more illnesses (p=0.01),
were more sedentary (p=0.014) and presented more self-reporting of eyesight
problems (p=0.00). The prevalence of functional disability in the general sample was
57.0%, 42.0%, and 24.0% for IADL, ADL and mobility, respectively, with the highest
rates for the elderly suffering from cataracts. A statistically significant difference was
observed for the disabled elderly from G1 and G2 according to contextual factors: for
ADL regarding age (p=0.037) and comorbidity (p=0.037), for mobility regarding the
practice of physical activity (p=0.013), and for the self-reporting of eyesight problems
regarding the incapacity to execute IADL (p=0.001), ADL (p=0.001) and mobility
(p=0.013). Cataracts can contribute towards functional disability and therefore, must
be treated early in both adults and elderly.

Keywords: cataracts, ADL, IADL, mobility limitation, elderly.

1. Introduction

The International Classification of Functioning, Disability and Health (ICF) of
the World Health Organization (WHO) adopts a biopsychosocial approach in which
the disability process is affected by multiple factors such as body
functions/structures, activity and participation, and contextual factors (environmental
and personal) (Sampaio & Luz, 2009). In the elderly the most common definition of
functional disability is based on the self-reporting of difficulties or need for help to
carry out: i) Activities of Daily Living (ADL) — such as feeding, bathing, dressing,
transferring, among others; ii) Instrumental Activities of Daily Living (IADL) — such as

preparing meals, shopping, use of transportation services, taking medication, among
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others; and iii) tasks related to mobility (Alves & Machado, 2008), being the latter
defined by ICF within the activity and participation component (Sampaio & Luz,
2009).

Research on the functional disability of the elderly is paramount once that its
prevalence and incidence tend to increase with age (Palacios-Cefa et al., 2012;
Wolinsky et al., 2011), and its presence can be the first sign of an illness or
complications in the elderly. Besides, it is associated with adverse outcomes such as
loss of autonomy, institutionalization, death (Bravell, Berg, & Malmberg, 2008;
Marengoni, Von Strauss, Rizzuto, Winblad, & Fratiglioni, 2009), reduction in general
and disability-free life expectancy, and increase of disabled life expectancy
(Camargos, Machado, & Rodrigues, 2008; Keeler, Guralnik, Tian, Wallace, &
Reuben, 2010; Landi et al., 2010).

Among the multiple gender-independent risk factors for functional disabilities
(IADL, ADL, and mobility) in the elderly, a 2009 systematic review detected cognitive
deficiencies, depression, chronic diseases, Body Mass Index (BMI) over 25, slow
gait, social restrictions, sedentarism, health self-report classification as bad, fatigue
when executing daily activities, and visual deficiency (Rodrigues, Facchini, Thumé, &
Maia, 2009). Visual deficiencies of different causes were associated with social
isolation, solitude and depression, gait abnormalities, decrease in functional capacity
to carry out activities directly related to vision and also instrumental activities of daily
living (de Melo Borges & Cintra, 2010; Freeman et al., 2009; Gonzalez Simon et al.,
2007; Helbostad, Vereijken, Hesseberg, & Sletvold, 2009). Evidence demonstrates
that the correction of these visual deficiencies reduces functional disabilities in the old
age (Freedman, Martin, Schoeni, & Cornman, 2008), including the correction of
cataracts (Lopez-Torres Hidalgo et al., 2004).

Cataracts are intimately related to the aging process and are characterized by
the opacification of the crystalline and progressive loss of vision (Ho, Peng, Chen, &
Chiou, 2010). The impact of cataracts on the functional capacity of the elderly
represents a gap in scientific literature, although cataracts are the greatest cause of
blindness and visual impairments in individuals over the age of 50 in developing
countries, and contribute with more than 90% of the total of years lived with disability
(Rao, Khanna, & Payal, 2011). In Brazil, cataract is the ophthalmologic iliness that
appears as the main cause of treatable visual deficiencies (54.9%) and blindness
(30.0%) (Saloméao et al., 2008).
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In the light of the above, the present study aims at describing and comparing
contextual factors (sociodemographic and general health characteristics), estimating
the prevalence of functional disabilities for ADL, IADL, and mobility, and verifying the
differences between the disabled elderly with and without cataracts, according to
contextual factors. The initial hypothesis is that cataract and contextual factors are
conditions that predispose the elderly to functional disability. Therefore, a better
comprehension of the aforementioned objectives can help future longitudinal-type
research as well as health services and professionals not to neglect these conditions
or the associated factors, preventing the beginning, progression and adverse
outcomes of functional disability in the elderly.

2. Materials and methods
2.1Study design and sample

A transversal-type observational study is presented herein, carried out in the
Federal District, Brazil, part of a wider project entitled Impact of cataract surgery on
the occurrence of falls and multidimensional aspects of health: a longitudinal study in
the elderly of the Federal District.

The population studied was constituted by elderly from the community (= 60 years
of age), of both genders and capable of strolling. The convenience sample was
constituted by 138 senior citizens that were selected and assessed between
December/2011 and December/2012. Of these 138, a total of 100 individuals were
included in the study and divided in two groups: G1 — elderly with bilateral surgical-
type cataracts (n=50) and G2 — elderly not affected by cataracts (n=50).

Exclusion criteria were adopted, which could have interfered in the performance
of physical tests and/or interviews, affecting the analyzed outcome: clinical diagnosis
or acute cognitive deficit suggesting dementia (MMSE<17) (n=6), Parkinson Disease
(n=0), Encephalic Vascular Accident (n=1), surgical correction of cataract in one eye
(n=14), and positive diabetes self-reporting for over five years (n=17).

The elderly with bilateral cataracts were recruited from the cataract surgery
schedules from the two only hospitals of the Federal District Health State Office that
are qualified for such procedure: Ophthalmology Departments of the Hospital de
Base (HB) and the Regional Hospital of Taquaritinga (RHT). The elderly not affected
by cataract (self-report) were recruited from the Regional Health Centers of Ceilandia
and Sobradinho.

2.2 Ethics and Procedures
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The present study was approved by the Ethics Committee of the Health
Sciences Research and Teaching Faculty (FEPECS) (0153/2011) and all participants
signed free informed consent forms. After approval by the ethics committee, selection
of participants was carried out in the previously mentioned sites through pamphlets,
posters and further telephone contact for clarification on research aspects, invitation
to participate and scheduling of assessment at UnB - Ceilandia Campus. The
evaluators received training regarding the instruments utilized. The assessment of
each participant lasted approximately 60 minutes and each senior was evaluated
only once.

2.3 Definition of functional disability

The outcome of the present study was functional disability for ADL, IADL, and
mobility in the elderly that suffered from cataracts, and in those not affected. The
theoretical definition for functional disability adopted in this study was the difficulty or
need for help to execute basic daily activities or more complex activities for
community life (instrumental), besides activities related to mobility (Alves & Machado,
2008). In a complementary form, the interference of contextual factors was also
considered, as CIF proposes (Sampaio & Luz, 2009).

24 Instruments
2.4.1 Mini Mental State Examination (MMSE)

The MMSE, elaborated by Folstein et al. (Folstein, Folstein, & McHugh, 1975),
was employed to exclude the elderly that presented acute cognitive deficit
suggestive of dementia (cutoff score: 17 points) (Silva, Silva, Maximo, Dias, & Dias,
2011). The test is constituted by 30 questions grouped in seven categories: temporal
orientation (5 points), spatial orientation (5 points), three-word registry (3 points),
attention and calculus (5 points), evocation of three words (3 points), language (8
points), and visual constructive capacity (1 point), and each question can be scored
as 0 (error) or 1 (correct) with the total score varying between 0 to a maximum of 30
points (Folstein et al., 1975).

2.4.2 Semi-structured interview

In this interview the following contextual factors were investigated:
sociodemographic and general health characteristics. The sociodemographic data
collected were gender, age (years), marital status (married/common law, single,
divorced or widow), education level (never attended school, < 4 years or > 4 years),

retirement pension and family support (through the questions: ‘do you live by
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yourself?’” and in case of positive answer, ‘who lives with you, a family member or
friend?’).

General health data were analyzed through the self-reporting of medical
history and number of ilinesses, number of medications being taken, level of physical
activity, and autoperception of eyesight capacity even with the aid of glasses or
lenses (no difficulty, low or high degree of difficulty).

2.4.3 Activity and Participation
2.4.3.1 Mobility: Short Physical Performance Battery (SPPB)

The SPPB (Jack M. Guralnik et al., 1994) was developed to assess mobility
through direct observation by an examiner and, in 2007, was adapted for Brazil by
Nakano (Nakano, 2007). SPPB is constituted by five tests that evaluate, respectively:
static balance, gait speed and lower extremity muscle strength. The score for each
test varies from zero (worst performance) to four points (best performance), and the
sum of test scores yields the total score, which varies from zero (worst performance)
to 12 points (best performance) (Nakano, 2007). This study considered the SPPB
classification proposed by Guralnik et al. (J.M. Guralnik et al.,, 2000) with the
following adaptations: bad, low or moderate performance (0-9) and good
performance (10-12), with a mobility disability being determined by any difficulty in
executing the tasks, i.e., bad, low or moderate performances.
2.4.3.2 Activities of daily living (ADL) and Instrumental Activities of Daily Living
(IADL)

ADL and IADL were assessed through an interview with patients, utilizing
standardized instruments. For ADL the Katz Index (KI) was used (Katz, Ford,
Moskowitz, Jackson, & Jaffe, 1963), which measures independency for six activities,
which are related and hierarchically organized: bathing, dressing, toileting,
transferring, urinary and fecal continence, and feeding (Lino, Pereira, Camacho,
Ribeiro Filho, & Buksman, 2008). This study standardized the score 0 for
independency and 1 for dependency in each activity, and the following categories
were considered in the statistical analyses for the elderly: independent or dependent
for one or more ADL, being the latter an indicator of disability.

For IADL the Lawton Scale (LS) was utilized, which covers nine activities (use
of telephone, shopping, use of transportation, housekeeping, manual labor, laundry,
food preparation, taking medication and ability to handle finances ) (Lawton & Brody,

1969). The score for each activity varies in accordance with the necessity of help to
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carry out the task: 3 (no help/independent), 2 (partial help/semi-dependent), and 1
(integral help, dependent) (Lawton & Brody, 1969), with the total score varying
between 9 (minimum) and 27 (maximum). In this study the following categories were
utilized for the elderly: independent and dependent/semi-dependent for one or more
IADL, being the latter an indicator of disability.

2.4.4. Statistical Analysis

Data were analyzed by software STATA 12.0. Initially, a descriptive analysis
was carried out for all variables in groups G1 and G2 through absolute and relative
frequencies. The chi-squared and Fisher’s exact tests were utilized to compare the
proportions, considering p < 0.05. The prevalence of outcomes was then estimated
(functional disability for ADL, IADL and mobility) in the general sample and according
to groups G1 and G2. A Simple Poisson Regression was used to analyze the
differences between G1 and G2, according to the dependent variables. The
magnitude of the association was estimated by the Prevalence Ratio (PR),
considering the 5% significance level (p < 0.05). The prevalence of each one of the
outcomes, according to groups G1 and G2, was also estimated for the contextual
factors and the differences were analyzed by the chi-squared or Fisher's exact texts
(p<0.05)

3. Results

A high prevalence was observed, in both groups, in low education level (< 4
years of education), married, female participants that did not live on their own.
Regarding age groups, the majority of the elderly of G1 and G2 belonged,
respectively, to the oldest age group (over 70 years old) and to the youngest age
group (between 60 and 69 years of age), with a significant statistical difference
(p=0.046). In general health characteristics, a statistically significant difference was
verified between groups regarding the presence of five or more illnesses (p=0.001),
physical inactivity (p=0.014), and autoperception of eyesight as with some difficulty
(p=0.000), with a higher prevalence in the elderly that suffered from cataracts (Table
1).

Table 2 presents the prevalence of functional disability in the general sample
and per groups for ADL, IADL, and mobility. The highest disability prevalence
occurred for IADL (57.0%), followed by ADL (42.0%), and mobility (24.0%). No
statistically significant differences were observed in the elderly of G1 or G2 for IADL
disability (RP=1.47 CIl95%:0.96;1.95), ADL disability (RP=1.37 CI95%:0.91;2.37) or
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mobility (RP=1.4 CI95%:0.68;2.85), although the highest prevalences of disability
occurred in the elderly that suffered from cataract (50.0% for ADL, 66.0% for IADL,
and 28.0% for mobility). ADL dependency was restricted to urinary continence, with a
higher prevalence in the elderly that suffered from cataracts (p=0.315). Regarding
mobility, the majority of the elderly from both groups presented good performance
and, among the 24.0% that presented some difficulty, the greater part suffered from
cataracts.

In Tables 3 and 4, the prevalence of functional disability (ADL, IADL, and
mobility) was estimated according to contextual factors in the elderly of groups G1
and G2, and the differences were analyzed. Among the sociodemographic
characteristics, a statistically significant difference was observed between the ADL-
disabled elderly of groups G1 and G2 regarding age group only (p=0.037), with the
highest prevalence of this disability found in the elderly over the age of 70 from G1
(Table 3).

In general health characteristics, statistically significant differences were
encountered between the mobility-disabled elderly of groups G1 and G2 regarding
the practice of physical activity (p=0.013), and in the ADL-disabled regarding
comorbidity (p=0.037), with the highest prevalences among sedentary elderly and
elderly suffering from five or more illnesses from G1 (Table 4).

Figure 1 highlights the statistically significant differences between disabled
elderly of groups G1 and G2 for ADL (p=0.001), IADL (p=0.001), and morbidity
(p=0.013), regarding the self-report of eyesight difficulties. Figure 1 also depicts the
fact that in G1, the prevalence of disability was higher for those that reported low or
high degrees of eyesight difficulties, while in G2 the highest prevalence occurred in
those who did not report vision difficulties.

4. Discussion

Although no statistically significant differences were observed, the elderly that
suffered from cataracts presented higher prevalences of functional disability for ADL,
IADL, and mobility, compared to the elderly not affected by cataracts. The statistically
significant differences between the disabled elderly of G1 and G2 according to the
contextual factors occurred for age, comorbidity, and incapacity to execute ADL,
practice of physical activity and mobility disability, self-reporting of eyesight difficulties
and incapacity to execute ADL, IADL, and mobility. Therefore, it is observed that
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these findings corroborate the initial hypothesis that cataracts predispose the elderly
to functional disability.

A trend was confirmed herein: the older participants belonged to the group of
those suffering from cataracts, as observed in other research (Luiz, Rebelatto,
Coimbra, & Ricci, 2009; Parahyba & Simbes, 2006). The study by Parahyba &
Simdes (2009) demonstrated an increase in the prevalence of cataracts in Brazil,
from 1.5% (= 50 years) to 8% in those over the age of 80 (Luiz et al., 2009) - the
aging process leads to increases in the density and oxidative stress of crystalline
cells, resulting in opacification (Ho et al., 2010; Pathai et al., 2013). Besides
presenting more advanced age, the elderly affected by cataracts complained about
greater vision difficulties, higher number of illnesses, and sedentarism. The scientific
literature demonstrates that the elderly who suffer from multiple illnesses, generally,
exercise less (Harris et al., 2009) and, besides, the elderly with visual deficiencies
tend to isolate themselves, be depressive, and present functional compromises (Luiz
et al., 2009), interfering therefore in the levels of physical activity.

The highest prevalence of functional disability in the general sample occurred
for IADL, followed by ADL and mobility. This fact is justified by the hierarchy of losses
in which more complex activities (IADL) are impaired in initial stages, and simpler
activities (ADL) are affected in later stages of the disability process. Mobility loss is
considered as an intermediate loss, between ADL and IADL (Alves & Machado,
2008), but that can manifest both at the beginning or at the end of the process (den
Ouden, Schuurmans, Brand, et al., 2013). On an opposite direction, the elevated
percentage of independent elderly is highlighted in the general sample for ADL
(58.0%), IADL (47.0%) and mobility (76.0%), which also corroborates with previous
studies (Del Duca, Silva, & Hallal, 2009; den Ouden, Schuurmans, Mueller-Schotte,
& van der Schouw, 2013; Giacomin, Peixoto, Uchoa, & Lima-Costa, 2008; Millan-
Calenti et al., 2010; Nascimento et al.,, 2012; Parahyba & Simdes, 2006) and
confirms the necessity of preventing functional disability and its adverse effects.

The prevalences of functional disability for ADL and IADL in the general
sample were higher than those from a study carried out in Pelotas, Brazil (26.8% and
28.8%, respectively) (Del Duca et al., 2009), but equivalents to the rates detected by
a study from A Corufia, Spain (24.6% and 53.5%, respectively) (Millan-Calenti et al.,
2010). The methodological aspects of these studies were similar to those presented

herein, and therefore, an hypothesis for the lower prevalences in the Pelotas study
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would be the better overall life conditions in the Southern Regions of Brazil, such as a
higher universalization of public health services, technological improvements in
health care, and higher income of population, education level and life habits
(Parahyba & Simdes, 2006). Prevalence of mobility disability in the general sample
obtained herein was similar to that observed by Parahyba & Simdes (2006) in the
non-institutionalized elderly between 1998 and 2003 (25.0% and 22.6%,
respectively).

For ADL, the study by Del Duca, Silva & Hallal (Del Duca et al., 2009) also
observed non-accumulated disability for ADL, with higher prevalence for urinary
continence (21.3%). The elderly suffering from cataracts, compared to those not
affected, presented higher prevalence (50.0%) in ADL disability, in this case, for
continence. It is well-known that visual deficiencies interfere with gait, resulting in a
slower, and unstable gait in the elderly (Helbostad et al., 2009), which can increase
the traveling time to the washroom and therefore lead to involuntary losses of urine.
Besides gait difficulties, there are several factors involved in the different types of
incontinence such as the weakening of the pelvic floor muscles, tissue alterations
due to the aging process, the use of diuretics and antihypertensives (Reis et al.,
2003), with the last two being the most common reported herein.

In IADL disability, the elderly suffering from cataracts present higher
prevalence (66.0%), compared to the elderly not affected. A study carried out in
Australia investigated individuals affected by visual deficiencies and detected that the
highest constraints were related to activities such as reading (medicine leaflets,
signs, tags), shopping, and leave the house and participate in leisure and
socialization activities (Lamoureux, Hassell, & Keeffe, 2004). Another study carried
out in Brazil also identified a statistically significant relationship between the elderly
suffering from low vision and IADL functional losses, of which the following are
emphasized: use of telephone, wash-iron clothes, execute manual labor, take
medicine and prepare meals (de Melo Borges & Cintra, 2010). It can be inferred that
IADL are activities highly dependent on vision, more than ADL and mobility.

Regarding mobility disability, the elderly affected by cataracts presented
higher prevalence (28.0%) when compared to the elderly not affected, as
associations between visual deficiency in the elderly and slower gait (Helbostad et
al., 2009) and postural instability (Palm, Strobel, Achatz, von Luebken, & Friemert,

2009) have already been demonstrated, which also interferes in the performance of
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SPPB tests. There was a statistically significant difference between the mobility-
disabled elderly of G1 and G2 regarding the physical exercise levels, with an
elevated prevalence of sedentarism in G1 (83.33%). Sedentarism is related to the
loss of muscle strength in inferior limb extensors, to deficiencies in physical abilities
measured by SPPB, as well as to losses in IADL and ADL (den Ouden, Schuurmans,
Brand, et al., 2013). A recent meta-analysis (Tak, Kuiper, Chorus, & Hopman-Rock,
2013) points out that regular physical activity is the most effective strategy to prevent,
reduce worsening, and slower functional aging processes, as well as to maintain
independency in the elderly and reduce health costs.

A statistically significant difference was detected between ADL-disabled
elderly from G1 and G2 regarding age and comorbidity, with the highest prevalences
among the older participants affected by cataracts and suffering from five or more
illnesses. Recent transversal (Millan-Calenti et al., 2010; Nascimento et al., 2012)
and longitudinal studies (Balzi et al., 2010; den Ouden, Schuurmans, Mueller-
Schotte, et al.,, 2013) demonstrated the aging process as a risk factor for the
beginning or worsening of the functional disability scenario, both for ADL and IADL,
as well as comorbidity (den Ouden, Schuurmans, Mueller-Schotte, et al., 2013;
Giacomin et al., 2008; Millan-Calenti et al., 2010; Rodrigues et al., 2009) and visual
deficiency (de Melo Borges & Cintra, 2010; Gonzalez Simon et al., 2007), which are
additional risk factors in this process.

Regarding the self-reporting of eyesight difficulties and functional disability, the
study by Lee et al. (2009) demonstrated statistically significant associations between
visual symptoms (eyesight difficulties and cloudiness) and mental and physical health
components, but the same did not occur when considering ophthalmologic disease
diagnosis (Lee, Cunningham, Nakazono, & Hays, 2009). This reinforces the
importance of considering not only the clinical diagnosis, but also the self-report of
the patient regarding eyesight difficulties and its interference in daily activities, being
these some of the parameters used for the indication of cataract surgery in the
Federal District, Brazil. Figure 1 confirms the multifactorial nature of the functional
disability process in the elderly (Balzi et al., 2010; den Ouden, Schuurmans, Mueller-
Schotte, et al., 2013; Giacomin et al., 2008; Marengoni et al., 2009; Millan-Calenti et
al., 2010; Parahyba & Simdes, 2006; Rodrigues et al., 2009), once the majority of
disabled elderly in G2 did not complain about vision difficulties, i.e., not only visual

deficiency, but other risk factors are involved in the process of functional losses.
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At this point, some considerations on this study must be made. The
transversal design emerges as a possible limitation of this study as it does not allow
for the establishment of a cause-effect relationship, i.e., it is not possible to point out
that cataracts are a risk factor for functional disability. Other limitations to be
considered are the following: convenience sample constituted by a small number of
participants and the non-identification and consecutive exclusion of other uncorrected
ophthalmologic diseases that could have masked cataracts.

5. Conclusions

This study highlighted that the higher prevalence of functional disability (IADL,
ADL and mobility) occurred in the elderly that suffered from cataracts, although the
difference was statistically non-significant. Statistically significant differences were
obtained between the disabled elderly of groups G1 and G2 regarding contextual
factors as follows: for ADL regarding age and comorbidity, for mobility regarding the
practice of physical activity, and for the self-reporting of eyesight problems regarding
the incapacity to execute IADL, ADL and mobility. Within this context, the importance
of screening, diagnosing and early treatment of cataracts is clear, preventing visual
deficiencies, blindness and its impacts on functional losses of the elderly and adults.
To this end, it is suggested that different professionals from the Unified Health
System (In Portuguese: SUS) are further qualified to track visual deficiency and risk
of blindness, as well as an increase in ophthalmologic ambulatory and surgical
services to precociously diagnose and correct cataracts, reducing the waiting time for
these procedures.

Besides cataracts, other factors identified by this study such as functional
aging, comorbidity and sedentarism must be considered to avoid the beginning or
worsening of functional disability as well as to allow for recovery. In the scope of
prevention, it is indispensable to practice the so-called ‘Active and Healthy Aging’
proposed by the WHO and reproduced in the form of public politics by the Brazilian
Health Ministry in 2005. The objectives are to optimize health, participation and
security opportunities and stimulate the elderly to enjoy good life habits and keep
active in the social, economic, cultural, spiritual, and civil scenarios, i.e., not only
active in the labor market or physical scenario. In the recovery of the elderly from
functional disability, specific assistance modalities are suggested to meet this
demand, offered by a multi- and inter-disciplinary team specialized in geriatrics and
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gerontology, such as reference or day-centers. In summary, it is fundamental that the

elderly themselves also assume their responsibility and exercise self-care.
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Table 1. Contextual factors for the elderly from G1 and G2. Federal District, Brazil, 2012.

Gl G2
Variable n (%) n (%) p
Gender 0.155*
Female 26 (52.0) 33 (66.0)
Male 24 (48.0) 17 (34.0)
Age group (years) 0.046*
60-69 20 (40.0) 30 (60.0)
270 30 (60.0) 20 (40.0)
Education level 0.820*
None 12 (24.0) 11 (22.0)
<4 years 22 (44.0) 20 (40.0)
> 4 years 16 (32.0) 19 (38.0)
Self-reporting: eyesight capacity 0.000*
No difficulties 4 (8.0) 32 (64.0)
Low level of difficulty 22 (44.0) 10 (20.0)
High level of difficulty 24 (48.0) 8 (16.0)
Self-referred morbidities
Systolic Hypertension 27 (54.0) 27 (54.0) 1.000*
Arthritis/arthrosis 18 (36.0) 15 (30.0) 0.319*
Heart disease 14 (28.0) 15 (30.0) 0.826*
Osteoporosis 9 (18.0) 10 (20.0) 0.799*
Depression 14 (28.0) 15 (30.0) 0.584*
Diabetes < 5 anos 7 (14.0) 3 (6.0) 0.001**
Comorbidity 0.015*
0-2 14 (28.0) 27 (54.0)
3to4 21 (42.0) 17 (34.0)
25 15 (30.0) 6 (12.0)
Regular physical activity 0.014*
Yes 24 (48.0) 36 (68.0)
No 26 (52.0) 14 (28.0)

G1.: elderly with cataract; G2: elderly without cataract. * Chi-squared (p<0.05) ** Fisher's exact (p<0.05) tests.
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Table 2. Prevalence of functional disability (ADL, IADL, and mobility) in the general sample and in the
elderly with and without cataract. Federal District, Brazil, 2012.

Functional disability n (%)

Groups

ADL RP (IC95%) p
Dependent Independent
(n=42) (n=58)
General sample 42 (42.0) 58 (58.0) -
With cataract (G1) 25 (50.0) 25 (50.0) 1.47 (0.91-2.37) 0.114
No cataract (G2) 17 (34.0) 33 (66.0) 1.00
IADL RP (1C95%) p
Dependent Independent
(n=57) (n=43)
General sample 57 (57.0) 43 (43.0) -
With cataract (G1) 33 (66.0) 17 (34.0) 1.37 (0.96-1.95) 0.076
No cataract (G2) 24 (48.0) 26 (52.0) 1.00
Mobility RP (IC95%) p
Bad to moderate Good
(n=24) (n=76)
General sample 24 (24.0) 76 (76.0) -
With cataract (G1) 14 (28.0) 36 (72.0) 1.40 (0.68-2.85) 0.356
No cataract (G2) 10 (20.0) 40 (80.0) 1.00

Simple Poisson Regression - Wald test (p<0.05)
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Table 3. Prevalence of functional disability in the general sample and among G1 and G2, according to contextual factors (sociodemographic variables).

Federal District, Brazil, 2013.

Prevalence %

Variables ADL disability IADL disability Mobility disability
Total G1 G2 p Total G1 G2 p Total Gl G2 p
(n=42) (n=25) (n=17) (n=57) (n=33) (n=24) (n=24) (n=14) (n=10)

Gender 0.131** 0.424* 0.932**

Female 76.2 53.1 46.9 65.0 54.0 45.95 79.1 57.89 4211

Male 23.80 80.0 20.0 35.0 65.0 35.0 20.9 60.0 40.0

Age group 0.037* 0.132* 0.188**

60-69 45.2 42.1 57.9 38.6 4545 5455 54.2 46.15 53.85

270 54.8 73.9 26.1 61.4 65.71  34.29 45.8 7273  27.27

Education level 0.951** 0.966* 0.610**

Nome 19.0 62.5 37.5 30.0 58.82  41.18 29.0 42.86 57.14

<4 years 50.0 57.1 42.9 44.0 56.0 44.0 46.0 63.64  36.36

> 4 years 31.0 61.5 38.5 26.0 60.0 40.0 25.0 66.67  33.33

Marital status 0.825** 0.481* 0.379**

*

Married/Common law 45.2 63.2 36.8 47.3 62.96 37.04 33.3 75.0 25.0

Single 9.5 75.0 25.0 12.2 71.43  28.57 16.7 25.0 75.0

Divorced 14.3 50.0 50.0 10.5 33.33  66.67 25.0 50.0 50.0

Widow 31.0 53.8 46.1 30.0 52.94 47.06 25.0 66.67  33.33

G1 - elderly suffering from cataracts; G2 — elderly not affected. * Chi-squared (p<0.05) ** Fisher's exact (p<0.05) tests
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Table 4. Prevalence of functional disability in the general sample and among G1 and G2, according to contextual factors (general health). Federal Distric,
Brazil, 2013.

Prevalence %

ADL disability IADL disability Mobility disability
Variables Total G1 G2 p Total G1 G2 p Total G1 G2 p
(n=42) (n=25) (n=17) (n=57) (n=33) (n=24) (n=24) (n=14) (n=10)
Self-referred illnesses
Systolic Hypertension 61.9 61.54 38.46 0.735* 63.2 52.78  47.22 0.306* 79.2 52.63  47.37 0.269*
Arthritis/arthrosis 38.1 62.5 37.5 1.00* 39.3 50.0 50.0 0.275* 56.5 61.5 38.5 0.940*
Depression 214 77.78 22.22 0.208** 17.5 60.0 40.0 0.495** 56.5 7143 28,57  0.404*
Osteoporosis 26.2 45.45 54.55 0.268* 24.5 57.14  42.86 0.948* 41.7 50.0 50.0 0.484*
Comorbidity 0.037** 0.387** 0.076**
0-2 19.0 25.0 75.0 24.5 42.8 57.1 12.5 0.0 100.0
3to4 45.2 57.89 42.11 44.0 57.89 42.11 41.6 60.0 40.0
5 or more 35.7 80.0 20.0 315 80.0 20.0 46.0 72.7 27.3
Number of medications 0.705** 0.134** 0.580**
None 9.5 50.0 50.0 8.7 100.0 0.00 4.0 100.0 0.00
lto2 35.7 53.33 46.67 37.0 52.38  47.62 25.0 66.67  33.33
3 or more 54.8 65.22 34.78 54.3 54.84  45.16 71.0 52.94  47.06
Regular physical activity 0.065** 0.172* 0.013*
Yes 59.5 48.0 52.0 56.0 50.0 50.0 50.0 33.33  66.67
No 40.5 76.47 23.53 44.0 68.0 32.0 50.0 83.33 16.67

G1 — elderly suffering from cataracts; G2 — elderly not affected. * Chi-squared (p<0.05) ** Fisher's exact (p<0.05) tests
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NED: No eyesight difficulties; LLD: Low level of eyesight difficulty; HLD: High level of eyesight
difficulty. Statistically significant difference between the elderly of G1 and G2 according to the self-
report of eyesight difficulties and ADL disability (p=0.001), IADL disability (p=0.001) and mobility
disability (p=0.013).

Figure 1. Prevalence of functional disability according to the self-report of eyesight difficulties in G1
and G2.
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4 CONCLUSOES

1. A maioria dos idosos com catarata, comparados aos sem catarata, pertencia
a faixa etaria mais velha (=70 anos), tinham maior nimero de cinco ou mais
doencas, eram sedentarios e relatavam alguma dificuldade para enxergar.

2. As prevaléncias de incapacidade funcional na amostra geral foram de 57%,
42% e 24% para as AIVD, AVD e mobilidade, respectivamente.

3. A maior prevaléncia de incapacidade funcional (AIVD, AVD e mobilidade)
ocorreu nos idosos com catarata comparados aos sem catarata, apesar da
associacdo nao estatisticamente significativa. Portanto, a presenca de
catarata, isoladamente, ndo predispés os idosos avaliados neste estudo a
incapacidade funcional.

4. Houve diferenca estatisticamente significativa entre os idosos incapacitados
de G1 e G2 para AVD conforme faixa etaria e comorbidade; para mobilidade
conforme a pratica de atividade fisica e para AIVD, AVD e mobilidade
conforme o autorrelato de dificuldade de enxergar. Assim, alguns dos fatores

contextuais predispusseram os idosos avaliados a incapacidade funcional.
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5 CONSIDERACOES FINAIS

A partir dos dados obtidos, fica claro que a catarata pode predispor o idoso a
incapacidade funcional. Neste contexto, € indispensavel rastrear, diagnosticar e
tratar a catarata precocemente evitando deficiéncias visuais, cegueira e seu impacto
nas perdas funcionais de adultos e idosos. Para tanto, sugere-se a ampliacdo da
capacitacdo dos diferentes profissionais do Sistema Unico de Saude (SUS) para
rastrear deficiéncia visual e risco de cegueira uma vez que a medida de acuidade
visual pode ser realizada por qualquer profissional de saude treinado.

Outra necessidade é o aumento dos servicos ambulatoriais e cirargicos de
oftalmologia para diagnosticar precocemente e corrigir a catarata, principalmente na
Secretaria de Estado de Saude do Distrito Federal (SES/DF), que possui quinze
regionais de saude e apenas dois locais para cirurgia de catarata (Hospital de Base
e Hospital Regional de Taguatinga), o que gera dificuldade de acesso, filas de
espera gigantescas e, consequentemente, piora da deficiéncia visual e do risco de
incapacidade funcional.

Iniciativas tém sido tomadas para reduzir as filas de espera por meio dos
mutirdes de cirurgia de catarata. Deve-se atentar, no entato, que sdo medidas
paliativas. Outra questao € a qualidade dos servicos oferecidos, ou seja, condicbes
de trabalho adequadas e atendimentos de qualidade. Neste ultimo caso, chama a
atencéo o fato de, nos locais onde os idosos com catarata foram selecionados para
esta pesquisa, ndo haver critérios objetivos padronizados para indicagdo de cirurgia
de catarata.

Aléem da catarata, outros fatores apontados por este estudo tais como
envelhecimento funcional, comorbidade e sedentarismo devem ser considerados
para que se evite 0 inicio ou a piora da incapacidade funcional, assim como para
que seja possivel a recuperacgdo desta depois de instalada.

Neste sentido, torna-se indispensavel a pratica do chamado envelhecimento
ativo e saudavel proposto pela OMS e reproduzido como uma politica publica pelo
Ministério da Saude (MS), no Brasil, em 2005. Os objetivos s&o otimizar

oportunidades de salde, participacdo e seguranca, estimular o idoso a ter bons
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hébitos de vida e a manter-se ativo nas questfes sociais, econdmicas, culturais,
espirituais e civis, ou seja, hao apenas ativo fisicamente ou no mercado de trabalho.

Para tal, é fundamental a intersetorialidade, a capacitacdo dos diferentes
profissionais da salude e de gestores quanto as especificidades do idoso, a pratica
real e urgente da multidisciplinaridade e interdisciplinaridade no SUS, modalidades
assistenciais especificas para idosos e, além de tudo isto, o idoso deve aponderar-
se de suas responsabilidades e exercer o autocuidado.

No ambito da atencdo primaria a saude (APS), urge-se pela implantacdo ou
ampliacdo do numero de NASF’s (Nucleos de Apoio a Saude da Familia) nas
regionais de salde. Na auséncia destes, sugere-se otimizar outras iniciativas,
mesmo que pontuais, que possam de fato reduzir o maus habitos de vida,
comorbidades, envelhecimento funcional e gastos com saude, como por exemplo a
fisioterapia em saude coletiva.

Além da APS, acredita-se que as modalidades de assisténcia especificas ao
idoso devem ser consideradas e implantadas. Neste caso, destaca-se a modalidade
do Centro-diurno, que além da assisténcia a saude por equipe multi e interdisciplinar,
especializada nas areas da geriatria e gerontologia, oferece também atividades de
socializagdo, como exercicios fisicos e cognitivos, praticas integrativas, artesanato,
palestras educativas aos idosos e seus cuidadores, dentre outras.

Algumas outras consideracfes importantes que serdo relatadas a partir de
agora dizem respeito as dificuldades encontradas ao longo desta pesquisa. Salvo
excecoes, foi possivel perceber em alguns locais, certas resisténcias para que a
pesquisa fosse realizada, dentre elas, pouca receptividade dos servidores e
dificuldade de acesso as informagfes necessarias.

Uma dificuldade minha foram os desgastantes cinco meses de espera para
conseguir a dispensa de ponto de metade de minha carga horaria na SES/DF
(20hs/semanais), pois, do contrario, cumprindo 40hs/semanais, 0 tempo para a
pesquisa, principalmente na fase de coleta, tornaria tudo muito mais dificil. Ao final
do primeiro semestre do mestrado, finalmente, consegui esta dispensa e, entédo, a
coleta foi iniciada.

Recrutar os idosos foi outra dificuldade. Nos centros de saude, iamos
pessoalmente, entregdvamos 0s convites para a pesquisa e anotdvamos nome e
namero de telefone para posterior contato, no entato, muitos idosos nao tinham

telefone, ou ndo sabiam informar ou ndo aceitavam informar o nimero.
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No Hospital de Base e no Hospital Regional de Taguatinga, as dificuldades
foram outras. As agendas eram preenchidas & méo pelos proprios médicos ou pelos
técnicos administrativos e, por muitas vezes, ndo era possivel compreender o nome
ou o numero de telefone anotado, além dos nimeros anotados erroneamente. Tudo
isto inviabilizava o recrutamento dos idosos destes locais, feito exclusivamente por
telefone.

Apesar de os prontuarios néo terem sido utilizados como fonte de dados, eles
poderiam ter nos auxiliado a checar os contatos dos pacientes, mas nao foi possivel
ter acesso aos mesmos. Eles nédo ficavam no setores de oftalmologia, mas, no setor
de protocolo e, para se ter acesso a eles, era necessaria uma solicitacdo via
memorando dos setores da oftalmologia para o protocolo, o que geraria mais
trabalho aos servidores.

Nos contatos por telefone, foi preciso transmitir muita seguranca ao idoso e
ao familiar acompanhante, geralmente filho (a), além de muita paciéncia, jogo de
cintura e poder de convencimento para que aceitassem participar da pesquisa. Foi
desgastante esta etapa! As grandes dimensdes geograficas do DF dificultaram ainda
mais o comparecimento dos idosos ao campus da UnB em Ceilandia, principalmente
os idosos do Hospital de Base, oriundos de diferentes regionais do DF.

Organizar tudo, a busca de contatos, as ligacdes, a organizacédo das agendas,
o agendamento do laboratério na faculdade, a escala das alunas de iniciacdo
cientifica para os dias de coleta e materiais para as avaliacdes ndo foi nada facil,
mas foi necessario, caso contrario ndo conseguiriamos o numero de avaliacdes
estipuladas.

Bem, depois de um ano, conseguimos entdo fechar o nimero de mais de cem
avaliacbes. N&o poderia deixar de dizer que, durante este mesmo periodo das
coletas em 2012, todas estas dificuldades se tornaram infimas frente ao cancer
enfrentado pela minha amada e eterna avo materna, Lineia Mariano de Lima, e pela
nossa querida e estimada professora Ruth Losada de Menezes. Confesso que meu
psicologico estava despedacado, mas ndo podia parar, a coleta e a pesquisa tinham
de continuar e, entdo, continuei, continuamos, por Deus!

Toda esta trajetOria aqui apresentada contribuiu, até o presente momento,
ndo s6 para a minha dissertacdo, mas também para outra dissertacdo de mestrado,
trabalhos de conclusdo final de alunas de iniciagdo cientifica e trabalhos

apresentados no 9° Congresso de Iniciacédo Cientifica do DF e no 18° Congresso de
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Iniciagdo Cientifica da UnB e no XVIII Congresso Brasileiro de Geriatria e
Gerontologia/Maio de 2012. Destaco também a vontade que me despertou para a
docéncia e, para, num futuro préximo, realizar o doutorado.

Por fim, ressalta-se que a pesquisa teve suas contribuicbes para com os
idosos avaliados e para os servigos. Os idosos, no momento da avaliacdo, foram
devidamente orientados da sua condi¢do funcional, o que isto significava e sua
importancia, além de como proceder para manté-la ou melhora-la, seja por meio de
exercicios domiciliares ou préaticas coporais diversas oferecidas nos centros de
saude das diferentes regionais do DF.

Os setores de Otalmologia receberdo um retorno dos resultados deste
trabalho e seréo orientados sobre a importancia de se avaliar a capacidade funcional
do idoso com deficiéncia visual advinda da catarata e outras doencas oftalmoldgicas
também. Os centros de saude, por sua vez, ao receberem os resultados desta
pesquisa verdo a importancia de se manter e ampliar as praticas corporais no ambito

do SUS, preservando assim a saude do individuo como um todo.
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APENDICES

Apéndice 1

Termo de Consentimento Livre e Esclarecido — TCLE (G1)

O (a) Senhor(a) esta sendo convidada a participar do projeto: O impacto da
cirurgia de catarata na ocorréncia de quedas e nos aspectos multidimensionais da
saude de idosos.

O nosso objetivo € descobrir se a cirurgia de catarata ira ajudar o senhor (a)
a fazer suas atividades do dia-a-dia com mais facilidade, como andar, levantar-se e
sentar-se de uma cadeira. Queremos também saber se esta cirurgia ira melhorar seu
equilibrio quando estiver parado (a) ou andando, se o senhor (a) ir4 deixar de cair
ou, pelo menos, cair menos depois da correcéo da sua catarata.

O (a) senhor (a) recebera todos os esclarecimentos necessarios antes e no
decorrer da pesquisa e asseguramos ao senhor (a) que seu nome nao aparecera
sendo mantido o mais rigoroso sigilo através da omissdo total de quaisquer
informacdes que permitam identifica-lo (a)

A sua participacdo serd através de uma entrevista e avaliagdo no setor de
Oftalmologia do Hospital de Base e no laboratorio da UNB-Campos Ceilandia na
data combinada com um tempo estimado. N&o existe obrigatoriamente, um tempo
pré-determinado, para a entrevista e avaliagdo. Sera respeitado o tempo de cada um
para respondé-lo. Informamos que o senhor (a) pode se recusar a responder
qualquer questédo que lhe traga constrangimento, podendo desistir de participar da
pesquisa em qualquer momento sem nenhum prejuizo para a senhor (a).

Os resultados da pesquisa serdo divulgados no Setor de Oftalmologia do
Hospital de Base, na InstituicAo Universidade de Brasilia e na regional de
Sobradinho, podendo ser publicados posteriormente. Os dados e materiais utilizados
na pesquisa ficardo sobre a guarda do pesquisador.

Se o senhor (a) tiver qualquer duvida em relacdo a pesquisa, por favor
telefone para: Larissa de Lima Borges, na instituicio GAPESF/HRS da Secretaria
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de Saude telefones: 3487-9241, Terca (7-12hs) e Quinta (13-18hs); ou no
NUFIRF/HRS — 3591.4044: 22 (7-18hs), 32 (13-18hs), 42 (7-18 hs) e 52 (7-12hs).
Este projeto foi Aprovado pelo Comité de Etica em Pesquisa da SES/DF. As
davidas com relacdo a assinatura do TCLE ou os direitos do sujeito da pesquisa
podem ser obtidos através do telefone: (61) 3325-4955.
Este documento foi elaborado em duas vias, uma ficara com o pesquisador

responsavel e a outra com o sujeito da pesquisa.

Nome / assinatura:

Pesquisador Responsavel
Nome e assinatura:

Brasilia, de de

Termo de Consentimento Livre e Esclarecido — TCLE (G2)

O (a) Senhor (a) esta sendo convidada a participar do projeto: O impacto da
cirurgia de catarata na ocorréncia de quedas e nos aspectos multidimensionais da
saude de idosos.

O nosso objetivo é descobrir se a cirurgia de catarata ira ajudar aqueles que
dela operaram a fazer suas atividades do dia-a-dia com mais facilidade, como andar,
levantar-se e sentar-se de uma cadeira. Queremos também saber se esta cirurgia ir&
melhorar o equilibrio dos idosos que tiveram a correcdo de catarata quando eles
estiverem parados ou andando, se eles deixardo de cair ou, pelo menos, cair menos
depois da corre¢éo da sua catarata.

Para cumprir este objetivo, precisaremos comparar estes idosos que tem
catarata e os que ja operaram dela com o senhor (a) que fardo parte do grupo de
idosos sem catarata.

O (a) senhor (a) recebera todos os esclarecimentos necessarios antes e no
decorrer da pesquisa e asseguramos ao senhor (a) que seu nome ndo aparecera
sendo mantido o mais rigoroso sigilo através da omissdo total de quaisquer

informacgdes que permitam identifica-lo (a)
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A sua participacéo sera atraveés de uma entrevista e avaliacdo no local onde o
senhor (a) frequienta alguma atividade em grupo da sua regional e no laboratério da
UNB-Campos Ceilandia na data combinada com um tempo estimado. N&o existe
obrigatoriamente, um tempo pré-determinado, para a entrevista e avaliagdo. Sera
respeitado o tempo de cada um para respondé-lo. Informamos que o senhor (a)
pode se recusar a responder qualquer questdo que lhe traga constrangimento,
podendo desistir de participar da pesquisa em qualquer momento sem nenhum
prejuizo para a senhor (a).

Os resultados da pesquisa serdo divulgados no Setor de Oftalmologia do
Hospital de Base, na Instituicdo Universidade de Brasilia e na regional de
Sobradinho, podendo ser publicados posteriormente. Os dados e materiais utilizados
na pesquisa ficardo sobre a guarda do pesquisador.

Se o senhor (a) tiver qualquer duvida em relacdo a pesquisa, por favor
telefone para: Larissa de Lima Borges, na instituicio GAPESF/HRS da Secretaria
de Saude telefone: 3487-9241, Terca (7-12hs) e Quinta (13-18hs); ou no
NUFIRF/HRS — 3591.4044: 22 (7-18hs), 32 (13-18hs), 42 (7-18 hs) e 52 (7-12hs).

Este projeto foi Aprovado pelo Comité de Etica em Pesquisa da SES/DF. As
davidas com relacdo a assinatura do TCLE ou os direitos do sujeito da pesquisa
podem ser obtidos através do telefone: (61) 3325-4955.

Este documento foi elaborado em duas vias, uma ficara com o pesquisador

responsavel e a outra com o sujeito da pesquisa.

Nome / assinatura:

Pesquisador Responsavel
Nome e assinatura:

Brasilia, de de
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Apéndice 2

IDENTIFICACAO
Nome:

( ) G1 - Com Catarata Bilateral (cirtrgico)

() G2 — Sem Catarata

Endereco:

Cidade:

Telefone:

Data de nascimento:

Idade:

Género: () masculino () feminino
Assinatura do TCLE () sim () nao

Nome familiar, amigo ou vizinho para contato:
Telefone:

FATORES CONTEXTUAIS: CARACTERISTICAS SOCIODEMOGRAFICAS

1. Qual seu estado civil?
( ) Casado (a) ou vive com
companheiro (a)
() Solteiro (a)
() Divorciado (a) / Separado (a)
() Viavo (a)
()NS
() NA
()NR

2. Qual sua cor?
() Branca
() Preta/Negra
() Mulata/cabocla/parda
()Indigena
()Amarela/oriental
()NS
() NA
()NR

3. Trabalha atualmente? (se ndo, va
para questdo 5)
() Sim
() Nao
()NS
() NA
()NR

4. O que o (a) senhor (a) faz
(perguntar informacdes precisas
sobre o tipo de ocupacéao)

5. O senhor (a) € aposentado (a)?
() Si
()N

‘3

)
)
(
(
(

222
> Wwo

)
)
)

6. O senhor (a) € pensionista?
() Sim
() Nao

() NS

() NA

()NR

7. O senhor (a) é capaz de ler e
escrever um bilhete simples? (se a
pessoa responder que aprendeu a ler
e escrever, mas esqueceu, ou que so
€ capaz de assinar o proprio nome,
marcar NAO)

() Sim

() Nao

8. Até que ano da escola o (a)
senhor (a) estudou?
( ) Nunca foi a escola (nunca
chegou a concluir a 12 série
primdria ou o0 curso de
alfabetizacao de adultos)
() Curso de alfabetizacdo de
adultos
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( ) Primério (atual nivel
fundamental, 12 a 42 série)
() Ginasio (5% a 82 série)
( ) Cientifico, classico (atuais
curso colegial ou normal, curso
magistério, curso técnico)
() Curso Superior
( ) Pobs-graduagdo, com
obtencéo do titulo de Mestre ou
Doutor
()NS

() NA

()NR

9. Quantos filhos (as) o (a) Sr/Sra tem?

10.0 (a) Sr/Sra mora s0? (Se nao,
va para questao 11)

() Sim

() Nao

11.Quem mora com o (a) senhor (a)?
() Marido/mulher/companheiro (a)

12.0 (a) Sr/Sra é proprietario (a)
sua residéncia?

() Filhos ou enteados () Sim
() Netos () Nao
() Bisnetos () NS
() Outros parentes () NA
() Pessoas fora da familia ()NR
13.0 (a) Sr/Sra é o principal responsavel 14.0 (a) Sr/Sra ajuda nas
pelo sustento da familia? (Se sim, va despesas da casa?
para 15) () Sim
() Sim () Nao
() Nao ()NS
()NS () NA
() NA ()NR
()NR

15.Qual a sua renda mensal,
proveniente do seu trabalho, da sua
aposentadoria ou pensao?
() Até %2 salario minimo
() Mais de % a 1 salario minimo
() De 1 a 2 salarios minimos
() De 2 a 3 salarios minimos
() De 5 a 10 salarios minimos
() De 10 a 20 salarios minimos
() Mais de 20 salarios minimos
()NR

16.Qual a renda mensal da sua
familia, ou seja, das pessoas
gque moram em sua casa,
incluindo o (a) senhor (a)?
() Até ¥z salario minimo
() Mais de %2 a 1 salario minimo
() De 1 a 2 salarios minimos
() De 2 a 3 salarios minimos
() De 5 a 10 salarios minimos
() De 10 a 20 salarios minimos
() Mais de 20 salarios minimos
O NR

17.0 (a) senhor (a) e sua (seu)

18.0 (a) senhor (a) tem algum
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companheiro (a) consideram que tem parente, amigo ou vizinho que
dinheiro suficiente para cobrir suas poderia cuidar de vocé por
necessidades de vida diaria? alguns dias, caso necessario?
() Sim () Sim
() Néo () Néo
()NS ()NS
() NA () NA
()NR ()NR

FATORES CONTEXTUAIS: SAUDE GERAL

CATARATA E OUTRAS DOENCAS OFTALMOLOGICAS

19.Possui Catara? ( ) Sim ( ) Nao
20.Hé& quanto tempo foi diagnosticado Catarata? (ano
Oou Més)

21.Catarata:

( ) Um olho — Qual: ( ) Direito ( ) Esquerdo

( ) Dois olhos

22.J4 operou de Catarata? ( ) Sim ( ) Nao

23.Se sim, operou:

() 2olhos ()

( ) 1olho — () Direito ( ) Esquerdo

24.Aguardando cirurgia: () Sim () Ndo — Se sim, data agendada e Hospital:

25.Ha quanto tempo aguarda cirurgia?
( ) Menos de 6 meses
( ) H& 6 meses
( ) H& mais de 6 meses — (Relatar quantos meses)
26.Possui algum outro problema de visdo diagnosticado? ( ) sim ( ) nédo
Se sim, qual?

27.A ultima vez em que retornou ao Oftalmologista:
( ) H&A menos de 1 ano
( )Ha1ano
( ) HA mais de 1 ano
28.Possui prescricao para uso de 6culos? () sim () ndo
29.0culos para corrigir qual problema? ( ) Miopia ( ) Hipermetropia ( )
Astigmatismo ( ) NS
30.Faz uso de 6culos segundo prescricdo médica? ( ) sim () nédo
31.Algum médico ja disse que o (a) senhor (a) tem:

- Problema de audi¢éo? () Sim () Nado () NR

- Problema do coracdo/doenca do coracdo? () Sim () Nao () NR
- Presséo alta/hipertensédo? () Sim () Nao () NR

- Embolia/Derrame? () Sim () Nao () NR

- Diabetes Mellitus? () Sim () Nao () NR

- Tumor maligno/cancer? () Sim () Nado () NR

- Artrite/Reumatismo? () Sim () Nao () NR
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- Doenca Pulmonar crénica? () Sim () Nao () NR
- Depresséo? () Sim () Nao () NR
- Osteoporose? () Sim () Ndo () NR
- Incontinéncia urinéria (perda involuntaria de urina)? () Sim () Ndo () NR
- Incontinéncia fecal (perda involuntaria de fezes)? () Sim () Nao () NR
- Doenca do labirinto (labirintite)? () Sim () Nao () NR
32.Auto-relato de deficiéncia visual e auditiva:
a) Como o senhor (a) acha/considera que esta sua capacidade de enxergar,
mesmo quando usa 6culos ou lentes
( ) sem problemas = sem deficiéncia/alteracao
( ) poucos problemas = deficiéncia/alteracdo moderada
( ) muitos problemas = deficiéncia/alteragcdo severa
b) Como o senhor (a) acha/considera que esta sua capacidade de ouvir,
mesmo quando usa aparelho auditivo
( ) sem problemas = sem deficiéncia/alteracao
( ) poucos problemas = deficiéncia/alteracdo moderada
( ) muitos problemas = deficiéncia/alteracao severa
33.Quantos medicamentos o (a) senhor (a) estd usando regularmente nos
altimos 3 meses receitados pelo médico ou que o (a) senhor (a) toma por
conta propria?
() Nenhum
()1-2
()3-5
() Mais de 5
()NR
34.Tipos de medicamentos em uso:
() Sedativos () Hipnoéticos () Ansioliticos ( )Anti-depressivos () Acéo
Cardiovascular
35.Hébitos de Vida
36.( ) Etilista ( ) Ex-etilista ( ) N&o etilista
37.Consumo diario:
38.Parou ha quanto tempo:

39.( ) Tabagista ( ) Ex-tabagista ( ) Nao tababista
40.Consumo diério:
41.Parou ha quanto tempo:

42.Pratica atividade fisica ( ) SIM () NAO
43.Frequéncia (vezes/semana):
44 .Modalidade:
45.Duragéo da atividade:
46.Ha quanto tempo faz:
47.Faz uso de algum dispositivo de auxilio para marcha? ( ) Sim ( ) Nao - 54
48.Se sim, qual?

( ) Andador

( ) Bengala de uma ponta

( ) Bengala tipo Canadense

( ) Muleta Axilar

( ) Bengala de 3 ou 4 pontas

( ) Outro.
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ANEXOS

Anexo 1 — Parecer do comité de ética

GOVERNO DO DISTRITO FEDERAL
/ SECRETARIA DE ESTADO DE SAUDE
/ Fundacao de Ensino e Pequisa em Ciéncias da Saude

=

)
a—— ,.:;b— g
> o Encine ¢ Mesguiae
e a5 do Seudo

COMITE DE ETICA EM PESQUISA/SES-DF

Carta N® 0153/2011 - CEP/SES/DF. Brasilia, 18 de maio de 2011.

lim® (a) Senhor(a)
DIRETOR do(a): HOSPITAL DE BASE DO DISTRITO FEDERAL — SES/DF

Assunto: aprovacao do projeto de pesquisa — 153/11 - CEP/SES/DF

Senhor(a) Diretor(a),

Participamos a V. Sa. que o projeto IMPACTO DA CIRURGIA DE CATARATA NA
OCORRENCIA DE QUEDAS E NOS ASPECTOS MULTIDIMENSIONAIS DA SAUDE:
ESTUDO LONGITUDINAL DE IDOSOS NO DISTRITO FEDERAL, BRASIL encontra-se
em conformidade com a Resolugao 196/96 Conselho Nacional de Sadde/Ministério da
Satlde - CNS/MS e suas complementares.

Data da aprovagéo: 18/05/2011
Validade do parecer: 18/05/2013

Pesquisador responsavel e telefone: RUTH LOSADA DE MENEZES — (61) 3376-6042

Os dados serdao coletados na SES-DF o pesquisador dever4 observar as
responsabilidades que |he sao atribuidas na Resolugdo 196/96 CNS/MS, incisos I1X.1 e
IX.2, em relacédo ao desenvolvimento do projeto.

Ressaltamos que a conduta do pesquisador, assim como o seu acesso a Unidade
de Saude deve seguir as normas e os procedimentos preconizados pela Secretaria de
Estado de Saude do Distrito Federal. O pesquisador deve se apresentar ao Diretor da
Unidade de Saude para os procedimentos administrativos necessarios.

Ategiciosamente,

Ma/né Carvalho Garbi Novaes
Comité de Etica em Pesquisa/SES-DF
Coordenadora

ALCEP/SSES/DF

Fundagso de Ensino ¢ Pesquisa em Ciénclas da Saude - SES
Comité de Elce ém Pesquisa
FonefFax. 3254955 ~ e-mak. copsesaisaude ¢f gov br
SMHN -~ Q 501~ Bloco "A* - Brasiie -~ DF = CEP. 70.710-907
BRASILIA - PATRIMOMIO CULTURAL DA HUMANIDADE
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Anexo 2 — Normas de publicacéo do periodico

. Browse journals = Archives of Gerontology and Geriatrics = Guide for authors

- =

h Y

ARCHIVES O0F GERONTIE(GY
AR GERLATRICS

Guide for Authors

All Articles and Material should be submitted on-line via the Archives of Gerontology and Gerislrics submission
system hitp:/iees elzevier.com/agy Please contact the Editorial Offices at AGG@elsevier.com for general queries

Submission Checklist ft iz hoped that this list will be useful during the final checking of an article prior to sending

[ . it to the journal's Editor for Review. Please consult this Guide for Authors for further details of any tem.
View free samplg™
‘ Ensure that the following items are present

* One Author designated as Corresponding Author
+E-Mail address

* Full postal address

* Telephone number including country dialing code
. * Keywords

Guide for authors * Original artwork (high-guality prints)

+ All figure captions

* Any supplementary materials

Submit your paper

Further Considerations

+ Al references mentioned in the Reference list are cited in the text, and vice verza

+ Permigsion has been obtained for use of copyrighted material from other sources (including the Web)

* Colour figures are clearly marked as being intended for colour reproduction on the Web (free of charge) and in
print or to be reproduced in colour on the Web (free of charge) and in black-and-white in print

* |f only colour on the Web is required, black and white versions of the figures are alzo supplied for printing
DUIDQRER

Track your paper

Order journal

Yew aTicEs

For any further information please vistt our customer support site at hitp:/fzupport.elzevier.com.
Abstracting and indexing
Online-only Publication

Editorial board Archives of Gerontology and Geristrics offers authors the opportunity to select online-cnly publication as their
preferred option for publighing their paper in the journal, rather than print publication. If authors wigh to do thig, their
paper will be published online on Sciencelirect as a paginated and fully citable electronic article. t will be listed in
the contents page of a printed iszue and the full citation and abstract will be published in print. The citation and
abstract of the paper will also still appear in the usual abstracting and indexing databages.

Authors will be asked to select which publication option they would prefer when submitting their paper to the
Editorial Office.

Submission of articles

Submizzion of an article implies that the work described has not been published previously (except in the form of an
abstract or as part of a published lecture or academic thesis}, that it is not under consideration for publication
elzewhere, that itz publication is approved by all Authors and tacitly or explicitty by the responsible authorities
where the work was carried out, and that, if accepted, t will not be published elsewhere in the zame form, in
Engligh or in any other language, without the written consent of the Publisher,

lUpon acceptance of an article, authors will be asked to sign a "Journal Publishing Agreement” (for mere information
on this and copyright see http:/authors. elzevier.com). Acceptance of the agreement will ensure the widest possible
digzemination of information. An email will be sent to the correzponding author confirming receipt of the manuscript
together with a “Journal Publighing Agreement” form.

If excerpts from other copyrighted works are included, the author(s) must obtain written permission from the
copyright owners and credit the source(s) in the article. Elsevier has preprinted forms for use by authors in these
cazes: contact Elsevier's Rights Department, Philadelphia, P4, USA: Tel. {+1) 215 238 7855, email
heathpermizsions@elsevier.com, Reguests may also be completed enling via the Elsevier homepage

(hitp:/fwww elsevier.com/locate/permissions).
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Funding body agreements and policies

Elzevier has establizhed agreements and developed policies to allow authors who publish in Elzevier journals to
comply with potential manuscript archiving reguirements as specified az conditions of their grant awards. To learn
mere about existing agreements and policies please vist http./iwww elzevier com/fundingbodies

Types of papers

(1} Original papers reporting results of fundamental rezearch in the fields defined in Aims and Scope

(2} Systematic Reviews, Non systematic review articles which give a valuable survey and synthesis based upon a
critical interpretation of the recent research data or hypotheses will alzo be considered. We alzo welcome reviews
by investigators of a series of their own studies where findings from several papers can be presented az a
coherent whole advancing knowledge in a particular area. Such reviews may relate to both experimental studies
and cohort profies detailing the study provenance and itz main findings.

(3} Study protocolz that describe complex samples or experimental methods reafting to the fields defined in Aims and
Scope are welcome.

Presentation of manuscript

Pleaze write vour text in good English (US-Englizh zpeling). talics are not to be uzed for expressions of Latin origin,
for example, in vivo, et al., per se. Use decimal points (not commas), use a space for thousands (10 000 and
above).

Language Editing Available

Authors who reguire information about language editing and copyediting services pre- and post-submiszion pleaze
vist hitp.ihwww elzevier.comwps/find/authorshome. authors/languagepolizhing or our customer support site at
hitp:#'zupport. elzevier.com for more information. Please note Elsevier nether endorzes nor takes rezponsibility for
any products, goods or services offered by outside vendors through our services or in any advertising. For mare

_information please refer to our Terms and Conditinns

hitp: v w elzevier. comiwps/findtermsconditionz.cws_hometermzconditions

Provide the following data on the title page (in the order given).

Title. Concize and informative, no more than 40 words. Titles are often used in abstracting and indexing systems.
Avoid abbreviations and formulae where possible.

ShortTitle. Mo more than 80 characters including spaces to be uzed as a running head.

Author names and affiliations. Where the family name may be ambiguous (e.g., a double name), please indicate thiz
clearly. Prezent the Authors’ affiliation addresses (where the actual work was done) below the names. Indicate all
affiliations with a lower-caze superscript letter immediately after the Author's name and in front of the appropriate
address. Provide the full postal address of each affiiation, including the country name, and, if available, the e-mail
address of each Authar,

Corresponding Avthor. Clearly indicate who iz wiling te handle correspondence at all stages of refereeing and
putblization, alze post-publication. Enzure that telephone and fax numbers (with country and area code) are provided
in addition to the e-mail addrezs and the complete postal address.

All authors should have made substantial contributions to all of the following: (1) the conception and design of the
study, or acguistion of data, or analysis and interpretation of data, (2) drafting the article or revising it critically for
impertant intellzctual content, (3} final approval of the version to be submitted.

Acknowledgements. All contributors who do not meet the criteria for authorship ag defined above should be listed in
an acknowledgements =ection. Examples of those who might be acknowledged include a person whao provided
purely technical help, writing azzistance, or a department chair who provided only general support. Authors =hould
dizcloze whether they had any writing assistance and identify the entity that paid for this azsistance. Thiz should be
listed at the end of the manuscript
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Prezentpermanent address. If an Author has moved since the work described in the article was done, or was
viztting at the time, a "Prezent address” (or "Permanent address") may be indicated as a footnote to that Author's
name. The address at which the Author actually did the work must be retained as the main, affiiation address.
Superscript Arabic numerals are uzed for such footnotes.

Abziract A concize and factual abstract is required {maximum lgngth 250 words). For original articles and
zystematic reviews the abstract should be structured to state briefly the purpose of the research, the materials and
methods, the principal results and major conclusions. An abstract iz often presented separate from the article, so it
must be able to stand alone. References should therefore be avoided, but if ezsential, they must be cited in full,
without reference to the reference list, Non-standard or uncommon abbreviations should be avoided, but if essential
they must be defined at their first mention in the abstract tself.

Keywords. Immediatety after the abstract, provide a maximum of 8 keywords, avoiding general and plural terms and
multiple concepts (avoid, for example, "and”, "of"). Be sparing with abbreviations: only abbreviations firmby
establizhed in the field may be eligible. These keyvwords wil be used for indexing purposes.

Conflict of inferest. At the end of the text, under a subheading "Conflict of interest statement” all authers must
dizclose any financial and perzonal relationships with other people or organisations that could inappropriately
influgnce (bias) their work. Examples of potential conflicts of interest include employment, consutancies, stock
ownerzhip, honoraria, paid expert testimony, patent applications/registrations, and grants or other funding.

Role of the funding source. All sources of funding should be declared as an acknowledgement at the end of the
text. Authors should declare the role of study sponsors, if any, in the study design, in the collection, analysis and
interpretation of data; in the writing of the manuscript; and in the decizion to submit the manuscript for publication. If
the study sponsors had no such involvement, the authors should so state.

__Arrangement of the article
There are no specific word limits for articles: authors should be ag concise ag possible. Provide the short title as a

running head centered at the top of the page and number all pages centered at the bottom of the pages except the
Title Page.

Subdivizion of the arficle. Divide your article into clearly defined and numbered sections. Subsections should be
numbered 1.1 (then 1.1.1, 1.1.2), 1.2, efc. (the abstract is not included in section numbering). Use this numbering
alzo for internal cross-referencing: do not just refer to "the text”. Any subsection may be given a brief heading. Each
heading should appear on its own zeparate line.

Introduction. State the objectives of the work and provide an adeguate background.

Materialz and methods. Provide sufficient detail to allow the work to be reproduced. Methods already published
should be indicated by a reference: only relevant modifications should be described.

Rezuitz. Results should be clear and concize.
Dizcuzzion. This should explore the significance of the resultz of the work, not repeat them.

Conclusions. The main conclusions of the study may be presented in a short Conclusions section, which may stand
glone or form a subsection of a Discussion or Results and Discussion section.

Appendices. If there is more than one appendix, they should be identified as A, B, etc. Formulag and equations in
appendices should be given separate numbering: (Eg. A.1), (Eq. A.2), etc.; in @ subsequent appendix, (Eq. B.1) and
=0 forth.

References
Responsibility for the accuracy of bibliographic citations lies entirety with the Authors.
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Reference style

Text: Citations in the text should follow the referencing style used by the American Peychological Association. You
are referred to the Publication Manual of the American Psycholegical Association, Sixth Edition, ISBN §78-1-2338-
0361-5, copies of which may be ordered from hitp:/fbooks.apa. org/books. cfm?id=4200067 or APA Order Dept.,
F.O.B. 2710, Hyattzville, MD 20784, USA or APA, 3 Henrietta Street, London, WC3E 8LU, UK. Detailz concerning this
referencing style can also be found at hitp:Vinguistics. byu. edu/facutty/henrichzenl’apa/apal.html.

Lizt: references should be arranged first alphabetically and then further gorted chronolegically if necessary. More

after the vear of publication.

Examples:
Reference to a journal publication: Wan der Geer, J., Hanraads, J. &, J., & Lupton, R. A, (2010}, The art of writing a
scientific article. Journal of Scientific Communications, 163, 51-58.

Reference to a book:
strunk, W., Jr., & White, E. B. (2000}. The slements of siyle. (4th ed.}. New York: Longman, (Chapter 4).

Reference to a chapter in an edited book:
Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of vour article. In B. 5. Jones, &R Z.
smith (Eds.}, Introduction o the elecironic age (pp. 281-304). New York: E-Publighing Inc.

References written in non-English languags:
Theze should be distinguished by writing at the end of the reference: (in Portuguese), (in Norwegian) etc. Journal
names like BJOC cannot be used: the official abbreviated name of the journal should be given

Figure captions, tables, figures, schemes. Present these, in this order, at the end of the article. They are described
in more detail below. High-resolution graphics files must always be provided separate from the main text file (zee

Preparation of ilustrations hitp:/fwww elzevier comiwps/find/authorsview authorsfauthorartworkinstructions).

Text graphicz. Present incidental graphics not suitable for mention as figures, plates or schemes at the end of the
article and number them “Graphic 17, etc. Their precize position in the text can then be defined similarty (koth on the
manuscript and in the file). See further under the section, Preparation of Electronic llustrations. Engure that high-
resolution graphics files are provided, even if the graphic appears ag part of vour normal wordprocessed text file.

Footnotes. Footnotes should be used sparingly. Number them conzecutively throughout the article, using superscript
Arabic numbers. Many wordprocessors build footnotes inte the text, and this feature may be used. Should this not
be the case, indicate the position of footnotes in the text and prezent the footnotes themselves on a separate sheet
at the end of the article. Do not include footnotes in the Reference list.

Table fooinotes. Indicate each footnote in a table with a superscript lowercase letter.

Tables. Number tables consecutively in accordance with their appearance in the text. Place footnotes to tables
below the table body and indicate them with superscript lowercase letters. Avoid vertical rules. Be sparing in the
uge of tables and ensure that the data presented in tables do not duplicate results described elsewhere in the
article.

MNomenclature and unitz. Follow internationally accepted rules and conventions: use the international system of units
(S}, If other quantities are mentioned, give their equivalent in S,

Freparation of supplementary data. Elzevier now accepts electronic supplementary material (e-components) to
support and enhance your scientific rezearch. Supplementary files offer the Author additional pogzibilties to publizh
supporting applications, movies, animation 2eguences, high-resolution images, background datazets, sound clips
and more. Supplementary filez supplied will be published online alongside the electronic version of your article in
Elzevier Web products, including Sciencelirect: hitp:'www sciencedirect. com. In order to ensure that your
submitted material iz directly usable, please enzure that data is provided in one of our recommended file formats.
Authors should submit the material in electronic format together with the article and supply a concize and descriptive
caption for each file. For more detailed instructions please visit our artwork instruction pages at

hitp:fhweww elzevier comiw ps/find/authorsview authors/authorartworkinztructions
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Randomised controlled trials

Al randomized controlled trials submitted for publication in Complementary Therapies in Medicine should include a
completed Consolidated Standards of Reporting Trials (CONSORT) flow chart. Pleaze refer to the CONSORT
statement website at hitp:/fwww . consort-statement.org for more information. Archives of Gerontology and
Geriatrics has adopted the propozal from the International Committes of Medical Journal Editors (JICKJE) which
require, as a condition of consideration for publication of clinical trials, registration in a public trials registry. Trials
must register at or before the onset of patient enrolment. The clinical trial registration number =hould be included at
the end of the abstract of the article. For this purpose, a clinical trial is defined as any research study that
prospectively azsigns human participants or groups of humans to one or more health-related interventions to
evaluate the effects of heafth outcomes. Health-related interventions include any intervention used to modify a
biomedical or heatth-related outcome (for example drugs, surgical procedures, devices, behavioural treatmentz,
dietary interventions, and process-of-care changes). Health cutcomes include any biemedical or health-related
meazures obtained in patients or participants, including pharmacokinetic meazures and adverse events. Purely
obeervational studies (those in which the azzignment of the medical intervention iz not at the dizcretion of the
investigator) will not reguire registration. Further information can be found at hitpoiww w icmjg.org.

Disclosure of clinical trial results

In line with the position of the International Committee of Medical Journal Editors, the Journal is wiling to consider
manuscripts which include resutte posted in the zame clinical trialz registry in which primary registration resides. i
will not conzider zuch postings to be prior publication, providing the rezultz posted are presented in the formof a
brief structured (500 words) abstract or table. However, divulging rezultz in other circumstances (eg, investors'
meetings) is strongly discouraged and may jecpardize consideration of the manuscript. Authors should fully dizclose
all postings in registries of results of the same or clozely related work.

Ethics
nfl:lrk on human t:-emgs that iz sut:-mrtted to Archives |:|f Geruntulugy and Gerlatrlcs shuuld n::umpry wrth the prll‘lEIplES

subjects Adupted t:ﬂ,r th& 1&th 1nfclrld r.1edn::al Assembry Helzinki, Finland, Jun& 1964, am&nded t:-y the 25th World
Medical Azzembly, Tokyo, Japan, October 1975, the 35th World Medical Assembly, Venice, taly, October 1983, and
the 41zt World Medical Azzembly, Hong Kong, September 1985, The manuscript should contain a statement that the
work has been approved by the appropriate ethical committees related to the institution(s) in which t waz performed
and that zubjects gave informed conzent to the work. Studies involving experiments with animals muzt state that
their care was in accordance with insttution guidelines. Patientz’ and volunteers’ names, inttials, and hozpital
numbers should not be used.

Changes to Authorship

Thig policy concerns the addition, deletion, or rearrangement of author names in the authorship of accepted
manuzcripts:

Before the accepted manuscript is published in an onling iszue; Requests to add or remove an author, or to
rearrange the author names, must be zent to the Journal Manager from the corresponding author of the accepted
manuzcript and must include: (a) the reazon the name should be added or removed, or the author names rearranged
and (b} written confirmation (e-mail, fax, letter) from all authors that they agree with the addition, removal or
rearrangement. In the caze of addition or removal of authors, this includes confirmation from the author being added
or removed. Requests that are not gent by the correzpending author will be forwarded by the Journal Manager to
the correzponding author, who must follow the procedure as described above. Note that (1) Journal Managers wil
inform the Journal Editors of any such requests and (2} publication of the accepted manuscript in an online izsue iz
zuspended until authorship has been agreed. After the accepted manuzcript is publizhed in an onling issue: Any
requests to add, delete, or rearrange auther names in an article publizhed in an online izzue will follow the zame
policies az noted above and rezult in a corrigendum.

Preparation of electronic illustrations
submitting vour artwerk in an electronic format helps us to produce vour work to the best possible standards,
ensuring accuracy, clarity and a high level of detail
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General points

* [Make sure you use uniform lettering and sizing of your original artwark.

* Save text in ilustrations as "graphics” or enclose the font.

* Only uze the following fonts in vour illustrations: Arial, Courier, Helvetica, Timez, Symbol.

* Number the illustrations according to their seguence in the text.

* Use 3 logical naming convention for vour artwork files, and zupply a zeparate lizting of the files and the software
uzed.

* Provide captions to ilustrations separately.

* Produce images near to the desired size of the printed version.

A detailed guide on electronic artwork iz available on our website; httpfauthors. elsevier. comiartwork

Formats

Regardless of the application used, when your electronic artwork iz finalized, please "save ag” or convert the
images to one of the following formats (Mote the resolution requirements for line drawingz, halftenes, and
line/halftone combinations given below )

EPS: Vector drawings. Embed the font or save the text as "graphics”.

TIFF: Colour or greyscale photographs (halftones): always uze a minimum of 200 dpi.

TIFF: Bitmapped line drawings: use a minimum of 1000 dpi,

TIFF: Combinations bitmapped line/half-tone (colour er greyscale): a minimum of S00 dpiis reguired.
DOC, XLS or PPT: If your electrenic artwork is created in any of these Microsoft Office applications please supply
"asis".

Please do not:

* Supply embedded graphics in your (spreadshest, presentation) document;

* Supply files that are optimized for screen use (like GIF, BMP, PICT, WRG); the rezolution is too low,
* Supply files that are too low in resolution;

* Submit graphics that are disproportionately large for the content.

Captions

Enzure that each illustration has a caption. Supply captions on a separate sheet, not attached to the figure. &
caption should comprize a brief titls (not on the figure tself) and a description of the ilustration. Keep text in the
iluztrations themselves to a minimum but explain all symbols and abbreviations used.

Line drawings

SUpply high-guality printouts on white paper produced with black ink. The lettering and symbolz, as well as other
detailz, ghould have proportionate dimensiong, 5o ag not to become illegible or unclear after possible reduction; in
general, the figures should be designed for a reduction factor of two to three. The degree of reduction will be
determined by the Publizher. llustrations wil not be enlarged. Consider the page format of the journal when
dezigning the ilustrations.

Patient Details

Unless you have written permission from the patient (or, where applicable, the next of kin), the personal details of
any patient included in any part of the article and in any supplementary materials (including all ilustrations and
videos) must be removed before submission. For further information see

hitp.ewew . elzevier. com/patientphotographs

Colour illustrations

Pleaze make sure that artwork files are in an acceptable format (TIFF, EPS or NS Offize files) and with the correct
resolution. If, together with vour accepted article, vou submit usable color figures then Elzevier wil ensure, at no
additional charge that these figures will appear in colar on the Web (e.q., Sciencelirect and other sitez) regardless
of whether or not these ilustrations are reproduced in color in the printed version. For color reproduction in print,
vou will receive infermation regarding the costs from Elzevier after receipt of your accepted article. Please indicate
vour preference for color in print or on the Web only. For further information on the preparation of electronic
artwork, please see httpoiwww elzevier. com/artworkinstructions. Please note: Because of technical complications
which can arize by converting color figures to "gray scale” (for the printed version should you not opt for color in

print) please submit in addition usable black and white versions of all the color ilustrations.
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Proofs

One zet of page proofs in POF format will be 2ent by e-mail to the corresponding author (if we do not have an e-mail
address then paper proofs will be sent by post). Elsevier now sends POF proofs which can be annotated; for thiz
vou will need to download Adobe Reader version 7 available free from Adobe. Instructions on how to annotate POF
files will accompany the proofs. The exact system requirements are given at the Adobe sitelf you do not wish to uze
the POF annotations function, vou may lizt the corrections {including replies to the Query Form) and return to Elzevier
in an e-mail. Please list vour corrections quoting line number. If, for any reason, this iz not possible, then mark the
corrections and any other comments (including replies to the Query Form) on a printout of vour proof and return by
fax, or scan the pages and e-mail, or by post. Pleaze use this proof only for checking the typesetting, editing,
completeness and correctness of the text, tables and figures. Significant changes to the article as accepted for
publication will only be considered at this stage with permission from the Editor. We will do everything possible to get
vour article publizhed guickly and accurately. Therefore, it iz important to ensure that all of your corrections are zent
back to us in one communication: please check carefully before replying, as inclusion of any subsequent corrections
cannot be guaranteed. Proofreading iz solely vour rezponzibilty. Mote that Elsevier may proceed with the publication
of your article if no responze i received.

Author enquiries

For enguiries relating to the submission of articles (including electronic submigsion where available) please visit
http:/feew v elsevier comiw paifind/authorshome.authors . Author's can alzo their track accepted articles and set up
e-mail alerts to inform vou of when an article’s status has changed, az well as detailed artwaork guidelines, copyright
information, frequenthy azked questions and more. Or contact the Editorial O ffice AGG@Eelsevier.com

Open Access
This journal offers authors two cheices to publizh their rezearch;

1. Open Accezs
v Articles are freely available to both subscribers and the wider public with permitted reuse

+ An Open Access publication fee is payable by authors or their rezearch funder
z Rllhqﬁripﬁnn

v Articlez are made available to subscribers as well as developing countries and patient groups through our access
programs (hitp/fwww. elzevier com/access)
* No Open Access publication fee

All artizles publizhed Open Access will be immediately and permanently free for everyone to read and download.
Permitted reuse is defined by your choice of one of the following Creative Commens user licenses:

Creative Commons Aftribution-Non Commercizl-Sharsdlike (CC BY-NC-54): for non-commercial purpozes, lets
others distribute and copy the article, to create extracts, abstracts and other revised versions, adaptations or
derivative works of or from an article (such as a tranzlation), to include in a collective work (such as an anthology),
1o text and data mine the article, as long as they credit the author(z), do not represent the author ag endorsing their
adaptation of the article, do not modify the article in such a way as to damage the authors honor or reputation, and
license their new adaptations or creations under identical terms (CC BY NC SA).

Creative Commonsz Affribution-NonCommercial-NoDerivs ({CC-BY-NC-ND). for non-commercial purposes, lets
others distribute and copy the article, and to include in a collective work (such as an anthology), as long as they
credit the author{z} and provided they do not alter or modify the article.

Elzevier has eztablizhed agreements with funding bodies. Thiz ensures authers can comply with funding body Open
Access requirements, including specific user licenzes, such as CC-BY. Some authors may alzo be reimburzed for
aszociated publication fees. Funding bodies. If vou need to comply with vour funding bedy policy vou can apply for
the CC-BY' license after your manuscript iz accepted for publication.

To provide Open Access, this journal has a publication fee which needs to be met by the authors or their research
funders for each article published Open Access. Your publication choice wil have no effect on the peer review
process or acceptance of submited articles.

The Open Access publication fee for this journal 25050 2,500, excluding taxes.
Learn more aboutLearn more about Elseviers pricing policy.
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Offprints

The corresponding author, at no cost, will be provided with a POF file of the article via e-mail. For an extra charge,
paper offprints can be ordered via the offprint order form which iz sent once the article is accepted for publication.
The POF file is @ watermarked version of the published article and includes a cover sheet with the journal cover
image and a dizsclaimer outiining the terms and condttions of use.

& 2013 Elzevier Ltd. All rights reserved.

Thig journal and the individual contributions contained in it are protected under copyright by Elzevier Ltd, and the
following terms and conditions apply to their use:

Photocopying

Single photocopies of single articles may be made for personal use as allowed by national copyright laws.
Permission of the Publisher and payment of a fee iz required for all other photocopying, including muttiple or
systematic copying, copying for advertising or promotional purposes, resale, and all forms of document delivery.
Special rates are available for educational institutions that wigh to make photocopies for non-profit educational
clazsroom use.

(+1) 215 238 3804 (U3A4).

Derivative Works
Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for internal circulation
within their institutions. Permission of the Publisher is required for resale or distribution outside the instiution.

AudioSlides

The journal encourages authors to create an AudioSlides presentation with their published article. AudioSlides are
brief, webinar-style presentations that are shown next to the onling article on ScienceDirect. This gives authors the
opportuntty to summarize their research in their own words and to help readers understand what the paper is
about. More information and examples are available at hitp.//www elzevier.com'audioglides. Authors of this journal
will automatically receive an invitation e-mail to create an AudioSlides presentation after acceptance of their paper.

Electronic Storage or Usage
Permission of the Publisher is required to store or use electronically any material contained in this journal, including

of thiz publication may be reproduced, stored in a retrieval 2ystem or tranamitted in any form or by any means,
electronic, mechanical, photocopying, recording or otherwise, without prior written permizsion of the Publigher.

Notice No responsibility i assumed by the Publisher for any injury and/or damage to persons or property as a
matter of products liability, negligence or otherwise, or from any use or operation of any methods, products,
instructions or ideas contained in the material herein. Because of rapid advances in the medical sciences, in
particular, independent verification of diagnoses and drug dosages should be made. Athough all advertizing material
iz expected to conform to ethical (medical) standards, inclusion in this publication does not constitute a quarantee or
endorzement of the quality or value of such product or of the claims made of t by itz manufacturer.

Anexos 92



Anexo 3

MINI EXAME DO ESTADO MENTAL (MEEM)

ORIENTACAO NO TEMPO

1. Que dia do més € hoje?

2. Em que més estamos?

3. Em que ano estamos?

4. Em que dia da semana estamos?

5. Que horas séo agora aproximadamente? (correto=variacdo de + ou - uma
hora)

ORIENTACAO NO ESPACO

6. Em que local nés estamos? (dormitério, sala, apontando para o chao,
andar)

7. Que local é este aqui? (num sentido mais amplo para a casa, prédio)

8. Em que bairro nés estamos? (parte da cidade ou rua proxima)

9. Em que cidade nés estamos?

10. Em que estado nés estamos?

REGISTRO: Agora, preste atencdo. Eu vou dizer trés palavras e o (a) Sr(a) vai repeti-
las quando eu terminar. Memorize-as, pois eu vou perguntar por elas, novamente,
dentro de alguns minutos. Certo? As palavras sdo: CARRO [pausa], VASO [pausa],
TIJOLO [pausa]. Agora repita as palavras pra mim [permita 5 tentativas, mas pontue

apenas a primeira]

11. CARRO

12. VASO

13. TIJOLO

ATENCAO E CALCULO: Agora eu gostaria que o(a) Sr(a) me dissesse quanto é:
14.100 -7 93
15.93-7 86
16.86 -7 79
17.79-7 72
18.72-7 65

MEMORIA DE EVOCACAO: O (a) senhora (a) consegue se lembrar das 3 palavras
qgue lhe pedi que repetisse agora ha pouco? (Correto = Unica tentativa sem dicas;

repeticdo das 3 palavras em qualquer ordem).

19. CARRO

20. VASO

21. TIJOLO

LINGUAGEM: [Aponte o caneta e o reldgio e pergunte: o que é isto?]

22. CANETA

23. RELOGIO

24. Preste atencao: vou lhe dizer uma frase e quero que repita depois de
mim: NEM AQUI, NEM ALI, NEM LA. (Correto = repeticao perfeita, sem
dicas.)

Agora pegue este papel com a mao direita. Dobre-o0 ao meio e coloque-o0 no chéo.

25. PEGAR COM A MAO DIREITA

26. DOBRAR AO MEIO

27. JOGAR NO CHAO

28. Vou Ihe mostrar uma folha onde esta escrita uma frase. Gostaria que
fizesse o0 que esta escrito. (FECHE OS OLHOS).
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29. Gostaria que o (a) senhor (a) escrevesse uma frase de sua escolha,
qualquer uma, néo precisa ser grande. (Se o idoso ndo compreender, ajude-
o dizendo alguma frase que tenha comeco, meio e fim, alguma coisa que
aconteceu hoje ou alguma coisa que queira dizer). Nao sdo considerados
para pontuacdo, erros gramaticais ou ortograficos.

30. Vou Ihe mostrar um desenho e gostaria que o senhor (a) copiasse, da
melhor forma possivel. (Considere como acerto apenas se houver 2
pentagonos interseccionados com 10 angulos formando uma figura de 4
lados ou com 4 angulos)

TOTAL

FRASE:

DESENHO:
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Anexo 4

INDICE DE KATZ
A palavra ‘ajuda’ significa: supervisdo, orientagdo ou auxilio pessoal.

Tomar banho (leito, banheira ou chuveiro)

(I) N&o recebe ajuda e sai da banheira sozinho, se este for modo habitual de tomar
banho

() Recebe ajuda para lavar apenas uma parte do corpo (como costas ou uma
perna)

(D) Recebe ajuda para lavar mais de uma parte do corpo, ou ndo toma banho
sozinho

Vestir-se (pega roupas, inclusive pecas intimas, nos armarios e gavetas e
manuseia fechos, inclusive orteses e protese, quando forem utilizadas)

(I) Pega as roupas e veste-se completamente, sem ajuda

(I) Pega roupas e veste-se sem ajuda, exceto para amarrar 0s sapatos

(D) Recebe ajuda para pegar as roupas ou vestir-se, ou permanece parcial ou
completamente sem roupa

Uso do vaso sanitério (ida ao banheiro ou local equivalente para evacuar e urinar;
higiene intima e arrumacédo das roupas)

() Vai ao banheiro ou local equivalente, limpa-se e ajeita as roupas sem ajuda
(pode usar objetos para apoio como bengala, andador ou cadeira de rodas e pode
usar comadre ou urinol a noite, esvaziando-se de manha)

(D) Recebe ajuda para ir ao banheiro ou local equivalente, ou para limpar-se, ou
para ajeitar as roupas apdés evacuacao ou miccdo, ou para usar a comadre ou
urinol a noite

(D) Nao vai ao banheiro ou equivalente para eliminacdes fisiologicas

Transferéncia

(I) Deita-se e sai da cama, senta-se e levanta-se da cadeira sem ajuda (pode estar
usando objeto para apoio, como bengala ou andador)

(D) Deita-se e sai da cama e/ou senta-se e levanta-se da cadeira com ajuda

(D) Nao sai da cama

Continéncia

(I) Controla inteiramente a mic¢do e a evacuacao

(D)Tem ‘acidentes’ ocasionais

(D) Necessita de ajuda para manter o controle da micgédo e evacuacao; usa cateter
ou é incontinente

Alimentacéao

(I) Alimenta-se sem ajuda

() Alimenta-se sozinho, mas recebe ajuda para cortar carne ou passar manteiga no
pao

(D) Recebe ajuda para alimentar-se, ou é alimentado parcialmente ou
completamente pelo uso de cateteres ou fluidos intravenosos
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Anexo 5

ESCALA DE LAWTON

Sem ajuda 3

1. | O (a) Sr.(a) consegue usar o telefone? Com ajuda parcial | 2
N&o consegue 1

O (a) Sr. (a) consegue ir a locais distantes, usando | Sem ajuda 3

2. | algum transporte, sem necessidade de planejamentos | Com ajuda parcial | 2
especiais? N&o consegue 1
Sem ajuda 3

3. | O (a) Sr.(a) consegue fazer compras? Com ajuda parcial | 2
Nao consegue 1

Sem ajuda 3

4. | O (a) Sr.(a) consegue preparar suas proprias refeicdes? | Com ajuda parcial | 2
Nao consegue 1

Sem ajuda 3

5. | O (a) Sr.(a) consegue arrumar a casa? Com ajuda parcial | 2
N&o consegue 1

Sem ajuda 3

6. |O (a) Sr.(a) consegue fazer trabalhos manuais | Com ajuda parcial | 2
domeésticos, como pequenos reparos? N&o consegue 1

7. Sem ajuda 3
O (a) Sr.(a) consegue lavar e passar a sua roupa? Com ajuda parcial | 2
Nao consegue 1

O (a) Sr.(a) consegue tomar seus remédios na dose | Sem ajuda 3

8. | certa e horario correto? Com ajuda parcial | 2
Nao consegue 1

Sem ajuda 3

9. | O (a) Sr.(a) consegue cuidar de suas financas? Com ajuda parcial | 2
N&o consegue 1

Adaptado de Lawton MP, Moss M, Fulcomer M et al. A research and service-oriented
mutilevel assessment instrument. J Gerontolo, 1982; 37: 91-99.

Score maximo (27) =
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Anexo 6

SHORT PHYSICAL PHERFORMANCE BATTERY - Verséo Brasileira

VERSAO BRASILEIRA DA SHORT PHYSICAL PERFORMANCE BATTERY SPPB

Todos os testes devem ser realizados na ordem em gue s3o0 apresentados neste protocolo. As instrugies para o avaliadore parao
paciente estdo separadas nos guadros abaixo. As instruges aos pacientes devem ser dadas exatamente como estdo descritas

neste protocolo.

1. TESTES DE EQUILIBRIO

Instrughes para o Avaliador

A. POSICAO EM PE COM OS PES JUNTOS

-
O paciente deve conseguir ficar em pé sem utilizar bengala ou
andador. Ele pode ser ajudado a levanlar-se para ficar na posicao.

,\

a) Agora vamos comegar a avaliagio.

b) Eu gostaria que ofa) Sr(a). tertasse realizar varios movimentos
om0 corpa.

¢) Primeiro eu demonstro e explico como fazer cada movimento.
d) Depois ofa) Sr(a). nta fazer o mesmo.

&) Seola) Sr(a). ndo puder fazer algum movimento, ou sentir-se
insegura para realiza-lo, avise-me & passaremas para o proximo
teste.

) Vamos deixar bem claro que ofa) Srja). nao tentara fazer
quakjuer movimento $& ndo se sentir segura.

q) Oa) Sr(a). tem alguma pergurta antes de comegamos?

Agora eu vou mostrar o 1®maovimento. Depois ofa) Srja).
fard o masma.

t
rf_
1. Demanstre.

Y

L.

a) Agora, fique em p&, com os pés juntos, um encostado no
oufro, por 10 sequndos.

b) Pode usar os bragos, dobrar os joelhos ou balangar o corpo
para manter o equilibrio, mas procure nao mexer 0% pés.

c) Tente ficar nesta posigao até eu falar “pronta”.

2. Fique pero do paciente para ajuda-lafla a ficar em pé comos
pés juntas.

3. Caso seja necessario, sequre o brago do paciente para ficar na
pasicio e evitar que ele perca o equilibrio.

A

4. Assim que o pacienle estiver com 0% pésjuntos, pergunte:

“0ya) Sr(a). estd promta(a)?”

5. Retire 0 apaio, se foi necessario ajudar o paciente a ficar em pé
na posicao, e diga:

“Preparar, jaI" (disparando o crondmetra).

6. Pare o crandmetro depois de 10 segundos, ou guando o

<>

N Y Y Y

A AN AL

paciente sair da posicio ou segurar o seu brago, dizendo: Pronko, acsbou
7.5e 0 pacients ndo conseguir 52 manter na posicao por 10
segundos, marque o resultado e prossiga para o este de
velcidade de marcha.
5, <
-
Manteve por 10 sagundos o1 panta )
= Nao manteve por 10 segundos o0 ponto
A. PONT UACAD Naa tertau o0 panta
Se pontuar 0, encerre os Testes de Equilibrio € marque o motivo no Quadro 1
L Tempo de execugdo quando for menor que 10seq . segundos. y
MAKANO, M.M. Versio Brasileira da Short Physical Performance Battery - SPPB: Adaptagdo Cultural e Estudo da Confiabilidade.
Campinas, 2007. Dissertag o (Mestrado em Gerontologia) - Faculdade de Educagdo, Universidade Estadual de Campinas - UNICAMP.
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B. POSICAO EM PE COM UM PE PARCIALMENTE A FRENTE

Instrugdes para o Avaliador

Agora eu vou mastrar o 2*°movimento. Depais ofa) Srla).

IV

Fara o mesmo.
' ™
a) Eu gostaria que ofa) Srja). colocasse um dos pés um pouco
mais & frente do outro pé, até ficar com o calcanhar de um
pé encostado ao lado do dedéo do outro pé.
b} Figue nesta posicao por 10 segundas.
1. Demanstre. ) O{a) Sr{a). pode colocar tanto um pé quanto o outro na frente,
o que for mais conforvel.
d) O(a) Sr(a). pode usar os bragos, dabrar os joelhos ou o corpo
para manter o equilibrio, mas procure nao mexer os pés.
&) Tente ficar nesta posico até eu falar “pronto”.
b A v
A" ™
2. Figue perlo do paciente para ajuda-ofla) a ficar em pé com um
pé parcialmente a frente.
3. Caso seja necessari, segure o braga da paciente para
ficar na pasicao e evitar que ele parca o equilibria.
h M 7
N ™
4. Assim que o paciente esfiver na posigBo, com o pé a o
( parcialmente  frente, pargunte: O(z) Sr(a).- esta prorto(2) ?
A &
R ~
5. Retire 0 apoio, caso tenha sido necessano ajudar o paciente “Praparar, Al (disparando o crondmetra).
a ficar em pé na posigao, e diga:
AN <
' =
6. Pare o crondmetra depois de 10 segundos, ou quando o “Prante. acabou™
paciente sair da posigao ou segurar o seu brago, dizendo: ' )
A
'l !
T. Se o paciente ndo conseguir se mantar na pasigio par 10
segundos, marque o resultado e prossiga para o Tesle de
velocidade de marcha.
LN vy
Manteve por 10 segundos o1 ponto
= Nao manteve por 10 segundos o 0 ponta
B. PONTUACAOQ Nao tentou o0 panto
Se pontuar 0, encerre os Testes de Equilibrio e marque o motivo no Quadro 1
Tempa de execugao quando formenarque 10 seg: . segundos.
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Instrugfies para o Avaliador

C. POSICAO EM PE COM UM PR A FRENTE

-
Agora eu vou mastrar o 3° movimento. Depois ofa) Sr(a). fard
O MESMo.
b <
- 'l A
a) Eu gostaria que ofa) Sr(a). colocasse um dos pés totalmente
& frente do outro até ficar com o calcanhar deste pé
encostado nos dedos do outro pé.
b) Fique nesta posicao por 10 segundos.
1. Demonstre. ) 0(a) Sr{a). pade colocar quakjuer um dos pésna frente, o
que for mais confortivel.
d) Pode usar o5 bragos, dobrar os joelhos, ouo
corpo para marter o equilibrio, mas procure nao mexer 05 pés,
&) Tente ficar nesta posicao até eu avisar quando
parar.
b A Z
r’ ' ™y
2. Fique perto do paciente para ajuda-o(la) a ficar na posicao
em pé com um pé a frente.
3. Caso seja necessario, segure o brago do paciente para
ficar na posigio e evitar que ele perca o equilibrio.
b Y <z
" A
4. Assim que o paciente estiver na posicdo com os pés um na “0(a) Sr(a). Ests pronto(a)™?
frente do outro, pergunte: ’ )
A vy
r Ty
5. Retire o apoio, caso tenha sido necessario ajudar o paciente “Preparar, ja"! (Disparando o crondmetro).
a ficar em pé na posicao, e diga:
N, vy
i ™
6. Pare o crondmetro depois de 10 sequndas, ou quands o “ Pronta, acabau™
participante sair da posicio ou segurar o seu brago, dizendo:
b A
" )
Manieve por 10 segundos n 2 ponio
= Manieve por 3 a 959 segundos o1 ponio
C. PDNTUACAD Manteve por menas de 3 segundas o () ponio
Nao teniou o { ponio
Se pontuar 0, encerre os Testes de Equilibrio & margue o motive no Quadro 1
Tempo deexecu;dogquando for menorque 10seg: segundos.
D. Pontuagio Total nos Testes de Equilibrio: [Soma dos pontos)
N, v,
i ™
Quadro 1
Seo paciente ndo realizou o teste ou falhou, marque o motiva:
1) Tentou, mas ndo conseguiu. 5) O paciente ndo conseguiuentender asinstrugbes.
2) O paciente no consegue manter-sena posicio semajuda. &) Outros (Especifique)
3)Maotentou, o avaliador sentiu-se inseguro. 7)1 0 paciente recusou paricipagao.
4)Naatentou, o paciente sentiu-se insegura.
\, r
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2.TESTE DE VELOCIDADE DE MARCHA

1im =m FmM <A m

(Pode ser utilizado 3 ou 4 metros)

Instrugdes para o Avaliador

-
Material: fita crepe ou fila adesiva, espago de 3 oud metros, fila Agara eu vou observar o(a) Sr(a). andando normalmente.

L métrica ou trena e cronbmetro. Se precisar de bengala ou andador para caminhar, pode utiliza-los.
i '
A. Primeira Tentativa
\ W,
i A Y

1. Demanstre a caminhada para o paciente. Eu caminharei primeiro & s6 depois ofa) Sr{a). ird caminhar da
marca inicial até ultrapassar completamente a marca final,
no seu passo de costume, como se estivesse andando na rua
para ir auma loja.
b M vy
r" ' )
&) Caminhe até ultrapassar completamente a marca final e
2. Posicione o pacients em pé com a ponta dos pés tocando depois pare.
a marca inicial.
b} Eu andarei com of a) Si{a). sente-se sequro para fazer ista?
N N vy
' ' ™y
3. Dispare o crondmelro assim que o paciente tirar o pé do a) Quando eu disser “J4", oa) Sr(a). comega a andar.
chao.
b) “Entendeu?” Assim que o paciente disser que sim, diga:
4. Caminhe ao lado & logo atras do parficipanis. “Entéa, preparar, ja°
b . <
' A
5. Quando um dos pés do paciente ultrapassar completamente
marca final pare de marcar o tempo.
N o
i A ™
Tempo da Primeira Tentativa
A.Tempoparadocudmetros: . segundos.
B. Se o paciente ndo realizou o teste ou falhou, margue o
maotivo:
1) Tentou, mas n3o conseguiu.
2) O paciente ndo consegue caminhar sem ajuda de outra
pessod.
3) Nao tentou, o avaliador julgou inseguro.
4) Nao tentou, o paciente sentiu-se inseguro.
5) O paciente nao conseguiu entender as instrugdes.
6) Outros (Especifique)
) O paciente recusou participacao.
C. Apoios para a primeira caminhada:
Nenhumc  Bengalac Outroo
D. Seopaciente ndc conseguiu realizara caminhada pontue:
00 ponto e prossiga par o Teste de levantar da cadeira.
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l

B. Segunda Tentativa

Instrugdes para o Avaliador

-

1. Posiciong o paciente em pé com 2 ponta dos pés tocando
a marca inicial.

7

2. Dispare o crondmetro assim que o paciente tirar o pé do
chaa.

3. Caminhe ao lado & logo atrds da paciente.

4, Quando um dos pés do paciente ultrapassar completamente
a marca final pare de marcar o tempo.

N
>

\
>

vy
=<

Tempo da Segunda Tentativa

Y

A Tempoparadou 4 mefros: _ . segundos.

B. Se o paciente ndo realizou o teste ou falhou, mamue o
motiveo:

1) Tentou, mas n&o consegquiu.

2) O pacients ndo consegue caminhar sem ajuda de outra
pessoa.

3) Nao tentou, o avaliador julgou inseguro.

4) Nao tentou, o paciente sentiu-se inseguro.

5) O paciente ndo conseguiu entender as instrugdes.
&) Outros (Especifique)

7) O paciente recusou participacao.

C. Apoios para a segunda caminhada:
Menhum = Bengala o QOutro o

D. Se o paciente ndo conseguiu realizar a caminhada
pontue: 0 ponto

i

A

PONTUACAQ DO TESTE DE VELOCIDADE DE MARCHA

Exlensdo do leste de marcha: Quatro metres o ou Trés melros o

Qual fai 0 tempa mais rapido dentre asduas caminhadas?

Marqueomenordosdoistempos: . segundos e utilize para pontuar.

[Se somente uma caminhada foi realizada, marque esse tempa] __

Seopaciente ndoconsequiu realizar acaminhada: o0 ponto

_sequndos

AN

. h'd ™
Pontuacio para a caminhada de 3 metros: Pontuagdo para a caminhada de 4 metros:
Se otempa for maior que 6 52 segundos: o1 ponto Se otempo for maior que 8,70 segundas: o 1 ponto
Seotempoforde 46626 52segundos:  o2ponios Se otempo for de 6,21 8,70 segundas: 02 pontos
Se otempo forde 36224 B5segundos: o3ponios Se otempo for de 4 82 a 6,20 segundos: o 3 pontas
Se otempa formenarque 3,62 segundos: o4 portos Se otempo for menor que 4,82 sequndos: o 4 pontas
L. A v
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3. _TESTE DE LEVANTAR-SE DA CADEIRA

Posicioinicial  Posicao final

Instrugdes pam o Avaliador Instruges pama o Paciente

Maierial: cadeira com encosto refo, sem apoio lateral, com
aproximadamente 45 cm de allura, & cronimetro. A cadeira deve
estar encostada a parede ou estabilizada de alguma forma para
impedir que s& mova durante o este.

o

N
-
PRE-TESTE: LEVANTAR-SE DA CADEIRA UMA VEZ
\,
'l

e,

KT
1. Certifigue-se de que o participante esteja sentado ocupando a Vames fazer o (itimo teste. Ele mede a forga de suas
maior parte 0o assento, mas com oS pés bem apoiados no chio. pemas. O(a) Sr(a). s& sente segurofa) para levantar-se da
MN&o precisa necessanamente encostara coluna no encosio da cadeira sem ajuda dos bragos?

cadeira, iss0 vai depender da altura do paciente. '

A
A

A g

¢ s
Eu vou demonsirar primeiro. Dejpois o(a) Srfa). ara o mesmo.
a) Primein, auze os bragoes sobre o peito e sente-se com

2. Demonstre & explique 03 procedimentos 03 pés apoiados no chio.

b) Depois levante-se completamente maniendo os bragos
crnzados sobre o peilo & sem tirar os pés dochio.

b A
b

.

3. Anoie o resultado. Agara, por favor, levante-se completamente mantendo os
bragos cnzados sobre o peito.

p
e

A

4. Se0 padente n&o consequir levantar-se sem wsaros
bragos, ndo realize o teste, apenas diga:
“Tudo bem, este & o fim dos tesies”.

5. Finalize & reqistre o resuitado & prossiga paraa pontuacio
completa da SPPE.

'

iy
<

N
A

RESULTADO 00 PRE-TESTE: LEVANTAR-SE DA CADERA UMA VEZ

A. Levaniou-se sem ajuda @ com seguranga
Simo Nieo

O patiente kvaniou-6e Semusar osbragos
0 Vipam oleselvantarse dacadeira 5Svezes

. Opadiente usouos bragos para levantar-se
o Encerm olesie e pontue Oponto

. Teslando complatado oundo realizado
o Encerreolestespaniue 0 ponto

B. Seopacenie ndomalizou o leste oufahou, mangue omolive:

1) Tenlou, mas ndo consaquiu.

2)0 pacienie nSio cansegue levantarse da cadeim semajuda.
)N Eotantou, oav akadar pulgou insaguro.

4)Naotaiou, o pacents senlu-se insaguro.
S}Upamﬂamocmmqmmm«asmgmm

6) Outros (Especiique)__ B
ﬂﬂpaaaﬂem;mupanma;ﬁo
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