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ABSTRACT

Objective: Comparing the differences in the sociodemographic, care and health profiles
of elderly caregivers of the elderly living in urban, rural, and high social vulnerability
contexts. Method: A cross-sectional study developed with elderly caregivers enrolled
in the Family Health Units of a municipality in the interior of Sdo Paulo. Household
interviews and evaluations were conducted on: Activities of Daily Living (ADL), self-
reported pain, frailty, cognition, life satisfaction, family functionality, burden, stress and
hope. Results: A total of 343 elderly caregivers of elderly individuals participated in
the study, of which 55.1% lived in an urban context, 23.6% in rural areas, and 21.3%
in a context of high social vulnerability. The majority of elderly caregivers were women
across the three contexts, with a median age of 67 years and caring for their spouse.
Caregivers from regions of high social vulnerability had lower education level, received
less emotional and material help to care, were less satisfied with life, more fragile, in
more cognitive decline, had worse family functionality and a lower level of hope when
compared to caregivers of urban and rural contexts (p<0.05). However, caregivers from
areas of high vulnerability were more independent for ADL. Conclusion: Professionals
working in Primary Care should consider these differences when planning interventions
aimed at the specific group of caregivers.
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INTRODUCTION

Changes in the demographic and epidemiological profile
of the population have led to an increase in the number of
elderly people with chronic diseases, which may compro-
mise the functional capacity of the elderly and result in their
needing of daily care®. Most care for the elderly emanates
from informal and family networks. The literature points out
some common characteristics of family caregivers such as
being female, having a low level of education, or being the
spouse or daughter of the elderly®?.

Caring for an elderly person is a complex task that causes
changes in the caregiver’s life, and can be accentuated when
the caregiver is also an elderly person, which is becoming a
common fact due to population aging. In this sense, some
studies have shown the growth in the number of people over
60 who play the role of informal caregivers of another more
dependent elderly person®*>).

Care offered at home allows the elderly to be near
their family; however, most families have low financial and
social conditions, which can make caring a difficult task®.
Regarding social vulnerability, the elderly have more impair-
ments in their quality of life, increased physical and emo-
tional burden, and may present more fragile health?®.

In contexts distant from urban centers such as rural areas,
care for dependent persons can also be influenced. In 2013,
data from the Brazilian Institute of Geography and Statistics
(IBGE - Instituto Brasileiro de Geografia e Estatistica) show
that close to 16% of the elderly lived in rural regions and
communities®. The support network in the rural context is
still fragile, and informal care networks prevail®?.

Literature shows peculiarities regarding residing in
urban, rural and high vulnerability contexts©*19. However,
studies comparing the differences of these three contexts in
older adults who play the role of caregivers to other elderly
people are still scarce. This type of information may allow for
creating programs and activities to support elderly caregivers
focused on the characteristics of the context in which they
are inserted, so that the programs are more effective and
efficient in Primary Health Care. The data can therefore
support interventions, guidelines and support for caregivers
focused on health promotion, social interaction, improving
quality of life, and preventing stressors and adversities which
arise as a result of the care.

Considering the studied theme, this research aimed to
compare the differences in the sociodemographic, care and
health profiles of elderly caregivers of elderly persons who
live in urban contexts, in rural contexts, and in contexts of

high social vulnerability.

METHOD

This is a cross-sectional study developed with elderly care-
givers from all Family Health Units (FHU) of a municipality
in the interior of Sdo Paulo. In the year 2014, the municipal-
ity had 17 Family Health Teams, of which 15 were in the
urban area. The other two are located in two districts of the
municipality that are distant from the urban center, attend-
ing to the farms in the region. The area covered by these two

FHU was considered as the rural area for this study. On
the other hand, the teams from the urban area were divided
according to the social vulnerability assessed by the Index of
Social Vulnerability of the state of Sdo Paulo (IPVS — Indice
Paulista de Vulnerabilidade Social) which considers socioeco-
nomic variables (income per capita, literacy) and demographic
variables (age, gender). Five were located in areas of high
social vulnerability (IPVS=5), and ten among average and
low vulnerability areas (IPVS=2 to 4). FHUs located in areas
with IPVS=5 were considered as areas of high vulnerability,
and those located in areas with IPVS=2 to 4 as urban areas.

The study population were elderly (60 years of age or
older) enrolled in the FHU of the municipality. Inclusion
criteria were: being a primary caregiver of a dependent
elderly (=60 years old) living in the same household. To be
considered dependent, the elderly had to be dependent for
at least one Basic Activity of Daily Life (BADL), as evalu-
ated by the Katz Index®?, and/or Instrumental Activity of
Daily Living (IADL) as evaluated by the Lawton and Brody
Scale®. These instruments were also applied to the elderly
caregiver, who should be more independent than the elderly
dependent that they lived with.

'The sample was selected from a total of 594 residences
listed by the Family Health teams where two or more elderly
people lived, and resulted in 351 interviewed elderly caregiv-
ers of the elderly. Of the 351 participants who completed the
questionnaire, eight were excluded from the present analysis
for not completing the health assessment. The final sample
consisted of 343 elderly caregivers, divided into three groups
according to their place of residence: urban area (n=189),
high social vulnerability area (n=73) or rural area (n=81).

'The interviews took place in the homes of the elderly
from April to November 2014, and were carried out by post-
graduates of the nursing and gerontology areas, duly trained
to carry out the evaluations.

The evaluation included three aspects: 1 Sociodemo-
graphic characterization: gender, age and schooling; 2)
Characterization of the care context: degree of relationship
to the care-dependent elderly (spouse, child, daughter/son-
in-law, brother/sister, other), monthly family income (in
Brazilian currency reais), number of people living in the
household, whether there were any children in the house
(yes/no), whether material help was provided to care for the
elderly (yes/no), and whether emotional help was provided
to care for the elderly (yes/no); 3) Characterization of the
health conditions, evaluating: BADL: Katz index"?, elderly
caregivers were considered as dependent if they were depen-
dent for at least one of the six BADLs, and as independent
for the others; IADL: Lawton and Brody Scale?, elderly
caregivers with scores equal to 21 points were considered
independent, and those with scores between 8 and 20 as
partially dependents; Self-reported pain: feels pain (yes/no);
Frailty: evaluated according to the five-component pheno-
type™; Unintentional weight loss (indicated by the affirma-
tive answer of loss greater than 4.5 kg or 5% of body weight
to the question “In the past 12 months do you think you have
lost weight without dieting?”; Fatigue (assessed by responses
“always” or “most of the time” on any of the two issues of
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the Center for Epidemiological Studies — Depression, CES-D:
1). In the past week, how often did you feel that everything
you did required a lot of effort? and 2) How often in the past
week did you feel that you would not be able to carry out
your activities?); Low hand grip strength (indicated by the
mean of three consecutive grip strength measurements of
the dominant hand, in Kgf, using a Jamar SH5001 hydrau-
lic dynamometer, manufactured by SAEHAN®, Lafayette,
Illinois, USA), elderly with the lowest gender-adjusted quin-
tile of strength and Body Mass Index (BMI) scored for the
component; Slow gait (indicated by the average of three
consecutive measures of the time in seconds that the elderly
spent to walk 4.6 m in a straight line on a flat surface at their
usual gait, being allowed to use a walking stick or walker;
to provide acceleration and deceleration of gait two meters
before and two meters after were included in the course,
thus totaling 8.6 m of walking): those 20% slower accord-
ing to gender and mean height scored for the component;
and Low level of physical activity (indicated by affirmative
answer to item “Do you think you do less physical activity
than 12 months ago?”): the presence of three or more com-
ponents of the phenotype characterize the person as frail,
of one or two criteria as pre-frail, and none of the criteria
as non-frail. For the analyzes, the frail elderly group was
compared to the non-frail/pre-frail elderly group; Cognition:
Addenbrooke’s Cognitive Examination Revised (ACE-R)™),
which includes five domains (orientation/attention, memory,
verbal fluency, language and visual-constructive ability) and
the overall score ranges from 0 to 100 points, where the
higher the score, the better the cognitive performance. A
cut-off score of 65 points was used, which obtained a sen-
sitivity of 75.6% and a specificity of 73.8% in a sample of
Brazilian elderly in a community with different levels of
education®. The groups above and below the cut-off value
were compared; Satisfaction with life: the elderly were asked
“Are you satisfied with your life?” (a little/more or less/very).
For the analysis, the elderly respondents who were very satis-
fied with their life were considered; Family Functionality:
Family APGAR, which had its psychometric properties
tested in the elderly®®, measuring satisfaction regarding five
components of adaptability, partnership, growth, aftection
and problem-solving capacity. The scoring results in a score

between 1 to 20, with scores over 13 representing good fam-
ily functionality. For the analysis, we considered the elderly
who had good family functionality; Care-Related Burden:
Zarit Burden Inventory (ZBI)""), which contains 22 items
that assess the perceived impact of caregiving on the physical
and emotional health, social activities, and financial condi-
tion of the caregiver. The total score is obtained by summing
all items and can vary from 0 to 88, where the higher the
score, the greater the intensity of burden experienced by
the caregiver. Elderly caregivers were divided into groups
above and below the median of the sample (median=15);
Stress: Perceived Stress Scale (PSS)®®, which has 14 items
that indicate the level of stress perceived by the elderly. The
final score is the sum of the responses and ranges from 0 to
56, where the higher the score, the higher the level of per-
ceived stress. The elderly caregivers were divided into groups,
above and below the median of the sample (median=17); and
Hope: Herth Hope Scale (HHS)®, which has 12 items to
evaluate the level of hope. The total score varies from 12 to
48, and the higher the score, the higher the level of hope.
Elderly caregivers were divided into groups above and below
the median of the sample for the analyses (median=42).
Data were analyzed in SPSS software. Simple and median
frequency calculations were performed for the variables in
each of the three groups: urban, rural and high vulnerability.
‘The results present three types of comparison: urban wersus
rural, urban versus high vulnerability, and rural versus high vul-
nerability. The groups were compared using chi-square tests
for categorical variables and Mann-Whitney U for continu-
ous variables. A level of significance p<0.05 was considered.
The research project was approved by the Human
Research Ethics Committee of the Universidade Federal de
Sdo Carlos (opinion number 416.467/2013). All participants

signed the Informed Consent Form before the interview.

RESULTS

Of the 343 elderly caregivers evaluated, 189 (55.1%)
lived in the urban area, 81 (23.6%) in the rural area, and 73
(21.3%) in the high social vulnerability area.

Table 1 shows the frequency, median and p-value data for
the comparisons between the groups regarding the sociode-
mographic, care and health profiles.

Table 1 — Comparison of elderly caregivers residing in urban, rural and high vulnerability contexts regarding the sociodemographic,

care and health profiles — Sao Carlos, Sao Paulo, Brazil, 2014.

Frequency/median according to location

P-value comparisons

Characterization Urban Rural High vulnerability Urban vs. Urban vs. Rural Vs.
(n=189) (n=81) (n=73) Rural High vulnerability High vulnerability

Sociodemographic profile
Gender (female)* 75.1% 76.5% 80.8% 0.80 0.33 0.52
Age (years)** 68 67 68 0.59 0.77 0.59
Education Level (years)** 4 4 2 0.64 0.00 0.00
Context of care
People in the household** 3 2 2 0.01 0.07 0.57
Receives material assistance* 18.0% 22.2% 4.1% 0.59 0.01 0.00
Receives emotional help* 57.1% 55.6% 11.0% 0.77 0.00 0.00
Relationship (spouse)* 83.6% 90.1% 83.6% 0.88 0.53 0.51
Income (R$)* 2000.00 2075.00 1448.00

No gnf$o)rmati0n n=18 n=5 n=2 0.36 0.51 0.69
Residing with children* 16.9% 13.6% 9.6% 0.49 0.13 0.44

continued...
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...continuation

Frequency/median according to location

P-value comparisons

Characterization Urban Rural High vulnerability Urban vs. Urban vs. Rural Vs.
(n=189) (n=81) (n=73) Rural High vulnerability High vulnerability

Health

Katz (independent)* 85.2% 84.0% 94.5% 0.79 0.04 0.04
Lawton (independent)* 36.5% 49.4% 49.3% 0.04 0.05 0.90
Feels pain* 63.5% 60.5% 57.5% 0.64 0.37 0.71
Frailty (frail)* 19.6% 9.9% 37.0% 0.05 0.00 0.00
ACE-R (above the cut-off point)* 54.5% 58.0% 19.2% 0.59 0.00 0.00
(S\fé‘rsyfi‘;'i‘s’f?e‘g)',fh life 82.5% 80.2% 60.3% 0.65 0.00 0.01
APGAR (good functionality)* 88.9% 86.4% 74.0% 0.56 0.00 0.05
ZBI (above the median)* 53.4% 53.1% 41.1% 0.95 0.07 0.14
PSS (above the median)* 52.9% 42.0% 64.4% 0.10 0.09 0.00
HHS (above the median)* 57.1% 71.6% 34.2% 0.02 0.00 0.00

*Chi-square test. ™ Mann-Whitney U test. ACE-R=Addenbrooke’s Cognitive Examination Revised. ZBI=Zarit Burden Inventory. PSS=Perceived Stress Scale. HHS=Herth

Hope Scale. Medians established: ZBI=15; PSS=17; HHS=42. Note: (n=343).

'The sociodemographic profile of the elderly caregivers of
the three groups showed that they were mostly female with
a median age of 67 years, and with low educational level.
In all contexts the majority took care of their spouse, lived
in homes without children and with two or three people in
the household.

Elderly caregivers living in rural areas generally had bet-
ter performance in health conditions. They were the caregiv-
ers with the lowest percentage of frailty (9.9%), with better
cognitive performance (58% above the median in the ACE-
R), less stressed (64.4% above the median in the PSS), less
burdened (42% above the median in the ZBI) and with a
higher level of hope (71.6% above the median in the HHS).

Comparing the group of elderly caregivers from the
urban area and those from the rural area, the first group
showed a larger number of people living in the household
and a higher percentage of frail caregivers. On the other
hand, caregivers living in rural areas were more independent
for IADL and had a higher level of hope.

The results showed that the greatest differences were
found in the comparison between urban contexts and high
social vulnerability groups. For these groups, differences were
found in the variables: education level, material help, emo-
tional help, Katz and Lawton, frailty, ACE-R, life satisfaction,
APGAR and HHS.The group of elderly caregivers who lived
in urban areas presented higher education, received more
material and emotional help, had fewer frail caregivers, had
better cognitive performance, were more satisfied with life,
had better family functionality and a higher level of hope
than the elderly caregivers from areas of high social vulner-
ability. In contrast, the group living in areas of high vulner-
ability was more independent for both BADL and IADL.

In the comparison between groups in the rural area and
in areas of high vulnerability, we found that the group resid-
ing in more vulnerable areas had lower education, received
less material and emotional help for the care, was more frail,
had worse cognitive performance, were less satisfied with
life, had worse family functionality, had a higher level of
perceived stress, and a lower level of hope. The only variable
that was better for this group compared to the rural area

group was performance in BADL.

DISCUSSION

Regarding the sociodemographic characteristics of the
elderly caregivers, no differences were found regarding
gender, age or family income in the different contexts. The
data corroborate the literature regarding a predominance
of women close to 70 years of age caring for elderly per-
sons®¥. Although no significant differences were found in
the comparison of monthly family income, elderly caregivers
from areas with high social vulnerability had lower median
income. Moreover, it is pointed out that this variable was
not reported by a total of 25 elderly people, which may have
interfered in the comparison results.

As for educational level, elderly caregivers in contexts
of high social vulnerability presented lower median than
those from other contexts. A lower level of education in
individuals living in these regions may demonstrate more
fragile health®.

Evaluating the characteristics of care, caregivers living in
areas of high social vulnerability received less material and
emotional help, which corroborates findings in a study car-
ried out in the Municipality of Natal (Rio Grande do Norte
state) with 300 elderly people, where the elderly presented
a weak support network, often only offered by some neigh-
bors®?. Another study identified that elderly people living
in regions of high vulnerability have a large social network;
however, only a few members play a functional role, that is,
providing or receiving support®V.

'The results showed that the elderly caregivers who lived
in the rural area had better performance in the variables
related to the health evaluation. In contrast, elderly caregiv-
ers residing in areas of high social vulnerability had better
performance for ADL and worse performance in all other
health variables except pain and burden, which did not pres-
ent significant differences in the comparison.

A study of elderly people with diabetes mellitus living in
rural and urban areas found that those living in rural areas
had a higher quality of life score in the domains: physical
and social relationships; and in the aspects of autonomy,
past, present and future activities, and intimacy; in addition,
they presented better health conditions when compared to
those living in the urban area®. Our findings showed that
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rural caregivers were comparatively more satisfied with life
and had a better evaluation of health conditions than those
living in regions of high social vulnerability.

Rural elderly caregivers were also more independent for
instrumental activities of daily living compared to urban
ones, which corroborates a study carried out with rural
elderly in Uberaba, Minas Gerais state®.

'The use of health care services in different contexts may
also explain the results found. A study carried out with a
sample of 100 informal caregivers of elderly people in pal-
liative care found that the use of the family physician, emer-
gency services, pharmacy, and services for caregiver relief
were higher among rural caregivers.

The frailty variable was different for the comparison
between all contexts evaluated. In the rural area, the per-
centage of frail elderly caregivers was the lowest (9.9%),
followed by the urban area (19.6%) and areas of high vul-
nerability (37.0%). A systematic review of the literature
examined the factors associated with frailty in 35 studies,
and found an association with education level and cognitive
function, among other aspects®). The elderly caregivers of
the present study who lived in contexts of high vulnerability
were those that presented the lowest schooling and worse
cognitive performance, which may be related to the percent-
age of frail elderly. In contrast, the review study also found
that functional disability is associated with frailty in the
elderly®), which contradicts the data of the current study,
since caregivers from the most vulnerable region were more
independent for BADL and IADL. This is an interesting
fact, since it can be noticed that despite presenting worse
performance in several variables of health evaluation, elderly
caregivers in high vulnerability contexts are more indepen-
dent. Attempts to explain this data are based on the fact that
these elderly have worse family functionality and receive less
material and emotional help, therefore they cannot count on
the support of other people to assist in ADLs, which causes
them to continue to perform the activities alone, despite
their poor cognitive performance and frailty. Nonetheless,
future research should seek to better understand the rela-
tionship between functional disability, frailty and cognitive
performance in elderly caregivers residing in regions with
high social vulnerability.

It is important to highlight that the percentage of elderly
frail caregivers was high in all regions, which raises reflec-
tions on the performance of the caregiver role by an elderly
person who is also frail.

The results found in the present study showed worse cog-
nitive performance in the elderly in a context of high social
vulnerabilitywhencompared to theurbanandruralareas. These
data corroborate amulticentricstudy conducted in Brazil with
878elderlypeople,whichidentified thatcognitiveimpairment
is associated with poverty??. Cognitive impairment may be
associated with less access to stimuli and less development of
asense of self-efficacy. Social interaction and leisure activities
are factors that can contribute to this commitment, since they
help maintain autonomyand favor physical and psychological
well-being® 22, and they can be adversely affected as a result
of social vulnerability and poverty contexts.

In the present study, the family functionality of urban
and rural caregivers did not differ. For those residing in a
high vulnerability area, a lower percentage of elderly with
good family functionality was observed. A recent study
found that family relationships influence the well-being
of older people living in rural communities in Thailand®”.
Another study comparing family functionality of caregiv-
ers of the elderly found no significant differences for those
living in regions of high and very high social vulnerabil-
ity, and those living in regions of low and medium social
vulnerability®®. The data presented differ from the current
results; however, the caregivers in the study sample cited
had a mean age of 50 years and only 76.4% lived with the
elderly they were caregiver to. The remainder cared for the
elderly, but had another family, which may explain the dif-
ferences found.

Only 34.2% of elderly caregivers from high vulner-
ability areas scored above the median on the HHS, mean-
ing that they had higher levels of hope. An investigation
with patients undergoing chemotherapy treatment found
that the level of hope is positively associated with educa-
tion levels®.

'The differences in the sociodemographic, health and care
profiles observed in this research bring relevant information
for the future planning of interventions with caregivers who
are elderly and live in different contexts.

'The result of a systematic literature review that analyzed
ten articles on interventions for family caregivers of frail
elderly residents in a community found that most interven-
tions focus on reducing stress levels and the burden of care,
increasing knowledge about the disease of the dependent
elderly and developing social skills. However, the research-
ers describe that the results of the interventions still show
differences as to the effectiveness on the caregiver’s quality
of life and are inconsistent in the literature. This also draws
attention to the need for interventions that fit different con-
texts in which caregivers are inserted®?.

Regarding the high vulnerability context, the lack of
individual, family and social resources to meet elderly and
caregivers needs can cause harm to their quality of life and
well-being. Family support for the care may be very impor-
tant for the longevity of the elderly; in that sense, families in
a context of poverty and who do not have sufficient finan-
cial resources to meet basic needs nor can they afford to
hire third-party services to assist in the care may experience
greater difficulties to support the family caregiver and the
elderly receiving care®.

Some limitations of this study can be pointed out. This
is a cross-sectional study, conducted with a specific sample
of elderly caregivers, and therefore the data cannot be gen-
eralized. It is also not possible to establish a cause and effect
relationship. Further research in this area including studies
with different designs are certainly necessary in the scope of
Primary Health Care, especially considering the increasing
number of informal caregivers with old age.

Despite its limitations, there is important information
about positive aspects of care in these different contexts;
among which the percentage of independent caregivers for
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ADL in contexts of high social vulnerability may be high-
lighted, and in the rural context, the low percentage of frail
elderly people and high levels of hope.

CONCLUSION

The results showed that there are differences between
elderly caregivers living in urban, rural and high social vul-
nerability contexts.

Elderly caregivers from a high social vulnerability con-
text presented lower education and worse health and care
conditions, with the exception of ADLs. Those in the rural
context were the ones with the best performance in the
evaluations, especially for frailty and hope.

Analyzing these differences considering the positive
and negative aspects of each of these contexts, as well as
possible protective and risk factors can certainly contribute
to implementing interventions that also take care of these
elderly caregivers. Primary Care services are the first level
of health care, as well as the multiprofessional teams that
work in these places, and have the responsibility of acting
in health promotion and disease prevention. Furthermore,
the group of caregivers of dependent people is still little
attended by these interventions. Caring for the caregiver
is an extremely important practice that can prevent future
problems and improve the quality of life of these caregivers,
and especially for those who are also elderly.

RESUMO

Objetivo: Comparar as diferengas no perfil sociodemogrifico, de cuidado e de satde de idosos cuidadores de idosos que vivem em
contextos urbanos, rurais, e de alta vulnerabilidade social. Método: Estudo transversal desenvolvido com idosos cuidadores, cadastrados
nas Unidades de Saide da Familia de um municipio do interior paulista. Foram realizadas entrevistas domiciliares e as avaliagdes:
Atividades de Vida Didria (AVDs), dor autorrelatada, fragilidade, cognigdo, satisfagio com a vida, funcionalidade familiar, sobrecarga,
estresse e esperanca. Resultados: Participaram do estudo 343 idosos cuidadores de idosos, dos quais 55,1% viviam em contexto urbano,
23,6% em rural, e 21,3% em contexto de alta vulnerabilidade social. Nos trés contextos, a maioria dos idosos cuidadores era mulher,
com idade mediana de 67 anos e cuidava do conjuge. Os cuidadores de regides de alta vulnerabilidade social tinham pior escolaridade,
recebiam menos ajuda emocional e material para cuidar, eram menos satisfeitos com a vida, mais frdgeis, com mais declinio cognitivo,
pior funcionalidade familiar e menor nivel de esperanga quando comparados aos cuidadores de contextos urbanos e rurais (p<0,05).
Porém, os cuidadores das dreas de alta vulnerabilidade eram mais independentes para as AVDs. Conclusio: Profissionais atuantes na
Atengio Primdria devem considerar essas diferengas quando forem planejar intervengdes voltadas ao grupo especifico de cuidadores.

DESCRITORES
Idoso; Cuidadores; Vulnerabilidade Social; Saide da Populagio Rural; Populagio Urbana; Enfermagem Geridtrica.

RESUMEN

Objetivo: Comparar las diferencias en el perfil sociodemogrifico, de cuidado y de salud de ancianos cuidadores de ancianos que
viven en contextos urbanos, rurales, y de alta vulnerabilidad social. Método: Estudio transversal desarrollado con ancianos cuidadores,
registrados en las Unidades de Salud de la Familia de un municipio del interior paulista. Se realizaron entrevistas domiciliarias y las
evaluaciones: Actividades de Vida Diaria (AVDs), dolor autorrelatado, fragilidad, cognicién, satisfaccién con la vida, funcionalidad
familiar, sobrecarga, estrés y esperanza. Resultados: Participaron del estudio 343 ancianos cuidadores de ancianos, de los cuales 55,1%
vivian en contexto urbano, el 23,6% en rural, y el 21,3% en contexto de alta vulnerabilidad social. En los tres contextos, la mayoria de
los ancianos cuidadores era mujer, con edad mediana de 67 afios y cuidaba al cényuge. Los cuidadores de regiones de alta vulnerabilidad
social tenfan peor escolaridad, recibian menos ayuda emocional y material para cuidar, estaban menos satisfechos con la vida, mas
fragiles, con mas declinacién cognitiva, peor funcionalidad familiar y menor nivel de esperanza cuando comparados a los cuidadores
de contextos urbanos y rurales (p<0,05). Sin embargo, los cuidadores de las dreas de alta vulnerabilidad eran més independientes para
las AVDs. Conclusién: Los profesionales que actGan en la Atencién Primaria deben considerar estas diferencias cuando se planifican
intervenciones dirigidas al grupo especifico de cuidadores.

DESCRIPTORES
Anciano; Cuidadores; Vulnerabilidad Social; Salud Rural; Poblacién Urbana; Enfermeria Geriatrica.
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