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Introduction: Notifiable diseases (NDs) encompass conditions of high clinical 
severity and/or contagious. Being closed communities, long-term care facilities 
(LTCF) are places that deserve attention on their own, but one might be left 
wondering: what is the reality of NDs at Brazilian LTCFs? 
Objective: To determine the prevalence and type of NDs at large LTCF. 
Method: Active search for NDs conducted by the Hospital Infection Control 
Committee (HICC) in 459 beds. Due to the low turnover of patients, the monthly 
list kept by the HICC on NDs was analyzed. Data were grouped into males and 
females, and into elderly (age ≥ 60 years) and non-elderly (age ≤ 59 years). 
Results: 31 diseases in 29 patients (6.9% of all inpatients – 19 males and 10 fe-
males): 23 cases of hepatitis C, five of hepatitis B, two of human immunodefi-
ciency virus (HIV), and one case of renal tuberculosis. One patient with hepatitis 
B and another HIV-positive also had hepatitis C. There was no statistical signifi-
cance in the comparison of the two groups with the total number of other insti-
tutionalized patients – by age and gender – for total number of NDs and cases of 
hepatitis C (p>0.05). 
Conclusion: Chronic NDs and those requiring chronic treatment observed in 
this study suggest that Brazil needs more studies to define the dynamics of these 
diseases at LTCFs.

Keywords: disease notification, hepatitis, HIV, homes for the aged, tuberculosis, renal.

Introduction
Notifiable diseases (NDs) are those included in the Na-
tional Notifiable Diseases Surveillance List.1 They basically 
include infectious diseases with high degree of clinical 
severity and/or highly contagious. Aspects such as the 
short incubation period and the capacity for wide dis-
semination among the exposed population define the ob-
ligation of prompt notification. A significant number of 
NDs require in-hospital care at some point in their clini-
cal course, and in these cases, the Hospital Infection Control 
Committee (HICC) has the power to act in places without 
a properly structured epidemiological surveillance service.

As people are aging fast, long-term care facilities 
(LTCF) for the elderly should be considered another 
healthcare center to be approached for NDs. LTCFs are 
centers with characteristics of their own, regulated by 
specific legislation and supervised by government agencies 
such as those linked to sanitary surveillance.2

There are, however, problems regarding the present 
situation of LTCFs in Brazil.

There are high rates of bed occupancy paid for by the 
Brazilian Unified Health System (SUS, in the Portuguese 
acronym) and/or belonging to philanthropic entities, 
resulting in long waiting lists and occasional admission 
criteria that exclude syndromes that are highly prevalent 
among the elderly, such as urinary incontinence and de-
mentia. These circumstances, the lack of places and pro-
fessionals prepared to care for this special segment of the 
elderly, favor the creation of high-cost institutions, a 
possibility not accessible to most families, or clandestine 
facilities, where the risk of acts that harm the elderly is 
greater than in authorized LTCFs. This results in basic 
care schemes without adequate treatment for infectious-
parasitic diseases in closed communities, such as LTCFs.

What would be the status of NDs in long-term care 
facilities (LTCF) for the elderly? Faced with this question, 
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we investigated the pattern observed in a large nursing 
home in the city of São Paulo.

Objective
To determine the prevalence and type of ND at the Dom 
Pedro II Geriatric and Convalescence Hospital (HGCDPII) 
of Irmandade da Santa Casa de Misericórdia de São Pau-
lo, comparing the information found with those report-
ed in the Brazilian medical literature.

Method
The HGCDPII is a large LTCF that had 459 active beds 
in September 2008. It has a HICC since 01/18/2002 that, 
among its activities and according to the health surveil-
lance legislation,3,4 actively investigates NDs.

Considering that the main characteristic of the insti-
tution evaluated is that of being a long-stay facility, that 
is, with low patient turnover, we opted for the analysis 
of the HICC on NDs based on the list issued monthly – in 
this case, September 2008, regardless of sex and age.

As a comparative criterion, two groups were created: 
group A for non-elderly institutionalized (age ≤ 59 years) 
and group B for elderly institutionalized (age ≥ 60 years) 
individuals. Statistical analysis used χ², dividing the 
sample between women and men, and ages below or equal 
to 59 years or above or equal to 60 years, with α at 5.0%.

Our study is part of Project no. 413/08 approved by 
the Research Ethics Committee of Irmandade da Santa 
Casa de Misericórdia de São Paulo.

Results
The 421 patients (237 men and 184 women) hospitalized 
at the HGCDPII in September 2008 had a mean age of 
66.2 ± 14.9 years (ranging from 28 to 107 years), of whom 

137 were non-elderly (mean age of 49.5 ± 7.8 years) and 
284 were elderly (mean age 74.3 ± 10.0 years) individuals.

Group A (non-elderly) was composed of 100 men with 
a mean age of 49.0 ± 8.8 years (28 to 59 years) and 37 
women with a mean age of 50.9 ± 6.3 years (33 to 58 years), 
while group B (elderly) included 137 men with a mean 
age of 70.4 ± 8.8 years (60 to 101 years) and 147 women 
with a mean age of 77.9 ± 9.6 years (60 to 107 years).

The list of NDs for that month cited 31 diseases in 
29 patients (6.9% of the total number of hospitalized 
patients), 19 men and 10 women (p>0.05 compared to 
the total number of institutionalized patients). These 
NDs, shown in Table 1, consisted of 23 hepatitis C reports 
in patients with a mean age of 60.7 ± 12.6 years (34 to 82 
years), five cases of hepatitis B in patients aged 58.0 ± 7.3 
years (50 to 66 years), two cases of serological positivity 
to human immunodeficiency virus (HIV) in patients aged 
55 and 66 years, and one case of renal tuberculosis (65 
years old). A patient with hepatitis B (66 years old) and 
another positive for HIV (55 years old) also had hepatitis 
C. There was no statistical significance when comparing 
the two groups with the total number of other hospital-
ized patients – for age and gender – by total number of 
NDs and cases of hepatitis C (p>0.05).

Discussion
Since LTCFs are closed communities, they have significant 
potential for spread of infectious parasitic diseases such 
as febrile diarrhea, scabies, influenza, tuberculosis, hepati-
tis B and C,5 which in some cases are included in the Na-
tional Notifiable Diseases Surveillance List.1 Their typical 
population6 – elderly with a high degree of physical and/
or mental dependence – presents a set of factors that con-
tribute to the development, exacerbation or chronification 

TABLE 1  Notifiable diseases divided by gender and age among individuals admitted to long-term care facility for seniors.

Notifiable diseases (ND)* Total of NDs Group A
Non-elderly
Age (mean): 49.5 ± 7.8 years

Group B
Elderly
Age (mean): 74.3 ± 10.0 years

Men Women Men Women

Hepatitis C 23 05 04 10 04

Hepatitis B 05 02 01 01** 01

HIV-positive 02 01** – 01 –

Renal tuberculosis 01 – – 01 –

Total of NDs 31 08 05 13 05

Total number of individuals with NDs 29* 12 (7 M and 5 F) 17 (12 M and 5 F)

Total number of institutionalized individuals 421 137 (100 M and 37 F) 284 (137 M and 147 F)

*31 notifiable diseases in 29 patients, out of a total of 421 institutionalized individuals. **Also with hepatitis C. 
ND: notifiable disease; HIV: human immunodeficiency virus; M: male; F: female.
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of these diseases5,7,8 such as compromised host defense 
mechanisms, decreased physiological reserve capacity, 
chronic, disabling and degenerative diseases, high exposure 
to infectious agents, and atypical clinical manifestations 
that delay definitive diagnosis and subsequent treatment.

It is estimated that the incidence of NDs in the Brazil-
ian population is approximately 0.5% (833,123 cases in 
2004 for every 179,113,540 inhabitants).9,10 However, we 
found few data on NDs in Brazilian LTCFs in the literature 
consulted. A search conducted on 11/15/2008 at the 
SciELO portal http://www.scielo.br/ using the keywords 

“elderly” and “institutions” obtained 41 references, of which 
only three reviews referred partially to infections11,12 or 
tuberculosis in nursing homes.13 Authors who admittedly 
study infections in LTCFs in Brazil also focused their pub-
lications on bacterial infections,14 anti-pneumococcal vac-
cine and immunity15 or tuberculosis.16 Using the keywords 

“diseases,” “notification” and “compulsory” in the same 
portal and date, we found nine references in which there 
are no citations about LTCFs. Observations on the elderly 
and/or age groups were observed in four of them (two on 
AIDS,17,18 one on dengue fever19 and another on tetanus20).

Continuing the search for ND data in Brazilian LTCFs, 
we searched the same portal for publications on the four 
diseases observed in our sample. 

The search for “hepatitis C,” “elderly” and “institu-
tions” did not match any articles. We did not find pub-
lications with the combined keywords “hepatitis C” and 

“institutions,” either. A third search with the keywords 
“hepatitis C” and “prevalence” found 19 published stud-
ies with observations about unawareness of its actual 
prevalence-incidence, although with apparent predomi-
nance in young adults,21 and prevalence among health 
professionals of 1.7% with a 50% higher risk of contam-
ination every five years of hospital service21 – a factor that 
should also be considered in LTCFs, in view of daily care 
with tubes, catheters and pressure ulcers, and related 
procedures such as laboratory tests and administration 
of blood products. Other publications in this research 
reported a prevalence of 0.3% among blood donors (most-
ly men aged between 26 and 45 years)22 – less than the 
one verified among non-elderly institutionalized patients 
(6.7% of the total), possibly due to the characteristics of 
the two samples (healthy adults in the first and hospital-
ized chronic patients in the second) and prevalence of 
1.5% or seven cases in a representative sample – 457 in-
habitants – of the adult population of a city, two of them 
(28.6% of the total number of cases) aged over 60 years23 

– a prevalence close to that found in our study (1.3% of 
the total number of institutionalized individuals) with 

the difference of greater percentage of cases among the 
elderly (60.9% of the total) justified by the higher average 
age of the sample analyzed. There was also a reference to 
the association of hepatitis C and type II diabetes mel-
litus24 – a chronic degenerative disease common in the 
third age and that triggers complications such as strokes 
and lower limb amputations, thus having potential for 
physical disabilities and the need for hospitalization of 
these individuals in LTCFs.

An equal search pattern on the same portal with the 
keywords “hepatitis B,” “elderly” and “institutions” did 
not find any publication, either. The combination of the 

“hepatitis B” and “institutions” keywords yielded only one 
article on seroprevalence in patients with mental illness25 
reporting results of virus prevalence in all age groups 
(without presenting specific details to each one) and 
prevalence (1.6%) close to that observed in our sample – 5 
cases from 421 hospitalized patients or 1.8% of the total. 
Using as keywords “hepatitis B” and “prevalence,” 33 
articles were located, of which only one26 would discrim-
inate age groups with anti-HBC seroprevalence of 33.7% 
an age of 60 years or older.

The diagnosis of acquired immunodeficiency syn-
drome (AIDS) in patients over 50 years of age is not easy 
in clinical practice. This is due to low prevalence, although 
with a progressive tendency to increase in this age group, 
atypical symptoms, rapid progression, high mortality rate 
in general hospitals, and the fact that elderly patients are 
often not questioned about risk factors.17,18,27-30 Neverthe-
less, the percentage of HIV seropositivity in our sample 
(approximately 0.5% of inpatients) was close to that esti-
mated for the Brazilian population between 15 and 49 
years old (0.6%).18,31 The literature consulted, however, did 
not present data on hospitalizations in Brazilian LTCFs. 

The search on the http://www.scielo.br/ portal using 
as keywords “AIDS,” “elderly” and “institutions” found 
no articles, while the combined search for “AIDS” and 

“institutions” yielded 16 publications, without references 
to LTCFs and/or age groups in them. The keywords “AIDS” 
and “elders” yielded nine articles with no mention of 
prevalence or LTCFs. Using as keywords “AIDS” and 

“prevalence,” we found a list with 92 citations, some pre-
senting references, at the extremes of age in the sample, 
to patients aged 60 years or older,17,18,30,32-37 with no ad-
ditional information in the text. The prevalence of men 
with HIV was also observed in these publications,17,18,29-37 
regardless of age range, which is in accordance with the 
two cases found in our sample. These articles presented 
cases without mention of the place of residence – com-
munity or LTCF. 
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With similar contamination pathways, the simultane-
ous finding of HIV and hepatitis C in one of the institu-
tionalized patients can be justified by the 4.5% prevalence 
of this combination in individuals aged from 51 to 60 
years, and 1.2% prevalence between 60 and 70 years.38

The relation between aging and tuberculosis also in-
volves atypical symptoms associated with a higher percent-
age of adverse reactions, significant complications and high 
mortality.13,16,39-41 LTCFs are considered important sites for 
disease spread and/or recurrence, since these are closed 
communities with a pattern of caring for elderly patients 
with a high degree of physical and/or mental depen-
dence.13,16 But again, there are few occurrences in the lit-
erature consulted that offer details on tuberculosis and 
LTCFs in Brazil. The same portal of previous searches using 
the combination “tuberculosis,” “elderly” and “institutions” 
yielded a single review,13 which has already been cited. The 
cross-over of the keywords “tuberculosis” and “institutions” 
yielded 10 references, basically studies in hospitals and 
institutions for specific treatment of the disease, also with 
two reviews on scientific production related to tuberculo-
sis42,43 – without LTCFs being cited. Likewise, the keywords 

“tuberculosis” and “elderly” yielded only six articles, four 
linked to the elderly in the community39-41,44 and two re-
views,13,16 already mentioned above and which cited LTCFs 
solely due to the risk of local spread. Most references – 70 
publications – were found with the keywords “tuberculosis” 
and “prevalence,” but mostly related to children, young 
adults, students and health professionals, indigenous 
peoples and diagnostic methodologies. The main focus of 
these publications was to analyze the pulmonary form of 
tuberculosis, with a significant number of studies on the 
relation between HIV and tuberculosis and on multiresis-
tant microbacteria. Articles with data that allow compari-
son with our study comment that mortality due to the 
pulmonary form, regardless of age, is 8.5 times greater than 
the extrapulmonary form (possible justification of the 
extrapulmonary location in the only case of this series), 
with a risk of death 2.3 times higher in the elderly than in 
young adults (a possible cause of the low percentage of 
cases found – 0.2% of the total number of institutionalized 
patients) and a prevalence of 11.2% in patients aged 60 
years or older, with a tendency to fall (another plausible 
explanation for the low prevalence in our study).45-47 Con-
sidering the parallelism between LTCFs and psychiatric 
hospitals – in the common feature regarding hospitalization 
for long periods – there is only one publication48 on pul-
monary tuberculosis in 6.8% of hospitalized psychiatric 
patients, predominantly between 39 and 53 years of age, a 
fact not observed in our sample.

Conclusion
As most NDs present high clinical severity and/or are 
highly contagious, a significant number of cases are re-
solved at sites prior to LTCF. Finding in our study chron-
ic NDs and/or NDs requiring chronic and sometimes 
expensive treatment, is therefore justified. Considering 
the rapid aging of the Brazilian population, which will 
increase the demand for beds in LTCFs, more attention 
and publications on NDs in LTCFs will be necessary.
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Resumo

Notificação compulsória em instituição asilar

Introdução: Doenças de notificação compulsória (DNC) 
abrangem quadros de alta gravidade clínica e/ou de con-
tágio. Sendo comunidades fechadas, instituições de lon-
ga permanência para idosos (ILPI) são locais que merecem 
atenção quanto a elas. Mas qual seria a realidade das DNC 
em ILPI brasileiras? 
Objetivo: Determinar prevalência e tipo de DNC em ILPI 
de grande porte. 
Método: Busca ativa de DNC pela Comissão de Contro-
le de Infecção Hospitalar (CCIH) em 459 leitos. Em razão 
da baixa rotatividade de pacientes, analisou-se lista men-
sal da CCIH sobre DNC. Dividiram-se os dados entre 
homens e mulheres e entre idosos (idade ≥ 60 anos) e não 
idosos (idade ≤ 59 anos). 
Resultados: 31 doenças em 29 pacientes (6,9% do total 
de internados – 19 homens e 10 mulheres): 23 casos de 
hepatite C, cinco de hepatite B, dois de positividade so-
rológica ao vírus da imunodeficiência humana (HIV) e 
um caso de tuberculose renal. Um paciente com hepatite 
B e outro com HIV positivo eram também portadores de 
hepatite C. Não houve significância estatística quando 
foram comparados os dois grupos com o total dos outros 
internados – por idade e gênero – pelo total de DNC e 
nos casos de hepatite C (p>0,05). 
Conclusão: Pesquisa em 15/11/2008 no portal http://www.
scielo.br/não detectou casuísticas em ILPI, exceto por re-
visões sobre tuberculose. DNC de caráter e/ou tratamento 
crônico observadas neste estudo sugerem a necessidade de 
maior número de publicações para definir a dinâmica des-
sas doenças em ILPI brasileiras.

Palavras-chave: hepatite, HIV, instituição de longa perma-
nência para idosos, notificação de doenças, tuberculose renal.
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