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The general objective was to analyze the psychometric prop- 

erties of the feasibility scale in the Ecuadorian elderly and 

to determine whether frailty is associated with nutritional sta- 

tus and global mistreatment of the elderly, with the purpose 

of generating public policies that contribute to the reduction 

of mistreatment of the elderly. A study of the psychometric 

properties was carried out by means of an exploratory and 

confirmatory factor analysis, in addition, a non-experimental, 

quantitative, descriptive-correlational, cross-sectional, and 

prospective research was conducted with a sample of 195 

older adults ≥ 60 years old belonging to the city of Cuenca 

through a non-probabilistic sampling. As results, women pre- 

dominated in 61%, rural and urban residence in 50%, mar- 

ried marital status in 53.5%, academic level secondary level 

in 47.1%, medium socioeconomic level in 62.3%, with a to- 

tal global mistreatment of 19.7%, where the female sex evi- 

denced significant differences in physical mistreatment (p=0. 

01), finally, it was evidenced that nutritional status was posi- 

tively correlated with frailty in both urban and rural residence 

(r = 0.67, rural r = 0.68), rural r = 0.68); rural r = 0.68), but 

there is no relationship between frailty and nutritional status 

and maltreatment. In conclusion, this study will contribute to 

future research, and it is recommended that more research 

be conducted on this problem, especially on the factors that 

trigger mistreatment to contribute to the generation of public 

policies that benefit older adults and help them to better man- 

age their old age. 
 

Keywords: psychometric properties, mistreatment, older 

adults, frailty, nutritional status. 

El objetivo general fue analizar las propiedades psicométri- 

cas de la escala de factibilidad en el anciano ecuatoriano y 

determinar si la fragilidad se asocia con el estado nutricio- 

nal y el maltrato global del adulto mayor, con el propósito 

de generar políticas públicas que contribuyan a la reducción 

del maltrato del adulto mayor. Se realizó un estudio de las 

propiedades psicométricas mediante un análisis factorial ex- 

ploratorio y confirmatorio, además se efectuó una investig- 

ación no experimental, cuantitativo, descriptivo-correlacional, 

transversal y prospectivo con una muestra de 195 adultos 

mayores ≥ 60 años pertenecientes a la ciudad de Cuenca a 

través de un muestreo no probabilístico. Como resultados, 

predominaron las mujeres en un 61%, residencia rural y ur- 

bana en un 50%, estado civil casado en un 53,5%, nivel aca- 

démico nivel secundario en un 47,1%, nivel socioeconómico 

medio en un 62,3%, con un maltrato global total de 19,7%, 

donde el sexo femenino evidenció diferencias significativas 

en el maltrato físico (p=0. 01), finalmente se evidenció que 

el estado nutricional se correlacionó positivamente con la 

fragilidad tanto en la residencia urbana como en la rural (r 

= 0,67, rural r = 0,68), en la rural r = 0,68); rural r = 0,68), 

pero no hay relación entre fragilidad y estado nutricional y 

maltrato. En conclusión, este estudio contribuirá a futuras in- 

vestigaciones y se recomienda realizar más investigaciones 

sobre esta problemática, especialmente sobre los factores 

que desencadenan el maltrato para contribuir a la generación 

de políticas públicas que beneficien a los adultos mayores y 

los ayuden a manejar mejor su vejez. 

Palabras clave: propiedades psicométricas, maltrato, adulto 

mayor, fragilidad, estado nutricional. 
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Introduction

According to the World Health Organization (WHO), an older 
adult is 60 years of age or older, who undergoes a process 
called continuous aging, which consists of the progressive 
and generalized deterioration of vital functions that leads 
to a greater risk of suffering age-related diseases1. For this 
reason, older adults can reduce their quality of life and even 
die prematurely, due to loneliness, isolation, and social ex-
clusion, which are considered social determinants that affect 
the health and well-being of the older adult population2. The 
World Health Organization (WHO) indicated that maltreat-
ment is the intentional use of force, in fact or as a threat, 
against oneself, another person or a group or community, 
which has a high probability of causing injury, death, psycho-
logical damage, developmental disorders or deprivation3. On 
the other hand, the nutritional status of the elderly is the result 
of the balance between the needs that the body requires and 
the energy expenditure of food, given by multiple physical, 
biological, genetic, cultural, environmental and psycho-socio-
economic determinants, thus increasing the prevalence of 
problems related to nutritional status, the elderly in relation 
to nutrition is the group most at risk of inadequate food intake 
that influences the risk of malnutrition or obesity4. Similarly, 
frailty in an older adult is a multidimensional syndrome, with 
the reciprocal action of biological, psychological, and social 
factors, which is associated with decreased functional and 
cognitive capacity, this can be identified with the prognosis of 
adverse events such as falls, disability and death5.

At present, the elderly population is increasing as the years go 
by, therefore the government and the different public entities 
do not give due importance to the care and needs required by 
this population, and their rights are being violated6, This is why 
it is necessary to know the nutritional status and fragility in 
which an older adult is and how this influences this person to 
receive some type of mistreatment6,7. According to the WHO, 
this population has suffered some type of mistreatment, with 
estimated figures of 33.4% psychological abuse, 14.1% physi-
cal abuse, 12.8% economic abuse, 11.6% neglect and 1.9% 
sexual abuse, and they also mention the mistreatment that 
exists in the institutions that take care of the elderly, where the 
care they receive is deficient and insufficient8.

Worldwide, in China, mistreatment of the elderly is related to 
factors such as the situation of coexistence, isolation, illness, 
and caregiver stress. It has been identified that three rural 
communities have experienced mistreatment with a percent-
age of 36.2%, of which 27.3% are psychological mistreat-
ment, 15.8% caregiver negligence, 4.9% physical mistreat-
ment and 2% financial mistreatment, and it is also mentioned 
that one of the consequences associated with mistreatment 
is the risk of suffering depression9.

In Ecuador, according to the results of the 2010 SABE I Sur-
vey, 4% of this population has been subjected to various forms 
of abuse, such as: 3% has suffered sexual violence, 16.4% 
psychological violence, 14.7% of older adults received insults 
and 14.9% suffered neglect and abandonment10. On the other 
hand, in relation to frailty in older adults, in Colombia, a study 

carried out in 4 cities showed that 34.8% were vigorous, 53% 
were pre-frail and 12.1% were frail, of which 6.8% were male 
and 17% were female11. Also in Cuba, a prevalence of 67.9% 
of frailty in women and 32.1% in men was demonstrated, of 
which 80.4% were adults between 65 years and older, and 
19.6% belonged to an age range between 60 and 64 years12; 
while in Ecuador, in the Rosa Elvira de León geriatric center 
in the city of Azogues, the prevalence of frailty in the older 
adult population is 36.7%, of which 26.7% are women and 
10% men13.

Therefore, the following hypotheses were proposed for this 
research: being female, over 60 years of age, married, mes-
tizo, frailty and underweight are associated with elder abuse, 
elder abuse is positively associated with nutritional status and 
frailty, and the female sex presents greater frailty, overweight 
and overall abuse. Likewise, the general objective was to 
determine the nutritional status and frailty associated with 
elder abuse in Cuenca. October 2021-March 2022 with the 
purpose of generating public policies that contribute to the 
reduction of elder abuse. Based on this, the specific objec-
tives were to adapt the frailty scale to the Ecuadorian popula-
tion through psychometric properties, to identify demographic 
characteristics, frailty and nutritional status and elder abuse, 
to verify nutritional status, frailty, and abuse according to sex, 
to analyze if nutritional status is associated with frailty and 
global abuse according to residence. 

Methodology

Type of research
A quantitative, descriptive, correlational, and cross-sectional 
study was carried out, with a non-experimental and prospec-
tive design. 

Population 
The total of components that participated in a certain link-
age of common characteristics, comprise the universe; that 
is, inhabitants residing in a certain geographic area. A total 
of 50,085 older adults residing in the city of Cuenca, aged 60 
years or older, according to the National Institute of Statistics 
and Census (INEC), were included. It is worth mentioning that 
Cuenca is in the province of Azuay, in the center-south of the 
inter-Andean region of Ecuador, is made up of 36 parishes 
of which 15 correspond to the urban area and 21 to the rural 
area, is considered as the Athens of Ecuador for its great ar-
chitecture and culture, its independence was on November 3, 
1820, so today this date is commemorated. 

Sample
A simple random sampling study of this population was car-
ried out, obtaining a representative sample of the older adults 
of the city of Cuenca according to their nature and frequency. 
Applying Sierra Bravo’s formula, a sample of 195 of the total 
population of older adults in the city of Cuenca was obtained. 
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Inclusion and exclusion criteria 
We included older adults aged 60 years and older living in the 
city of Cuenca who agreed to participate in our study by filling 
out and signing the respective informed consent form. Elderly 
people with cognitive impairment and those who did not wish 
to participate in the research were excluded. 

Instruments
The first part of the instrument section included the socio-
demographic variables such as sex, age, marital status, race, 
and level of schooling. At the same time, the Modified Mini 
Mental State Exaination test (MMSE) was used by the au-
thors Ramirez et al, which consisted of 30 items and evalu-
ated the cognitive state such as orientation, attention, calcu-
lation, language, and visual space, it lasted approximately 10 
to 15 minutes and its maximum score was 3014. 

The Geriatric Scale of Elder Abuse (GMS), validated by Ro-
driguez and Carrasco in 2013, consists of 22 items and mea-
sures 5 types of abuse: psychological, physical, economic, 
neglect and sexual. It is worth mentioning that this scale iden-
tified each type of abuse: the time and frequency of abuse, 
the person who carried out the aggression and the sex of the 
aggressor. This scale was designed for a duration of approxi-
mately 8 to 20 minutes15.

Another scale used in this study is the Frail Scale to mea-
sure frailty in older adults, authored by Carrasco et al. It is 
composed of 5 items with a validity of 1 point and measures 
fatigue, endurance, ambulation, illness, and weight loss, and 
has a rating scale of frail, pre-frail and robust16. Finally, Mini 
Nutritional Assessment by Vellas et al. was used to measure 
the nutritional status of the older adult; this scale has been 
validated in several countries of the world with significant 
samples, consists of 18 items and measures: anthropometric 
indicators (height, weight, BMI), dietary parameters (number 
and types of food), global assessment (diseases, medica-
tion, mobility, injuries, psychological state) and subjective 
assessment (nutritional problems, health status). This test 
had a maximum score of 30 points and lasted approximately 
10 minutes17.

Procedimiento 
La investigación se realizó de manera online, la información 
fue recogida mediante formulario de Google, en el que se 
han implementado las preguntas correspondientes a las vari-
ables sociodemográficas, test mini mental, maltrato, fragili-
dad y estado nutricional que fueron aplicadas a la población 
de estudio en la cual se suministró el consentimiento infor-
mado. Se estimo una muestra de 310 adultos mayores de la 
ciudad de Cuenca, los datos se recogieron automáticamente 
en una hoja EXCEL y los mismo fueron tabulados y analiza-
dos en el programa SPSS 26, InfoStat y Jamovi 2.  

Ethical considerations 
The document called “The Helsinki Declaration” given by the 
World Medical Association (WMA) was used as a priority for 
the present study, where greater emphasis will be given to the 
key points of informed consent (Assent, consent) and ethical 
principles18. The ethical principles given by the WHO were 

also considered, such as: integrity (acting for the benefit of 
the population with honesty and equity), accountability (tak-
ing responsibility for the consequences or actions, whether 
positive or negative), respect (respecting the confidentiality 
of each person), independence (acting under the ethical prin-
ciples and recommendations of the WHO)19.

Statistical analysis 
An exploratory and confirmatory analysis was carried out for 
the psychometric adaptation of the frailty scale to the Ecua-
dorian population (specific objective 1). Then, a descriptive 
analysis was carried out using absolute and relative frequen-
cies for qualitative variables and measures of central tenden-
cy, dispersion, and position for quantitative variables. Sub-
sequently, contingency tables were used to identify demo-
graphic characteristics, frailty, and nutritional status accord-
ing to elder abuse (specific objective 2). Then, a normality 
test (Shapiro Wilk or France) and homoscedasticity (Levene) 
were performed, assuming parametric assumptions. There-
fore, a mean difference analysis was used to verify nutritional 
status, frailty, and maltreatment according to the sociodemo-
graphic characteristics of the study through the t-test for in-
dependent samples (2 groups of the independent variable) 
and the ANOVA test (3 or more groups of the independent 
variable) and finally, to analyze whether elder abuse is as-
sociated with frailty and nutritional status (specific objective 
4) through Pearson’s r-test. The analyses indicated were per-
formed in the InfoStat, Jamovi 2 and SPSS 26 programs. 
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Results

In this section of the results, the reliability of the items of the frailty scale in the Ecuadorian population is described in Table 1, in the 
order of the specific objectives.

N Ítems M DE Item-restest
If item dropped

Cronbach’s α McDonald’s ω

1 Systemic arterial hypertension 0.41344 0.4931 0.3955 0.840 0.818

2 Diabetes 0.34109 0.4747 0.4132 0.838 0.817

3 Cancer (other than cancer) 0.03618 0.1870 0.3081 0.841 0.821

4 Chronic lung disease (COPD) 0.99742 0.0508 0.0636 0.846 0.834

5 Ischemic heart disease 0.99742 0.0508 0.0476 0.846 0.835

6 Asthma 0.05168 0.2217 0.1269 0.846 0.832

7 Arthritis (including osteoarthritis) 0.29199 0.4553 0.4236 0.837 0.816

8 Cerebral vascular disease 0.00258 0.0508 0.1121 0.846 0.832

9  Chronic kidney disease 0.04651 0.2109 0.2709 0.842 0.825

10  Covid-19 0.87597 0.3300 0.2383 0.844 0.826

11  Endurance.  Alone without any aids such as a cane or walker; do 
you have difficulty climbing 10 steps (a staircase)? 0.45220 0.4984 0.7434 0.813 0.795

12
 Ambulation. You alone without any aids such as cane or walker; 
do you have difficulty walking 100 meters (2 blocks) without 
resting?

0.50388 0.5006 0.6893 0.818 0.799

13 Have you fallen in the last year? 0.19380 0.3958 0.7288 0.817 0.793

14  Have you stopped doing your daily activities at home for fear 
of falling? 0.22739 0.4197 0.7180 0.817 0.794

15 Have you stopped going outside to do errands or activities for 
fear of falling? 0.23514 0.4246 0.7202 0.817 0.793

16  When you are standing or walking, do you feel that you lose 
your balance? 0.31783 0.4662 0.7645 0.812 0.793

 Total, Frailty Scale 0,374 0,2  0,84 0,82

As can be seen in Table 1, it has a median of 0.99 for ques-
tions four and five with a standard deviation of 0.05 in which 
all items correlated positively, Cronbach’s alpha and McDon-
ald’s alpha were above 0.79, demonstrating the adequate re-
liability of the items, as well as the entire scale.

Figure 1 identifies the reliability of the scale by means of the 
psychometric properties through the fit indices of the confir-
matory factor analysis. 

The frailty scale has an adaptation in relation to the psycho-
metric properties with an absolute adjustment of the root 
mean square error of approximation (RMSEA = 0.01), stan-
dardized root mean residual (SRMR = 0.05); and the compar-
ative adjustment of the goodness of fit index (CFI = 0.91), the 
Tucker-Lewis index (TLI = 0.92), indicating that it is accept-
able, since its values are optimal. In the Ecuadorian popula-
tion, this scale shows adequate reliability and content validity 
indexes, as well as adequate adjustment indexes by means 
of confirmatory factor analysis.
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This table shows the sociodemographic characteristics and 
mistreatment of older adults in the city of Cuenca (Table 2).

Table 2: Sociodemographic variables and maltreatment.

  n %
Gender Male 121 39,0

Woman 189 61,0
Residence Urban 155 50,0

Rural 155 50,0

Marital Status

Single 9 2,9
Married/Unmarried Union 166 53,5
Separated/Divorced 42 13,5
Widowed 93 30,0

Academic level 
Primary 59 19,0
High School 146 47,1
Technical or higher 103 33,2
None 2 0,6

Social stratum 
High 101 32,6
Low 16 5,2
Medium 193 62,3

In relation to sex, 61% were women (n=189); residence cor-
responded to 50% for both urban and rural (n=155); mari-
tal status was predominantly married with 53.5% (n=166); 
academic level stood out at the secondary level with 47.1% 
(n=146); the middle socioeconomic stratum was the highest 
with 62.3% (n=193); according to the types of mistreatment, 
physical and psychological with 13.5% (n=42), economic with 
5.5% (n=17), with an overall total of 19.7% (n=61) of older 
adults who have experienced mistreatment respectively.

The following table shows the nutritional status and frailty of 
older adults in the city of Cuenca (Table 3).

Note: m=mean

Table 3. Quantitative variables 

Age

How long 
have you 
resided 
in this 
dwelling? 
(year)

How long 
have you 

lived in this 
city? (year)

Nutrition Fragility

m 74,12 31,39 72,21 8,9226 6,4290
Med 74,00 30,00 73,00 9,0000 6,0000
DE 7,865 18,552 12,131 4,07381 4,06816
Mín 60 1 10 2,00 1,00
Máx 97 89 97 19,00 16,00
Sum 22976 9731 22384 2766,00 1993,00

Percentiles
25 68,00 15,00 67,00 5,0000 3,0000
50 74,00 30,00 73,00 9,0000 6,0000
75 80,00 40,00 80,00 11,0000 10,0000

Our study in terms of age, the minimum was 60 and maximum 
97 years (m=74.1; de=7.9), in terms of the item How long have 
you lived in this dwelling? A minimum of 1 and a maximum of 
89 years (m=31.4; de=18.6), in the question How long have 
you lived in this city? A minimum of 10 and a maximum of 97 
years (m=72.2; de=12.1), in relation to nutrition a minimum of 
2 and a maximum of 19, (m=8.9; de=4.1) and finally frailty with 
a minimum of 1 and a maximum of 16 (m=6.42; de=4.1). The 
graph shows the difference in nutritional status, frailty, and 
maltreatment according to sex (Table 4).

Table 4. Differences in nutritional status, frailty, and 
maltreatment according to sex. 
 N m DE Desv. Error 

average t p

Nutrition Male 121 9,4050 4,21224 0,38293
1,67 0,09

Female 189 8,6138 3,96313 0,28828

Fragility Male 121 6,7273 4,23478 0,38498
1,03 0,3

Female 189 6,2381 3,95741 0,28786

Global 
maltreatment

Male 121 3,6364 1,13284 0,10299
-,735 0,4

Woman 189 3,7460 1,36796 0,09950

Sexual Abuse
Man 121 0,0000 0,00000 0,00000

-,800 0,4
Woman 189 0,0053 0,07274 0,00529

Economic 
abuse

Man 121 0,11 0,424 0,039
,590 0,5

Woman 189 0,08 0,398 0,029

 Neglect Man 121 0,01 0,091 0,008
-,470 0,6

Woman 189 0,02 0,162 0,012

Psychological 
Abuse

Man 121 3,4298 0,78344 0,07122
,604 0,5

Woman 189 3,3757 0,75909 0,05522

Physical 
Abuse

Man 121 0,09 0,342 0,031
-2,71 0,01

Woman 189 0,27 0,673 0,049

In relation to nutrition there is no significant evidence be-
tween men and women (t= 1.67; p=0.09), as well as frailty 
(t= 1.03 ; p= 0.3), there are also no significant differences for 
global maltreatment (t=-.735 ; p= 0.4), sexual maltreatment 
(t=-.800 ; p= 0.4), economic maltreatment (t=.590 ; p= 0.5), 
neglect (t=-.470 ; p= 0.6), psychological abuse (t=.604 ; p= 
0.5), physical abuse if there is evidence of significant differ-
ences in favor of sex (t= -2.71; p= 0.01), therefore it is evident 
that women present more physical abuse than men (m men = 
0.09 vs m women= 0.27). This table shows the binary correla-
tions between nutritional status with frailty and maltreatment 
according to the type of residence (Table 4).

Figure 1. Goodness-of-fit indices of the Frailty in the Elderly 
Scale (Spanish version).
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Correlations of nutritional status with frailty and global 
maltreatment according to residence. 
Residence Fragility Global maltreatment

Urban (n=155) Nutritional 
Status 

673** 0,001
0,000 0,995

Rural (n=155) ,682** -0,049
0,000 0,543

Se realizó mediante el análisis mediante el coeficiente de Pearson (r).
**. La correlación es significativa en el nivel 0,01 (bilateral).

In both urban and rural areas, it is evident that nutritional sta-
tus correlates positively with frailty in a strong manner (urban 
r = 0.67; rural r = 0.68), that is, the higher the nutritional status 
in urban and rural areas, the greater the frailty; but no rela-
tionship between nutritional status and global maltreatment 
is evident (urban r = 0.001; rural r = - 0.04), which indicates 
a non-existent correlation; likewise, it was not demonstrated 
that frailty has a relationship with maltreatment.

Discussion

Since 1990 instruments have been developed to measure 
frailty for research purposes, some of these are valid and reli-
able, but others lack Cronbach’s alpha, so it was until 1998 
when a publication appeared that specified how to measure 
frailty, where it mentions the geriatric frailty scale, which has 
5 criteria to classify an older adult as frail20.

According to our study in the Ecuadorian population, the frail-
ty scale (frail scale) shows adequate reliability and content 
validity indexes, also adequate adjustment indexes through 
confirmatory factor analysis, in which all items correlated 
positively, Cronbach’s alpha and McDonald’s alpha were 
above 0.79, compared to a study by the author Duncan R, 
et al. mentioned that the frailty scale had good reliability and 
acceptable internal consistency (k=0.77, P=0.0001, n=18), a 
Cronbach’s alpha of 0.62 and required less than 5 minutes for 
its application so it demonstrated construct validity and was 
acceptable to the operators and study participants21.

Similarly, Dent et al. indicate that there is no international 
standard for identifying frailty, but in this review the Frail scale 
stands out, since its validity, reliability, and ease of application 
in less than 5 minutes make it a recommendable instrument in 
different clinical and community scenarios for older adults22. 
The frailty scale was also applied in Paraguay, which was ad-
equately adapted to the study, finding adequate ranges of re-
liability and reliability with the items, highlighting a prevalence 
of frailty of 53%23, and in Colombia the same instrument was 
applied to measure frailty in the elderly, It also mentions that 
this scale constitutes an additional tool to identify the frailty 
syndrome in older adults, since it is reliable and trustworthy in 
its questions, since it reflects the diseases they suffer, as well 
as the activities they perform and how they perform them11.

According to the second objective of our study, we found out-
standing results, in relation to sex 61% are women, residence 
50% for both urban and rural, marital status married with 

53.5%, academic level secondary level with 47.1%, middle 
socioeconomic stratum with 62.3%, according to the types of 
abuse, physical and psychological with 13.5% (n=42), while 
in China showed results in relation to sociodemographic vari-
ables; Between the ages of 60 and 93 years, 63.4% were 
married, 81% had 5 years or less of schooling, and the preva-
lence of psychological mistreatment was 27.3%24; similarly, 
in the United States, the primary outcome of elder abuse 
was physical mistreatment with 32.2%, being more common 
in women with 73.7%, with lower incomes for 36.7% of the 
population. 7% with lower incomes for 36.8% and for those 
with low schooling with 35.2%25.

In our data, economic mistreatment had a result of 5.5% 
(n=17), but with respect to Cuba, economic mistreatment was 
identified with 53.1% of which the female sex predominated 
with 65.6%, ages 70 to 79 years with 49.5% and widowed 
with 52.5%26. On the other hand, in our study we found 1% 
(n=3) of people who suffered from neglect and in Portugal, 
72.2% were women, with an average age of 74.91, incom-
plete primary education level of 46.2%, and 24.5% of this 
population experienced abuse, of which 30% was neglect, 
13.3% economic and 10% physical27. On the other hand, 
sexual abuse in our study was 0.3% (n=1), the situation is 
identical for the WHO, since sexual abuse is 0.9%, being the 
lowest of the types of abuse28. For our study, the total global 
maltreatment rate was 19.7% (n=61), the same is true for 3 
cities in Colombia where there is evidence of global maltreat-
ment with a percentage of 9.3% (n=43) for Medellín, 5.3% 
(n=26) for Barranquilla, and 14.9% (n=74) for Pasto29.

According to objective 3 in relation to nutrition there is no sig-
nificant evidence between men and women (t=1.67; p=0.09), 
on the other hand in Colombia there are significant differ-
ences in nutrition (p=0.03) since about a third of older adults 
presented nutritional problems, being higher in women with 
54.2%30, in terms of frailty there were no significant differenc-
es t=1.03;  p=0.3, unlike in Spain, the prevalence of frailty is 
high in the elderly with 27.7% and 44.9% for prefrailty, with a 
higher frequency in the female sex, 77%31.

According to global mistreatment there are no significant dif-
ferences t=-.735; p=0.4, however in Mexico global mistreat-
ment does occur with 8.1% and predominates in the female 
sex with 50.3%32, and in Ecuador according to the SABE sur-
vey 21.3% (n=922) of older adults suffered violence and it is 
more frequent in women (OR=0.753, p<0.001), thus indicat-
ing that being a woman and having a low level of education 
are factors for suffering mistreatment33. For sexual mistreat-
ment there were no significant differences t=-.800; p=0.4, as 
well as in Mexico sexual mistreatment occurs but in a lower 
proportion 0.6%, the situation for economic mistreatment 
is similar, since there are no significant differences t=.590; 
p=0.5 compared to Mexico where the most predominant mis-
treatment was economic with 31.4% and this is more com-
mon in women with 60.2%34.

For neglect there are no significant differences t=-,470; p= 
0.6 similarly it was for two studies where the percentages for 
neglect were very low; for Ireland they were: financial mal-



620

treatment 1.3%, psychological 1.2%, neglect 0.3% and for 
physical 0.5%35 and an investigation of maltreatment in coun-
tries around the world indicates prevalence rates of maltreat-
ment for psychological with 11.6%, financial with 6.8% and 
neglect with 4.2%, physical 2.6 and sexual 0.9%36, On the 
contrary, for Madrid, which detected mistreatment of older 
adults by third parties in a hospital with 18.7%, in which the 
people who experienced the most mistreatment were women 
with 93.5%37; p= 0.5, while for Colombia it was found that 
the most predominant type of mistreatment was psychologi-
cal with 12.3% and it was more frequent in women38, also in 
Spain, mistreatment of the elderly was shown with 29.1%, 
where the most common subtypes were psychological with 
4.2% and where situations of abandonment stood out with 
24.1% and the highest risk of suffering mistreatment was for 
the female sex39.

Finally, in our research on physical mistreatment, there is evi-
dence of significant differences in favor of the sex t= -2.71; p= 
0.01, therefore it is evident that women present more physical 
mistreatment than men (mMen=0.09 vs mWomen=0.27), similarly 
in Portugal where the most reported type of mistreatment was 
physical with 86%, the victims were more frequently women 
63%40.

While for objective four in our study it was evident that nutri-
tional status correlates positively with frailty in a strong way 
(urban r=0.67, rural r=0.68); rural r=0.68), the same circum-
stance occurs in Colombia with a study on nutrition which 
shows that there is a significant relationship in the different 
factors involved in the nutritional status of the elderly as the 
degree of frailty in which the elderly is41, likewise Garcia42 
agrees with the study, since he mentions that chronic non-
communicable diseases are major markers of the state of 
frailty causing nutritional problems.

It was also evident that in both urban and rural areas there 
is no relationship between nutritional status and global mal-
treatment (urban r=0.001; rural r=-0.04); Likewise, it was not 
demonstrated that frailty has a relationship with mistreat-
ment, although in Colombia 15.1% of older adults suffered 
mistreatment and it increases when the age ranges from 60 
to 69 years, they are women, with lower educational level, 
in addition they mention that the home is a place of risk for 
older adults, especially for those with functional dependence 
because of the diseases they suffer and the level of disabil-
ity in which they are (frailty)43, in Switzerland there was also 
evidence of different types of psychological mistreatment 
47%, financial 35%, physical 30%; This is due to risk fac-
tors such as the need for support (73%), the need for care 
(59%) and dementia (41%), i.e., the more health problems 
the elderly person has, the greater the risk of suffering mis-
treatment44. On the other hand, in Iran, 27.9% of older adults 
have suffered abuse, more frequently in educated and mar-
ried women due to musculoskeletal and cardiovascular dis-
eases, which were positively associated with the experience 
of abuse as indicated by Pearson’s correlation (r= 0.65)45, 
while in China the causes of abuse are depression, physical 
disability, chronic diseases, living alone and dependence on 
their own income24. 

Conclusion

As time goes by, the older adult’s quality of life is reduced 
because their physical and psychological health is affected, 
and because of this they are vulnerable, so they need care 
and if this care is not adequate it can affect their health and 
even lead to premature death; they are also at greater risk 
of suffering some type of mistreatment due to the degree of 
dependence in which they are. 

Therefore, in our research all the objectives were met, con-
cluding that the frailty scale showed adequate reliability and 
reliability indices (Cronbach’s alpha and McDonald’s alpha 
were above 0.79), therefore, its application is recommended 
in the older adult population to measure frailty, At the same 
time, in relation to the sociodemographic variables, the high-
est percentages, predominantly women with 61%, rural and 
urban residence with 50%, married marital status with 53.5%, 
academic level of secondary school 47.1%, medium socio-
economic status with 62.3%, with a total global mistreatment 
of 19.7%, where the female sex showed significant differenc-
es in the physical mistreatment story (p=0.01). On the other 
hand, it was possible to demonstrate that nutritional status 
correlated positively with frailty for both urban and rural resi-
dence (urban r=0.067; rural r=0.68) but no relationship was 
found between nutritional status and global maltreatment, in 
the same way as for frailty. To conclude this research, these 
results will contribute to future research with real statistical 
data, and it is also recommended to continue investigating 
more about this problem, especially the factors that trigger 
mistreatment, to contribute to the generation of public poli-
cies that benefit older adults and help them to better man-
age their old age. On the other hand, it would be interesting 
to conduct empirical studies on the fear of COVID-19 in the 
face of the health emergency due to the COVID-19 pandem-
ic in both the confinement, distancing, and vaccination stage 
in various populations46,47 related to emotional48 and educa-
tional aspects49,57.

References

1.   World Health Organization. World report on aging and health [Inter-
net]. Ginebra; 2015. 1–282. Available from: http://apps.who.int/iris/
bitstream/handle/10665/186466/9789240694873_spa.pdf;jsessioni
d=8A23A2C12FE4067C1277DD346D7BCBDB?sequence=1

2.   Pineda Loja NE, Ramírez Coronel AA, Mesa Cano IC. Risk factors 
associated with elder abuse: Systematic review. Am Heal:2697–
3421. Available from: https://jah-journal.com/index.php/jah/article/
view/81

3.   OMS. Elder abuse [Internet]. Organizacion Mundial de la salud. 
2021 [cited 2021 Nov    23]. Available from: https://www.who.int/es/
news-room/fact-sheets/detail/elder-abuse

4.   Pedraza D. Disponibilidad de alimentos como factor determinante 
de la Seguridad Alimentaria y Nutricional y sus representaciones en 
Brasil. Rev Nutr [Internet]. 2005 [cited 2021 Nov 23];18(1):129–43. 
Available from: http://www.scielo.org.co/scielo.php?script=sci_
arttext&pid=S0124-00642004000200002&lng=en&nrm=iso&tlng=es

5.  Lorenzo-López L, Maseda A, De Labra C, Regueiro-Folgueira L, 
Rodríguez-Villamil JL, Millán-Calenti JC. Nutritional determinants of 
frailty in older adults: A systematic review. BMC Geriatr [Internet]. 



AV
FT

  V
ol

um
en

 4
1,

 n
úm

er
o 

8,
 2

02
2 

  I
SS

N
 2

61
0-

79
88

621

www.revistaavft.com

2017 [cited 2021 Nov 15];17(1). Available from: https://pubmed.
ncbi.nlm.nih.gov/28506216/

6.  Agudelo M, Cardona D, Segura A, Restrepo D. Maltrato al adulto 
mayor, un problema silencioso. Rev Fac Nac Salud Pública [Inter-
net]. 2020 [cited 2021 Nov 24];38(2):1–11. Available from: https://
revistas.udea.edu.co/index.php/fnsp/article/view/331289/20802150

7.  Martinez H, Mitchell M, Aguirre C. Salud Del Adulto Mayor-Geron-
tología Y Geriatría. Man Med Prev y Soc I [Internet]. 2015;1(2):1–
19. Available from: http://preventivaysocial.webs.fcm.unc.edu.ar/
files/2014/04/Unidad-5-Salud-Adulto-Mayor-V-2013.pdf

8.  Organizacion Mundial de la salud. Prevención de la violencia-OPS/
OMS | Organización Panamericana de la Salud [Internet]. Preven-
cion de la violencia. 2016 [cited 2021 Nov 24]. p. 1. Available from: 
https://www.paho.org/es/temas/prevencion-violencia

9.  Dong X, Simon M, Odwazny R, Gorbien M. Depression and Elder 
Abuse and Neglect Among a Community-Dwelling Chinese El-
derly Population. J Elder Abuse Negl [Internet]. 2008 [cited 2021 
Nov 23];20(1):25–41. Available from: https://pubmed.ncbi.nlm.nih.
gov/18551905/

10.  Consejo de proteccion de derechos. Personas adultas mayores 
[Internet]. Vol. 12, Consejo de proteccion de derechos. Ecuador; 
2018. p. 1–56. Available from: https://proteccionderechosquito.gob.
ec/adjuntos/agendas/3_ADULTOS_MAYORES.pdf

11.  Ramírez Ramírez JU, Cadena Sanabria MO, Ochoa ME. Edmonton 
Frail Scale in Colombian older people. Comparison with the Fried 
criteria. Rev Esp Geriatr Gerontol [Internet]. 2017 Nov 1 [cited 2021 
Nov 23];52(6):322–5. Available from: https://www.elsevier.es/es-
revista-revista-espanola-geriatria-gerontologia-124-articulo-aplica-
cion-escala-fragilidad-edmonton-poblacion-S0211139X17300926

12.  González R, Cardentey J, Hernández D, Rosales G, Jeres C. Com-
portamiento de la fragilidad en adultos mayores. Arch méd Cama-
guey [Internet]. 2017 [cited 2021 Nov 24];21(4):498–509. Available 
from: http://scielo.sld.cu/scielo.php?script=sci_arttext&pid=S1025-
02552017000400008&lng=es&nrm=iso&tlng=es

13.  Velastegui A. Síndrome de fragilidad del adulto mayor (00257), 
en el Asilo Rosa Elvira de León, Azogues 2018 [Internet]. Vol. 8, 
Universidad de Cuenca. Universidad de Cuenca; 2019. Available 
from: http://dspace.ucuenca.edu.ec/bitstream/123456789/32066/1/
PROYECTO DE INVESTIGACIÓN.pdf

14.  Creavin S, Wisniewski S, Noel A, Trevelyan C, Hampton T, Rayment 
D, et al. Mini-Mental State Examination (MMSE) for the detection of 
dementia in clinically unevaluated people aged 65 and over in com-
munity and primary care populations. Cochrane database Syst Rev 
[Internet]. 2016 Jan 13 [cited 2021 Nov 25];2016(1):1–157. Avail-
able from: https://doi.wiley.com/10.1002/14651858.CD011145.pub2

15.  Rodriguez G, Carrasco R. Objetivo [Internet]. 2013 [cited 2021 Nov 
25]. Available from: http://bit.ly/2zKM5qq.

16.  Chavarro D, Heredia R, Sanabria C, Gutiérrez C. EN GERIATRÍA. 
p. 1–50. 

17.  Aguilar L, Rojas M, Dorador J, Vílchez W. Ministerio de Salud: guía 
técnica para la valoración nutricional antropométrica de la persona 
adulta mayor [Internet]. Peru: Ministerio de salud; 2013. Available 
from: https://bvs.ins.gob.pe/insprint/CENAN/Valoración_nutricio-
nal_antropométrica_persona_adulta_mayor.pdf

18.  Asociación Médica Mundial. Manual de Políticas de la AMM [Inter-
net]. 2019. 1–515 p. Available from: https://www.wma.net/wp-con-
tent/uploads/2019/10/HB-S-Version-2019.pdf

19.  Organizacion Mundial de la Salud. Principios éticos [Internet]. 2010 
[cited 2021 Nov 26]. p. 1–8. Available from: https://www.who.int/es/
about/ethics/ethical-principles

20.  López S, Oteiza L, Lázaro N, Irazabal M, Ibarz M, Artigas A, et al. 
Frailty in patients over 65 years of age admitted to Intensive Care 

Units (FRAIL-ICU). Med Intensiva [Internet]. 2019;43(7):395–401. 
Available from: https://doi.org/10.1016/j.medin.2019.01.010

21.  Rolfson D, Majumdar S, Tsuyuki R, Tahir A, Rockwood K. Validity 
and reliability of the Edmonton Frail Scale [Internet]. Vol. 35, Age 
and Ageing. Age Ageing; 2006 [cited 2022 Jan 27]. 526–9. Available 
from: https://pubmed.ncbi.nlm.nih.gov/16757522/

22.  Dent E, Kowal P, Hoogendijk EO. Frailty measurement in research 
and clinical practice: A review. Eur J Intern Med [Internet]. 2016 Jun 
1 [cited 2022 Jan 27];31:3–10. Available from: https://pubmed.ncbi.
nlm.nih.gov/27039014/

23.  Rivelli R, Gabetta J, Amarilla A, López O, Denis M, Duarte L, et al. 
Frailty of the elderly in three Family Health Units of Paraguay in 
2019. Rev. virtual Soc. Parag. Med. Int. 2020;7(2):11–22. 

24.  Wu L, Chen H, Hu Y, Xiang H, Yu X, Zhang T, et al. Prevalence and 
Associated Factors of Elder Mistreatment in a Rural Community in 
People’s Republic of China: A Cross-Sectional Study. Bayer A, edi-
tor. PLoS One [Internet]. 2012 [cited 2021 Nov 23];7(3):1–8. Avail-
able from: https://pubmed.ncbi.nlm.nih.gov/22448276/

25.  Evans C, Hunold K, Rosen T, Platts T. Diagnosis of Elder Abuse 
in U.S. Emergency Departments. J Am Geriatr Soc [Internet]. 2017 
Jan 18 [cited 2022 Jan 31];65(1):91–7. Available from: /pmc/articles/
PMC5258672/

26.  Alfonso M, Ribot V, Luis I, Robert J. Maltrato financiero a los adultos 
mayores. Policlínico “Carlos Manuel Portuondo”, La Habana. Rev 
habanera cienc méd [Internet]. 2021 [cited 2022 Jan 31];20(1):2911. 
Available from: http://www.revhabanera.sld.cu/index.php/rhab/ar-
ticle/view/2911/2806

27.  Carmona J, Carvalhal R, Viera M, Recio B, Goergen T, Rodríguez 
MA. Maus-tratos no ambiente familiar contra idosos nas ilhas dos 
açores. Rev Lat Am Enfermagem. 2017;25. 

28.  Organización Panamericana de la Salud. El maltrato de las perso-
nas mayores y sus tipos. Inf Mund Sobre la Violencia y la Salud [In-
ternet]. 2003 [cited 2022 Jan 31];223. Available from: https://www.
who.int/es/news-room/fact-sheets/detail/elder-abuse

29.  Ramírez Y, Flórez H, Cardona D, Segura Á, Segura A, Muñoz D, 
et al. Factores asociados con la ideación suicida del adulto may-
or en tres ciudades de Colombia, 2016. Rev Colomb Psiquiatr 
[Internet]. 2016 [cited 2021 Nov 23];49(3):1–12. Available from: 
http://www.scielo.org.co/scielo.php?script=sci_arttext&pid=S0034-
74502020000300142&lng=en&nrm=iso&tlng=es

30.  Deossa G, Restrepo L, Velásquez J, Varela D. Evaluación nutricio-
nal de adultos mayores con el Mini Nutritional Assessment: MNA. 
Univ y Salud [Internet]. 2016 Dec 20 [cited 2021 Dec 2];18(3):1–11. 
Available from: http://dx.doi.org/10.22267/rus.161803.54

31.  Menéndez-González L, Izaguirre-Riesgo A, Tranche-Iparraguirre S, 
Montero-Rodríguez Á, Orts-Cortés MI. Prevalence and associated 
factors of frailty in adults over 70 years in the community. Aten Pri-
maria. 2021 Dec 1;53(10):102128. 

32.  Gómez Ricárdez LA, Abrego GR, Llamas EK. Prevalencia y factores 
asociados a violencia familiar en adultos mayores de Ocozocoautla 
(Chiapas, México). Rev Esp Geriatr Gerontol [Internet]. 2007 Jan 
1 [cited 2022 Jan 29];42(1):27–34. Available from: https://www.el-
sevier.es/es-revista-revista-espanola-geriatria-gerontologia-124-ar-
ticulo-prevalencia-factores-asociados-violencia-familiar-13099320

33.  Vinueza-Veloz MF, Nuñez-Rivero Y, Leyva-Montero M de los Á, 
Montero-López IL, Mera-Segovia CM. [Socio-demographic deter-
minants of violence in older people in Ecuador]. Rev Esp Geriatr 
Gerontol [Internet]. 2021 Jan 1 [cited 2022 Jan 27];56(1):41–6. 
Available from: https://www.elsevier.es/es-revista-revista-espanola-
geriatria-gerontologia-124-articulo-determinantes-sociodemografi-
cos-violencia-adultos-mayores-S0211139X20300949

34.  López Nieto M, Arenas Cedillo M, González Pedraza Avilés A. Fam-
ily violence prevalence in patients from the Gerontology Module of 



622

a Family Medicine clinic. Rev Esp Geriatr Gerontol [Internet]. 2018 
Jul 1 [cited 2022 Jan 29];53(4):229–30. Available from: https://
www.elsevier.es/es-revista-revista-espanola-geriatria-gerontolo-
gia-124-articulo-prevalencia-violencia-intrafamiliar-pacientes-del-
S0211139X17301762

35.  Naughton C, Drennan J, Lyons I, Lafferty A, Treacy M, Phelan A, 
et al. Elder abuse and neglect in Ireland: Results from a national 
prevalence survey. Age Ageing [Internet]. 2012 Jan [cited 2022 
Feb 2];41(1):98–103. Available from: https://pubmed.ncbi.nlm.nih.
gov/21997767/

36.  Pillemer K, Burnes D, Riffin C, Lachs MS. Elder Abuse: Global Situ-
ation, Risk Factors, and Prevention Strategies [Internet]. Vol. 56, 
Gerontologist. Gerontologist; 2016 [cited 2022 Feb 2]. p. S194–205. 
Available from: https://pubmed.ncbi.nlm.nih.gov/26994260/

37.  Lázaro del Nogal M, Férnandez C, Serrano P, Santiago A, Villavicen-
cio P, Martin T. Three years experience in the detection and follow-
up of violence against the elderly in a tertiary hospital. Rev Esp Geri-
atr Gerontol [Internet]. 2018 Jan 1 [cited 2022 Jan 29];53(1):15–8. 
Available from: https://www.elsevier.es/es-revista-revista-espanola-
geriatria-gerontologia-124-articulo-deteccion-seguimiento-malos-
tratos-personas-S0211139X17300549

38.  Forero Borda LM, Hoyos Porto SDJ, Buitrago Martínez V, Heredia 
Ramírez RA. Maltrato a las personas mayores: una revisión nar-
rativa. Univ Médica. 2019;60(4):1–16. 

39.  Jürschik P, Viladrosa M, Botigué T, Lavedán A, Vena AB, Noguera T. 
Prevalencia y factores asociados a sospecha de malos tratos en la 
unidad geriátrica del área de urgencias del hospital. Rev Esp Geri-
atr Gerontol [Internet]. 2013 Mar 1 [cited 2022 Feb 2];48(2):55–8. 
Available from: https://www.elsevier.es/es-revista-revista-espanola-
geriatria-gerontologia-124-articulo-prevalencia-factores-asociados-
sospecha-malos-S0211139X12001047

40.  Frazão SL, Silva MS, Norton P, Magalhães T. Domestic violence 
against elderly with disability. J Forensic Leg Med [Internet]. 2014 
[cited 2022 Jan 29];28:19–24. Available from: https://pubmed.ncbi.
nlm.nih.gov/25440142/

41.  Tafur Castillo J, Guerra Ramírez M, Carbonell A, Ghisays López M. 
Factores que afectan el estado nutricional del adulto mayor. Lati-
noam Hipertens. 2018;13(5). 

42.  García L, Quevedo M, Martinez M, Buron P. Nutritional state in 
older adults and relation with not transmissible chronic illnesses. 
Medimay [Internet]. 2021 Nov 22 [cited 2022 Jan 27];28(4):512–22. 
Available from: http://revcmhabana.sld.cu/index.php/rcmh/article/
view/1745

43.  Curcio C, Payán C, Jiménez A, Gómez F. Abuse in Colombian elder-
ly and its association with socioeconomic conditions and functional-
ity. Colomb Med [Internet]. 2019 [cited 2022 Jan 27];50(2):77–88. 
Available from: https://pubmed.ncbi.nlm.nih.gov/31607765/

44.  Simone L, Wettstein A, Senn O, Rosemann T, Hasler S. Types of 
abuse and risk factors associated with elder abuse. Swiss Med Wkly 
[Internet]. 2016 [cited 2021 Nov 15];146:w14273. Available from: 
https://pubmed.ncbi.nlm.nih.gov/26827053/

45. Honarvar B, Gheibi Z, Asadollahi A, Bahadori F, Khaksar E, Faradon-
beh M, et al. The impact of abuse on the quality of life of the elderly: 
A population-based survey in Iran [Internet]. Vol. 53, Journal of Pre-
ventive Medicine and Public Health. Korean Society for Preventive 
Medicine; 2020 [cited 2022 Jan 27]. p. 89–97. Available from: /pmc/
articles/PMC7142012/

46.  Ramírez-Coronel A, Martínez-Suárez P, Pogyo-Morocho G, Es-
trella-González M, Mesa-Cano I, Minchala-Urgilés R, et al. Evalu-
ación psicométrica e intervención de Enfermería frente al Miedo 
a COVID-19. Arch Venez Farmacol y Ter. 2020 [citado 2021 Ene 
31]; 39(5):660–6. Disponible en: https://search.proquest.com/
docview/2478790383?pq-origsite=gscholar&fromopenview=true

46.  Torres-Criollo LM, Ramírez-Coronel AA, Martínez-Suárez PC, 
Romero-Sacoto LA, Mesa-Cano IC, González-León FM, et al. Clini-
cal and para clinical variables predicting prognosis in patients with 
covid-19: Systematic review. Arch Venez Farmacol Ter 2020 [citado 
2021 Ene 31];39(5):667-671. Disponible en: https://search.pro-
quest.com/docview/2478791926?pq-origsite=gscholar&fromopenvi
ew=true 

47.  Ramírez-Coronel AA., Martínez-Suárez PC, Cabrera-Mejía JB, 
Buestán-Andrade PA, Torracchi-Carrasco E, Carpio MG. Social 
skills and aggressiveness in childhood and adolescence. Arch 
Venez Farmacol Ter 2020 [citado 2021 Ene 31];39(2):209-214. Dis-
ponible en: https://search.proquest.com/docview/2422402946?pq-
origsite=gscholar&fromopenview=true 

48.  Ramírez AA. Laterality and reader process: correlational study. Es-
pirales. 2019 [citado 2021 Ene 31];3(27),105-117. Disponible en: 
https://www.revistaespirales.com/index.php/es/article/view/558 

49.  Cabrera-Mejía JB, Martínez-Suárez PC, Ramírez-Coronel AA, Mon-
tánchez-Torres ML, Torracchi-Carrasco E, Castro-Ochoa FL. Analy-
sis of problem-based learning impact on academic performance ac-
cording to the forgotten (Fuzzy) effects theory. Arch Venez Farmacol 
Ter 2020 [citado 2021 Ene 31];39(5):651-659.

50.  Andrade MC, Urgilés PT, Estrella MA. Information and communica-
tion technologies in the development of stochastic models applied to 
the health sector. Medicina 2020 [citado 2021 Ene 31];80(1):31-38. 
Disponible en: https://pubmed.ncbi.nlm.nih.gov/32044739/ 

51.  Ramírez-Coronel A, Martínez-Suárez PC, Mesa-Cano I, Minchala-
Urgilés RE, Ramírez-Coronel M, Torres-Criollo L, et al. Reseña 
histórica de Michel Foucault (1926-1984): concepto de ciencia e 
incidencia en la Psicología. Archivos Venezolanos de Farmacología 
y Terapéutica 2020 [citado 2021 Ene 31];39(6):740-743. Disponible 
en: https://search.proquest.com/docview/2478769623?pq-origsite=
gscholar&fromopenview=true DOI: 10.5281/zenodo.4406598

52.  Romero-Sacoto LA, Mesa-Cano IC, González MÁE, Ramírez-Coro-
nel AA. Personal protective equipment for COVID-19 patient care: a 
systematic review. Arch Venez Farmacol Ter 2021;40(7):666-674.

53.  Minchala-Urgilés RE, Ramírez-Coronel AA, Estrella-González MÁ, 
Martínez-Suárez PC. Therapeutic opportunities in adult patients 
with covid-19. Arch Venez Farmacol Ter 2021;40(7):675-679.

54.  González-León FM, Mesa-Cano IC, Ramírez-Coronel AA, Peña-
Cordero SJ. Fear and behavioral self-assessment for care in the 
face of the covid-19 health emergency in the population of azogues. 
Arch Venez Farmacol Ter 2021;40(7):656-665.

55.  Pogyo-Morocho GL, Ramírez-Coronel AA, Mesa-Cano IC, Pogyo-
Morocho MV. Physical functionality in the daily life of the elderly in 
azogues. Arch Venez Farmacol Ter 2021;40(6):587-595.

56.  Sarango DER, Mesa-Cano IC, Ramírez-Coronel AA, Brito EGM. 
Nursing role in the covid-19 pandemic: Systematic review. Arch 
Venez Farmacol Ter 2021;40(6):575-580.

57.  Uyaguari SPN, Mesa-Cano IC, Ramírez-Coronel AA, Brito EGM. 
Demographic and clinical characteristics of patients infected with 
covid-19 at the general hospital of Macas. Arch Venez Farmacol Ter 
2021;40(6):563-568.




