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Original Article

Factors associated with depressive symptoms and suicide risk in the 
elderly in primary health care                       

Fatores associados a sintomas depressivos e risco de suicídio em idosos na atenção primária 
à saúde     

ABSTRACT
Objective: to analyze the factors associated with depressi-
ve symptoms and the risk of suicide in elderly people assis-
ted in primary health care. Methods: cross-sectional study 
conducted with 298 elderly individuals attended by urban 
teams of the Family Health Strategy. Sociodemographic and 
health questionnaires, the Geriatric Depression Scale, and 
the Nurses’ Global Assessment of Suicide Risk instrument 
were used, administered thru interviews. The associations 
were analyzed using Pearson’s Chi-square test, Fisher’s 
Exact test, and Poisson Regression. Results: the prevalen-
ce of depressive symptoms was 30.2%, with the majority 
of the elderly presenting a low risk of suicide. Depressive 
symptoms were associated with widowhood, the diagnosis 
of diabetes mellitus, the presence of comorbidities, and the 
continuous use of medications. The risk of suicide was as-
sociated with being single, living alone, having a caregiver, 
having glaucoma, presenting depressive symptoms, and 
using psychotropic drugs. Conclusion: An association was 
observed between socio-clinical vulnerabilities, depressive 
symptoms, and suicide risk in the elderly population. Con-
tributions to practice: the findings emphasize the need to 
qualify primary care professionals for the early screening of 
vulnerabilities.
Descriptors: Depression; Suicide; Health of the Elderly; Pri-
mary Health Care.

RESUMO  
Objetivo: analisar os fatores associados a sintomas depres-
sivos e ao risco de suicídio em pessoas idosas assistidas na 
atenção primária à saúde. Métodos: pesquisa transversal 
realizada com 298 idosos atendidos por equipes urbanas 
da Estratégia Saúde da Família. Foram utilizados formulário 
sociodemográfico e de saúde, a Escala de Depressão Geriá-
trica e o instrumento Nurses’ Global Assessment of Suicide 
Risk, aplicados por meio de entrevistas. As associações fo-
ram analisadas pelos testes Qui-quadrado de Pearson, Exato 
de Fisher e Regressão de Poisson. Resultados: a prevalência 
de sintomas depressivos foi de 30,2%, com a maioria dos 
idosos apresentando baixo risco de suicídio. Sintomas de-
pressivos associaram-se à viuvez, ao diagnóstico de diabe-
tes mellitus, à presença de comorbidades e ao uso contínuo 
de fármacos. O risco de suicídio associou-se a ser solteiro, 
residir sozinho, possuir cuidador, ter glaucoma, apresentar 
sintomas depressivos e fazer uso de psicotrópicos. Conclu-
são: observou-se associação entre vulnerabilidades socioclí-
nicas, sintomas depressivos e risco de suicídio na população 
idosa. Contribuições para a prática: os achados enfatizam 
a necessidade de qualificar os profissionais da atenção pri-
mária para o rastreamento precoce de vulnerabilidades.
Descritores: Depressão; Suicídio; Saúde do Idoso; Atenção 
Primária à Saúde.
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Introduction

With the aging population, the elderly become 
more vulnerable to negative life events, socioecono-
mic precariousness, physical illnesses, and isolation, 
factors that favor the emergence of mental disorders. 
Conceptually, depressive symptoms refer to manifes-
tations of psychic suffering, such as persistent sad-
ness, anhedonia, and pessimism, which severely com-
promise the quality of life of the individual, even when 
they do not meet all the diagnostic criteria for Major 
Depressive Disorder. In turn, suicidal behavior is un-
derstood as a complex phenomenon that encompas-
ses everything from suicidal ideation to the planning 
and potential execution of the self-inflicted act(1). In 
the geriatric population, depressive symptoms consti-
tute a critical predictor, markedly increasing the like-
lihood of suicide risk, which is further aggravated by 
the high lethality of attempts in this age group(2).

In the context of primary health care, the com-
plexity of geriatric mental health is evidenced by the 
strong intersection between social determinants, fami-
ly arrangements, and chronic clinical conditions. The 
epidemiological mapping of these vulnerabilities con-
solidates the understanding that physical and social ail-
ments are inseparable from psychological suffering(1,3).

Historically, conditions such as polypharmacy, 
multimorbidity, and social isolation have emerged as 
critical markers of deteriorating quality of life and in-
creased risk of self-harm(2). Despite this well-establi-
shed scenario, diagnosis and management in prima-
ry care remain insufficient, and it is estimated that a 
substantial proportion of cases do not receive timely 
interventions(3). This care gap is perpetuated by struc-
tural and cultural barriers, particularly limited time for 
qualified listening, the need for continuous team trai-
ning, and persistent stigma toward mental illness(3-4).

Despite the growing recognition of depression 
and suicidal behavior as urgent concerns in geron-
tology, gaps remain in the literature regarding how 
these multiple socioclinical vulnerabilities overlap 
and coexist in the specific routine of the Family He-

alth Strategy, particularly in Northeastern Brazil(1-4). 
Mapping this epidemiological profile and shifting the 
focus from specialized psychiatric care to the health 
system’s point of entry are essential to support colla-
borative mental health care and the implementation 
of active screening protocols by family health teams(5).

Given this gap, the following research question 
emerges: what are the sociodemographic and clinical 
factors associated with the presence of depressive 
symptoms and the risk of suicide in elderly individu-
als attended to in the Family Health Strategy? From 
this perspective, the objective of this study was defi-
ned as to analyze the factors associated with depressi-
ve symptoms and the risk of suicide in elderly people 
assisted in primary health care.

Methods

Study design and context

This cross-sectional study was conducted be-
tween November 2023 and November 2024 in 27 pri-
mary care units in the urban area of Teresina, Piauí. 
Units were selected to represent the municipality’s 
four administrative regions, under the Center-North, 
East, Southeast, and South Regional Health Directora-
tes. Reporting followed the Strengthening the Repor-
ting of Observational Studies in Epidemiology (STRO-
BE) recommendations for observational studies.

The study population comprised older adults 
(≥60 years), of both sexes, registered with and follo-
wed by Family Health Strategy teams in the urban 
area of Teresina, Piauí. Eligible participants resided 
in the catchment areas of teams based at the selected 
primary health care units and had sufficient cogniti-
ve ability to answer the interview, as assessed using 
the Brazilian-adapted version of the Mini-Mental Sta-
te Examination (MMSE). Education-adjusted cutoffs 
were 13 points for individuals with no formal educa-
tion, 18 points for those with low or intermediate edu-
cation, and 26 points for those with high education(6). 
Participants who did not reach the minimum MMSE 
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score for their educational level, as well as those who 
could not be located or did not attend after two at-
tempts to schedule the interview, were excluded(6-7). 
Recruitment was conducted individually before routi-
ne appointments, and interviews took place in private 
rooms at the primary health care units.

A probabilistic sampling by clusters in multiple 
stages was carried out, with initial stratification based 
on geographical location and proportional allocation. 
In the first stage, the division by Regional Health Di-
rectorate was used as a geographical stratum, with a 
proportional distribution of the elderly population. In 
the second stage, the number of primary health care 
units to be randomly selected in each Regional Health 
Directorate was determined, maintaining local pro-
portionality; the selection of these units was carried 
out randomly with the aid of the R software (Project 
for Statistical Computing), version 3.0.2. In the third 
and final stage, a random and proportional selection 
of the participating elderly individuals was carried 
out within each of the previously selected units, ensu-
ring that the final sample size reflected the population 
structure of the territory.

The sample calculation was based on the es-
timated prevalence of depression in the elderly at 
16%(2), using the formula for infinite populations: n = 
(z². p. (1 - p))/e². A confidence level of 95% (z = 1.96) 
and a tolerable sampling error of 5% (e = 0.05) were 
considered, resulting in a minimum sample of 207 
participants. For the purposes of representativeness 
and complex sampling design, the final sample size 
was expanded to 298 participants, distributed propor-
tionally across the Regional Health Directorates of the 
territory: North (n=69), South (n=79), East (n=78), 
and Southeast (n=72). To achieve this quantity, a pro-
portional distribution of the number of elderly indivi-
duals within the basic health units of each region was 
carried out, which were randomly selected, ensuring 
the representativeness of the entire studied territory.

Instruments and variables

For data collection, three instruments were 

used. The first consisted of a sociodemographic form, 
developed by the researchers, containing the variables 
age, sex, race/color, marital status, education, family 
income, retirement, household composition, and care-
giver presence. The second was the shortened version 
of the Geriatric Depression Scale (GDS-15), validated 
in Brazil, composed of 15 items and a total score ran-
ging from 0 to 15 points, categorized into absence of 
depressive symptoms (0 to 5), mild or moderate de-
pression (6 to 10), and severe depression (11 to 15). 
The third instrument was the Nurses’ Global Assess-
ment of Suicide Risk (NGASR), validated in Brazil, for 
the assessment of suicide risk, composed of 15 items 
and classified into low risk (0 to 5), intermediate risk 
(6 to 8), high risk (9 to 11), and very high risk (≥12)(8-9).

Master’s students in Sciences and Health from 
the Universidade Federal of Piauí, linked to the ma-
croproject “Care Practices in the Context of Elderly 
Health,” conducted the data collection. The team un-
derwent methodological and ethical training for stan-
dardization of procedures and bias mitigation, imme-
diately followed by the application of a pre-test.

Data collection was conducted thru individual 
interviews held in private rooms at primary health 
care units. The data were exported from Google Forms 
to a Microsoft Excel spreadsheet and analyzed using 
SPSS software, version 22.0. Descriptive analysis was 
performed with absolute and relative frequencies for 
qualitative variables and means and standard devia-
tions for quantitative variables. The associations be-
tween sociodemographic variables and GDS-15 scores 
were tested using Pearson’s Chi-square or Fisher’s 
exact test, adopting a significance level of p < 0.05 and 
a 95% confidence interval. Considering the study’s fo-
cus on screening and mapping in mental health, the 
analytical strategy was initially based on the bivaria-
te investigation of socioclinical associations, followed 
by the adjustment of Poisson regression models with 
robust variance. The construction of the multivariate 
model followed the criterion of including variables 
that showed statistical significance in the bivariate 
analysis (p < 0.05), in addition to those with recogni-
zed theoretical plausibility.
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Ethical considerations

For older adults identified as having depressi-
ve symptoms or suicide risk during data collection, an 
immediate management protocol was adopted, con-
sisting of formal referral to the responsible care team 
for diagnostic assessment and clinical follow-up, in 
order to safeguard the integrity and well-being of vul-
nerable participants.

The study was conducted in accordance with 
Resolutions No. 466/2012 and No. 510/2016 of the 
Brazilian National Health Council, and all participants 
signed an informed consent form before inclusion. 
The study was approved by the Research Ethics Com-
mittee of the Federal University of Piauí under opinion 
No. 6.822.146/2024 and Certificate of Presentation 
for Ethical Appraisal No. 77901224.4.0000.5214.

Results

The study included 298 older adults. Most were 
women (66.1%), aged 60–64 years (37.6%), and self-
-identified as mixed race/brown (65.8%). Regarding 
the sociodemographic profile, 51.3% of the partici-
pants were in a stable union or married, and 38.9% 
had a low level of education. Most lived on up to one 
minimum wage (53.0%), while 68.8% were retired or 
received benefits. More than half lived with a spouse 
and/or children (58.7%). A caregiver was reported by 
12.1% of participants, most commonly the own chil-
dren (72.2%).

Comorbidities were reported by 88.3% of par-
ticipants. Hypertension was the most common condi-
tion (66.8%), followed by diabetes (35.6%), dyslipi-
demia (25.8%), depression (15.4%), and Parkinson’s 
disease (0.3%). More than half had two to four co-
morbidities (57.4%). Medication use was reported by 
84.9%, particularly antihypertensive agents (60.7%), 
antidiabetic agents (25.2%), and psychotropic medi-
cations (18.5%); 65.1% used one to four medications.

According to the Geriatric Depression Scale, 208 
older adults had no depressive symptoms (69.8%), 
whereas 72 (24.2%) had mild depressive symptoms 

and 18 (6.0%) had severe depressive symptoms. The 
prevalence of depressive symptoms in the sample was 
30.2%.

On the suicide risk scale, assessed using the 
NGASR instrument, it was observed that 163 elderly 
individuals presented low risk (54.7%), 72 presen-
ted intermediate risk (24.2%), 34 presented high risk 
(11.4%), and 29 presented very high risk (9.7%). Ta-
ble 1 presents the distribution of depressive symp-
toms according to sociodemographic factors. The 
results were grouped into absence and presence of 
depressive symptoms.

Table 1 – Association of sociodemographic factors 
with depressive symptoms among older adults assis-
ted at primary health care units (n=298). Teresina, PI, 
Brazil, 2025

Variables
Depressive symptom 

level p-valueAbsence Presence
n (%) n (%)

Age (years)
60–64 79 (70.5) 33 (29.5) 0.521*
65–69 52 (73.2) 19 (26.8)
70–74 42 (62.7) 25 (37.3)
≥75 35 (72.9) 13 (27.1)

Sex
Male 76 (76.0) 24 (24.0) 0.121*
Female 131 (66.5) 66 (33.5)

Race/skin color
White 21 (63.6) 12 (36.4) 0.631†

Black 41 (68.3) 19 (31.7)
Mixed race/brown 138 (70.4) 58 (29.6)
Asian 5 (100.0) –
Other 3 (75.0) 1 (25.0)

Marital status
Single 32 (74.4) 11 (25.6) 0.039*
Married/stable union 113 (73.9) 40 (26.1)
Separated/divorced 29 (72.5) 11 (27.5)
Widowed 34 (54.8) 28 (45.2)

Education (years)
No formal education 32 (58.2) 23 (41.8) 0.052*
Low (1 to <4) 79 (68.1) 37 (31.9)
Intermediate (≥4 to <8) 45 (71.4) 18 (28.6)
High (≥8) 52 (81.3) 12 (18.8)

Family income (minimum wages)
No income 3 (42.9) 4 (57.1) 0.548†

<1 112 (70.9) 46 (29.1)
≥1 and <2 63 (67.7) 30 (32.3)
≥2 and <5 26 (74.3) 9 (25.7)
>5 4 (80.0) 1 (20.0)

Retirement/benefit
Yes 136 (66.3) 69 (33.7) 0.073*
No 72 (77.4) 21 (22.6)

Living arrangement
Alone 29 (70.7) 12 (29.3) 0.109†

With spouse and/or child(ren) 130 (74.3) 45 (25.7)
With relatives 47 (59.5) 32 (40.5)
With a friend 2 (66.7) 1 (33.3)

Has a caregiver
Yes 21 (58.3) 15 (41.7) 0.160*
No 187 (71.4) 75 (28.6)

Relationship to caregiver
Child 15 (57.7) 11 (42.3) 0.237†

Spouse 2 (100.0) –
Family member/relative 4 (80.0) 1 (20.0)
Others – 2 (100.0)

*Pearson’s Chi-square test; †Fisher’s exact test
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It was found that the health conditions of the 
elderly in this study, such as having diabetes mellitus 
(p=0.020), having a comorbidity (p=0.021), and conti-
nuous use of medications (p=0.012), were significantly 
associated with the presence of depressive symptoms.

Table 2 – Association between suicide risk and the sociodemographic characteristics of older adults assisted at 
primary health care units (n=298). Teresina, PI, Brazil, 2025

 Variables
NGASR risk level

p-valueLow Intermediate High Very high
n (%) n (%) n (%) n (%)

Age (years)
60–64 60 (53.6) 25 (22.3) 12 (10.7) 15 (13.4) 0.372†

65–69 36 (50.7) 18 (25.4) 7 (9.9) 10 (14.1)
70–75 39 (58.2) 16 (23.9) 10 (14.9) 2 (3.0)
≥75 28 (58.3) 13 (27.1) 5 (10.4) 2 (4.2)

Sex
Male 64 (64.0) 19 (19.0) 9 (9.0) 8 (8.0) 0.142*
Female 98 (49.7) 53 (26.9) 25 (12.7) 21 (10.7)
Prefer not to answer 1 (100.0) – – –

Race/skin color
White 13 (39.4) 12 (36.4) 2 (6.1) 6 (18.2) 0.129†

Black 33 (55.0) 13 (21.7) 4 (6.7) 10 (16.7)
Mixed race/brown 111 (56.6) 45 (23.0) 27 (13.8) 13 (6.6)
Asian 4 (80.0) 1 (20.0) – –
Other 2 (50.0) 1 (25.0) 1 (25.0) –

Marital status
Single 27 (62.8) 11 (25.6) 2 (4.7) 3 (7.0) 0.027†

Married/stable union 94 (61.4) 32 (20.9) 16 (10.5) 11 (7.2)
Separated/divorced 21 (52.5) 8 (20.0) 6 (15.0) 5 (12.5)
Widowed 21 (33.9) 21 (33.9) 10 (16.1) 10 (16.1)

Education (years)
No formal education 25 (45.5) 17 (30.9) 5 (9.1) 8 (14.5) 0.172†

Low (1 to 4) 63 (54.3) 28 (24.1) 13 (11.2) 12 (10.3)
Intermediate (5 to 8) 34 (54.0) 15 (23.8) 6 (9.5) 8 (12.7)
High (≥9) 41 (64.1) 12 (18.8) 10 (15.6) 1 (1.6)

Family income (minimum wages)
No income 4 (57.1) 1 (14.3) 2 (28.6) – 0.723†

<1 80 (50.6) 42 (26.6) 18 (11.4) 18 (11.4)
≥1 and <2 53 (57.0) 21 (22.6) 10 (10.8) 9 (9.7)
≥2 and <5 22 (62.9) 8 (22.9) 4 (11.4) 1 (2.9)
>5 4 (80.0) – – 1 (20.0)

Retirement/benefit
Yes 108 (52.7) 48 (23.4) 25 (12.2) 24 (11.7) 0.304*
No 55 (59.1) 24 (25.8) 9 (9.7) 5 (5.4)

Living arrangement
Alone 18 (43.9) 6 (14.6) 11 (26.8) 6 (14.6) 0.007†

With spouse and/or child(ren) 107 (61.1) 42 (24.0) 13 (7.4) 13 (7.4)
With relatives 36 (45.6) 24 (30.4) 10 (12.7) 9 (11.4)
With a friend 2 (66.7) – – 1 (33.3)

Has a caregiver
Yes 11 (30.6) 12 (33.3) 9 (25.0) 4 (11.1) 0.005†

No 152 (58.0) 60 (22.9) 25 (9.5) 25 (9.5)
Relationship to caregiver

Child 5 (19.2) 10 (38.5) 7 (26.9) 4 (15.4) 0.693†

Spouse 1 (50.0) 1 (50.0) – –
Family member/relative 3 (60.0) 1 (20.0) 1 (20.0) –
Others 1 (50.0) – 1 (50.0) –

*Pearson’s Chi-square test; †Fisher’s exact test; NGASR: Nurses’ Global Assessment of Suicide Risk

A significant association was observed between 
the risk of suicide and being single (p=0.027), living 
alone (p=0.007), and having a caregiver (p=0.005), ac-
cording to Table 2.
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Analysis of clinical variables in relation to sui-
cide risk showed that most investigated comorbidi-
ties were not statistically significant. However, de-
pressive symptoms were associated with suicide risk 
(p<0.001). Only 23.9% of older adults with depressive 
symptoms were classified as low risk, whereas 76.1% 
were distributed across intermediate (37.0%), high 
(17.4%), and very high (21.7%) risk levels. Glaucoma 
was also associated with risk level (p=0.011), with the 
largest concentration of cases in the intermediate-risk 
category (51.7%; n=15).

The number of comorbidities was significantly 
associated with suicide risk (p=0.006): the propor-
tion of older adults at low risk decreased from 73.2% 
among those with one comorbidity to 34.7% among 
those with five or more. Psychotropic medication use 
was also associated with risk level (p=0.001), with 
only 29.1% (n=16) of users classified as low risk, com-
pared with 20.0% (n=11) classified as very high risk.

A statistically significant association was obser-
ved between GDS-15 and NGASR scores among older 
adults assisted by the Family Health Strategy, demons-
trating a relationship between suicide risk level and 
depressive symptoms (p<0.001), as shown in Table 3.

*Geriatric Depression Scale variables; †Nurses’ Global Assessment of Suicide Risk variables

Figure 1 – Sociodemographic and clinical factors associated with GDS-15 scores and NGASR level (n=298). Te-
resina, PI, Brazil, 2025

Table 3 – Association between the Geriatric Depres-
sion Scale and the Nurses’ Global Assessment of Suicide 
Risk instrument (n=298). Teresina, PI, Brazil, 2025

NGASR risk level
Geriatric depressive symptom level

p-valueAbsence Presence
n (%) n (%)

Low 143 (87.7) 20 (12.3)
Intermediate 41 (56.9) 31 (43.1)
High 16 (47.1) 18 (52.9) <0.001*
Very high 8 (27.6) 21 (72.4)
*Pearson’s Chi-square test; NGASR: Nurses’ Global Assessment of Suicide Risk

The proportion of elderly individuals with de-
pressive symptoms ranged from 12.3% in the low-risk 
group to 72.4% in the very high-risk group, demons-
trating that the higher the risk of suicide, the greater 
the prevalence of depressive symptoms.

As a follow-up to the initial associations iden-
tified in the bivariate analysis, and with the aim of 
evaluating the factors independently associated with 
the study outcomes, multivariate Poisson regression 
models with robust variance (p < 0.05) were adjusted. 
The independent effects were measured by the Inci-
dence Rate Ratio and the respective 95% confidence 
intervals, as shown in Figure 1.
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In the model adjusted for the GDS-15, only two 
variables maintained statistical significance. Age ac-
ted as a protective factor (Incidence Rate Ratio – IRR 
= 0.96; confidence interval – CI 95%: 0.93-1.00; p = 
0.040), indicating that older patients showed a grea-
ter tendency toward the absence of symptoms. In con-
trast, the advancement in marital status, toward sepa-
ration or widowhood, was independently associated 
with a worsening of the depressive condition (IRR = 
1.07; 95% CI: 1.02-1.13; p = 0.008).

For the NGASR level, age (IRR = 0.95; p = 0.001) 
and color/race (IRR = 0.83; p = 0.026) showed a nega-
tive association, shifting the expectation protectively 
toward low risk. Corroborating the previous model, 
the marital status also increased the vulnerability 
score (IRR = 1.09; p = 0.004). Indicators of autonomy 
preservation substantially reduced the expected risk: 
the fact that the patient is not retired (IRR = 0.68; p 
= 0.040) and does not have a caregiver (IRR = 0.60; p 
= 0.009). Finally, the presence of heart diseases stood 
out as the main independent clinical aggravator, sig-
nificantly increasing the patient’s propensity to high-
-risk levels (IRR = 1.43; 95% CI: 1.04-1.96; p = 0.027).

Discussion

The results of this study demonstrate that a 
significant portion of the elderly assisted in primary 
health care by the Family Health Strategy presents de-
pressive symptoms, which reinforces the centrality of 
this level of care in the diagnostic and therapeutic ap-
proach to depressive symptoms(10). About 80% of pe-
ople who commit suicide seek care from primary care 
professionals in the periods close to the fatal event, 
which consolidates the role of this service in the early 
recognition of high-risk cases(11).

Aligned with this healthcare reality, the socio-
demographic profile mapped in this research revea-
led a predominantly female sample, reaffirming the 
phenomenon of the feminization of old age already 
established in the literature. This phenomenon is fre-
quently attributed to the greater longevity of women 

and their more active pursuit of health services. The 
prevalent age group characterizes a population in the 
early stages of aging, in which mental health promo-
tion strategies can have significant impacts(11).

Economic conditions and support networks are 
factors associated with the modulation of these condi-
tions(12). Most older adults survived on limited incomes, 
although they lived with a spouse or children. Finan-
cial hardship in low-income groups may limit leisure 
opportunities and access to diverse support networks, 
thereby increasing emotional vulnerability and hin-
dering favorable treatment outcomes(12-13). Education 
also emerged as a critical vulnerability, as part of the 
sample had little or no formal education. Lower educa-
tional attainment is associated with poorer clinical ou-
tcomes and difficulties in self-management of care(13).

Regarding the prevalence of depressive symp-
toms, the indicators show that a considerable portion 
of the studied population experiences some level of 
psychological distress. The early detection of these sta-
tes is hindered by the tendency to normalize sadness 
in the aging process, which can result in late diagno-
ses and prevent the initiation of timely interventions 
in primary care(13). Beyond this diagnostic barrier, it 
is necessary to identify the social determinants invol-
ved in this scenario; indeed, the marital situation has 
proven to be a factor associated with both depressive 
symptoms and suicidal ideation(14). The association 
between the condition of being a widow and the pre-
sence of depressive symptoms indicates that the loss 
of a partner constitutes a highly impactful life stressor 
event. On the other hand, the condition of being sin-
gle was associated with the risk of suicide, reinforcing 
that emotional bonds act as a social protection factor 
in old age(14-15).

The clinical complexity of the elderly popula-
tion is illustrated by the prevalence of comorbidities, 
which negatively impacts physical and mental heal-
th(16). Hypertension was the most frequently reported 
condition, followed by diabetes mellitus. A statistical 
overlap was found between the diagnosis of diabetes 
and the presence of depressive symptoms(16).
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Regarding the pharmacological profile, the 
continuous use of medications suggests a direct re-
lationship with depressive symptoms. The use of 
psychotropic drugs requires medication monitoring 
and psychosocial follow-up(17). Finally, a growing rela-
tionship was observed between the presence of depres-
sive symptoms and the level of suicide risk in old age.

In parallel, the results demonstrate that a con-
siderable proportion of the sample exhibits vulnera-
bility to suicide, ranging from intermediate, high, to 
very high risks(16). The use of validated scales allows 
the multidisciplinary team to establish care priorities, 
ensuring more rigorous monitoring for those in situa-
tions of functional and psychiatric impairment(18).

Social isolation manifested by the act of living 
alone was associated with an increased risk of suicide. 
The disconnection from family and friends is recogni-
zed as a factor that enhances the feeling of loneliness 
and psychological suffering, turning isolation into a 
marker of vulnerability for mortality and the develop-
ment of neuropsychiatric conditions(19). Another rele-
vant aspect refers to the association between the pre-
sence of a caregiver and the increased risk of suicide(20).

This relational vulnerability becomes even 
more complex when associated with declines in physi-
cal health; in this sense, glaucoma has also been shown 
to be significantly associated with the risk of suicide. 
Conditions that affect vision compromise functiona-
lity and increase insecurity in basic daily activities, 
such as mobility(20). The threat of sensory loss acts as 
a persistent stressor that exacerbates psychological 
suffering, promoting the development of mental di-
sorders due to reduced interaction with the external 
environment and increased risk of falls(21).

When analyzing the multivariate models, it is 
observed that the determinants of psychological su-
ffering and suicide risk in the elderly population tra-
verse an intrinsic network of biological, social, and 
clinical factors. A finding of this study was the protec-
tive role played by advancing age for both depressive 
symptoms and the risk of suicide.

Although biological aging is often associated 

with general decline, the literature indicates that older 
seniors tend to develop greater emotional resilience, 
more effective coping strategies, and lower reactivity 
to daily stressors compared to younger seniors, justi-
fying the lower propensity for severe depressive epi-
sodes and risk ideations in this age group(22).

On the other hand, variables related to social 
structure and loss of autonomy emerged as strong in-
dependent predictors of vulnerability. One of them is 
marital status, whose progression toward separation 
and widowhood has solidified as a factor exacerbating 
both depression and the risk of suicide. The dissolu-
tion of the marital bond deprives the elderly of their 
main source of social support and daily emotional va-
lidation, triggering feelings of helplessness that exa-
cerbate psychological suffering(23).

This need to preserve social roles and inde-
pendence is reinforced by the identified protective 
associations: non-retired elderly individuals and tho-
se without caregivers showed a lower risk of suicide. 
Remaining integrated into the labor market or enga-
ged in productive activities provides the elderly with a 
sense of utility, purpose, and social engagement, while 
the absence of a caregiver reflects the maintenance of 
functional capacity and self-determination. Conver-
sely, the need for a caregiver often signals an abrupt 
transition to physical or cognitive dependence, which 
severely compromises the individual’s self-image and 
increases their psychological vulnerability(24).

Finally, in the clinical context, the presence of 
heart diseases stood out as the main independent ag-
gravating factor for the high risk of suicide, increasing 
the propensity by 43%. Cardiovascular diseases impo-
se severe physical limitations, chronic pain, constant 
fear of imminent death, and a significant reduction in 
quality of life. Moreover, systemic inflammatory pro-
cesses and neuroendocrine alterations typical of chro-
nic heart diseases exacerbate neuropsychiatric dys-
functions, making these patients priority targets for 
screening and early intervention in primary care(25).

Given the listed associations, the role of prima-
ry health care in the mental health care of the elderly 
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population is highlighted. The Family Health Strategy, 
thru its capillarity and territorial bond, is configured 
as the environment for the early screening of psycho-
logical suffering. For this screening to transcend iden-
tification and result in effective care, it is necessary to 
strengthen the matrix and qualify the teams for the 
management of mental health cases in the territory.

Study limitations

The present study presents limitations inherent 
to its methodological design. As it is a cross-sectional 
study, it is not possible to establish causal inferences 
or temporal relationships between the variables and 
the outcomes studied. Although the implemented pro-
babilistic sampling ensures the robustness and repre-
sentativeness of the territorial data, the use of self-re-
ported questionnaires imposes the risk of information 
bias, especially when addressing sensitive topics such 
as mental health and risk behavior in the elderly.

Moreover, it is important to consider the limi-
tation in inferring the temporality of the observed as-
sociations; due to the cross-sectional design, it is not 
possible to determine whether depressive symptoms 
precede the risk of suicide, if they coexist, or if both 
are influenced by common vulnerabilities.

Contributions to practice

The findings emphasize the need to rethink 
primary care for older adults to systematically incor-
porate the psychosocial dimension. It is essential that 
health professionals in the Family Health Strategy use 
educational strategies that are sensitive to the socio-
cultural context and the literacy level of each individu-
al to help them cope with stressful situations.

Conclusion

It can be concluded that there is a significant 
association between the presence of depressive symp-
toms and conditions such as widowhood, diabetes 
mellitus, and ongoing medication use in the elderly 

population studied. The risk of suicide, in turn, was as-
sociated with the absence of a spousal relationship, li-
ving alone, having a caregiver, and using psychotropic 
medications. These findings highlight the profile of co-
existing vulnerabilities in this population and unders-
core the strategic importance of primary health care. 
It is essential to strengthen the Family Health Strategy 
through the implementation of active mental health 
screening protocols, training of teams, and promotion 
of matrix-based care, with the aim of intervening early 
in the biopsychosocial vulnerabilities associated with 
aging.
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