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Resumo

Os objetivos foram identificar fatores associa-
dos a baixa satisfagdo com a vida em idosos da
comunidade e descrevé-los segundo sexo e faixa
etdria. Foram entrevistados 2.472 idosos com
65 anos ou mais, sem déficit cognitivo sugesti-
vo de deméncia, de amostras probabilisticas de
sete localidades brasileiras. As medidas foram
autorrelatadas, exceto o desempenho funcional,
indicado por testes de for¢a de preensdo palmar
e velocidade de marcha. As mulheres apresenta-
ram mais doencgas, pior desempenho funcional e
maior envolvimento social quando comparadas
aos homens. Os mais velhos tiveram pior desem-
penho funcional e menor envolvimento social
em compara¢do com 0s mais jovens. Associa-
ram-se a baixa satisfacao ter trés ou mais doen-
¢as, problemas de memdria, baixo envolvimento
social, baixa forga de preensdo e incontinéncia
urindria. Concluimos que satide, desempenho
funcional e envolvimento social interagem com
0 bem-estar, por isso a intervengdo nesses aspec-
tos favorece a qualidade de vida dos idosos.

Satide do Idoso; Envelhecimento; For¢a
Muscular; Qualidade de Vida
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Introduction

Life satisfaction results from the individuals’
overall cognitive assessment of their living con-
ditions and achievements, comparing them to
their needs and expectations and in light of their
personal and sociocultural values 1. Levels of sat-
isfaction suffer the influence of adverse events
that impact affective states, but these tend to re-
turn to baseline after the effects of the negative
experiences have ceased. Old age is accompa-
nied by increased likelihood of adverse events
that affect well-being 2.

There are no homogeneous data on the rela-
tions between gender and life satisfaction in old
age, but the most common finding suggests that
elderly women have lower levels of satisfaction
than elderly men 23. Various explanations have
been proposed, including the influence of the
lifetime accumulation of educational, economic,
and health disadvantages, whose effects are ag-
gravated by physiological decline and other loss-
es in old age. Being a man or woman itself has no
impact on life satisfaction. What influences sat-
isfaction are gender-related physical and social
conditions. For elderly women, chronic illnesses,
memory, self-rated health, social support, and
social relations are the most relevant domains
of life satisfaction. For elderly men, income and
family relations are the domains with the greatest
impact on levels of satisfaction 34.

Age itself cannot be interpreted as a direct
cause of decreased or increased life satisfaction.
The relations between age and satisfaction are
more consistently explained by the physical and
social conditions in which the individual lives
than by the time since birth. For young adults,
satisfaction with work and income have a large
influence on overall life satisfaction, while health
is the domain that most contributes to levels of
satisfaction in old age 5. Levels of life satisfac-
tion tend to decline with advancing age, when
unfavorable living conditions emerge or are ag-
gravated, such as chronic diseases, functional
incapacity, restrictions to social contacts, reduce
income, decreasing levels of activity and social
involvement, and negative self-rated health 1.5.

The dynamic and complex interaction be-
tween good health conditions and functioning,
adequacy of environmental conditions, and
presence of personal resources results in greater
social involvement, a favorable outcome associ-
ated with active or healthy aging 6. High levels of
social involvement result from good health con-
ditions, preserved physical and cognitive capaci-
ties, motivation, adaptation to the environment,
and opportunities 7. Involvement in social activi-
ties is associated with psychological and physi-
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cal benefits such as increased satisfaction, lower
risk of depression, lower motor function decline,
and lower risk of death 7. Relations with friends
and family members contributes to the devel-
opment of a feeling of belonging, allow contact
with sources of satisfaction, and help the mainte-
nance social support networks and functioning.

The advanced activities of daily living (AADL)
are important indicators of social involvement in
the elderly. They have greater physical and cogni-
tive requirements than the instrumental (IADL)
or the basic activities of daily living (BADL). While
AADL allow the elderly to have direct contact
while performing roles in the broader social en-
vironment and to be seen by others as active, pro-
ductive, and involved participants 8, IADL place
them in contact with activities of practical life
performed in more restricted settings, including
their own homes. Meanwhile, BADL are related
to self-care and survival and become more au-
tomatic, routine, and circumscribed than other
activities 7.8.

The reduction in the ability to perform activi-
ties of daily living occurs by stages. Limitations
begin with advanced or complex activities, and
only affect the performance of IADL or BADL at
a second or third stage 8. When loss of muscle
strength compromises mobility, it can lead to a
decrease ininvolvement by the elderlyin complex
social, productive, and leisure-time activities 9.
Consequences may include the appearance or
worsening of depressive symptoms, loneliness,
dissatisfaction with life and inactivity, forming a
vicious circle of adverse advents, with a negative
impact on health, functioning, and well-being.

The Brazilian literature lacks studies on fac-
tors associated with low levels of satisfaction in
the country’s elderly people. Population-based
studies on satisfaction in the elderly are impor-
tant, but they have contemplated specific do-
mains such as satisfaction with health services,
transportation, and social relations 10,11, Other
studies on life satisfaction used small samples of
elderly treated at outpatient services 12,13, Knowl-
edge on the relations between sociodemographic
and health variables, functional performance,
social involvement, and life satisfaction in Brazil-
ian community-dwelling elderly contributes to
the literature on the theme and helps to identify
elements that are amenable to intervention in
geriatric and gerontological care, especially in
primary health care for the elderly.

The aim of this study was to identify factors
associated with low life satisfaction in Brazilian
community-dwelling elderly, including gender,
age, chronic diseases, memory problems, uri-
nary incontinence, falls, measures of functional
performance (hand grip strength and walking



speed), and social involvement, indicated by per-
formance in AADL.

Methods

The study used information from the databank
of the FIBRA Study, State University in Campinas
(Unicamp) pole, which is part of the FIBRA net-
work together with the University of Sdo Paulo
in Ribeirao Preto (USP-Ribeirao Preto), the Fed-
eral University in Minas Gerais (UFMG); and the
State University of Rio de Janeiro (UER]). FIBRA
is the Portuguese-language acronym for “frailty
in elderly Brazilians”, referring to a research net-
work consisting of these institutions and partner
universities. The FIBRA Study, Unicamp pole,
is a multicenter cross-sectional study involv-
ing probabilistic samples of elderly individuals
65 years or older, living in seven Brazilian cit-
ies selected by convenience. The objective is to
investigate relations between frailty and health
conditions, cognition, performance of activities
of daily living, and psychosocial and sociodemo-
graphic variables.

Sampling

The FIBRA Study, Unicamp pole, included el-
derly from Belém (Pard State), Parnaiba (Piaui),
Campina Grande (Paraiba), Pocos de Caldas
(Minas Gerais), the sub-district of Ermelino
Matarazzo in Sao Paulo, Campinas (Sdo Paulo),
and Ivoti (Rio Grande do Sul). In each location, a
simple random selection of urban census tracts
was performed, and elderly men and women
were recruited in gender and age quotas (65-69;
70-74; 75-79; and > 80 years), which were propor-
tional to their presence in the population of the
selected census tracts 14.

The study did not follow a perfect epidemio-
logical design but involved multicenter data col-
lection in cities located in three different geo-
graphic regions of Brazil, characterized by diverse
socioeconomic and development conditions, as
reflected by the respective Municipal Human De-
velopment Indices (IDH-M) and per capita Gross
Domestic Product (GDP) 15. The samples of cit-
ies are not representative of the overall Brazilian
population or that of the regions to which they
belong. Based on this reasoning, no data correc-
tions or weighting were performed. In all the cities,
the study obtained a somewhat higher proportion
of women than expected according to the design.
The proportion of men was equivalent in all the
cities except Pocos de Caldas, which showed a
slightly higher percentage of men than the other
cities. The proportion of women proved equivalent
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in five cities and slightly higher than expected in
Campina Grande and Ivoti 15.

For each location, we estimated the sample
size needed for a 50% proportion of a given target
characteristic (the value at which the resulting
sample size is the maximum possible — p = 0.50;
q = 0.50 — according to the cities’ elderly popula-
tions). Significance was set at 5% (alpha = 5%;
Z =1.96). The sample error varied from 3% to 5%.
Based on these calculations, the sample size for
the locations with more than a million inhabit-
ants was set at 601 individuals, for an error of
4% (Campinas and Belém). For the other cities
with fewer than a million inhabitants, the sample
value was set at 385 individuals, with an error of
5%. The exception was the city of Ivoti, which had
a total of 646 individuals 65 years or older. In this
case, the sample calculation used was an esti-
mated proportion of a finite population, with al-
pha set at 5%, sample error of 5%, and estimated
50% distribution of the target variable. With these
parameters, the sample in Ivoti was estimated at
235 elderly.

Recruitment

Recruitment included two phases. The first in-
volved radio, TV, and newspaper ads announc-
ing the project. Religious and community lead-
ers, coordinators of community centers for the
elderly, and community health workers helped
publicize the project, after being informed of the
study’s objectives and ethical precautions. Study
coordinators from the local universities and the
overall study coordinator gave awareness-raising
talks to the elderly public in general and to the
students and faculty at the participating univer-
sities in each location.

The second recruitment phase included visits
to the households in each selected census tract by
trained recruiters, who appeared in uniform and
identified with photo badges, special T-shirts,
knapsacks, leaflets, and interview materials iden-
tified with the logotypes of the FIBRA Study and
the participating universities. The interviewers
were undergraduate university students, com-
munity health workers, and church-related com-
munity outreach workers. The recruiters knocked
or rang the doorbells and announced their pres-
ence at all the households in each selected cen-
sus tract according to a predefined sequence
marked on a map. At each household, they asked
whether there was an elderly member that met
the study’s inclusion criteria. When there were
two such members, both were interviewed and
invited to participate. The recruitment in each
census tract was complete when the quota
was met for the estimated number of men and
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women and age groups for the tract, plus 50% to
cover potential losses.

To meet the inclusion criteria, individuals
needed to be 65 years or older, understand the in-
structions, agree to participate in the recruitment
interview, and have their permanent residence in
that census tract. Recruiters were instructed to
use the following exclusion criteria: severe cogni-
tive deficit suggestive of dementia, as evidenced
by problems with memory, attention, orienta-
tion in time and space, and communication as
reported by a family member or observed by the
recruiters; use of wheelchair or being temporarily
or permanently bedridden; severe sequelae from
strokes, with localized loss of strength and/or
aphasia; Parkinson disease in severe or unstable
stage, compromising mobility, speech, or affect;
serious hearing or sight impairments that heavily
impeded communication; and terminal illness.

Elderly selected by the recruiters received
leaflets on the objectives and nature of the study
and a card with their name, address, date, time,
and place for a data collection session at a club
or community center, or a primary health clinic,
school, or church. The card also included the
names and telephones of the study coordinators
in case the participants needed to contact them.

Data collection

Recruitment and data collection were done in
successive waves. In each wave, enough elder-
ly were recruited to meet the estimates in the
sampling plan for one or more adjoining census
tracts and were referred for data collection. Each
wave was concluded when the expected number
of elderly had undergone these procedures. Each
elderly subject participated in a single session
lasting 40 to 120 minutes, divided into two parts.
In the first part, all the elderly (n = 3,478) in the
seven locations were evaluated for the socio-de-
mographic variables, blood pressure, anthropo-
metric measurements, frailty, and cognitive func-
tions. The score on the Mini-Mental State Exami-
nation (MMSE) minus one standard deviation 16
was used as the inclusion criterion for the second
set of procedures in the second part of the data
collection phase. This set included self-reported
health conditions, independent performance
of activities of daily living, expectation of care,
depressive symptoms, perceived social support,
and satisfaction. Elders that failed to achieve a
sufficient score for inclusion in the second phase
(25.4% of the initial sample, ranging from 18.3%
in Pogos de Caldas to 38.2% in Parnaiba) were
oriented on basic health care, received a leaflet
on self-care, and were dismissed 15.
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Participants

After the exclusions based on the MMSE, there
were 2,592 elderly left. Among these, the current-
ly study selected 2,472 participants aged 65 years
or older, with no cognitive deficit suggestive of
dementia and who had answered the target items
for this study. This sample included 558 partici-
pants in Belém, 284 in Parnaiba, 229 in Campina
Grande, 299 in Pocos de Caldas, 291 in Ermelino
Matarazzo, 655 in Campinas, and 156 in Ivoti.

Variables and measurements

¢ Sociodemographic: age and gender. Both were
self-reported. Age was grouped into four brack-
ets: 65-69; 70-74; 75-79; and > 80.

e Chronic diseases: the elderly were asked
whether a doctor had diagnosed and informed
them of the following diseases during the previ-
ous year: heart disease, high blood pressure, dia-
betes, stroke, tumor/cancer, arthritis, lung dis-
ease, depression, or osteoporosis, to which they
answered “yes” or “no”. Answers were categorized
as follows: no disease, one or two, and three or
more diseases.

¢ Signs and symptoms: the elderly were asked if
they had experienced urinary incontinence, falls,
or memory problems in the previous year. The
elder answered “yes” or “no” to each of these con-
ditions, which were analyzed separately.

¢ Functional performance: indicated by hand-
grip and gait speed. The handgrip measured in
kilograms force (kg f) was obtained with a hy-
draulic dynamometer, Jamar model (Lafayette
Instruments, Lafayette, USA), using the elder’s
dominant hand 17. In the sitting position, partici-
pants performed three attempts with one minute
resting interval. The gait speed test involved three
consecutive measurements of the time (in sec-
onds) which the individual took to walk 4.6 me-
ters on a flat surface, on a straight line previously
marked with colored adhesive tape. Gait speed
was then calculated as meters per second 17. Par-
ticipants were allowed to use canes or walkers.
Low handgrip was strength was defined by the
lowest quintile in the sample for the average of
the three attempts, adjusted for gender and body
mass index (BMI = weight/height?). Low gait
speed was defined by the lowest quintile in the
sample, adjusted for gender and height 17. The
cutoff scores for the both measurements were
calculated specifically for each city.

e Social involvement: indicated by the per-
formance of 13 AADL associated with sociabil-
ity, leisure-time activity, productiveness, and
social participation, as well as by independent
performance of three IADL that require cogni-



tive autonomy and independent interaction with
the social environment. The former set includes
the following activities: making visits, receiving
visits, attending church, participating in social
meetings, attending cultural events, driving,
short trips, longer trips; volunteer work, paid
work, participating on boards of directors and
councils, attending university courses for the el-
derly, and participating in social groups in com-
munity 11,12. The second set included the follow-
ing IADL: shopping, using transportation, and
managing one’s own finances. The AADL allowed
the answers “never did”, “stopping doing”, or “still
do” and the IADL included information on the
need for help (“none”, “partial”, or “total”). For
each participant, the score for the 16 activities
consisted of the sum of the intact AADL, consid-
ering those that the individual had performed
previously, and the completely independent
IADL. Distribution of the scores was expressed
in percentages and divided into three categories:
< 61% — low social involvement; 61% to 85% —
moderate social involvement; and > 85% — high
social involvement.

e Life satisfaction: measured by the following
question: “Are you satisfied with your life?” The
participant could answer: very satisfied, moder-
ately satisfied, and not satisfied 18. These answers
were grouped into two categories: very satisfied
= high satisfaction; moderately satisfied or not
satisfied = low satisfaction. This is a routine and
reliable way of evaluating individual satisfaction.

Data analysis

Statistical analyses used SPSS version 15.1 (SPSS
Inc., Chicago, USA) and SAS version 8.02 (SAS
Inst., Cary, USA). Application of the Kolmogorov-
Smirnov test for normality showed that the dis-
tributions were not normal, so non-parametric
tests were adopted (chi-square and Fisher ex-
act test to compare the frequencies of nominal
variables between the gender and age groups;
Mann-Whitney and Kruskal-Wallis to test values
for ordinal variables between the same groups).
To study the relations between independent vari-
ables (gender, age, chronic diseases, signs and
symptoms, handgrip, gait speed, and social par-
ticipation) and the dependent variable (low life
satisfaction), univariate and multivariate logistic
regression analyses were performed, the latter
with stepwise selection of variables, with a 95%
confidence interval (95%CI) for the resulting risk
ratios. Statistical significance was set at p > 0.05
for all the analyses.
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Ethical considerations

The FIBRA Study, Unicamp pole, was approved
by the Institutional Review Board of the School
of Medicine at Unicamp under case review no.
208/2007. All participants signed an informed
consent form before the data collection.

Results

In the total sample from the seven locations,
65.7% of participants were women (n = 1,625).
Mean age was 72.2 + 5.5 years. Only 11.3% of the
elderly had no chronic disease, 49.7% had 1 or
2, and 39% had 3 or more diseases. Urinary in-
continence was reported by 26.3% of the elderly;
30.7% had suffered falls in the previous year, and
54.4% reported memory problems. The data on
functional performance showed that 17% of the
elderly scored low on handgrip and 16.9% on the
gait speed. Half of the sample showed moderate
social involvement scores, i.e., ranging from 61
to 85 percentage points, 24.2% had low social in-
volvement (score < 61) and 25.5% had high social
involvement (> 85%); 6.1% of the elderly reported
that they were dissatisfied, 28.2% were moder-
ately satisfied, and 65.6% were very satisfied with
life (Table 1).

Table 1

Sample description according to health variables, functional performance, social involvement,

and life satisfaction. FIBRA Study (Unicamp pole), Sdo Paulo, Brazil, 2008-2009.

Variables n

%

Number of chronic diseases

0 279

1-2 1,226

>3 965
Signs and symptoms

Urinary incontinence 650

Falls 742

Memory problems 1,330
Functional performance

Low handgrip 417

Low gait speed 415
Social involvement

<61 598

61-85 1,240

>85 631
Life satisfaction

Low 151

Intermediate 698

Low 1,623

11.30
49.64
39.07

26.32
30.71
54.42

17.01
16.91

24.22
50.22
25.56

6.1
28.24
65.66
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Table 2

The mean number of chronic diseases was
significantly higher in women (2.4) than in men
(1.7). Gait speed was significantly lower in wom-
en (0.87m/s) than in men (0.98m/s), and wom-
en’s handgrip (20.6kg f) was significantly lower
than men’s (33.8kg f). However, women’s social
involvement score was higher (73%) than men’s
(71.3%). The elderly aged 80 years and older had
significantly lower mean gait speed (0.81m/s)
and lower handgrip (22.1kgf) and social involve-
ment (64.6%) than in the younger groups. In all
these comparisons the p-value was < 0.001. No
statistically significant differences were observed
in mean levels of satisfaction between men and
women or between the four age groups. More
women (58.5%) than men (46.8%) reported
memory problems. More women (28.9%) than
men (22.1%) reported urinary incontinence. The
p-values for these chi-square tests were < 0.001.
No statistically significant differences were ob-
served between the genders for falls or between
the age groups for memory problems, urinary
incontinence, or falls (Table 2).

Most of the elderly reported that they still re-
ceived visits (91.8%), attended church (89.1%),
and made visits (77.4%). The AADL in which the
elderly reported never participating were attend-
ing to University of the Third Age (UNATI) (87.8%
were non-participation), making part of Boards
of Directors or Councils (70.3%), driving (66.9%),
attending community centers for the elderly
(61.7%), and volunteer work (60.2%). The activi-
ties most frequently interrupted by the elders
were paid work (61.2%), participation in cultural
events (36.2%), and making long trips (30.6%)
(Table 3).

Given the limited heterogeneity in the gender
and age groups in the seven cities after applying
the MMSE, the samples were considered jointly

in the univariate regression analysis, a procedure
previously adopted in other analyses. The multi-
variate regression analysis was adjusted for the
cities to avoid confounding.

The univariate logistic regression showed
independent associations between sociodemo-
graphic and health-related variables, functional
performance, and social involvement and low
life satisfaction. Variables that were statistically
associated with lower life satisfaction included:
three or more self-reported chronic diseases
(OR = 2.14), self-reported memory problems
(OR = 1.76), low social involvement (OR = 1.73),
self-reported urinary incontinence (OR = 1.54),
low handgrip (OR = 1.46), falls in the previous
year (OR = 1.34), low gait speed (OR = 1.29), and
moderate social involvement (OR = 1.28).

According to the multivariate logistic regres-
sion with stepwise selection of variables, fac-
tors that were simultaneously associated with
low life satisfaction were: three or more diseases
(OR = 2.04), memory problems (OR = 1.59), low
social involvement (OR = 1.47), low handgrip
(OR = 1.29), and self-reported urinary inconti-
nence (OR =1.27) (Table 5).

Discussion

Low life satisfaction was associated with more
chronic diseases, replicating data from other
studies 5. Good health is a relevant issue in
old age, since it allows maintaining behavioral
competencies, activity, productiveness, social
participation, and self-care, which are related
to life satisfaction 59. Studies have shown that
health problems tend to jeopardize quality of life
and well-being when they affect functional
capacity 18.

Chronic diseases, functional performance, social involvement, and life satisfaction according to gender and age. FIBRA Study (Unicamp pole), Sao Paulo,

Brazil, 2008-2009.

Gender Age (years)
Male Female p-value * 65-69 70-74 75-79 > 80 p-value **
n Mean n Mean n Mean n Mean n Mean n Mean
Chronic diseases 846 1.76 1624 24 < 0.001 939 219 773 2.2 467 2.3 291 21 0.084
Handgrip (kg f) 839 337 1617 20.6 < 0.001 932 263 767 2641 465 23 289 221 < 0.001
Gait speed (m/s) 838 0.98 1616 0.87 < 0.001 935 095 765 0.92 465 0.88 289 0.81 < 0.001
Social involvement 846 713 1623 73 < 0.001 939 757 773 724 466 70.9 291 64.6 < 0.001
Life satisfaction 847 24 1625 24 0.256 941 24 773 2.4 467 2.4 291 24 0.145

* Mann-Whitney U test;

**Kruskal-Wallis test.
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Social involvement of the elderly measured by advanced activities of daily living (AADL). FIBRA Study (Unicamp pole),

S3o Paulo, Brazil, 2008-2009.

Still do Stopped doing Never did
n % n % N %
Receive visits 2,266 91.85 139 5.63 62 2.51
Attend church 2,202 89.19 221 8.95 46 1.86
Make visits 1,913 77.48 384 15.55 172 6.97
Short trips 1,733 70.30 585 23.73 147 5.96
Long trips 1,405 56.91 756 30.62 308 12.47
Attend parties 1,214 49.21 675 27.36 578 23.43
Community centers for elderly 639 25.94 304 12.34 1,520 61.71
Cultural events 635 25.71 896 36.28 939 38.02
Volunteer work 555 22.59 423 17.22 1,479 60.20
Drive car 457 18.53 357 14.48 1,652 66.99
Paid work 412 16.75 1,507 61.26 541 21.99
Boards of directors and councils 266 10.81 465 18.89 1,730 70.30
University of the Third Age (UNATI) 43 4.55 72 7.62 830 87.83

Subjective memory problems are associated
with low performance on cognitive function tests
in the elderly. Difficulty with memory is associ-
ated with functional incapacity and may indicate
risk of developing dementia. It is heavily influ-
enced by the sense of personal efficacy, school-
ing, and socioeconomic status 20. Good cognitive
status is considered one of the prerequisites for
performing advanced activities of daily living,
which require the capacity to make decisions
and communicate, as well as high-level mental
and social skills 821. When such skills are com-
promised, older individuals reduce their com-
munity participation and involvement in social
activities, which can affect their life satisfaction.
Social activities also provide intellectual stimuli
through social interaction 22.

Elderly individuals that report concurrent
chronic diseases often have diabetes, high blood
pressure, and cardiovascular diseases, the most
prevalent disease conditions in this population 19.
Such diseases are known to affect the systemic
circulation and can jeopardize the supply of oxy-
gen and other nutrients to the brain 20. They can
thus cause memory problems and other frequent
cognitive dysfunctions in old age 21.22. The elder-
ly with difficulty to maintaining attention and
remembering events feel frustrated when they
meet others or face complex activities, a reason
for reducing their social involvement 821,

Elderly with moderate to low social participa-
tion scores show increased risk of reporting dis-
satisfaction with life. Social participation is the

positive and desirable outcome recommended
by active aging policy and the International Clas-
sification of Functioning, Disability, and Health 6.
It results from the control of diseases and dys-
functions, maintenance of functional capacity,
and adaptation to the social and environmental
context, which in turn derives from demographic
and socioeconomic variables such as marital sta-
tus, age, gender, schooling, occupation, and fam-
ily arrangements 7.9.

More elderly tend to maintain their participa-
tion in less-demanding activities in the physical,
cognitive, and social domains, such as making
and receiving visits and attending church. Fewer
participants performed social activities involv-
ing more complex demands, such as paid work,
participating in parties and cultural events, and
making long trips. Common reasons for inter-
rupting such activities are their dependence on
mobility, physical conditioning, and cognitive
functions 921. AADL indicate the elder’s level of
social involvement, and interruption of these ac-
tivities is an early indicator of functional losses
that tend to worsen over time.

The emergence and worsening of diseases
and physical difficulties can cause loss of inter-
est and withdrawal from activities with consider-
able physical and mental demands. Meanwhile,
activities such as participating in parties and
cultural events, traveling, attending university
courses for the elderly (UNATI), performing vol-
unteer work, and participating in community
associations depend to a major extent on the
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Table 4

Independent associations between low life satisfaction, demographic and health indicators, functional performance, and social
involvement. FIBRA Study, Unicamp pole, Sao Paulo, Brazil, 2008-2009.

Variable/Categories p-value OR 95%Cl
Age (years)

65-69 (reference) - 1.00 -

70-74 0.684 0.96 0.79-1.17

75-79 0.510 0.92 0.73-1.17

>80 0.978 1.00 0.76-1.32
Gender

Male (reference) - 1.00 -

Female 0.599 1.05 0.88-1.25
Low hand grip strength

No (reference) - 1.00 -

Yes < 0.001 1.46 1.18-1.81
Low walking speed

No (reference) - 1.00 -

Yes 0.022 1.29 1.04-1.60
Number of diseases

0 (reference) - 1.00 -

1-2 0.118 1.27 0.94-1.70

3 or more < 0.001 2.14 1.59-2.88
Urinary incontinence

No (reference) - 1.00 -

Yes < 0.001 1.54 1.28-1.85
Memory problems

No (reference) - 1.00 -

Yes < 0.001 1.76 1.48-2.08
Falls

No (reference) - 1.00 -

Yes 0.001 1.34 1.12-1.61
Social involvement

>85% (reference) - 1.00 -

61%-85% 0.021 1.28 1.04-1.58

<61% < 0.001 1.73 1.36-2.19

95%Cl: 95% confidence interval; OR: odds ratio for decreased life satisfaction.

Note: N = 2,472 (1,623 very satisfied and 849 not satisfied or moderately satisfied).

elder’s lifetime social and economic opportuni-
ties, lifestyle, motivations, and personality fac-
tors. In addition, withdrawal from social activities
canreflect the use of selection and compensation
strategies in the face of difficulties that emerge in
old age 23,24, Although being socially involved is
more favorable for maintaining satisfaction than
being socially withdrawn or isolated, the decision
to withdraw to spare strength, avoid errors and
accidents, and invest selectively in domains with
preserved competencies (aimed at optimizing
individual functioning) can prove highly adap-
tive for the elderly.
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In this study, low performance on the strength
and speed tests was associated with low life sat-
isfaction. Low handgrip and low gait speed indi-
cate loss of overall muscle strength, which can
be related to difficulties in the physical mobility
domain, affecting participation in social activi-
ties and thus contributing to the decreasing of
life satisfaction 9. On the other hand, losses of
muscle strength often involve positive physical
and emotional adaptation, expressed as the se-
lection of activities that the elder considers most
relevant, and an intentional cutback in the inten-
sity of performance and time spent on a given ac-



Table 5
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Multiple relations between decreased life satisfaction, health, functional performance, and social involvement, adjusted by

city. FIBRA Study (Unicamp pole), Sdo Paulo, Brazil, 2008-2009.

Variables/Categories p-value OR 95%Cl
Number of diseases

0 (reference) - 1.00 -

1-2 0.075 1.34 0.98-1.83

3 or more < 0.001 2.07 1.51-2.84
Memory problems

No (reference) - 1.00 -

Yes < 0.001 1.60 1.33-1.92
Social involvement

>85% (reference) - 1.00 -

61%-85% 0.091 1.21 0.97-1.50

<61% 0.005 1.43 1.12-1.84
Low hand grip strength

No (reference) - 1.00 -

Yes 0.030 1.29 1.02-1.62
Urinary incontinence

No (reference) - 1.00 -

Yes 0.015 1.28 1.05-1.57

95%Cl: 95% confidence interval; OR: odds ratio for decreased satisfaction.

Note: N = 2,360 (1,548 very satisfied and 812 not satisfied or moderately satisfied). Reference: reference level; multivariate

logistic regression analysis with stepwise selection of variables.

tivity 24. Urinary incontinence is another adverse
health condition that requires adaptive strate-
gies potentially resulting in a reduction in social
contact and participation in activities away from
home. Elders with urinary incontinence thus
tend to avoid risks and embarrassments, but end
up exposed to the harmful effects of sedentary
lifestyle and social isolation, which are associ-
ated with dissatisfaction 25.

Falls have a major impact on quality of life
and well-being in the elderly and are seen as
indicative of harm related not only to physical
health and functioning, but also to affective is-
sues 26. Psychosocial issues related to falls in-
clude fear of falling and a low feeling of efficacy in
avoiding falls, which in turn are related to seden-
tary lifestyle and social isolation 26. Dias et al. 27
observed that elderly who reported restrictions
in activities for fear of falling presented more de-
pressive symptoms and exhaustion, lower self-
efficacy in relation to falls, lower gait speed, less
participation in social activities, less autonomy
in performing instrumental activities of daily liv-
ing, more diseases, and worse self-rated health.
In the current study, falls in the previous year
were associated with low life satisfaction.

Data on gender relations, age, and life satis-
faction do not express linear relations between
the first two and the latter 28, For men, satisfac-
tion is mediated by conjugal status, such that
widowers have lower levels of life satisfaction
than widows, probably because they are more
affected by the lack of social support previously
provided by the female partner. For women, high
levels of life satisfaction depend on good health
conditions, sufficient social support to supply
their needs, and involvement in an effective net-
work of informal social relations 3,28.

The absence of an association between life
satisfaction and age is acknowledged as a par-
adoxical event. If income, social support, level
of activity, and physical and mental health tend
to decline with age, levels of satisfaction would
be expected to reduced among the oldest, but
this does not necessarily happen. The capacity
for emotional regulation is known to be a skill
that increases with years, thanks to which many
elderly are satisfied with life, even in adverse sit-
uations. Elderly with greater capacity to adjust
their goals and expectations to the available re-
sources display greater resilience in the face of
frustrations, which translates as higher levels of
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satisfaction 23.24. Coping strategies are adopted
by the elderly to overcome losses and difficul-
ties and achieve the adaptation needed for good
functioning. In addition, maintaining social con-
tacts and productive activities plays a protec-
tive role against low satisfaction in old age 23,24.
The selection, optimization, and compensation
model 24 provides for selective changes in mo-
tivational preferences, in efforts to compensate
and adapt physical and cognitive capacities, and
to optimize of emotional behaviors in old age.
According to the socioemotional selectivity the-
ory 23, the elderly value positive socioemotional
experiences more than negative ones and prefer
social relations that bring emotional comfort as
compared to information and status.

The current study’s design led to the exclu-
sion of elderly with mobility problems and low
cognitive status, because in order to participate
in the study they had to get from their homes to
the data collection site, located in the neighbor-
hood. The data thus showed small variability,
which however did not jeopardize their validity,
since it was still possible to identify the factors as-

Resumen

Los objetivos fueron identificar los factores asociados a
la baja satisfaccion en adultos mayores y describirlas en
funcion del sexo y la edad. Se entrevisté a 2.472 perso-
nas de 65 aiios o mds, sin deterioro cognitivo sugestivo
de demencia, de muestras aleatorias de siete ciudades
en Brasil. Las medidas fueron auto-reporte, excepto el
desemperio funcional indica en las pruebas de fuerza
de agarre y velocidad de la marcha. Las mujeres tenian
mds enfermedades, rendimiento funcional peor y ma-
yor participacion social, en comparacion con los hom-
bres. Los participantes de mds edad mostraron peor

Cad. Saude Publica, Rio de Janeiro, 29(12):2447-2458, dez, 2013

sociated with low satisfaction in the elderly. Such
factors proved prevalent in this population, even
though the sample mainly included more active,
independent, and motivated elders. Longitudi-
nal studies could help shed light on the causal
relationships between the variables analyzed in
this study and thereby provide relevant informa-
tion for health policies in old age.

Conclusion

Low life satisfaction was associated with the pres-
ence of three or more chronic diseases, memo-
ry problems, low social involvement, low grip
strength, and self-reported urinary incontinence.
These factors thus become targets for geronto-
logical and interdisciplinary action with the aim
of increasing life satisfaction in the elderly. Man-
agement of health conditions and functioning,
together with policies to encourage social partic-
ipation, should thus be priorities in the approach
to the elderly at all levels of care.

desemperio funcional y menos participacion social que
los mds jovenes. Se asociaron con una baja satisfaccion:
tres o mds enfermedades, problemas de memoria, el ba-
Jjo nivel de participacion social, baja fuerza de prension
v la incontinencia urinaria. La salud, el rendimiento
funcional y la interacion social interacttian con el bien-
estar, por lo que la intervencion en estos aspectos favo-
recen la calidad de vida de los ancianos.

Salud del Anciano; Envejecimiento; Fuerza Muscular;
Calidad de Vida
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