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Abstract

Objective: To investigate the factors related to low social participation in older adults. Method: A hierarchical model was drawn 

using data from 2,251 participants of the Fibra study, aged 65 years or more, without cognitive impairment suggestive of dementia, 

who were living in seven Brazilian cities. Three blocks of variables were considered: macrostructural, socioeconomic and health 

conditions. Results: Factors related to low social participation were low perceived social support (OR:2.18;CI:0.73-1.53; <0.001), 

vision impairment (OR:2.04; CI:1.16-3.61;0.014), age over 80 years (OR:2.03;CI:1.22-3.38;0.006), depressive symptoms 

(OR:1.86;CI:1.29-2.68; <0.001), low cognitive status (OR:1.85;CI:1.20-2.85;0.005) and slowness (OR:1.83;CI:1.26-2.65;0.001). 

Older adults with those conditions have higher odds to be less socially engaged than their counterparts. Conclusion: Personal 

conditions, such as socioeconomic and health status were predictors of low social participation in older adults. Initiatives aiming 

at active aging promotion should focus primarily on vulnerable elderly, especially those with health and/or social disadvantages.
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Resumo

Objetivo: Investigar os fatores relacionados à baixa participação social em idosos. Métodos Um modelo hierárquico foi testado 

utilizando dados de 2.251 participantes do estudo Fibra, com 65 anos ou mais, sem comprometimento cognitivo sugestivo de 

demência, residentes em sete cidades brasileiras. Três blocos de variáveis   foram consideradas: macroestrutural, socioeconômica e 

condições de saúde. Resultado: Os fatores relacionados à baixa participação social foram: baixa percepção de apoio social (OR=2,18; 

IC=0,73-1,53; <0,001), déficit visual (OR=2,04; IC=1,16-3,61; 0,014), idade acima de 80 anos (OR=2,03; IC=1,22-3,38; 0,006), 

sintomas depressivos (OR=1,86; IC=1,29-2,68; <0,001), baixo status cognitivo (OR=1,85; IC=1,20-2,85; 0,005) e lentidão para 

marcha (OR=1,83; IC=1,26-2,65; 0,001). Idosos nessas condições têm maiores probabilidades de serem menos socialmente 

engajados. Conclusão: Condições pessoais, tais como estado de saúde e socioeconômico, foram preditores de baixa participação 

social em idosos. Iniciativas destinadas à promoção do envelhecimento ativo deverão ser dirigidas, principalmente, aos idosos 

vulneráveis, em especial àqueles com desvantagens de saúde e/ou sociais.

Palavras-chave: saúde do idoso; envelhecimento; comportamento social; fatores socioeconômicos; suporte social.
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 ▄ INTRODUCTION

Social participation has been defined as person’s involvement 
in activities that provide opportunities for interactions with 
others in the community or society1. That concept integrates 
the Active Ageing Policy2, along with health and security. In this 
policy, participation is a cornerstone to encourage initiatives for 
productive aging and social engagement in society, emphasizing 
the importance of potential contributions of older adults in 
the community.

Reasons for the emphasis on social participation in old 
age are mostly related to evidence that being socially active 
is associated with well-being, quality of life and lower risk of 
morbidity and mortality3,4. Findings have shown relationships 
between higher level of social participation and lower risk of 
morbidity5, disability6,7, depressive symptoms8, and cognitive 
impairment9. Low social participation, on the other hand, 
increases the risk of mortality, similarly to smoking, sedentary 
lifestyle, alcoholism and other well-known cardiovascular risk 
factors10. It is also an important indicator of earlier functional 
decline and other negatives outcomes. Additionally, numerous 
data have shown the effects of decreased social participation 
on social isolation5,11 and loneliness in old age12.

The effects of social participation on the elderly’s health and 
well-being have been proven in several knowledge fields, with 
robust available data analyzing this phenomenon as independent 
variable, factor or predictor. However, data on what factors exert 
influence over social participation among the elderly is scant. 
This information is critical to guide professionals and policymakers 
on the creation and expansion of opportunities to allow older 
adults increase or maintain their social engagement levels, and 
then, enjoy an active and successful aging. Additionally, this 
knowledge will contribute to identify vulnerable elderly groups 
to whom those positives actions should be primarily addressed.

Contextual and personal characteristics may be reasons for 
variability in social participation, such as preferences and choices 
taken along the course of life and old age13,14. According to 
the socioemotional selectivity theory, older people tend to 
disengage from social activities and relations mostly in response 
to an emotional adaptive process, through which they select 
meaningful relationships and activities in order to avoid stress 
and negative feelings so as to aid their ability to compensate 
losses and optimize cognitive and socioemotional functioning15.

Physical and social environment resources have proven to 
contribute to aging well16,17. According to Lawton’s theory of 
environment press, the individual’s behavior and functioning 
become more dependent on environmental conditions in old age 
due to the accumulation of health problems and impairments 
that affect personal competence17. Low socioeconomic status 
has been found to further these disadvantages to the person’s 
health and well-being. Most of the social activities are performed 

outdoors, in community locations whose access and use are 
not cost-free. Then, limited economic resources can limit the 
options for social engagement16. Furthermore, most of the social 
activities are complex and impose high cognitive demands and 
challenges beyond the resources of people with lower level of 
education. Social participation may be influenced by health 
problems that frequently affect the physical and mental abilities 
needed to perform complex and demanding activities6,8,9,18. 
Restrictions to engage in social activities are possibly due to 
limited mobility, sensorial, reasoning, and emotional functions.

The objective of this study was to investigate the factors 
related to low social participation, considering the influence 
of macrostrutural, socioeconomic and health conditions 
among Brazilian older adults. Macrostrutural conditions are 
understood as contextual aspects that characterize the amount 
of social opportunities and availability of community resources 
that contribute for people being more socially engaged14. In the 
present study, those conditions included frequency and type 
of medical and dental services attended by older adults in the 
last 12 months.

Socioeconomic conditions comprise age, gender, family income 
and education status which may affect social participation on 
personal level, influencing the number and the characteristics of 
social activities performed by elderly. Findings have suggested 
that people living in worse socioeconomic conditions tend to 
restrict their participation in community activities13.

Health conditions, also in personal level, include health 
problems that affect physical and cognitive abilities and are 
frequently recognized as factors that cause lower functional 
performance and disabilities7-9. These aspects may influence the 
physical abilities, mental capacity and motivation to engage in 
high demanding activities in society.

 ▄ MATERIALS AND METHODS

Data were drawn from the Fibra Study, an observational, 
cross-sectional and multicenter study that aimed to investigate aspects 
related to frailty, health and well-being in community-dwelling 
elderly aged 65 or older. Seven Brazilian cities were conveniently 
included: Campinas-SP, Belém-PR, Parnaíba-PI, Ivoti-RS, 
Poços de Caldas-MG, Ermelino Matarazzo-SP and Campina 
Grande-PB. In each city a random simple sampling of population 
was carried out and a minimum number of participants was 
estimated according to sex and age group distribution on 
the local elderly urban population. Trained teams visited the 
houses, inviting older people to participate. At that time, the 
inclusion criteria were being 65 years old or older, being a 
permanent resident in the house, and agreeing to participate in 
the survey. Participants were excluded when they had memory 
problems, severe disability, stroke sequelae, Parkinson’s disease, 
cancer, were bedridden, and who were under palliative care. 
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Inclusion and exclusion criteria were similar to those used in 
The Cardiovascular Health Study (CHS)19.

Data collection was performed between 2008 and 2009, in 
a unique section lasting 40 to 120 minutes, in community and 
public localities, such as schools, churches, health services, 
etc. The research protocol was separated in two parts. The first 
part addressed the socioeconomic status, anthropometric 
measures, blood pressure measure, frailty, and cognitive 
screening. If the participant’s score in the MMSE according to 
his/her education level (years) were high enough, he/she would 
respond the second part of protocol; if not, the participant was 
dispensed. The second part of the protocol was composed by 
a self-report of health problems, functionality, mental health, 
social support and subjective well-being. The cutoff points for 
the MEEM score were: illiterate – 17 points; 1 to 4 years of 
schooling – 22 points; 5 to 8 years – 24 points; and over 9 years 
– 26 points, according to adjustments previously created for 
Brazilians seniors20. Before leaving the data collection section, 
all participants received recommendations regarding healthy 
life habits.

The sample was composed by 2,551 Brazilian older adults 
aged 65 years or over, without cognitive impairment suggestive 
of dementia, and living in urban areas. The research project 
was approved by Ethics Committee on Human Research 
of the State University of Campinas under the number 
208/2007 and registered in the Brazilian Health Authority 
under C.A.A.E 39547014.0.1001.5404.

Social participation was evaluated through a list of advanced 
daily living activities (ADLA) created by authors based on their 
experience and empiric literature-based findings about social 
activities performed by elderly people. The participants would 
answer whether they had never performed, or have interrupted 
the performance or still perform each social activity in the list. 
A score was computed based on the number of interrupted 
activities divided by the number of activities which they still 
perform. The activities they had never performed before were 
excluded. Scores ranged from 0 to 1. According to the third 
quartile, the 25% lowest were categorized as having low social 
participation. The social activities investigated were: visiting 
people, shopping, going to the church, going to social meetings, 
participating in cultural events, driving, doing long and short 
trips, volunteering, working, participating in managing, in 
senior’s university, and attending senior’s groups.

Independent variables were distributed in three blocks. The first 
block, named macrostrutural, was composed by indicators 
of contextual characteristics under which participants lived. 
That conceptualization includes availability of opportunities 
and facilities in the community. The selected variables were the 
self-report of access to the medical and dental services (public 

or private) and the number of medical and dental consultations 
(no one, 1 to 2, 3 to 5, 6 or more) in the last 12 months.

In the second block of independent variables, named socioeconomic 
conditions, were included personal social and economic aspects. 
The variables were: age (65-69, 70-74, 75-79 and 80 years or more); 
sex (male or female); family income – taking into account the 
Brazilian minimum wave/BMW which was approximately 
200 dollars (less than 3 BMW, 3 – 5 BMW and more than 5 BMW); 
education (illiterate or not); and perceived social support 
– evaluated by five questions taken from the Interpersonal 
Support Evaluation List (ISEL). The answer options were: never, 
sometimes, most of times and always, with score ranging from 
5 to 20 (20 = high, 16-19 = moderate and 15 or low)21.

The third block, named health conditions, included several 
self-reported health indicators, signs and symptoms of health 
problems, sensorial problems and performance measures. 
Self-reported indicators were: number of chronic diseases – 
respondents indicated the presence (yes/no answers) of heart 
diseases, hypertension, stroke, diabetes, cancer, arthritis, lung 
diseases, depression and osteoporosis diagnosed by a doctor 
in the last 12 months, and then the number of diseases was 
counted and categorized (0, 1-2, 3 or more); number of health 
problems – respondents indicated the presence (yes/no answers) 
of urinary incontinence, loss of appetite, falls, memory 
problems, sadness, involuntary weight gain and fear of falling 
in the last 12 months, and the number of health problems 
were counted and categorized (0, 1-2, 3 or more); self-rated 
health – respondents answered the question “in general, would 
you say your health is: very good, good, regular, bad or very 
bad”, and answers were categorized as very good/good and 
regular/bad/very bad; visual impairment – respondents were 
asked if they could see well (no; yes with glasses; yes without 
glasses); hearing impairment – respondents were asked if could 
they hear well (yes; no, even with hearing aid; and no without 
hearing aid); depressive symptoms – respondents answered 
15 yes/no questions, considering 6 as cutoff point22, of a short 
version of the GDS (Geriatric Depression Scale) validated for 
Brazilian older adults; cognitive status – respondents were 
evaluated through the Mini-Mental State Examination (MMSE) 
to screen for dementia, which evaluates cognitive functions 
such as memory, orientation and execution ability, and whose 
score takes into account the participant’s schooling, reason 
why it was adapted for Brazilian elderly20 (although the study 
sample was already characterized as not having severe cognitive 
impairment suggestive of dementia, categories of cognitive status 
were obtained to allow a more detailed analysis of this topic); 
weakness was evaluated by applying a handgrip strength test 
according to the method adopted in the Cardiovascular Health 
Study19, considering the participants who scored among the 
lowest 20% in our sample as having low handgrip strength or 
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weakness; slowness was measured through the participant’s 
ability of walking a distance of 4.6 meters marked on the floor, 
noting the time in three trials, and then, calculating the mean 
time and speed, and the participants who scored among the 
lowest 20% were considered as having low walking speed or 
slowness19.

Descriptive analyses were performed for all variables. 
The qui-square test was used to compare proportions. Then, three 
models were built for the three blocks abovementioned, for a 
hierarchical logistic regression. A multivariate analysis was 
performed in order to identify the variables related to low 
social participation. Only significant variables were kept in the 
final model. Statistical significance was considered at p<0.05. 
Analyses were performed in SAS (Statistical Analysis System), 
version 9.2.

 ▄ RESULTS

Descriptive information is presented in Table 1.
Comparative analyses between macrostrutural variables 

and low social participation showed that number of visits to 
dental services (<0.001) and type of medical (<0.001) and 
dental (<0.001) service used were associated with low social 
participation. Low social participation was more often found 
among those elderly who had visited less often dental services 
and who had used public instead private medical and dental 
services (Table 2).

All variables in the second block (socioeconomic) were 
associated with low social participation, except gender. 
Seniors who scored for low social participation were more often 
among those that were older (<0.001), had low family income 
(less than 3 BMW) (<0.001), were illiterate (< 0.001), and had 
low perception of social support (< 0.001) (Table 3).

Regarding health status, associations were observed between 
number of diseases (0.044), number of health problems 
(<0.001), weakness (0.005), slowness (<0.001), higher depressive 
symptoms (<0.001), low cognitive status (<0.001), visual 
impairment (<0.001), poor self-rated health (<0.001) and low 
social participation (Table 4).

The final model showed that the factors related to low 
social participation were low perceived social support 
(<15) (OR:2.18;CI:0.73-1.53; <0.001), vision impairment 
(poor vision without glasses) (OR:2.04; CI:1.16-3.61; 0.014), 
age over 80 years (OR:2.03; CI:1.22-3.38; 0.006), depressive 
symptoms (GDS>6) (OR:1.86; CI:1.29-2.68; <0.001), low 
cognitive status (MMSE<23) (OR:1.85;CI:1.20-2.85;0.005) and 
slowness (OR:1.83;CI:1.26-2.65;0.001) (Table 5). Older adults 
with characteristics above have higher odds to be less socially 
engaged. Personal characteristics linked to socioeconomic 
status and health problems were more relevant determinants 
of low social participation in older adults than macrostrutural 
characteristics.

Table 1. Distribution of macrostrutural, socioeconomic and health 
characteristics of the sample. Fibra Study, Brazil, 2009 (n=2551)

Variables Categories %
Access to medical service Public 60.1

Private 39.8
Access to dental service Public 38.2

Private 61.8
Number of medical 
consultations (year)

0 9.3
1-2 29.5
3-5 34.3
>=6 26.7

Number of dental consultations 
(year)

0 64.5
1-2 25.4
3-5 6.7
>=6 3.3

Age 65-69 37.8
70-74 31.2
75-79 18.9
80+ 11.9

Gender Male 34.2
Female 65.7

Family income <=3 MS 59.3
3-5 MS 22
>5 MS 18.6

Illiteracy Yes 77.6
No 22.3

Perceiveid social support High 36.3
Moderate 30

Low 33.6
Number of chronic diseases 0 11.3

1-2 49.4
>=3 39.2

Number of health problems 0 10.5
1-2 41
>=3 48.4

Weakness Sim 17.3
Não 82.6

Slowness Yes 17
No 82.9

Depressive symptoms Yes 20.4
No 79.5

Cognitive status Low 29.3
Moderate 34.7

High 35.9
Self-rated health Regular/fair 65.4

Good/very good 34,5
Visual impairment No 52.4

Yes with glasses 38.7
Yes without glasses 8.7

Hearing impairment No 73.7
Yes with aid 3.1

Yes without aid 23.1
Low social participation Yes 25.4

No 74.5
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Table 2. Distributions and associations between macrostrutural variables 
and low social participation. Fibra Study, Brazil, 2009 (n=2551)

Low social participation
No (%) Yes (%) p*

Access to medical 
services

Public 57.5 67.7
<0.001

Private 42.4 32.2
Access to dental 
services

Public 35.5 45.9
<0.001

Private 64.4 54
Number of medical 
visits (year)

0 9.2 9.4

0.403
1-2 30 28.2
3-5 34.8 33
>=6 25.8 29.2

Number of dental 
visits (year)

0 61.5 73.2

<0.001
1-2 27.3 19.9
3-5 7.3 4.8
>=6 3.7 2

* x2 significant <0.05

Table 3. Distributions and associations between socioeconomic variables 
and low social participation. Fibra Study, Brazil, 2009 (n=2551)

Low social participation
No (%) Yes (%) p*

Age 65-69 39.7 32.3

<0.001
70-74 31.8 29.3
75-79 18.3 20.7
80+ 10 17.5

Gender M 33.4 36.6
0.143

F 66.5 63.3
Family income <=3SM 56.7 67

<0.0013-5SM 22.7 20
>5SM 20.5 12.9

Illiteracy No 80.3 69.8
<0.001

Yes 19.6 30.1
Perceiveid Social 
support

High 39.5 26.8
<0.001Moderate 31.2 26.6

Low 29.2 46.5
* x2 significant <0.05

Table 4. Distributions and associations between health status and low 
social participation. Fibra Study, Brazil, 2009. (n=2551)

Low social participation
No 
(%)

Yes 
(%) *p

Number of 
chronic diseases

No one 11.9 9.5
0.0441-2 50.1 47.4

>=3 37.9 42.9
Number of 
health problems

No one 11.8 6.4
<0.0011-2 41.7 38.9

>=3 46.3 54.5
Weakness No 83.9 79

0.005
Yes 16 20.9

Slowness No 85.7 74.6
<0.001

Yes 14.2 25.3
Depressive 
symptoms

No 83.8 66.8
<0.001

Yes 16.1 33.1
Cognitive status Low 26 39

<0.001Moderate 34.6 34.9
High 39.3 26

Self-rated health Regular/fair 62.8 72.9
<0,001

Good/very good 37.1 27
Visual 
impairment

No 55.1 44.5
<0.001Yes with glasses 37.6 41.9

Yes without glasses 7.1 13.4
Hearing 
impairment

No 74.8 70.3
0.072Yes with aid 3 3.4

Yes without aid 22 26.2
* x2 significant <0.05

 ▄ DISCUSSION

Macrostrutural, socioeconomic and health conditions were 
considered as potential predictors of low social participation 
in old age. In face of unfavorable social contexts, the absence 
of different types of services can lead people to use more often 
public services. Besides not having opportunities to access other 
health facilities, they probably lack opportunities for engagement 
in social activities in the community. Evidences have showed 
that favorable neighborhoods tend to create more opportunities 
for social participation than unfavorable ones16,17. In this study, 
however, when personal aspects were considered, the relevance 
of contextual measures decreased. Further research is encouraged 
in order to identify better indicators of contextual aspects that 
influence social participation in old age.

The majority of the sample was women and aged less than 
75 years. Those characteristics are in accordance with the 
proportion of those groups in the Brazilian elderly population, 
which is similar in other places of world. In Brazil and in 
others developing countries, the education level often is low 
and illiteracy prevails among older people. Poor education is 
closely related to low income, poverty, disadvantages, social 
vulnerability, lack of information, poor health and low quality 
of life16. Although these conditions are in constant change 
around the world thank positive social policies, they are still 
predominant in many places, implying less opportunities for 
the elderly to be socially engaged.

Physical and mental health problems influence the ability to 
perform daily activities, causing the quality of life and well-being 
to diminish7,23. Social participation is also affected by health 
problems when engaging in social activities requires complex 
abilities to deal with others and with the physical environment. 
Mobility limitations, sensorial problems, cognitive impairment 
and lack of motivation add difficulties for people to engage in 
social life.

All health indicators were individually associated to low 
social participation. Social participation has been found 
to increase with advancing age and then to decline among 
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people aged over 804. After retirement, younger older adults 
enjoy better health conditions and have more time to spend 
in social life. With the passing of the years, they experience 
more health and economic problems leading them to give up 
several social activities. These findings are in accordance with 
the socioemotional selectivity theory which argues that social 
needs change in old age. While younger people search for large 
networks and social connections, older adults prefer narrow, 
confident, supportive and pleasant relationships15.

The final model suggests that the determinants of limited 
social participation overpass diseases and health conditions. 
A combination between socioeconomic conditions and health 
status seems to better explain the limited participation than 
diseases and contextual aspects.

Positive effects of social support for the elderly’s well-being 
have been mentioned by several investigators4,16. Elderly are 
more able to engage in social activities when the perceived social 
support is satisfactory. Furthermore, social support facilitates 
social participation especially among disabled and vulnerable 
seniors24. Support from family and friends, for instance, through 
provision of transport to participate in activities or by helping 
the person to perform an activity, plays a key role in creating 
conditions for more extensive social participation, thereby 
contributing to better health and well-being4.

Besides the general consequences of physiological aging 
process, older adults often experience restrictions due to low 
vision, leading them to be doubly burdened. Vision impairment 
has a significant impact on the elderly’s ability to interact with 
others25. Vision loss may lead not only to limitations in performing 

Table 5. Hierarchical logistic regression analysis of factors related to low social participation in older adults. Fibra Study, Brazil, 2009 (n=1009)

Independent variables
Block 1 Block 2 Block 3

p OR* (CI 95%) p OR* (CI 95%) p OR* (CI 95%)
Macrostrutural
Access to medical services
Private 1.00 1.00 1.00
Public 0.008 1.47 (1.10-1.95) 0.070 1.32 (0.98-1.79) 0.197 1.23 (0.90-1.69)

Socioeconomic
Perceiveid social support
High (20) 1.00 1.00
Moderate (16-19) 0.426 1.16 (0.81-1.66) 0.765 1.06 (0.73-1.53)
Low (<=15) <0.001 2.56 (1.80-3.64) <0.001 2.18 (1.51-3.13)
Age
65-69 1.00 1.00
70-74 0.664 1.08 (0.76-1.54) 0.963 0.99 (0.69-1.43)
75-79 0.016 1.63 (1.09-2.44) 0.155 1.35 (0.89-2.06)
80+ <0.001 2.44 (1.50-3.96) 0.006 2.03 (1.22-3.38)
Illiteracy
No 1.00 1.00
Yes 0.011 1.58 (1.11-2.24) 0.708 0.92 (0.60-1.42)

Health status
Depressive symptoms
No 1.00
Yes <0.001 1.86 (1.29-2.68)
Slowness
No 1.00
Yes 0.001 1.83 (1.26-2.65)
Cognitive status
High (>27) 1.00
Moderate (24-26) 0.492 1.14 (0.78-1.66)
Low (<23) 0.005 1.85 (1.20-2.85)
Visual impairment
No 1.00
Yes with glasses 0.051 1.38 (0.99-1.89)
No without glasses 0.014 2.04 (1.16-3.61)
IC 95% = confidence interval; * OR=Odds Ratio; p significant <0.05
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activities, but also to a cessation of these activities, a strong 
threat to the independence of older adults. Visually impaired 
older adults do perceive restrictions in participation. The impact 
of sensorial impairments on social participation should be 
investigated considering the role of aids designed to compensate 
those losses.

Depressive symptoms affect the individual’s cognitive process, 
influencing judgments about adequacy of social interaction26. 
Croezen et al.8 found that social participation is associated with 
depressive symptoms but the direction and strength of this 
association depend on the type of social activity performed. 
According to them, religious activity protects against depression, 
while political activity increases the risk for depression. 
Depressed people have probably no motivation to engage in 
social activities and tend to avoid social contacts. They have 
difficulty to initiate and maintain friendships, narrowing their 
social network. Social isolation is more frequent among those 
people and promtps even more negative consequences.

Cognitive functions, such as, memory, reasoning, orientation, 
attention and executive abilities are required for advanced 
activities and are often compromised in the case of older people. 
Perception of these disabilities leads them to avoid complex 
activities with high cognitive demand in order to avoid negative 
feelings as frustration. Instead, they may prefer simpler activities 
and narrower social contacts.

Mobility is recognized as a basic living activity often compromised 
in older people6,27,28. Disability for walking independently has 
been related to several negative outcomes, including higher risk 
of mortality29. The physical environment barriers may impose 
the need for high energy expenditure, difficulty to use walking 
aids and other mobility aids, pain and fatigue, endorsing the 
disengagement from social activities. Social activities are complex 
because they are performed in external environments, in the 
community, posing extra challenges for people with disabilities. 
Additionally, as people grow older and accumulate disabilities, 
the skills for management of environment demands become 

more critical for maintenance of healthy and good functioning. 
Better functioning is observed when the interaction of people 
with the environment is positive and satisfactory.

The present study filled the literature gap regarding the 
determinants of social participation, by dealing with this 
phenomenon as an outcome. Conclusions from this study may 
guide reflections and discussion about current policies and 
practices directed to active aging.

Results from this study should be interpreted carefully. 
Firstly, the method used for sample recruitment and data 
collection probably selected healthier and more motivated older 
adults, because in order to participate in this study, participants 
had to leave their houses and go to outdoor places, what require 
previously positive behaviors, mood, motivation and some 
physical competence. Secondly, cognitive impaired elderly 
were excluded of this study. Those limitations imply caution 
especially on the generalization of the results for older adults 
in the general population.

Further researches are invited to approach contextual and 
personal parameters more deeply and investigate their impact 
on the elderly’s social participation in different cultures and 
contexts.

 ▄ CONCLUSION

Low social participation is strongly influenced by low perceived 
social support, presence of visual impairment, advanced age, 
presence of depressive symptoms, low cognitive status and 
low walking speed. Those factors consist in barriers for active, 
successful and well aging. Therefore, positive attitudes and 
efforts targeting to increase the opportunities to encourage 
people to remain socially engaged as they grow older are urgent 
before the worldwide aging trend of populations. Active aging 
promotion depends largely on it.
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