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Abstract
Objectives: To investigate the meanings attributed by the elderly to healthy aging and to being 
happy in old age, and the associations between these meanings and the evaluations of the 
elderly individuals of their overall and domain-referenced satisfaction. Method: A cross-
sectional and multicenter study was performed. The verbal utterances of representative 
samples of community-dwelling elderly persons (N=1,242, aged 65 years and older) 
registered in the databases of two Brazilian cities, were submitted to content analysis 
and compared with satisfaction indicators, considering gender, age and family income. 
Results: Four themes and 14 categories explained the two concepts: physical health and 
functioning (42.1% of utterances), psychological well-being (25.4%), interpersonal 
relationships (23.5%) and material resources and access to health services (9.0%). No 
significant differences were observed for the prevalence ratios between the categories of 
meaning and great satisfaction with life, with the exception of satisfaction and pleasure. 
Conclusion: The two concepts raised common meanings associated with positive aspects 
of old age and had an impact on satisfaction ratings, showing that healthy and happy 
aging is more than just being healthy, but also involves psychological well-being and 
interpersonal relationships.
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INTRODUC TION

Healthy aging is defined by subjective 
measurements, such as life satisfaction, feelings and 
state of mind, and objective measurements, such 
as morbidity, independence and mortality. From 
a biomedical point of view, the most prominent 
description for healthy aging involves three 
criteria: a low risk of illnesses and their associated 
disabilities; high levels of physical and mental 
activity; and active involvement in daily life.1 
Emotional well-being is one of the most valuable 
dimensions from a psychosocial perspective. It has 
been correlated with a happy and satisfied life, and 
has been explained using two different models. 
The sociological model uses life satisfaction and the 
balance between positive and negative feelings as 
indicators. It interprets a subjective assessment of 
the global situation and does not decline with age. 
On the contrary, it seems to increase in old-age.2 
The psychological model is based on the concept 
of seeking personal excellence, which leads to a 
sense of adjustment.3 According to Diener et al.,4 
happiness and pleasure are parts of an ongoing 
experience of positive and negative emotions, the 
physiological and psychological effects of which 
act as regulatory provisions for behavior. 

Studies of subjective well-being in old-age have 
gained an increasing amount of attention in the 
field of epidemiology, due to the accumulation of 
evidence that correlates this variable with positive 
health outcomes, including increased longevity,5 
the adoption of healthy behavior6 and improved 
immune responses.7 

Personal satisfaction with life as a whole, or 
with different aspects of life, is the result of a 
comparison between people’s expectations and 
achievements, which are based on personal and 
socio-normative criteria and are influenced by 
positive and negative affects. These two variables 
integrate the concept of subjective well-being, 
which has long been used in disciplines such as 
psychology, sociology, demography, epidemiology 
and gerontology to study quality of life or successful 

aging in objective and subjective terms, as well as 
the well-being of individuals and populations.4 

Together with overall life satisfaction, domain-
referenced satisfaction integrates the constructs 
of subjective well-being.4 The measurements 
of domain-referenced satisfaction help clarify 
which elements control overall assessments of 
life satisfaction. 

Life satisfaction has been described as a multi-
dimensional and multi-directional concept, which 
can vary in accordance with several conditions. 
Of these, the most commonly studied are the 
variables of age, gender, education and marital 
status.8-10 According to Daig et al.,8 elderly women 
exhibit less life satisfaction than elderly men, due 
to the fact that they experience more symptoms 
and illnesses. According to some authors, the 
elderly are more satisfied with life than non-elderly 
individuals, while other authors have claimed there 
is no correlation between age and life satisfaction.11 

A low level of education and a low income seem 
to have been correlated with lower levels of 
satisfaction in a number of studies.2,10 

Using a questionnaire containing 20 attributes 
of successful aging, Phelan et al.12 determined that 
elderly North Americans (Caucasian and Japanese 
descent) selected the same attributes. Thirteen 
items were indicated as important: health; life 
satisfaction; attention from friends and relatives; 
social relationships; independence in decision-
making; satisfaction related to their own needs; 
not feeling lonely; adapting to age-related changes; 
capacity for self-care until close to death; feeling 
good about oneself; facing the challenges of the 
coming years; an absence of chronic illnesses 
and acting in accordance with their inner values. 
These aspects are the most commonly cited by 
elderly individuals in most qualitative studies of 
the components of healthy or successful aging.13 

A Brazilian study14 suggested that healthy 
aging is correlated with involvement in self-care 
activities, the expression. of positive emotions, 
religiosity, satisfaction related to socioeconomic 
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needs and the ability to change habits. According 
to the elderly participants of a study by Deponti & 
Acosta,15 a balance of multiple factors is required 
for healthy aging to occur. These include biological, 
psychological and social factors. These individuals 
stated that they had active and busy social lives, 
regardless of whether they suffered from some 
form of physical or psychological limitation. 
Similarly, according to Cupertino et al.,16 several 
dimensions were associated with healthy aging, 
including physical, social, emotional, economic 
and cognitive factors, among others.  According to 
Martins et al.,17 the beliefs of the elderly concerning 
old age are linked to the ideology of “a good age”, 
having “a young spirit”, staying active, staying 
healthy, having a good family relationship and 
following a religious faith.  

There is no data available in Brazil concerning 
the correlations between meanings attributed by 
the elderly to concepts such as healthy aging, 
happiness in old age and the subjective well-
being indicated by satisfaction. Understanding 
the meanings that men and women with different 
health conditions, salaries and education levels 
attribute to the concepts of happiness in old age 
and healthy aging is important, given that these 
ideas are linked to their motivation to perform 
activities and look after their health, both of which 
are important to successful aging. 

The aims of the present study were: a) to 
identify and compare the meanings of the concept 
of healthy aging, as expressed by elderly residents 
in Belém-PA and the meanings of the concept 
of happiness in old age, as expressed by elderly 
individuals in Campinas-SP; b) to characterize the 
elderly individuals from the two cities in terms of 
overall life satisfaction and domain-referenced 
satisfaction (memory, ability to solve daily 
problems, friendships and family relationships, 
environment, access to health services and 
transportation) considering the variables gender, 
age and family income; and c) to investigate the 
correlations between the meanings attributed to 
the concepts of healthy aging and happiness in 

old age and the assessments of global satisfaction 
and domain-referenced satisfaction. 

METHODS

The present study was conducted using the data 
contained in the database of a study of frailty among 
elderly Brazilians (Fibra Unicamp study, 2008-
2009), which was multicentric and cross-sectional 
in nature. The aim of the Fibra Unicamp study was 
to investigate frailty in terms of sociodemographic, 
biological and psychosocial variables, using elderly 
urban dwellers (65 years or more). The Fibra study 
involved samples of elderly individuals from seven 
Brazilian locations, which were selected based on 
convenience. In each location, a simple random 
sampling of urban census sectors was conducted 
using a quantity that corresponded to the ratio 
between the number of elderly individuals expected 
and the urban census tracts.18 The present study used 
data from the cities of Belém-PA and Campinas-SP, 
both of which had a population in excess of one 
million at the time of the recruitment and data 
collection. Belém had a gross domestic product 
(GDP) of R$ 9793.00 per capita and Campinas had a 
GDP of R$ 29,731.00 per capita.19 This data confirms 
that the cities are of similar size, but their respective 
populations are exposed to different conditions of 
economic development. 

The present study used quantitative methods, 
despite the diferences in income and the levels of 
well-being in the two samples from the respective 
elderly populations. Analysis of content was used 
to analyze the qualitative data and to categorize 
the meanings of the concepts of healthy aging and 
happiness in old age. 

The following eligibility criteria were used 
during recruitment: individuals aged 65 years or 
more; who had a permanent home address and 
census tract (93 in Belém and 90 in Campinas); 
with no severe impairments that affected their 
physical health, cognition, communication, 
feelings or mobility.20 At the end of the first 
phase of data collection, which included 900 
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elderly individuals in Campinas and 721 in Belém 
and involved assessments of sociodemographic, 
clinical, anthropometric and frailty results, a 
new exclusion criterion was introduced: the score 
obtained by each elderly individual in the Mini 
Mental State Examination (MMSE), minus a 
standard deviation.21 Consequently, the samples 
decreased to 689 individuals in Campinas and 
571 in Belém. These individuals were interviewed 
about health and psychosocial variables, including 
those of interest to the present study. 

All of the participants signed a Free and 
Informed Consent Form. The project received 
approval from the Research Ethics Committee 
of the Medical Sciences Faculty of Unicamp 
under protocol number 208/2007; CAAE 
39547014.0.1001.5404. An addendum to the main 
project was approved under protocol number 
CAAE 01511146000-07.

Participants 

The sample contained 1242 elderly individuals 
with no cognitive deficits suggestive of dementia, 
who answered an open question about the meaning 
of healthy aging (Belém: n=566) or an open 
question about the meaning of happiness in old 
age (Campinas: n=676). In both cities, questions 
about overall satisfaction and domain-referenced 
satisfaction were included. The interviewers literally 
noted the content of the answers and transcribed 
them in full for the subsequent analysis of content 
(Bardin).22 They also recorded the answers related 
to the scales of satisfaction and the items that 
requested socioeconomic data. 

Variables and measurements

1. Meanings attributed to the concept of healthy 
aging: What does healthy aging mean? This question 
was posed to the elderly participants in Belém, 
who answered it freely. The interviewers noted 

down their responses word-for-word, and then 
transcribed them into a database for subsequent 
analysis of content (Bardin).22

2. Meanings attributed to the concept of happiness 
in old age: What does it mean to be happy in old age? 
This question was posed to the participants in 
Campinas. The interviewers noted down their 
responses word-for-word, and then transcribed 
them into a database for the subsequent analysis 
of content (Bardin).22

3. Overall life satisfaction and domain-referenced 
satisfaction: A single item was used to assess 
overall satisfaction, whereas six items were used to 
assess domain-referenced satisfaction: memory; 
capacity to solve daily problems; friendships 
and family relationships; environment (climate, 
noise, pollution, attractions and safety); access to 
health services and transportation.23 The items 
were scalar, each with three levels of intensity 
(1= low, 2= moderate and 3= high).  

4. Socioeconomic variables: a) gender (male 
or female); b) age in years completed since 
birth, grouped into four age groups (65-69, 
70-74, 75-79, and >80 years or more); c) family 
income [salaries, pensions, retirement funds, 
social benefits, rent and interest received on 
a monthly basis by members of the family 
(gross values), which were converted into the 
corresponding number of minimum salaries 
(MS) at the time of the data collection (≤1; 1.1 
to 3; 3.1 to 5; >5 MS)].

Data Analysis

The data related to the concepts of healthy 
aging and happiness in old age was submitted to 
analysis of content, which is a method of qualitative 
analysis that does not exclude the possibility of 
using a quantitative approach, when the aim of 
the study or the quantity of data generated by the 
qualitative approach suggests that quantification 
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could provide useful data for the phenomenon in 
question. Thus, qualitative analysis does not reject 
any form of quantification. 22 

Working individually, and later together, two 
specialists conducted the pre-analysis, which 
involved a reading of the textual material obtained 
from the literal transcripts of the responses 
provided by the participants in Belém-PA. Each 
member of this pair performed independent 
analysis of the statements on the meaning of healthy 
aging, identifying similarities and differences. 

Subsequently, these statements were grouped 
into themes and categories, or equivalence 
classes defined by the meanings recorded, based 
on the theories and micro-theories addressing 
psychological development in old age (Bardin).22 
The data from the two observers was collated and 
submitted to reliability analysis, with a requirement 
of 100% agreement. Next, the statements on 
the concepts of happiness in old age (elderly 
participants in Campinas) were analyzed based on 
the categories derived from the concept of healthy 
aging. This analysis was performed by the same pair 
of researchers who analyzed the corpus from Belém. 
The results of their work were submitted to a panel 
of analysts, who confirmed that the themes and 
categories correlated with the concept of healthy aging 
were repeated for the concept of happiness in old age.  

Since no qualitative diferences were found 
between the themes and categories in relation to 
the content of the two concepts assessed in Belém 
and Campinas, it was decided to analyze the data 
from both cities together. The frequency of the 
themes and categories was counted and these were 
then submitted to statistical analysis. 

For each city, the data related to overall 
satisfaction, domain-referenced satisfaction, 
gender, age and family income were submitted 
to analysis of frequency and the Chi-squared test. 
Subsequently, statistical analysis was conducted 
for the satisfaction variables and the correlations 
between them, as well as the meanings, considering 
the two cities separately. The Mann-Whitney test 
was used to compare men and women, whereas 
the Kruskal-Wallis test was used to compare age 
groups and income. Cox regression analysis was 
used to estimate the prevalence ratios for high, 
moderate and low overall satisfaction. The level of 
significance adopted for all statistical tests was 5%.  

RESULTS 

Four themes were derived from the statements of 
the elderly participants on the concepts of happiness 
in old age and healthy aging: health and functionality; 
psycholog ica l wel l-being; interpersonal 
relationships and material resources. The first three 
themes were divided into 14 categories. The fourth 
did not involve categories. The theme health and 
functionality was addressed in the highest number 
of statements (1028), followed by psychological 
well-being (621), interpersonal relationships (574) 
and material resources (221). Special mention 
must be made of the categories physical health 
and activity in theme 1, satisfaction/pleasure and 
religiosity/spirituality in theme 2, and harmonious 
family and social relationships in theme 3. Chart 1 
displays the themes and their respective categories, 
each defined and exemplified by the participant ś 
statements This chart also contains the frequency 
of statements by category and by theme.  
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Of the elderly individuals living in Campinas, 
68.6% were female. In Belém, this figure was 
69.4%. The mean age of the participants was 
72.2(±5.5) years in Campinas and 72.9(±6.0) years 
in Belém (ranging from 65 to 90 years). Men in 
both cities had a significantly higher family income 
than women: in Belém, the mean was 4.1(+4.0) 
minimum salaries; in Campinas, the mean was 
5.8 (+7.2) minimum salaries (p=0.038). However, 
the elderly residents in Belém had a significantly 
lower family income than those in Campinas. A 
significantly higher number of men in Campinas 
had an income of 10 minimum salaries (p=0.014), 
when compared with men in Belém (data not 
tabulated). 

Most of the elderly participants claimed to be 
very satisfied with life, and more than 80.0% were 
highly satisfied with life when compared with 
people in other age groups. The high frequency 
of elderly individuals who were satisfied with 
friendships was similar in the two cities, as 
was their satisfaction for the capacity to solve 
problems. High satisfaction with the environment 
was reported by approximately half of the elderly 
individuals in both cities. In Campinas, almost 
70.0% were very satisfied with transportation, 
although in Belém, this figure ranged from 30.6% 
to 37.2%. The percentage of elderly individuals 
satisfied with their memory was approximately 
50.0% in Belém and 52.0% in Campinas. In 
Campinas, more women than men classified their 
health status as intermediate. This was also the case 

when compared with other age groups.  In Belém, 
men were significantly more satisfied with their 
memory than women. More women expressed 
a low level of satisfaction for this domain than 
men (Table 1).

No statistically significant diferences were 
found in the satisfaction assessments for age 
groups, as can be seen in Table 2. 

Table 3 contains data concerning the satisfaction 
assessments, according to family income. In Belém, 
there was a significantly higher percentage of 
elderly individuals who had an income higher 
than 10 minimum salaries and claimed to be 
very satisfied with transportation. No statistically 
significant diferences were recorded in either city 
for this variable. 

Table 4 displays the results of the analysis of 
the prevalence ratios for elderly individuals who 
classified their overall life satisfaction as high, when 
compared with those who classified it as moderate 
or low. Table 4 also contains data related to the 
statements provided for the meanings of healthy 
aging and happiness in old age. Notably, among 
elderly individuals who associated satisfaction 
with pleasure, there was a significantly greater 
number of participants in both cities (indistinctly) 
with a high level of satisfaction than there was 
with a moderate or low level of satisfaction. No 
statistically significant diferences were found for 
the other categories. 
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Table 1. Men and women from Campinas-SP and Belém-PA, according to their overall life satisfaction 
and domain-referenced satisfaction. Fibra Unicamp study, 2008-2009.

Campinas-SP Belém-PA

Variable Male Female p-value Male Female p-value

Satisfaction: life
Low                                
Moderate                        
High                   

Satisfaction: compared
Low                                
Moderate                       
High                   

Satisfaction: memory
Low                                
Moderate                        
High                   

Satisfaction: capacity
Low                                
Moderate                        
High                   

Satisfaction: friendships
Low                                
Moderate                       
High                   

Satisfaction: environment
Low                                
Moderate                      
High                   

Satisfaction: health 
services

Low                                
Moderate                      
High                   

Satisfaction: transportation
Low                                
Moderate                        
High                                

 
9 (4,5%)

64 (31,7%)
129 (63,9%)

9 (4,5%)
40 (19,9%)
152 (75,6%)

13 (6,5%)
86 (42,8%)
102 (50,7%)

6 (3,0%)
53 (26,4%)
142 (70,6%)

5 (2,5%)
37 (18,3%)

160 (79,2%)

33 (16,3%)
48 (23,8%)
121 (59,9%)

31 (15,4%)
56 (27,9%)
114 (56,7%)

14 (6,9%)
39 (19,3%)

149 (73,8%)

20 (4,6%)
148 (33,7%)
271 (61,7%)

7 (1,6%)
118 (27,1%)
311 (71,3%)

47 (10,7%)
166 (37,9%)
225 (51,4%)

17 (3,9%)
101 (23,1%)
319 (73,0%)

10 (2,3%)
70 (16,0%)
357 (81,7%)

67 (15,3%)
112 (25,6%)
258 (59,0%)

55 (12,6%)
108 (24,8%)
273 (62,6%)

29 (6,7%)
99 (22,9%)
304 (70,4%)

0,871

0,0211

0,171

0,601

0,761

0,861

0,351

0,591

       
10 (5,7%)

58 (33,3%)
106 (60,9%)

4 (2,3%)
44 (25,3%)
126 (72,4%)

15 (8,7%)
59 (34,1%)
99 (57,2%)

6 (3,4%)
40 (23,0%)
128 (73,6%)

11 (6,3%)
32 (18,4%)
131 (75,3%)

62 (35,6%)
53 (30,5%)
59 (33,9%)

30 (17,2%)
69 (39,7%)
75 (43,1%)

38 (22,0%)
71 (41,0%)
64 (37,0%)

        
22 (5,6%)

120 (30,6%)
250 (63,8%)

22 (5,6%)
103 (26,3%)
266 (68,0%)

77 (19,6%)
134 (34,2%)
181 (46,2%)

25 (6,4%)
88 (22,5%)
278 (71,1%)

16 (4,1%)
74 (18,9%)

302 (77,0%)

133 (34,4%)
117 (30,2%)
137 (35,4%)

73 (18,7%)
140 (35,9%)
177 (45,4%)

92 (23,5%)
176 (45,0%)
123 (31,5%)

  
0,801

0,191

0,00271

0,361

0,511

0,941

0,691

0,431

1Chi-squared test.
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DISCUSSION

The decision to investigate the meaning of 
happiness in old age in the city of Campinas and 
healthy aging in Belém was random (it could have 
been the opposite). However, when planning the 
study in the two cities, we hypothesized that the 
responses to the two questions would be similar, 
since both represent a positive meaning for old 
age. This hypothesis was confirmed through the 
analysis of content, enabling us to aggregate the 
participants from the two samples in the subsequent 
quantitative analysis, despite the differences in 
income and well-being in the respective elderly 
populations.  

The term mentioned most often for both 
‘healthy aging’ and ‘happiness’ was “health”. 
Similar results have been recorded in earlier 
studies.17,24 

Good health is the key to a long, satisfying 
and fulfilled life. A study of 11,523 elderly men 
and women (ELSA) showed that chronic illnesses 
were correlated with lower levels of happiness 
and well-being.25 In a context of decreasing 
biological resilience, which is reflected in the 
increase of chronic illnesses and deficits in 
physical and cognitive function, it is clear that 
health and functionality are a great concern for 
the elderly population. Psychological resources 
are important health mechanisms, given that they 
lead to adaptable behavior and contribute to an 
understanding of the complex relationship between 
resources and personal behavior, thereby favoring 
successful aging throughout an individual’s life.6

Health demands interact with other 
environmental, family and social demands 
(and offers). In both cities, the participants 
claimed to be very satisfied with their family 
relationships and friendships, as well as their 
ability to solve day-to-day problems. Most of the 
elderly participants claimed to be satisfied with 
life, confirming the results obtained in a study 
by Rostampoor-Vajari et al.26      

Carstensen et al.27 investigated the emotional 
behavior of elderly individuals who, in old age, begin 

to experience and show more intense emotions, 
avoiding negative stimulation and exhibiting less 
capacity to decode emotional expressions. This 
process is reflected in the following: a greater 
capacity to calibrate the effect of the intensity of 
events; a greater integration between cognition 
and affectivity; more mature defense mechanisms; 
more use of proactive strategies and greater life 
satisfaction. 

As well as support, the elderly are interested in 
maintaining or achieving harmonious family and 
social relationships, as evidenced by the frequent 
mentions of these categories. The family seems to 
be of extreme importance to elderly individuals. 
Feeling loved by family members and friends has 
been correlated with a positive self-perception, 
happiness and healthy aging.28 Elderly individuals 
who reduce their peripheral contacts, while 
maintaining significant emotional contact with 
people who are close to them, enjoy a greater 
subjective well-being than others.27

The participant statements showed that the 
elderly individuals did not isolate themselves at home. 
They were involved in active social community 
networks, where they shared friendships and 
exchanged support and care. Social involvement 
is perceived as the frequency of participation in 
activities that involve interactions between people. 
High levels of social involvement are a protective 
factor against physical and cognitive limitations.28 
In addition, social participation has been correlated 
with more independent functioning in daily life, 
in activities and in the complex roles related to 
work, leisure, social life and community life. For 
many elderly individuals, offering support is more 
important than receiving support, since it involves 
productive social behavior that strengthens self-
esteem.29 

Old age involves a process of inner searching 
and an investment in spirituality and self-awareness, 
resulting in personal development associated with 
higher levels of happiness. In the present study, a 
part of the satisfaction of the elderly participants 
was due to their participation in religious activities, 
which provided social contact and led to the 
establishment of positive bonds. 
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The least common theme to be mentioned 
was material resources, despite the fact that it has 
been strongly correlated with successful aging.2 
The elderly recognize the relevance of money, 
social opportunities, environmental conditions, 
access to health services, comfort and safety to 
their well-being and independence. This may be 
due to the fact that they have become resistant 
to frustrations throughout their lives and have 
developed realistic aspirations, as well as the ability 
to control emotions. Thus, they can deal with the 
parsimony of these conditions in society more 
effectively than younger people. 

Similar to earlier scientific studies, men had 
higher salaries than women in both cities, possibly 
due to educational, economic and employment 
disadvantages that accumulated throughout their 
lives. Consequently, in old age, most of the women 
assessed had less income than the men. 

Women more often expressed a low level 
of satisfaction with their memory than men, 
confirming earlier data18 indicating that women 
have a lower sense of self-efficacy for memory 
and cognition than men, and that their cognitive 
performance is indeed worse due to gender 
stereotypes and a lack of career opportunities. 

Based on the correlations between the meanings 
of healthy aging and happiness in old age, it became 
clear that the elderly worry about staying active 
and independent. The oldest individuals value their 
independence greatly, particularly when faced with 
the possibility of depending on others. 

Feeling happy and healthy is a reflection of 
the sum of an individual ś satisfaction, their 
physical and psychological equilibrium, their 
activity levels, values, the meaning of life, their 
perception of new possibilities and feelings, as 
well as their strength and active participation in 
society. Thus, the category satisfaction and pleasure 
was significantly correlated with life satisfaction, 
suggesting its relevance to our considerations of 
aging well. People who can manage their own 
life and determine when, where and how they 

will engage in leisure activities, social events and 
work, consider themselves, and are considered by 
others, as healthy or successful. Studies indicate 
that 67.5% of the variations in happiness occur 
at an intrapersonal level, which in the case of the 
elderly, could be partly attributed to the time they 
spend performing different activites.30 

The selection of elderly individuals with no 
cognitive deficits and the requirement for the 
elderly participants to make their own way to the 
data collection centers may have led to a survival 
bias in the present study. In other words, there 
was a strong possibility that only successful elderly 
individuals (in physical, emotional and cognitive 
terms) would participate in the research. Future 
studies should seek to obtain data from elderly 
individuals with other health conditions, based 
on recruitment in different contexts.  

CONCLUSION

For the elderly participants of the present study, 
healthy aging meant more than simply being healthy. 
It also involved their psychological well-being and 
interpersonal relationships. The elderly understand 
healthy aging to be a process that is a consequence 
of the balance between their functional capacity, 
cognitive function, memory, happiness, autonomy, 
lifestyle and individual constructions, as well as 
affective and social dynamics. 

The data that emerged from the analysis of the 
statements of elderly residents from two different 
Brazilian cities suggests that successful aging does 
not simply depend on a set of elements (individual 
and relationships), but also on macrostructural 
elements that can provide the elderly with the 
material wealth and education required to age 
successfully and well. The results of the present 
study confirm the importance of psychological 
variables in the determination of an adequate 
quality of life in old age. This information is relevant 
to the performance of health and educational 
interventions, as well as the efficiency of public 
policies that promote healthy and successful aging 
in different socioeconomic contexts.  
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