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Objectives: To determine the predictors and level of social participation and depressive symptoms within the
context of isolation during the COVID-19 pandemic and investigate if the residence and type of housing had
a moderating role in the relationship between social participation and depressive symptoms.
Methods: This cross-sectional, comparative, and correlational study was conducted on a sample of 299 partic-
ipants. Research instruments used in this study included: socio-demographic questionnaire, the Geriatric
Depression Scale, the Maastricht Social Participation Profile, and Mini-Mental State Exam.
Results: Social participation was found to contribute negatively to symptoms of depression (b = -0.245, p <

.01), with a higher level of depression being found in older adults living in nursing homes (b = -0.152, p <

.05).
Conclusions: The study confirmed a strong relationship between social participation and depressive symp-
toms in the COVID-19 pandemic.
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Introduction

Modern society has seen an increase in the population of older
adults worldwide. The extension of life expectancy and the growth of
the population of older adults have led to morbidity and mortality
change in the 21st century.1 Old age represents a vital predictor of
mental health. Therefore, its threat is not limited to the physical effects
of aging, but it also creates challenges that affect psychological and
social well-being. Disability due to various comorbidities and lack of
personal and financial autonomy are further factors contributing to
the increased prevalence of psychiatric conditions in older adults.2

The most frequent problem in the mental health domain in older
adults is the onset of geriatric depression.3 According to the World
Health Organization (WHO), more than 15% of people over the age of
60 suffer from mental disorders, with depression being the most
common.4 Aging itself is not a sufficient cause for increased depres-
sion rates. Depression has become a significant problem due to its
close relationship with different age-related factors, such as retiring
from work, disability, pain, cognitive impairment, low sense of
control over one's life, perception of one's health as being poor,
chronic illnesses, functional impairment and increased mortality,
which all lead to an elevated risk of depression in elderly.5,6

The incidence of depression rises with age so that one of every ten
people aged 65-84 experiences a major depressive episode in their
life.6 Depression occurs much more frequently in older adults whose
physical ability steadily declines and those who are ever less able to
participate in everyday activities.7 Research on the mental health of
older adults during the COVID-19 pandemic indicates a more severe
experience of anxiety and depression.8,9

Social participation is one of the crucial protective factors in pre-
venting depression.10 It is defined as "connecting with people and
the community" and is strongly linked to the health and well-being
of older individuals.10 It can be regarded as one of the cornerstones
for preserving the quality of life of older adults and their psychologi-
cal welfare and satisfaction with life.11 Social participation has a posi-
tive effect on the physical activity of older adults, the formation of
new and maintenance of old social networks, and consequently, on
adequate social support.12 One critical mechanism through which
social participation may exert protective effects against depression is
social support.12,13

Involving older adults in various activities allows them to create
social relationships and engage in emotional exchange, which results
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in higher levels of connectedness and lower levels of loneliness.10

Emotional social support has been identified as adequate protection
against depression, which can be even more significant than instru-
mental support.10 Less social participation and social interaction in
old age have been linked to higher depressive symptoms.14 Social
interaction gives people a sense of belonging and social identity, and
opportunities to participate in various activities.14 According to the
stress-buffering model, positive social support can buffer the harmful
effects of stressful life events on depressive symptoms among older
adults.15

Previous studies have been contradictory regarding older adults'
level of social support. Some of them16 indicate lower social support
in nursing homes, in contrast to research that revealed higher social
support for older adults due to the many potential social partners17.
Research highlights various factors on which the level of social sup-
port depends, on the vital role of family size, connections, and family
structure as a source of support in reducing depressive symptoms
among older adults living in nursing homes18 and those living in their
homes19. People who have a small family size, live with their spouse,
or in a private home, contact their children frequently, and take part
in more social activities tend to have a low level of depressive symp-
toms.19 Another risk factor that determines the severity of depression
is living in rural areas; however, the residence type does not buffer
the effects of social support on depressive symptoms.19

During the COVID-19 pandemic in 2020, as a protective measure,
the Serbian government-imposed limitations of movements and
social contacts on adults over the age of 65, while those who resided
in nursing homes spent most of their time in total isolation. Accord-
ing to studies conducted in other countries, these measures lead to
lower social participation and loneliness in the elderly.20 The subjec-
tive sense of loneliness and isolation has been linked to numerous
problems in older adults' mental and physical health, the most com-
mon of which being higher rates of depression and higher
mortality.21

Therefore, the study aimed to determine the predictors and level
of social participation and depressive symptoms in older adults in the
situation of isolation due to the COVID-19 pandemic and whether
decreased possibility for social participation increased depression.

The following research hypotheses from this conceptual frame-
work were proposed:

(1) Higher level of social participation would reduce the level of
depression symptoms among older adults during the Covid-19 pan-
demic in Serbia; (2) Gender, age, type of residence, place of residence,
income, education, and marital status would be significantly associ-
ated with social participation and depressive symptoms in older
adults; (3) Type of residence would moderate the relationship
between social participation and depression symptoms in older
adults during the Covid-19 pandemic in Serbia, and (4) Place of resi-
dence would serve as a moderator between social participation and
depression symptoms of older adults during the Covid-19 pandemic
in Serbia. Therefore, we hypothesize that the evidence of (3) and (4)
would indicate that living in one's own home, in rural arias, will be a
protective factor for older people with reduced social participation
(due to a pandemic) from developing depressive symptoms.
Methods

Research design

A cross-sectional, comparative, and correlational study design
using a self-assessment survey with a convenience sample of Serbian
older adults. The STROBE Statement � Checklist for cross-sectional
studies was used (Appendix A).
Sample and setting in research

The convenience sample comprised of 299 older adults (aged 60
and over), out of whom 110 (36.8%) resided in nursing homes and
189 (63.2%) lived in their own homes. Of the total sample, 173
(57.9%) participants lived in urban and 126 (42.1%) in rural areas.

The inclusion criteria were: over 60 years of age, intact orientation
to space, time, and person, and a signed consent form for participa-
tion. Before completing the questionnaire, a cognitive screening was
conducted using the Mini-Mental State Exam. Respondents who had
a score of 25 or more were included in the study.

The exclusion criteria were: older adults with poor health, disori-
ented, persons with whom it was impossible to establish good collab-
oration, older adults unwilling to participate, and failing to comply.
Also excluded are older adults with impaired vision, impaired hear-
ing, speech and language disorders, psychiatric illness, and older
adults suffering from or being treated for malignant diseases. To
examine these issues, we used existing medical data owned by the
respondents or that exist in the documentation of the nursing home.
Considering the number of potential predictors for conducting hier-
archical regression analysis22, as well as data about the population
size of older adults23 that satisfy requirements of our study at a sig-
nificance level of a = 0.05, power 95% and small effect size of 0.20, a
minimum sample size of 192 subjects were needed for this study.

Data collection

The data were collected using paper and pencil techniques from
March to May 2020, while movement restrictions were still in place.
Researchers distributed self-reported questionnaires to two nursing
homes and two retirees' associations to assess older adults. The total
number of residents in the two homes was 462, of which 321
accepted to participate in the study, and 22 residents were excluded
from the study due to the low score on the Mini-Mental State Exam.
All older adults who met the inclusion criteria were invited to partici-
pate in the study. After receiving participants' verbal informed con-
sent, researchers personally handed out and collected the
questionnaires. There was no time limit for filling in questionnaires,
and, if needed, every participant was offered help with writing the
answers. In addition, all of the researchers were tested for COVID-19
beforehand to ensure the safety of all participants.

Instruments

Research instruments used in this study included: socio-demo-
graphic questionnaire (SDQ), the Geriatric Depression Scale (GDS),
the Maastricht Social Participation Profile (MSPP), and Mini-Mental
State Exam (MMSE).

Socio-demographic questionnaire (SDQ) included basic informa-
tion such as gender, year of birth, place of residence (town/village),
type of residence (nursing home/one's own house), income, educa-
tion, and marital status. SDQ also included questions on the existence
of chronic diseases and disabilities.

The Maastricht Social Participation Profile (MSPP) is intended for
persons over 60. MSPP assesses how often people participate socially
and how many different types of social participation they were
involved in in the past four weeks. It contains 25 items and has three
sections: work (9 items), contact with friends (8 items), and contact
with family (8 items). All items have the same answer format: (0)
never, (1-3) less than once a week, (4-8) once or twice a week, (9+)
more than twice a week. Two scores can be calculated for each index:
diversity scores and frequency scores. Diversity scores refer to the
number of items in the index on which a respondent scored at least
one. Frequency scores reflect the mean score of the items in the
index. In addition, the total diversity score refers to the number of



Table 1
Socio-demographic characteristics of the study sample (in total and by subsamples).

Sample description Study sample
Total N (%) Urban N (%) Rural N (%) Nursing home N (%) Own home N (%)

Gender
Male 120 (40.1) 63 (36.4) 57 (45.2) 45 (40.9) 75 (39.7)
Female 179 (59.9) 110 (63.6) 69 (54.8) 65 (59.1) 114 (60.3)
Age (M§SD) 75.7§8.15 71.6§6.48 79.33§7.42. 70.9§6.10
Marital status
Married 99 (33.1) 43 (24.9) 56 (44.4) 10 (9.1) 89 (47.1)
Divorced 10 (3.3) 7 (4) 3 (2.4) 7 (6.4) 3 (1.6)
Widowed 55 (18.4) 30 (17.3) 25 (19.8) 33 (30) 22 (11.6)
In a relationship 110 (36.8) 76 (43.9) 34 (27) 41 (37.3) 69 (36.5)
Single 25 (8.4) 17 (9.8) 8 (6.3) 19 (17.3) 6 (3.2)
Education
Primary school 105 (35.1) 39 (22.5) 66 (52.4) 43 (39.1) 62 (32.8)
High school 115 (38.5) 71 (41) 44 (34.9) 33 (30) 82 (43.4)
College 49 (16.4) 36 (20.8) 13 (10.3) 17 (15.5) 32 (16.9)
University 30 (10.0) 27 (15.6) 3 (2.4) 17 (15.5) 13 (6.9)
Income
Very good 32 (10.7) 25 (14.5) 7 (5.6) 13 (11.8) 19 (10.1)
Sufficient 139 (46.5) 70 (40.5) 69 (54.8) 40 (36.4) 99 (52.4)
Barely sufficient 71 (23.7) 36 (20.8) 35 (27.8) 22 (20) 49 (25.9)
Insufficient 57 (19.1) 42 (24.3) 15 (11.9) 35 (31.8) 22 (11.6)
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indices on which a respondent had a score of at least one. Higher
scores indicate more diverse or more frequent social participation.
Cronbach's a for MSPP in the original study on different groups of
respondents was higher than 0.70.24

The Geriatric Depression Scale � GDS is a self-assessment scale
that includes 15 items requiring yes/no answers. The items reflect
the variability of symptoms linked to depression, including depres-
sive mood, lack of motivation, being oriented toward the past instead
of the future, cognitive difficulties, obsessive features, and anxiety.18

Of the 15 items, 10 indicated the presence of depression when
answered positively, while the rest (question numbers 1, 5, 7, 11, 13)
indicated depression when answered negatively. Scores of 0-4 are
considered normal; 5-8 indicate mild depression; 9-11 indicate mod-
erate depression and 12-15 indicate severe depression. In other stud-
ies, the analysis of the reliability of the GDS showed an internal
consistency higher than 0.80 (Cronbach's alpha).25,26

Mini-Mental State Exam16 is used in situations requiring rapid
cognitive screening. The reliability of this instrument is good, with
Cronbach's alpha over 0.70.27 In this study, it was used to assess
which older adults fulfilled the criteria for the study. It contains ques-
tions that assess mental orientation to time, space and person, mem-
ory, and concentration.

Ethical considerations

The Ethics Committees of the Faculty of Medicine, the University
of Novi Sad, Serbia (16.07.2020.01-39/211), approved the implemen-
tation of this study and the administration of nursing homes and
retiree' associations where the study was conducted. Participation in
the study was voluntary. All participants received written informa-
tion concerning the aims of the study and that completing the set of
self-report questionnaires was the expression of consent to partici-
pate in the study. Anonymous answers guaranteed data confidential-
ity.

Data analysis

The IBM� SPSS� Statistics 20.0 software program was used for
analysis. Numerical variables are shown using mean values and stan-
dard deviations, and attributive variables using frequencies and per-
centages. Within comparative statistics, we used Pearson's linear
correlation coefficient, the hierarchical linear model, the multiple
regression analysis, and the moderation analysis in which categorical
variables were coded into dummy variables and models were tested
in a two-step procedure. First, the cutoff values of risk probability
were calculated at the significance level of 95% (p<0.05) (difference
in statistical parameters is significant) and 99% (p<0.01) (difference
in statistical parameters is highly significant).

Results

Socio-demographic characteristics of the participants

The sample included 120 (40.1%) male and 179 (59.9%) female
participants, the average age being 74.0 years (SD=7.76), in the range
from 60 to 92 years of age. More than two-thirds of the participants
were married (33.1%) or in a relationship (36.8%) and completed pri-
mary (35.1%) or high school (38.5%) education. In addition, nearly
half of all participants (46.5%) assessed their income as being suffi-
cient to fulfill their needs, while 23.7% assessed their income as
barely sufficient for their needs. Other socio-demographic character-
istics are shown in Table 1.

Reliability of the research instruments

The research instruments were shown to have a satisfactory level
of reliability in terms of internal consistency determined by Cron-
bach's alpha coefficients. Namely, Cronbach's a for MSPP in this study
was 0.79. Cronbach's a for the GDS was 0.82, while the reliability of
the Mini-Mental State Examination showed an internal consistency
of 0.76.

Descriptive statistics and correlation coefficients MSSP and GDS

Table 2. shows average scores on MSPP and GDS for the entire
sample as well as subsamples of older adults on their type and place
of residence. MSPP has a range of 0 to 3, with average scores being
1.03 (SD=0.55) for the entire sample, 0.71 (SD=0.43) for the sample of
older adults living in a nursing home, and 1.21 (SD=0.52) for the sub-
sample of older adults living at home. The average scores on GDS
were 6.61 (SD=2.17) out of 15 for our entire sample, 7.54 (SD=2.11)



Table 2
Average scores on MSPP and GDS scales.

Total range Total Nursing home Own home Urban Rural
Min - Max Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)

MSPP 0 - 3 1.03 (0.55) 0.71 (0.43) 1.21 (0.52) 0.93 (0.48) 1.15 (0.61)
GDS 0 - 15 6.61 (2.17) 7.54 (2.11) 6.07 (2.02) 6.98 (2.09) 6.09 (2.18)

Table 3
Predictors of social participation and depressive symptoms.

Criterion Social participation (R = 0.556**) Depressive symptoms (R = 0.376**)

Variable (ref. group) B (S.E) b p B (S.E) b p
Gender (male) .009 (.057) .008 .874 .187 (.252) .042 .457
Age -.020 (.004) -.282 .000 -.001 (.019) -.005 .943
Type of residence (nursing home) .307 (.070) .271 .000 -1.239 (.309) -.276 .000
Place of residence (urban) .074 (.064) .067 .248 -.648 (.282) -.148 .022
Income (very good) -.082 (.030) -.138 .007 .115 (.134) .049 .392
Education (primary school) .099 (.030) .174 .001 -.350 (.134) -.155 .009
Marital status (single) .010 (.020) .027 .614 -.059 (.087) -.040 .496

**p < .01

Table 4
Moderating effects of the type of residence in the relationship between depression and
social participation.

R DR2 B S.E. b p

First block .335 .112
Social participation -.245 .060 -.245 .000
Type of residence -.315 .124 -.152 .012
Second block .338 .002
Social participation -.308 .102 -.308 .003
Type of residence -.292 .128 -.141 .023
Interaction .096 .126 .073 .447
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for a sample of older adults living in nursing homes, and 6.07
(SD=2.02) for those living at home.

On the sample of older adults living in nursing homes, the correla-
tion between social participation and depressive symptoms was
-0.224 (p < .01). In contrast, this correlation was -0.202 (p < .01) on a
subsample of older adults living at home.

Older adults in urban areas had an average score of 0.93 (SD
=0.48), and those living in rural areas were 1.15 (SD = 0.61) on the
scale of social participation. Concerning depressive symptoms, urban
dwellers scored 6.98 (SD = 2.09) on average, and those living in rural
areas 6.09 (SD = 2.18). Correlation between social participation and
depressive symptoms on a subsample from urban population was
-0.362 (p < .01), and -0.225 (p < .01) for those from the rural popula-
tion.

Predictors of social participation and depressive symptoms

Multiple regression analysis was performed to determine predic-
tors of social participation and depressive symptoms (Table 3). Cate-
gorical variables were pre-coded into dummy variables, and
reference groups are listed in Table 3.

About predicting social participation, the model is statistically sig-
nificant in total (R = .556, p < .01), and it explains approximately 31%
of social participation variance. Significant predictors of social partici-
pation were: age (b = -.282, p <.01), type of residence (b = .271, p
<.01), income (b = -.138, p <.05) and education (b =.174, p < .05).
Social participation declined with age. Older adults living in their
own homes scored higher on the scale of social participation than
those living in nursing homes. Older adults with very good or suffi-
cient income had a higher level of social participation than those
assessing their income as barely sufficient or insufficient. Older adults
with primary school education scored lower on the social participa-
tion scale than those with higher levels of education.

Whereas, to predicting depressive symptoms, the model is also
statistically significant (R = .376, p < .01) and explains approximately
14% of depressive symptoms variance. Significant predictors of
depressive symptoms were: type of residence (b = -.276, p <.01),
place of residence (b = -.248, p <.05), and education (b = -.155, p <

.05). Older adults living in nursing homes scored higher on the
depressive symptoms scale than those living in their own homes.
Also, the older adults in urban areas scored higher on the depressive
symptoms scale than those living in rural areas. Older adults with
primary school education scored higher on this scale than those with
higher educational levels so that we saw a decline in depressive
symptoms with the rise of the education level.
Analysis of moderating effects of the type and place of residence

In order to check if the type of residence moderated the relation-
ship between social participation and depressive symptoms, a hierar-
chical regression analysis was performed (Table 4). The type of
residence was coded as a dummy variable, whereas living in a nurs-
ing home was coded as 0, and living at home as 1. The model was sta-
tistically significant in the first block of hierarchical regression
analysis (R = 0.335, p < .01). Social participation was found to con-
tribute negatively to symptoms of depression (b = -0.245, p < .01),
with a higher level of depression being found in participants living in
nursing homes (b = -0.152, p < .05). In the second block of hierarchi-
cal analysis, the interaction between social participation and type of
residence was introduced. The change that occurred in the model by
adding this interactive effect was not statistically significant
(DR2 = 0.002, p > .05). In the second block the main effect of social
participation (b = -0.308, p < .01) and the main effect of the type of
residence (b = -0.141, p < .05) were registered as significant predic-
tors, whereas their interaction was not statistically significant
(b = 0.073, p > .05). We conclude that although it has a significant
main effect, the type of residence does not moderate the relationship
between social participation and depressive symptoms.

In order to check the moderating role of the place of residence in
the relationship between social participation and depressive symp-
toms, a procedure was also performed by hierarchical regression



Table 5
Moderation effects of the place of residence in the relationship between depression
and social participation.

R DR2 B S.E. b p

First block .305 .93
Social participation -.305 .056 -.305 .000
Place of residence -.008 .112 -.004 .941
Second block .312 .005
Social participation -.363 .073 -.363 .003
Place of residence -.009 .112 -.004 .937
Interaction .138 .113 .089 .222
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analysis in two blocks (Table 5), the same as in checking whether the
type of housing moderated the relationship between social participa-
tion and depressive symptoms. In the first block, social participation
stood out as a significant predictor (b = -.305, p< .01), while the place
of residence did not contribute to explaining depressive symptoms.
After introducing the interaction in the second block, the main effect
of social participation remained significant (b = -.363, p < .01),
whereas neither a significant main effect of the place of residence
(b = -.004, p > .05) nor the interaction between social participation
and place of residence was registered (b = .089, p > .05). The resi-
dence did not moderate the relationship between social support and
depressive symptoms.

Discussion

Various aspects of the life of older adults, as well as their needs,
changewith age. The quality and quantity of social networks and social
participation activities also change. Apart from age, social participation
is affected by personal factors (gender, health, income, and education),
contextual factors (social support, physical limitations, and inclusion
possibilities), and common events typical of old age, particularly nurs-
ing or loss of a spouse.28 Isolation due to the COVID-19 pandemic
brought new and unexpected challenges to the older adults and other
limited ways and possibilities for social participation.17

Our study aimed to determine the predictors and level of social
participation and depressive symptoms in older adults in the situa-
tion of isolation due to the COVID-19 pandemic in Serbia and check
whether reduced possibilities for social participation increased
depression. Social participation represents a vital resource that
affects individuals in different domains. Reduced or absent social
relationships among older adults are considered an essential public
health issue since they are known to increase the risk of depression.
Studies that investigated depression among older adults have found
that reduced social participation, social networks, and social support
are strongly associated with an increased risk of depression.29

Research has shown that older adults tend to participate less in social
activities than other age groups and that this type of limited partici-
pation has a significant effect on their physical and mental health.30

In the pandemic situation, the level of loneliness is even more pro-
nounced.21 Our results showed low social participation and pro-
nounced depressive symptoms in older adults in the context of the
COVID-19 pandemic. The results of our study confirmed a negative
contribution of social participation to depressive symptoms, which is
similar to the results had been obtained by other studies.28,31

These results were expected if we considered that social participa-
tion, defined as "social distribution of individual resources" through
active involvement in collective social activities such as religious
activities, sporting, cultural and political events, is crucial for older
adults considering their social ties reduced after retiring.29

This study also aimed at verifying if the place of residence (urban/
rural) and type of residence (nursing home/own house) have a mod-
erating role in the relationship between social participation and
depressive symptoms in older adults. Results indicated that neither
the type of residence nor the place of residence moderated the rela-
tionship between social participation and depressive symptoms. The
relationship between social participation and depression remains the
same regardless of a person lives in urban or rural areas or resides in
a nursing home or their own house. Isolation and reduced social par-
ticipation led to more pronounced depressive symptoms in all older
adults. For older adults to have a good quality of life, it is essential to
ensure active aging and, in the pandemic situation, to promote social
interaction in the community and nursing homes alike.31

Our study also indicated higher levels of depression in partici-
pants living in nursing homes, which emphasizes that this group of
elderly requires special mental health care in the COVID-19 pan-
demic. Depression is widely spread in the population of older adults,
especially those living in nursing homes.32,33 Although being placed
in a nursing home can provide safety and comprehensive care, it also
includes adjusting to a completely different environment and can
imply dependence, loss, and grieving. New residents of nursing
homes can be particularly prone to depression since the act of mov-
ing from one's own home can be stressful in its own right and
increase the risk of depression33; the challenges only get more com-
plex in the situation of a pandemic.20

Health decline in older adults living in institutions affects their
relationships and everyday interactions and can cause isolation, sepa-
ration from others, loneliness, and severe manifestations of depres-
sion.34 The prevalence of depression in older adults living in nursing
homes is almost twice as high as that for the older adults living in the
community.35 Although depressive disorders in old age can be pre-
vented, they often go unnoticed in nursing home residents, therefore
untreated.32 This all culminates in the pandemic situation and can
result in lower quality of life in those affected, poorer physical func-
tioning, premature death, and higher hospitalization rates.7

Our results yielded higher scores on the depressive symptoms
scale for the older adults living in urban than for those living in rural
areas. Although the impact of variations in lifestyles of the older
adults residing in urban vs. rural areas on their physical health has
been the focus of many studies, far less attention has been paid to the
issue of how city life affects the mental health of the elderly. Issues
like that are vital if we consider that both the risks and the protective
factors change with age.36 Depression in older adults is less influ-
enced by genetic factors and more under social and environmental
factors29. Therefore, it is expected that the isolation during the
COVID-19 pandemic would have consequences in this area. Residents
of rural areas in developed countries have higher depression rates36,
linked to the availability of health institutions.37

Studies show that older adults with higher educational levels or
higher income have a significantly higher probability of participating
in social activities.38 Results of our study align with those findings
and point to the negative impact of old age on social participation.
Other studies have also confirmed this relationship between old age
and social participation.39 We obtained higher scores on the scale of
social participation for older adults living at home than for those liv-
ing in nursing homes. The reason for this finding can be the lack of
well-designed activities in nursing homes and an abundance of free
time that their residents are unable to fill with constructive activities,
making their lives revolve around instrumental activities (feeding,
changing, bathing, etc.).

Conclusion

Many studies worldwide have confirmed the negative impact of
COVID-19 on mental health.20,21 The study we conducted in Serbia
included older adults living in different types and places of residence
and confirmed a strong relationship between social participation and
depressive symptoms in the COVID-19 pandemic. Social and physical
distancing negatively affected mental well-being, specifically among
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older adults living in a nursing home. This study provides important
clinical and public health implications. We established that reduced
social participation of the older adults in the pandemic situation leads
to depression, which suggests a need for creating and implementing
preventive strategies both in clinical and community settings. Fur-
thermore, adaptive strategies using modern technology are needed
to reduce loneliness and depression and promote participation when
live contact is made impossible.

Limitations

In order to obtain a homogeneous sample, all cognitive
impairment older adults were excluded from the study, which cer-
tainly is a significant limitation of this study. Only older adults who
are cognitively, socially, and functionally preserved participated in
this research, so it is impossible to generalize the obtained results to
all persons older than 60 years. Also, the authors did not know the
real reason for placing the respondents in a nursing home and
whether this could affect the research. In the research, we did not
have data on the level of social participation and depression in this
sample before the Covid-19 pandemic. Therefore, we cannot claim
that the current situation is a product of isolation due to the
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