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Abstract
Background: Social engagement has been connected to better psychological well-being, improved QoL, and resilience

to neuropathological changes. Yet, little is known about the details of social engagement in dementia, which could inform

effective interventions.

Objective: With this study, we aimed at providing information on social engagement of people with dementia (PWD),

given by proxies and PWD.

Methods: 501 people actively involved in dementia care in Germany (86% female; mean age 53.5 years) provided

answers to a structured, quantitative survey via online/paper questionnaire, or interview on (i) the types of social activ-

ities that PWD engage in, (ii) PWDs’ motivation for social engagement, (iii) the support PWD get to engage, (iv) barriers

to engage in activities, and (v) ways to increase social engagement. Descriptive analyses as well as overall and pairwise

comparisons were performed.

Results: PWD often attend therapies (M= 3.6, SD= 1.0) and sometimes meet-ups with friends (M= 3.0, SD= 1.0), and

they remain interested in social engagement (M= 3.5, SD= 1.7). Support was perceived to come mainly from family mem-

bers (88.9%), partners/spouses (85.9%), and friends/acquaintances (59.9%). Most participants perceived activities not

being dementia-friendly (16.1%) and the lack of support (25.6%) as a major barrier to social engagement. To increase

the engagement of PWD, participants suggested that social activities need to be adapted to their abilities (83.1%), that

the community needs to provide inclusive activities (75.0%), and that specialized care services need to be expanded

(41.4%).

Conclusions: To facilitate and increase social engagement of PWD, support from social contacts and inclusive commu-

nity behavior could be valuable steps.
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Introduction
The worldwide aging of societies is accompanied by an
increase in dementia cases.1 Dementia is characterized by
memory deficits, difficulties in speech and communication,
and neuropsychiatric symptoms,2 as well as a decrease in
the ability to manage everyday life independently, which
eventually leaves PWD (people with dementia) depending
on others’ support.3 Since the numbers of dementia cases
will greatly rise,4 all involved in dementia care will face a
great burden put on them, and successful interventions are
needed urgently.5

Recent research emphasizes the importance of psycho-
social factors in prevention and intervention.6 Especially

social engagement, which entails participating in social
activities and maintaining social connections,7 has been dis-
cussed in the wider literature as having a promising positive
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impact on several aspects of dementia. The state of research
shows that a low level of social engagement, assessed
through the frequency of social activity participation and
social contact, is associated with an increased risk of devel-
oping dementia8 and with incident dementia.9

Moreover, being socially engaged can improve the
PWDs’ psychological well-being. In fact, one research
project found that PWD who had low levels of participation
in social activities had more behavioral and psychological
symptoms of dementia, which worsened over the course
of a year, especially in those who had only little communi-
cation with family members.10 There has also been evi-
dence that social isolation in PWD is associated with
showing agitation11 and that overall social participation
among nursing home residents with cognitive impairment
is associated with a good quality of life.12

While benefits for people of old age and PWD of being
socially engaged are documented, little is known about the
aspects of current social engagement among PWD. That
knowledge would be valuable for designing interventions
that could positively affect the life of PWD. Therefore,
the aim of this study was to provide information on (i) activ-
ities that PWD engage in, (ii) PWDs’ motivation for social
engagement, (iii) the support PWD get to engage, (iv) bar-
riers to engage in activities, and (v) ways to increase social
engagement. To obtain an overview of the current state of
affairs regarding the above points, we asked people who
are involved in dementia care (e.g., family and professional
caregivers, care coordinators) as well as PWD about their
overall impression.

Methods
The Ethics Committee of the University Medical Center
Greifswald (No. B017/23) approved the study and written
informed consent was obtained from the participants. To
describe the current social situation of PWD living in
Germany, people involved in dementia care, including
spouses, partners in-/outside the home of the person with
dementia home, caregivers, coordinators and staff in local
alliances for PWD, volunteers, full-time employees at facil-
ities for PWD, and PWD themselves were invited to partici-
pate in our structured quantitative survey.

Sample
Recruitment was carried out via mail, flyer, newsletter, and
social media. Throughout Germany, we forwarded the study
information to dementia networks, self-help and interest
groups, professional associations, dementia advocates, and
other institutions connected to dementia care. To reach
socially disadvantaged people and those with a migration
background, connection was established to networks, institu-
tions, and associations that represent those groups. Inclusion
criteria were (i) 18 years of age and older, (ii) ability to give

consent, which excludes people in a delirium or with an
impaired consciousness, (iii) sufficient vision, and (iv) being
actively involved in dementia care. Informed consent to par-
ticipate was obtained from the participants. Information on
the sociodemographic characteristics of the participants,
which were on average 53.5 years of age (SD= 12.4, range
19–91), is presented in Table 1. Of the participants who self-
reported a dementia diagnosis, two indicated vascular demen-
tia and three reported Alzheimer’s disease. Furthermore, five
participants reported being in an early stage, while one
reported being in a more advanced stage.

Data collection
Throughout the period from August 15, 2023 to February
15, 2024, participants could partake in the study by choos-
ing one of the following formats containing the same set of
questions: online survey (95.6% of participants), paper
questionnaire (3.2% of participants), and home or telephone
interview (1.2% of participants).

The questionnaire
The aim was to obtain a comprehensive overview of social
engagement of PWD as perceived by various stakeholders.
To obtain a broad perspective, a structured questionnaire
was generated by researchers of this research group based
on extracted information from the scientific literature and pre-
viously published surveys on this topic. Questions matching
the study’s aims were gathered, the most appropriate response
mode for each question was chosen and their suitability for
inclusion in the questionnaire was discussed. As PWD
reported about their own experiences, one version of the ques-
tionnaire was specifically adapted to them. The general
version of the questionnaire and the one for PWD were
revised both internally and by five external experts for com-
pleteness, comprehensibility, and length. Changes based on
the revisions included extending the list of options for
single and multiple choice questions, adding examples, or
merging similar questions to shorten the questionnaire.

The first questions of the questionnaire inquired about
personal information such as age, gender, education,
income, role in dementia care, urban/rural location, and cul-
tural identity. PWD were encouraged to specify their type
and stage of dementia in a free text field.

To identify activities that PWD engage in, all partici-
pants were subsequently asked how often [Likert scale:
never (1) to always (5)] PWD can still participate at (i)
meet-ups with friends, (ii) sporting activities, (iii) activities
from associations, (iv) communal activities, (v) religious
activities, (vi) support groups, (vii) cultural activities, and
(viii) therapies.

To describe PWDs’ motivation for social engagement,
solely PWD were further asked whether they agreed
[Likert scale: strongly disagree (1) to strongly agree (5)]
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that (i) they have always been comfortable spending time on
their own and only having a few social contacts, (ii) it has
always been important for them and their general well-
being to interact with others, (iii) since having dementia,
it strains them to be among people, (iv) despite having
dementia, they are interested in social interaction, (v)
since having dementia, they prefer being alone, and (vi)
they feel like undertaking something with others.

To assess barriers, participants were asked (i) in a single
choice question what the most important barrier is that
keeps PWD from engaging in out-of-home social activities,
and (ii) whether the fear of making mistakes due to memory
difficulties influences PWDs’ motivation to take part in
social activities [Likert scale: not at all (1) to very much (5)].

To depict the support PWD get to engage in activities, we
posed multiple choice questions on (i) which social contacts
support PWD in organizing and undertaking social activities
(e.g., hobbies) and (ii) what is considered necessary for
PWD to still be able to engage in such social activities.

To assess what aspects may help to increase social
engagement of PWD, we asked three types of questions.

First, participants were invited to describe in a free text
field (i) what has to change for PWD to maintain social rela-
tionships and to participate in communal social activities,
and (ii) which social activities are lacking. Second, partici-
pants were asked how important [Likert scale: not at all (1)
to very (5)] it is for the course of the disease that social
activities are prescribed and arranged in the medical
setting. Third, participants (only those without dementia)
were asked whether they themselves have created social
experiences for PWD before and if so, what kind of experi-
ences [yes, no, free text].

Statistical analysis
We conducted statistical analyses using STATA version 17.

In preparation for calculations, two researchers individu-
ally assigned categories to the information provided in free
text fields and in the answers given to the option “other” of
multiple choice questions. After having reached consensus
on discrepancies, corresponding frequencies were calculated.
Subsequently, we calculated frequencies and mean values for
all questions. Further analyses were carried out to identify sig-
nificant differences between (i) PWD, (ii) family caregivers
(i.e., people caring for another at home and people caring
for another outside their own home), (iii) professional care-
givers, and (iv) people with other roles in dementia care
(e.g., employee at a counselling service and therapists).
Similarly, we identified significant differences between parti-
cipants with a cultural identity other than German and those
without. Results of the overall comparisons were displayed
if cell count was n≥ 5. Suppression due to low cell count
was further applied in the pairwise comparisons.

Results
Our findings are presented under the five aims of the study
(engagement in social activities, PWDs’ motivation for
social engagement, barriers and support to engage in activ-
ities, ways to increase social engagement), followed by dif-
ferences between participant groups.

Engagement in social activities
Findings on the frequencies of the social activities that
PWD still engage in are depicted in Figure 1. As our parti-
cipants, mainly caregivers, indicated, PWD often take part
in therapies (M= 3.6, SD= 1.0) and sometimes in
meet-ups with friends (M= 3.0, SD= 1.0). Other social
activities are carried out less frequently (see Figure 1).

People with dementias’motivation for social engagement
The answers of the participants with dementia concerning
their own motivation to engage socially are shown in

Table 1. Sociodemographic characteristics of the participants;

n= 501.

Characteristic n %

Gender:

Female 418 85.8

Male 69 14.2

Highest educational level:

High school diploma or higher education 303 64.7

Middle school or lower education 165 35.3

Living environment:

Urban 259 53.1

Rural 229 46.9

Income:

High 48 9.9

Middle 398 82.4

Low 37 7.7

Cultural identity other than German:

Yes 49 10.0

No 439 90.0

Other cultural identity:

European 23 50.0

Asian 8 17.4

Middle Eastern 7 15.2

Role in dementia care:

Family caregiver 182 38.3

Caring for someone outside their own home 104 21.9

Caring for someone at home 78 16.4

Professional caregiver 145 30.5

Others 135 28.4

Employee in counselling people with dementia 99 20.8

Therapist 25 5.3

In other ways involved in dementia care 11 2.3

Person with dementia 14 2.9

n: number of participants.
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Figure 2. They tended to disagree that they prefer being
alone (M= 2.4, SD= 1.3) and that, since having dementia,
it strains them to be amongst other people (M= 2.1, SD=
1.2; see Figure 2). Moreover, they tended to agree that it
has always been important for them and their general well-
being to interact with others (M= 3.6, SD= 1.6) and that,
despite having dementia, they are interested in social inter-
actions (M= 3.5, SD= 1.7; see Figure 2).

Barriers to engage in activities
The plurality of participants, of which most were caregivers,
chose the lack of support (25.6%) as the most important
barrier for PWD to engage in out-of-home activities, followed
by activities not being dementia-friendly (16.1%) and the fear
of losing orientation (15.3%; see Table 2). Participants further
indicated that the fear of making mistakes due to memory dif-
ficulties substantially influences (M= 4.1; SD= 1.0) PWDs’
motivation of engaging in social activities.

Support to engage in activities
The majority of respondents, of which most were care-
givers, indicated that family members (88.9%), partners or
spouses (85.9%), and friends or acquaintances (59.9%)
are most often the social contacts that support PWD in
organizing and undertaking social activities (see Table 2).
Furthermore, for being able to engage in social activities,

most participants considered it necessary to adapt activities
to the cognitive and physical abilities of PWD (83.1%), that
there is an inclusive behavior in the community (75.0%), to
have transportation (73.5%), that PWD are motivated
(71.0%), and that PWD are supported in conducting the
activity (70.7%; see Table 2).

Increasing social engagement
Needed changes. The frequencies of the responses indicate
that most participants perceive that, for PWD to maintain
social relationships and to participate in activities of the
community, the following changes are needed: offering
inclusive activities (46.3%), expanding various care ser-
vices such as one on one assistance (41.4%), and improving
conditions of qualified personnel such as more time (15.7%;
see Table 2). When asked about what social activities are
lacking, the majority of participants selected social activ-
ities specifically for PWD (72.7%), inclusive activities
such as activities bringing together several generations
(13.2%), and more flexible care services (12.3%; see
Table 2). Furthermore, participants responded on average
that it is important (M= 4.0, SD= 1.1) for the course of
the disease that engagement in social activities is initiated
in the medical setting.

Creation of social activities. Nearly three quarters of partici-
pants without dementia (73.5%) confirmed that they have

Figure 1. Likert scale answer from never (1) to always (5) on how often people with dementia participate in certain social activities.

Black dots represent medians; thick black bars indicate interquartile ranges; violin width reflects data density.
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Table 2. Participants’ answers to questions about different aspects of social engagement; n= 501.

Question Answer % (n/N)

Barriers to engage in activities Lack of support 25.6 (94/367)

Activities not being dementia-friendly 16.1 (59/367)

Fear of losing orientation/ lack of feeling safe 15.3 (56/367)

Fear of revealing dementia 11.4 (42/367)

Great organizational effort 9.3 (34/367)

Lack of PWDs’ motivation 7.9 (29/367)

Lack of means of transportation 4.6 (17/367)

Limited physical strength 3.3 (12/367)

Fear of rejection 2.5 (9/367)

Financial situation 2.2 (8/367)

Social contacts that support PWD to engage in activities Family member 88.9 (352/396)

Partner or spouse 85.9 (340/396)

Friend and acquaintance 59.9 (237/396)

Professional caregiver 49.8 (197/396)

Volunteer 46.0 (182/396)

Acquaintance from activities/ counselling for PWD 43.7 (173/396)

Neighbor 31.3 (124/396)

Therapist 26.3 (104/396)

Support group participant 21.0 (83/396)

Doctor 12.9 (51/396)

Service provider (e.g., vendor) 3.3 (13/396)

Social contact from work or school 2.8 (11/396)

User of social media (e.g., Facebook) 2.8 (11/396)

Care services staff organizing social activities 1.8 (7/396)

Requirements to engage in activities Adapting activities to the abilities of PWD 83.1 (329/396)

Inclusive behavior of the community 75.0 (297/396)

Support in transportation 73.5 (291/396)

PWDs’ motivation 71.0 (281/396)

Support conducting the activity 70.7 (280/396)

Support getting dressed 47.0 (186/396)

Supportive basic conditions (e.g., financially viable) 3.8 (15/396)

Needed changesa Offering inclusive activities 46.3 (124/268)

Expanding various care services (e.g., 1:1 assistance) 41.4 (111/268)

Improving basic conditions (e.g., time resources) 15.7 (42/268)

Financial relief (e.g., increase care reimbursement) 9.0 (24/268)

Recognizing and strengthening voluntary work 6.0 (16/268)

Extending activities for young PWD 4.5 (12/268)

Raising awareness in public institutions 4.5 (12/268)

Improving means of transportation 4.5 (12/268)

Extending activities in rural areas 3.4 (9/268)

Creating rooms for encounters 3.0 (8/268)

Lacking social activities Social activities specifically for PWD 72.7 (165/227)

Inclusive activities (e.g., several generations joining) 13.2 (30/227)

More flexible care services 12.3 (28/227)

Day care or short-term care services 7.5 (17/227)

All 5.3 (12/227)

Support groups 4.9 (11/227)

Activities with flexible means of transportation 4.9 (11/227)

Activities for young PWD 4.0 (9/227)

Financially viable activities 3.5 (8/227)

Social experiences created for PWD$ Organizing leisure activities 39.7 (92/232)

Creating support groups or alike 22.0 (51/232)

Inviting to social activities in private settings 21.6 (50/232)

Organizing activities adapted to personal interests 14.7 (34/232)

Enabling participation in public events (e.g., concerts) 12.1 (28/232)

Organizing a range of different therapies 7.8 (18/232)

Organizing vacation and trips 5.6 (13/232)

Creating animal-assisted activities 3.0 (7/232)

afor maintaining social relationships & participating in activities of the community; n: number of participants choosing the particular answer; N:

number of participants answering the question; PWD: people with dementia; $question solely for participants without dementia.
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created social experiences for PWD in the past. As shown in
Table 2, most of them were organized leisure activities
(39.7%). More than a fifth of the participants furthermore
mentioned that they created support groups or alike
(22.0%) and invited PWD to social activities in private set-
tings such as birthday parties (21.6%).

Differences between participant groups
Details of the pairwise comparison by participant group
according to their role in dementia care are shown in
Supplemental Tables 1 and 2. Merely a few statistically sig-
nificant results were detected. Statistically significant differ-
ences indicated that professional caregivers, and to a smaller
extent those otherwise involved in dementia care, described
a higher frequency of engagement in several activities (e.g.,
sports and community activities). They furthermore reported
more often than family caregivers that PWD receive support
from acquaintances from activities/ counselling for PWD
and that they created leisure activities. In comparison to
other participant groups, PWD perceived less support
through family caregivers, a smaller importance of arranging
social engagement in the medical setting, a smaller necessity
for adapting social activities specifically for them, and a
smaller influence of the fear of making mistakes on the motiv-
ation to participate socially (see Figure 3).

Results from the comparison of participants with German
cultural identity and those with other cultural identities are

shown in the Supplemental Tables 4 and 5. Only a few statis-
tically significant results were identified. They show that more
participants with another cultural identity than those with a
German cultural identity chose more frequently doctors,
support group participants, users of social media (e.g.,
Facebook), and service providers (e.g., vendor) as social con-
tacts that support PWD to engage in social activities.

Discussion
With this study, we aimed at obtaining an overview of (i)
social activities that PWD engage in, (ii) PWDs’motivation
for socially engaging, (iii) support PWD get to participate
socially, (iv) barriers to engage in social activities, and (v)
aspects that can increase social engagement. Most of the
respondents of the survey were caregivers (69%). Overall,
the findings suggest that therapies and meetings with
friends make up a major part of social activities that PWD
still engage in, motivated by their continued interest in
social participation and supported by family members, part-
ners, and friends/acquaintances. To facilitate and to increase
PWDs’ social engagement, participants indicated that an
inclusive behavior in the community, provision of support
(e.g., flexible care services, transportation), and offering
activities that meet the needs and abilities of PWD are
needed. According to the participants, those are, however,
noticeably limited. Advocacy for arranging social engage-
ment in the medical setting emphasizes that those actively

Figure 2. Likert scale answers from strongly disagree (1) to strongly agree (5) on whether participants with dementia agree with the

statements about their motivation for social engagement. Black dots represent medians; thick black bars indicate interquartile ranges;

violin width reflects data density.
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involved in dementia care think that it is important that their
attending physician should make local and suitable offers
available to those living with dementia.

Caring for someone with dementia is often associated
with an increased mental and physical burden on the
primary caregiver,13 which can be reduced by support
from other social contacts of the PWD. Interestingly, our
findings show that family caregivers perceive less support
from other social contacts than do professional caregivers.
Possible explanations found in the wider literature include
that family caregivers might feel hesitant to ask for or
even reject support of others because they want to avoid
being a burden to them, wish to remain independent, or
want the bond with the family member with dementia to
remain unchanged as long as possible.14 Other reasons for
perceiving less support may include family caregivers’ self-
expectations related to fulfilling a new identity as caregiver
keeping them from asking for support,15 as well as feelings
of stigmatization in the society.16 Some family caregivers
might have even experienced withdrawal of close and
important people after the dementia diagnosis, which
made them feel insecure about the support they would
receive and made them protective of themselves and their
family member.17 On the other hand, neighbors, acquain-
tances from activities for PWD, support-group participants,
and others that could provide support may refrain from it
because they do not want their relationship with the
family caregiver or the person with dementia to change,

or because they fear of unintentionally behaving in a stig-
matizing way.14 Unlike family caregivers, professional
caregivers may not face the aforementioned barriers, as
they are mainly the result of having previously had a per-
sonal and/or emotional relationship with the person with
dementia. In addition, professional caregivers may be
more aware of social support resources, whereas there
seems to be a lack of knowledge among family caregivers
about social support services that could be contacted, as
suggested in a research article about caregivers’ knowledge
about social support.18

Consistent with the wider literature, our findings indicate
that an inclusive behavior in the community is essential for
PWD to engage in social activities. It is suggested that PWD
discontinue their engagement due to fear of judgement2 or
due to getting the feeling of not belonging,19 which might
be more common in communities that are not particularly
dementia friendly. PWD feel motivated to participate in a
social setting when their contribution to and participation
in the community is perceived meaningful and valued.19

Additionally, a community acting in an inclusive manner
enables and facilitates the engagement of PWD by empow-
ering and involving them in creating social activities in the
community they feel safe with,20 where they are sup-
ported,20 and in which they themselves can participate.21

Inclusive communities might also be more aware of and
proactively adapt activities to cognitive and physical abil-
ities of PWD,22 be more invested in promoting networks

Figure 3. Differences in answers between people with dementia and other participant groups on the influence of fear of making

mistakes on the motivation for social activities; statistically significant differences from pairwise comparisons. Black dots indicate mean

values of Likert scale answers from (1) not at all to (5) very much; black bars indicate standard deviations.
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of support that meet PWDs’ specific needs,20 and reduce the
burden that is mostly put on family members and spouses.23

In conclusion, it is essential to foster public awareness of
and knowledge about dementia in order to enable engage-
ment of PWD.19

Due to a number of barriers, PWDs’ need for social
engagement is not or insufficiently met.24 According to
our findings and the wider literature, the lack of support
poses a significant hindrance for PWD to access and partici-
pate in social out-of-home activities. As dementia pro-
gresses, this becomes increasingly difficult, until the
obstacles cannot be tackled without support from social
contacts.25 This can, for instance, be instrumental support
such as driving PWD to activities or support on an emo-
tional basis such as PWD being motivated by others to par-
ticipate (e.g., encourage PWD to leave the house).26 A
common conclusion in research is that PWD want to and
can engage in social activities if sufficient social support
is provided by family caregivers, friends, and the wider
community,2 but that there often is a discrepancy between
the needs and the availability of support20 due to,
amongst other things, limitations in financial means.27

Also, activities need to match the PWDs’ abilities, which
may not be the case if the activities go beyond those
planned and executed with the care partners.28 Engaging
in social activities is usually further restricted by challenges
such as orientating oneself, engaging with unfamiliar
people, and not feeling safe25 or rather the fear of making
a mistake.29 Ultimately, the challenges must be overcome
by PWD who have the support of social contacts and
must be minimized by the community as a whole.

Limitations of this study include that, despite our best
efforts, the subjective experiences of PWD are greatly under-
represented (3%) and that, although participants could choose
between three different survey formats aimed at including a
variety of people, selection bias must be considered. The pre-
dominant use of the online survey formatmay have limited the
depth of responses andmay have introduced the possibility of
misunderstandings that an interviewer could have clarified.
Selection bias was further introduced by participant recruit-
ment via networks, which may have excluded less connected
PWD. Their responses could have offered valuable insights
into the experiences of individuals with presumably lower
levels of social engagement in organized settings. Moreover,
the use of subjective, retrospectivemethods such as self-report
might not concur with objective measurements such as track-
ers, diaries, or journals. The findings may be biased in that
respect. We emphasize that the findings are to be interpreted
as subjective experiences of PWD and mainly of others
active in dementia care but are nonetheless important to high-
light what has to be done to improve the situation of PWD.
Furthermore, we want to highlight the necessity of investigat-
ing the differences regarding the stage and type of dementia in
future studies. It further shouldbeacknowledged that theques-
tionnaire, which we believe provided valuable information, is

not a validated tool. Consequences may include limitations in
makingcomparisonswithother studies.However, the aimwas
togain a comprehensive overviewof the situation of PWDand
not just measure one construct within one specific group.
Importantly, experts reviewed the questionnaire prior to data
collection. Biases that may have been introduced by present-
ing participants with a selection of responses were minimized
by always giving the opportunity to add own thoughts in
write-in options. Further strengths of our study include its
large and diverse sample size that enhances generalizability
and the useof free text questions,which allowsdeeper insights
into social health issues. Middle-aged women predominantly
engage in caregiving and work in care settings, making their
predominance among our participants a strength.30 In add-
ition, subjective measures that rely on self- and proxy
reports offer the opportunity to gather lived experiences,
which are important in dementia care. Future research
should acknowledge both limitations and strengths.

Conclusion
This study provides information on the barriers and the sup-
portive contacts of PWDs’ engagement and on how participa-
tion might be increased. Our findings emphasize the eagerness
of most PWD to continue engaging in social activities, but
also highlight the challenges such as lack of support and
limited provision of tangible activities. There is a need for
an inclusive behavior by the community, which means enab-
ling PWD to participate in diverse activities and offering a
variety of care services. Finally, we would like to point out
the necessity of further research to explore methods to pro-
actively provide opportunities for social engagement of PWD.

Acknowledgements
We thank all participants for helping us realize this study.

ORCID iDs
Hanna L. Knecht https://orcid.org/0009-0003-5339-2423
Francisca S. Rodriguez https://orcid.org/0000-0003-2919-5510

Ethical considerations
The study was approved by the Ethics Committee of the
University Medical Center Greifswald (No. B017/23) and was
conducted in accordance with the Declaration of Helsinki.

Consent to participate
Written informed consent to participate was obtained from the
participants.

Consent for publication
Not applicable

Knecht and Rodriguez 1881

https://orcid.org/0009-0003-5339-2423
https://orcid.org/0000-0003-2919-5510


Author contribution(s)
Hanna L. Knecht: Data curation; Formal analysis; Methodology;
Visualization; Writing – original draft.
Francisca S. Rodriguez: Conceptualization; Funding acquisition;
Methodology; Project administration; Supervision; Writing –
review & editing.

Funding
The authors disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: The
study was funded by the Hans und Ilse Breuer-Stiftung.

Declaration of conflicting interests
The authors declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Data availability statement
The datasets generated and/or analyzed during the current study
are not publicly available due to restrictions in the informed
consent and are available from the corresponding author upon
request only if eligible under the local data protection laws.

Supplemental material
Supplemental material for this article is available online.

References
1. Dominguez LJ, Veronese N, Vernuccio L, et al. Nutrition,

physical activity, and other lifestyle factors in the prevention
of cognitive decline and dementia. Nutrients 2021; 13: 4080.

2. Herron RV and Rosenberg MW. Not there yet”: examining
community support from the perspective of people with
dementia and their partners in care. Soc Sci Med 2017; 173:
81–87.

3. Eriksen S, Helvik AS, Juvet LK, et al. The experience of rela-
tions in persons with dementia: a systematic meta-synthesis.
Dement Geriatr Cogn Disord 2016; 42: 342–368.

4. Ferdous F. Positive social interaction by spatial design: a sys-
tematic review of empirical literature in memory care facil-
ities for people experiencing dementia. J Aging Health
2020; 32: 949–961.

5. Ricci G. Social aspects of dementia prevention from a
worldwide to national perspective: a review on the inter-
national situation and the example of Italy. Behav Neurol
2019; 2019: 8720904.

6. Tesky VA, Schall A and Pantel J. Non-pharmacological
interventions for people with dementia. Inn Med (Heidelb)
2023; 64: 139–146.

7. Lydon EA, Nguyen LT, Nie Q, et al. An integrative frame-
work to guide social engagement interventions and technol-
ogy design for persons with mild cognitive impairment.
Front Public Health 2022; 9: 750340.

8. Livingston G, Huntley J, Sommerlad A, et al. Dementia pre-
vention, intervention, and care: 2020 report of the Lancet
Commission. Lancet 2020; 396: 413–446.

9. Kuiper JS, Zuidersma M, Voshaar O, , et al. Social relation-
ships and risk of dementia: a systematic review and
meta-analysis of longitudinal cohort studies. Ageing Res
Rev 2015; 22: 39–57.

10. Arai A, Khaltar A, Ozaki T, et al. Influence of social inter-
action on behavioral and psychological symptoms of demen-
tia over 1 year among long-term care facility residents.
Geriatr Nurs 2021; 42: 509–516.

11. Cohen-Mansfield J, Libin A and Marx MS. Nonpharmacol-
ogical treatment of agitation: a controlled trial of systematic
individualized intervention. J Gerontol A Biol Sci Med Sci
2007; 62: 908–916.

12. Cahill S and Diaz-Ponce AM. I hate having nobody here. I’d
like to know where they all are’: can qualitative research
detect differences in quality of life among nursing home resi-
dents with different levels of cognitive impairment? Aging
Mental Health 2011; 15: 562–572.

13. Cheng S-T. Dementia caregiver burden: a research update
and critical analysis. Curr Psychiatry Rep 2017; 19: 64.

14. Dam AEH, Boots LMM, van Boxtel MPJ, et al. A mismatch
between supply and demand of social support in dementia
care: a qualitative study on the perspectives of spousal care-
givers and their social network members. Int Psychogeriatr
2018; 30: 881–892.

15. Lethin C, Hanson E,Margioti E, et al. Support needs and expec-
tations of people living with dementia and their informal carers
in everyday life: a European study. Soc Sci 2019; 8: 203.

16. Nguyen T and Li X. Understanding public-stigma and self-
stigma in the context of dementia: a systematic review of
the global literature. Dementia 2020; 19: 148–181.

17. Silverman M. Dementia-friendly neighbourhoods in Canada:
a carer perspective. Can J Aging 2021; 40: 451–462.

18. Schulz R and Martire LM. Family caregiving of persons with
dementia: prevalence, health effects, and support strategies.
Am J Geriatr Psychiatry 2004; 12: 240–249.

19. Hung L, Hudson A, Gregorio M, et al. Creating dementia-
friendly communities for social inclusion: a scoping review.
Gerontol Geriatr Med 2021; 7: 23337214211013596.

20. Maki Y, Takao M, Hattori H, et al. Promoting dementia-
friendly communities to improve the well-being of indivi-
duals with and without dementia. Geriatr Gerontol Int
2020; 20: 511–519.

21. Bressan V, Snijder A, Hansen H, et al. Supporting the com-
munity to embrace individuals with dementia and to be more
inclusive: findings of a conceptual framework development
study. Int J Environ Res Public Health 2022; 19: 10335.

22. Thalén L, Malinowsky C, Margot-Cattin I, et al. Out-of-home
participation among people living with dementia: a study in
four countries. Dementia 2022; 21: 1636–1652.

23. Brodaty H and Donkin M. Family caregivers of people with
dementia. Dialogues Clin Neurosci 2009; 11: 217–228.

24. Morgan-Brown M, Brangan J, McMahon R, et al.
Engagement and social interaction in dementia care settings.
A call for occupational and social justice. Health Soc Care
Community 2019; 27: 400–408.

1882 Journal of Alzheimer’s Disease 109(4)



25. Chaudhury H, Mahal T, Seetharaman K, et al. Community
participation in activities and places among older
adults with and without dementia. Dementia 2020; 20:
1213–1233.

26. Sturge J, Nordin S, Sussana Patil D, et al. Features of the
social and built environment that contribute to the well-being
of people with dementia who live at home: a scoping review.
Health Place 2021; 67: 102483.

27. Podgorski CA, Anderson SD and Parmar J. A
biopsychosocial-ecological framework for family-framed
dementia care. Front Psychiatry 2021; 12: 744806.

28. Kotwal AA, Allison TA, Halim M, et al. Relationships, very
quickly, turn to nothing”: loneliness, social isolation, and adap-
tation to changing social lives among persons living with
dementia and care partners. Gerontologist 2024; 64: gnae014.

29. Aldridge H, Fisher P and Laidlaw K. Experiences of shame
for people with dementia: an interpretative phenomenological
analysis. Dementia 2019; 18: 1896–1911.

30. Seidel D and Thyrian JR. Burden of caring for people with
dementia - comparing family caregivers and professional
caregivers. A descriptive study. J Multidiscip Healthc
2019; 12: 655–663.

Knecht and Rodriguez 1883


	 Introduction
	 Methods
	 Sample
	 Data collection
	 The questionnaire
	 Statistical analysis

	 Results
	 Engagement in social activities
	 People with dementias’ motivation for social engagement
	 Barriers to engage in activities
	 Support to engage in activities
	 Increasing social engagement
	 Needed changes
	 Creation of social activities

	 Differences between participant groups

	 Discussion
	 Conclusion

	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


