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Abstract

Background: The percentage of people aged 65 or older living in Poland is 13.6%, but 17.2% in todz. The aim of
the study was to identify factors correlating with the self-rated quality of life of elderly inhabitants of cities applying
for social help, on the basis of a cross-sectional study.

Methods: The study was conducted in £6dz, a large Polish city, between September 2011 and February 2012 in a
group of people applying for help in the Municipal Social Welfare Centre. Four hundred and sixty-six respondents
aged 65 or older were included in the study. The tool used in the study was an interview questionnaire. The
respondents answered questions on their demographic situation, living conditions, financial, health and social
situation. The authors also applied the WHOQOL-BREF Questionnaire, the Activities of Daily Living Scale (ADL) and
the Geriatric Depression Scale (GSOD). For statistical purposes, the authors used single- and multiple-factor
regression and the Statistica 9.0 Program. The results were presented as an odds ratio (OR) with a 95% confidence
interval (Cl); the adopted significance level was p < 0.05. The authors applied the Pearson’s x° test in order to
evaluate the structure of the studied group and the subpopulation, who were aged 65 or older and using social
help, throughout the city.

Results: Logistic regression confirmed that a high quality of life depends on the following variables: university
education (OR=2.31; p <0.05), an income which is sufficient to live (OR = 1.63; p < 0.05), no heart palpitations
(OR=12.32; p<0.05), stable blood pressure (OR =2.32; p < 0.05), no headaches (OR=1.55; p < 0.05), no pain in the
chest (OR=151; p<0.01), no shortness of breath (OR=1.51; p<0.01), no tiredness (OR=2.08; p < 0.05), a score on
the Geriatric Depression Scale pointing to a lack of suspected depression (OR=9.88; p < 0.001 if the person does
not suffer from depression and OR =6.33; p < 0.001 if there is uncertain depression) as well as not using nursing
services, a score on the ADL Scale confirming the person’s fitness and participation in family gatherings.

Conclusions: A subjective evaluation of the quality of life of the elderly depends on many factors. An identification
of these factors might be helpful in implementing steps aimed at improving the quality of life of elderly people
who, as a consequence, will need less social help: particularly nursing services.
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Introduction

The concept “QOL — quality of life” appeared as scien-
tific terminology in the 1960s [1,2]. It is described as
“the degree to which persons perceive themselves able to
function physically, emotionally, mentally, and socially.
In a more quantitative sense, an estimate of remaining
life free of impairment, disability, or handicap, as use in
the expression Quality-Adjusted Life Years” [3]. In med-
ical sciences the problem of a quality of life started to
become a focus of scientific interest in the 1970s. Studies
conducted in that period concentrated on health and
non-health issues which were observed in respondents
who had been affected by various diseases. The quality
of life was also connected with medical and non-medical
health care. The man who introduced the notion “quality
of life” to medical research studies was D. Karnofsky. He
paid particular attention to the subjective situation of
the patient [4]. In Poland the issue of the quality of life
started to be discussed in the 1980s. In this period of
time a lot of changes occurred. Professionals started to
notice the importance of psychological factors in the
medical treatment process, promoting health and a
healthy lifestyle. In the medical and psychological sci-
ences, attempts were made to define a standard concept
of the quality of life. The World Health Organization
(WHO) attempted to move this notion from social
sciences to medical sciences and described it as: “sub-
jective perception of the person’s position in life in the
particular culture and a system of values in which the
person lives as well as his/her position and expectations,
objectives, and norms that lie ahead of the person”. The
definition of health, adopted in 1948 by the WHO gave
an impulse for further considerations. According to the
organization health should not be measured only with
negative features such as mortality or morbidity; it
should be evaluated in a wider bio-psycho-social context
because “it is a state of complete physical, mental and
social well-being and not merely the absence of disease or
infirmity” [5]. Thus, it can be concluded that a disease is
not only a physical indisposition of the person but it also
relates to the person’s mental, social and spiritual
spheres. Thus, it was necessary to introduce a measure
of mental and social well-being. Theoretical models of
the quality of life which depended on health were
designed, Health Related Quality of Life - HRQOL [6-11];
these assume that health is one of the most important
factors which affects the quality of our life [12-19].

The increase in the elderly population in a period of
the demographic and socio-economic transformation is
the reason for conducting empirical studies on the qual-
ity of life related to health and socio-economic situation.
It should be pointed out that the authors carried out
their own study in L6dz, which is inhabited by 742 000
people, and whose population is characterized by many
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negative epidemiological measures related to health, as
well as the highest ageing rate in Poland: the percentage
of people aged 65 years or older is 17.2%, whereas in the
whole country it is 13.6%. The number of nursing and
medical care services available for this age group is rap-
idly growing. It is worth mentioning that the average
number of expected lifespan for inhabitants of L4dz in
2011 was 70.1 for males and 78.4 for females. These
values were lower than the average value for Poland by
1.9 years for males and 2.6 years for females, and also lower
than average life span for inhabitants of the European
Union by 6.0 and 3.8 years respectively [20,21].

16d7, being a typical industrial city, had to confront
serious problems after the year 1989, i.e. a period of
social and economic change and the introduction of
mechanisms of market economy [22]. The decline of the
textile industry negatively affected the situation of inhab-
itants and contributed to growing unemployment. This
phenomenon particularly affected people at production
age. However, it also negatively affected inhabitants at
post-productive age. For the first time they did not have
a chance to earn extra money but they had to live on
low, often insufficient pensions. This also led to unem-
ployment in the closest family members. Their financial
help for the family members often resulted in their own
financial situation deteriorating.

The aim of the study was to identify factors correlating
with the self-rated quality of life of elderly inhabitants of
cities applying for social help.

Methods selection of the studied group
The study was conducted in L6dz — the third largest
Polish city, between September 2011 and February 2012
in a group of people applying for help in the Municipal
Social Welfare Centre in one city district. The welfare
centre was randomly selected from five centres (Figure 1).
At the end of 2010, the population of this district was
143,400 people and inhabitants aged 65 or older made
up 16.8% of the city population. The feminization rate in
the studied subpopulation was 121.7. In 2010 5,336
people were eligible for social allowances in the studied
centre. People aged 65 or older made up 23.7% of the
total number of people who were eligible to seek social
help (574 females and 130 males). The inclusion criteria
were age 65 years and the mental ability to answer the
interview questionnaire. In order to evaluate mental
state, the authors used the Hodgkinson Abbreviated
Mental Test Score. Fifty-four people were not qualified
for further stages of the study due to their insufficient
mental state. During the studied period, 101 respondents
died. Each respondent was asked to give their written
consent for such a study to be conducted. Thirty-four
people refused to participate in the study. In the studied
period 49 people lost their right to receive social help.



Bryta et al. Health and Quality of Life Outcomes 2013, 11:181
http://www.hglo.com/content/11/1/181

Page 3 of 11

t6dz

742 400 inhabitants

\

People aged 65 or

older

N\

People aged 65 or
older receiving social

help
3 l967
o v o~
Batuty Gérna Polesie Srédmiescie Widzew
969 people 889 people 704 people 650 people 755 people
Polesie
704 people
54 osoby 34 people 466 people 101 people 49 people
AMTS<6 refused to — statistical died during lost rights to
points take partin analysis the study social help
the study

N

Questionnaire on
SES and health

WHOQOL-
BREF

GSOD

Figure 1 The scheme of the authors’ own study.

Eventually, information on 466 respondents aged 65 or
older was included in the statistical analysis.

It is worth mentioning that during the study period,
3,967 people, aged 65 or older, coming from the city of
L6d7, became eligible to receive social help. Those who
received help from the welfare centre included in the
study made up 17.7% of elderly people. In Table 1 the
authors compared the profile of the group included in
the study, with refard to sex, age and type of received
social help, with that of other elderly visitors to the
Municipal Social Welfare Centre in Lédz. The authors
did not observe significant differences with regards to
the above variables. All those elderly people seeking help
in the Municipal Social Welfare Centre in L6dz, as with
those included in the study, were most often 80—84 years
old. Females rather than males applied for social help;
they made up 80.5% of the total number of social help
seekers. The type of help was also similar; most often
the people asked for nursing services. We can thus
conclude that the randomly selected group was repre-
sentative of the whole subpopulation aged 65 or older
receiving social help in the city of L6dz.

We obtained the approval of the Bioethics Committee
of the Medical University in Lodz to carry out this study
(decision RNN/109/12/KB of February 2, 2011).

Methods and study tools

An interview questionnaire referring to the respondents’
health, financial, demographic and family situation was
applied. The questionnaire consisted of 87 questions. It
was divided into 5 parts which were preceded by the
Abbreviated Mental Test Score. The test was the criterion

Table 1 Comparison of the studied group with the whole
population of elderly people applying for social help in
todz

Variable Studied Population of The Pearson’s p
group applicants  chi-square test
n =466 N =3967
% %
Sex Males 22,1 195 1,966 p>0,05
Females 779 80,5
Age 65-69 198 18,7 2,625 p > 0,05
70-74 133 14,3
75-79 209 18,5
80-84 24,2 259
85+ 21,8 226
Kind  Financial 20,3 19,0 0,499 p> 0,05
of help Nursing 79,7 81,0

Source: the authors’ own calculations.
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for inclusion to the study. The first part of the question-
naire contained questions on personal data (age, sex,
marital status, kind of work done, source of financial sup-
port). The second part referred to housing conditions,
family relationships and also reasons for seeking social
help and the form of received help; the third part referred
to the financial situation of the respondents, measured
with their income. The fourth part contained questions on
health and quality of life of the subjects as well as their
lifestyle. The authors included the Activity of Daily Living
Scale (ADL) in the fourth part of the questionnaire. The
last part presented the opinion of the social worker
responsible for the respondent. Apart from these parts of
the questionnaire the authors also used the Geriatric
Depression Scale (GSOD) and the WHOQOL-BREF
Questionnaire.

The complex character of the questionnaire used in
this study allowed many variables correlating with self-
rated quality of life of elderly people to be identified,
evaluated with Question no. 1 of the WHOQOL-BREF
Questionnaire. For the purposes of this article the au-
thors selected the following variables for the statistical
analysis: age, sex, marital status, education, kind of work
done in the past, the number of people in the household,
self-evaluation of financial income, health disorders and
participation in family gatherings. Table 2 presents cat-
egories of the mentioned variables in the studied group.

The WHOQOL-BREF Questionnaire is a study tool
used in evaluation of the quality of life of healthy and
sick people. The BREF version consists of 26 questions.
In the first question the respondents were presented a
set of answers: very good, good, neither good nor bad,
bad, very bad. For the purposes of analysis the authors
combined the categories “bad” with “very bad” and also
“good” with “very good” because the variants “very good”
and “very bad” were ticked by hardly any respondents
(4 people and 1 person respectively). The authors also
applied the ADL Scale, which is needed to evaluate
the ability to get dressed without assistance, mantain
personal hygiene, walk, use a toilet, eat, control the
sphincter. For each activity the respondent could obtain
three points. The subjects were asked to choose one op-
tion of the three given: completely independent, requiring
assistance, reliant on other people’s help. The respondent
could get a maximum of 6 points. The score 5 — 6 points
meant complete independence, 3 — 4 points — moderate
disability, 2 — 3 points — inability to live independently.
The mental state of the respondents was assessed with the
GSOD Scale. The respondent’s mental state was evaluated
over a period of two weeks when asked four questions.
The answers were: “Yes” or “No”. The more points the
respondent received the more likely it was he suffered
from depression. A score of 0 meant the person did not
suffer from depression; a score of 1 meant that depression
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can be both confirmed or excluded. A score higher than 2
points meant the respondent suffered from depression.

The statistical relationship was analyzed at the signifi-
cance level p<0.5. The relationship between self-rated
health and selected variables was analyzed with the use
of single-factor regression and multiple regression.

Statistical analysis
The authors analyzed the following study hypotheses:

1. The people with a better ADL and GSOD score
have a better self-reported quality of life.

2. Not complaining of health disorders results in a
more positive self-rated quality of life; thus, those
who require nursing services are less likely to regard
theirs as good.

3. Participating in family gatherings contributes to a
higher self-rated quality of life.

The obtained data were entered into a Microsoft Excel
database. The statistical significance level was p < 0.05.
The authors used the following descriptive and analytical
statistics measures: arithmetic mean, median, modal,
ratios of the structure — percentage and fractions, which
depended on the number of the studied groups analyzed
according to the variables. The Pearson’s x° test was
used to compare the structure of the studied group with
regards to sex, age and the form of received help and
the whole subpopulation, aged 65 or older using social
help all around the city.

The evaluation was made at a level of significance
of p<0.05. The authors applied single-factor and
multiple logistic regression in order to evaluate the
relationship between the self-rated quality of life of
the studied respondents and selected variables. Two
models of the single-factor logistic regression were cre-
ated: I — good versus bad and II - neither good nor bad.
Only one model identified by multiple logistic regression:
good self-rated quality of life versus bad and neither good
nor bad. The Statistica 9.0 Program (StatSoft, US) was
used for statistical purposes.

Results and discussion

Results

The studied group consisted of 363 females (77.9%) and
103 males (22.1%). They were aged 65 — 100 years and
the mean age was 79 + 9.87 years. The majority of the
respondents had elementary education (52.0% of the
subjects). More than half the people were widowed
(67.2%). When asked about the quality of their life, the
respondents most often answered “neither good nor
bad” (56.0%). 26.8% of the respondents claimed the qual-
ity of life is bad or very bad (25.3% males and 27.3%
females), whereas 17.2% of the subjects said the quality
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Variable Males Females In total
n % n % N %
Sex 103 100.0 363 100.0 466 100.0
Age 65-69 41 40.2 50 14.0 91 19.8
70-74 15 147 46 129 61 133
75-79 22 216 74 20.7 96 209
80-84 15 14.7 96 269 111 24.2
85 and older 9 838 91 255 100 218
Marital status Single Male/single female 15 14.6 43 11.8 58 124
Married 10 9.7 9 2.5 19 4.1
Widower/widow 45 437 268 739 313 67.2
Divorced 33 320 43 11.8 76 163
Education Elementary 42 408 200 55.1 242 519
Vocational 18 175 19 52 37 79
Secondary 34 330 119 328 153 329
University 9 8.7 25 6.9 34 7.3
Work done in the past Manual worker 84 816 239 658 323 69.3
Desk-bound worker 19 184 124 342 143 30.7
Number of people in the household One 91 884 334 92.0 425 91.2
More than one 12 11.6 29 8.0 41 8.8
Sufficient income Yes 7 6.8 25 6.9 32 6.9
No 96 93.2 338 93.1 434 93.1
Health disorders Headaches 71 689 312 859 383 822
Pain in the spine and joints 34 330 252 694 286 614
Pain in the chest 49 476 199 548 248 532
Shortness of breath 63 61.2 215 59.2 278 59.7
Heart palpitations 29 28.2 156 429 185 397
Unstable blood pressure 51 495 189 521 240 515
Tiredness 69 66.9 275 758 344 738
Participation in family gatherings Every week 0 0.0 2 06 2 04
Every month 2 1.9 9 25 11 24
A few times a year 29 282 191 525 220 472
Once a year 1 1.0 1 03 2 04
Never 71 689 160 441 231 496
Self-rated quality of life Good and very good 16 15.5 64 176 80 17.2
Neither good nor bad 61 59.2 200 55.1 261 56.0
Bad and very bad 26 253 99 273 125 268
Activity of daily living (ADL) Fitness 70 679 229 63.2 299 64.2
Moderate disability 27 26.2 98 269 125 268
Disability [§ 59 36 99 42 18.6
Geriatric scale of Depression (GSOD) No depression 8 78 70 19.3 78 16.7
Diagnosed/not diagnosed depression 31 30.1 88 24.2 119 255
Possible depression 64 62.1 205 56.5 269 57.7

Source: the authors’ own calculations.
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was very good. Most of the subjects complained of
health disorders. 82.2% suffered from frequent head-
aches, 73.8% - tiredness, 61.4% - pain in the spine and
joints, 59.7% - shortness of breath, 53.2% - pain in the
chest, 51.5% - unstable arterial blood pressure and 39.7%
observed heart palpitations. The authors did not note
statistically significant differences between the sex and
particular health disorders. Only pain in the spine and
joints were observed twice as often in females as in
males. Table 2 presents these characteristics.

In order to evaluate the influence of the studied vari-
ables the authors used model I of the single-factor logis-
tic regression. This model appeared to be better than
model II. With regards to the single-factor logistic re-
gression 12 variables selected for the purposes of this
analysis turned out to contribute significantly to a better
quality of life. They included: education, sufficient in-
come, nursing services as form of received help, the
score of the ADL Scale, no headaches, no pain in the
chest or shortness of breath, stable blood pressure, no
tiredness, no heart palpitations, participation in family
gatherings, the score on the GSOD Scale which confirms
the respondent does not suffer from depression.

University education increased the possibility of enjoy-
ing good life more than twice (OR =2.31; p < 0.05). If the
respondent’s income was sufficient enough for him or
her to satisfy needs, the quality of life was 1.5 times
higher (OR = 1.63; p < 0.05). The subjects who were pro-
vided with nursing services almost twice less frequently
claimed that the quality of their life is good in compari-
son with those who were provided with financial help
(OR=045). It might be concluded that deteriorated
health is the main reason for applying for nursing
services. According to the ADL Scale, healthy people
claimed that the quality of their life is more often than
twice in comparison to disabled people (OR=0.47) —
p <0.05. The fact that the respondents did not complain
of heart palpitations, increased a chance for good life qual-
ity more than twice (OR =2.32); similarly no everyday
tiredness (OR =2.08) and stable arterial blood pressure
(OR =1.79) increased a chance for good life quality almost
twice. Those who did not feel headaches, pain in the chest
or shortness of breath more often considered their life
good than the respondents who complained of these men-
tioned disorders. The odds ratios were: 1.55; 1.51 and 1.51
respectively (p < 0.05; p <0.01). A similar observation was
made for participation in family reunions. Those who did
not participate in such reunions claimed less frequently
than twice that the quality of their life is good (OR = 0.52;
p < 0.05). The score of the GSOD Scale appeared to be the
most import ant factor and it greatly affected the person’s
quality of life. The odds ratio for the studied respondents
who obtained between 0 and 9.88 on the GSOD Scale
demonstrated lack of depression. Such respondents almost
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ten times more frequently claimed that the quality of their
life is good than those with the score >1, which means
possible depression. Also in the case of those with the
value 1, which means they might or not suffer from
depression, the chances for good life increased 6 times
(OR =6.33). The error probability in both the cases was
0.001. The other studied variables did not significantly
contribute to the quality of life. Some variables actually
increased chances for a better life quality; however, the
difference was statistically insignificant. It is worth point-
ing out that age was such a variable. Younger respondents
considered their life better than older ones. Table 3 pre-
sents the evaluation of possible good and bad self-rated
quality of life in the analyzed two models of the single-
factor logistic regression.

The authors used the multi-factor logistic regression
in order to simultaneously evaluate the influence of
factors, which, in the single-factor logistic regression,
made the respondents from the Municipal Social
Welfare Centre perceive their life positively. With
regards to the multi-factor logistic regression there were
3 variables (of 12) which significantly contributed to a
good quality of life. They included: education (p < 0.05),
participation in family reunions (p <0.01) and the score
on the GSOD Scale (p < 0.001). It turned out that in the
group of respondents with university education, rather
than with elementary education, the chance for a posi-
tive quality of life increased 3 times (OR = 3.07). Those
participating in family reunions more frequently than
twice claimed their life was good than those who
avoided such reunions (OR =2.26). In the multi-factor
logistic analysis, similarly to the single-factor logistic
regression, the score on the GSOD Scale was the most
influential. It was confirmed that the respondents whose
score on the scale was 0 (no depression) claimed their
life is better more often than ten times in comparison
with those whose score was >1 (OR=10.2). With
regards to the subjects with the score 1, the chances for
good life increased 7 times (OR =7.02). Table 4 demon-
strates the possibility of good self-rated quality of life of
the respondents in the multi-factor logistic analysis.

Discussion

A systematic increase in the percentage of elderly
people, i.e., aged 65 or older, in Poland but also in
Europe and the world, is mentioned in many publications
[23-29]. While analyzing old age we do not consider only
the years of life the person lived, but also how they were
lived [30,31]. Lifestyle and health behaviours greatly affect
the person’s health. Here we should mention a physical,
mental and educational activity, a proper diet, relax and
avoiding alcohol, nicotine etc. These factors are con-
sidered components of prophylaxis of premature ageing
[32,33]. Many factors — social, biological and mental
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Table 3 Evaluation of chances for good (Model 1) and bad (Model 1l) self-rated quality of life of elderly people applying
for social help - single-factor logistic regression

Variable Model | Model Il

OR 95% Cl p OR 95% Cl p

Sex Females 1.16 0.64-2.212 p>0.05 1.00 Reference group
Males 1.00 Reference group 1.11 0.67-1.84 p>0.05

Age 65-69 142 0.65-3.09 p>0.05 1.00 Reference group
70-74 1.63 0.70-3.80 p>0.05 061 0.28-1.32 p>0.05
75-79 1.13 0.51-2.52 p > 0.05 1.14 0.62-2.10 p>0.05
80-84 1.83 0.89-3.77 p > 0.05 0.76 041-142 p>0.05
85 and older 1.00 Reference group 1.02 0.56-1.87 p>0.05
Marital status Single male/single female 0.58 0.17-2.00 p>0.05 186  047-732 p>0.05
Widower/widow 0.58 0.20-1.69 p > 0.05 1.89 0.54-6.69 p>0.05
Divorced 047 0.14-1.59 p>0.05 261 0.69-9.86 p>0.05

Married 1.00 Reference group 1.00 Reference group

Education University 231 1.02-5.23 p <0.05 1.00 Reference group
Secondary 124 0.72-2.13 p>0.05 123 049-3.07 p>0.05
Vocational 0.87 0.32-2.37 p>0.05 0.90 0.28-2.91 p>0.05
Elementary 1.00 Reference group 169  071-4.09 p>0.05

Work done in the past Manual worker 1.21 0.72-2.03 p> 005 1.00 Reference group
Desk-bound worker 1.00 Reference group 1.33 0.84-2.09 p>0.05

Sufficient income Yes 163 1.00-2.66 p <0.05 1.03 Reference group
No 1.00 Reference group 1.00 0.68-1.56 p>0.05

Number of people in the household One 0.99 0.51-1.93 p>0.05 1.00 Reference group
More than one 1.00 Reference group 087  043-1.78 p>0.05
Kind of help Financial 045 0.23-0.85 p<0.05 1.23 049-3.07 p>0.05

Nursing 1.00 Reference group 1.00 Reference group

Headaches No 1.55 0.33-093 p <0.05 1.00 Reference group
Yes 1.00 Reference group 0.83 0.55-1.26 p>0.05

Pain in the spine and joints No 0.78 047-1.29 p>0.05 1.00 Reference group
Yes 1.00 Reference group 091 0.60-1.38 p>0.05

Pain in the chest No 151 0.31-0.84 p <001 1.00 Reference group
Yes 1.00 Reference group 1.28 0.85-1.93 p>0.05

Shortness of breath No 1.51 0.31-0.84 p <001 1.00 Reference group
Yes 1.00 Reference group 1.28 0.85-1.93 p>0.05

Heart palpitations No 2.32 1.15-4.70 p <005 1.00 Reference group
Yes 1.00 Reference group 0.95 0.58-1.55 p>0.05

Unstable blood pressure No 1.79 1.06-3.03 p <0.05 1.00 Reference group
Yes 1.00 Reference group 1.19 0.79-1.81 p>0.05

Tiredness No 1.79 1.06-3.03 p <0.05 1.00 Reference group
Yes 1.00 Reference group 0.86 0.57-1.29 p>0.05

Participation in family gatherings No 0.52 0.36-0.86 p <0.05 117 Reference group
Yes 1.00 Reference group 1.00 0.77-1.77 p>0.05

ADL Fitness 047 0.27-0.84 p <005 1.00 Reference group
Moderate disability 0.61 0.29-1.29 p > 0.05 1.45 0.86-2.44 p>0.05
Disability 1.00 Reference group 056  024-1.30 p>0.05
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Table 3 Evaluation of chances for good (Model 1) and bad (Model ll) self-rated quality of life of elderly people applying

for social help - single-factor logistic regression (Continued)

GSOD No depression

Diagnosed/not diagnosed depression 6.33

Possible depression

9.88 4.99-19.6 p <0.001 1.00 Reference group
3.32-12.1 p <0.001 050  021-1.24 p>0.05
1.00 Reference group 341 1.75-6.63 p <0.001

Source: the authors’ own calculations.

ones - contribute to the quality of life [34-42]. The
authors of the study confirmed that the quality of life of the
elderly depends on many elements: health, financial situ-
ation and family relationships. In professional literature
there are a lot of studies on this problem so results of these
might be sometimes extremely different. What makes this
study innovative and original is the fact that it has infor-

mation on the aspect of using social help by elderly people.
This aspect has been hardly ever discussed in other studies.

Studies on the quality of life of the elderly (residents
of nursing homes and participants of classes held by
third-age universities) conducted in the Podkarpackie
voivodeship, confirmed that social and demographic
factors affected the quality of life of the respondents.

Table 4 Evaluation of chances for good and bad self-rated quality of life of elderly people applying for social

help - multi-factor logistic regression

Variable Good vs. bad, neither good nor bad
OR 95% Cl P

Education University 307 1.21-7.80 p <0.05

Secondary 1.27 0.68-2.37 p>0.05

Vocational 091 0.30-2.80 p>0.05
Elementary 1.00 Reference group

Sufficient income Yes 142 0.81-2.50 p>0.05
No 1.00 Reference group

Kind of help Financial 0.89 0.28-2.81 p>0.05
Nursing 1.00 Reference group

Headaches No 1.59 0.83-2.96 p>0.05
Yes 1.00 Reference group

Pain in the chest No 1.04 0.18-6.06 p>0.05
Yes 1.00 Reference group

Shortness of breath No 1.04 0.18-6.06 p>0.05
Yes 1.00 Reference group

Heart palpitations No 0.67 0.18-241 p > 0.05
Yes 1.00 Reference group

Unstable blood pressure No 334 1.08-13.3 p>0.05
Yes 1.00 Reference group

Tiredness No 222 0.33-14.8 p > 0.05
Yes 1.00 Reference group

Participation in family gatherings Yes 226 2.24-4.11 p <001
No 1.00 Reference group

ADL Fitness 0.56 0.23-1.35 p>0.05

Moderate disability 063 0.26-1.49 p>0.05
Disability 1.00 Reference group

GSOD No depression 102 493-21.1 p <0.001

Diagnosed/not diagnosed depression 7.02 3.51-140 p <0.001
Possible depression 1.00 Reference group

Source: the authors’ own calculations.



Bryta et al. Health and Quality of Life Outcomes 2013, 11:181
http://www.hglo.com/content/11/1/181

These factors particularly included: sex, marital status
and health. Age turned out to be less important. Other
publications did not clearly show to what extent age is
important. Age on its own is not a determining factor.
However, in a combination with other variables (dis-
eases, mental and physical disabilities) it can significantly
decrease the quality of life [43]. The authors of this
study made a similar observation. Although they did not
note a statistically significant relationship between age
and the quality of life, the calculated odds ratios con-
firmed that the possibility of enjoying good life is greater
for younger respondents. A relationship between health
and self-rated quality of life was also confirmed. The
authors proved that in the respondents who did not
suffer from disorders such as: headaches, pain in the
chest, heart palpitations, unstable blood pressure, short-
ness of breath, tiredness the chances for a good quality
of life increased more than twice. Studies conducted in
Finland by Noro et al. [44] confirmed that marital status
was also a significant factor. People who remain single
or who have lost their spouse, often lack self-confidence.
They have to face up to a new reality which is often con-
nected with deterioration of their financial situation.
This problem is accompanied by loneliness and isolation.
Their social contacts become less and less frequent,
which makes them feel even more lonely. Often meet-
ings with friends or family motivate to activity and
increase self-rated quality of life. The feeling that the
elderly person is someone important makes him or her
feel needed and helps to cope with personal failures. The
author did not observe a direct relationship between the
marital status and the quality of life but they observed a
relationship between the quality of life and family rela-
tionships. It can be somehow identified with a positive
effect if the person is not socially excluded. People
actively involved in family gatherings were more likely to
enjoy good life that those who did not participate in
such meetings. Tseng and Wang conducted a study on
161 residents of 10 nursing homes in Taiwan and
concluded that the quality of life also depends on educa-
tion. Better education was connected with leading more
healthy lifestyle [45]. The authors of this study also
confirmed a relationship between the level of education
and the quality of life. Depression is becoming more and
more serious factor in a subpopulation of the elderly.
This study demonstrates this trend, too. The BREF
version of the GSOD Scale was applied as a study tool
to diagnose depression. According to the results 62.1%
of males and 56.5% of females suffered from depression.
This disease significantly decreases the quality of life of
the respondents. Depression which is untreated nega-
tively affects the quality of life of the person and what is
more, worsens other problems, which eventually might
lead to death. It was confirmed that people who have
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had episodes of myocardial infarct or stroke and now
have depression, are more threatened with death.
According to American Health and Retirement Study
both males and females are likely to develop depression
in older age [46]. In 2006 — 2007 the Clinic of Geriatrics
and internal diseases in Cracow conducted a study on
the influence of depression on the quality of life of
patients aged 80 or older with ischemic heart disease.
Thanks to the analysis of the 15-score GSOD Scale the
researchers evaluated the intensity of depression symp-
toms. They observed progressing depression in 30.9%
patients. The developing depression was accompanied
by problems with walking, taking care of themselves
and, like in this study, appearing somatic symptoms [43].
Rogers et al. examined a group of 1,024 patients with
coronary disease and observed depression in 20% of
them. Such people significantly more often complained
of a deteriorated quality of life, physical disabilities and
their overall health was worse [47]. Wells et al. noted
that depression makes everyday activities more difficult
to perform [48]. Studies conducted in Taiwan in 1994 —
2004 showed that people aged 65 or older are more
likely to suffer from depression than younger ones. In
1994 the percentage of people in this age group was
16.3%, but 10 years later it was 29.9% [49]. Moreover, in
people with chronic diseases, depression symptoms are
observed more frequently. This fact was also confirmed
by the authors of this study.

Ageing populations are affected by important econo-
mic, social and medical problems. The WHO is aware of
these problems and it points out the necessity to initiate
activities which would make elderly people constantly
involved in social life and which prevent this subpopula-
tion against being affected by negative health, mental
and social tendencies. Any initiatives should be exempli-
fied by providing care for the elderly. Our objectives
should not only aim at extending human life but also
concentrating on improving the quality of life in all its
aspects [50,51]. Many factors, such as: diseases, lifestyle,
individual ageing processes as well as social, psy-
chological and environmental factors contribute to the
person’s fitness. Over years people are less and less inde-
pendent and they need some other people to help them
[52,53]. The authors confirmed that the kind of received
social help significantly affected the quality of life of the
person. The respondents who applied for nursing
services negatively evaluated their quality of life, which
is definitely related to their bad health. Thus, we can
conclude that a demand for nursing care provided by
welfare centres will be growing. The ability to provide
self-care and being fit will allow in the elderly to remain
independent in satisfying their needs which include:
walking, eating, controlling physiological processes and
keeping personal hygiene [54—56].
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Demographic forecasts for coming years clearly con-
firm that ageing trends will be more and more visible.
This will have biological, medical, economic and social
implications [57-59]. Elderly patients need profes-
sional care. People responsible for modern social and
health policy should implement initiatives which will
improve both the health and quality of life of ageing
populations [60,61].

Conclusions

In the light of problem of ageing populations the issue
of the quality of life of the elderly has become highly
important. The analysis of factors determining the qual-
ity of life of people who apply for help to the Municipal
Social Welfare Centre in L6dz allowed for drawing the
following conclusions:

1. The quality of life of elderly people depends on
many factors — mainly on physical and mental
health, and which is directly connected with this,
being provided with nursing care. Other factors
include education, income and family relationships.

2. Symptoms of depression most significantly
contributed to a negative self-rated quality of life.

3. Identifying conditions of the quality of life of elderly
people might help implement initiatives aiming at
the improvement of the quality of life and, as a
consequence, decrease a demand for social help,
i.e. nursing services.
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