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Abstract

:

Population aging has led to an increased recognition of the problems encountered by older persons. As a consequence, the most recent years have been marked by a series of changes with regard to the organization and provision of social services for dependent older people. The aim of this article is to identify factors associated with the quality of life in old age, using a logistic regression applied to the data collected following a field survey among the beneficiaries of social services. The analysis revealed that men are more likely to appreciate that life does not make sense, compared to dependent elderly women. Age is also a significant factor that influences the quality of life: the older the people are, the more they tend to think in a positive manner about their life. Health, social participation and food are also important factors that influence the perception regarding the quality of life.
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1. Introduction


As a result of economic and technological developments, life expectancy is continuously improving and the European elderly population is becoming more numerous. These demographic changes have long-term effects on social protection systems and society as a whole; they require specific interventions as the needs and expectations of these people are different from those of other categories of population. First, the ability of older people to live autonomously is often affected by the prevalence of diseases associated with old age, and this leads to an increase in the need for social and socio-medical services [1]. Secondly, the families of these people need access to various social services in order to face the difficulties related to the care of a dependent older person.



All these transformations were reflected in the development of research concerning the effects of the ageing population at different levels: the micro level—individual; the meso level—organizations that provide social and socio-medical services; the macro level—public policy makers.



Sustainable ageing, in general, and sustainable care, in particular, have three broad components: an economic component, an environmental one and a social pillar [2,3].



Economic sustainability of ageing and care points to the increasing costs of social care for the elderly. An ageing population is pushing up the cost of caring for older and disabled people, placing the social care systems under huge pressure. A sustainable health and care system can help older people live a dignified life and at the same time can reduce the burden of care for their families [4].



At the EU level, in 2010, the expenditures on long-term care were 1.8 pp on countries’ GDP and by 2060 are estimated to be more than 3.5 pp [5]. Regarding Romania, the same authors [5] estimate that by 2060 the public expenditure on long-term care will have increased up to almost 2 pp on GDP. Moreover, the Romanian social services system dedicated to the older persons have changed during the last few years, as a consequence of the European’s attention to ageing phenomenon and its social and economic consequences. Most of the changes have been driven by the necessity to ensure a long-term sustainability of the social assistance system, as the demographic changes pressure the social protection system and require solutions balanced in terms of expectations of older persons and public budget possibilities.



Sustainable environment for elderly people means, among others, adapting buildings and residential buildings in particular, for elderly needs: obstacle-free and easy access buildings, both indoors and outdoors, for residents at different stages of their lives, adjustable spaces and inclusive design, with the use of ICT technologies and solutions [6].



Regarding the social aspects, a sustainable care system takes into account not only the distribution of resources, but also the people’s individual needs satisfaction, well-being, and quality of life [7].



This article mainly focuses on the perceptions of elderly people related to factors associated with the quality of life (QoL) and provides information that can be used to design a sustainable care system that includes the perceptions of older beneficiaries. The aim of this article is to identify factors associated with the quality of life in old age, using a logistic regression applied to the data collected following a field survey among the beneficiaries of social services. Our core research questions in the context of the national care system dedicated to older persons were: (i) to assess if the quality of life among the elderly is influenced by their health status; (ii) to test if the social ties (partner, family, and friends) have a positive impact on the perceived quality of life; (iii) to draw a conclusion on how the social services for the elderly actually contribute to their quality of life. The first part of the article presents a short description of the social services architecture within the Romanian social assistance system, followed by a literature review section concerning quality of life in general and quality of life in old age in particular. The third section covers the method selected and applied to identify the factors associated with the quality of life and the last part of the article presents and discusses the results. This research contributes to the general understanding of determinants of QoL in old age based on the perception of older dependent persons.




2. Social Care Policy Addressing Older People


Social and socio-medical services have evolved a lot in recent years, both in number and structure, in trying to adapt to the growing needs generated by the continuous phenomenon of population aging. Today in Romania live 3,751,731 people aged 65 and over [8], representing 16.9% of the country’s population, with 2.3 pp. more than ten years ago.



The accentuation of the aging population and the increase in life expectancy determined the appearance of the fourth age or the oldest-old—people aged 80 and over. The share of this category in the total elderly population increased from 21.2% in 2010 to 25.0% in 2020.



The aging index, calculated as the number of 65-year-old people and over, per 100 children under 15 years, increased by 21.4% between 1st of January 2010 and 1st of January 2020, from 95.2 to 115.6. Thus, nowadays the number of older persons exceeds the number of children. This development will probably have implications over the way society’s resources will be distributed amongst generations [9].



The changes in the demographic structure have a strong impact both economically and socially. Increasing longevity entails higher costs for health care, long-term care and social protection for older people, threatening the sustainability of the system.



Aging is associated with a constant deterioration in health, fragility, low potential of activity and the risk of dependency. The state of dependence of the older population is determined by the presence of degenerative diseases that reduce the mobility of the individual, by the progressive decrease in memory and sometimes by the appearance of symptoms of senile dementia, by the strong restriction of social and professional roles.



One of the major problems faced by the older people in Romania is the economic dependency [10] determined by the low level of material resources available for this vulnerable group of population.



In Romania, the older people have the right to social assistance in relation to the socio-medical situation and the economic resources. Social assistance for the elderly is provided through social services and social benefits. The aim of the social assistance intervention is to support those in difficulty to obtain the conditions necessary for a decent life, helping them to develop their own abilities and skills. Social services are structural components of the social assistance system, contributing to the social inclusion of beneficiaries, helping them to overcome difficult situations and increasing their quality of life.



The main types of social services addressed to the elderly provided by both public and private social service providers (associations, foundations, cults recognized by law) are the following:




	
Temporary or permanent home care;



	
Temporary or permanent care in a home for the elderly;



	
Care in day centers, clubs for the elderly, temporary care homes, apartments and social housing, and the like.








Temporary or permanent home care consists of providing:




	
Social services—personal care, prevention of social marginalization and support for social reintegration, legal and administrative advice, support for the payment of current services and obligations, care of housing and household, help with housekeeping and food preparation;



	
Socio-medical services—basic activities of daily living, mainly: ensuring body hygiene, help with dressing and undressing, rehabilitation of physical and mental abilities, adapting the home to the needs of the elderly, moving indoors and communicating, and temporary care in day centers, night shelters or other specialized centers;



	
Medical services—consisting of providing consultations and medical care at home or in health institutions, dental consultations and care, administration of medicines, provision of sanitary materials and medical devices.








Temporary or permanent care in a home for older persons consists of:




	
Social services—help for housekeeping, legal and administrative counseling, ways to prevent marginalization and social reintegration in relation to psycho-affective capacity;



	
Socio-medical services—help for maintaining or rehabilitating physical or intellectual abilities, ensuring occupational therapy programs, support for achieving body hygiene;



	
Medical services—consultations and treatments at the medical office, in specialized medical institutions or at the person’s bed, if he is immobilized, care-infirmary services, insurance of medicines, provision of medical devices, consultations and dental care.








However, home care and keeping the elderly in their living environment are much more suitable for those in difficulty, with emotional benefits for them.



The access of an older person to the residential center is allowed only if they require special permanent medical care, which cannot be provided at home; he cannot manage on his own; is without legal supporters or they are unable to fulfill their obligations due to their health or economic situation and family responsibilities; he has no home and no income of his own.



Among the main causes of the long-term institutionalization of the older people, were identified [11]: loneliness and lack of support network; the manifest desire of the elderly; lack of income; various chronic conditions; physical or mental disability; home loss; maladaptation to home care services; misunderstandings within the family; bed immobilization; abuse of caregivers/relatives.



In order to respond as adequately as possible to the social needs of the elderly and the particular conditions in which they find themselves, social services are organized with priority at the level of local communities [12]. Local public administration authorities are responsible for identifying and assessing the needs of older people, organizing, planning and ensuring the financing or co-financing of social services, and public and private social service providers are responsible for providing them in compliance with quality standards.



On the Romanian social services market, non-governmental organizations are the most important private actors both by their number and by the diversity of social services offered to those in need [12]. Unfortunately, the territorial distribution of non-governmental organizations as private providers of social services is uneven, with areas where their number is very small.



In the field of social services for the elderly, the public–private partnership allows one to increase the quality of life of these individuals or families in a situation of social need. The partnership ensures the prompt provision of these services in the communities that need them most (poor communities, rural communities).



The quality of life of older people is closely linked to the social protection system and the quality of social services they receive.



The social field in general and that of social and socio-medical services in particular must find appropriate solutions to the problems faced by the elderly population and measures that increase the quality of life of these people must be implemented.




3. Literature Review


Central to this research is the concept quality of life, a concept that includes two broad perspectives—an objective perspective and a subjective one [13], with some indicators taking into account both of the two aspects.



From an objective perspective, the concept quality of life (QoL) encompasses aspects such as life conditions, living conditions, nutrition, environment, income level, etc., aspects that are usually evaluated through the use of tools developed by experts [13,14]. Although these aspects are significant in terms of social policy regulations, research into quality of life should also consider the subjective perspective of individuals [15].



From a subjective perspective, quality of life captures how the individual perceives his own life and it concerns the individual’s happiness, well-being, and quality of experience. The standards of reference are individual’s expectations, values, personality traits and experiences and are influenced by factors such as socio-economic level, intellectual activity, cultural values, lifestyle, daily satisfaction and living environment [16]. Due to the importance of beneficiary’s centrality in designing social services, different authors [17,18,19] argue that subjective measurement of the quality of life should take precedence.



Both of the two perspectives encounter criticism. The main criticism of the objective perspective is that alone it captures general aspects of life, such as illness and treatment, but does not offer insights on the individual’s perceptions and preferences [15,20]. Regarding the subjective evaluation, alone it may lead to incomplete or erroneous conclusions [17], especially when used in a particular social policy context [21]. Second, when studying the quality of life of elderly people suffering from cognitive impairment, trustworthy subjective measurements are also difficult to obtain.



Eurostat uses both subjective and objective aspects for measuring the quality of life. The indicator Quality of Life encompasses nine dimensions, eight of them concerning the functional capacities that citizens should have access to—material living conditions, productive or main activity, health, education, leisure, economic security and physical security, governance and basic rights, the natural and living environment, and the ninth dimension of the concept capturing to life satisfaction and well-being—the general experience of life [22].



Human needs may also ground the theory and evaluation of quality of life, based on A.H. Maslow’s theory of human motivation [17]. At the bottom of the hierarchy are the physiological needs, and the safety and security needs, followed by love, affection and belongingness needs, subsequent are self-respect and self-confidence and the respect of others, and lastly is the need of self-actualization. Only when the needs from one level are fulfilled, the individual can endeavor to satisfy the needs on the next level.



According to WHO [23], quality of life is “an individual’s perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns” and it is influenced by different factors, such as physical health, psychological state, level of independence, social relationships, personal beliefs and the environment in which the person lives. The WHO definition incorporates health-related aspects, psychological aspects, cultural and social aspects. This definition of quality of life developed by WHO is most often referred to when examining the quality of life.



The social phenomena of growing life expectancy stimulated the research regarding the quality of life of the elderly [24]. Approached for the first time in medical research, quality of life further expanded into sociology, psychology and social work. The aim of identifying the general characteristics of a good life, including good life in old age, conducted elaborated literature regarding the subject.



The quality of life is a multidimensional, multifactorial construction [13,21,25], and contrary to various stereotypes, the definition of a good quality of life in old age is often similar to that identified for other age groups [26]. However, given that older people are usually affected by physical and mental pathologies, many of them require long-term care [27], physical and mental health, as well as functional capacity, gain a much stronger emphasis when measuring their quality of life [28]. Health is a resource that allows elderly people to fulfill social activities and to engage in activities of daily living [29]. The ability to accomplish these activities vastly influences the way these people perceive their quality of life.



As the elderly form a heterogeneous group, and considering the impact of physical and mental health on the quality of life of individuals, research conducted in recent decades emphasized the importance of medicine in gerontology [21] and led to the Health-Related Quality of Life (HRQoL) approach [14]. In addition, a person’s previous experiences, emotional state, personality, and expectations make the measuring and evaluating of quality of life a difficult process [27].



Through a systematic review concerning the quality of life of the elderly in general, research conducted in five countries of the European Union—Germany, Italy, the Netherlands, Sweden and UK—eight key factors of the quality of life of older people were identified: environments, including housing, quality of the neighborhood, quiet surroundings, good environmental conditions and transport, physical and mental health, employment and retirement, income and wealth, family and support networks, including both qualitative and quantitative aspects, such as intergenerational family solidarity, neighbors and friends emotional support, the frequency of social contacts, etc., participation in organizations and associations, access to health and social care services, life satisfaction and wellbeing, which is a subjective dimension of quality of life [30]. The research also identifies structural factors, corresponding to social demographic variables that influence the quality of life of in old age: social class, gender and ethnicity [31,32]. In a systematic review of 48 qualitative studies, the authors of [25] identified nine interconnected QoL domains: health perception, autonomy, role and activity, relationships, attitude and adaptation, emotional comfort, spirituality, home and neighborhood, financial security.



A study on elderly living in Slovakia [33] identified three categories of factors influencing their quality of life: demographic factors, containing age and sex, socio-economic factors, containing marital status, education and income, and health factors containing functional status, anxiety and depression. Quality of life may be also influenced by the characteristics of dwellings [34] or involvement in recreational activities [35].



Regarding people suffering from severe physical and/or mental disabilities, that are residents in institutional care, studies [36] reveal four aspects of quality of life for those people: sense of self, including appearance, personal possessions, privacy, participation to meaningful activities, the environment, with two main aspects, control and autonomy and the relationship with the staff and relationships with other residents and relationships with family.



A study on the factors related to the QoL of older people hospitalized and receiving post-acute rehabilitation services in Switzerland [37] revealed that depression is significantly associated with elderly perception of their quality of life.



According to other studies focused on residents’ quality of life in long-term care settings, three broad categories of factors that influence the quality of life in old age were identified: core factors, mediating factors and facilitating/constraining factors. Core factors consist of care environment and ethos of care, sense of self and identity, connectedness, social relationship and networks, activities and therapies. Mediating factors consist of personality and life experiences, adaptive responses, health status/dependency level and expectations. Facilitating/constraining factors consist of physical and social environment [13,15].




4. Data and Methodology


4.1. Data Source


The data source used in this article is a survey database from The Quality of Life for Elderly in Romania project financed through Sectorial Research Plan of the Ministry of Labour and Social Protection from Romania. This specific survey on the quality of life of dependent elderly beneficiaries targeted social services with accommodation (care homes for the elderly—social service code 8730 CR-V-I, respite centers for the elderly—social service code 8730 CR-V-II, sheltered housing—social service code 8730 CR-V-III) and social services without accommodation (day care and recovery centers—social service code 8810 CZ-V-I and home care units—social service code 8810 ID-I). The codes correspond to the nomenclature of social services in Romania approved by DECISION No. 867/2015 of 14 October 2015 for the approval of the nomenclature of social services, as well as of the framework regulations for organization and functioning of social services.



The main objective of the survey conducted among the elderly was to identify the determinants of the quality of life of dependent elderly people who benefit from social services with and without accommodation.



Based on specialized literature and tools developed internationally [38] a set of indicators were developed and tested in 8 regional focus groups and 6 semi-structured interviews with various categories of people interested in social services for this category of population (beneficiaries, organizations representing the interests the elderly, social service providers). After this methodological step, the questionnaire was recalibrated and pretested. The tool developed and applied in the field survey includes 28 questions developed based on 41 indicators pretested grouped in 7 dimensions, as follows: emotional well-being/well-being (8 indicators), disposable income and their management (3 indicators), functional autonomy (10 indicators), food and nutrition (3 indicators), control, quality of care (8 indicators), social participation and involvement (10 indicators), living environment (housing and community) (4 indicators). A series of socio-demographic identification variables for respondents is found in the questionnaire developed to allow an in-depth analysis of the data.



The survey based on a standardized face-to-face questionnaire was applied using TAPI-Tablet Assisted Personal Interview technique between 7 August 2019 and 23 September 2019. Completing a questionnaire took an average of 20 min. The data were analyzed using IMB SPSS 20 statistical software. The population of beneficiaries of social services for the elderly (social services with and without accommodation) was extracted from the Register of accredited social services’ providers of The Romanian Ministry of Labour and Social Protection. The sampling procedure was based on a two-stage stratification method that ensures a representative distribution at national level, in terms of distribution of providers and beneficiaries. The first stage of the stratification method targeted the social service providers, and the second stage targeted the social service beneficiaries. The survey is nationally representative for the social services with a 3.5% margin of error at 95% confidence level. The representativity for the type of service is, in the case of beneficiaries of social services with accommodation margin of error of 3.086%, at a 95% confidence level, and in the case of beneficiaries of social services without accommodation margin of error of 3.34%, at a confidence level of 95%.



In total, 655 dependent elderly people were interviewed, comprising 355 dependent elderly people from social services with accommodation, and 300 dependent elderly people from social services without accommodation (Table 1). Only persons aged 65 years and over with a physical dependency were included in this survey. All ethical issues regarding confidentiality, informed consent and anonymity were addressed during the process of data collection.



There are some studies available investigating what quality of life actually means for older people. An interpretative hermeneutic phenomenological analysis conducted by [39] revealed that quality of life in old age means a preserved self and meaning in existence. In another study, quality of life in old age is described as a sense of well-being, meaning and value [40]. The authors of [40] believe that a person who experiences a reasonable degree of well-being is a person who can see some meaning in life. Therefore, we consider that the use of the perception regarding the meaning of life as a proxy for quality of life for older people is appropriate given the purpose of this article (identification of factors associated with the quality of life of elderly beneficiaries from social services). A binary variable measuring subjective perception of the respondents regarding the meaning of life was developed starting from the question “How would you characterize your life right now?”. The answer options “other answer” and “I can’t appreciate” were considered missing, the final sample used for the analysis in this article thus containing the answers of 640 elderly peoples (Table 2).




4.2. Data Method


Starting from the data collected, we aimed to identify factors associated with the quality of life among older persons, using a logistic regression model. Logistic regression is used when the dependent variable of a regression model is a binary variable and can take only two values, usually encoded with 1, success, and 0, failure [41]. The value 1 expresses the occurrence of a certain event and the purpose is to estimate the probability of occurrence of that event according to the values of the independent variables.



The general form of the model for a single dependent variable is:


  P  (  y = 1 | x  )  =    e  α + β x     1 +  e  α + β x      











The expression   P  (  y = 1 | x  )    represents the probability of occurrence of the value y = 1 conditioned by the value x.



The logit transformation of this probability is:


  ln  (    P  (  y = 1 |   x  )    1 − P  (  y = 1 |   x  )     )  = α + β x  











For simplicity, let us consider P (y = 1|x) = p, according to the notation from the binomial probabilistic model, p indicating the probability of success. The logit transformation is required to project the probability p from the interval (0, 1) to the interval (−∞, +∞), which is necessary for estimating the parameters.



In practice, the odds ratio is frequently used:


   O R =  p  1 − p     ,   where    p  1 − p   =  e  α + β x     











If the logistic regression model has several explanatory variables, the general form of the model becomes:


  ln  (    P  (  y = 1 |  x 1  ,    x 2  ,    x 3  ,   … ,    x k   )    1 − P  (  y = 1 |  x 1  ,    x 2  ,    x 3  ,   … ,    x k   )     )  =  β 0  +  β 1   x 1  +  β 2   x 2  + ⋯ +  β k   x k   











With odds ratio:


  O  R  x 1 , x 2 , … , x k   = exp  (   β 0   )  · exp  (   β 1   x 1   )  · …   · exp  (   β k   x k   )   











Each    β i    expresses the contribution of the corresponding factor to the explanation of the probability of occurrence of the event y = 1.




4.3. Description of Variables


In order to identify the factors influencing the quality of life, we used as a dependent variable in the logistic regression model the subjective perception of the respondents regarding the meaning of life. The constructed binary variable takes the value 1 if the respondent considers that “My life makes sense, and those around me help me a lot”. The variants: “My life has lost its meaning, but those around me help me a lot” and “My life has lost its meaning, and those around me do not help me much” have been coded with the value 0, considering that people who no longer see the meaning of their lives have a low quality of life.



As explanatory variables, we took into account some socio-demographic characteristics, but also other variables were considered important in determining the quality of life, the information being obtained from specific questions included in the questionnaire.



Gender is a binary variable that takes the value 1 in the case of a male respondent. To quantify the age of the respondents, we used a categorical variable with the values: 1 for the age group 65–74 years, 2 for the range 75–84, and 3 for the respondents who are 85 years or older. The residence is also an alternative variable, where 1 represents the urban residence and 0 the rural residence. Marital status was included in the analysis with the value 1 for people who have a partner (married or consensual union/cohabitation) and 0 for single people (unmarried, divorced or widowed). The level of education of the respondent refers to the last school graduated, being a categorical variable with three possible variants: 1 for ISCED 0–2, 2 for ISCED 3–4 and 3 for ISCED 5–8. The income is expressed in hundreds of RON (Romanian currency, RON 100 = EUR 20.52), being a continuous numerical variable.



To quantify the impact of social services on quality of life, we included, as explanatory factors: a variable that quantifies how long the respondent received social services, service time, a continuous numerical variable expressed in years; an alternative variable, accommodation, indicating whether or not the respondent benefits from social services with accommodation.



The subjective assessment of well-being was included in the analysis through a binary variable (health) that takes the value 1 if the respondent is in good health and the value 0 if the respondent declared that his health is not exactly good, or it gets worse as time goes on—this affecting his life.



The functional autonomy of the respondents was evaluated based on two binary variables: (i) dependency, which takes the value 1 if the respondent needs other people’s help in everything he does, respectively, 0 if the respondent manages alone sometimes or manages alone in most situations; (ii) walking difficulties, an alternative variable with the value 1 if the person chose one of the answers: “I can only walk with the help of another person”, “I can only walk with the help of a support device” or “I can’t walk at all”; the value 0 was assigned to the situation in which the respondent can easily walk alone.



The food and nutrition indicators focused both on qualitative and quantitative aspects: we constructed two binary variables for which the value 1 indicates adequate quantitative/nutritional food always available versus the value 0 which indicates that the respondent’s diet is not always satisfactory.



As the study aims to analyze the beneficiaries of social services, we considered it appropriate to introduce a variable to indicate the safety felt by respondents during the services they receive and how this influences their quality of life. The binary variable takes the value 1 if the respondent declares that he is well cared for and does not worry about safety and 0 if he worries about his safety.



The importance of friends and loved ones for quality of life was quantified using the loneliness variable which takes the value 1 if the respondent said he feels he has no one around, he is alone, and the value 0 if the respondent has close people who help him not feel alone.



The last dimension included in the analysis refers to the living environment (home and community) of the elderly people who benefit from social assistance. Two binary variables were constructed to describe whether respondents carry out activities outside the home/residential center and whether they are satisfied with the recreation facilities available in the area where they live.





5. Results and Discussions


We started the analysis by investigating the explanatory variables related to quality of life. For this, we used Cramer’s V Coefficient, which measures the association between two binary variables. The results indicated a moderate or strong association between diet quality and food quantity (0.63), walking difficulties and dependency (0.57) and walking difficulties and outside activities (0.44). Consequently, we decided to eliminate from the econometric analysis the variables walking difficulties and food quantity.



The results of the logistic regression are presented in Table 3.



The results show that, among the variables included in the analysis, the gender of the respondents influences the quality of life—men being more prone to consider that life does not make sense, compared to dependent elderly women. People aged 85 years and over are more likely to think that life makes sense, compared to people aged 65–74, and a higher income is associated with a higher probability of considering that life does not make sense. This result can be explained by the fact that people with a high level of income do not have material deficiencies that make their life difficult and are more concerned with the qualitative aspects of life. The duration of time since the respondent receives social service is statistically significant and has a positive influence on the perception that life makes sense. From this point of view, the results indicate a positive influence of the social services on the lives of the elderly.



The health status proved to be a very important factor in influencing the perception regarding the quality of life. Respondents who stated that they were in good health were four times more likely to think that life had meaning, compared to those who said that their health was not very good. In the same time, people who feel dependent on other people in various activities are more likely to consider that life does not make sense.



Proper nutrition has a positive impact on quality of life, as people who stated that their food quality is in accordance with the recommended diet are 1.6 times more likely to have a positive perception of the meaning of life. Last but not least, social participation has proven to be an important explanatory factor for the quality of life of the elderly. People who feel alone, those who feel they have no one around them, are more likely to feel that life is meaningless compared to those who have the support of those close to them. Social isolation reflects the availability and frequency of contacts with family, friends, neighbors, and community.



Among the variables proposed as influencing factors of the perception that life has meaning, considered in a broad sense an understanding of quality of life, after estimating the logistic regression model, it was observed that some of them are not statistically significant: marital status, level of education, type of service (with or without accommodation), the safety felt by respondents when cared for, participation in outdoor activities or satisfaction with access to recreation areas.



The regression results partially confirm the results presented in other international studies [42] regarding the elderly in general, respectively, the fact that the quality of life of the elderly worsens, especially in relation to health, autonomy, type and the frequency of social activities carried out. Different results were obtained in studies conducted by [33] on the existence of a direct correlation between old age and a negative perception of quality of life. Some authors [42] identified a positive relationship between age and the field of sensory abilities and a negative relationship with the field of social participation and intimacy.



Opinions have been expressed in theoretical and empirical studies in the field of social exclusion according to which people suffering from economic difficulties adapt their needs to the economic resources [32,43]. In this way, they become satisfied with their daily standard of living, despite the fact that they face economic difficulties. There have also been studies that reach different conclusions regarding the influence of income on the perceived quality of life. Thus, in a study conducted in 2016, based on the WHO tool, it resulted that income does not exert any influence in this area. The authors explained the results based on the social network (e.g., members of family that could have taken over from the financial burden) to which the study participants had access [33].



Socio-economic status and income have played a significant role in the quality of life of individuals [44]. The lack of a life partner had a negative influence on the perception of quality of life in the study conducted by [32]. In the present research, marital status was not statistically significant in terms of influence on quality of life, although other studies correlated the partner’s lack with a higher degree of isolation of the elderly. However, even in the study conducted on dependent elderly people in our country, loneliness was a factor with a significant influence on the perception of life, without this necessarily being related to the existence/non-existence of a life partner, but rather to the lack of access to a strong social network—family, children, friends, etc.



Health status has a significant influence on quality of life from the perspective of maintaining autonomy in carrying out various activities of daily living, similarly to other studies [45]. Social services provided in residential centers or at home involve interaction between people, including aspects related not only to care, but to life in general. From a psychological point of view, it is important for the beneficiaries to feel safe, respected, valued, to have the feeling that they can make their own choices and decisions.



Regarding the factors associated with the quality of life of dependent elderly people, we can conclude that the differences between the results obtained in this study and other studies are determined mainly by the national context in which the research was conducted and the response collection tool that operationalizes different dimensions of quality of life. Second, the present study captures the perceptions of dependent elderly people at a certain point in time and not their evolution over time.




6. Conclusions


This research study aimed to identify factors associated with the quality of life from the perspective of older persons. This study contributes to the general understanding of determinants of QoL from the perception of older persons. The sample of the older population investigated included all older age groups of beneficiaries of social services and, thus, we appreciate that our findings cover a significant range of factors of what QoL means for older persons from Romania, being fairly consistent to other international studies. The results could be used by policy makers in the process of social policy design.



The analysis focused on the subjective component of QoL, so we chose, as proxy for the quality of life, the subjective and general assessment of respondents regarding the meaning of life. Most explanatory factors were also subjective appreciations, focusing on various aspects that can influence the quality of life of the elderly in Romania. Therefore, one of our study’s limitations is that it cannot be seen as an exhaustive analysis of the quality of life, but more as an investigation of the subjective perceptions of the elderly regarding this subject.



Our classification of QoL explanatory variables is the result of literature review and empirical research inputs from older beneficiaries, social services providers and organizations that represent the interests of older persons. We appreciate that the dimensions of the quality of life in the national context should consider the cultural specifics and the characteristics of the social assistance system, and this is another limitation of our research.



In our study, information on the quality of life was provided by elderly beneficiaries of long-term care services from Romania.



Despite this methodological limitation, the results show that there is a series of important predictors associated with high values of quality of life among Romanian elderly persons—the health status of the elderly having a high importance in this process. Poor health status of the elderly is associated with a negative perception of quality of life of this group of people. However, the duration of time since the respondent receives social services has a positive influence on the perception that life makes sense, and this may guide social services providers to focus their policies to what is important and meaningful for elderly.



The quality of life in old age is a relevant aspect of social policy and the results indicate the need for government programs and strategies to promote improvements in social and health services and actions to disease prevention in order to improve the quality of life of dependent elderly people. Public policy measures to promote the active and dignified social participation of elderly people in society, but also to increase the degree of independence for people with long-term care needs should rely on data and information collected from beneficiaries of social services. In this line, the results support the policy makers by providing the necessary data and information to assess the performance of social and socio-medical services and to substantiate the strategies in the field of active ageing and social protection of the elderly. The findings of our study may also be used as a starting point by researchers interested in developing new QoL measures for older persons in Romania, considering the scarcity of similar studies at national level.
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Table 1. Main characteristics of the sample.






Table 1. Main characteristics of the sample.











	Name of the Characteristic
	Total

(n = 655)

n%
	Services with Accommodation

(n = 355)
	Services without Accommodation

(n = 300)





	Sex
	
	
	



	Male
	230 (35.1%)
	146 (41.1%)
	84 (28%)



	Female
	425 (64.9%)
	209 (58.9%)
	216 (72%)



	Civil status
	
	
	



	Married/Consensual Union
	83 (12.7%)
	18 (5.1%)
	65 (21.6%)



	Single/Widowed
	572 (87.3%)
	337 (94.9%)
	235 (78.3%)



	Residential area
	
	
	



	Urban
	433 (66.1%)
	217 (61.1%)
	216 (72%)



	Rural
	222 (33.9%)
	138 (38.9%)
	84 (28%)



	Last education level
	
	
	



	Without education
	4 (0.6%)
	2 (0.6%)
	2 (0.7%)



	ISCED 1–2
	218 (33.3%)
	81 (22.8%)
	137 (45.7%)



	ISCED 3–4
	336 (51.3%)
	202 (56.9%)
	134 (44.6%)



	ISCED 5–8
	97 (14.8%)
	70 (19.7%)
	27 (9%)



	Age
	
	
	



	65–74 years
	238 (36.3%)
	126 (35.5%)
	112 (37.3%)



	75–84 years
	261 (39.8%)
	138 (38.9%)
	123 (41%)



	85 years and over
	156 (23.8%)
	91 (25.6%)
	65 (21.7%)



	The period of accessing the service
	
	
	



	Under 12 months
	133 (20.3%)
	82 (23.1%)
	51 (17%)



	12–24 months
	110 (16.8%)
	68 (19.2%)
	42 (14%)



	24–36 months
	93 (14.2%)
	55 (15.5%)
	38 (12.7%)



	36–48 months
	68 (10.4%)
	32 (9.0%)
	36 (12%)



	48 months and over
	251 (38.3%)
	118 (33.2%)
	133 (44.3%)



	Monthly income of the elderly

(in Euro, 1 Euro = RON 4.873)
	
	
	



	Average income
	252
	278
	221



	Q1 (First quartile)
	140
	154
	131



	Q2 (Second quartile)
	226
	267
	182



	Q3 (Third quartile)
	328
	369
	307



	Ownership of social service
	
	
	



	Public
	291 (44.4%)
	205 (57.7%)
	86 (28.7%)



	Private
	364 (55.6%)
	150 (42.3%)
	214 (71.3%)







Source: Authors’ development based on the methodological report of the survey.
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Table 2. Distribution of respondents based on their perceived meaning of life.
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	Name of the Characteristic
	Total

(n = 640)

n%
	Life Has a Meaning (n = 372)
	Life Has No Meaning (n = 268)





	Sex
	
	
	



	Male
	35.5%
	35.2%
	35.8%



	Female
	64.5%
	64.8%
	64.2%



	Civil status
	
	
	



	Married/Consensual Union
	12.5%
	12.9%
	11.9%



	Single/Widowed
	87.5%
	87.1%
	88.1%



	Residential area
	
	
	



	Urban
	65.8%
	64.8%
	67.2%



	Rural
	34.2%
	35.2%
	38.8%



	Last education level
	
	
	



	Without education
	0,6%
	1.1%
	-



	ISCED 1–2
	33.0%
	31.7%
	34.7%



	ISCED 3–4
	51.6%
	53.0%
	49.6%



	ISCED 5–8
	14.8%
	14.2%
	15.7%



	Age
	
	
	



	65–74 years
	37.0%
	37.9%
	35.8%



	75–84 years
	39.2%
	35.2%
	44.8%



	85 years and over
	23.8%
	26.9%
	19.4%



	The period of accessing the service
	
	
	



	Under 12 months
	20.6%
	19.9%
	21.6%



	12–24 months
	16.4%
	16.1%
	16.8%



	24–36 months
	14.5%
	14.2%
	14.9%



	36–48 months
	10.5%
	9.4%
	11.9%



	48 months and over
	38.0%
	40.3%
	34.7%



	Monthly income of the elderly (in Euro, 1 Euro = RON 4.873)
	
	
	



	Average income
	252
	243
	266



	Q1 (First quartile)
	140
	133
	144



	Q2 (Second quartile)
	226
	205
	246



	Q3 (Third quartile)
	328
	308
	349



	Ownership of social service
	
	
	



	Public
	45.2%
	48.7%
	40.3%



	Private
	54.8%
	51.3%
	59.7%







Source: Authors’ development based on survey database.
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Table 3. The results of the logistic regression.






Table 3. The results of the logistic regression.





	
The Perception That Life Has Meaning a

	
B

	
Exp (B)

	
Wald






	
Intercept

	
0.266

	
1.305

	
0.100




	
Gender

	
−0.347 *

	
0.707

	
2.813




	
Marital status

	
0.194

	
1.214

	
0.413




	
Residence

	
−0.128

	
0.880

	
0.372




	
Education

	
ISCED 0–2

	
0 b

	

	




	
ISCED 3–4

	
0.013

	
1.014

	
0.003




	
ISCED 5–8

	
−0.127

	
0.880

	
0.113




	
Age

	
65–74 years

	
0 b

	

	




	
75–84 years

	
−0.179

	
0.836

	
0.656




	
85 years and over

	
0.439 *

	
1.581

	
2.790




	
Income

	

	
−0.022 *

	
0.978

	
2.950




	
Accommodation

	

	
−0.052

	
1.054

	
0.053




	
Service time

	

	
0.052 *

	
1.054

	
3.439




	
Health

	

	
1.399 **

	
4.052

	
35.21




	
Dependency

	

	
−0.690 **

	
0.502

	
10.13




	
Diet quality

	

	
0.461 **

	
1.586

	
3.873




	
Safety

	

	
0.166

	
1.181

	
0.052




	
Loneliness

	

	
−1.454 **

	
0.234

	
9.795




	
Outside activities

	

	
0.161

	
1.174

	
0.499




	
Recreation facilities

	

	
−0.189

	
0.828

	
0.375








a The reference category is: Life has no meaning. b This parameter is zero because it represents the reference category. The significance level is marked in the table as follows: * for α = 0.1 and ** for α = 0.05. Source: Authors’ calculations using IBM SPSS Statistics 20.
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