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Abstract

Quality of life is an extraordinarily multidimensional term. It includes both objective and subjective factors.
This article reviews the quality of life of an extremely sensitive group - people over the age of 65, based
on data from the pan-European SHARE survey (Survey of Health, Ageing and Retirement in Europe). The sur-
vey revealed the disparities in the quality of life of seniors regarding material, health, social and emotional
dimensions in 16 European countries. According to the European survey of the evaluation of the quality of life
of seniors, those living in Western and Northern European countries are more satisfied with the quality of their
life. Generally, it has become apparent that quality of life is interlinked with the institutional framework of the
country, family support and individual approaches. Countries in Southern and Eastern Europe have lower
values in individual dimensions as well as in the aggregate quality of life index.
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Introduction by significant changes manifested in all

countries. They are reflected in a number
The demographic behaviour of the European of population processes and structures which
population in the second half of the 20th and the are typically interconnected in their devel-

beginning of the 21st century is characterized opment. These changes have been most
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strikingly manifested in a drop in fertility,
changes in family behaviour, and changes
of population age structures (Kdcerovd,
Ondackovd, & Mldadek, 2014). The growing
number of seniors in the population brings
along a number of challenges that society
must face in terms of economics, health-care
and social issues. Recently, special attention
has also been paid to the quality of life of this
group of the population.

Nevertheless, due to historical reasons
(gradual incorporation of the concept of qual-
ity of life into the scope of research of indi-
vidual branches of science) and a high level
of complexity, no standard definition of the
term “quality of life” has thus far been elabo-
rated. Quality of life has gradually become
the focus of social, health, economic, and geo-
graphic sciences. It includes both objective
and subjective factors and involves numerous
indicators that reflect its multidimensional
nature. This stems from the fact that human
life as such is complex and multifaceted and
has multiple dimensions that may overlap
or involve a complex network of internal
interdependencies.

The World Health Organization (WHO)
sought to reflect this diversity in its definition
that can be deemed quite comprehensive.
It defines quality of life as “individuals’ per-
ception of their position in life in the context
of the culture and value systems in which they
live and in relation to their goals, expecta-
tions, standards and concerns. It is a broad
ranging concept affected in a complex way
by the person’s physical health, psychological
state, level of independence, social relation-
ships, personal beliefs and their relationship
to the salient features of their environment”
(WHO, 1997).

Changes in  economic activity, loss
of social roles or physical strength are impor-
tant circumstances in people’s lives that sig-
nificantly impact on their quality of life. Thus,
it can be said that age is a parameter that
significantly contributes to such modifica-
tions. Objective life circumstances and sub-
jective perception (satisfaction) are differenti-
ated by individual age categories within the
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population. Therefore, the aim of this study
is to analyse the quality of life of an extremely
sensitive and a growing group, i.e. people over
65. For that purpose, this study adopts (with
some modifications) the Index of Well-Being
in Older Populations developed by the Popu-
lation Reference Bureau. The index includes
12 indicators that allow for a comprehensive
assessment of the material, health, social,
and emotional domains of quality of life.
The aggregate quality of life index provides
a synthetic view of a population’s well-being.
Our study is a unique attempt to evaluate
the quality of life of the people of sixteen
European countries based on a single meth-
odology and data from the pan-European
SHARE survey. However, in addition to being
defined by personal subjective and objective
preferences, the well-being of seniors is influ-
enced by the existing social, economic and
institutional frameworks of the home coun-
tries of individual respondents. As a result,
our goal was to also examine the geographic
heterogeneity of individual domains of well-
being and examine how these factors affect
different dimensions of the perceived level
of quality of life. Special focus was placed
on differences in the quality of life between
genders due to the fact that the impact of dif-
ferent activities of men and women in indi-
vidual stages of their lives (education, employ-
ment, social roles and specific diseases) and
differences in values attached to individual
domains by men and women with respect
to their overall quality of life appear to be
significant.

Quality of life in old age

To evaluate the well-being of an older popula-
tion is a challenging undertaking in one more
respect: the senior population is an extremely
heterogeneous group and encompasses
a very specific part of the population (Mihl-
pachr, 2004). Considering the complexity
of the concept and the existence of different
disciplinary perspectives, it is not surprising
that there is no agreement on how to define
and measure quality of life, and no theory
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of the quality of life in old age (Walker, 2005).
Several studies point to a specific perception
of well-being in older populations. The study
by Mastekaasa, Moum, and Naess (1988) sug-
gests that seniors are more satisfied with
their lives compared to others, despite the
fact that a smaller number of seniors reported
that they were happy. According to Campbell,
Converse, and Rodgers (1976) life satisfaction
usually declines by the age of 50 or 60, and
subsequently increases slightly or remains
stable. The study by Netuveli and Blane
(2008) also supports this view. The satisfac-
tion curve increases from about age 50, then
peaks at age 68 and declines afterwards. The
level of well-being tends to return below the
levels corresponding to age 50 as late as at
the age of 86.

The quality of life of the older population
has been the subject of a number of different
studies in terms of depth (both particular and
complex). The most popular research efforts
into the quality of life of the senior popula-
tion include studies focusing on the health
of seniors. Naturally, this was due to the
availability of data from surveys conducted
on a European and national scale. However,
it is clear that the significance of the subjec-
tive perception of health is growing (Payne,
2005; Uher, 2014) since seniors are more
sensitive to this domain of well-being com-
pared to the younger population (Westerhof,
Dittmann-Kohli, & Thissen, 2001). The prevail-
ing scholarly consensus is that a subjective
evaluation of health is a more plausible indi-
cator of health than morbidity and mortality
(Walker, 2005). This domain is especially sig-
nificant among male seniors (Aurelia & Bal-
dazzi, 2002). Farquahar (1995) reported that
poor health was the factor most frequently
reported by British seniors as the reason for
the negative evaluation of their lives. In par-
ticular, seniors mention the loss of mobility,
higher sickness rates, pain or depression.
Similarly, physical health and functional abil-
ity were reported as two of the four most
important “ingredients” of quality of life
by Spanish seniors (Ferndndez-Ballesteros,
2002), where health was considered the most

important factor by as many as 78% of the
respondents. Moreover, several authors have
arrived at the conclusion that the develop-
ment of certain limitations and depression
negatively impacts other domains of life and
correlates closely with the overall quality
of life (Demura & Sato, 2003; Orfila, Ferrer,
Lamarca, Tebe, Domingo-Salvany, & Alonso,
2006; Dragomireckd et al, 2008; Netuveli
& Blane, 2008).

Apparently, the social dimension is also
a very significant contributor to the qual-
ity of life of seniors. While most indicators
of a negative evaluation of quality of life
were related to health limitations (although
the maximum negative evaluation was loss
of family), the social dimension was evalu-
ated as highly positive. Seniors evaluated
their well-being as positive based on factors
such as family, activities and social contact,
while health was considered as the fourth
most important  dimension  (Farquahar,
1995). Similarly, the greatest concern related
to a decline in the quality of life of British sen-
iors pertained to the loss of friends and loved
ones (Barnes, Taylor, & Ward, 2013). This was
reaffirmed by another British survey show-
ing that 81% of senior citizens cited social
relationships as the best factor contributing
to their well-being, while 50% reported poor
health as the key factor impeding their qual-
ity of life (Bowling & Gabriel, 2004). Based
on a survey of the Korean population con-
ducted by Kim and Kim (2003), seniors enjoy-
ing the support of their families and friends,
and who are active in paying back their sup-
port to their families, generally achieved the
highest quality of life scores. Similar findings
were reported by Haski-Leventhal (2009)
who examined the relationship between the
well-being of seniors and their involvement
in volunteer activities. Volunteers not only
enjoyed better health, they were also more
satisfied with their lives. The connection
between health (specifically depression) and
lifestyle was also the subject of research con-
ducted by Demura and Sato (2003). Using the
ANOVA statistical test, they concluded that
depression is related to the age, the number
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of friends, family, and employment, and for
male seniors, volunteering.

Walker (2005) pointed out that the most
common empirical associations with qual-
ity of life and well-being in old age are good
health and functional ability, a sense of per-
sonal adequacy or usefulness, social partici-
pation, intergenerational family relationships,
the availability of friends and social support,
and socioeconomic status (including income,
wealth and housing). While there are com-
mon associations with quality of life and well-
being, it is clear that subjective self-assess-
ments of psychological well-being and health
are more powerful than objective economic
or socio-demographic factors in explaining
variations in quality of life ratings.

In Europe, comprehensive studies on qual-
ity of life have been conducted covering
a broad spectrum of aspects of life. However,
these studies were not focused on the senior
population but covered a wide range of ages.
The so-called Sarkozy Commission Report,
published in the aftermath of the 2008 gener-
al social and economic crisis, was quite inspi-
rational. It was one of the most notable refer-
ences for a general conceptualization of the
measurement of economic performance and
social progress (Annoni, Weziak-Bialowolska,
& Dijkstra, 2012). The report focused on the
objective and subjective components of qual-
ity of life. The subjective components included
cognitive evaluation of one’s life, hedonistic
experiences, happiness, satisfaction, positive
emotion (joy, pride, satisfaction) as well as neg-
ative emotions (such as pain, fear, delusions).
Quality of life is related to both economic
resources, such as income, and non-economic
aspects of peoples’ lives (what they do and
what they can do, how they feel, and the natu-
ral environment in which they live). The levels
of quality of life that can be sustained over
time depend on whether stocks of capital that
matter for our lives (natural, physical, human,
social) are passed on to future generations
(Stiglitz, Sen, & Fitoussi, 2009).

Well-being 2030, co-funded by the Euro-
pean Policy Centre and the European Com-
mission, is another important project related
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to quality of life. It is based on qualitative
research in eight Member States - Estonia,
Germany, Greece, France, Poland, Romanig,
Sweden and the UK, and aims to determine
how quality of life can be measured by ana-
lysing the potential of social policies, includ-
ing employment, health, education, migra-
tion and measures to address inequality and
poverty in Europe. It focused on three groups
of the population: (18 to 29); (30 to 44); and
(45+) and considered their economic situa-
tion. The authors of the project arrived at the
conclusion that income level, employment,
health, and education strongly impact life
satisfaction but they did not identify the most
important factor. (European Commission,
2011).

Developing a globally applicable model
was also the goal of the EU-funded project
entitled Ageing Well: European Study of Adult
Well-Being (ESAW). The authors of the
research, which was carried out in Austria,
Italy, Luxembourg, The Netherlands, Sweden
and the UK, arrived at five key components
of quality of life: physical health and func-
tioning, cognitive efficacy (self-resources),
material security, social support resources
and life activity, with an emphasis on the
subjective perception of these domains.
On a global scale, the highest impact on life
satisfaction was material security, followed
by health.

A number of projects around the world
(Eurofound - Quality of Life Survey, National
Accounts of Well-Being, the Canadian Index
of Wellbeing, Enhancing Wellbeing in an Age-
ing Society (EWAYS) in New Zealand, The Uni-
versity of Michigan Health and Retirement
Study (HRS) in the USA, and the Australian
Unity Wellbeing Index) strive to achieve a syn-
thetic evaluation of the quality of life of a pop-
ulation with a special focus on different age
groups. The diversity of approaches adopted
by individual projects stimulates discussion
on the development of a set of composite
indices, the suitability of instruments/indica-
tors for monitoring quality of life and the are-
as of their application in scientific research
and policy making. Each of these projects has
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its own justification relative to its objective
and availability of data.

Methodology

Most of the previous studies on well-being
arrived at the following set of quality of life
domains: economic status, environment
(material well-being), physical and mental
health, independence, social relationships,
family relationships, spiritual and personal
activities. Since we believe that material
well-being is closely related to the economic
status of seniors, these indicators should rep-
resent one domain. Likewise, independence
(limitation of activities) corresponds to health,
or more specifically, to physical condition.
On the other hand, mental condition affects
emotional experience, perceived satisfaction
and future outlook. Similarly, family rela-
tionships represent a specific case of social
contact and are therefore evaluated jointly.

Based on the above domains, we adopted
the Index of Well-Being in Older Populations
as the starting point of our research. The
index was developed by a team of scientists
from the Population Reference Bureau and
the Stanford Center on Longevity (PRB, 2011).
In its final form, the quality of life index com-
prised four dimensions that included 12 indi-
cators. Our effort to increase the number
of indicators (to cover more quality of life
aspects of the senior population) was lim-
ited by the questions included in the SHARE
survey (or sometimes by the weak represen-
tation of the respective answers, e.g. a poor
response rate for questions about the number
of available rooms). The original well-being
index was modified and healthy life years
were used instead of average life expectancy;
the calculation of the aggregate of quality life
index was also adjusted (see below).

The data for our article come from SHARE,
the Survey of Health, Ageing and Retirement
in Europe that has been carried out in Europe
since 2004 in 21 countries over four waves.
In this survey, data were collected by personal
interviews between an interviewer and the
respondent and recorded in questionnaires

electronically (CAPI) and on paper (so-called
Drop-Offs). Respondents were individuals
older than 50. The survey has created a lon-
gitudinal database of demographic, health,
economic, and social information at the level
of both individuals and the entire household.
In this study, we used data from the 4th
wave of SHARE carried out in 2011-2012 with
16 participating countries (Austria, Germany,
Sweden, Netherlands, Spain, Italy, France, Den-
mark, Switzerland, Belgium, Czech Republic,
Poland, Hungary, Portugal, Slovenia, Estonia).

The dimension of material well-being was

covered by median household income per
capita, and percentage not in absolute pov-
erty. Median household income per capita
was established based on the question: How
much was the overall income, after tax, that
your entire household had in an average
month in last year? and the question: Does
anyone else live in this household? was used
to determine the number of members living
in the household. To allow for comparability,
the median income in individual countries
was converted to the international dollar
using purchasing power parity. Penn World
Table 7.1 (Heston, Summers, & Aten, 2012)
was used for the purpose of the above con-
version. The values for the countries using
currencies other than the Euro were first con-
verted from the original currency using the
coefficient specified in the SHARE database,
and the obtained figures were later convert-
ed to US dollars in accordance with purchas-
ing power parity. The percentage not in abso-
lute poverty was calculated based on the Low
income cut-offs after taxes values for a medi-
um-size community in the relevant year (Sto-
tistics Canada, 2014). The after-tax income
was converted to the international dollar with
purchasing power parity and resulted in the
following absolute poverty levels:

- 1-person household - $ 13,864,

« 2-person household - $ 16,875,

- 3-person household - § 21,012,

- 4-person household - § 26,215,

- 5-person household - § 29,851,

- 6-person household - § 33,106,

- 7-person household - $ 36,360.
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The health well-being dimension was char-
acterised by the following 5 variables: per-
centage with no disability, percentage with
no difficulty taking medications (living inde-
pendently), percentage with no difficulty walk-
ing a short distance (no functional limitations),
healthy life-years at age 65, and percentage
not obese. The percentage with no disability
was calculated based on the answer to the
following questions: Here are a few more eve-
ryday activities. Please tell me if you have any
difficulty with these because of a physical,
mental, emotional or memory problem. Again
exclude any difficulties you expect to last less
than three months. 1. Dressing, including put-
ting on shoes and socks 3. Bathing or shower-
ing 4. Eating, such as cutting up your food
5. Getting in or out of bed 6. Using the toilet,
including getting up or down. The responses
to all 5 questions by a person without dis-
ability was “no problems”. The percentage
with no difficulty taking medications was
determined by asking the same question
in sub-question 71. Taking medications. The
number of people, expressed in percent, with
no difficulty walking a short distance was
determined based on a no response marked
for the question: We need to understand dif-
ficulties people may have with various activi-
ties because of a health or physical problem.
Please tell me whether you have any difficulty
doing each of the everyday activities on card
10. Exclude any difficulties that you expect
to last less than three months. 1. Walking
100 metres. The life expectancy in the origi-
nal methodology was replaced with healthy-
life years which better corresponded with
the relevant dimension. For this indicator, the
data were taken from the Eurostat database.
The percentage not obese was determined
based on the respondent’s information about
weight (Approximately how much do you
weigh?) and height (How tall are you?) (in
cases where no information about the height
was provided, we used the available data
from the previous SHARE). An individual with
a BMI above 30 was considered obese.

The dimension of social commitment
was defined by 2 variables - percentage

Geographia Polonica 2020, 93, 2, pp. 183-209

Marcela Kacerovd ¢ Jana Ondackovad

participating in an economic or social activity
(socially connected), and percentage in con-
tact with at least one child. As for the per-
centage of persons participating in economic
or social activities, at least one YES answer
to the following questions was decisive: Which
of the activities listed on this card - if any
- have you done in the past twelve months?:
1. Done voluntary or charity work 5. Gone
to a sport, social or other kind of club 6. Tak-
en part in activities of a religious organiza-
tion (church, synagogue, mosque etc.) 7. Tak-
en part in a political or community-related
organization or response 2: Employed or self-
employed: In general, which of the following
best describes your current employment situ-
ation? Percentage in contact with at least one
child was determined based on the question:
During the past twelve months, how often
did you have contact with [name of child],
personally, by phone or mail?. In successive
steps, the survey asked questions about all
living children. We considered the following
answers satisfactory: 7. Daily 2. Several times
a week 3. About once a week 4. About every
two weeks 5. About once a month 6. Less
than once a month.

The emotional well-being dimension had
3 variables - percentage with no report
of depression (a non-clinical measure), the
suicide rate for older adults (reverse coded),
and percentage thriving (satisfied with cur-
rent life and future prospects). The percent-
age with no report of depression was defined
based on subjective feelings: In the last
month, have you been sad or depressed? The
suicide rate for adults was taken from the
data of the World Health Organization. The
number of persons, expressed in percent who
are thriving, required feeling satisfied in the
present and expecting a positive future. A rat-
ing of 7 or higher to the following question
was required: On a scale from 0 to 10 where
0 means completely dissatisfied —and
10 means completely satisfied, how satisfied
are you with your life? and the response Often
to the question How often do you feel that the
future looks good for you? (Often, sometimes,
rarely or never?).
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Subsequently, a synthesized quality of life
index was calculated in three steps: deter-
mining the score of the indicators (Tab. 1),
calculating the dimension score, and calcu-
lating the final summary index. For individual
indicators, the score was determined by the
best practice method. This means that the
best value was identified and 100% was allo-
cated to each variable. The values for other
countries were calculated as the proportion
of the percent value and the above base and
could range from 0% to 100% of the value.
The average dimension score was calcu-
lated from individual indicators expressed
as a percentage (Tab. 2).

The aggregate quality of life index was
calculated as a weighted arithmetic aver-
age of the scores on individual indicators.
An analysis of the structure of a correlation
matrix (Tab. 3) was used to calculate the
weight of individual indicators.

The calculation of the overall score of qual-
ity of life was carried out as follows:

QL=(5,88x, + 5,90x, + 5,23x, + 2,65x, +
+5,87x, + 5,08x, + 5,66x, + 5,92x, + 1,48x, +
+3,86x,,+2,41x,,+6,42x,,)/56,37

In this case, weights gained by analysing
the structure of the correlation matrix have
high values in indicators that are more cor-
related with the greatest number of other
variables possible and that depend on the
intensity of this correlation as well as on the
number of strongly correlated indicators.
These weights enable us to determine the sig-
nificance of each indicator while the “clearer”
the type of indicator, the higher the value.
We applied the sums of pair coefficients
in correlations as weights of indicators that
we eventually divided by the total sum of pair
coefficients. This ensured that the total quali-
ty of life index also reached values of 0-100%.
Thus, to obtain a 100% quality of life index
a country would need to achieve the best
value for each of the 12 variables.

However, we must point out some limita-
tions of the study. First, we had to drop the
aim of evaluating quality of life in several
age categories of seniors. Age is one of the

determining factors of quality of life and such
approach would enable further longitudinal
analysis. However, the numbers of responses
in this case would be too low and the infor-
mation would be distorted. Second, when
it comes to quality of life, it would be interest-
ing to examine not only the quantity of some
indicators (family relations), but also their
quality, or the satisfaction of a senior with
a given indicator. Nevertheless, we are con-
vinced that this study offers a comparable
and multidimensional image of the quality
of life of seniors in various countries of Europe.

Characteristics of the group
of respondents

In accordance with the conclusions of oth-
er studies, we found it necessary to char-
acterise the sample in terms of elementary
demographic and socioeconomic factors.
However, these independent variables (since
they do not fall into any of the domains) had
to be defined as these factors also affected
the respondents’ preferences.

A total of 29,679 respondents older than
65 participated in the survey (Tab. 4). The
femininity index was 1259%o as there were
13,138 men and 16,541 women. Estonia
had the largest number of respondents
(2291) while Poland had the smallest sam-
ple (398 men). The average age of respond-
ents in individual countries ranged from
72.60 in Portugal (men) to 76.04 in Spain
(women). Significant characteristics affecting
the quality of life also included the respond-
ent’s marital status. In this respect, a differ-
ence needs to be pointed out in the marital
status of men and women. Married people
dominated in both groups. Nevertheless,
the number of married men was higher, and
the difference was much more significant
in Eastern Europe than in Western Europe.
This fact results from different life expec-
tancy values and particularly from the bigger
gap between men and women (the so-called
gender gap) in Eastern Europe. The smallest
percentage of married respondents was from
Austria (42.48%, women) and the highest

Geographia Polonica 2020, 93, 2, pp. 183-209



190 Marcela Kacerovd ¢ Jana Ondackovad

Table 1. Values of indicators of quality of life

Material Health
dimension dimension
Country Gender
median not no no no
income in absolute disabilit difficulty functional
poverty Y taking meds limitations
Sweden men 16,838 93.73 86.14 95.79 90.33
women 16,164 85.12 86.49 96.26 88.54
Denmark men 14,612 89.19 88.66 95.46 92.05
women 14,612 81.78 88.69 96.59 87.61
Netherlands men 17,561 97.55 92.10 98.18 90.12
women 18,293 97.31 89.71 98.49 87.79
Belgium men 15,349 90.78 80.71 9713 85.33
women 15,349 89.43 73.44 95.43 76.86
France men 16,235 87.71 84.08 97.35 86.64
women 15,529 80.32 82.35 96.56 80.80
Switzerland men 22,557 94.27 92.50 99.41 93.67
women 21,429 92.42 89.54 98.54 92.57
Germany men 16,709 94.33 84.65 96.97 85.45
women 16,709 89.12 80.94 95.72 80.51
Austria men 16,829 94.21 86.56 97.35 90.68
women 16,098 82.12 84.28 97.88 85.88
Slovenia men 10,476 62.73 84.51 9713 81.84
women 9524 52.61 86.97 97.56 75.71
[taly men 11,111 74.55 87.71 95.52 84.90
women 11,383 68.17 79.21 95.27 72.22
Spain men 8919 53.5 83.81 89.31 82.96
women 9405 49.75 74.59 90.16 69.61
Portugal men 8113 48.8 83.45 98.88 80.54
women 8451 46.08 70.41 93.82 67.35
Czech Republic | men 8568 48.72 87.61 97.49 88.16
women 8291 29.36 84.95 97.37 82.97
Poland men 6672 33.24 80.05 94.70 79.04
women 6196 27.63 71.71 93.20 75.88
Hungary men 6638 22.36 81.57 96.93 71.50
women 6804 16.97 81.70 96.95 60.74
Estonia men 6587 24.02 79.10 95.86 80.52
women 6455 16.34 77.16 97.24 77.99
Minimum 6196 16.34 70.41 89.31 60.74
Maximum 22,557 97.55 92.50 99.41 93.67
Mean 12,640 66.07 83.29 96.27 82.09
Variance 22,075,957 741.55 30.09 4.72 60.54

Source: based on Share 4, Release 1.1.1, Eurostat (2014), WHO (2014).
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Health Social Emotional
dimension dimension dimension
healthy not socially contact not suicide L

. . rate thriving

years obese connected with children depressed (reverse)
13.90 84.08 56.15 92.03 75.20 -27.23 41.69
15.20 83.90 53.72 89.97 63.53 -8.47 41.30
12.40 88.35 66.81 89.28 78.45 -37.47 53.66
13.00 86.06 67.35 90.31 65.88 -11.28 50.00
10.40 84.37 66.04 92.38 79.66 -16.09 56.60
9.90 83.21 63.34 90.53 61.60 -6.94 53.24
9.80 81.85 52.16 86.70 71.73 -41.69 38.89
10.30 80.54 4598 86.30 5213 -13.28 33.92
9.70 80.32 46.99 84.41 62.69 -47.53 29.45
9.90 82.38 43.23 87.19 43.94 -12.41 25.05
12.70 85.25 63.40 85.90 70.51 -48.25 59.41
12.80 86.62 52.20 85.24 53.73 -24.57 54.58
6.70 82.05 52.99 87.37 66.80 -33.10 41.08
7.30 79.42 47.79 87.90 4217 -10.76 31.36
8.30 81.89 52.79 80.93 73.72 -49.12 44.79
8.30 81.19 43.69 84.80 56.93 -12.34 37.25
6.20 76.80 39.19 96.18 69.77 -58.52 32.35
6.90 77.46 38.03 88.60 55.60 -20.29 31.56
8.10 83.01 29.63 90.19 70.37 -19.40 2413
7.00 80.45 30.03 88.57 47.90 -4.45 19.82
9.70 77.78 26.05 88.98 71.71 -24.49 19.02
9.30 71.05 28.42 88.88 43.36 -5.99 13.15
7.80 83.29 24.20 89.11 62.73 -39.95 12.01
6.30 75.87 26.29 82.90 37.86 -9.08 8.63
8.40 75.20 36.17 91.88 69.89 -35.12 15.92
8.70 71.18 28.94 90.23 51.52 711 13.79
7.60 73.70 41.22 86.18 54.71 -32.14 21.49
8.30 68.15 50.77 95.41 40.22 -5.86 17.36
6.00 75.57 23.55 82.05 68.36 -74.06 15.64
6.00 73.70 25.00 81.73 52.21 -17.33 11.74
5.60 78.02 27.46 88.06 60.80 -44.00 12.82
5.70 68.17 27.49 82.86 40.97 -10.53 12.90
5.60 68.15 23.55 80.93 37.86 -74.06 8.63
15.20 88.35 67.35 96.18 79.66 -4.45 59.41
9.01 79.40 43.03 87.91 59.90 -25.28 30.46
6.36 2718 194.74 13.25 142.07 311.62 237.53
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Table 2. Domains and aggregate index of quality of life

Material Health
dimension dimension
indicator indicator
Country Gender
) . no
domain median |. not domain no difficulty no
. in absolute Lo ; functional
income disability | taking | . -
poverty meds limitations
Sweden men 85 75 96 95 93 96 96
women 79 72 87 96 94 97 95
Denmark men 78 65 91 94 96 96 98
women 74 65 84 94 96 97 94
Netherlands men 89 78 100 92 100 99 96
women 90 81 100 90 97 99 94
Belgium men 81 68 93 87 87 98 91
women 80 68 92 83 79 96 82
France men 81 72 90 87 91 98 92
women 76 69 82 86 89 97 86
Switzerland men 98 100 97 96 100 100 100
women 95 95 95 95 97 99 99
Germany men 85 74 97 83 92 98 9
women 83 74 91 82 88 96 86
Austria men 86 75 97 87 94 98 97
women 78 71 84 86 91 98 92
Slovenia men 55 46 64 81 91 98 87
women 48 42 54 81 94 98 81
[taly men 63 49 76 86 95 96 91
women 60 50 70 79 86 96 77
Spain men 47 40 55 84 91 90 89
women 46 42 51 77 81 91 74
Portugal men 43 36 50 84 90 99 86
women 42 37 47 74 76 94 72
Czech Republic | men 44 38 50 85 95 98 94
women 33 37 30 83 92 98 89
Poland men 32 30 34 80 87 95 84
women 28 27 28 77 78 94 81
Hungary men 26 29 23 77 88 97 76
women 24 30 17 75 88 98 65
Estonia men 27 29 25 79 86 96 86
women 23 29 17 76 83 98 83

Source: based on Share 4, Release 1.1.1, Eurostat (2014), WHO (2014).
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Health Social Emotional
dimension dimension dimension
indicator indicator indicator
Aggregate
index
healthy not domain socially con.toct domain not suicide N
with rate thriving
years obese connected ; depressed
children (reverse)
91 95 90 83 96 60 94 16 70 85
100 95 87 80 94 67 80 52 70 85

82 100 96 99 93 67 98 12 90 88
86 97 97 100 94 69 83 39 84 86
68 95 97 98 96 74 100 28 95 90
65 94 94 94 94 77 77 64 90 88
64 93 84 77 90 55 90 11 65 79
68 91 79 68 90 52 65 33 57 74
64 91 79 70 88 46 79 9 50 76
65 93 77 64 91 44 55 36 42 72
84 96 92 94 89 66 89 9 100 92
84 98 83 78 89 59 67 18 92 88
44 93 85 79 91 55 84 13 69 79
48 90 81 71 91 49 53 41 53 74
55 93 81 78 84 59 93 9 75 81
55 92 77 65 88 57 71 36 63 76
41 87 79 58 100 50 88 8 54 67
45 88 74 56 92 48 70 22 53 65
53 94 69 44 94 51 88 23 41 69
46 91 68 45 92 64 60 100 33 66
64 88 66 39 93 47 90 18 32 63
61 80 67 42 92 50 54 74 22 59
51 94 64 36 93 37 79 11 20 59
4 86 63 39 86 37 48 49 15 54
55 85 75 54 96 42 88 13 27 64
57 81 68 43 94 50 65 63 23 59
50 83 75 61 90 40 69 14 36 59
55 77 87 75 99 52 50 76 29 59
39 86 60 35 85 39 86 6 26 53
39 83 61 37 85 37 66 26 20 50
37 88 66 4 92 36 76 10 22 54
38 77 63 4 86 38 51 42 22 51

Source: based on Share 4, Release 1.1.1, Eurostat (2014), WHO (2014).
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Table 3. Correlation matrix of factors

Marcela Kacerovd ¢ Jana Ondackovad

EE | 2 |2g|2. | € | @
2122 5|28 25| £ 52|38 §§ 5 2 %% §’
s | %8| 2 |5e|se|8¢|=z8|ge|82|=28| 82| ¢
35 e s o= ‘; E| T 2IeY S 9 % = [
§ § =z z B2 z © @) L2
Medianincome | x | 093] 0.56 | 0.41| 070 | 066 | 078 | 078 | -0.03| 0.34| -013 | 0.88
Notin absolute | g5 | 052 027 069| 063] 083| 077 | 011 043 | 013 | 0.84
poverty
No disability 056 052 x | 056| 074| 048 | 065| 052| 018 | 0.72|-0.40 | 0.69
No difficulty 041 027] 056| x | 040| 006| 039| 033 -014| 027 -033| 043
taking meds
l'.“O,f“”,C“O”“' 070 | 069 | 072| 00| x | 065| 067| 071 | 027 065 -037| 076
imitations
Healthy years 066 | 063 048| 006| 065| x | 063| 069| 024| 037]-001]| 068
Not obese 078 | 0.83| 065| 039| 067| 063| x | 063| 004| 058 -032| 077
Socially 078 077 | 052 033| 071 069 | 063 «x 0.25| 041 -009| 091
connected
Contactwith | 1631 01| 018 -014| 027 ] 024| 004| 025| x | 021] 022 013
children
Not depressed 034 | 043 | 072 027 | 0.65| 0.37 | 0.58 | 0.41 | 0.21 X -0.63 | 0.54
I 013 | 013 | -040| 033 | -037| 001 | -032|-009| 022]-063| x |-022
(reverse)
Thriving 088 | 0.84| 069 | 043| 076| 068 077 ] 091 | 013 | 054 022 | «x
) 588 | 590 | 523 | 265| 587 | 508 | 566 | 592 | 148 | 3.86| 241 642

percentage of married respondents was from
ltaly (85.49%, men). Registered partnerships,
except for Sweden (6.29 or 8.24%), represent-
ed negligible values. The same situation exist-
ed for married but separated individuals. The
percentage of singles was 1-6% and divorced
0.5-11.7%, with the more significant values
in Northern Europe and the Czech Republic.
Those who were widowed ranged from 6.94%
(Italy - men) to 44.61% (Hungary - women).
Significant  differences between individual
countries were also identified in terms of edu-
cation. Southern European countries, togeth-
er with Poland and France, had a high rate
of people with an elementary education (40-
60%). Education was classified in accordance
with the international standard classifica-
tion of education (ISCED). Eastern European
countries traditionally had a high percentage
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of lower secondary education or second
stage of elementary education. Western
and Northern European countries had had
a higher level of higher secondary or the first
stage or tertiary education. Post-secondary,
non-tertiary education reached more signifi-
cant values in Estonia and the Czech Republic
(10-15%).

Dimensions of quality of life

Material dimension

When growing older, a person goes through
a number of transitions. Receiving an old-age
pension is an extremely significant transi-
tion in terms of the psychological issues (loss
of social roles, social contacts, being per-
ceived as a senior by others...) and mental
issues. One’s income usually decreases (the
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transition from income from employment
to pension), which implies living in smaller
households (not only because children will
have moved away but also because, at some
stage, a spouse dies); frequently, flats in large
cities are left to the children or people move
back to live with their now adult children
due to the high costs of keeping a separate
household.

Thus, it is evident that the amount
of a pension plays a key role in the evaluation
of the material dimension of seniors. In Euro-
pean countries, the score for this dimension
significantly varied from 72 points (for men)
and 74 points (for women). Among all dimen-
sions evaluated, this showed the highest
range of values among countries. The highest
level of satisfaction in men above 65 years
was reported in Switzerland, the Netherlands
and Austria, and the best female ratings
of satisfaction were in Switzerland and the
Netherlands (Fig. 1a). On the other side of the
spectrum, respondents of both genders living
in Estonia, Hungary and Poland had the low-
est quality of life in terms of material aspects.
The differences between the countries raise
hypothetical as well as actual questions
about the care for seniors and the social sys-
tems of individual countries. A general dif-
ference in terms of location was identified:
prosperous Western and Northern European
seniors were more prosperous than Southern
and Eastern European seniors.

This was due to two main factors. Nation-
al GDP was a major factor explaining the
variances between European countries. The
correlation coefficient between national
GDP and the economic dimension was
0.916 and was statistically significant at the
level of o= 5%. Thus, when looking at Europe
in terms of nations, the material dimension
of seniors significantly corresponded with
the economic development of the countries.
The pension systems in individual countries
represented the second significant factor.
To date, Eastern European countries almost
exclusively pay pensions from the state sec-
tor, while in Sweden, Denmark and the
Netherlands, non-public, occupation-related

pension expenditures today account for
2 to 5% of GDP (European Commission, 2009).
The report of the Melbourne Mercer Global
Pensions Index 2012 also rated the Danish,
Dutch, Australian, Swedish and Swiss pension
systems as the best. The Danish pension sys-
tem is composed of the basic public pension
pillar, a fully-funded contribution system, and
a statutory occupation-based system. Simi-
larly, other pension systems in Northern and
Western Europe have more than one compo-
nent, frequently supported by favourable tax
regulations. As a result, these countries have
a high income-replacement ratio and people
retiring and beginning to receive a pension
experience a much less radical drop in their
standard of living. However, this factor is also
influenced by the personal approach of indi-
viduals. Participation in voluntary pension
security funds in the countries of Eastern and
Southern Europe is very low.

Higher values for the partial index of the
material dimension were found among men
(except in the Netherlands). This may relate
to the higher level of education of the men
born around the 1950s, a fact that was
reflected in our sample of respondents
(Tab. 4). There was a slightly linear relation-
ship for both genders between the score
of the material dimension and the number
of years spent in acquiring education. More-
over, men remained in the labour market
longer than women, which may have con-
tributed to their higher income. The marital
status of women (widowed more frequently),
fewer years in the labour market (maternity
leave) and lower education in the monitored
generations of seniors are factors that limited
the income or risk of poverty of women. After
segmentation into Western and Northern,
and Southern and Eastern Europe, the num-
ber of married individuals from both groups
of countries showed a linear relationship
between the material dimension and marital
status, in which oo = 5% can be considered
as statistically-significant. Nevertheless, this
conclusion is limited by the smaller number
of statistical units after segmentation. This
fact was also validated by Poleij and Kraan
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Table 4. The socio-demographic data of participants

Marital status (in %)
Respon- | Mean age
Country Sex dents
M- LT RP M-LS S D
Austria M 1110 73.42 75.32 0.36 1.80 4.95 6.49
W 1516 74.03 42.48 0.20 1.39 6.13 10.95
Germany M 495 73.57 81.41 0.00 0.40 3.84 3.03
W 467 7413 64.88 0.43 1.28 2.57 5.35
Sweden M 643 74.31 71.70 8.24 0.31 3.27 513
W 699 74.23 59.23 6.29 0.14 3.58 9.01
Nether-land M 659 73.39 78.00 1.82 0.91 273 3.34
W 730 74.00 62.05 1.64 0.82 2.60 5.62
Spain M 953 7516 82.16 0.42 0.31 4.72 1.05
W 1104 76.04 61.50 0.18 0.82 5.25 0.91
Italy M 965 73.80 85.49 1.04 0.62 3.42 1.35
W 1016 73.87 63.68 0.20 0.10 4.82 118
France M 1195 74.67 73.05 0.17 1.59 6.03 5.52
W 1626 76.03 45.26 0.12 0.43 4.86 8.36
Denmark M 487 73.68 71.87 0.62 0.41 5.54 9.03
W 558 75.27 53.05 0.00 0.36 412 10.75
Switzer-land M 858 73.35 77.74 0.58 1.86 4.31 548
W 958 74.34 57.93 0.00 1.46 5.85 8.87
Belgium M 1052 74.60 7110 2.76 1.52 418 6.56
W 1321 75.58 4762 1.74 1.36 4.09 712
W 1726 73.48 4542 0.06 0.64 1.68 11.70
Poland M 398 73.61 73.87 0.00 2.51 1.26 0.50
W 459 74.31 52.72 0.00 1.53 2.40 1.74
Hungary M 591 73.05 78.34 1.86 0.17 3.72 4.40
W 789 73.93 4588 0.51 0.25 1.52 7.22
Portugal M 453 72.60 84.11 0.66 1.32 1.32 419
W 540 73.69 59.07 0.74 1.48 4.26 3.52
Slovenia M 565 73.83 83.54 1.95 0.53 248 1.59
W 741 74.79 50.20 1.35 0.40 3.78 2.97
Estonia M 1433 73.90 80.25 0.35 1.67 419 523
W 2291 74.87 43.21 0.26 1.27 6.72 9.78

Note: M - Men, W - Women, M-LT - Married living together, RP - Registered partnership, M-LS - Mar-
ried, living separated, S - Single, D - Divorced, W - Widowed, ND - Not available, P - Primary or first
stage of basic education, LS - Lower secondary, or second stage of basic education, US - Upper second-
ary, PS-NT - Post-secondary non-tertiary, 1S-T - First stage of tertiary, 25T - Second stage of tertiary,
O+ND - Other, pre-primary, no degree and not available.

Source: based on Share 4, Release 1.1.1.
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Marital status (in %) Education - ISCED (in %)
W ND P LS UP PS-NT 15T 25T O+ND
9.28 1.80 12.07 541 4495 4.68 26.49 4.32 2.07
37.86 0.99 23.02 16.62 37.01 3.30 16.69 1.78 1.58
8.48 2.83 0.00 4.65 52.73 3.43 35.15 0.00 4.04
23.55 1.93 0.00 25.48 52.46 1.28 17.77 0.00 3.00
8.71 2.64 31.42 11.20 10.89 5.75 17.57 0.00 2317
19.89 1.86 28.33 13.88 11.73 7.73 17.60 0.00 20.74
9.56 3.64 12.44 29.29 25.64 0.00 27.01 0.00 5.61
2521 2.05 16.99 48.08 18.22 0.00 12.74 0.00 3.97
714 4.20 47.22 15.01 6.09 0.00 5.98 0.00 25.71
28.08 3.26 52.08 11.50 2.90 0.00 3.80 0.00 29.71
6.94 114 52.95 21.76 14.40 1.55 4.66 114 3.52
29.23 0.79 62.99 13.78 10.63 217 3.25 0.10 7.09
11.97 1.67 32.89 519 28.87 0.00 13.72 3.68 15.65
39.24 1.72 40.47 9.16 18.94 0.00 10.46 1.78 19.19
10.88 1.64 13.55 1.64 47.43 0.00 3573 0.00 1.64
31.00 0.72 25.81 8.96 35.66 0.00 27.96 0.00 1.61
7.81 2.21 16.78 27.74 36.60 2.21 14.34 0.00 2.33
25.05 0.84 13.88 27.45 41.65 313 12.94 0.00 0.94
13.31 0.57 17.21 23.10 26.62 0.38 28.99 0.10 3.61
37.09 0.98 18.55 22.86 26.87 0.15 28.31 0.08 3.18
11.32 1.33 13.43 17.41 41.45 11.94 13.19 0.00 2.58
39.51 0.98 11.30 16.34 45.65 10.43 14.08 0.00 2.20
12.06 9.80 41.46 0.00 30.90 5.03 9.05 0.00 13.57
36.38 5.23 60.35 0.44 22.88 2.40 3.05 0.00 10.89
11.17 0.34 1.18 26.90 40.61 9.14 21.32 0.00 0.85
44.61 0.00 3.80 50.32 29.91 3.68 12.04 0.00 0.25
8.17 0.22 50.33 8.39 5.52 1.10 24.28 1.77 8.61
30.93 0.00 49.07 7.78 2.96 0.00 21.48 0.19 18.52
9.20 0.71 6.90 15.93 50.44 0.00 19.47 0.53 6.73
41.16 0.13 9.45 36.84 33.06 0.00 11.07 0.13 9.45
8.30 0.00 10.05 32.24 25.54 10.68 19.40 1.95 0.14
38.67 0.09 10.00 30.21 26.36 15.15 17.20 0.83 0.26
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Figure 1a-b. Material, Health, Social and Emotional dimension of seniors Europe
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Figure 1c-d. Material, Health, Social and Emotional dimension of seniors Europe
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(1999) who highlighted the fact that the
vulnerable or marginal position of (single)
female seniors in the Netherlands was such
that most women over the age of 50 did not
have their own job-related income, and many
were largely or totally dependent on national
pensions arrangements, and lived on aver-
age in lower quality housing than senior
men. However, under the name “Grey your
own Way”, the management board of the
Dutch Policy on the Elderly subsidised a large
national project from 1995 to 1997 with the
aim of increasing the well-being and capaci-
ties of older women for and by women.
In response to this, the Netherlands elimi-
nated this disparity and Dutch women now
receive an amount that is comparable with
that received by men.

Health dimension

Health was the most frequently character-
ised indicator when assessing quality of life.
It plays an important role in the continuing
ageing process. “At the age of 60-74 up to
80% of individuals have a chronic disease,
above 70 itis up to 87%” (Dvorackovd, 2012).
Similar values were also stated by Marengoni
et al. (2008), in which they pointed out that
30.5% have one chronic disease and up to
54.8% have more than one chronic disease
(so-called multi-morbidity). Thus, this is a fac-
tor that clearly affects the quality of life
of seniors.

Figure 1b presents this dimension, in which
men above 65 living in European countries
generally gave their health condition a better
rating than women of the same age. This may
seem paradoxical, as women on average live
longer than men, and it might be expected
that they would rate their health condition
more positively. However, despite the fact
that women live longer, they have chronic
conditions that contribute to their more nega-
tive evaluation of their health (Kirchengast &
Haslinger, 2008). This could result from dif-
ferent biological predispositions or different
social and gender roles in society (Orfila et al,,
2006). A higher incidence of arthritis and
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depression among senior women has been
proven by research (Alonso et al., 2004; Haro
et al, 2006) and these conditions, as well
as osteo-muscular conditions most negatively
affect their quality of life. Additionally, men
have a more superficial attitude toward their
health; therefore their health evaluation may
not be as thorough as that of women. Moreo-
ver, if first symptoms are ignored, health prob-
lems are identified at a later stage and cause
higher mortality in the male population.

A comparison of individual countries
showed very small differences, because with
age, bodies become more fragile and prone
to disease, irrespective of the geographical
dimension. Nevertheless, clusters of more
favourable regions could be identified. The
best rating of this dimension came from sen-
iors, both men and women, living in Sweden,
Switzerland and Denmark. On the other hand,
the lowest scores came from seniors above
65 from Hungary, Estonia and Slovenia, and
the trio of the lowest values came from wom-
en seniors in Portugal, Hungary and Estonia.
It is extremely challenging to identify the
impacts affecting seniors” evaluation of their
health. Of all indicators, healthy years of life
among the seniors had the biggest variation
spread, followed by functional limitations.
By analysing the different levels of satisfaction
or health of seniors above 65, we considered
the impacts of the level of “development” and
availability of health care, purchasing power
(GDP) of the population, as well as the social
awareness about health (prevention) in the
relevant country. We identified a strong linear
relationship between health-care expenditure
and the relevant dimension (r=0.887 in men
and r=0.844 in women), which is statistically
significant at the level of o= 5%. GDP effects
have been identified by Beckfield (2004) and
Castilla (2004) in their work, in which people
living in wealthier countries are healthier but
the line is curvilinear. Seniors, both men and
women, from countries in Northern and West-
ern Europe evaluated their health as much
better. This, to a significant degree, relates
to the highest education achieved. As shown
in Tab. 4, Southern and Eastern Europe
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countries had a significantly higher number
of seniors with a lower level of education. Edu-
cation is one of the most important lifestyle
factors and its impact is more significant, par-
ticularly in Eastern European countries (Von
Dem Knesebeck, Verde, & Dragano, 2006).
Actually, Olsen and Dahl (2007) stated that
lifestyle is the most important health fac-
tor in Eastern Europe. Thus, an individual
approach (e.g. consumption of red meat,
alcohol versus fruits and vegetables, physical
activity, interest in preventive check-ups) can
be considered as an equally crucial factor.
From the institutional aspect, we also consid-
ered the influence of national healthcare sys-
tems. European countries can be divided into
two groups when it comes to the basic percep-
tion. The "Beveridge Model” is characterised
by healthcare covered from the state budget
(collection through taxes). Co-pay of patients
exists, but it is low and often accompanied
by deductions for certain groups (apart from
others for seniors). From among the exam-
ined countries, this is applied in Sweden,
Denmark, ltaly, Greece, Spain and Portugal.
The other system is the “Bismarck Model”
based on the system of health insurance (paid
by the employer and the employee). The age-
ing of the population increases the pressure
on expenditures and thus on the co-pay of the
patient. It is applied in France, Belgium, the
Netherlands, Switzerland, Germany, Austrig,
the Czech Republic, Poland and Hungary.
Both systems however guarantee minimum
healthcare, but with problematic long waiting
periods. Therefore, the division of countries
based on the healthcare system does not
seem to be significant. The equipment, inno-
vation in terms of medicaments, the number
of healthcare facilities and staff, which is very
closely related to the economic situation,
are more important issues. The significance
of the economic situation and the availabil-
ity of healthcare were also considered to be
important factors in the studies by Drago-
mireckd et al. (2008) and von dem Knese-
beck et al. (2006). Proof of this is the position
of Switzerland, where the above dimension
clearly had the highest score. Switzerland’s

health-care expenditures are among the high-
est in the world (only the United States, the
Netherlands, France, Germany and Canada
spent a larger share of GDP on healthcare
in 2011) (Thomson, Osborn, & Squires, 2013).

Social dimension

“Social networks are defined as stable but
evolving relational fabrics constituted by fam-
ily members, friends and acquaintances, work
and study connections, and relations that
evolve out of each individual participation
in formal and informal organizations. Inside
any social network, nodes are linked by rela-
tionships of reciprocity. People embedded
in social networks are strengthened in the
social role and are likely to have lower mortal-
ity rates from cardiovascular diseases, acci-
dents, suicides and all causes” (de Belvis et al.,
2008). The significance of this dimension not
only results in finding substitutes for former
work roles and from the feeling of being use-
ful; it also has a favourable impact on other
dimensions. In terms of the internal structure
by gender, we saw a slightly higher partici-
pation of men in economic activities, which
related to their higher retirement age. On the
other hand, women usually “compensate” for
such loss by volunteer activities (particularly
in religious organisations). Nevertheless, par-
tial indicators of this dimension in general
did not show significant gender-related dif-
ferences. As already shown by past research
(Olsen & Dahl, 2007; Haski-Levetnhal, 2009)
the involvement in individual countries
was significantly different. In Western and
Northern Europe 50-76% of seniors partici-
pated in various economic and social activi-
ties while in Southern and Eastern Europe
this was only one-fourth to one-third of the
senior population. The factors influencing
economic activities mainly included better
opportunities formed by the fight against
age discrimination, the creation of parttime
job opportunities, as well as higher education
(Tab. 4). In this context we need to point out
that this dimension is also indirectly aoffect-
ed by overall unemployment. The indirect
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linear correlation was r =-0.657 for men and
r =-0.518 for women, and in both cases it is
a statistically-significant factor. In many coun-
tries with increased economic problems and
rising unemployment, firms dismiss older
people first. In men, marital status was also
of statistical importance (measured by estab-
lishing the percent of married); for women the
same only applied in Northern and Western
European countries. However, for men, the
relation is indirect and for women direct. “Vol-
unteering is a cultural and economic phenom-
enon, and it is part of the way societies are
organized and allocate social responsibilities,
and how much participation they expect from
citizens. Local cultures, political climate, gov-
ernmental policy, history, and norms can all
impact the trends of volunteering in a coun-
try” (Haski-Leventhal, 2009). Molzahn et al.
(2011) in this context, spoke about a so-called
post-communist syndrome where people liv-
ing in Eastern European countries insufficient-
ly identified with their citizenship and commu-
nity, were inured to their families and thus did
not participate in such activities. Traditionally,
people living in these countries relied more
on help from the family that resulted, in many
cases, from a higher level of religiosity. These
findings correspond to the theory of welfare
regimes, based on which, Northern European
countries are classified as social-democratic
with a marginal function for the institute
of the family. Conversely, Eastern European
countries are classified as conservative and
Southern European countries, specifically Lat-
in or South-European countries are classified
as relying on the central function of the family
and church (Fenger, 2007). Nevertheless, in all
of the populations studied there was a high
level of contact with children (80-96%). Thus,
the overall picture of the social commitment
dimension corresponded more with social
involvement (Fig. 1c). The highest values, for
both genders, were in Sweden, Denmark and
Netherlands, and, among men, also in Swit-
zerland. On the other hand, seniors, both
male and female, from Portugal, Spain, Italy,
Hungary, and Estonia achieved only 52-68%
of the maximum score for this dimension.
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We also see a direct lineal correlation for
both genders between the health and social
dimension (r = 0.8 for both genders). We can
understand that seniors without health limi-
tations can participate more  extensively
in economic and social activities (including
independent transport, organisation, studies
at universities of the third age), and help their
children bring up their grandchildren. Good
health can be considered one of the prerequi-
sites of active ageing. On the other hand, bad
health can lead to visits of family members
(household care etc.), namely in the family-ori-
ented societies of Southern and Eastern Europe.

Emotional dimension

The traditional stereotype of old age depicts
a period of inevitable and continuous loss,
with decreased subjective well-being. How-
ever, although negative life events tend
to become more frequent and cognitive func-
tions and health tend to decline as people get
older, emotional well-being does not appear
to be compromised by the ageing process
(Bengtson, Gans, Putney, & Silverstein, 2008).
The dimensions mentioned above achieved
a better rating in Western Europe than
in Eastern Europe but the dimension of emo-
tional well-being did not follow this trend. This
might be due to the fact that this dimension
is most affected by the actual emotional con-
dition of the senior respondent. In this age
group of the population, social networks,
marital status, and/or other family bonds
are deemed a significant factor of satisfac-
tion within the emotional dimension of life
(Haski-Leventhal, 2009). This is because peo-
ple with good social relations feel safe if care
or other help or assistance becomes neces-
sary. Moreover, they feel useful, a feeling
that is usually lost when retiring from a job.
As mentioned above, the seniors of North-
ern and Western Europe were much better
in this respect. However, there are other fac-
tors, such as health, education, and economic
income that are reflected in one’s mental
condition. In particular, financial circum-
stances could be deemed the decisive factor
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in the allocation of the values of the pros-
perity indicator, where seniors from Eastern
and Southern Europe, due to a fear for the
future, showed much lower values than the
population of Northern and Western Europe.
This was also confirmed by the positive and
statistically-significant correlation with GDP
at values of 0.855 in men and 0.647 in wom-
en. For women, a correlation with the age
of the respondent (r = 0.743) and her mari-
tal status (r = 0.446) was observed, particu-
larly for women of Southern and Eastern
Europe (r = 0.538). It became apparent that
this dimension was also closely linked to the
respondent’s health. The relationship to the
health dimension was statistically significant
(o0 = 5%) and strongly linear for both genders
(r=0.821 men, r=0.763 women).

Moreover, contrary to previous evalua-
tions, there was no correlation with the geo-
graphical picture by gender. Aurelia and Bal-
dazzi (2002) used the Italian population as an
example to show that men’s dissatisfaction
grew with their health problems and women
were at a significant poverty risk. Gender
is a specific factor in terms of predisposition
for certain diseases. Depression is more typi-
cal in women, which was also apparent in our
survey. This was significantly affected by their
marital status; the incidence of widows was
much higher than the incidence of widowers
of the same age (Aurelia & Baldazzi, 2002;
Kim & Kim, 2003). A significant change in the
spatial formula of satisfied and less satisfied
seniors was also noted in another partial
indicator - the suicide rate. This indicator
showed that Southern European countries
(Spain, ltaly) and the Netherlands had the
lowest suicide rate among seniors, both men
and women. On the other hand, the situation
was the worst for senior women in Switzer-
land and senior men in Hungary, who had the
highest suicide rate. The reason for the worst
score in Switzerland is perhaps caused by lib-
eral legislation allowing voluntary euthanasia,
which is documented also by an unreasona-
bly high value for Swiss men. The same option
also exists in the Netherlands and Belgium,
but only Swiss law allows foreigners to take

advantage of assisted suicide, perhaps result-
ing in “suicide tourism”.

The most satisfied seniors in terms of the
emotional dimension lived in the Netherlands,
Denmark and Switzerland, and senior women
in Sweden and Denmark, and in the Nether-
lands, particularly with respect to their high
scoreinindicatorsofthe percentage of the pop-
ulation not in depression and the percentage
of those who are thriving (Fig. 1 d).

Aggregate quality of life index

The evaluation of individual dimensions pro-
vides detailed information on various aspects
and their regional specifics. Sometimes, the
spatial picture of the dimensions differed. The
aggregate quality of life index allowed us to
make synthesized conclusions concerning
the living standards of seniors in Europe. The
values of the quality of life index varied from
39 points for men and 38 points for wom-
en. Men had slightly higher scores, except
in Poland and Sweden where no gender differ-
ences were identified. In these two countries,
men reported a better score in the economic
dimension while the health dimension did not
show significant differences, while women
dominated in the emotional domain and Pol-
ish women dominated in social engagement.
However, the largest difference in favour
of men (4-5 percentage points) was recorded
mainly in German-speaking countries such
as Germany, Austria and Switzerland as well
as in Portugal. In these countries, women
were surpassed by men in all the monitored
dimensions.

In terms of region, the aggregate quality
of life index defined the central part of West-
ern and Northern Europe (Fig. 2, Tab. 2)
as the focal area with the highest satisfaction
of seniors. The best rating in the aggregate
quality of life index, for both men and women,
was achieved by three countries, the Neth-
erlands, Denmark and Switzerland, followed
by Sweden, and all four countries had scores
exceeding 80 for both men and women. These
were the countries which, in terms of partial
dimensions, had achieved the maximum
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values or ranked in leading positions. The
high level of satisfaction of (not only) seniors
in these countries within the surveyed areas
of their lives resulted from the overall stand-
ard in the economic, social, and health areas.
The second side of the spectrum defines the
countries with the lowest total score on the
aggregate index. These ranks were taken for
both senior women and men by the countries
of Estonia, Hungary and Portugal - particu-
larly because of significantly undersized val-
ues in the material and emotional fields. The
values of the synthesized index of these coun-
tries ranged from 50 to 59, thus only reaching
fifty percent of the highest possible quality
of life currently in the European area.

A look at Tab. 2 reveals that in terms
of diversification of the quality of life index,
the material dimension was the most sig-
nificant. The values indicated the biggest
differences between the evaluations of sen-
iors from individual countries. On the other
hand, the ranking of the emotional dimension
indicated the highest internal heterogeneity
of individual indicators. Also, the countries
that ranked best had relatively high reserves
in certain indicators of this dimension.

Conclusion

Quality of life is a complex phenomenon com-
prising several aspects involving biological,
psychological, economic, aesthetic, social,
ethical, philosophical, and other dimensions
(Uher, 2014). For a specific population group,
and seniors are definitely such a group, the
evaluation of quality of life is a much more
sensitive issue.

Previous scientific studies and interna-
tional reports offer a wide range of research
in terms of diversity in the field of qual-
ity of the life of seniors; this is related to its
extraordinarily  multi-dimensional  nature.
Based on their results we cannot identify
the single most significant dimension deter-
mining the quality of life of seniors. The core
of the quality of life of seniors was deter-
mined by the aim of the given research.
Therefore, we chose a complex approach

in our study. Our research points out the fact
that some dimensions are closely related
(the health and social dimensions). However,
the economic dimension can be considered
as decisive when it comes to the overall qual-
ity of life. Both partial indicators reach high
values in the correlation matrix. Seniors with
a higher income can live emotionally more
relaxed lives, their nutrition is better and
consequently thanks to good health they can
lead socially active lives.

According to the analysed European
survey of seniors’ evaluation of the quality
of their lives, seniors living in Western and
Northern European countries are more satis-
fied with their quality of life. These countries
provide institutional support, be it in the field
of health care or social infrastructure. Also
significant were the effects of a positive cor-
relation with the country’s advanced econo-
my. The quality of life of these citizens result-
ed as well from long-term (lifelong) individual
preparation for the time (age) of becoming
a senior. People in Northern and Western
European countries traditionally (historically)
have relied to a larger extent on institutional
care. In the social-democratic welfare regime,
the provision of social welfare was delegated
to the state. Citizens lived together within
their community and participated in volun-
tary activities, which resulted in a higher
quality of social engagement. They were also
more responsible regarding finances and liv-
ing healthier lifestyles.

Countries in Southern and Eastern Europe
had lower values in individual dimensions
as well as in the aggregate quality of life
index. The most significant differences were
documented in the material dimension. Indi-
vidual factors might also be considered with
the total socioeconomic standing of the coun-
tries (particularly a high unemployment rate).
Seniors in Southern and Eastern Europe have
traditionally have relied on help from family,
which has allowed them to adopt a passive
approach to growing older. Problems in these
countries may even grow due to the fall-
ing birth rate and the fact that families are
becoming smaller.
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In terms of gender structure, men more
frequently declared being satisfied with their
quality of life. This fact was closely related
to objective factors - higher income through-
out the life and marital status (a lower number
of widowed individuals), particularly in South-
ern and Eastern Europe. Moreover, certain
gender roles and stereotypes have been
adopted requiring that men should act as the
strong ones providing income without com-
plaining about their health. It can be assumed
that there is probably a subjective aspect.

Globally, quality of life appears to be
interlinked with the institutional framework
of the country, the support received from
the family and individual approaches. Long-
term preparation for older age at all levels
seems to be a necessary aspect of quality
of life in the future. Income is one of the most
important factors of quality of life. It is sig-
nificantly influenced by the country’s GDP,
but individual factors should not be omit-
ted. Responsible preparation for this stage
of life should include savings and if allowed
under the legislative framework, diversifying
one’s income sources. In this context, §|opdk
and Soukup (2008) reported that only 53%
of the Czech population actively spend time
to provide for their finances in the last two
years before retiring. This was also confirmed
by the fact that only 83,000 individuals had
opted to participate in the second pension
pillar in the Czech Republic. Such under-
sized preparation for growing old cannot
be reversed at a later point in time.

The quality of life also significantly
improves if seniors have sufficient social net-
works. Thus, creating conditions for part-time
jobs, accessible public spaces and transpor-
tation, supporting active ageing through
education, cultural and sport events should
be a goal of each country, city and commu-
nity. Such conditions will not only improve
the social dimension but also the emotional
dimension and even the health dimension.
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