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Abstract 
The goal of the research was to assess the quality of life of the seniors with degenerative spinal 
disorders. The research was conducted on 71 seniors with diagnosed degenerative spinal dis-
orders, among them 33 women (46%) and 38 men (54%). The age of the subjects was in the 
range from 60 to 75 years. The questionnaire SF-36 was used to evaluate the indicators of the 
quality of life. Spinal degenerative disorders had the biggest impact on the general sense of 
wellbeing in monitored seniors. They lowered vitality level and hampered physical activities. 
The least affected was the perceived quality of life in the area of social activities, and the as-
sessment of the quality of life was independent of the subjects’ gender. 
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INTRODUCTION 

Spine diseases represent one of the 
most common disease syndromes with 
which patients report to doctors of various 
specialties (Tate, Forchheimer, Bom-
bardier, Heinemann, Neumann, Fann, 
2015). Lack of movement has become the 
main cause of back pain resulting from the 
work, lifestyle or ignorance of the ergo-
nomics of effort. It causes more and more 
frequent degenerative changes of the 
spine (Klimaszewska, Krajewska-Kułak, 
Kondzior, Kowalczuk, Jankowiak, 2011). 
Confirmed by radiological studies, the oc-
currence of the vertebrae degenerative 
changes, can be observed in 60-80% of 
the population after 50 years of age 
(Szulkowska, Fronczek-Wojciechowska 
Pieszyński, Adamczewski, Kujawa, 2011). 

The degenerative changes of the 
spine are among the most common dis-
ease syndromes also due to the facilitation 
of living conditions and technical progress. 
Workplaces, in which the same activities 
are repetitive, or working for hours in poor 
ergonomic position, affect the overload of 
joints and periarticular structures of the 
spine, which is not adapted to long-term 
static overloads (Kushchayev, Glushko, 

Jarraya, et al. 2018). 
According to Dziak (2003, p.7): “Ex-

tremely complicated is the biomechanical 
system, which is the spine represents with 
its core and roots. It works properly only 
until all components work flawlessly. The 
dysfunction of any element, even outside 
the locomotor system and the nervous 
system, causes dysfunction of the whole, 
which means discomfort, pain and limita-
tion of movement”. 

Progressive disease may affect the 
assessed quality of life. Pain associated 
with arthrosis and a decrease in perfor-
mance during daily activities contribute to 
a decrease in health self-esteem. Thus, 
determining the quality of life is beneficial, 
because it allows you to examine the de-
gree of satisfaction with life in a given dis-
ease entity (Radziszewski 2008; Carlson, 
Adams, Yang, Fulton, 2018). Self-assess-
ment of one´s own health represents a 
subjective value of physical and psycho-
social condition, what is referred to as the 
health indicator of older adults. It depends 
on many factors, including education, fi-
nancial situation or relations with the fam-
ily. Making these assessments is associ-
ated with life balance analysis and it is 
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closely dependent on the patient's psy-
cho-physical condition (Kwapisz and 
Głowacka, 2008). 
 

ANATOMY OF THE SPINE 
The spine is a central axis of the body 

performing a supporting function, protect-
ing the spinal cord and providing a platform 
for bone and muscle attachments. (Dziak, 
2003). It consists of 33 to 34 vertebrae. 
They are divided into seven cervical verte-
brae, twelve thoracic vertebrae, five lum-
bar vertebrae, five sacral vertebrae and 
four to five coccyx vertebrae forming cervi-
cal lordosis (lordosis cervicalis), thoracic 
kyphosis (kyphosis thoracica), lumbar lor-
dosis (lordosis lumbalis) and cross-nodular 
kyphosis (kyphosis sacrococcygea). The 
named sections participate in varying de-
grees of spine movements. The least mov-
able part of the spine is the thoracic seg-
ment. The cervical spine has the greatest 
mobility due to small stems and significant 
height of intervertebral discs. The lumbar 
region also has a significant mobility 
(Ignasiak, Janusz, Jarosińska, 2002). 

The spine, constituting the central 
axis of the body and fulfilling the support-
ing function, must be durable as well as 
flexible and movable in many planes. 
Flexibility is provided by intervertebral 
discs that connect individual vertebral 
bodies. Intervertebral discs are also part 
of the intervertebral joints. Through their 
structure, they enable specific spine dy-
namics. Its structure consists of a fibrous 
ring and atherosclerotic nucleus. The fi-
brous ring surrounds the atherosclerotic 
nucleus and is the peripheral part of the 
intervertebral disc. Its task is to connect 
individual vertebral bodies into one func-
tional whole, because they allow a small 
range of movements between the verte-
brae. Atherosclerotic nucleus occupies 
50-60% of the disc volume. It has a semi-
jelly consistency and is a support point for 
the circle lying above. It performs a cush-
ioning function by transmitting tension 

evenly to the entire fibrous ring and carti-
lage plates of the vertebral bodies. It also 
participates in the transport of fluids be-
tween the disc and vertebraes (Dziak 
2003). The mobility of individual vertebral 
vertebrae relative to each other is small, 
because it has a strong ligament appa-
ratus (Ignasiak, Janusz, Jarosińska, 
2002; Aleksandrowicz, 2008, Aleti, 2014).  
 

DEGENERATIVE CHANGES OF  
THE SPINE 
Degenerative changes of the spine, 

i.e. premature wear, occur due to the sum 
of overloads and microtraumas. They can 
affect all spine sections, as they can be pri-
mary and secondary, as a result of func-
tional compensation of blocked motor units 
(Dziak 2003). At the beginning of this pro-
cess is affected by adverse changes in the 
intervertebral disc, they can be caused by 
acute or chronic overloads. The conse-
quence of destructive processes is dam-
age to the intervertebral disc. Congenital 
malformations of the spine and overload-
ing in physical education also contribute to 
the development of lesions (Rehor, Korna-
tovska, 2014; Rehor, 2016). Depending on 
the severity of degenerative changes, 
bone outgrowth occurs at the edges of the 
vertebral bodies, the result is spinal canal 
stenosis. The degenerative process leads 
to structural and anatomical changes in the 
joint. These changes increase over time 
and are irreversible, causing pain (Hay-
wood, Getchel, 2018).  
 

Degenerative disc disease 
Degenerative disc disease begins 

with damage to the fibrous ring that 
causes displacement of the nucleus pul-
posus (Dziak, 2003). As a result of aging, 
wear or injury, dehydration of the athero-
sclerosis, loss of its elasticity, relaxation of 
the fibrous ring and reduction of the height 
of the intervertebral disc, which loses its 
cushioning properties. The posterior part 
of the ring weakens and then breaks, con-
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tributing to the displacement of the frag-
ments of the atherosclerotic nucleus to-
wards the posterior longitudinal ligament. 
Damage to the ring may be so great that 
the hernia formed narrows the lumen of 
the spinal canal. In this case, the dura ma-
ter and nerve fibres are compressed, giv-
ing root pain and increased paravertebral 
muscle tone (Dziak, 2003). The pressure 
can puncture the posterior ligament and 
the fragment of the disc enters the spinal 
canal. This exacerbates pain. Atheroscle-
rotic testicular prolapse can occur in any 
part of the spine, but the lumbar section is 
most at risk. According to research at the 
University Neurological Clinic of Zurich, 
among 2941 patients with discopathy, 
2914 cases of the lumbar spine were rec-
orded (Dziak, 2003). 
 

Spondylosis and stenosis 
Spondylosis - is a syndrome caused 

by overloading the spine associated with 
intervertebral disc disease. It arises due to 
the formation of bone outgrowths on the 
edges of the stems. Osteophytes form on 
the sides of the anterior longitudinal liga-
ment. The decrease in the height of the 
degenerated disc leads to mutual friction 
of osteophytes, which causes their further 
increase. Overgrowth, micro-injuries and 
the patient's age are also conducive to the 
emergence. Stenosis - this is a bulge of 
bones towards the lumen of the spinal ca-
nal. The lateral canal becomes narrow 
and leads to entrapment of the root and 
can affect many levels. As a result of in-
stability or limited mobility at a certain 
level, overloading of the spine moves to 
other levels, causes degenerative 
changes in other intervertebral joints, then 
multilevel stenosis occurs. The decrease 
in the lumen of the spinal canal can also 
be caused by a thickening of the yellow 
ligament, which gives protrusions from the 
sides joining the capsule of the inter-pro-
cessional joints. In combination with oste-
ophytes, it causes compression of the spi-

nal cord or nerve roots. Pain symptoms in-
tensify gradually and are more extended 
over time compared to discopathy. The 
characteristic symptoms of lumbar steno-
sis include: constant or intermittent low 
back pain, sciatica symptoms, increased 
pain when standing up and relief of sitting 
problems, cramps and pain in the calves, 
and numbness in the lower limbs (Dziak, 
2003, Haywood, Getchel, 2018).  
 

Degenerative changes of joints 
The process of degenerative 

changes that occur also applies to inter-
growth joints. The dysfunction of the in-
tervertebral disc, which in normal condi-
tions performs a cushioning function, 
means that loads acting on the spine 
are transferred to inter-processual 
joints. This accelerates the wear of in-
ter-process joints, which are not 
adapted to such pressures (Dziak, 
2003). The top of the upper appendix of 
the lower vertebra moves to the height 
of the base of the arch of the higher ver-
tebra. The resulting changes cause 
swelling of the joint capsules and the 
formation of bone outgrowth on the 
edges of the joint surfaces. The conse-
quence is a change in the shape of the 
intervertebral hole and a prominent yel-
low ligament to the root canal. The ver-
tebral column is the displacement of a 
higher vertebral circle towards the ante-
rior circle below. The moving vertebrate 
involves a whole column of vertebrae 
above. This applies to the fourth, fifth 
and third lumbar vertebrae. The slipping 
occurs as a result of breaking the conti-
nuity of the arch of the upper joint pro-
cess. Displacement can also be caused 
by degenerative changes in inter-pro-
cess joints (Fig. 1). The top of the upper 
articular process moves up to the height 
of the base of the arch above the verte-
brae. Adjacent vertebrae move relative 
to each other which is referred to as de-
generative spondylolisthesis. As a re-
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sult of the slide, the anatomy of the spi-
nal canal changes, which takes the 
shape of the letter “S”. Pain is blunt, ag-
gravated by standing, walking, bending 

and hyperextension. Pain may also ap-
pear as radicular, radiating to the limbs 
and feet, intensifying during coughing 
and sneezing (Dziak, 2003). 

 

 

Fig. 1 Degree of displacement of the vertebra relative to 
the lower body vertebra, side view according to Kiwerski 
and Kowalski (1997, p. 85) 

 
QUALITY OF LIFE IN ELDERLY 
Aging is a reduction in the body's func-

tional reserves that make it difficult to adapt 
to environmental changes. As a multi-
stage and multi-dimensional process, it 
takes place over many years and eventu-
ally ends in death (Muszalik, Kędziora-Kor-
natowska, 2009). As a result of this pro-
cess, the level of physical fitness and en-
durance decreases, disability occurs. For 
people at an advanced age, activities such 
as mobility, personal hygiene, use of the 
toilet, dressing and self-eating are often 
very limited. The old age is also character-
ized by: urinary incontinence, difficulty by 
moving, by often falls, vision and hearing 
disorders, which significantly impedes cop-
ing with basic activities and is associated 
with addiction on another person (Kwapisz 
and Głowacka 2008). 

Aging is accompanied by multiple ill-
nesses and the course of the disease is 
usually more severe than in the case of 
young people. The progressive disease 
and hence the pain worsen various as-
pects of life. Diseases that limit functioning 

and give you pain have a negative impact 
on health self-esteem. Living with the dis-
ease limits independence of seniors and 
makes them dependent on other people. 
This contributes to the lowering of social 
status, job loss, deterioration of material 
situation and, consequently, to a lowering 
of the quality of life (Klimaszewska, Kra-
jewska-Kułak, Kondzior, Kowalczuk, Jan-
kowiak, 2011). Elderly patients make up 
the majority of those hospitalized. With 
age, the number of physically disabled 
people unable to perform daily activities in-
creases. In connection with the demo-
graphic decline, it can be observed that the 
population of seniors is much more numer-
ous than younger people. Factors that in-
crease the level of quality of life among 
seniors are meeting the need for belong-
ing, opportunities for spending free time 
and social activity. Adequate healthcare 
and family contacts are also important. El-
derly people living in their own families 
staying among relatives with a sense of af-
filiation and with a sTab. life situation show 
positive results when assessing the quality 
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of life. In turn, a lower level of satisfaction 
with life is demonstrated by people staying 
in a nursing homes, who must adapt to 
new living conditions and unfamiliar envi-
ronment (Kwapisz and Głowacka 2008). 
 
OBJECTIVE AND RESEARCH  
QUESTIONS 

The aim of the study was to evaluate 
indicators of the quality of life of seniors 
with degenerative changes of the spine 
using the SF-36 questionnaire. 
 
Research Questions: 

1. Is there a difference in evaluation 
of quality of life in men and women 
with degenerative changes in the 
spine? 

2. Do degenerative changes of the 
spine contribute to a decrease in 
the quality of life in terms of overall 
health? 

3. Do degenerative changes of the 
spine affect social functioning of 
seniors? 

 
METHODOLOGY 
 
SUBJECTS 

The study included 71 people with di-
agnosed spinal degenerative changes, liv-
ing in a senior house, including 33 women 
(46%) and 38 men (54%). The participation 
in the study was voluntary and was con-
ducted following the participants’ written 
consent. The age of the subjects ranged 
from 60 to 75 years, with an average age of 
67.2 years and a standard deviation of 
4.6 years. Most persons (37%) in the re-
search group had vocational education and 
the least (17%) tertiary (Tab. 1, Fig. 2). 
 
 

 

 

Fig. 2 Educational level of the monitored persons (N=71) 

 
The distribution of education levels of the 
surveyed women and men was similar 
(Tab. 1), the chi-square test value was χ2 

= 1.56, which corresponds to the test 
probability (at 3 degrees of freedom) p = 
0.67> 0.05.

 

Tab. 1 Distribution of the education level of the 
monitored seniors (N = 71; 38 males, 33 females) 

 
 

Education 
Females Males 

n % n % 

Basic, primary 7 21% 11 29% 

Vocational 11 33% 15 39% 

Secondary 8 24% 7 18% 

Tertiary 7 21% 5 13% 
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DATA COLLECTION 
The research was carried out using 

an exploratory technique using the SF-36 
questionnaire - Polish version (Tylka and 
Piotrowicz, 2009).  The questionnaire is 
intended for subjective self-assessment of 

health. The questionnaire consists of 36 
questions regarding various aspects re-
lated to quality of life. Answers (scored) to 
36 questions allow to define 8 compo-
nents of quality of life (Tab. 2). 

 

Tab. 2 Quality of life components included in the SF-
36 questionnaire 

 
 

In the Tab. 3 there are presented 
relationships between the components 
of quality of life and questions in the 

used Polish version of the SF-36 ques-
tionnaire (Tylka and Piotrowicz 2009). 

 

Tab. 3 Components of quality of life in connection with the ques-
tions of the Polish version of the SF-36 questionnaire 

 

For the purpose of the presented study 
was the sum of the scores of the first 
four components determined as the 
“physical dimension of quality of life”, 

and the sum of the next four compo-
nents represents its mental dimension 
(Tab. 4). 

 

Tab. 4 Two basic dimensions of quality of life created of 
8 basic components 

 

The maximum number of points re-
lated to the physical dimension of qual-
ity of life was 50 + 20 + 9 + 24 = 103, 

while the maximum number of points re-
lated to the mental dimension of quality 
of life was 20 + 8 + 15 + 25 = 68. The 

Number Components 

I PF (Physical Functioning) 

II RP (Physical Role) 

III BP (Bodily Pain) 

IV GH (General Health) 

V VT (Vitality) 

VI SF (Social Functioning) 

VII RE (Emotional Role) 

VIII MH (Mental Health) 

 

Number Components 
Question numbers in the Polish 

version of the SF-36 questionnaire 

Score 

Minimum Maximum 

I 
PF (Physical 
Functioning) 

3 0 50 

II RP (Physical Role) 4 0 20 

III BP (Bodily Pain) 7, 8 0 9 

IV GH (General Health) 1, 2, 11 0 24 

V VT (Vitality) 9a, 9e, 9g, 9i 0 20 

VI SF (Social Functioning) 6, 10 0 8 

VII RE (Emotional Role) 5 0 15 

VIII MH (Mental Health) 9b, 9c, 9d, 9f, 9h 0 25 

 

Dimensions of quality of life Definition 

Physical PF+RP+BP+GH 

Mental VT+SF+RE+MH 

 

mailto:actasalus@palestra.cz


Acta Salus Vitae, Vol 8, No 1 (2020)    
ISSN 1805-8787  actasalus@palestra.cz 

 
 

10 
 

total sum of points of the SF-36 ques-
tionnaire could not exceed 171. 
 
Statistical Analysis 

Distribution of quality of life scores 
was assessed by determining mean 
values, standard deviations and the 
range of variability, i.e. minimum and 
maximum values. For comparative pur-
poses, total scores of the quality of life 
components were expressed as a per-
centage of the maximal possible sums. 
With the adopted scoring method, the 
higher percentage corresponded to the 
significant reduction in the subjective 
sense of quality of life. Sex dimorphism 
in the image of quality of life evaluation 
was assessed using Student's t-test for 
independent samples. The test function 
has the formula: 
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where 
1X  i 2X  mean average values of 

quality of life assessment in both sex 
groups, S1

2 and S2
2 are variations of this 

trait in both groups, N1 and N2 indicate 
the numbers of both groups. With the 
truth of the null hypothesis about the in-
dependence of distribution from sexes, 
the test function t Student's t distribution 
with N1 + N2 - 2 = 69 degrees of free-
dom. Differences in the distribution of 
quality of life assessments in physical 
and mental dimensions were assessed 
using Student's t-test for dependent 
samples. Differences in individual qual-
ity of life assessments in both dimen-
sions were expressed as a percentage 
of the maximum value. The test function 
was determined from the formula: 

N
S

d
t

d

  

where d  represents the average differ-

ence in the quality of life assessment in 
both its dimensions, Sd is the standard 
deviation of these differences, N is the 
number. The relationship between the 
incidence of no perceived reduction in 
quality of life and gender was also com-
pared. For this purpose, a non-paramet-
ric Pearson chi-square independence 
test was used. The test function has the 
form: 


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
t
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n
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where ne denote observed (empirical) 
numbers, nt denote expected (theoreti-
cal) numbers resulting from the as-
sumption of independence of the num-
ber of cases of quality of life assess-
ments amounting to 0 points from sex. 
If the hypothesis that the number of 
such cases does not really depend on 
gender is true, then the test function has 
a Chi-quadrat Person distribution with 1 
degree of freedom. Verifications of null 
hypotheses were carried out at the crit-
ical level of significance α = 0.05. All cal-
culations were performed using the 
STATISTICA 10 from StatSoft (Sob-
czak, 2007). 
 
RESULTS AND DISCUSSION 
 
RESULTS 

The distribution of components´ 
scores of quality of life (average values, 
range of variability) in the responses of 
women and men was similar without sig-
nificant statistical difference (Tab. 5). 
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Tab. 5 The average values and the range of variability of scores of indi-
vidual components of quality of life in the monitored groups of women 
and men (N=71; 38 males, 33 females) 

 

Individual assessments of the qual-
ity of life elements were clearly varied. 
With the exception of the general sense 
of health (GH) in both sexes and the 
sense of mental health (MH). In the 
group of men, there were even cases of 
complete lack of a feeling of reduced 
quality of life (rating = 0 points). The 
highest number of cases of lack of per-
ceived restrictions related to emotional 
problems (element RE; 40 cases, which 
constituted 56% of the entire research 
group) or physical health (element RP, 
25 cases, which constituted 35% of the 

entire research group). There were also 
17 cases of no decrease of the social 
functioning, i.e. component SF; which 
represents 24% of the research group 
(see Tab. 6). 

In the case of these three elements 
of quality of life (RE, RP and SF) of men 
were slightly more often not affected by 
the lack of quality of life, but the gender 
differences were not statistically signifi-
cant (in all cases the significance level 
p in the chi-square independence test 
clearly exceeded the critical value α = 
0.05). 

 

Tab. 6 Cases of no perceived decrease in the quality of life (rating 
= 0 points) within the components of quality of life according the 
sex of the respondents (N = 71; 38 males, 33 females) 

 

The average values of the quality of 
life scoring components were difficult to 
compare with each other, because the 

maximum values obtained in each com-
ponent were different (see Tab. 3). 
Such a comparison was possible when 
the average values are expressed as a 

Components of 
quality of life 

Females Males 

_

x  
Minimum Maximum 

_

x  
Minimum Maximum 

[points] [points] [points] [points] [points] [points] 

Physical 
Functioning 

29.2 0 48 26.9 0 50 

Physical Role 9.8 0 20 9.3 0 20 

Bodily Pain 4.6 0 9 3.9 0 9 

General Health 17.3 4 24 17.6 5 24 

Vitality 12.6 0 20 12.3 0 20 

Social 
Functioning 

2.0 0 7 2.1 0 8 

Role Emotional 5.0 0 15 5.0 0 15 

Mental Health 9.5 0 14 10.8 3 20 

 

Components 
Females (33) Males (38=100%) Sum  

n 100 % n 100 % n 100 % 

PF 2 6% 1 3% 3 4% 

RP 11 33% 14 37% 25 35% 

BP 2 6% 3 8% 5 7% 

GH 0 0% 0 0% 0 0% 

VT 1 3% 1 3% 2 3% 

SF 7 21% 10 26% 17 24% 

RE 17 52% 23 61% 40 56% 

MH 1 3% 0 0% 1 1% 
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percentage of the maximum value in a 
given quality of life element (Tab. 7). 
The respondents felt the most the de-
crease in the quality of life (the highest 
percentage values) regarding the gen-
eral sense of health (GH), vitality (VT) 
and physical functioning (PF). For these 
quality of life elements, the average rat-

ing exceeded 50% of the maximum pos-
sible point value (Fig. 3). At the same 
time, the respondents felt the lowest 
quality of life in terms of their social 
functioning (SF). The image of the dis-
tribution of the subjective assessment 
of the quality of life did not show signifi-
cant dependence on the sex of the re-
spondents. 

 

Tab. 7 Average values of the components of qual-
ity of life expressed as a percentage of the maxi-
mum possible points value according the sex of 
the monitored persons  

 
 

 

Fig. 3 Average ratings of individual quality of life components 
expressed as a percentage of the maximum possible points 
value (both sexes combined) (N=71; 38 males, 33 females) 

 

From detailed assessments of the 
quality of life within 8 components, col-
lective assessments of two basic di-
mensions of quality of life can be cre-
ated: physical and mental dimensions 
(Tab. 8). The distribution of quality of life 

evaluation into the two dimensions did 
not depend on the sex of the subjects, 
which was confirmed by the Student's t-
test for independent samples (Tab. 8). 

 

Components 

Quality of life evaluation in 
percentage of the maximum score 

Females Males Sum 

PF 58% 54% 56% 

RP 49% 47% 48% 

BP 51% 44% 47% 

GH 72% 73% 73% 

VT 63% 61% 62% 

SF 25% 26% 25% 

RE 33% 33% 33% 

MH 38% 43% 41% 
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Tab. 8 Comparison of distribution of quality of life assessments in phys-
ical and mental dimensions in the groups of men and women (N=71; 38 
males, 33 females) 

 
 

The values of point quality of life 
scores in physical and mental dimen-
sions could not be compared directly due 
to differences in the variability of these di-
mensions. The theoretical maximum as-
sessment of the physical dimension of 
quality of life was 103 points, and the 
mental dimension of quality of life only 68 
points. The comparison made it possible 
to express point values as a percentage 
of these maximum values. The respond-
ents felt a greater reduction in the quality 
of life in the physical dimension. The dif-

ference of feelings in these two dimen-
sions was statistically highly significant, 
regardless of gender, which was con-
firmed by the Student's t-test for depend-
ent samples (Tab. 9). Test persons were 
characterized by a stronger feeling of 
lowering the quality of life than in the 
mental dimension regardless of their 
level of education. However, it could be 
seen that the greatest difference in aver-
age quality of life assessments in both 
dimensions was found in persons with 
higher and secondary education (Fig. 4).

 

Tab. 9 Comparison of the quality of life in physical and men-
tal dimensions, expressed as a percentage of maximal pos-
sible score in physical and mental dimensions in the groups 
of men and women (N=71; 38 males, 33 females) 

 

 

Fig. 4 Average of the quality of life assessments in physical and men-
tal dimensions depending on the level of education, expressed as a 
percentage of maximal possible score in physical and mental dimen-
sions in the groups of men and women (N=71; 38 males, 33 females) 

Dimension of 
quality of life 

Group 
 

_

x  
Std Minimum Maximum  Student's t-test 

[points] [points] [points] [points] t p 

Physical 
Females 60.9 21.8 4 97 

0.66 0.51 
Males 57.8 18.4 5 101 

Mental 
Females 29.2 13.3 5 45 

0.32 0.75 
Males 30.1 11.6 9 53 

 

Group 
Dimension of 
quality of life 

_

x  
Std Student's t-test 

[pkt] [pkt] t p 

Females 
Physical 59% 21% 

4.53 0.00008 
Mental 43% 20% 

Males 
Physical 56% 18% 

4.63 0.00004 
Mental 44% 17% 

Sum 
Physical 58% 19% 

6.43 <0.00001 
Mental 44% 18% 
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DISCUSSION 
The World Health Organization de-

scribed the quality of life as the individ-
ual's sense of cultural position and 
value system in which he lives in rela-
tion to his achievements, expectations, 
standards and interests (Hajat, Stein, 
2018). According to the authors, the as-
sessment of the quality of life was con-
sidered in a subjective dimension and it 
was the result of evaluating various 
spheres of life in the context of life as a 
whole. 

Thus, it could be seen that the qual-
ity of life assessment includes the de-
gree of satisfaction with life in terms of 
needs and the possibilities of their im-
plementation. It depended on the indi-
vidual value system and the degree of 
satisfaction in such areas as: sense of 
health, family life, spending free time, 
education, housing conditions and gen-
eral standard of living (Klimaszewska, 
Krajewska-Kułak, Kondzior, Kowalczuk, 
Jankowiak, 2011; Rehor, 2002).  

The quality of life depends on the 
state of health - health related quality of 
life (HRQL) and covers four areas: mo-
bility, somatic state, mental and social 
condition. It assumes that the quality of 
life assessment depends on health. The 
worse our health is, the worse our qual-
ity of life is (Post, 2014). 

Kwapisz and Głowacka (2008) con-
ducted a study among geriatric patients 
with rheumatic diseases after a spa 
treatment. The study included 68 peo-
ple aged 65 to 81 (44 women and 24 
men). Among the respondents, the ma-
jority of people were over 75 (57 re-
spondents), the remaining 13 people 
were between 55 and 74 years old. The 
highest percentage had secondary ed-
ucation (37.1%), and the lowest per-
centage had higher education (11.4%). 
The research used the SF-36 question-
naire (Kwapisz and Głowacka 2008). Of 
the respondents, 48.6% rated their 
overall health as satisfactory, more than 

20% said it was good, and 29.1% as 
poor. Over half of the respondents, i.e. 
54.1% did not report any problems re-
garding social activity. 

Similar results regarding social 
functioning were obtained in this study. 
Degenerative changes of the spine 
among monitored seniors had the least 
impact on the reduction of the quality of 
life in terms of social functioning (SF), 
because the average rating of this com-
ponent was the lowest value among all 
elements constituting the quality of life 
and was 25%. On the other hand, gen-
eral sense of health was the main ele-
ment lowering the quality of life rating, 
because the average rating was 73% of 
the maximum possible point value. 

Grzegorczyk, Kwolek, Bazarnik, 
Szeliga, Wolan (2007) compared the 
quality of life of seniors living in nursing 
homes and attend classes at the Uni-
versity of the Third Age. The study 
group consisted of 128 residents of the 
nursing home (83 women and 45 men) 
and 45 students of the University of the 
Third Age (40 women and 5 men). The 
age of the surveyed residents of the 
nursing home ranged from 56 to 87 
years, with an average age of 77.3 
years, and students of the University of 
the Third Age from 56 to 87, with an av-
erage of 66.6 years. Nottingham Health 
Profile scales were used to assess the 
quality of life, 0 being the worst quality 
and 100 being the best. Quality of life 
was assessed taking into account six 
areas: life energy, pain, emotional reac-
tions, sleep disorders, social contacts 
and mobility limitations. Residents of 
the nursing home rated life energy (54.5 
points) and physical fitness (56.5 
points) the worst. On the other hand, in 
the students of the University of the 
Third Age, social contacts (75.5 points) 
and sleep (59.3 points) were the highest 
rated component. 

Similar results were observed in 
this study, showing that the residents of 
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the nursing home felt the worst reduc-
tion in quality of life in terms of vitality 
(62%) and physical functioning (56%), 
because for these elements of quality of 
life the average rating exceeded 50% of 
the maximum possible point value. 

Muszalik and Kędziora-Korna-
towska (2009) conducted a study 
among 234 patients (152 women and 
82 men) aged 56 to 91 years. The aver-
age age of men was 71 years and 
women 71.8 years. The subjects consti-
tuted a group of patients treated at the 
Geriatrics Clinic. They were people with 
chronic renal failure, musculoskeletal 
disorders and after strokes. The study 
was conducted with the help of the di-
agnostic survey “Nottingham Health 
Profile” in Polish version. The question-
naire consisted of two parts. The first 
concerned six subjective dimensions 
such as motor skills, life energy, pain, 
sleep disturbances, emotional reactions 
and social isolation. The second part 
covered the impact of health on paid 
work, housework, social, family and 
sexual life, interests and use of free 
time. Most respondents complained 
about a decrease in life energy (index 
0.59). Patients with locomotor system 
diseases had the most problems with 
homework, realization of interests and 
fulfilling free time. There were no signif-
icant relationships related to the sex of 
the respondents. 

Similar results were observed in the 
presented study, as the majority of com-
plaints from the elderly with degenera-
tive changes of the spine concerned the 
general sense of vitality (62% of the 
maximum possible point value). There 
was also no correlation in the assess-
ment of the quality of life for women and 
men. Muszalik, Kędziora-Kornatowska 
(2009) conducted a study among 32 
residents of the Nursing Home (with 
chronic diseases) and 28 patients of the 
Home Hospice Palliative Care Clinic 
(with cancer) in Piła living with family 

(26 women and 36 men). The age range 
ranged from 60 to 90 years, with an av-
erage age of 72.7 years. The research 
tool was the functional assessment 
questionnaire for chronically ill people 
FACIT-F and the daily fitness assess-
ment questionnaire (ADL) based on the 
Katz scale. The research showed that 
the average value of quality of life as-
sessment for men and women was 
comparable and amounted to 74.3 and 
74.8, respectively. In the studied group, 
the level of everyday activities was low 
and medium. On the other hand, the av-
erage value of the quality of life assess-
ment for residents of the Nursing Home 
was lower than among patients of the 
Home Hospice of Palliative Care living 
with the family. In this work it was also 
observed that the decrease in the qual-
ity of life was associated with physical 
functioning, because the average rating 
of this component constituted 56% of 
the maximum possible point value. 

The quality of life of monitored sen-
iors was affected by a decrease in the 
level of vitality and thus physical func-
tioning. The decrease in the quality of 
life had the least impact on functioning 
in the field of social life and was not de-
pendent on the sex of the respondents. 
  
CONCLUSIONS  

On the bases of the analysed and 
presented results we can determine the 
following findings: 

 
Deterioration of the general sense 

of health was the main element lowering 
the assessment of the quality of life of 
monitored seniors with degenerative 
changes of the spine. 

 
Deterioration of the general feeling 

of health of monitored seniors was as-
sociated with deterioration of vitality, 
which was the second element in turn 
reducing the assessment of the quality 
of life of these people. 
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Degenerative changes of the spine 
of monitored seniors had the least im-
pact on reducing the sense of quality of 
life in terms of social functioning. 

 
The reduction in the quality of life of 

monitored seniors with degenerative 
changes in the spine was significantly 
bigger in the physical dimension com-
pared to the reduction in the quality of 
life in the mental dimension. 

 
The difference between the subjec-

tive assessment of the quality of life in 
the physical and mental dimension of 
monitored seniors with degenerative 
changes of the spine was bigger in per-
sons with higher education. 

 
The assessment of the quality of life 

of people with degenerative changes of 
the spine was independent of the sex of 
the subjects. 
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