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Abstract
Background: The basic problems faced by the elderly are: 
poor fi nancial condition, loneliness, insuffi cient health care, 
lack of social contacts, lack of activities and low general life 
satisfaction. 

Aim: The aim of this study was to examine the quality of 
life of elderly people, with regard to the support of health 
professionals in their homes.

Methods: This cross-sectional study was conducted on 
elderly individuals residing in the city of Slatina. Participants 
were divided into two groups: one receiving in-home 
support from healthcare professionals and the other not 
receiving such support. A standardized questionnaire was 
used, including general sociodemographic data and three 
adapted scales to assess quality of life.

Results: A total of 100 elderly individuals participated 
in the study, with half receiving in-home support from 
healthcare professionals and the other half not receiving 
such support. Participants receiving in-home support from 
health professionals have a signifi cantly poorer health 
status, indicating greater health needs (p<0.001). They also 
show a greater need for social interaction (p=0.007) and rate 
their current situation as very diffi cult and sad (p=0.01). No 
signifi cant differences were found in feelings of loneliness 
(p=0.85) or in overall quality of life assessment (p=0.053). 
However, reduced loneliness is associated with greater life 
satisfaction for all participants (p<0.001), especially for those 
receiving in-in-home support from healthcare professionals 
(p<0.001).

Conclusion: Participants receiving in-home support from 
healthcare workers tend to rate their health as poorer 
and perceive their health needs as greater, alongside a 
more pronounced sense of loneliness. Although there is a 
signifi cant association between loneliness and quality of life, 
this relationship was not statistically confi rmed among the 
participants. Loneliness is increasingly becoming a concern 
among the elderly, highlighting the need for focused social 
efforts to address this issue.
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Introduction  
The basic problems faced by the elderly are 
usually poor fi nancial condition, loneliness, 
insuffi cient health care, lack of social 
contacts, reduced activities and low general 
life satisfaction. An important role in solving 
their problems is played by health workers 
who provide them with institutional and 
non-institutional care (1). These issues are 
increasingly prevalent within our population, 
highlighting the need for the healthcare 
system to adapt to the evolving needs of its 
benefi ciaries (2). 

Research among older people has shown 
that the quality of life of people in the third 
age is largely determined by factors such 
as fi nancial status, health, social contacts, 
activities and general life satisfaction. At 
the same time, no signifi cant difference 
was found between the general socio-
demographic variables (gender, age, level of 
education, place of residence, cohabitation, 
marital status, family status) and the tested 
quality of life indicators (3).

The majority of the elderly live alone in 
their homes, and due to impaired health, 
poor socioeconomic status and reduced 
quality of life, there is a need for increased 
social and health care (4). A greater need 
for health support is observed among 
older adults, single individuals, and those 
residing in homes for the elderly and infi rm, 
while life satisfaction is higher in people 
living in a family (5). Aging is commonly 
viewed as a lifelong process, beginning at 
conception and encompassing a range of 
biological, physiological, and psychological 
transformations. Biological aging theories 
support this perspective by illustrating how 
the human body experiences functional 
changes from early development in utero, 
continuing throughout an individual’s life 
until death (6).

In the aging process, there are a number of 
regressive changes that occur at the biological 
level. The risk of injuries and diseases and 
weakened functional abilities of the organism 
is increased (7). People experience aging 
processes differently. Therefore, the attitude 
towards aging is specifi c, whereby each 

person tries to achieve optimal adaptation 
to aging, which is of great importance in 
accepting old age and how to cope with it (8).

The concept of quality of life includes 
subjective and objective factors as well as 
the perception of each individual for his 
well-being in terms of health, a harmonious 
relationship with the physical environment 
and community, material well-being, and 
well-being on a psychological, physical 
and social level (9,10). The World Health 
Organization (WHO) defi nes quality as an 
individual’s perception of his position in 
life in the context of the culture and value 
system in which he lives and in relation to his 
goals, expectations, standards and concerns 
(11). The quality of life is of interest to many 
disciplines such as theology, philosophy, 
sociology, psychology etc. (12-14).

Institutional care in homes for the elderly and 
infi rm in the Republic of Croatia is unable 
to meet all of the needs of this population. 
According to the 2021 population census in 
the Republic of Croatia (RO), 22.5% of people 
are over 65 years old, which is more than 
850,000 people (15). Only a part of them can 
be accommodated in homes for the elderly 
and infi rm. The capacity of all homes in the 
Republic of Croatia (three homes owned by 
the Republic of Croatia, 45 homes owned 
by the counties/city of Zagreb, 121 private 
homes) is 16,712, while the demand for such 
accommodation is still high (7,430 elderly 
people are waiting for accommodation) (16). 
The appearance of multimorbidity decreases 
the quality of life of the elderly. The majority 
of the elderly remain in the community, so 
home health care can raise the level of quality 
of life (17). In doing so, the perspectives of 
biomedical and social determinants must be 
considered (18). More than three-quarters 
of the elderly population living in the 
community rely on help from others, such 
as family, friends, or neighbors. Assessing 
the needs of families, providing professional 
guidance, and equipping caregivers with the 
necessary skills are key to ensuring quality 
care for the elderly (19,20).

Many elderly individuals are increasingly 
choosing non-institutional care due to the 
greater benefi ts and fl exibility offered by 
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home care (21). This approach emphasizes 
the importance of enhancing individuals’ 
ability to care for themselves, supported by a 
well-developed system that provides various 
forms of assistance, along with strengthened 
support from families and local communities 
(22). Such care allows elderly individuals to 
stay in their homes longer, maintain control 
over their living environment, and it offers a 
more humane option.

Home health services play a crucial role in 
this type of care. Both outpatient services and 
home healthcare provide essential nursing 
care within the community (4). By focusing on 
prevention and health promotion, community 
nurses help reduce complications associated 
with various illnesses and contribute to an 
improved quality of life for the elderly (23).

There has been limited research on how in-
home support from healthcare professionals 
impacts the quality of life of elderly 
individuals. Such studies are important 
because the analysis and interpretation of 
results can help better defi ne the needs of 
the elderly, highlight differences in the aging 
process, and encourage their integration and 
acceptance within their communities (24,25).  
This underscores the need for further research 
into the relationship between the quality 
of life of elderly people and healthcare, 
particularly non-institutional care provided 
in their homes (26).

The aim of this study was to examine how in-
home healthcare support affects the quality 
of life of elderly individuals by assessing 
its impact on their physical, fi nancial, social 
and emotional well-being and comparing 
the quality of life between those who receive 
such support and those who do not.

Materials and Methods  

Study design
This was a cross-sectional study.

Ethics
For the purposes of this research, the 
approval of the Ethics Committee of the 
Catholic University of Croatia (Class: 602-

04/21-11/24, Reg. number: 498-03-02-06/1-
21-02, date: March 29th 2021) and the Ethics 
Committee of the Virovitica-Podravina 
County Health Center (Number: 2189-67/1-
01-2371/2021, date: September 6th 2021) was 
obtained. All participants were informed 
about the study’s purpose and objectives and 
provided their written consent to participate.

Participants
Participants were 100 elderly people aged 
65 and over who live in their homes in the 
area of the city of Slatina for a period of six 
months in 2021. Fifty of them have in-home 
support from healthcare workers, while 
the remaining 50 do not. In addition to the 
mentioned characteristics (age, staying at 
home), the inclusion factor in the study was 
informed consent up to the target sample size 
(50 participants in each group).

Data collection and study tool
The data were collected by visiting nurses 
and health care nurses of the Health Center 
of the Virovitica-Podravina County by 
interview in the respondent’s home. Health 
workers fi lled out the survey questionnaires 
after talking with participants. 

A questionnaire that consisted of general 
sociodemographic data and three adapted 
standardized scales that examined the 
quality of life (27, 28) was administered while 
respecting the scientifi c methodological 
approach (29), in accordance with the 
research that was done in Split in 2007, using 
the same questionnaire (5). The questionnaire 
consisted of four sections addressing the 
following areas: the needs of the elderly, an 
assessment of life satisfaction, an assessment 
of self-perception, and a general assessment 
of quality of life across a time scale (past, 
present, and future).

Quality of life was assessed using a scale of 
20 items that form four domains: the fi nancial 
needs scale, the social needs scale, the activity 
needs scale and the health needs scale. The 
reliability coeffi cient of the entire Cronbach’s 
alpha scale is 0.843, and of individual do-
mains as follows: fi nancial needs scale is 
0.873, social needs scale is 0.789, activity 
needs scale is 0.711 and health needs scale 
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is 0.741. Considering the obtained values of 
the Cronbach’s alpha coeffi cient, it can be 
concluded that the questionnaire is a good 
tool for assessing the quality of life.

Life satisfaction was assessed with a 17-
item scale with an internal reliability of 
Cronbach’s alpha of 0.833, which confi rms 
that the questionnaire is a good instrument 
for assessing life satisfaction.

Loneliness was assessed using the shorter 
UCLA Loneliness Scale through seven items, 
with an internal reliability of Cronbach’s 
alpha of 0.780, which confi rms that the scale is 
a good instrument for assessing participants’ 
loneliness.

Statistical analysis
Categorical data were presented as absolute 
and relative frequencies. The normality of 
continuous variable distributions was tested 
using the Shapiro-Wilk test. Variables not fol-
lowing a normal distribution were described 
by the median and interquartile range (IQR), 
and non-parametric methods were applied 
for analysis. Differences in numerical vari-
ables between two independent groups were 
assessed with the Mann-Whitney U test (with 
a 95% confi dence interval, CI). Spearman’s 
correlation coeffi cient was used to examine 
the relationship between quality of life, life 
satisfaction, and loneliness scales across all 
participants, as well as within groups receiv-
ing and not receiving in-home support from 
healthcare professionals. Internal reliability 
of the scale was expressed using Cronbach’s 
alpha coeffi cient.

All p-values are two-sided, with the si-
gnifi cance level set at α=0.05. Statistical 
analyses were conducted using MedCalc® 
Statistical Software version 20.014 and SPSS 
version 23.

Results   
This study included 100 participants, with
half receiving in-home support from health-
care professionals and the other half not. 
Of the participants, 64% are women, and 
56% have lower vocational qualifi cations. 

Additionally, 37% of the participants do not 
live alone (they live with someone), 64% 
report being in good fi nancial condition, and 
55% rated their health as good.

Receiving in-home support from healthcare 
professionals was signifi cantly more common 
among women, individuals aged 76 and over, 
those with lower vocational qualifi cations, 
individuals living with others, and those in 
poorer fi nancial or health condition (Table1). 

Based on self-assessment of fi nancial needs, 
the majority of participants (25%) reported 
being fi nancially dependent or fully reliant 
on others. Additionally, 16% indicated they 
lacked, or completely lacked, funds for basic 
needs, and 18% reported diffi culty living 
due to fi nancial constraints. In contrast, 58% 
stated that fi nancial issues were not their 
primary concern, and an equal percentage 
reported not being fi nancially dependent 
on others. However, 27% of participants 
expressed a need for additional fi nancial 
assistance (Table 2).

The scale measuring the need for 
companionship revealed the following 
results: 42% of participants expressed a desire 
to socialize more frequently with younger 
individuals, and 36% reported lacking suffi -
cient social contacts. Additionally, 34% stated 
that they wished to communicate more 
often with someone, even if only by letter 
or phone. A signifi cant 71% of participants 
did not feel forgotten by others. Half of the 
participants expressed a desire for more 
frequent conversations, while 36% found it 
meaningful to discuss the purpose of life. 
Only 14% of participants wished to establish 
more friendships, whereas 43% indicated 
that they needed or completely needed more 
attention from others (Table 3).

Table 4 presents the need for activity through 
three items. Thirty-one percent of participants 
stated that they needed or strongly needed 
more organized recreational activities, while 
74% expressed a desire to remain useful 
within their community. Additionally, 42% 
indicated a desire to continue learning and 
acquiring new knowledge (Table 4).
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Table 1.  Participants according to characteristics

Number (%) of participants Total P*
 They have in-home support 

from health professionals
They have no in-home support 

from health professionals
Sex
Male 13 (26) 23 (46) 36 0,04
Female 37 (74) 27 (54) 64
Age (year)
65 – 75 24 (48) 37 (74) 61 0,008
76 and more 26 (52) 13 (26) 39
Level of education
Low 35 (70) 21 (42) 56 0,02
Middle 13 (26) 24 (48) 37
High 2 (4) 5 (10) 7
Live 
Alone 11 (22) 22 (44) 33 0,006†
With somebody 39 (78) 28 (56) 67
Financial condition
Good 24 (48) 40 (80) 64 0,001
Bad 26 (52) 10 (20) 36
Health condition
Good 20 (40) 35 (70) 55 0,003
Bad 30 (60) 15 (30) 45
Total 50 (100) 50 (100) 100

*2 test, †Fisher’s exact test
Table 2. Self-assessment of fi nancial needs

Number of participants

No Partially Yes Totally yes

I lack funds for the most basic necessities of life 63 21 10 6
I live hard because of lack of money 66 16 11 7
Financial problem is the most diffi cult problem at 
my age

58 14 19 9

I am fi nancially dependent on others 58 17 24 1
I need additional fi nancial assistance 54 19 19 8

Table 3. Self-assessment of the socializing needs scale 

Number  of participants
No Partially Yes Totally yes

I want to hang out with younger people more often 34 17 42 7
I miss more social contacts 37 23 36 4
I want to communicate with someone more often, 
at least by letter or phone

32 26 34 8

I feel like everyone has forgotten me 71 17 10 2
I want to talk to someone more often 20 25 50 5
This would give me the chance to talk about the 
meaning of life

33 28 36 3

I want to make more friendships 26 24 44 6
I need attention from others 32 (32) 25 41 2
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Regarding health needs, most participants 
(69%) reported that they do not require 
psychological help in coping with aging 
challenges. However, one-third expressed 
a desire for constant support due to their 
health conditions, and 40% wished to discuss 
their problems with someone. Additionally, 
31% indicated a need for ongoing medical 
care.

Participants receiving in-home support from 
healthcare professionals rated their fi nancial 
situation signifi cantly lower than those not 
receiving such support (p=0.02). They also 
had signifi cantly poorer health conditions, 
indicating greater health needs (p<0.001). 
However, no signifi cant difference was 
found between the two groups in terms of 
need for activity or social contacts, nor in the 
overall quality of life assessment (Table 5).

The general assessment of quality of life over 
time was evaluated through three statements. 
Refl ecting on their past, 24% of participants 
described it as very diffi cult and sad, 56% 

as challenging but overall satisfactory, and 
20% as successful and happy. No signifi cant 
differences were observed in past assessments 
based on receiving in-home support.

In assessing their present, 12% of participants 
described it as very diffi cult and sad, 79% 
as challenging but satisfactory, and 9% as 
successful and happy. Those receiving in-
home support were signifi cantly more likely 
to describe their present as very diffi cult 
and sad, while participants without support 
were more likely to consider it successful and 
happy (p=0.01).

Looking to the future, 14% of participants 
viewed it as very diffi cult and sad, 76% 
anticipated challenges but satisfactory 
outcomes, and 10% considered it potentially 
successful and happy. No signifi cant diffe-
rences between the groups were found in 
their future outlook (Table 6).

Thirty-fi ve percent of participants reported 
that they somewhat or completely lacked 
social connections, 20% had not been close 

Table 4. Self-assessment of activity needs

Number of participants

No Partially Yes Totally yes

I need more organized recreational activities 49 20 30 1
I want to continue to be useful in my community 11 15 56 18
I want to continue learning and acquiring new 
knowledge

41 17 37 5

Table 5. Differences in individual scales and overall quality of life in relation to whether participants have 
in-home support from health professionals or not

                                Median (interquartile range

They have in-home support 
from health professionals

They have no in-home support 
from health professionals

p*

Scale of fi nancial needs 1,6 (1,2-2,4) 1,2 (1-1,8) 0,02
Scale of needs for 
companionship

2,4 (2-2,6) 2,1 (1,5-2,3) 0,007

Activity needs scale 2,3 (1,7-2,7) 2,3 (1,7–3,0) 0,34
Health needs scale 2,5 (2-2,8) 1,4 (1-1,8) <0,001
Overall quality of life 2,9 (2,3–2,8) 2,6 (2,5–2,9) 0,09

*Mann Whitney U test
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to anyone for a long time, and 29% did not 
share their opinions and ideas with others. 
Additionally, 24% stated that no one knew 
them well, and 19% felt that their social re-
lationships were superfi cial, while 12% were 
unhappy about being so withdrawn. No sta-
tistically signifi cant differences were found 
between the observed groups (Table 7). 

Among all participants, as well as those 
receiving in-home support from healthcare 
professionals, higher life satisfaction was 
correlated with improved overall quality of 
life, greater fulfi lment of activity needs, fewer 

fi nancial needs, and better health status. 
Loneliness was less pronounced among 
participants who rated their social contacts 
positively. For participants without in-home 
support, only the life satisfaction and activity 
need scales showed a signifi cant relationship 
with overall quality of life, with no signifi cant 
association between loneliness and any 
other scale or overall quality of life. Lower 
levels of loneliness were associated with 
higher life satisfaction across all participants, 
particularly in the group receiving in-home 
support from healthcare professionals (Table 
8).

Table 6.  Distribution of participants according to past, present and future assessments in relation to in-
home support from health professionals

 Number (%) of participants Total p
Have support Have support

When I think about my past, mostly everything was

very diffi cult and sad 15 (30) 9 (18) 24 0,37

with a lot of problems, but 
satisfactory

26 (52) 30 (60) 56

satisfactory and happy 9 (18) 11 (22) 20
When I think about present it is

very diffi cult and sad 9 (18) 3 (6) 12 0,01

with a lot of problems, but 
satisfactory

40 (80) 39 (78) 79

satisfactory and happy 1 (2) 8 (16) 9
I see the future as

very diffi cult and sad 10 (20) 4 (8) 14 0,12

with a lot of problems, but 
satisfactory

37 (74) 39 (78) 76

satisfactory and happy 3 (6) 7 (14) 10

*2 test, †Fisher’s exact test

Number (%) of participants

They have in-home support 
from health professionals

They have no in-home support 
from health professionals 95% CI p*

Life satisfaction 40 (33–47) 44 (37–49) 4 (0–7) 0,053
Loneliness 13 (10–16) 12 (10–15) 0 (-2–1) 0,85

CI – Confi dence interval; *Mann Whitney U test

Table 7.  Differences in life satisfaction and loneliness in relation to home health care
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Discussion    
Relatively little research has been conducted 
on the perception of self-determination in 
relation to quality of life among elderly 
individuals receiving in-home healthcare 
(30). Recent research in Germany confi rms 
the importance of home care for the elderly 
in supporting their mental health and 
independent living (31). This is why home 
health care is increasingly important as an 
alternative to institutional care (32).

This research aimed to assess whether health 
support at home signifi cantly impacts the 
quality of life among the elderly. The study 
included 100 participants aged ≥65, with half 
receiving in-home health support and the 
other half not. While signifi cant differences 
were found in specifi c factors, such as 
fi nancial, health, and socializing needs, no 
signifi cant difference was observed in the 

overall quality of life assessment between the 
two groups. 

Participants with in-home support from 
healthcare professionals rated their general 
quality of life somewhat lower than those 
without such support. Additionally, those 
receiving in-home health support were 
signifi cantly more likely to describe the 
present as very diffi cult and sad, suggesting 
that this group consists of individuals who 
particularly need such support.

In the self-assessment of life satisfaction, 
most participants reported being satisfi ed, 
enjoying life, and maintaining a positive 
outlook, indicating a resilient spirit despite 
health challenges and advanced age. 
Participants without in-home health support 
expressed slightly higher satisfaction 
levels, which aligns with the fi nding that 
those requiring in-home support generally 

                                                                                      Spearman’s correlation coeffi cient Rho (p)

 Life satisfaction scale Loneliness scale

All participants

Life satisfaction scale - -0,303 (0,002)
Financial needs scale -0,267 (0,007) 0,115 (0,25)
Scale of needs for companionship 0,022 (0,83) 0,282 (0,004)
Activity needs scale 0,432 (<0,001) 0,002 (0,99)
Health needs scale -0,303 (0,002) 0,191 (0,06)
Overall quality of life 0,472 (< 0,001) 0,035 (0,73)
Participants with health professionals’ support 

Life satisfaction scale - -0,321 (0,02)
Financial needs scale -0,358 (0,01) 0,187 (0,19)
Scale of needs for companionship -0,030 (0,84) 0,428 (0,002)
Activity needs scale 0,489 (<0,001) 0,096 (0,51)
Health needs scale -0,390 (0,005) 0,269 (0,06)
Overall quality of life 0,480 (<0,001) 0,087 (0,55)
Participant without health professionals’ support 

Life satisfaction scale - -0,280 (0,04)
Financial needs scale -0,102 (0,48) 0,013 (0,93)
Scale of needs for companionship 0,194 (0,18) 0,132 (0,36)
Activity needs scale 0,347 (0,01) -0,067 (0,65)
Health needs scale -0,078 (0,59) 0,074 (0,61)
Overall quality of life 0,398 (0,004) 0,010 (0,95)

Table 8.  The connection between quality of life, life satisfaction and loneliness
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have poorer health, making this difference 
anticipated. 

No difference was found in the feeling of 
loneliness. Obviously, the in-home support 
provided by healthcare workers does not 
fully satisfy their need for conversation 
and companionship, which indicates the 
alienation of the elderly in our society and 
the insuffi cient commitment of society to 
provide adequate support to the elderly 
living in the community. It is precisely the 
intention of modern geriatrics to keep the 
elderly in the community in the best possible 
physical, mental and social health. 

No difference was found in feelings of 
loneliness between the two groups, sugge-
sting that in-home support from healthcare 
workers does not fully meet the elderly’s 
need for conversation and companionship. 
This points to the social isolation of older 
adults and highlights society’s insuffi cient 
efforts to provide adequate support for 
elderly individuals living in their own homes. 
Modern geriatrics aims to keep the elderly 
in the community, supporting their optimal 
physical, mental, and social health.

When comparing the results of this research 
with studies on the quality of life of the elderly 
in Split, a notable similarity emerges. In both, 
fi nancial status, age, and health signifi cantly 
infl uence quality of life, while the need for 
social interaction and activity appears more 
prominent than fi nancial or health needs. 
Although in-home services provided by 
healthcare professionals would be highly 
benefi cial for the elderly, they cannot fully 
meet their needs for social engagement and 
other forms of activity (5).

In a survey conducted in the Rijeka area, 
elderly individuals reported a relatively high 
quality of life. Social activity emerged as the 
most crucial factor for life satisfaction among 
the elderly in this study, highlighting the 
importance of fostering social engagement 
as a key area where society can support 
older adults (3). A cohort study conducted in 
Japan on factors infl uencing the quality of life 
among elderly individuals receiving home 
care indicates that perceptions of quality of 
life tend to decline over the years, with high 

functional dependence being linked to lower 
quality of life perceptions (33), aligning 
with the results of this study. Conversely, 
Canadian research confi rms the benefi ts of 
home care for the elderly, showing a higher 
level of life satisfaction and lower stress levels 
(34), a fi nding not refl ected in this study. 
Additionally, research in Iran emphasizes 
the need to monitor the quality of life of the 
elderly within the community and provide 
societal support (35). It is essential to note 
that the effects of social support vary across 
different cultural contexts, as highlighted 
by studies conducted in Canada and Latin 
America (36). 

This study has both strengths and limitations. 
A key advantage is the direct access to 
elderly individuals in their homes, with 
data collected by healthcare professionals, 
fostering better cooperation and trust. This 
approach led to higher participant motivation 
and concentration, making the fi ndings 
more refl ective of real conditions. However, 
a primary limitation is the relatively small 
sample size from a limited geographical 
area, which restricts the generalizability 
of the fi ndings to a broader population. 
Consequently, the results do not allow for 
a reliable determination of the true impact 
of healthcare professional support on the 
quality of life for elderly individuals living 
independently. This highlights the need 
for broader research to identify effective 
strategies for improving the quality of life and 
overall satisfaction of elderly individuals.

Conclusion    
Based on the obtained results, on a small 
sample of participants, it can be that there 
is no signifi cant difference in the assessment 
of the overall quality of life between parti-
cipants who have and those who do not 
have the support of health professionals in 
their homes. The result, that participants 
who have in-home support from health 
professionals have a signifi cantly worse 
health condition, that is, they have greater 
health needs, is logical and proves that such 
a service is provided precisely to those who 
need it most. As for the self-assessment 
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of life satisfaction, it is somewhat higher 
among those who do not need domestic help 
from healthcare workers, which is expected 
considering their better health and social 
condition. It is the same with the feeling of 
loneliness, which is slightly more pronounced 
in people whose house is occasionally visited 
by health professionals whose function is to 
provide health care in the user’s home with a 
less pronounced social function. The results 
indicate the need of the elderly for social 
contacts and activities to be more involved 
in the life of the community. Therefore, it is 
necessary to implement different modality 
of social inclusion of the elderly, with the 
greatest possible involvement of volunteers 
in that process, which would raise their 
level of satisfaction with life and reduce the 
feelings of loneliness and uselessness.
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