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1

Executive Summary

This deliverable is part of Work Package 2 (WP2), aimed to show the quality of life (QL)
components that should be considered when referring to senior citizens and education. These
components may be facets or indicators on which a senior learners education programme can
have an impact. Therefore these components will be targeted to raise QL.
It is difficult to decide and prove how much a certain facet can be influenced. As we show in
this report, this influence depends on many factors, mainly personal and environmental. For
that reason, this report has been prepared in conjunction with other WP2 reports: D2.1.b.
Social situation in Europe, and D2.1.c. Psychological situation of elderly. Final conclusions
should take into account not only these three reports, but also how education can affect these
facets. These reports are D2.1.d. Educational models and D.2.1.e. Pedagogy.
Only after the whole D.2.1 analysis has been carried out will it be possible to identify (in
D.2.2) which pedagogies, courses, activities, models, indicators, etc. are suitable to be
considered in the guide (WP3) and the evaluation toolkit (WP4).
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Quality of life concepts

The interest about the quality of life (QL) has been existed always. However, the appearance
of the concept as such and the concern for its systematic and scientific evaluation is relatively
recent, first applied to the fields of environmental and physical health later extended to the
fields of mental health and social services in general.
The concept "quality of life" has been linked always since his early references to the health of
individuals. Lalonde (1983) says that "the lifestyle represents the set of decisions made by the
individual about their health and over which it exercises some control”. However, the concept
is more general and would be decisions that the individual takes no about their health but also
about their feelings and behaviours related to daily functioning, including their health. So, we
can say: the concept of quality of life refers to a feeling of psychophysical well-being and
socio-economic, and for evaluation we consider both in the personal factors (health, life
satisfaction, independence, etc ...) as in the socio-environmental (networks of support, social
services, etc...).
The World Health Organisation (WHOQOL Group, 1994) defines Quality of Life (QL) as
individuals’ perception of their position in life in the context of the culture and value systems
in which they live and in relation to their goals, expectations, standards and concerns.
Also the WHO agrees on QL is a broad concept, depending on objective and subjective
parameters as the persons’ physical health, psychological state, level of independence, social
relationships, personal beliefs and their relationship respect their living in a specific cultural
environment. The perception of the individual is how the WHO proposes to evaluate the QL.
It is easier to manage and understand the QL of a selected group, particularly in people with
some disability or disease (e.g. patients with cancer, chronic illness, or other health-related
issue) or marginalised groups. In these cases it is not difficult to find study cases, models and
theories which have been applied and tested conveniently, but then it becomes not possible to
apply those models to the general population. Cummings (1997) proposes a model suitable for
any population:
Quality of life is both objective and subjective, each axis being the aggregate of seven
domains: material well-being, health, productivity, intimacy, safety, community, and
emotional well-being. Objective domains comprise culturally-relevant measures of
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objective well-being. Subjective domains comprise domain satisfaction weighted by their
importance to the individual.

There is no consensus on the meaning of the term quality of life, although it is obvious that
this is a large term that includes the physical welfare, social, subjective, etc. but it is also
important to note that it has two common elements: it uses a multidimensional approach and
emphasizes self-assessment that the individual makes of his life.
Thus the term about quality of life becomes to be the result of the relationship between
objective conditions of human life and the perception of them by the subject itself.
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Decomposing Quality of life

As seen in the previous section, QL is a very complex condition of an individual, to
understand it better the QL can be break down finding their components and other living
conditions and perceptions of a person that could affect the QL. It must be clear that the QL is
not something that a person can have or not, it is needed to consider it as something in a scale;
a person can have low or high QL. QL can be evaluated and increased. Organisations and
researchers try to evaluate the QL of an individual by proposing their components.
World Health Organisation (WHO) when proposes to measure the quality of life, justifies the
evaluation procedure based on the division of the QL in 24 facets in 6 domains.
Domain

Facets incorporated within domains

1. Physical health
2. Psychological

3. Level of Independence

4. Social relationships
5. Environment

6. Spirituality / Religion /
Personal beliefs

0. Overall Quality of Life and General Health
1.1. Energy and fatigue
1.2. Pain and discomfort
1.3. Sleep and rest
2.1. Bodily image and appearance
2.2. Negative feelings
2.3. Positive feelings
2.4. Self-esteem
2.5. Thinking, learning, memory and concentration
3.1. Mobility
3.2. Activities of daily living
3.3. Dependence on medicinal substances and medical aids
3.4. Work Capacity
4.1. Personal relationships
4.2. Social support
4.3. Sexual activity
5.1. Financial resources
5.2. Freedom, physical safety and security Health and social
care: accessibility and quality
5.3. Home environment
5.4. Opportunities for acquiring new information and skills
5.5. Participation in and opportunities for recreation/leisure
5.6. Physical environment (pollution/noise/ traffic/climate)
5.7. Transport
6.1. Religion /Spirituality/Personal beliefs

Table 1. Domains and Facets of WHO when mesuring QL (WHO 1997)
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In Table 1, are detailed the Domains and Facets of WHO; there are in total 24 facets in 6
domains that are considered when measuring the QL in their tool WHOQOL-100. Later
research suggested merging 6 dimensions in 4: physical, psychological, social relationships
and environment (WHOQL-BREF).
Table 2 shows the main domains following Cummings (1997); each domain has three
objective and two subjective measures, which when aggregated, provide a unitary measure of
well-being. It has been proven to be a reliable and repeatable test (Rapley 2003, p. 94-95)
designed for the adult population in general.
Domain

Facets

1. Material well-being

Accommodation, possessions, estimated income

2. Health

Visits to doctor, disabilities or medical condition, medication

3. Productivity

Work time, Spare time, hours TV

4. Intimacy

Talk, care, activity

5. Safety

Sleep, home, anxiety

6. Place in community

Activity, responsibility, advice

7. Emotional well-being

Can do, bed, wishes

Table 2. Domains of the Comprehensive quality of life scale adult (Cummings 1997).

Cummings divided each of the domain facets in 2 groups: objective and subjective. This has
become very common allowing by this way to obtain two metrics. Objective indicators can be
considered to explore the QL of a particular community: life expectancy, crime rate, poverty
rate, work and leisure time, etc. like those used in the UN Human Development Index.
However subjective indicators must also be considered: sense of community, material
possessions, happiness, relationships, hobbies, etc. (Rapley 2003).
Cummings (in Rapley 2003) states that when basic needs are covered, most people fall into
70%-80% life satisfaction range; no higher life satisfaction has been reported from studies
comparing groups of people with different health or income levels. Cummings (2000) affirms
that there are some “cognitive protective factors”, namely self-esteem, perceived control and
optimism, that act as buffers that ameliorate the impact of threats from changing life
circumstances and make QL homeostatic (self-regulated and usually in a high level). When
negative life events must be endured then those can be accepted as evidence of a complete
loss of control. As said by Rapley (2003 p. 206) any aversive extrinsic condition compromises
how the person adapts to the environment and then, if the buffer is insufficient, the person
perceives unmet needs which brings the QL to below the standard range. This is described
graphically in the Figure 1
Adaptation is the most basic process in the homeostatic model. Adaptation is the
psychological process that allows people, over some period of time, to experience a
reduced reaction to some changed life circumstance that comes to represent their
extrinsic experience.
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Figure 1. In ordinary situations a person has a high quality of life (darker circles).
Threats require adaptation, different situations can arise (a,b,c) depending of the cognitive protective
factors (Rapley 2003)

Schalock & Verdugo (2002) affirms that the QL is a concept that reflex the life conditions
desired by an individual related to 8 needs. These needs or domains are detailed in the Table
3. Also says that (Schalock 2011):
I think the best definition of [individual] quality of life is a multidimensional phenomenon
composed of core domains influenced by personal characteristics and environmental
factors. These core domains are the same for all people, although they may vary
individually in relative value and importance. In this regard, the assessment of quality of
life domains is based on culturally sensitive indicators.

Factors

Domains

Independence

• Personal development
• Self-determination

Social participation

• Interpersonal relations
• Social inclusion
• Rights

Well-being

• Emotional well-being
• Physical well-being
• Material well-being
Table 3. Quality of life dimensions according to Schalock & Verdugo 2002.

Schallock & Verdugo (2002) performs an extensive analysis of QL environmental conditions
of several groups of populations: physical disabled, intellectual and mental retardation, and
also focus on the elderly group (mainly in the chapter 7, p. 143-164 but also when measuring
QL). They affirm that in case of the elderly, QL depends on ambientals and personal factors
that affect their behaviour. Main indicators are: health , functional capabilities (to take care of
oneself), financial situation, social relationships (friends and family), physical activity, social
and health services availability, being confortable at home and environment, life satisfaction
and educational and life opportunities. Following are key factors in case of the elderly that
Shalock and Verdugo empathise:
• It is better to add more life to the years than years to the life.
6

• Being a healthy person is determinant to have a high QL, but no less important is the
own experience and control in his/her own life, health and the process of getting
older/ill.
• After physical, the social inclusion is the second most decisive dimension in QL: being
active, participative, even with voluntarily activities and being valued are also important
for the other dimensions (and sometimes predictors): self-esteem, satisfaction and
motivation.
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Methodology

QL can be increased through an educational intervention. Here the problem raises to find out
how is this related and how this educational intervention should be designed and implemented
to maximise its impact to the QL of the learners. Methodologically this can be determined in
two ways:
a. Selective methodology. This procedure would focus on the existing QL evaluation
tools. As those tools are currently used to measure the QL, it makes sense to find out
the pedagogies, courses, activities, etc. that points out directly to increase the score of
the QL evaluation tools. One example of this methodology would be to proceed to
locate the existing facets and scores of the WHOQOL-100 (e.g. ”Do you feel happy
about your relationship with your family members?) and then determine what should
be offered to the senior learners to increase the score on that question. (e.g. a course
about changes in family roles and also a non-formal activity of debate with other
learners about their families).
b. Comprehensive methodology. This procedure would focus on existing QL evaluation
tools and other research, not directly related to QL but on well-being and other social
conditions of senior learners (gerontology). A better understanding of several factors
that increase, but also decrease QL will allow later to design an educational
intervention to maximise the QL impact and minimize the risks and other problems
that can lower QL.

a. Selective methodology. Analysing existing models and theories
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b. Comprehensive methodology. Mixing senior context with QL
Figure 2. Two different methodologies to reach indicators and competences related to the QL

The best approach should be a mix of option a. and b. Scientific and well tested procedures of
measuring the QL can provide valuable information about what is important and what must be
increased aiming by this way directly to the target. On the other hand, it is needed to have a
wide knowledge of the QL concepts and also the situation of the elderly. Figure 2 shows this
two methodologies to reach the final aim of the WP2.

5

Focusing Quality of Life

The WP2 aims to conclude which pedagogies, content and activities are the most suitable to
impact on senior citizens quality of life. This report is the first step to reach that aim. As
proposed in the previous section, it is possible to identify the aspects that have to be
considered and how they should be addressed. Two methodologies are available, both
providing a target to be addressed with an educational intervention.

5.1 Selective methodology
Based on the theories, models and evaluation questionnaires of the WHO, Cummings and
Schalock it is possible to derive some basis that for any intervention that aims to increase the
QL level of individuals.
The importance of subjective factor
Considering aspects that should be taken into consideration for the evaluation of quality of
life for individuals by Cummings, Schalock and the WHO, it is possible firstly to identify
objective and subjective indicators. But even in the cases that objective indicators are more
than the objective, the subjective ones seem to have a very decisive role. Cummings applies
for his evaluation tool a corrective index that is calculated to each of the facets, by this way,
he asks firs how important is something for the individual (Annex II), an later how satisfied is
the person about that (e.g. about health, intimacy or place in the community). After knowing
that subjective corrective index, then it is possible to balance the objective elements. That
shows that this evaluation tool is subjective-centered. Cummings also shows the importance
of the cognitive factors “self-esteem, perceived control and optimism” which are all of them
subjective.

8

On WHO –BREF (Annex I) is possible to distinguish some objective questions, but the main
majority are subjective, as “How satisfied are you….” Reflecting here the importance of
subjective factor.
Schalock & Verdugo 2003 (p.11-30) affirm that once basic and most fundamental needs of
the person are covered (income, health and social contact, even in low relatively proportions),
the improvement of QL is based on subjective factors, but mainly on “the perception of the
individual” and it is based on “needs, election and individual control”
Life satisfaction
To this extend, it seems that QL is about life satisfaction of the things that we consider
important. Researchers said that the most common important things are income, material
possessions, health but also safety, social inclusion, etc. It will be difficult to extract a
definitive list of which are the most important things for individuals. Starting point for
Cummings is the person where basic needs are covered (property, subsistence, basic
relationships). After these needs are satisfied, then is possible to look for other life qualities.
This can be seen as the Maslow’s hierarchy of needs (Figure 3)

Figure 3. Maslow’s hierarchy of needs

Personal improvement
Schalock & Verdugo 2002 (p.11-30) affirm that QL have the same fundamental foundations
for all the people, independently of being physical or mental disabled or elderly. Once the
basic needs for the people are covered to increase QL it is then crucial to improve in the own
vital aspects that can be important for each individual.
Adaptation
Accordingly to Cummings, to keep with a high QL it is important to be a person than can
adapt to any change in the own life. That changes can happen from two perspectives:
• Changes in ourselves, because of an illness, accident or progressive disease or ageing
effects in our body. We include in this category the changes in our way of thinking,
consciously or unconsciously that we cannot dominate or control.
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• Changes in the environment. In the society in general, community, families and friends.
That can be traumatic changes (e.g. daughter gets divorced) or progressive changes
(new roles of the grandfathers)
About timing, those changes can appear in velocities:
• Traumatic: it happens suddenly surprising us, without time to react but after the change
has happened. In this case of situations, it is difficult to change anything but endure it
(e.g. accident)
• Progressive: change happens unnoticeably or noticeably but we decide to ignore it
because it is not important.
About the possible actions, there are the following options:
• Understand. To know what is happening, how affects us
• Action. Reasoning procedure drives us to make a decision:
o Assume: accept change adapting ourselves to the new situation.
o Change: fight against the threat, assuming control of the situation to change it.
o Both: assume and change.
Subjective Well-Being
The cognitive protective factors by Cummings, self-esteem, perceived control and optimism
are also known as the subjective well-being. To raise QL there must be implemented actions
guided to increase previous factors.

5.2 Comprehensive methodology
As QL is a subjective status of the individual, it is highly affected by his/her own perception
of himself/herself and the environment. There are some aspects that should be taken into
consideration (Pinazo 2005, Colom & Orte 2001).
Illness and disabilities
Although traditionally old age is associated with illness, is increasingly clear that there are no
illness of old age. Age does not determine directly the health status otherwise that it rather is
related to socio-cultural factors and behavioural styles. In this sense there is no a unique way
to live the old age, otherwise different lifestyles, particularly dependent on the subjective
constitution and the type of relationship with the environment. Each subject goes through the
aging process according to his biography and, according to this, the lifestyle that it takes at
this stage of life.
It is important of being sufficiently informed and also to being capable of dealing with an
illness or disability, experience, attitudes and social support.
Changes and new role
Changes in the environment (structure of the family, social, home) and the own role (personal
and familiar role) can affect (positively or negatively) our own personal status and role.
It is needed to understand firstly the new environment, the structure and the new role.
Secondly there are several options: to accept changes, negotiate or to act.
Social participation
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The QL is closely related to social participation. In this sense it is understood as the
satisfaction experienced by individuals as a result of their participation in the activities in a
familiar way, in the workplace and within their community field, for which they exercise their
human abilities and develop their personality.
Speaking of social participation we refer to the "significant social participation," process of
personal interaction that involves taking part in an active and engaged form in a joint activity,
which is perceived by the person as beneficial. Social participation would refer to support
systems or psychosocial supplies as unions between individuals, characterized by material aid,
physical assistance, share thoughts, feelings and experiences, and positive social contacts. The
social significant participation is basically in four areas: education, occupation, physical
activity and recreational group character, and social relations where the aim is the mutual
interaction and social integration. But more than the number of social contacts, is important
the quality of them.
Loneliness and exclusion
Consequently, among the main risk factors of deteriorated the quality of life, is the social
isolation linked to the exclusion and rejection of old age. According to Furstenberg (1989),
one of the criteria to assumed "old" is the decline of the social participation and feeling of
uselessness that ensues.
Lifelong learning
Recent research has shown the importance of lifelong learning (as psychosocial activity) for a
better quality of life. Learning can be seen as an activity that maintains an individual active,
but also it makes possible to increase creativity, personal development, their personal skills
and life satisfaction (Brocket 1985, Ladmin 1997, Schuller 2004). Lifelong learning by this
way is a powerful tool that is commonly part of the dimension “Personal Development”
(Shalock and Vertugo 2002)
Usefulness and aims
The fact to still have goals and objectives in life and to follow being an active part of a social
group is related to maintaining a good level of health. According to Erikson, the aging must
maintain a generative function: on the one hand to produce and create, and on the other hand
to relate to others and feel responsible for them, because they live in relation to others, and
this implies task-oriented, satisfy with causes which serve and interact with others through
communication and social solidarity. But social participation not only has to be related with
the initiative, that it could be linked to the lifestyle of each subject, their internalized relational
models, or from another perspective to identifying models chosen, but also has to be related
with the place that the society assigns to who ages.
Although previous aspect should be taken into consideration to do a first election of suitable
QL domains to be affected by the elderly an extensive analysis of the psychological and social
status should be done to target more precisely the QL domains.
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6

Quality of Life in “QEduSen” approach

From the information of sections 2 and 3, fowolling both methodologies proposed in the
section 4 and based on information in section 5, it is now possible to identify which
indicators and competences are suitable to fit in the QeduSen Project.
Only after all deliverables (D2.1.b, D2.1.c, D2.1.d. and D2.1.e.) will be produced it will be
possible then to know which are the best indicators and competences to choose for next
deliverable (D.2.2.).

6.1 QL impact indicators in seniors
Based on indicators in existing QL models, it is possible to identify which ones are suitable to
serve in an evaluation tool for any initiative designed to increase QL. We propose some
indicators to discover the extent to which the actions performed by an educational institution
can affect QL, presented in Table 4.

1.

Dimension
Health and
physical wellbeing

2.

Emotional
quality

3.

Interpersonal
interactions

Indicators
•
•
•
•
•
•
•
•
•
•
•

Increased vitality
Feeling more energetic
Fewer medical visits
Taking fewer medicines
Eating healthy food
Increased leisure activities
Doing more varied activities
Doing physical exercise
Fewer sleep problems
Having a more active mind
Increased longevity with good physical and mental health.

•
•
•
•
•
•
•

Feeling better in oneself
Improved life satisfaction
Increased self-esteem
Decreased anxiety
Absence of negative feelings
Confronting life stress
Achieving emotional stability

•
•
•
•
•
•
•

Improving the couple relationship
Improving the relationship with the children.
Decreasing family fights
Enhancing friendships
Doing more social activities
Keeping relationship with different social groups
Solving group conflicts
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• Improving communications with others
4.

Community
integration

5.

Personal
development

6.

Personal
management

7.

Selfconstruction

8.

Lifelong
learning

9.

New future
contexts

• Increased participation in social actions and activities
• Giving and receiving social support.
• Doing voluntary actions
•
•
•
•
•

Having more learning opportunities.
Increased education
Improved personal competence
Better adaptation at changes
Knowing how to communicate better

•
•
•
•

Arranging better the personal time
Managing better their resources
Looking for improvements in the quality of their home
Including at home technologies to facilitate the day to day

•
•
•
•
•

Increased autonomy
Increased personal goals
Setting better personal values
Increased and improvement the own decision-making
Strengthen personal elections.

• Increased knowledge about different topics
• To be more tolerable with the new cultures
• Knowing how to communicate in other languages
•
•
•
•
•

Better adaptations at new situations
Adding new technologies at day to day.
Changing frequently the electronic devices
Obtain more sophisticated electronic devices
Improved their presentations with technical support

Table 4. Indicators to find out whether an action impacts on QL

6.2 Educational competences
The competences senior citizens should have in order for their QL to increase can be
abstracted from the relation between QL models and their social and physiological conditions.
These competences are detailed in Table 5.

1.

Dimension
Health and
physical wellbeing

Competence
• Knowledge of the basic aspects of health education
• Know how to detect themselves and the others health
problems
• Know healthy habits
• Know the influence of the healthy habits in their health
13

•
•
•
•

Knowledge of the stress effects
Know how to maintain an active mind
Development of positive attitudes towards physical activities
Knowledge of the different health services available

•
•
•
•
•
•
•

Know how to recognize emotional states in others
Knowing the importance of emotions in social relationships
Knowing understand, manage and modify their own moods
To be aware of him/herself
Autonomy development
Self-confidence
Know how to control the attitude towards others

2.

Emotional
quality

3.

Interpersonal
interactions

4.

Community
integration

• Participation in their community activities.
• Participation in leisure activities
• Understand and participate in social networks

5.

Personal
development

• Planning and organization of personal time
• Ethical commitment
• Critical awareness of the relationship between events and
processes and past
• Encouraging creativity

6.

Personal
management

• Know the aspects that make your life more comfortable
• Know how to detect architectural barriers that hinder some of
its activities
• Know how to manage personal resources and other

7.

Selfconstruction

Teamwork
Development of empathic attitudes
Identification different relationships individual-culture-society
Acquisition of skills and strategies of communication,
negotiation and conflict resolution
• Development of abilities in interpersonal relationships
• Knowing new family structures
• Setting up friendships outside their close circle
•
•
•
•

•
•
•
•
•
•
•

Troubleshooting
Decision-making
Critical thinking
Autonomous learning
Initiative and entrepreneurial spirit
Acquisition of values and ethical principles
Adapting to new situations
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8.

Lifelong
learning

•
•
•
•
•
•
•
•
•
•
•
•

9.

New future
contexts

Know the different basic emotions
Knowledge of other cultures and customs
Recognition of diversity and multiculturalism
Ability to analyse and synthesize
Computer skills related to field of study
Knowledge, understanding and ability to analyse historical
and cultural processes
Acquisition of argumentative skills
Knowledge of foreign languages
Knowledge of heritage
Awareness of the rights and duties of citizens
Know the responsibilities of citizens
Knowledge the sources of legal information

• Knowledge of computer skills needed to use the basic
programs
• To know the technological aspects to help them adapt to the
characteristics of the new society
• Predisposition to learn and use new technologies
• Understand and verify the ITC contributions to the life

Table 5. Indicators and competences to focus on when dealing with QL

The competences can be achieved in different ways:
• Pedagogies: constructivism, cognitivism, instructivism, etc.
• Models: formal, non-formal, informal
• Activities: subjects, workshops, seminars, conferences, etc.
• Content: art, history, psychology, technology, philosophy, etc.
• Etc.
Further extensive research is required to learn how the competences listed in Table 5 can be
achieved. An educational intervention could be evaluated, depending on the extent to which
the previous competences have been attained.
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Annex I. World Health Organisation Quality of Life
BREF questionnaire detail.
Positively related questions to QL (a ‘very good’, ‘frequently’, ‘extreme amount’ or
‘extremely’ answer have a positive correlation with QL)
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

How would you rate your quality of life?
How satisfied are you with your health?
How much do you enjoy life?
To what extent do you feel your life to be meaningful?
How well are you able to concentrate?
How safe do you feel in your daily life?
How healthy is your physical environment?
Do you have enough energy for everyday life?
Are you able to accept your bodily appearance?
Have you enough money to meet your needs?
How available to you is the information that you need in your day-to-day life?
To what extent do you have the opportunity for leisure activities?
How well are you able to get around?
How satisfied are you with your sleep?
How satisfied are you with your ability to perform your daily living activities?
How satisfied are you with your capacity for work?
How satisfied are you with yourself?
How satisfied are you with your personal relationships?
How satisfied are you with your sex life?
How satisfied are you with the support you get from your friends?
How satisfied are you with the conditions of your living place?
How satisfied are you with your access to health services?
How satisfied are you with your transport?

Negatively related questions to QL (‘not at all’, ’never’ answer have a positive correlation
with QL)
• To what extent do you feel that physical pain prevents you from doing what you need to
do?
• How much do you need any medical treatment to function in your daily life?
• How often do you have negative feelings such as blue mood, despair, anxiety,
depression?
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Annex II. Comprehensive quality of life scale adult.
Domains of the Comprehensive quality of life scale adult (Cummings 1997).
An ‘Almost Always’ or ‘Very’ response is always positive for QL, ‘Almost never’ or ‘not
important’ is always negative for QL, except when ‘(reverse score)’ is noted.

• Material well-being
o Where do you live; own house, rent house, own flat...
o How may possessions do you have compared with other people: more than almost
anyone... less than almost anyone)
o Personal household gross annual income
o How important are the things you own?
o How satisfied are you with the things you own?
• Health
o How many times have you seen a doctor in the past 3 months?: none, 1-2, 3-4...
o Do you have disabilities or medical conditions?
o What regular medication do you take each day?
o How important is your health?
o How satisfied are you with your health?
• Productivity
o How many hours do you spend each week in: paid work, formal education, unpaid
child care
o In your spare time, how often do you have nothing much to do (reverse score)
o On average, how many hours do you watch each day? (reverse score)
o How important to you is what you achieve in life?
o How satisfied are you with what you achieve in life?
• Intimacy
o How often do you talk with a close friend
o If you are feeling sad or depressed, how often does someone show they care for
you?
o If you want to do something special, how often does someone else want to do it
with you?
o How important to you are close relationships with your family or friends?
o How satisfied are you with your close relationships with family or friends?
• Safety
o How often do you sleep well?
o Are you safe at home
o How often are you worried or anxious during the day? (reverse score)
o How important to you is how safe you feel?
o How satisfied are you with how safe you feel?
• Place in community

19

o In a group of leisure activities, indicate how often you attend for your enjoyment
(club, bar, pub, eat out, movie, visit friend…)
o Do you hold an unpaid position or responsibility in any club, group or society?
o How often do people outside your home ask for your help or advice?
o How important to you is doing things with people outside your home?
o How satisfied are you with doing things with people outside your home?
• Emotional well-being
o How often can you do the things you really want to do?
o When you wake up in the morning, how often do you wish you could stay in bed
all day? (reverse score)
o How often do you have wishes that cannot come true? (reverse score)
o How important to you is your own happiness?
o How satisfied are you with your own happiness?
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Annex III Research: Modelling the impact of lifelong
learning on senior citizens’ quality of life1
Paper peresented in the 4th World Conference on Education Sciences. February 2012.
Barcelona. Published in Procedia-Social and Behavioral Science Journal (ISSN: 1877-0428)
by ELSEVIER
Abstract
This article focuses on lifelong learning organisations that currently offer courses and
activities for senior citizens (people over 55 years old or retired). The main aims of these
organisations are usually to improve the skills and knowledge of the learners in subjects like
information and communication technologies, economics, history, arts, health, etc. In a broad
sense the aims of these institutions are to help seniors integrate in today’s society, to socialize
and raise their well being and quality of life. The concept of “quality of life” is a commonly
used term that needs clarification. This article first offers an analysis to model the impact of
education on quality of life and then identifies the best quality of life indicators that can be
used to evaluate any educational program. An analysis of current publications, study cases
and qualitative research was carried out in the Senior Citizens’ University (Universitat Jaume
I, Castellon, Spain).
More information
http://www.sciencedirect.com/science/article/pii/S1877042812016102
http://dx.doi.org/10.1016/j.sbspro.2012.05.481
Reccomended APA citation
Escuder-Mollon, P. (2012). Modelling the Impact of Lifelong Learning on Senior Citizens’
Quality of Life. Procedia - Social and Behavioral Sciences, 46(0), 2339–2346.
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