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SUMMARY

Quality of life of the elderly is an important social problem due to demographic changes as-
sociated with lengthening life expectancy. With age, numerous health problems tend to appear, most 
commonly vision and hearing defects. A consequence of age-related hearing loss is difficulty as-
sociated with communication capabilities. This in turn affects quality of life, relations with loved 
ones, and the effectiveness of social contacts. The aim of the survey, conducted among 116 people 
aged over 60 years old, was an attempt to analyse the relationship between communications capa-
bilities (using the SAC self-assessment questionnaire) and quality of life (the WHOQOL-BREF 
questionnaire). The results established that the quality of life of older adults stood at an average 
level, while their auditory capabilities were described as good. The higher the assessment of health,  
activity and physical fitness, the higher the quality of life and this was also associated with slightly 
better capabilities of communicating with their surroundings. Lower quality of life in the areas of 
physical health, social relations, scope of communication, were declared by respondents from the 
group over 70 years of age. Men slightly more often than women indicated worse communication 
capabilities. No correlation was found between the quality of life of the respondents and self-assess-
ment of their communication capabilities. There is a need solutions to support preventive physical 
activity in groups of older adults and younger people  which would affect quality of life, and can 
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contribute to improving the quality of communication, among others, by broadening the network of 
interpersonal contacts.

Key words: older adults, quality of life, hearing, physical activity, physical fitness 

INTRODUCTION

according to data from the central Statistical office of 2016, the pop-
ulation in Poland amounted to 38.433 thousand people, of which 77.69.5 
thousand were older adults, that is, over 60 (Struktura Ludności według 
wieku w Latach 1970–2050 [Population Structure by age in 1970-2050], 
2017). in Poland in 2016, men lived an average of 73.9 years, and women 
81.9 years (trwanie Życia w 2016 roku [Life expectancy in 2016], 2017). it 
is estimated that people over 60 in Poland will reach 8.9 million in 2025, 
and even 9.6 million in 2035 (Sytuacja Demograficzna osób Starszych 
i konsekwencje Starzenia Się Ludności Polski w Świetle Prognozy na Lata  
2014-2050 [the Demographic Situation of the elderly and the conse-
quences of the ageing of the Polish Population in the Light of Forecasts or  
2014-2050], 2014), the number of people over 80 will increase by 180%, 
while the number of young people under 24 will decrease by 44% (Dere-
jczyk et al., 2008). the extension of life results in the change of its quality, 
mainly in the areas of activity and self-awareness of older adults. Main-
taining and improving the quality of life of older adults has become a goal 
of social policy and public health planning as well as a subject of scientific 
research (active ageing a Policy Framework, 2002). However, increasing 
public awareness and efforts in health promotion do not compensate for 
deficits – age-related weakening of the functioning of all the senses: taste, 
touch, smell, sight, and hearing (boyce, 2006), which have objective and 
subjective effects on individual senses of quality of life. one of the sig-
nificant age-related changes is hearing loss, which consequently causes 
deterioration of verbal communication and increases problems in social 
relations (classon et al., 2014). it is estimated that the incidence of signifi-
cant hearing loss among people aged 65–75 years is around 30%–35%, and 
among people aged 75 or over, it increases to 40% to 50%. elderly men more 
often than women have hearing loss (communicating with older adults: 
an evidence-based review of what really works, the gerontological So-
ciety of america, 2012). Hearing loss associated with age is usually due to 
the cumulative effects of exposure to noise throughout life, and it emerges 
as a natural process after the age of 70 (Schow & nerbonne, 1982). what 
are particularly troublesome are the limitations of hearing ability and dif-
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ficulties in distinguishing between speech and ambient sounds, particu-
larly at high frequencies. as a result, speech becomes unintelligible, and 
there are difficulties orientating within the environment. Paradoxically, 
however, some sounds may appear too loud (communicating with older 
adults: an evidence-based review of what really works, the geron-
tological Society of america, 2012). the first symptom of hearing loss is 
difficulty in understanding speech against background noise, for example, 
when a radio is on. a common element that accompanies age-related hear-
ing loss is frequent tinnitus and unspecific balance disturbances. Hearing 
loss not only hampers communication, but also increases the risk of other 
disorders. among others, in older adults with slight hearing loss, the risk 
of depression is doubled, in those with medium hearing loss, which is 
three times higher than average, and in patients with deep hearing loss, it 
is five times higher. in addition, among people over 65 years of age with 
impaired hearing, 33% have cognitive impairment, 80% have episodes of 
memory impairment, and there is a 90% probability of alzheimer’s dis-
ease (Skarżyński, 2014). in addition, many age-related changes in under-
standing language result from the gradual and permanent deterioration 
of working memory – the brain system that provides temporary storage 
and manipulation of information necessary to perform complex cogni-
tive tasks (including language comprehension) (orange, 2009). the com-
munication process, understood as the exchange of information between 
the sender and the recipient of the message, is made more difficult in the 
group of older adults, due to hearing and dementia processes (Schow & 
nerbonne, 1982).

it was assumed that communication and satisfaction with its course 
could be an important factor in determining the quality of life of older 
adults. Health problems and illnesses that interfere with human func-
tioning to varying degrees cause differences in the perceived quality of 
life. the concept of quality of life is ambiguous and often equates with 
health. Quality of life is a set of living conditions and human activities. it 
covers the physical, material, and socio-cultural environments and vari-
ous spheres of life and activities such as education, family, work, leisure. 
these conditions are most reflected in the subjective quality of life and are 
its determinants. Quality of life is the result of the assessment and evalu-
ation of various spheres of life and life as a whole. For this study, it was 
assumed that quality of life is the perception of people, 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. this 
definition reflects the view that quality of life is a multidimensional con-
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cept referring to a subjective assessment that is related to cultural, social, 
and environmental contexts. the multidimensionality of quality of life is 
reflected in the structure of the wHoQoL questionnaire used in this re-
search, which allows determination of the perceived quality of life in the 
somatic, social, environmental, and psychological spheres (wHoQoL-
breF introduction, administration, Scoring, and generic Version of the 
assessment. Field trial Version, 1996).

MATERIALS AND METHODS

the purpose of this survey was to establish relationships between 
variables such as sex, age, place of residence, education, marital status, 
subjective assessment of health status, physical fitness and activity of the 
participants, communication capabilities, and perceived quality of life. 
these were determined using the following diagnostic tools:

−  a personal questionnaire in which respondents were asked about 
their sociodemographic situation and a subjective assessment of 
their general state of health, physical fitness, and activity; 

−  Self-assessment of communication (Sac) questionnaire (Schow 
& nerbonne, 1982);

−  an abbreviated version of the Quality of Life Questionnaire the 
world Health organization. Quality of Life (wHoQoL)-breF 
(wHoQoL-breF introduction, administration, Scoring and ge-
neric Version of the assessment. Field trial Version, 1996). in total, 
over 200 participants participated in the entire research project. 
the inclusion criteria were age of the respondent, at least 60 years, 
and written consent for participation. Free and informed consent 
was obtained from all respondents. a total of 116 (nearly 60%) 
completed documents were included in the statistical analyses. 

the Sac questionnaire consists of 10 closed questions regarding re-
spondents’ feelings in various communication situations, in contact with 
other people (cronbach’s alpha = 0.94 in the authors’ own studies, 0.85, 
and 0.81 in an adolescent group (wright et al., 2010), confirming the high 
reliability of the tool used). the task of the respondents was to rate the 
frequency of occurrence of certain difficulties during everyday communi-
cation situations on a five-point scale from “almost never” (one point) to 
“almost always” (five points). the authors of the questionnaire attempted 
to construct a screening tool that would be able to identify individuals 
who found communication so difficult that they require specialist inter-
vention– audiological (in the form of objective examination of their hear-
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ing and possibly prosthesis). the first studies using the Sac question-
naire indicated its effectiveness (Schow & nerbonne, 1982); however, the  
authors did not further research it.

answers to questions 1 to 6 relate to the assessment of communica-
tion difficulties in different life situations and social contacts, while an-
swers to the following questions, 7 and 8, determine the general feelings 
of the patient about their hearing loss, and 9 and 10, check whether and 
how other people from the subject’s surroundings refer to their hearing 
difficulties; they determine the attitudes of other people to the hearing 
ability of the subject. the subject could receive 10 to 50 points. a higher 
result indicates a greater severity of communication difficulties, and thus 
may indicate problems in the area of hearing (Schow & nerbonne, 1982).

the short questionnaire assessing the quality of life, the wHoQoL-
breF, is available in 19 languages, including Polish. the short version of 
the questionnaire consists of 26 statements and examines the quality of 
life in four areas (domains): somatic (physical health, items: 3, 4, 10, 15, 16, 
17, and 18, concerning, inter alia, the possibility of undertaking activities 
related to everyday, normal life, including mobility, dependence on medi-
cation and medical help, feeling tired, and pain and discomfort), psycho-
logical (items: 5, 6, 7, 11, 19, and 26, statements relating to self-esteem, self-
image, body appearance, feelings dominating in everyday life, and cogni-
tive efficiency), social relations (items: 20, 21, and 22, including satisfaction 
from social and sexual lives and social support), environmental (items: 
8, 9, 12, 13, 14, 23, 24, and 25, concerning, among other things, security, 
including financial, access to information, medical care, the possibility 
of organizing free time, and housing conditions). the first two questions 
concern the respondents’ assessment of their generally perceived quality 
of life and satisfaction with their health. cronbach’s alpha for individual 
domains in studies by Polish authors amounted to 0.80 for the somatic do-
main, 0.78 for the psychological, and 0.78 for the environmental domains. 
in the case of the social domain, it was assumed that the reliability was 
insufficient, amounting to 0.63 (Feder et al., 2015; kowalska et al., 2012). 
assessment of individual domains is scaled in a positive direction in such 
a way that higher values indicate higher quality of life. the conversion 
of raw values of points obtained for particular fields into a scoring scale 
ranging from 0 to 100 points was applied in accordance with the wHo 
recommendation (kowalska et al., 2012; wHoQoL-breF introduction, 
administration, Scoring and generic Version of the assessment. Field 
trial Version, 1996). the overall result from all domains can be assigned to 
the sten values (kowalska et al., 2012).
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STATISTICS 

the following tests were used for the purpose of this work: for ques-
tions on nominal scales: cramer’s V, Phi, based on the chi-square test, 
and for questions on ordinal scales, i.e., for establishing relationships 
between the education of the respondents and their physical activity, 
self-assessed level of physical fitness, past and current physical activity, 
subjective assessment of physical activity and the physical fitness assess-
ment level of the participants: kendall’s tau-b or tau-c tests, which do 
not require a minimum expected size. compound strength measures were 
normalized to take values from the range (0–1), which means respective-
ly from 0–0.29- weak dependence, 0.30–0.49- moderate dependence and 
0.5–1-strong dependence. in a situation where the dependent variable was 
defined on a quantitative/ordinal scale and independent of qualitative, 
nonparametric, Mann-whitney U, and kruskal-wallis tests were used in 
the case of establishing a link between the quality of life, self-esteem, com-
munications capabilities, and age of older adults in south-eastern Poland, 
their subjective assessment of their general state health, and evaluation 
of current physical activity and fitness. For quantitative/ordinal variables, 
that is, to establish the relationship between the quality of life of older 
adults and self-assessment of their communication capabilities, Spear-
man’s rank correlation was used, where the maximum degree of correla-
tion takes the value of 1. the closer the degree of relation to this border ap-
proach, the more an increase in the value of one variable is accompanied 
by an increase in the value of the second variable. the statistical analysis 
was performed using the Statistical Package for the Social Sciences (SPSS). 
the level of significance was set at p<0.05. Statistical analyses were aimed 
primarily at identifying relationships between the quality of life (defined 
in four dimensions/domains: somatic, psychological, social relations, and 
environmental) and self-assessment of the communication capabilities of 
older adults surveyed, and such independent variables as sex, age, place 
of residence, education, marital status, subjective assessment of health sta-
tus, and physical fitness and activity. in addition, the relationships be-
tween current physical activity and selected sociodemographic variables 
are shown. 

RESULTS

a total of 116 fully completed questionnaires were included in the 
statistical analysis. the research was conducted in cities, towns, and vil-
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lages in south-eastern Poland. Seniors are members of the Universities of 
the third age and Seniors’clubs. about 58.6% of the respondents live in 
small towns, 30.2% in the countryside, and the remaining 11.2% respon-
dents live in a big city. the age of the respondents also varied. respon-
dents aged 60 to 70 years accounted for 38.8%, and those older than 70 
years accounted for 61.2%. the group was predominantly female (80.2%; 
the significant difference in the distribution of the sex of the respondents 
may be explained by the longer life expectancy of women (trwanie Życia 
w 2016 roku [Life expectancy in 2016], 2017)). according to the answers 
given by seniors 37.9% have secondary education; 26.7% higher educa-
tion; 25.0% professional education and 10.3% primary education.

the vast majority of the surveyed older adults were in stable partner-
ships, 56.0%, widowed, 30.2%, divorced, 5.2%, or alone, and 8.6% did not 
indicate. none of the older adults at the time of the research worked – they 
were retired or early retired. Slightly more than half of the respondents 
(54.3%) declared that they had performed office work in the past, and the 
remainder had performed physical work.

the participants were asked to self-determine their general state of 
health, their current and past levels of physical activity, and their motives 
for taking it.

over half of the older adults (50.9%) could not assess the general 
state of their health. good health was declared by 39.7% of the respon-
dents, and poor health by 9.5%. current physical fitness was indicated 
as an average of 70.7% of the respondents, good by 23.3%, and poor by 
6.0%. about 58.6% of the older adults were physically active only on an 
occasional basis, while 33.6% exercised regularly. the others (7.8%) were 
not physically active. in the past, 50.9% of the respondents were regularly 
physically active, 45.7% were occasionally active. the most important mo-
tive for the respondents to undertake physical activity is health, for 63.8% 
of respondents, and enjoying time spent in that way (23.3%).

Statistical analyses indicated that there was a relationship between 
the education of the respondents and their current physical activity (table 
i) and the assessment of their own physical fitness (table i). 

table i

People with higher education more often undertook regular physical 
activity and assessed their physical fitness as good. in addition, there was 
a moderately statistically significant correlation between past and current 
levels of physical activity. older adults who were regularly active in the 
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past currently more often undertake regular physical activity (table ii).  

table ii

respondents who declared regular physical activity indicated a high-
er rating of physical fitness (table iii).

table iii

the quality of life of older adults was moderate. the overall result 
falls within the limits of the Sten 6 criterion according to brzeziński (kow-
alska et al., 2012), and is a moderate or average result. the research results 
indicate that older adults rate their quality of life the highest in the somatic 
and physical health fields. a slightly lower quality of life was found in the 
social, environmental, and psychological areas. the older adults surveyed 
in the study group point to a fairly good level of self-assessment of com-
munication, which may indicate relatively good hearing, so much so that 
it does not hinder everyday communication (table iV). 

table iV

the analyses conducted showed no statistically significant correla-
tions between the quality of life of the older adults surveyed, defined in in-
dividual fields by means of the wHoQoL-breF questionnaire, and their 
communication capabilities, measured using the Sac Self-assessment 
Questionnaire (table V). 

table V

Further statistical analysis showed differences in the quality of life of 
the older adults surveyed and their communications capabilities, depend-
ing on selected variables identified as independent (socio-demographic). 
gender was a factor that differentiated only the self-assessment of the 
communication capabilities of the older adults surveyed. an analysis 
using the Mann-whitney U test showed that women had slightly better 
hearing than men (p=0.003). the age of the respondents was a factor that 
differentiated the quality of life and self-assessment of communication ca-
pabilities (table Vi). 
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table Vi

younger respondents, those between 60 and 70 years of age, more 
often indicated a better quality of life in the fields of health and social 
relations as well as slightly better capabilities in the field of communica-
tion. neither the education of the respondents nor their place of residence 
caused significant differences in the quality of life or the communication 
capabilities of older adults. 

analysis using the kruskal-wallis test showed a statistically signifi-
cant difference determined by the marital status of the participants. the 
divorced respondents were characterized by a slightly worse quality of 
life in the environmental field (p=0.018). there is also a tendency that 
these people define their own communication capabilities as a little worse, 
but the difference in this case was statistically insignificant. the respon-
dents who performed physical work in the past were characterized by a 
slightly worse quality of life in the environmental field (Mann-whitney 
U, p=0.038). the kruskal-wallis test analysis indicated the existence of a 
statistical relationship between the quality of life of the respondents and 
the general state of their health (in their own assessment) (table Vi), their 
activity (table Vi), and physical fitness (table Vi). older adults who rate 
their health higher have a better quality of life in each of the areas studied 
(table Vi). additionally, these participants indicate slightly better hearing, 
but in this case the difference was statistically insignificant. older adults 
who remain physically active more often indicate a better quality of life, 
mainly in the physical, psychological, and environmental areas (table Vi). 
in the case of social relations and hearing assessment, there was no statis-
tically significant difference due to current physical activity. the partici-
pants who rated their physical fitness more highly indicated better quality 
of life in each of the studied areas as well as having slightly better hearing, 
but in this case the difference was statistically insignificant (table Vi).

DISCUSSION AND CONCLUSION

the older adult population comprises a diverse social group. there 
are changes related to the biological process of aging, and health prob-
lem characteristics of this period of life may appear, such as alzheimer’s 
disease (communicating with older adults: an evidence-based review 
of what really works, the gerontological Society of america, 2012) and 
deafness (Dillon et al., n.d.; Skarżyński, 2014). all these factors can affect 
quality of life. the general health condition of people over 60, expressed 
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by functional, physical and mental fitness, self-reliance and indepen-
dence from the care of second or third persons, is currently unfavorable 
(Ćwirlej-Sozańska, 2014). changes in psychosocial functioning that ac-
company biological changes depend on many factors. environmental and 
psychosocioeconomic factors affect an individual’s health, altering the 
performance of biological systems and affecting disease risk and progres-
sion. concerns in modern society are increasingly devoted to stress and 
its influence on health. Life span is extended, but the quality of life, well-
being, and productivity usually do not follow that extension (tomljenovi, 
2014). apart from those related to the efficiency of one’s own body, the 
number and quality of lived experiences and relationships with the sur-
rounding social environment are important (for example, the frequency of 
intergenerational contacts has a significant impact on health-related qual-
ity of life, and close and frequent contact with offspring is an important 
source of quality of life during old age (kirchengast & Haslinger, 2015)). 
the rate of accumulation of biological deterioration is also dependent on 
the accumulation of burdens and the resulting deficits (as a result of so-
matic diseases, injuries, and addictions). changes occurring in the aging 
process are largely individual; hence, the quality of life of older adults 
depends not only on biological changes in the body but also, and per-
haps primarily, on experiences and habits, such as in physical activity 
(anokye et al., 2012; Ćwirlej-Sozańska, 2014), cognitive area, and eating 
habits (Laskowska-Szcześniak & kozak-Szkopek, 2013). at the same time, 
it must not be forgotten that despite the aging of the body, many process-
es remain unchanged. For example, despite the deteriorating conditions 
associated with the functioning of the senses (senile hearing loss, vision 
problems) (Dillon et al., n.d.), there is no evidence of the deterioration of 
most aspects of language knowledge, including articulation, lexis, and 
speech understanding. Vocabulary can undergo quantitative and quali-
tative changes with age. Similarly, crystallized intelligence – knowledge 
acquired through education and experience – remains stable or increases 
with age (communicating with older adults: an evidence-based review 
of what really works, the gerontological Society of america, 2012). in 
the authors’ studies, no relationship has been demonstrated between the 
quality of life of older adults and self-assessment of their communication 
capabilities. older adults determine their own communication capabili-
ties quite well, which may indicate that they have relatively good hear-
ing. the quality of life of the older adults in south-eastern Poland is at 
a moderate average level and is differentiated above all by the general 
health condition, physical activity, and physical fitness of the respondents. 
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older adults who were regularly active in the past are still more likely to 
undertake regular physical activity at present; they also indicate a higher 
assessment of their physical fitness (Ćwirlej-Sozańska, 2014). the respon-
dents most highly rated their quality of life in the somatic field in terms 
of physical health. older respondents (over 70 years of age) have a worse 
quality of life in physical health and social relations as well as worse com-
munication capabilities. Men slightly more often than women indicate 
worse communication capabilities (communicating with older adults: 
an evidence-based review of what really works, the gerontological So-
ciety of america, 2012). research has indirectly confirmed the importance 
of public education in a systematic physical culture – sustainable physi-
cal activity throughout life, which is in line with the recommendations of 
the world Health organization (aird & buys, 2015; ‘wHo guidelines for 
Promoting Physical activity among older Persons’, 1997). Furthermore, 
higher levels of activity in women and their regularity are also connected 
with the possibility of maintaining better results in the sphere of cognitive 
functions, leading to slower decline (weuve et al., 2004).

therefore, there appears to be an unavoidable necessity to introduce 
systemic solutions to support preventive physical activity in groups of 
older adults and younger people (active ageing a Policy Framework, 
2002), which would affect quality of life, and can contribute to improving 
the quality of communication, among others, by broadening the network 
of interpersonal contacts. Measures undertaken should aim toward the 
following:

1.  ensuring access to medical services, in order to care for overall 
health

2.  Developing various forms of social activity for older adults, main-
taining, and establishing social contacts, exchange information, 
and interpersonal communication. 

3.  Developing various forms of physical activity and fitness.
Successful aging requires life-long work. care for health, maintaining 

physical as well as cognitive fitness, and appropriate health promotion be-
haviors, shaped as early as in childhood, can significantly slow down the 
adverse changes in health caused by the natural aging process.
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TABLE I eDUcation oF tHe reSPonDentS anD tHeir PHySicaL actiV-
ity anD SeLF-aSSeSSMent oF LeVeL oF PHySicaL FitneSS

Education
Total

primary professional Secondary Higher

Current physical 
activity 

None
N 2 4 2 1 9

% 16.7% 13.8% 4.5% 3.2% 7.8%

Occasional
N 9 17 25 17 68

% 75.0% 58.6% 56.8% 54.8% 58.6%

Regular
N 1 8 17 13 39

% 8.3% 27.6% 38.6% 41.9% 33.6%

Assessment of 
level of physical 
fitness 

Low
N 0 3 3 1 7

% 0.0% 10.3% 6.8% 3.2% 6.0%

Average
N 12 23 28 19 82

% 100.0% 79.3% 63.6% 61.3% 70.7%

good
N 0 3 13 11 27

% 0.0% 10.3% 29.5% 35.5% 23.3%

p=0.001, kendall’s tau-c=0.19
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TABLE II tHe reLationSHiP between PaSt anD cUrrent PHySicaL ac-
tiVity oF oLDer aDULtS

past physical activity 
Total

None Occasional Regular

Current physical 
activity

None
N 0 5 4 9

% 0.0% 9.4% 6.8% 7.8%

Occasional
N 4 39 25 68

% 100.0% 73.6% 42.4% 58.6%

Regular
N 0 9 30 39

% 0.0% 17.0% 50.8% 33.6%

Total
N 4 53 59 116

% 100.0% 100.0% 100.0% 100.0%

p<0.001, kendall’s tau-b=0.32

TABLE III SUbJectiVe aSSeSSMent oF own PHySicaL actiVity anD SeLF-
aSSeSSMent oF tHeir LeVeL oF PHySicaL FitneSS

Current physical activity
Total

None Occasional Regular

Assessment of level of 
physical fitness

Low
N 4 2 1 7

% 44.4% 2.9% 2.6% 6.0%

Average
N 5 57 20 82

% 55.6% 83.8% 51.3% 70.7%

good
N 0 9 18 27

% 0.0% 13.2% 46.2% 23.3%

Total
N 9 68 39 116

% 100.0% 100.0% 100.0% 100.0%

p<0.001, kendall’s tau-b=0.42
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TABLE IV DeScriPtiVe StatiSticS For inDiViDUaL DoMainS (areaS) 
oF QUaLity oF LiFe anD coMMUnication caPabiLitieS oF oLDer aDULtS 
(n=116)

WHOQOL-BREF: 
area: 

physical 
(0-100)

psychological 
(0-100)

Social 
(0-100)

Environmental 
(0-100)

SAC 
(10-50)

X 66.22 59.12 60.27 60.23 15.63

Me 67.85 58.33 58.33 59.37 13.00

 SD 11.80 13.19 14.42 9.947 7.14

Minimum 28.57 20.83 16.66 34.37 10

Maximum 92.85 87.50 100.00 87.50 41

TABLE V tHe reLationSHiP between tHe QUaLity oF LiFe oF tHe StUD-
ieD oLDer aDULtS in inDiViDUaL areaS anD SeLF-aSSeSSMent oF tHeir 
coMMUnication caPabiLitieS

                                               Spearman’s rank correlations SAC (10-50)

WHOQOL-BREF area: 
physical (0-100)

correlation coefficient -.168

Significance (two-tailed) .072

WHOQOL-BREF area: 
psychological (0-100)

correlation coefficient -.142

Significance (two-tailed) .129

WHOQOL-BREF area:
Social (0-100)

correlation coefficient -.105

Significance (two-tailed) .261

WHOQOL-BREF area: 
Environmental (0-100)

correlation coefficient -.107

Significance (two-tailed) .251
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TABLE VI QUaLity oF LiFe anD SeLF-aSSeSSMent oF coMMUnication 
caPabiLitieS oF oLDer aDULtS: tHe age, a SUbJectiVe aSSeSSMent oF tHe 
generaL HeaLtH, eVaLUation oF cUrrent PHySicaL actiVity anD PHySi-
caL FitneSS

Age of respondents

WHOQOL-
BREF area: 

physical  
(0-100)

WHOQOL-
BREF area: 

psychological 
(0-100)

WHOQOL-
BREF area: 

Social 
(0-100)

WHOQOL-
BREF area: 

Environmental 
(0-100)

SAC
(10-50)

From 60 to 70 
N = 71

X 68.86 60.50 62.32 61.17 14.06

Me 67.85 62.50 58.33 62.50 12.00

SD 10.35 12.77 14.49 9.45 5.406

Over 70 
N = 45

X 62.06 56.94 57.03 58.75 18.11

Me 60.71 54.16 58.33 56.25 15.00

SD 12.83 13.70 13.87 10.60 8.755

Total 
N = 116

X 66.22 59.12 60.27 60.23 15.63

Me 67.85 58.33 58.33 59.37 13.00

SD 11.80 13.19 14.42 9.94 7.145

Mann-Whitney U, p 0.003 0.127 0.049 0.15 0.006

general health of the respondents

poor 
N = 11

X 51.62 50.00 58.33 52.84 17.73

Me 53.57 45.83 58.33 53.12 15.00

SD 9.49 11.785 12.36 9.92 7.74

Neither poor 
nor good
 n = 59

X 61.92 56.28 58.05 57.52 16.36

Me 60.71 54.16 58.33 56.25 14.00

SD 9.18 13.52 12.08 8.43 7.357

good 
N = 46

X 75.23 64.94 63.58 65.48 14.20

Me 75.00 66.66 62.50 65.62 11.50

SD 8.26 10.63 17.06 9.38 6.59

Total
N = 116

X 66.22 59.12 60.27 60.23 15.63

Me 67.85 58.33 58.33 59.37 13.00

SD 11.80 13.19 14.42 9.94 7.14

kruskal-wallis test, p 0.00 0.00 0.10 0.00 0.09
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physical activity of the respondents

Not active
N = 9

X 56.74 51.38 55.55 50.34 17.11

Me 53.57 50.00 58.33 53.12 12.00

SD 12.16 12.67 9.316 8.90 9.99

Occasional
N = 68

X 64.54 57.78 60.29 59.23 16.18

Me 64.28 58.33 58.33 59.37 14.00

SD 10.53 12.34 13.36 8.79 7.58

Regular
N = 39

X 71.33 63.24 61.32 64.26 14.33

Me 71.42 66.66 58.33 65.62 13.00

SD 11.91 13.78 17.04 10.23 5.40

Total
N = 116

X 66.22 59.12 60.27 60.23 15.63

Me 67.85 58.33 58.33 59.37 13.00

SD 11.80 13.19 14.42 9.94 7.14

kruskal-wallis test, p 0.001 0.019 0.327 0.001 0.399

physical fitness of the respondents (self-assessment)

Low
N = 7

X 54.08 53.57 53.57 50.44 15.86

Me 53.57 50.00 50.00 50.00 17.00

SD 10.60 14.11 8.13 4.20 4.56

Average
N = 82

X 63.98 57.41 59.65 59.10 16.54

Me 64.28 58.33 58.33 59.37 14.00

SD 10.73 13.06 12.59 9.59 7.97

good
N = 27

X 76.19 65.741 63.88 66.20 12.81

Me 75.00 66.66 66.66 65.62 12.00

SD 8.52 11.40 19.61 8.92 3.44

Total
N = 116

X 66.22 59.12 60.27 60.23 15.63

Me 67.85 58.33 58.33 59.37 13.00

SD 11.80 13.19 14.42 9.94 7.14

kruskal-wallis test, p 0.000 0.004 0.036 0.000 0.117
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