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Abstract: The chapter aims to examine the definitional challenges associated with
the term quality of life, measurement challenges, the challenges associated with
enhancing quality of life, and the role of information and communication
technologies (ICT) in quality of life in old age, and finally comments on the
challenges of a modern information society for older people. The term quality of
life started as a social scientific index of the relative well-being of whole
populations, i.e. the state of states. Nowadays quality of life is more likely to be
viewed as an individualized aspect of the modern psyche. This shift in
conceptualization is problematic in that, if quality of life is individualized, it
cannot be meaningful to assess it in the same way for everyone. Nevertheless,
over the years a vast range of methods of measuring quality of life has emerged,
leading to several measurement challenges. Wealth, health and social relations
have all been found to be prime determinants of subjective quality of life; for ICT
to enhance quality of life for older people they need to mediate the relationships
between these three important factors and quality of life. To date there is
relatively little evidence that ICT has improved the quality of life of older people.
Suggestions are made as to why ICT is unlikely to influence life quality for older
citizens. The chapter is drawn to a close by asking if quality of life is a
meaningless term and if the future is bleak for old people in a modern information
society. The answer to both questions is no.
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1. Introduction
The last few years have seen considerable interest in exploring ways to promote active
and successful ageing, healthy life expectancy, and a good quality of life in old age.
Older people themselves do, of course, want to age healthily, actively, and
successfully; governments want them to do so in order to slow the rising costs of health
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care, and to promote continued employment to reduce the cost of state pensions.
Governments are also, to be fair, interested in active ageing in order to facilitate a
decent, or even improved, ‘quality of life’ for their older citizens.
This chapter begins by exploring the concept ‘quality of life’. The term ‘quality of
life’ pervades discussion of health and social policy, and improving quality of life is
now an avowed aim of many Western governments. Recent European Commission
documents make frequent reference to improving quality of life as the goal of various
initiatives. For example, the Action Plan on Information and Communication
Technologies and Ageing states that “ICT can help older individuals to improve quality
of life”. The plan notes that the Action Plan has “not only the objectives of enabling a
better quality of life for older people with significant cost-savings in health and social
care, but also aims to help create a strong industrial base in Europe for ICT and ageing”
(Commission of the European Communities (2007a, p 3). The Action Plan also
addresses three areas of user needs – ageing well at work, ageing well in the
community and ageing well at home - all of which refer to raising quality of life. The
press release announcing the European Action Plan for “Ageing Well in the
Information Society” states that “ICT will increasingly allow older people to stay
active and productive for longer; to continue to engage in society with more accessible
online services; and to enjoy a healthier and higher quality of life for longer.” (press
release, Commission of the European Communities, 2007b). These are bold statements
- they assume that we all understand what is meant by ‘quality of life’ and that we have
adequate methods of measuring quality of life so that we can demonstrate that ICT has
improved the quality of life of older people.
The scientific literature is also replete with studies which have examined the
quality of life of current cohorts of old people or the likely quality of life for the baby
boomers when they reach old age. There is an enormous social science industry
focussed on developing measures of quality of life. Indeed, there are journals devoted
solely to research on quality of life. Yet for all this effort, there is remarkably little
consensus on what the term ‘quality of life’ means, let alone how best to increase
quality of life at a national or at an individual level. Worse still, few ask if the term is
meaningful or if improvements in quality of life are a realistic outcome measure of
policies or interventions.
This chapter aims to examine the definitional challenges associated with the term
quality of life, measurement challenges, the challenges associated with enhancing
quality of life, and the role of ICT in quality of life in old age, and finally comments on
the challenges of an information society for older people.

2. Challenges for Definition and Measurement

2.1 Definitional Challenges
The term ‘quality’ is defined as ‘goodness’ (Chambers, 1961). What is interesting
about the various dictionary definitions is that none define quality as synonymous with
‘happiness’. Thus, in the dictionary definitions there is a suggestion that quality of life
is, or perhaps even should be, about more than just happiness (Gilhooly, Gilhooly and
Bowling, 2005).
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Interest in quality of life is not a recent phenomenon (Chung, Killingworth and
Nolan 1997). The Greek philosophers were much taxed by notions of happiness and the
good life. Aristippus, a philosopher of the fourth century BC, taught that the goal of life
is to experience the maximum amount of pleasure and that happiness is the sum total of
hedonic episodes. Others in the hedonic tradition include Hobbes who argued that
happiness lies in the pursuit and fulfilment of human appetites and DeSade who argued
that the pursuit of pleasure and sensation is the ultimate goal in life (Ryan and Deci
2001). More recently psychologists such as Kubovy (1999) have argued that hedonism
includes the pleasures and preferences of the mind as well as the body.
Aristotle believed that hedonic happiness was a vulgar ideal and argued that true
happiness is found in doing what is worth doing (Ryan and Deci 2001). The term
eudaimonia (daimon = true self) refers to this type of well-being. Eudaimonia,
according to Waterman (1993), occurs when activities are congruent with deeply held
values and are holistically engaged.
Self-determination theory (Ryan and Deci 2000) has embraced the concept of
eudaimonia as central to well-being. Ryff and Singer (1998, 2000), in their lifespan
theory of human flourishing, argue that psychological well-being is distinct from
subjective well-being, with psychological well-being tapping aspects of human
actualisation.
2.1.1 Social indicators
Although philosophers have been debating what makes for the ‘good’ life for hundreds
of years, quality of life started as a social scientific index of the relative well-being of
whole populations. Quality of life research began as an attempt to measure the state of
states, i.e. population well-being. In the first half of the 20th century, quality of life in
nations was largely measured by material level related measures, for example, gross
domestic product (GDP) per head.
From the 1960s there was a change to broader indicators and a change to quality of
life being a characteristic of persons, as well as national prosperity. The key ‘social
indicators’ of quality of life included the following: health and illness, income and
poverty, physical environment, public order and safety, social mobility, science and art,
participation and alienation and education. The 1960s was a period of growing
prosperity. This was also a time of questioning economic growth as the key measure of
social progress and the key goal of public policy; more might not mean better.
Nevertheless this was also a period when there was widespread acceptance of active
governments shaping societal structures for the greater good (Rapley, 2003).
The 1960s was also a period of growing interest in ‘cost effectiveness’ in
medicine. Many treatments could not cure, but could only reduce pain or control
symptoms. How could expenditure on such treatments be justified? When there was
competition for resources, how would decisions be made on the fair distribution of
resources? The late 1960s saw the introduction of the ‘quality adjusted life year’
movement in medicine. The idea was that while many treatments and interventions in
medicine could not cure, they could improve patients’ quality of life.
We see then that the term quality of life has moved a long way from the limited
conceptualization of quality of life as an index of the ‘state of states’ (well-being of
populations). Quality of life becomes much more than a social policy analogue for
GDP, tying together a variety of social indicators to offer an index of the success of
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public policy. It has even been argued that it has become an integral part of marketing
government policy (Rapley, 2003; Land, 2000).
2.1.2 Subjective quality of life
As the social indicators movement waned, interest grew in subjective perceptions of
quality of life. From the beginning many theorists have argued that quality of life is
inherently subjective. Moreover, as research developed, numerous paradoxical
findings emerged. There were many instances of what came to be called the
‘satisfaction paradox’ or the ‘disability paradox’. That is, there were people living in
very poor living conditions who reported high levels of life satisfaction, or who were
very disabled but reported being happy and having a high quality of life. Increasing
wealth across the world was not leading to proportionate increases in individual
perceptions of quality of life. Adaptation to objective living conditions, comparisons
with others in a similar environment, aspirations, etc, were clearly influencing reports
of quality of life. From the early criticisms of the whole notion that quality of life
could ever be objective has grown a huge body of research focusing on individual and
subjective quality of life. We cannot, of course, provide a comprehensive and
systematic review of that literature, but merely highlight some of the trends and
developments.
In the same way that the social indicators movement came up with lists of
indicators of the quality of life of nations, research on subjective quality of life has
been dominated by attempts to delineate the ‘domains’ of quality of life. One of the
biggest attempts to delineate the domains of quality of life, as well as develop a new
measure, was the World Health Organization Quality of Life (WHOQOL) project
which was initiated in 1991. The aim was to develop an international, cross-culturally
comparable quality of life assessment instrument which would assess individual
perceptions. The scale was designed to consider the context of the rater’s culture and
value systems, their personal goals, standards and concerns. Developed collaboratively
in a number of centres worldwide, the WHOQOL instruments have been widely fieldtested. The following broad domains are measured by the WHOQOL-BREF (a shorter
version of the original instrument): physical health, psychological health, social
relationships, and environment (WHO 1993).
These four domains, perhaps
unsurprisingly, closely match those found by other research groups. For example,
Nazroo et al (2003), in a study of ethnic inequalities in quality of life at older ages,
revealed six factors influencing quality of life: having a role, support networks, income
and wealth, health, having time, and independence.
Of course, and as may be obvious to the reader, a major problem with attempts to
determine the ‘domains’ of quality of life, is that there is often considerable
confounding of domains and predictors. Thus researchers often determine the domains
of quality of life from findings about the predictors. Others – a minority - begin with a
theoretical perspective. For example, Blane et al’s (2002) quality of life measure was
based on the theory of needs satisfaction and included (1) control (2) autonomy, (3) self
realisation and (4) pleasure. Blane and his colleagues argued that quality of life
measures often used ‘proxy’ measures, such as health, financial status, or social
networks (Hyde et al, 2001, 2003).
As a consequence of the broadening of the definition and scope of the term, the
term ‘quality of life’ has become increasingly complex, indeed, slippery (Rapley
(2003). It is now used to describe everything. It should not, therefore, surprise us to
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find that there is now no agreed definition. Because there is no agreed definition there
is no agreed method of measurement.

2.2 Measurement Challenges
Research on how quality of life is affected by various factors (such as policy decisions)
depends on having some way of measuring quality of life. However, there is a vast
range of methods of measuring quality of life and some difficult issues arise in
measuring this complex variable (Gilhooly, Gilhooly and Bowling, 2005). The focus
here is on subjective measures as against presumed objective indicators.
2.2.1. Responding to Quality of Life questions
Quality of life research depends heavily on individuals’ responses to rather complex
and sometimes vague questions such as 'How satisfied are you with your life as a whole
these days? Very satisfied, satisfied, not satisfied, not at all satisfied?' What processes
are involved in answering such questions? Do people maintain internal 'mental meters'
of subjective well-being from which values can be read and related to the questionnaire
scale? That view cannot be sustained since responses are susceptible to a wide range of
contextual factors. It seems that responses are constructed 'on-line' as the demand arises
by using information that comes to mind when the question is asked. That short term
test-retest reliability for subjective well-being is often low (r = .4 to .6), even over only
a one hour gap, is indicative of the importance of context effects. It has been shown
that minor events, such as finding a low value coin or changes to the order of questions,
can markedly affect responses (Schwartz 1987; Schwartz and Strack 1991).
2.2.2 Accessibility
A typical quality of life item might be 'Taking all things together, how would you say
things are these days?' In answering such questions it is not feasible for people to
exhaustively review all aspects of their lives to derive an overall judgement. Rather, it
seems that people tend to retrieve what they judge to be sufficient information on
which to base an answer. In doing so, they use information that is readily accessible to
them at the time of the question. Accessibility of information depends on the recency
with which the information has been previously accessed and on the frequency with
which it has been accessed. For example, if one has been very recently reminded of a
pleasant childhood experience, that information will be readily accessible and, thus,
may affect judgements about satisfaction with life as a whole. Or, one may be dwelling
frequently on negative relationships with work colleagues and that problem would be
highly accessible and so affect judgements of overall life satisfaction.
Effects of accessibility on life satisfaction and well-being judgements have been
demonstrated in a number of studies. For example, Strack, Martin and Schwartz (1988)
asked undergraduate students questions about dating frequency and general life
satisfaction. It was found that if the dating question came second then the correlation
between dating frequency and life satisfaction was a nonsignificant -0.12. If the dating
question was placed before the life satisfaction question, then the correlation between
dating and life satisfaction increased to a substantial .66. Similar results were found for
other groups when the questions concerned marital satisfaction and life satisfaction.
Gilhooly et al (2002a) found that overall quality of life ratings in a sample of older
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people were much higher when quality of life was rated before ratings of the quality of
public transport. It is likely that prior negative thoughts about difficulties of using
public transport influenced thoughts about overall quality of life. Overall, the results
indicate that questions preceding general life satisfaction questions bring information to
mind that affects the overall life satisfaction judgement.
2.2.3 Using accessible information: assimilation, contrast and duration effects
Retrieved information about the same event may have different effects depending on
how it is used. A recent negative event will likely be assimilated into a judgement of
'my life now' and so reduce reported satisfaction; but, a distant negative event may
form a contrast with the current state of affairs and so lead to a boosting of currently
reported satisfaction. For example, Elder (1974) found that older people in the USA
who had been young in the Great Depression typically reported higher subjective wellbeing the more they had suffered poor economic conditions as teenagers. Similarly,
Runyan (1980) found that upwardly mobile people remembered childhood as less
satisfactory than downwardly mobile individuals, presumably by contrast with their
current circumstances.
In assessing extended episodes people tend to make particular use of affective
peaks and the affective value of the end stage of the event and largely ignore duration.
Kahneman et al. (1993) reported that people who underwent an unpleasant medical
procedure actually preferred longer periods of discomfort to shorter periods if the end
stage was a gradual drop in discomfort as against an abrupt drop. So, sometimes more
pain is preferred to less! Information about duration of the painful episodes seems to
be neglected. Judgements of pain tend to follow a 'peak and end ' heuristic which only
takes these two aspects into account. Similar patterns have also been found in
judgements of pleasant episodes using films as stimuli (Kahneman et al., 1993). So,
the effects of a three year negative period (for example, being unemployed) on overall
life satisfaction may not be much more than that of a shorter period, given use of the
'peak and end' heuristic which ignores duration.
2.2.4 Mood states
Mood state at the time that quality of life judgements are made can affect responses.
Being tested in situations that typically induce positive moods such as in a pleasant
room or when the sun is shining has been found to affect subjective well-being
judgements (Schwartz. 1987; Schwartz and Clore 1983). One possibility is that moods
increase accessibility of mood congruent information. People in a happy mood retrieve
happy memories more easily and those in a sad mood more readily retrieve sad
memories. Hence, the accessible information is congruent with mood and affects
judgements accordingly. Another way in which mood effects might arise is that mood
itself may be used as a quick basis for responding. A 'mood heuristic' could be used so
that the respondent reasons 'If I feel good at this moment it is likely that my life is
generally good.' In this way an answer can very quickly be given to a general quality of
life question without extensive cognitive processing. Consistent with this view is the
finding of Ross et al. (1986) who asked participants to explain their life satisfaction
judgements and found that a majority referred to their current affective state saying for
example 'Well, I feel good'.
It seems likely that use of the 'mood heuristic' would tend to occur with the more
cognitively demanding questions that request an overall assessment since the heuristic
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offers a low effort short cut. It would probably be less likely when the questions are
more specific. Indeed, Schwartz (1987) found that the results of a football game
important to the participants (which affected mood) influenced overall life satisfaction
responses but not satisfaction judgements regarding the more specific domains of work
and income.
2.2.5 Reporting and editing
It is notable that self reported quality of life levels are typically quite high. In a survey
and recalibration of a large number of studies from across the world involving some 1.1
million participants, Myers and Diener (1996) found that the average rated happiness
was nearly 7 on a 0-10 point scale where 0 was very unhappy, 5 was neutral and 10
was the high extreme. A large study using the ‘faces’ scale in Detroit (Andrews and
Withey, 1976) found that 90% picked one of the happy faces as representing how they
felt about their lives as a whole. Similarly, Gilhooly et al (2002b, 2003), in a study on
mid-life risk factors for declines in cognitive functioning in old age, found that 89% of
their sample of 145 older people chose one of the happy faces to represent their current
quality of life. Likewise, in their study on transport and quality of life, Gilhooly et al.
(2002a) found that ratings on the faces scales of quality of life were skewed toward the
‘delighted’ end of the scale. Bowling and Gabriel (2004) reported that almost 80% of
their 999 older respondents used the highest three points on a seven point scale to
indicate their quality of life. Blane et al (2002) reported a mean of 42.2 on a scale with
a range 0-57 on the quality of life measure they developed, again indicating some
skewing towards the positive end of the scale with most study participants reporting
reasonably good quality of life. The typically skewed distributions of quality of life
ratings may partly reflect an editing process whereby people try to present themselves
in a positive light. In other words, there is scope for the operation of social desirability
effects in reporting quality of life.
Normally, social desirability effects are stronger in face to face questioning as
against more anonymous forms of testing (De Maio, 1984). Smith (1979) found that
higher well-being was reported in face to face conditions as compared with surveys by
postal means. Strack et al. (1990) found that self-presentation was affected by
contextual effects. Higher well-being was reported in face to face interviews versus
confidential self report, except when the interviewer was clearly handicapped. This
may reflect a reluctance to stress how good one's life is to someone who appears less
fortunate. However, if the handicapped person was present in the room as another
participant filling in their own questionnaire then subjective well-being reports were
increased, presumably through a contrast effect. Comparing and contrasting one’s
quality of life with other people is a common phenomenon, even if these other people
are not present. For example, Beaumont, Kenealy and Murrell (2003a), in their study
on quality of life of healthy older adults, noted that their study participants
overwhelmingly adopted downward social comparison strategies when considering
their quality of life. In other words, those reporting higher quality of life were more
likely to see themselves as unlike those who were worse off. “A lot of people here are
a lot worse off than me.” and “[You] gain a heightened awareness of all those who are
in a worse position.”, were typical of the social comparison that participants in
Beaumont et al’s (2003b) study made.
It appears then that self reports of quality of life may be edited and reported as
somewhat higher than is privately felt for reasons of social desirability. However, it
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may be noted that measures of how susceptible people are to social desirability effects
in general are only weakly correlated (.20) with well-being reports according to Diener
(1984). Overall, situational factors of the testing procedure are generally more
influential than individual difference factors.

3. Challenges for Enhancing Quality of Life in Ageing Societies
Before we can answer questions about whether or not ICT can improve quality of life
in old age, it is necessary to consider what is known about the predictors of quality of
life and to what extent governments or individuals can do anything to alter these
predictors. If, for example, gender, or stable personality characteristics, accounted for
most of the variance in perceptions of individualized quality of life, there would be
little scope for governments to bring about changes in how their populations view their
quality of life.
3.1 Predictors of Quality of Life
There are thousands of research articles looking at the predictors of quality of life.
Three factors consistently emerge as the main predictors, namely wealth, health and
social relationships, though not necessarily in that order. Government policies can
impact on all three. Taxation policies have an impact on disposable income and even
earned income is influenced by government policies. Income influences health and
health influences the ability to work. Income influences the ability to keep in contact
with and visit family and friends, as well as helps determine the nature of one’s
recreational activities and, hence, one’s social networks. The built environment has an
impact on social networks.
In this section we shall look at some of the research on the impact of wealth, health
and social relations on perceived quality of life. Special emphasis will be placed on
quality of life for older people. However, before examining the research on wealth,
health and social relations it is necessary to briefly consider the research on the role of
personality in perceptions of subjective quality of life. This is an interesting and
somewhat controversial area of research and theory.
3.1.1 Personality
It has been argued for some years that quality of life, or more specifically happiness
and life satisfaction, is a dispositional characteristic (Costa and McCrae, 1980; Costa et
al, 1987) which is not only stable across the life span, but is biologically determined
(Diener, 2000). The personality characteristics most consistently and strongly related to
subjective well-being are extraversion and neuroticism. Optimism and self-esteem have
also been found to be significantly correlated with subjective well-being, though the
direction of causality has not been determined (Scheier and Carver, 1985; Scheier et al,
1989; Evans, et al 1993c). Locus of control has also been linked to well-being
(Brandstadter and Baltes-Gotz, 1990; Young, 1991).
Temperament models of the relationship between personality and well-being posit
that there are biological 'set points' of emotional experiences, that there are biological
determinants for emotional reactions to stimuli, and/or that those with certain
personalities are able to wrest more rewards form the environment (Diener and Lucas,
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1999). Evans (1994), following on from Lazarus (1991a, 1991b), has proposed a model
in which cognitive appraisal of life in general, as well as specific domains, has a
reciprocal relationship with quality of life. Lazarus defines cognitive appraisal as an
evaluation of what is believed about the significance of what is happening for wellbeing. Thus, according to Evans, personality impacts on general and domain specific
skills, affective tone and affect, and social support, all of which are linked with
cognitive appraisal. In the Evans model cognitive appraisal both determines, and is
determined by, quality of life.
Although there are many references to improving quality of life in policy
documents, there has been a general reluctance to suggest that quality of life is identical
to hedonic happiness or even eudaimonia. Perhaps this is because of an intuitive belief,
now supported by a growing body of research, that happiness and psychological well
being are determined by, or mediated by personality characteristics, over which
governments have little influence. What, perhaps, can be hoped for by policy makers is
that policy can alter the environment, service provision, distribution of wealth, etc., and
that such factors will influence perceptions of quality of life. The level of happiness or
subjective well-being that results will, however, be determined, it could be argued, by
individual personality traits.
3.1.2 Wealth
Does money make older people happy? Yes, up to a point. On average people living in
the poorest nations report lower levels of happiness than those in the richest nations.
Studies comparing nations fairly consistently reveal that where low income threatens
basic human needs, being relatively well off predicts greater well-being. However,
where gross national product is more than $8,000 per person, the correlation between
national wealth and well-being evaporates (Myers, 2000). The picture is, however,
complicated by the fact that wealth, civil rights, literacy and years of democracy are
confounded.
While many would deny that money could buy them happiness, if asked 'Would a
little more money make you a little happier?' many say yes (Myers, 2000). A
University of Michigan survey asking, 'What would improve your quality of life?'
revealed that 'more money' was the most frequent response (Campbell, 1981). Studies
of individuals have also revealed that very rich Americans are only slightly happier
than the average American. The overall conclusion drawn by Myers (2000), when
reviewing the relationship between money and happiness, is that happiness depends
less on exterior things than might be expected. Indeed, as noted by Ryan and Deci
(2001), several studies have indicated that the more people focus on financial and
materialistic goals, the lower their well-being.
Wealth in ageing societies
Most of the research on the links between wealth and happiness has been with the
population as a whole, rather than older people. However, a number of surveys of
older people have examined the role of income and wealth on health and measures
related to quality of life in retirement. Unsurprisingly, post-retirement income has
been found to predict retirement quality (Quick and Moen, 1998). Post-retirement
income has generally found to be more predictive of quality of life for women than for
men; this is largely because more retired women than men are living at or below
poverty levels. At population levels, a country’s welfare regime, in terms of capacity
to protect vulnerable older people, has the most significant effect at older ages.
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Netuveli (2007), comparing 15 countries in Europe and the USA, found that the type of
welfare regime explains 63% of the variation between countries in their quality of life.
The social democratic welfare regimes (e.g. Denmark and Sweden) do best, while
USSR type regimes have the worst influence on the quality of life of older citizens,
followed by post-communist and familialistic type regimes (Netuveli, 2007).
There are three sources of new income in old age: a state pension, an occupational
pension, and employment. In addition, many people now turn their capital (e.g. house)
into income.
Pension provision by the state - The wealthiest countries in the world allow old
people to stop working by providing state pensions to enable them to independently
survive financially, i.e. to not have to rely on family financial support as used to be the
case. Indeed, some of the wealthiest even provide state pensions to those over set ages,
usually 60 or 65 years, who are still in employment. When retirement was first
introduced few people lived beyond the set retirement age. Pensions for old people
were brought in when countries no longer viewed it as acceptable to force those older
people with no family to provide for them financially into ‘work houses’ for the
destitute.
Pension provision by employers – The coverage of occupational pensions steadily
increased in most Western countries from the 1930s to the late 1960s, with some
decrease and stabilization since (Walker, 1993). In many countries occupational
pensions are now far more important in providing for a financially secure old age than
the state pension. Many Western governments have moved towards the idea that the
state pension is a basic minimum and people must make financial provision for old age
via an occupational pension, savings, and other investments. Because for many people
this is very difficult, especially in light of recent problems associated with the collapse
of pension funds and general distrust in the companies providing occupational
pensions, and because older people are now healthier than in the past, governments are
increasingly moving to the idea that people should work longer. The UK government,
for example, is considering moving the retirement age (for the state pension) to age 67
(Pensions Commission 2004, 2005, 2006). Encouraging older adults, indeed requiring
them, to work raises very important issues in relation to training and skills
development, especially in relation to ICT and the information society.
Opportunities to work - Wealth in old age can also be maintained, or even
increased, via employment opportunities. Although it was probably never intended that
the introduction of state pensions would bring about a situation in which older adults
were denied opportunities to work, most employers in Western countries moved
towards mandatory retirement somewhere between the ages of 60-65 years. Anti-age
discrimination laws were first enacted in the United States of America in 1967. In
1977 New South Wales was the first state in Australia to legislate against age
discrimination, with other states following in the 1980s and 1990s. Age discrimination
legislation was introduced in the UK in 2006 with the Employment Equality (age)
Regulations. Aimed largely at helping those (mainly men) aged 50-55 years obtain
employment when made redundant, current UK legislation only allows those over
retirement age to ‘ask’ if they can stay on, i.e. there is no requirement to keep older
workers in employment. Heyday, part of Age Concern England, has brought a court
case challenging the law allowing mandatory retirement. The decision is expected
from the European Court of Justice in 2008 (Age Concern England, 2007).
A frequently used reason for not employing older workers is that they do not have
the ICT skills necessary for modern jobs. Of course, one of the main reasons why
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older workers do not have up-to-date ICT skills is because employers are reluctant to
invest training budgets in older workers who may only work a few more years. The
new UK anti-age discrimination regulations/laws will, however, require employers to
offer older employees the same training opportunities as younger employees, though it
does not guarantee employees any rights to employment after the age of retirement.
As noted above, many governments are actively encouraging older people to work
longer. It is often assumed that older people want to continue working, and that few,
largely those in manual occupations, or those already in poor health, want to cease
working at the normal age of retirement. There is, however, little evidence from those
countries which have had anti-age discrimination laws for many years that age
discrimination legislation has been effective, nor is there much evidence that, given the
opportunity, older people have eagerly embraced continued employment (JRF, 2001).
If continued employment in old age is important to governments, how is this to be
facilitated given that there is growing evidence that the majority of people do not
appear to want to work past the age of 65 years? And even if a substantial number of
older adults want to continue working, how will employers and older people
themselves manage the demands of modern jobs given the declines in cognitive
functioning with age? It is not only important that employers ensure that older workers
have opportunities to learn new skills, but that when planning skills updating and
training opportunities that consideration is given to age changes in memory,
intelligence, learning, and problem solving. Learning new skills at work is going to be
stressful for employees if employers do not take these age changes into consideration.
3.1.3 Health
Is health the main predictor of quality of life in old age? Yes, almost all research
shows that health is a prime determinant of subjective quality of life. For young people
without chronic conditions health is viewed as somewhat less important than wealth,
but for older people poor health is associated with lower ratings of quality of life.
Health is, of course, a complex construct. The World Health Organization (2007)
defines health as “…a state of complete physical, mental and social well being and not
merely the absence of disease or infirmity…” (p 1). Thus, to examine the impact of
health on perceptions of quality of life, we need to consider research on physical and
mental health, including cognitive functioning, as well as social well-being. Before we
begin, however, we must remind ourselves that there is, of course, a very large body of
research showing that wealth is closely linked to health, with those who are wealthier
exhibiting better health (Wilkinson, 1996; McCarron, et al 1994). Causality can go
either direction – poverty causes poor health or poor health causes poverty. Although
there is some evidence that poor mental health does indeed cause ‘drift’ down the
social class ladder, most researchers are of the view that the direction of causality is
from poverty to poor health (Bennett, 2003; Blane et al 1993). It is important to keep
social class inequalities in health in mind when considering the role of health in quality
of life.
Physical health
Almost all conceptualizations of ‘successful’ ageing include some notion of good
physical health. There are, of course, many who argue that one can age successfully
even if disabled, and with multiple chronic diseases. When conceptualized in this way
successful ageing is about coping with the negative consequences of ageing.
Nevertheless, medical practitioners, specialists in public health and health promotion,
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and policy makers are very interested in what can be done, both at an individual level
and at a population level, to bring about a long life free of disease and disability.
Underlying this debate is the question of whether it is possible to age without disease.
It is often said that soon we shall be able to prevent and cure most of the diseases that
currently kill people and that, as a consequence human life expectancy could increase
to 150, 200, maybe 400 years. In other words, it is proposed that human life span, as
contrasted with life expectancy, is much longer than is currently supposed. At the
moment the upper limit for the human life span is thought to be around 125 years
(Cristofalo et al, 1999). Elizabeth “Pampo” Israel, believed to be (never, however,
verified) the world’s oldest living person, celebrated her 128th birthday in January
2003. Israel’s next-door neighbour, Rose Pere was 118 years old at the time. Both
women are from Dominica, which is home to 22 documented centenarians. Ms Jeanne
Calment, the oldest (verified) person living in 1997, died at the age of 122. The key to
the future quality of life of an ageing global population may rest, to a large extent on
how tightly linked ageing rates are to ageing dependent diseases (Gilhooly and
McDonach, 2006).
Ageing without disease
Age is the main risk factor for almost all illness, yet many argue that it is not inevitable
that people will experience disease or disability in old age and that much can be done
in relation to both cure and prevention. There is, of course, considerable evidence that
interventions such as health and safety laws increase the likelihood that people might
make it into old age. The introduction of seat belts, plus the requirement that they be
used, has noticeably cut the car accident death rate. Individual behaviour also
influences the likelihood of surviving to retirement. Smokers are much less likely to
reach an advanced old age than non-smokers, and heavy alcohol consumption is a
major risk factor for premature death.
Any examination of the incidence and prevalence of disease by age shows a stark
pattern; almost all diseases show an increase with age (Manton, 1989; Wood and Bain,
2001). Some diseases peak in childhood (e.g. lymphocytic leukaemia) and mid-life
(polycystic kidney disease, multiple sclerosis and systemic lupus), but most peak in old
age. Brody (1990) has proposed that the term ‘age-related’ be used for diseases that
peak at younger ages and ‘age-dependent’ for those that peak in old age. As noted by
Solomon (1999), this does not mean that ageing is the sole aetiology, but that the
ageing process is a potent predisposing factor for disease and conditions whose
aetiology is multifactorial. Of interest is whether or not diseases are age-dependent
because they are time-related; that is, time is required for the disease process to mature.
Some genetic disorders are of this nature and, hence, are not really to do with ageing
processes.
Mortality increases exponentially with age from a late childhood nadir to
approximately age 85, with a doubling time of around 8.5 years. Ageing-dependent
diseases also follow this same Gompertzian law of linear relationship between the log
of age-specific incidence and chronological age (Gompertz, 1825). Interestingly,
evidence is accumulating that Gompertzian dynamics disappear after the age of 85-90
years. From around 85 years the mortality rate is more or less constant with advancing
age. There are five ‘model’ ageing-dependent diseases, (1) ischaemic heart disease, (2)
malignant neoplasms, (3) diabetes mellitus, (4) osteoarthritis and (5) Alzheimer’s
disease that all demonstrate these relationships (Solomon, 1999).
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Alzheimer’s disease is probably the most feared of all the age associated diseases
and the one that most would say leads to a poor quality of life. The annual incidence
for Alzheimer’s disease is 1.4 per 1,000 in the seventh decade, 6.4 per 1,000 in the
eighth decade and 20.5 per 1,000 in those 80 years and over. These figures describe a
Gompertzian exponential with a doubling time of 5-6 years from age 60-90 years; there
is some evidence of a decreasing slope after age 90. The most exciting research
development in recent years is the growing body of evidence that vascular disease is a
risk factor for dementia of the Alzheimer’s type. The risk factors for vascular disease
are well known and many (e.g. hypertension, alcohol consumption) can be moderated
(Gow and Gilhooly, 2003).
We see then that ageing and disease are inextricably linked. As noted by Miller
(1994), “Aging is a process that converts healthy adults into frail ones, with diminished
reserve in most physiological systems and an exponentially increasing vulnerability to
most diseases and death.” If, as the exponential rise in disease rates with age suggests,
it is unlikely that one can age without disease – and we do not yet know how to prevent
or slow down ageing - is it possible to compress morbidity into the last few months, or
at least years, of life in order to facilitate a higher quality of life for those who live very
long lives?
Compression of morbidity
The research evidence on compression of morbidity is unclear as to how much progress
has been made towards this goal. Scotland, for example, seems not to have witnessed
much in the way of compression of morbidity. In England and Wales the expectation
of life without limiting longstanding illness has shown minimal change between 1980
and 1998. The expectation of life without moderate disability has increased in line
with the increase in total life expectancy in men, but has shown minimal change in
women. Thus, for women the absolute time spent with moderate disability has
increased (Wood and Bane 2001). The United States has seen a decrease in major
disabilities associated with old age, though this appears to have been accompanied by
an increase in minor disabilities. Health inequalities, however, appear to be increasing,
which may partially account for compression of morbidity. However, the future may
be less rosy because of rising levels of obesity, meaning that the baby boomers may not
see any compression of morbidity. Indeed, the rising levels of obesity might even
mean that for this large cohort there will be an extension downwards of morbidity and
disability levels.
Given the large, and growing, body of research showing that physical health is a
prime determinant of subjective quality of life, it is somewhat disturbing to find so little
evidence of progress in compressing morbidity closer to death. Moreover, the close
link between ageing and disease strongly suggests that it is unlikely that it is possible to
age without disease. Perhaps a way will be found to prevent or slow down ageing, but
even if it was possible (and many policy and ethical issues would arise from slowing or
preventing ageing), this is something that is far into the future.
Mental health
Although the term mental illness covers a range of disorders, e.g. schizophrenia,
obsessive-compulsive disorder, the disorder of most interest to gerontologists is
depression. For many years there has been debate about whether or not depression
increases with age. While there are many publications that boldly state that depression
rates rise dramatically with age, that depression reaches epidemic proportions in old
age, such statements are rarely accompanied by references. Determining incidence
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levels of depression amongst community dwelling elderly people is, of course,
problematic. Most measures of clinical depression contain questions about changes in
functions such as sleep patterns and bowel movements which are indicative of
depression in young people but are very common in old age (e.g. waking early and
constipation). Also problematic when attempting to determine not only prevalence
levels, but whether or not depression is a predictor of low quality of life in old age, is
the fact that most studies of depression are cross-sectional, rather than longitudinal,
making it difficult to disentangle cohort and ageing effects. Clinical studies have
revealed rather different results from self-report community studies, and longitudinal
studies also give a different picture. Clinical studies suggest fewer differences between
younger and old people in rates of depression (Teri, 1991).
The findings that are emerging from longitudinal studies are, however, beginning
to shed more light on this issue. For example, the US Health and Retirement Study
(2007) found that the rate of severe depression rises with age. The rate for severe
depression was about 15% within each 10 year age band between the ages of 55 and
84; for those aged 85 and above the rate rose to 20%. Depression is, of course,
associated with unhappiness and, presumably results in a poor, or at least lower, quality
of life. However, these states are conflated. We do not know if depression causes poor
quality of life because depression is assumed to be indicative of poor life quality.
Importantly, depression is strongly correlated with physical health (Jarvik and Perl,
1981) and may also be a side-effect of medications. Admission to a care home has been
found to be associated with an increase in depressive symptoms, but since poor and
deteriorating physical health often precipitates relocation to a care home, it is hard to
know which factor is of greatest importance (Kasl and Rosenfield, 1980). Of course,
much of what is called depression in the elderly may be a reaction to the many stresses
and losses of old age. Loneliness often increases in old age because of the death of
one’s spouse and friends; loneliness has been found to be strongly linked to depression
in old age (Prince et al, 1997). Blazer and Williams, (1980) note that what is often
taken to be clinical depression actually represents decreased life satisfaction and
periodic episodes of grief. Contrary to common belief, retirement is not linked with
increased rates of depression or suicide (Atchley, 1980; George, 1980).
Because psychiatric conditions, in particular clinical depression, account for
substantial disease morbidity in industrialized countries, and because mental health
problems are expected to rise in developing countries with increasing life expectancy, it
is most important that the complex relationships between ageing, mental health and
quality of life are further researched.
Cognitive functioning
The dramatic decline in cognitive functioning that accompanies dementia of the
Alzheimer’s type is feared by many older adults, and is a cause of considerable anxiety
for those with dementia. The Health and Retirement Study (2007), a well-designed US
longitudinal study of more than 20,000 older adults which started in 1992, found that
some 10% of people age 70 years and older have moderate to severe cognitive
impairment, with prevalence rising steeply with age (Suthers et al, 2003; National
Institute on Aging, 2007). Although it is generally believed that dementia leads to a
poor quality of life, there has been almost no research asking people with dementia
about their quality of life. It is also assumed that the more normal changes in cognitive
functioning that accompany ageing also decrease quality of life and it is this
assumption which we shall now briefly examine.
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Marked declines in fluid intelligence, the ability to solve abstract problems, occur
with age, though to some extent this is compensated for by increases in crystallised
intelligence, cumulative and learned information (Horn, 1982; Gilhooly and Lightbody,
1999). Gow et al (2005) in an interesting study in Edinburgh, Scotland, reported that
cognitive ability at age 79, as well as changes in cognition over a lifetime, did not
predict satisfaction with life in old age. Other studies have also found that current
cognitive ability in old age does not appear to be significantly related to satisfaction
with or reported quality of life. It may be, however, that this is because cognitive
ability has been measured using tests of abstract reasoning, rather the solving of
practical, ‘real world’ problems. The ability to solve problems in the real world could
be expected to be predictive of quality of life.
Gilhooly et al (2007), in a Scottish study examining mid-life risk factors for
cognitive functioning in old age, found that, whilst performance on abstract problem
solving tasks did not correlate with ratings of quality of life, performance on real-world
problem solving tasks did. Interestingly, self ratings of cognitive functioning were
significantly associated with perceived quality of life, with those rating themselves as
having lower cognitive functioning rating their quality of life as lower.
3.1.4 Social relations and wellbeing
The past thirty years of research in health and the social sciences has established the
importance of social relations for health and well-being (Cohen, 2004; Kafetsios,
2006). A large social network does not, of course, mean that one will feel socially
supported or feel able to confide in one or more people. A social network is a ‘set of
linkages among identified groups of people, the characteristics of which have some
explanatory power of the social behaviour of the people involved. A social network is
a set of people with who one maintains contact and has some form of social bond
(Mitchell, 1969 in Bowling et al, 1991).
Social support is defined as the “interactive process in which emotional,
instrumental, or financial aid is obtained from one’s social network. Support exists only
if it leads to certain beliefs, such as being cared for and loved, esteemed and being a
member of a network of mutual obligations (Cobb, 1976; Wallston et al, 1983). Willis
(1985) has defined social support as consisting of four types: (1) esteem support, (2)
informational support, (3) social companionship and (4) instrumental support. As
people age social networks tend to reduce to largely networks of kin, and kin provide
most of the help that elderly people require (Wenger, 1984).
Research has consistently shown that people who report having a confidant have
higher life satisfaction, lower levels of depression, and are better able to adapt to
gradual social losses such as widowhood and retirement. Social ties and help are
critical factors in the maintenance of independence (Wan, 1987), one of the important
domains of quality of life described in the research by Blane and his colleagues (2002).
The quality, rather than quantity, of support and social interaction, has been found to be
most important for older people. For example, Leveton et al (1979) found that
perceived accessibility of support predicted feelings of well-being among a sample of
elderly people, whereas frequency of social contact did not. In a study on the living
arrangements of Canadian Chinese elders, Gee (2000) found complex interactions
between marital status, intergenerational residency and gender, and different results
depending on the measure used to examine quality of life. For example, for widows,
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living arrangements made a difference to ‘well-being’, but not ‘life satisfaction’. What,
however, really mattered was age and health status.
Nevertheless, the research findings on the links between social relations and
quality of life have not always been consistent. This inconsistency has partly been due
to different methods of measuring ‘quality of life’. In addition, many of the studies on
the relationship between social networks, social support and quality of life, no matter
how defined or measured, have not examined the relationship in conjunction with
physical health status. In one study which was able to do so, it was found that health
status, as measured by functional ability and number of health problems, was a more
powerful predictor of current and overall ‘life satisfaction’ than objectives social
network variables such as size, number of friends, relatives and density (Bowling and
Browne, 1991). Interestingly, Bowling, Farquhar and Browne (1991) found that health
status was the most powerful predictor of life satisfaction in two areas of England (City
and Hackney) but not in another, less urbanized area (Braintree). The analysis in this
study also revealed that the social network variables were weak predictors of life
satisfaction. Bowling and her colleagues speculated that physical health might be more
important to the life satisfaction of older people living in inner city areas because poor
health and functional ability is a greater handicap for people living in dense, higher
urbanized areas where housing is more likely to consist of houses which have been
converted into flats, or tower blocks of flats involving the need to negotiate stairs, plus
reduced opportunity to relax in open spaces.
3.2 ICT and Quality of Life in Old Age
If, as we believe, ageing and disease are inextricably linked, it is highly unlikely that
governments can do anything to ensure that all very old people remain in good physical
and cognitive health up to the time of death. What, however, might be within the realm
of possibility is producing environments and forms of care that compensate for
morbidity and disability in old age. Recent years have seen considerable interest in the
role of ICT in active and healthy ageing and as a mechanism for maintaining quality of
life in old age. In the next section we shall consider some of the evidence on the role
of ICT in quality of life. The issues considered here are dealt with in greater detail in
other chapters of this book.
3.2.1 General personal use of computers has no impact on quality of life
In 2006, Anna Dickinson and Peter Gregor published an excellent critique of the
limited literature of the effect of computer use by older people on their quality of life.
They identified studies that set out to evaluate the impact of general personal use of
computers on the ‘wellbeing’ or ‘quality of life’ of adults over the age of 50 years, in
studies that used a quantitative methodology. They also identified and examined all
papers that cited these studies. They identified 12 primary studies dating from 1980 to
2004 and numerous secondary papers that (mis)used them.
Many of the original papers had weaknesses in them that have either received
insufficient discussion in the original or have been overlooked by the authors of the
secondary papers that cite them. For example, in the 1980 publication by Danowski and
Sacks statistically significant differences were found between pre- and postintervention answers to the questions: ‘‘Do you think using the computer would make
you more confident in yourself?’’ and ‘‘Do you think using the computer would make
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you feel less alone?’’. The pre-intervention questionnaire was answered by 30
participants, and the post-intervention by only 13; Danowski and Sacks themselves
admit that a possible explanation is that those with more positive attitudes would have
been more likely to continue in their participation and answer the second questionnaire.
However, those citing the study for example, (Jones and Bavin 1998; Namazi,,
McClintic, 2003; Saunders, 2004) fail to display such caution.
Similarly, other studies with limitations because of study design are used
uncritically by secondary authors when citing. Two studies (White et al, 1999; White
et al, 2002) by White, widely cited as providing evidence that computer use reduces
loneliness, probably lend more support to the argument that training and interaction are
the most important aspects of the interventions. In the first study (White et al, 1999)
participants had two weeks of training in computer use, well supported by a group of
researchers and volunteers, and were encouraged to work together in groups. They
showed a statistically significant reduction in loneliness compared to baseline, but there
was no analysis against controls. In their second study (White et al, 2002), a
randomised trial with approximately 50 in each of intervention and control groups, no
statistically significant results were found. Yet these studies have been cited as
providing evidence of the benefit of computers (Saunders, 2004) and a positive impact
on the quality of life of older adults by increasing social interaction (Namazi and
McClintic, 2003; Segrist, 2004; Chaffin and Harlow, 2005).
Although older adults will use computers and some will learn to use them
sufficiently successfully, and will find them sufficiently useful, to continue using them
after the study ends and support is withdrawn (Namazi, and McClintic, 2003),
Dickinson and Gregor conclude that
“….. there is no research-based evidence to support the assertion that
computer use alone has a more general (and measurable) affect on well-being
among older adults. This is especially important because of the general
misconception in the literature that such a connection has been found. Whether
this perceived connection is used to support the introduction of potentially
inappropriate interventions for older adults, or to contribute to a technocentric
vision of ageing, it is important to correct it.” (page 751)
They summarise the reasons for the failure of the research to demonstrate any
impact on quality of life as including: Difficulty of separating training and support
effects from computer-use itself; misattribution of causality; inappropriate
generalisation of results, for example, from a self-selected sample group of experienced
computer users to the wider population of older people. Most results are very specific
to the group study. For example, 87% of 40 ‘computer illiterate’ frail older adults
(Billipp, 2001) would not want a computer in their homes after the end of the study;
whereas 82% of older people with very positive attitudes towards computer use at the
beginning of the study, would miss the computer (Czaja et al, 1993).
3.2.2 Specific uses of ICT can improve specific measures of health or wellbeing for
older people
Some simple uses of ICT have such obvious benefit that they have had widespread
adoption. For example, there are currently over 300 community alarms services
providing over one million people what is in effect a telecare service in response to
alarms triggered by users (Curry et al, 2003).
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Magnusson and Hanson (2005) report a study that resulted in the methods being
adopted as routine service in two municipalities in Sweden. The intervention consisted
of a range of multimedia caring programmes that families access via their TV sets (in
an EU project) and subsequently via their personal computers (PCs). The programmes
were based on carers’ needs identified from the empirical care-giving literature and
from extensive user consultation in the project, namely, caring skills in daily life,
planning ahead, respite care services, financial and economic support and coping
strategies. Videophone facilities were also provided, which enabled families to have
visual and oral contact with professional carers and other families involved in the
project. This was achieved via a small camera on top of the PC, the installation of
videoconferencing hardware on the computer and ISDN2b lines in families’ homes.
Finally, families also had access to Internet and e-mail facilities. The impact on quality
of life was assessed by a case study and in-depth interviews with the families. Although
there are limitations of small study size and in the way they calculated costs, the
evidence was accepted and adopted as a mainstream service.
Various literature reviews show that ICT can have positive impact on health. But
rigorous studies are expensive and it is difficult to control for confounding effects. The
generalizability to other situations is often limited and even if studies are rigorous
health services often fail to act on the results.
Ridley and Young (2005) in a literature review on the effectiveness of ehealth
implementations in care of elderly people identified 647 primary articles of which 66
met their search criteria. Most focused on teleconference implementations, often for
particular health conditions. They concluded that although there was evidence that ICT
applications such as monitoring at home showed positive outcomes such as patient
control, education and psychological support, greater patient functional independence,
reduced emergency admissions, blood pressure control, reduced readmission rates,
reduced depression, and reduced need for patient travel, many studies had limitations
such as small numbers.
Jennett et al reviewed the literature on the impact of telehealth and claimed that it
can improve the quality of life and health care of elderly people (Jennett et al 2003).
However, a large number of such initiatives have failed, partly because they have been
set up in isolation, and with little regard for their cost effectiveness (Macduff, West and
Harvey, 2001).
There are rigorous studies of the impact of ICT for older patients. Jones et al
(1999, 2006) studied tailored information leaflets for cancer patients. The outcome
measures used were ‘close’ to the intervention. Tailored leaflets produced by computer
are more likely to be used and are cheaper to produce than pre-printed standard
booklets. They are more likely to be shared with a confidant and there is some (but
inconclusive) evidence that this may improve social support or psychological state.
Even with large samples, rigorous design, and specific outcome measures, positive
outcomes of ICT use can be difficult to find.
3.2.3 Could ICT lead to a reduction in quality of life for older people?
Although many ‘technophiles’ seem to ignore it, the issue of the digital divide is real
and significant. There is a considerable overlap in different types of ICT (ONS, 2007),
with 45% of UK households in 2006 having a digital television service, as well as
owning a mobile phone and having access to the Internet, while 8% did not have access
to any of these ICT capabilities. While most ‘divides’ tend to be between rich and poor,
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north and south, the digital divide is mainly by age. In 2006, 87% of UK 16-30 year
olds had used a computer in the previous three months compared with 45% of those
aged 50 and over. The figure below shows that, while the percentage of those 65 and
over who have used the Internet is increasing, it is still less than a quarter of those
under 25. Eventually this will reduce as cohorts age, so by 2016 we can expect at least
60% of the 65+ age group to have used the Internet (an increase of 40% over the next
ten years). However, we can also expect there to be some other new technology that
will have been adopted quickly by the young and less so by the older. So unless
technology development slows (unlikely) there is always likely to be technology divide
between young and old. Perceptions of quality of life may be determined by
comparison with others. Assuming that quality of life can be measured (see above), if
more services are transferred to the Internet then those not able to access it could see a
decrease in quality of life. The digital divide by age is confirmed by Selwyn et al
(2003) who examined ICT access and use by older adults in their everyday lives with a
sample of 352 adults aged 60+ in England and Wales. They concluded that we should
refocus assumptions about older people and ICTs away from trying to ‘change’ older
adults, and towards involving them in changing ICT.
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Figure 1: Percentage of different age groups in Great Britain who have ever used the Internet. (Constructed
from NOS statistics http://www.statistics.gov.uk/STATBASE/ssdataset.asp?vlnk=6928

4. Challenging Quality of Life Problems
Nowadays it is common practice to call problems ‘challenges’. Thus, in this chapter
we began by noting definitional challenges, moved onto measurement challenges, and
then described challenges associated with enhancing quality of life, including the
potential for ICT to improve quality of life in old age. In this final section we raise a
number of problems with the concept of quality of life in information and ageing
societies. We have chosen to talk about problems, rather than challenges, because of
the complexity of the issues and the lack of easy answers. We hope, however, that
readers will keep these comments in mind whenever they encounter quality of life
rhetoric.
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4.1 Why is ICT unlikely to influence the quality of life of older people?
ICT use by older people, or by family members and professionals on their behalf, for
specific applications may have health or other specific benefits, but as we have noted in
this chapter there is little research evidence demonstrating that a more general
computer use has any impact on quality of life. There are three possible reasons for
this.
First, it is unlikely that these specific interventions can be shown to affect, in any
measurable way, quality of life because measures of quality of life are too ‘remote’,
‘blunt’, and multifactorial, to be affected.
Second, it is likely that a high quality of life brings about active ageing, healthy
ageing, happiness, etc. These variables might then ‘cause’ people to be interested in
ICT. Thus, instead of thinking of quality of life as being an outcome variable, perhaps
we need to see it as either an independent/input variable, or at least as a mediating
variable. It is interesting that, even though most research in the field is correlational,
researchers almost always report their findings in ways which suggests that causality is
obvious, with the various factors under consideration causing variation in subjective
perceptions of quality of life, rather than the other way round. In other words, it is
generally assumed that ‘quality of life’ is the ‘dependent’ variable in research. Thus
one might take any number of variables, e.g. access to public transport, health,
marriage, etc., and look to see if each is an independent predictor of ‘quality of life’. It
is even an underlying assumption of this book is that ICT leads to active ageing which
then produces an increase in quality of life, the dependent variable.
Third, unless technological development slows the technological divide, Internet
use is likely to be replaced by some other technological divide. Given that measures of
quality of life are often dependent on comparisons with others, the technological divide
may reduce quality of life. Moreover, if older people remain in a minority in relation to
access to technology, there will always be skewing of data on the relationship between
technology, ageing and quality of life. That is, there will be too few older people using
the latest version of some kind of ICT to demonstrate a statistically beneficial impact
on quality of life (assuming, of course, that other problems in relation to measurement
are overcome).
On a more positive note, however, there are a number of studies that suggest that
learning how to use computers in a supportive environment may have a positive impact
on older people – maybe as much from the supportive environment as from the use of
the computer. Magnusson et al (2004) reviewed ICT support for frail older people
living at home and their family carers and concluded that two key themes were the
importance of the user friendliness of the ICT and the transferability of findings
between countries. Involving older people in the development of ICT and finding ways
to bridge the generation gap so that younger people can help older people with
technology are worthwhile aims. It is not clear though that the impact could be assessed
using a quality of life measure.
4.2 Is quality of life a meaningless term?
What will, of course, be obvious to the reader is that once one begins to consider the
concept in any detail it emerges as so complex and so problematic that one is left
wondering, “Is ‘Quality of life’ a meaningless term?” If there is no agreement as to its
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definition, and many very real problems in relation to measurement, can improved
quality of life be a sensible goal of policy initiatives?
We agree with Rapley (2003), that to use the quality of life construct to gauge the
success of ICT, policy initiatives, services, care, education or learning, when quality of
life is now viewed as an individualized aspect of the modern psyche, is paradoxical. If
quality of life is individualized, is it meaningless to try and assess it in the same way
for everyone? There are certainly many researchers in the field who would say that the
answer to this question is ‘yes, it is meaningless’. These researchers either adopt a
qualitative approach or, when using a quantitative approach, argue that it is important
to start by asking which factors are important for each individual and then measuring
where on some scale the person’s perception falls. While such an approach might be
useful if one wishes to establish the perceived level of that person’s quality of life (e.g.
high, low or medium), such an approach makes it very difficult (though not impossible)
to investigate issues such as variance in the predictors of quality of life across gender,
social class, ethnicity, region, countries, etc. In other words, there are many research
questions that require that the same questions be asked of all study participants and,
hence, it must be assumed that most people will use most scales in roughly the same
way.
The answer to the question of whether ‘quality of life’ is a meaningless term
depends, at least partly, on whether the question is “What is quality of life?” or “What
are the predictors of quality of life?” If the latter it is possible to merely define the
term carefully for the study in question. Or even do as Gilhooly and her colleagues did
in their studies and define quality of life as “whatever this measure of ‘quality of life’
measures” (Gilhooly, 2001). Because Gilhooly et al were not concerned with absolute
levels of quality of life, but with variations in relationship to other measured variables,
they found it unnecessary to devote time to issues of conceptualization.
The field of quality of life research shows considerable rigour of measurement, but
we seem to be no closer to knowing what quality of life really ‘is’. Rapley (2003)
notes that instances of the use of the term show a ‘family resemblance’ to each other,
and there is no doubt that most people have an intuitive sense of what is being talked
about when the expression is used. Hence it cannot be said that it is a totally
meaningless term. Our view is that the term is a short-hand, and at the same time more
explicit, way of saying that ‘things’ are generally good or bad in life. For the social
indicators movement, quality of life is a way of finding out, at a national level, if things
are getting better or worse; quality of life is a way of saying that modernization is
occurring. While some dispute that modernization brings about a higher quality of life,
very few wish to have lived at an earlier time. In our view, the term quality of life is
most meaningful in relation to social indicators and, hence, modernization. As such it is
best applied at population levels, and not an individual subjective level. We do not
need a concept as slippery as quality of life when what we want to measure is
psychological well-being, happiness, etc. If we want to know if ICT has a positive
impact on subjective well-being there are any number of good measurement tools,
whose psychometric properties are well developed, from which to choose.
4.3 Is the future bleak for old people in a modern, fast moving, information society?
It is generally assumed that the normal declines in cognitive functioning with age put
older adults at a disadvantage in a modern, post-industrial, information society. As
Moody (1986) noted more than twenty years ago, an information society is inhospitable
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to old age in three ways. First, it is inhospitable because the centrality of information,
especially abstract information, depreciates information derived from experience.
Second, increasing speed of information transmission by electronic technology induces
habits of haste and impatience with the slower learning style of later life. Third, the
instantaneous propagation of information accelerates novelty and sensation of the
present, with past and present absorbed by sensate immediacy. Older people feel
increasingly ‘left out’ in such an environment. Or, as noted by two of our older
Spanish friends, “We are not of this world”.
Although age related declines in cognitive functioning might, by putting older
people at a disadvantage in the fast and constantly changing information society,
impact negatively on quality of life for older people, there are compelling arguments
for why older people might have an advantage, or at least why they might not be
disadvantaged. The argument for the advantage of age and experience in an
information society goes as follows: Acquiring more and more information, at
increasing speeds is not the same as wisdom. As noted by Naisbitt (1982) over twenty
years ago, high technology not only demands ‘high touch’ but may stimulate greater
demand for it. Thus, as high tech information becomes more common, high touch
communication will become rare and precious. Moody (1986) has also pointed out that
the culture of instantaneous transmission promotes an ‘age irrelevant’, present
orientated society, where age grades are abolished or at least will be much less
important.

5. Conclusion
The term quality of life started as a social scientific index of the relative well-being of
whole populations, i.e. the state of states. Nowadays quality of life is more likely to be
viewed as an individualized aspect of the modern psyche.
This shift in
conceptualization is problematic in that, if quality of life is individualized, it cannot be
meaningful to assess it in the same way for everyone. Moreover, there are major
challenges in measurement which compound the conceptual difficulties. Because
wealth, health and social relations have all been found to be prime determinants of
subjective quality of life, if ICTs are to enhance quality of life for older people, they
need to mediate the relationships between these three important factors and quality of
life. To date there is relatively little evidence that ICT has improved the quality of life
of older people. One of the explanations for this lack of impact is associated with how
we assess quality of life; the measures are too remote, blunt and multifactorial to be
affected. The chapter is drawn to a close by asking if quality of life is a meaningless
term and if the future is bleak for old people in a modern information society. The
answer to both questions is no.
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