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Abstract: The hypothesis posed was whether participation in LaLiga Genuine Santander 

(competitive football) influenced the quality of life (QL) of the people who participated in 

it, since their perception of themselves is enhanced by all the aformentioned factors (self-

determination, social inclusion, emotional well-being, physical well-being, material well-

being, rights, personal development, interpersonal relationships). The objective was to 

evaluate the QL of people with Down's Syndrome (DS) using their self-perception (n=39) 

and the perception of the informants (family members, teachers) (n=39). The KidsLife-

Down Scale, with a few modifications was used. In general, differences of opinion between 

the subgroups of participants with DS and informants showed that results were higher in 

terms of perception for participants in the DS subgroup. Scores for all variables were 

higher for those participants with DS who said they did engage in practicing competitive 

football. Despite the perception of informants provides a great deal of information 

regarding the QL of participants with DS, the latter should be involved in the evaluation 

process and their self perceptions taken into account. Our research shows that 

participation in the league modifies the perceptions of the participants with Down's 

Syndrome regarding their quality of life. However, these perceptions are not shared by the 

informants.  
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1. Introduction 

The Cordoba Down Centre (CDC) is an NGO concerned with increasing the quality 

of life (QL) of people with Down's Syndrome (DS) by promoting a healthy, autonomous 

and independent lifestyle. QL has been defined as a series of objective biological, 

psychological and social indicators that express a subjective evaluation of the degree to 

which life satisfaction has been achieved, or the perceived level of personal wellbeing  [1, 

2, 3, 4]. Schalock et al. [5] proposed a model of QL defined as the desired state of personal 

wellbeing from a multidimensional viewpoint, given that it includes both objective and subjective 

components and is also influenced by environmental factors and personal characteristics. This 

model distinguishes eight essential aspects of quality of life and their corresponding 

indicators which are important for all people: social inclusion (participation, inclusion and 

support), self-determination (goals, preferences, choice and autonomy), emotional 

wellbeing (satisfaction, absence of stress, motivation), physical wellbeing (nutrition, health, 

sport), material wellbeing (economic independence, technology, material support) rights 

(dignity, respect), personal development (adaptive behaviour, communication strategies, 

social skills) and interpersonal relations (friendship networks, autonomy). According to 

Claes et al. [6], the areas of emotional, physical and material wellbeing reflect the general 

well-being of the person; interpersonal relationships, social inclusion and rights refer to 

social participation; personal development and self-determination express personal 

independence. Instruments to evaluate quality of life with a sufficient guarantee of validity 

and reliability are indispensable for dependent persons [7]. Given that interventions aimed 

at improving quality of life must be based on evidence, in Spain the KidsLife Scale [8] was 

developed and validated for the evaluation of children and young adults with DS, using 

the model proposed by Schalok and Verdugo in 2000 [5]. 

The CDC includes a group of federated athletes who belong to the Cordoba Football 

Club of LaLiga Genuine, Spain. Currently in Spain, parallel to the Professional Football 

League, LaLiga Genuine Santander consists of a competitive national football league made 

up of people with intellectual disabilities. This league plays eight-a-side football in a single 

mixed category. 

The objective of the present study was to evaluate the QL of people with DS at CDC 

using their self perceptions and the perceptions of informants. To this end, we focused on: 

(1) Analysing the correlation of age in participants with DS and the informants with respect 

to aspects of QL; (2) Analysing differences in terms of gender in participants with DS and 

informants with respect to aspects of QL; (3) Verifying if there are differences in aspects of 

QL between those who practice competitive sport and those who do not, according to the 

self perceptions of participants with DS and the opinions of the informants, and finally (4) 

Evaluating differences of opinion with regard to the aspects of QL between groups (people 

with DS and informants).  

With this study we want to emphasize that, in spite of the fact that the perception of 

informants provides a great deal of information regarding the QL of participants with 
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DS, the latter should be involved in the evaluation process and their self perceptions 

taken into account. 

2. Materials and Methods 

 

2.1 Participants 

A total of 78 people participated in the study, 39 with DS who were users of CDC, 

with a mean age of 29 years (men n=24; women =15; athletes = 9, non athletes = 30) and 39 

informants. Here, "athletes" refers to the federated footballers belonging to the Cordoba 

Football Club of LaLiga Genuine, Spain; "non athletes" were non federated and did not 

participate in the League. The informants (family members, teachers, coordinators) 

needed to know the participant well for at least six months and have the opportunity to 

observe them in different environments for prolonged periods. 

Participants with DS presented a predominant moderately high level of intellectual 

disability (according to adaptive behaviour) of 50%; in detail, 56% in conceptual skills, 51.3% 

in social skills and 54% in practical skills. Other conditions evaluated showed that 25.5% had 

physical disabilities, 44% obesity, 18.3% sensorial disability, 6.3% had serious health 

problems and 4.9% had sleep disorders. 

Both athletes and non-athletes with DS participated in two regular sessions of 

Physical Education at CDC, in which basic movement patterns were practiced to resolve 

motor difficulties in daily life using various circuits and posts (jumping, throwing, 

coordination and balance) as well as improving basic physical qualities: strength, speed, 

stamina and range of movement. Finally, various sports were practiced (basketball, 

football etc) which included the use of balls in games modified and adapted to the 

participants' different levels of ability. 

Outside CDC, participants also took part in three 90 minute training sessions a week 

under the supervision of a coach. Each session consisted of a warm-up period, the main 

session and cool-down period: 

a) Warm-ups were divided into general warm-ups, in which the participants 

activated the neuromuscular system with group games, followed by specific warm-ups 

for which the goal keepers were separated from the field players and specific motor 

activities were practiced. 

b) During the main session, balls were used and the specific technical and tactical 

moves of football were practiced (control, passing, shooting, etc.) Strategic roles were 

distributed for each side (offense player with ball, offense player without ball, defense 

player, goalkeeper). Later, real play situations were practiced in short games, changing 

the rules to meet the objective established for each session. 

c) During cool-down, the participants did stretches. 

This type of training is more demanding of motor skills than the routine sessions at 

CDC. 

All participants with DS lived with their families.  

2.2 Method and ethical approval 

 
Previous to the study, the objective was presented to the directors of CDC to obtain their ethical 

approval and the consent of those involved or their family members. The authors of this study de-

clare that, based on the Helsinki Declaration, they have taken into account the basic principle of 

respect for the individual, his/her right to self determination and to make decisions once clearly 

informed of the pros and cons, risks and benefits of participating in this research study [9]. The 

study was conducted according to the guidelines of the Declaration of Helsinki, and approved by 

the Institutional Review Board of DOWN CÓRDOBA, Asociación Síndrome de Down (number 127; 

03/09/2020). Once written consent was obtained, a meeting was held with the participants with DS 

and informants to discuss rules of application and proper use, as well as to warn informants not to 

influence the responses of participants with DS, though they could clarify points as needed. Partic-

ipants with DS were told they could request clarification of anything they did not understand.  
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Institutional Review Board Statement: The study was.  

 

 

The first author of this study then sent the QL scale to CDC, who distributed it to 

parents, teachers and coordinators (a printed version and via email). The scales were 

gathered by a CDC liaison. Once filled out, the researchers compiled the answers in a 

database and carried out the pertinent statistical analyses. During the process of 

administering the scale, no personal data was compiled that might identify the person 

under evaluation. Instead, identification codes were used (such as pseudonyms) that were 

unknown to the researchers to protect confidentiality, in accordance with  Spain's 

Organic Law 3/2018 on protection of personal data and guarantee of digital rights. These 

identification codes allowed the results of the evaluations to be returned to CDC to be 

used in later interventions with the participants [10]. 

2.3 Instrument  

The KidsLife-Down Scale [8] was used to evaluate personal QL results in children 

and young adults with DS between the ages of 4 and 21, based on a range of 15 to 21 years, 

with a few modifications consistent with the way the question was presented; participants 

with DS responded with one of two options, and informants with a Likert scale. All 78 

participants (DS and informants) answered the scale. 

 

The scale consisted of 96 items divided into eight aspects of QL (self determination, 

rights, emotional wellbeing, material wellbeing, physical wellbeing, social inclusion, 

interpersonal relationships and personal development) [11]. This scale provides 

standardised scores and percentiles for the eight aspects as well as a QL profile report. 

Each aspect was composed of 12 items. There were two versions of the scale used: (a) 

a self report filled out by participants with DS, with two options (yes/no) and (b) an 

external report filled out by informants using a Likert scale with four frequency options 

(never, sometimes, often, always) [12]. The questions asked of informants were the same 

as those answered by participants with DS, but in the third person. 

Direct scores for each aspect of QL are the sum of the scores for the items in each 

section. The direct scores are then converted to standard scores (M=10; DT=3) following 

the 15 to 21 year age range provided by the scale. The total standard score is obtained by 

adding up the standard scores for the eight aspects, which is then converted to the 

standard composite score or Quality of Life Index (QLI) (M=100; DT= 15) [8], taking into 

account the aforementioned range. 

High scores for the various aspects of QL and QLI indicate a high level of functioning 

for the person in a given area, greater QL and personal wellbeing. All scores can be shown 

in a graph of the QL profile [5]. 

At the time of writing the survey questions, we attempted to avoid any cognitive bias 

in the two groups of respondents so as to obtain honest information. Also, the sample bias 

has been taken into account in order to ultimately obtain reliable information of good 

quality. 

A numerical code was assigned to each question, as well as to each answer category. 

Coding facilitated the subsequent entering of the data into the computer, while preventing 

errors in this process. An additional advantage was that it allowed the coding done for 

each response category to be recorded in the response protocol, which is important if the 

data is reused at a later time. Of course, given that there were two different responses 

(dichotomy and Likert scale), these were scored so as to obtain (M=10) for all of them. 

 

 

2.4 Method of Scale Validation 

The scale used was validated by Gómez et al. [8]. In order to validate the 

modifications introduced, the validation process was carried out by a team of professional 
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experts belonging to CDC's board of directors. This committee did not participate as 

informants. The earliest version of the questionnaire was sent to CDC, who reviewed the 

possible errors in formulating the questions. They provided feedback that served to 

reformulate the questions in an appropriate way to avoid confusion among the people 

surveyed. 

Feedback focused mainly on the following issues: wording of questions, vocabulary 

related to the context of CDC, elimination of ambiguous questions in favour of more spe-

cific ones, removal of terminology that could be interpreted as being patronising or offen-

sive, and benefits of some questions regarding the logic of the questionnaire. 

The revision of the questionnaire was carried out with in-depth analysis of all contri-

butions, so that it included those that could be considered adequate to allow for the draft-

ing of a definitive model. The improved version was again forwarded to CDC. The ques-

tionnaire was considered non-offensive, comprehensible, and suitable for participants. 

To validate the reliability of the questionnaire, verify and confirm the matter under 

investigation, Cronbach's alpha consistency coefficient was used [14;15;16]. 

  

2.5 Statistical Analysis  

Normality compliance was tested for each group using the variables of gender, age 

and sport via the Kolmogorov-Smirnov test. The aforesaid hypothesis was not met for all 

variables studied (p < .001 in all cases); therefore, non-parametric or free distribution tests 

were applied, specifically Spearman's Rho (rank-order correlations) and Mann-Whitney's 

U-tests. The SPSS programme (v. 25; IBM) was used for all statistical analyses of data. 

 

 

 

 

3. Results 

 

The psychometric properties of the scale were satisfactory. The questionnaire 

answered by participants with DS obtained a Chronbach alpha coefficient of 0.6 and that 

answered by the informants obtained a coefficient of 0.87.  

3.1 Age 

In the analysis of age correlation for both participants with DS and informants with 

respect to quality of life, the Kolmogorov-Smirnov test showed that normality compliance 

was not achieved. Therefore, Spearman's Rho (rank-order correlations) was used for the 

subsample of participants with DS (n = 39) as well as the subsample of informants (n = 39), 

using the age scale and all aspects of QL implied in the study (see Table 1). 

 

Table 1. Table 1. Spearman's Rho correlations between age of  participants with DS  (n=39) 

and self perception with respect to the aspects of the study, and the correlation of these ages with 

informant perceptions (n = 39). 

 

 

Age 

DS Informants 

 Dependent variables  r p r p 

Social inclusion -,044 ,792 -,057 ,728 

Autodetermination -,212 ,196 -,081 ,622 

Emotional wellbeing -,246 ,131 -,093 ,572 
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Physical wellbeing -,353 ,027 -,012 ,942 

Material wellbeing -,062 ,708 -,120 ,474 

Rights -,083 ,614 ,114 ,490 

Interpersonal relationship -,135 ,411 ,011 ,946 

Pesonal development -,219 ,181 ,074 ,656 

Quality life index -,194 ,237 -,204 ,212 

 

Results for the subsample of participants with DS indicated a single statistically 

significant correlation (r = -.353; p = .027) with moderate magnitude and negative meaning 

with respect to the physical wellbeing variable. No other significant relationship was 

detected for the remaining variables, including QLI. However, no statistically significant 

relationship was detected between the age of participants with DS and the opinions of 

informants in terms of any aspect of the study. 

3.2 Differneces in terms of gender 

In the analysis of differences in terms of gender, with respect to the aspects studied 

and QLI of participants with DS and informants, the Kolmogorov-Smirnov test showed 

that normality compliance was not achieved. Therefore, to contrast the differences 

between both groups (participants with DS and informants), non-parametric testing was 

applied, equivalent to Student t for independent groups, Mann-Whitney U-tests (see 

Table 2). 
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Table 2. Mann-Whitney U tests for independent variables of the study with respect to gender for the subgroup of participants with DS (men n=24; women =15) concerning self perception and perception of informants (n=39).  

 

   DS participants  Informants 

 

Dependent 

variable 

Gender 

(DS) 

 
 

Mean 

 

SD 

 

Min 

 

Max 

Average 

range  

 

UMW 

 

Z 

 

p 

 
 

Mean 

 

SD 

 

Min 

 

Max 

Average 

range  

 

UMW 

 

Z 

 

p 

SI 1  5,58 1,586 4 8 21,85 135,50 -1,350 ,177  4,83 1,239 3 7 23,23 102,50 -2,488 ,013 

2  4,73 ,704 4 6 17,03     3,93 0,961 3 6 14,83    

AU 1  5,71 1,517 3 8 22,69 115,50 -1,899 ,058  4,13 0,900 3 5 22,50 120,00 -1,841 ,066 

2  4,73 1,387 3 8 15,70     3,60 0,632 3 5 16,00    

EW 1  5,00 1,142 4 7 23,06 106,50 -2,294 ,022  5,08 1,412 3 7 23,21 103,00 -2,289 ,022 

2  4,13 ,834 3 6 15,10     4,07 0,884 3 6 14,87    

PW 1  9,08 ,717 8 10 21,98 132,50 -1,463 ,143  8,88 0,947 8 10 23,25 102,00 -2,446 ,014 

2  8,53 1,125 7 10 16,83     8,00 0,845 6 9 14,80    

MW 1  6,96 1,197 5 9 23,15 104,50 -2,294 ,022  6,43 1,273 4 8 24,98 46,50 -3,875 <,001 

2  6,07 1,033 5 8 14,97     4,73 0,704 4 6 11,10    

R 1  4,79 1,817 3 8 20,50 168,00 -0,357 ,721  4,88 1,676 3 8 20,42 170,00 -,304 ,761 

2  4,27 ,961 3 6 19,20     4,40 0,986 3 7 19,33    

IR 1  5,46 1,285 4 7 20,77 161,50 -0,567 ,571  5,21 1,141 4 7 21,60 141,50 -1,184 ,236 

2  5,20 1,207 4 7 18,77     4,73 0,799 4 7 17,43    

PD 1  5,42 1,248 4 7 23,06 106,50 -2,203 ,028  4,46 0,658 3 5 21,60 141,50 -1,229 ,219 

2  4,47 ,915 3 6 15,10     4,20 0,676 3 5 17,43    

QLI 1  72,71 8,800 63 86 21,75 138,00 -1,238 ,216  68,96 7,369 62 80 23,44 97,50 -2,841 ,004 

2  67,53 3,701 63 73 17,20     63,00 0,000 63 63 14,50    

 NOTE: 1: Man; 2: Woman; DS: People with Down syndrome; SI: social inclusion; AU: autodetermination; EW emo-

tional wellbeing; PW: Physical wellbeing; MW: Material wellbeing; R: rights; IR: interpersonal relationship; PD: 

Personal development; QLI: quality life index 

  

 

  0 
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 1 

Results for self perception of participants with DS indicated significant differences 2 

for the emotional wellbeing variables (Z = -2.29; p = .022), material wellbeing (Z = -2.29; p 3 

= .022), and personal development (Z = -2.20; p = .028). For these three variables, results 4 

were higher for men. No statistically significant difference was detected for the remaining 5 

variables, nor for QLI ( see Table 2). 6 

In the second place, with regard to informants, statistically significant differences 7 

were detected between genders for participants with DS for the variables social inclusion 8 

(Z = -2.49; p = .013), emotional wellbeing (Z = -2.29; p = .022), physical wellbeing (Z = -2.45; 9 

p = .014), Material Wellbeing (Z = -3.88; p = <.001) and QLI (Z = -2.84; p = .004). For all five 10 

variables, results were higher for men. No statistically significant difference was detected 11 

for the remaining variables (see Table 2). 12 

Therefore, the opinions of participants with DS and informants coincided with 13 

respect to emotional wellbeing and material wellbeing. 14 

 15 

3.3 Differences between variables in the study and QLI between athletes and those who did not 16 

practice competitive sports  17 

 18 

To verify if there were differences between variables in the study and QLI between 19 

athletes and those who did not practice competitive sports, according to the self 20 

perceptions of participants with DS and in the opinion of informants, the non- parametric 21 

Mann-Whitney U-test was again applied. Results are shown in Table 3. 22 

 23 

  24 
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Table 3. Mann-Whitney U-tests for dependent variables with respect to practicing competitive sports on the part of participants with DS (Yes, n=9; No, n=30) according to the opinions of the subgroup with DS and informant 

perceptions (n=39). 

 

   DS participnats  Informants 

 

Dependent 

variable 

Sport 

(SD) 

 
 

Mean 

 

SD 

 

Min 

 

Max 

Average 

range  

 

UMW 

 

Z 

 

p 

 
 

Mean 

 

SD 

 

Min 

 

Max 

Average 

range  

 

UMW 

 

Z 

 

p 

SI 1  7,44 0,726 6 8 34,89 1,00 -4,695 <.001  4,56 1,130 3 6 20,94 126,50 -,315 ,781 

2  4,60 0,621 4 6 15,53     4,47 1,252 3 7 19,72    

AU 1  7,33 0,707 6 8 33,89 10,00 -4,249 <.001  4,22  0,833 3 5 23,83 100,50 -1,222 ,255 

2  4,73 1,143 3 8 15,83     3,83 0,834 3 5 18,85    

EW 1  6,33 0,500 6 7 34,67 3,00 -4,757 <.001  4,78 1,481 3 7 20,56 130,00 -,172 ,883 

2  4,17 0,648 3 6 15,60     4,67 1,295 3 7 19,83    

PW 1  9,78 0,441 9 10 31,39 32,50 -3,645 <.001  8,67 1,000 8 10 20,67 129,00 -,217 ,857 

2  8,60 0,855 7 10 16,58     8,50 1,009 6 10 19,80    

MW 1  8,33 0,500 8 9 34,33 6,00 -4,525 <.001  6,25 1,389 4 8 23,69 86,50 -1,235 ,235 

2  6,10 0,803 5 8 15,70     5,63 1,351 4 8 18,38    

R 1  6,89 1,054 5 8 34,44 5,00 -4,465 <.001  4,67 1,581 3 7 19,17 127,50 -,263 ,806 

2  3,90 0,845 3 6 15,67     4,70 1,442 3 8 20,25    

IR 1  7,00 0,000 7 7 33,00 18,00 -4,138 <.001  5,33 1,323 4 7 22,17 115,50 -,692 ,522 

2  4,87 0,973 4 7 16,10     4,93 0,944 4 7 19,35    

PD 1  6,67 0,500 6 7 33,83 10,50 -4,308 <.001  4,33 0,866 3 5 20,39 131,50 -,129 ,909 

2  4,57 0,898 3 7 15,85     4,37 0,615 3 5 19,88    

QLI 1  83,33 1,500 81 86 35,00 0,00 -4,594 <.001  67,78 7,225 62 79 20,83 127,50 -,298 ,806 

2  66,93 3,423 63 73 15,50     66,33 6,283 63 80 19,75    

 NOTE: 1: Practicing sport (Yes); 2: Practicing sport (No); DS: People with Down syndrome; SI: social inclusion; AU: 

autodetermination; EW emotional wellbeing; PW: Physical wellbeing; MW: Material wellbeing; R: rights; IR: inter-

personal relationship; PD: Personal development; QLI: quality life index 

  

 25 

  26 
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The opinion of participants with DS showed statistically significant differences 27 

between the group with DS that practiced competitive sports and those that did not. These 28 

results for all variables, including QLI, were higher for those participants who said they 29 

practiced competitive sports (in all cases, p = < .001; Table 3). 30 

 31 

In the second place, with reference to informant opinion, no statistically significant 32 

difference was detected for any of the variables as regards the practice or not of 33 

competitive sports on the part of participants with DS. 34 

 35 

3.4 Differences of opinion between particpnats with DS and informants 36 

 37 

Differences of opinion were also evaluated concerning the variables studied and QLI 38 

between participants with DS and informants. A new series of Mann-Whitney U-tests was 39 

applied to contrast differences between both groups of participants, those with DS and 40 

informants. Results are shown in Table 4.  41 

 42 

Table 4. .Mann-Whitney U-tests for dependent variables studied with respect to groups (participants with DS, n=39; Informants, n 

=39).  

 

Dependent variable  

 

Group 

 

Mean 

 

SD 

 

Min 

 

Max 

Average 

range  

 

UMW 

 

Z 

 

p 

Social inclusion 1 5,26 1,371 4 8 46,50 487,50 -2,889 ,004 

2 4,49 1,211 3 7 32,50    

Autodetermination 1 5,33 1,528 3 8 50,08 348,00 -4,246 <,001 

2 3,92 0,839 3 5 28,92    

Emotional wellbeing 1 4,67 1,108 3 7 39,42 757,50 -,031 ,975 

2 4,69 1,321 3 7 39,58    

Physical wellbeing 1 8,87 0,923 7 10 43,62 600,00 -1,681 ,093 

2 8,54 0,996 6 10 35,38    

Material wellbeing 

 

1 6,62 1,206 5 9 46,03 467,00 -2,880 ,004 

2 5,76 1,364 4 8 31,79    

Rights 1 4,59 1,551 3 8 38,44 719,00 -,430 ,667 

2 4,69 1,454 3 8 40,56    

Interpersonal 

Relationship 

1 5,36 1,246 4 7 42,05 661,00 -1,053 ,292 

2 5,03 1,038 4 7 36,95    

Personal development 1 5,05 1,213 3 7 45,28 535,00 -2,389 ,017 

2 4,36 0,668 3 5 33,72    

Quality life index  1 70,72 7,643 63 86 47,41 452,00 -3,268 ,001 

2 66,67 6,441 62 80 31,59    

NOTE: 1: People with Down syndrome; 2: Informants 

 43 

In this case, the results show statistically significant differences (Table 4) between 44 

participant groups with reference to social inclusion (Z = -2.89; p = .004), self determination 45 

(Z = -4.25; p = .001), material wellbeing (Z = -2.88; p = .004), personal development (Z = - 46 

2.39; p = .017), and finally QLI (Z = -3.27; p = .001). In all aspects mentioned in QLI, results 47 

were higher in terms of perception for participants with DS. 48 

 49 
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4. Discussion 50 

Evaluation of QL for CDC users was carried out using the modified KidsLife Scale 51 

[8] (Gomez et al., 2017), which allowed the compilation of in-depth distinctions for those 52 

who responded to the questionnaire from two points of view: that of those with DS and 53 

that of informants. Though the number of participants in the study was relatively small, 54 

important results were found. 55 

The result for Cronbach's Alpha coefficient in the informants' questionnaire shows 56 

high reliability for each question. On the other hand, the result in the questionnaire for 57 

participants with DS is lower. According to Devellis [14] and Nunnally and Bernstein [15], 58 

for this coefficient to be considered acceptable it must have a value of 0.7 to 1. Other 59 

authors declare that the acceptable range is between 0.65 and 1 [16]. The questionnaire for 60 

participants with DS reached a value of 0.6; from a statistical viewpoint this can be 61 

interpreted as a low relationship between questions. However, this value is not far from 62 

0,65 or 0.7. It must be borne in mind that sociodemographic data show that the level of 63 

intellectual disability (according to adaptive capacity) of participants was moderate. 64 

Scientific literature shows that persons with DS have certain limitations associated with 65 

cognitive capacity which show up in adaptive capacity (conceptual, social and practical 66 

skills) [17, 18]. Adaptive skills coincide with the level of intelligence, which implies that 67 

there are no severe limitations on functionality, as long as the degree of intellectual 68 

disability is not profound or severe [19; 20]. In adulthood, the person is expected to be 69 

able to deal with the demands of daily life and, in turn, those demands corresponding to 70 

relationships with family, friends and CDC staff. However, people with DS present 71 

behaviour that is sometimes classified as atypical [21].  72 

Perception of the aspects on which QL is based varies with reference to each specific 73 

person's QL. Therefore, significant differences have been found when participants 74 

evaluate their own QL versus when informants give opinions regarding third parties, 75 

particularly those with DS, which coincides with studies carried out by [22] and [23]. This 76 

confirms that, in line with CDC's purpose, this population's QL must be fomented. As 77 

proposed by Shalock and Verdugo [11], QL is composed of the same aspects and 78 

indicators, having the same degree of importance, for all people [23]. However, the results 79 

of the present study do not coincide with the studies of QL carried out by Córdoba et al., 80 

[24]; Bagnato et al., [25]; Vega et al., [26]. Consequently, the importance of having two 81 

viewpoints must be reflected in order to properly evaluate the QL of these persons. 82 

Regarding age, on the one hand participants with DS perceived that with respect to 83 

all aspects of QL, physical wellbeing diminishes as age increases. This perception on the 84 

part of participants with DS may be due to the fact that adults in this population suffer 85 

from "accelerated aging", which implies experiencing certain physical conditions common 86 

among people of advanced age in the general population. The reason for this is not fully 87 

understood, but is related in large part to the genes of Chromosome 21 associated with 88 

the aging process [10]. Perhaps they perceive their physical wellbeing in a negative way 89 

due to physiological changes which can increase the risk of chronic degenerative diseases 90 

[27]. 91 

On the other hand, informants did not share this perception. Preoccupation with 92 

physical wellbeing, and health in particular, is an outstanding and determining indicator 93 
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of QL for aging persons with intellectual disabilities. The explanation can be found in the 94 

fact that the subject's perception of is radically modified when he or she presents serious 95 

health problems [28]. Perhaps the informants did not take into account the associated 96 

pathologies suffered by users with physical disabilities: obesity, sensorial disability, 97 

serious health problems or sleep disorders. In this study, as in Aja et al. [29] and Badía et 98 

al., [12], it was shown that age has no significant relationship to quality of life. However, 99 

the results obtained by other researchers differ [30; 31]. 100 

In the present study, statistically significant differences were shown with respect to 101 

gender as perceived by participants with DS for the variables of emotional wellbeing 102 

(personal satisfaction, motivation, absence of stress), material wellbeing and personal 103 

development (adaptive behaviour, competence, social skills and development of 104 

communication); these were higher in men than in women. These results coincide with 105 

[32; 33; 34; 35] , which also pointed out that men had higher emotional wellbeing than 106 

women. However, we differ from the foregoing authors who state that women have a 107 

lower quality of life than men, since in this research we found no significant differences 108 

in QLI. Significant differences with respect to emotional wellbeing may be due to the fact 109 

that women are more expressive of emotion and more aware of life events [36]. Emotional 110 

wellbeing is a balance between feelings, desires and emotions. A great difference is often 111 

found between emotional age, cognitive development and chronological age. Infantilizing 112 

people with DS puts them at risk and marginalises them [37]. Differences in material 113 

wellbeing can be attributed to the fact that women attain greater job placement, as well as 114 

being more protected by family members than men; they exchange free time for family 115 

support [38]. Greater personal development in men may indicate that they have learned 116 

better skills and habits that make them more competent [11]. 117 

Informants showed significant gender-related differences in social inclusion, 118 

emotional wellbeing, physical wellbeing, material wellbeing and QLI, with men being 119 

favoured; this coincides with participants with DS with respect to emotional and material 120 

wellbeing. The differences and biological peculiarities of men and women are taken into 121 

account, as well as their interaction with gender-related social factors such as identity, 122 

roles, responsibilities and strengths which are reflected in emotional and material health 123 

as well as social inclusion for both sexes [39; 40]. 124 

In spite of playing in a single mixed category, by chance LaLiga Genuine Santander 125 

Football League includes no female users of CDC. In the opinion of CDC, their users' 126 

participation in this league not only contributes to the stimulation of motor skills of those 127 

members with DS, it also includes those health, cultural and social aspects which 128 

accompany sport and reinforce a healthy lifestyle, values and attitudes in participants. 129 

Besides, it is a way to optimise social skills as well as emotional, psychological and 130 

physical health [41]. 131 

No agreement was verified in terms of the perceptions of participants with DS and 132 

informants regarding aspects of QL between those who practice competitive sports and 133 

those who do not. While informants did not show significant differences in any of the 134 

aspects evaluated in athletes and non-athletes, the results obtained from participants with 135 

DS showed statistically significant differences for all variables including QLI. All variables 136 

obtained higher values for participants in sports versus those who did not participate in 137 
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sport. This result was very striking, as we had thought that informants would perceive an 138 

improvement in QL fomented by participation in LaLiga Genuine, since team sports are an 139 

activity that increases the majority of variables contributing to quality of life [41], 140 

providing an opportunity to interact and share with others and therefore integrate into 141 

society [42]. As shown in other studies [43; 44; 45; 46; 47], sport foments mutual awareness 142 

and cooperation, making it an ideal way to create social capital. In particular, football is a 143 

socio-motor sport of cooperation/opposition, which within the context of attack/defence 144 

represents a form of social activity that demands high levels of coordination as well as 145 

encouraging communication between teammates (passes, support, etc.) and opponents 146 

(scores, charges, intercepting the ball) [48]. We agree with other authors [49; 41] that sport 147 

foments interpersonal relationships, social inclusion, self determination and quality of life. 148 

Competitive team sports are characterised by intense social and physical contact. The 149 

context of sport represents society's virtues and defects on a large scale which may serve 150 

to reflect the socialisation of the athlete in the relationships formed with teammates, 151 

coaches, family and peers [50] as well as improving quality of life [51]. 152 

Finally, upon comparing QL variables between participants with DS and informants, 153 

it is clear that the former have higher perception compared to the latter. The results 154 

obtained coincide with those of [35], who concluded that the perception of people with 155 

intellectual disabilities was higher than the perception of the professionals in charge of 156 

them. However, in 1999 Stancliffe [52] found no significant differences between different 157 

informants. In 2017, Flórez [53] stated that the immense majority of people with DS are 158 

happy with their lives, appearance and personality. This may have caused them not to 159 

answer the questionnaire in an objective way. 160 

These significant differences affected the variables of self determination, material 161 

wellbeing, personal development and QLI in which the opinions of informants do not 162 

coincide with those of participants with DS. The informants acknowledged the difficulties 163 

people in their care have to take responsibility for themselves, participate independently 164 

in their environment, become economically independent and make autonomous decisions; 165 

this is in line with the findings of other researchers who indicate that the disabled perceive 166 

themselves as less self-determined than their peers without disabilities[32; 54; 55; 35].   167 

Perhaps the value of quality of life evaluated by participants with DS may generate 168 

debate regarding the reliability and validity of their responses [56]; however, knowing 169 

their opinions is necessary since quality of life has a very personal (subjective) side [57]. 170 

Some authors agree that subjective factors must be evaluated from the viewpoint of those 171 

with intellectual disabilities; to this end, abstract questions must be avoided in order for 172 

the members of this population to understand [58;59]. According to [60], there are 173 

significant differences between the perceptions of the disabled and those of informants. 174 

There are some limitations to the present study; one of these is sample size. Another 175 

is the fact that in spite of the league being mixed, no women participate in the Cordoba 176 

Football Club; therefore, gender based comparisons could not be made. It must be borne 177 

in mind that the impact of the practice of sport on different aspects of quality of life may 178 

be modulated by environmental or intrapersonal factors: age, sex, social skills, adaptive 179 

behaviour and degree of disability, as well as the kind of sport and access to other leisure 180 
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activities [61; 62]. Finally, other variables were not included, such as the need for support, 181 

living in assisted living facilities, or inclusion in a job placement programme. 182 

We suggest that future research should broaden the scale to include other Spanish 183 

teams of La Liga Genuine to contrast the opinions of participants with DS and informants 184 

regarding sports practice. 185 

 186 

5. Conclusions 187 

Participants with DS perceive that as they age, their physical wellbeing tends to de- 188 

crease. However, informants do not share this perception. The opinions of participants 189 

with DS and informants regarding gender showed significant differences, coinciding only 190 

in terms of emotional and material wellbeing. 191 

Scores for all variables were higher for those participants who said they did engage 192 

in practicing sports. However, informants did not perceive that QL depended on the par- 193 

ticipants with DS practicing sports or not. 194 

In general, differences of opinion between the subgroups of participants with DS and 195 

informants showed that results were higher in terms of perception for participants in the 196 

DS subgroup. 197 

In spite of the fact that the perception of informants provides a great deal of infor- 198 

mation regarding the QL of participants with DS, the latter should be involved in the 199 

evaluation process and their self perceptions taken into account. Therefore, self-reporting 200 

is a necessary tool for this population to be able to evaluate their own QL; avoiding ab- 201 

stract questions is fundamental to aid understanding. The ideal is a combination of self- 202 

reporting with reports by informants. 203 
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