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Chapter I

INTRODUCTION

Aging is an inevitable phenomenon in all biological species. It is
a relentless process in life, leading to its extinction. (Venkataraman,
1988) "An old man loved is winter with flowers" says a German
proverb. Rare and wonderful, it's rarity lying in numerous socio-
economic causes recognised and unrecognised, and it's wonder to be

attained through understanding.

Care of the elderly, as a complete science, is yet to emerge in
our country. World wide, the rising number of the 60 plus age group
is increasing. (O'Leary and D'Aiton, 1996) The compiexity of life,
pressure on family and social relations, the needful adjusting to
changes, etc. tax the elderly to a great extent and all the other obvious
limitations in finance, mobility and health often add to functional

disability, both physical and psychological of the elderly persons.

The elderly constitute one of the most rapidly expanding

segments of the population. A marked increase in life expectancy



witnessed by developing countries like India had lead to the
projection that in the future, three quarters of the elderly in the world
will be in these countries. It is conceivable that the prevalence of
adjustment problems of older people in these countries will increase

with aging of population.
Criteria of Ageing

The question arises as to what constitutes the aged? Is it
chronological age, physical appearance such as greving of the hair or
physical impairment or incapacity to work or psychological frame?
These questions assume importance in as much as physical and mental
status of aging persons vary from society to society. Among different
species man is one of the long-lived animals whose longevity depends
up on various factors such as climate, health, medical services,
education, economic conditions, social status, environment, etc. The
maturity gained by experience makes the aged useful for the
community, although having accomplished their 'main task' they are

no longer part of the mainstreams of society.

The definition of chronological age of the aged, varies from
society to society and in different periods of development in a given

society. In other words, the chronological definition is linked with life



expectancy. In India, when the average life expectancy was 27 years,
the age of retirement under the government service was 55 years of
age. A retired person was considered as aged or elderly. With the rise
in the expectancy of life, the age of retirement was raised to 58 years.
It is 60 years in non-governmental organisations such as public

/
undertakings and autonomous institutions including Universities.

Human life is divided into different stages such as childhood,
adolescence, youth, adultl-ood, old age, etc. Old age is generally the
chronological age and it varies for geographical reasons in a country.
It also. varies at different points of time. Chronological age is generally
used as an instrument of power and control. In advanced societies like
Japan, the majority of older people continue to work, except when

they stop work voluntarily or for health reasons.

Age grading is important as a way of distributing rights and
responsibilities. There is also an element of social utility in age-
grading. Chronological age and age-grading are therefore, two
approaches which need to be reconciled. Biological, psychological and
social factors are used in functional ageing. Finger dexterity, greying
of hair and opportunity for occupational advancement are the best
indicators of biological and social age. Thus, oldness is a state of mind.

The famous British philosopher Bertrand Russell in his nineties



participated in a race and a 103 year old woman felt happy over a
helicopter ride. Thus, the chronological age does not indicate oldness,

if the social utility for the functionality are kept in view.

Aging refers to the regular changes that occur in mature
genetically representative organisms living under representative

environmental conditions as they advance in chronological age.

Since almost all living organisms pass through a sequence of
changes, characterised by growth, development, maturation and

finally senescence. Aging, thus, presents a broad biological protlem.

Two conflicting views are held today by students of aging. One
considers aging as an involuntary process, which operates
cumulatively with the passage of time and is revealed in different
organ systems as inevitable modifications of cells, tissues, and fluids.
The other view interprets the changes found in aged organs as
structural alterations due to infections, toxins, traumas, and
nutritional disturbances or inadequacies giving rise to what are called

degenerative changes and impairments.

Aging may be described as a change in the behaviour of the
organism with age, which leads to a decreased power of survival and

adjustment. It is the deterioration of a mature organism resulting from



time-dependent, essentially irreversible changes intrinsic to all
members of a species, such that, with the passage of time, they become
increasingly unable to cope with the stresses of the environment,

thereby increasing the probability of death.

Ageing is a normal inevitable and universal phenomenon.
Literally it refers to the effects of age. Commonly speaking, it means
the various effects or manifestation of old age. In this sense it refers to
various deteriorations in the organism. While they have been usually
perceived as biological, the deteriorations in mental capabilities and
social adaptability is no less important. Ageing has thus three aspects
biological, psychological and social. But most of the definitions deal
with either of these three aspects, generally the biological aspect. It
would be worthwhile to cite here some of the definitions provided by

the researchers in the area.

For biologists and medical scientists ageing refers to
deterioration in physiological capabilities. Ageing may be defined as a
decline in physiologic competency that inevitably increases the
incidence and intensifies the effects of accidents, disease and other
forms of environmental stress. It occurs as a result of dominant
mutation, killings or incapacitating of the somatic cells. The changes of

ageing are also the results of accumulated, morbid and pathological



processes that eventually combines to bring about the destruction of
the individual. Biological ageing is in fact, the gradual decrease in the
adaptation of an organism to its normal environment. This reduced

adaptation to carryout various specialised functions. (Sinha, 1989)

Half a century ago India had a strong tradition of younger
generation respecting their parents, grandparents, teachers, bosses or
those seniors in age. Thus for a variety of factors - social, cultural and
economic, the old continued to be respected in Hindu society but
today this phenomenon is gradually being weake.ned by forces of
urbanisation and modernisation. Despite the fact that
institutionalisation of old people is looked down up on, a slow
beginning has been made in recent years by the government and
voluntary organisations who have started old age pension schemes,

institutions and day-centres for the old and the infirm.

Due to increase in the population of the aged, because of health
and medical measures, economic compulsions, modern education,
poor housing facilities and existence of programmes of social
assistance and welfare, the welfare of the aged is becoming an

important area of state intervention.



There has been no systematic study of old age in India till the
very recent times. The subject was totally neglected. It is recently that
new discipline like Geriatrics and Gerontology have been added to the
medical and social sciences. For the first time in 1972, an
Encyclopaedia of old age was published. The discipline of social
sciences too has contributed precious littie to the needs and problems
of the aged except in the content of study of the extended family or the

generation gap where the aged monopolised power.
Types of Age

The biological age of an individual can be defined as an
estimate of the individual's present position with respect to his

potential life span.

The psychological age by definition, refers to the adaptive
capacities of the individual, that is, how well they can adapt to

changing environmental demands in comparison with the average.

The concept of functional age is closely related to psychological
age. Functional age is an individual's level of capacities relative to
other of his/her age for functioning in a given human society. The
social age refers to the roles and social habits of an individual with

respect to other members of a society.



Age and Aging

Biological aging is most prominent and has figured widely in
common expression and even in scientific literature. With
advancement in chronological age, an individual passes through
different stages of life cycle. Every one attains old-hood at a particular
age. The question is at what minimum age a person should be called
aged? There is no uniformity about it. Some may argue for 55, 58, 60
or 62 years keeping in view the age of retirement. A few researchers in
India have accepted 55 years as the lower cutting point for the aged or
old. (Ramamurti, 1978; Soodan, 1975) It is held that a smaller sample
of extreme ages does not give any clue to at what age to start
declining. But in the strict sense of the term it differs from place to
place. A man living in America might not consider himself old even at
the age of 60+, and quite contrary to this, a person living in some
developing country or coming from low sccio economic status starts
becoming old even prior to the age of 55. So it appears that there
cannot be a strict demarcation line regarding the age when people
should be considered old. It is reported that aging varies from
individual to individual. One may lapse old at 50 or still young even
as an octagenian. It is here that psychologists and social scientists have

their roles to play. One may live a happy youthful life even in



advanced chronological age by developing appropriate attitudes and
style of life. Growing old is an inevitable phenomenon and none can
stop the wrinkles and greying hair, the gnarled hands and the slow

march of years that are not more.

Perception of a person as 'young' or 'old' also depends up on the
context in which the individual is perceived. For example, the 48 years
old Canadian Prime Minister was perceived as somewhat 'young' to
accede to his office, but 'old" for marrying a 23 years old woman.
Soodan (1975) has reported that aging has different meanings for the
different groups of people. For the politician, the bureaucrat, the
lawyer, the doctor, and capitalist it may mean the accumulation of
more wealth or the enhancement of power. For those in the middle
class, ageing may mean forced retirement and dependence on
provident fund or pension, which continue to loose its worth due to
inflationary pressures. For the poor and the working class, ageing may
mean a state of total dependence and object poverty. This brought the
concept of social ageing in the forefront. Accordingly ageing is

considered more as a cultural process rather than biological one.

Observations and research reports have, however, shown that
ageing is not a problem for all. For many it is a symbol of respect and

satisfaction in society. Evidence suggest that the problem is not so



much of 'being old'. The question is who are the persons really
affected by old age? It is basically a socio-psychological issue. Some
take retirement as a shock and punishment whereas for others it

works as freedom from a hectic routine or stereotyped life.

Aging is undoubtedly a very important phenomenon and in all
developmental plans for the twenty first century, it should be given
priority. Until quite recently, life was short and the fear of death
haunted the lives of the people. But with advances in modern
medicine and the extension of the health services into the far-flung
areas of our country, the life expectancy of our people has increased.
This situation has brought with it, its own attendant problems and has
alsc opened up new cpportunities. 1t calls for new services and new
outlets for a group of people who did not exist in such large numbers
in the past, to use their creative faculties for the betterment of society,

and willingness to venture into new area, which are as yet untapped.
Historical Perspective

In the primitive societies, security of the members of the family
and clan was very important for which the elders assisted by the
young were responsible. Thus, wisdom of the elders and the physical

strength of the young combined to guide and continue the family and

10



the clan. The older members in the family were then looked after in
their old age and also provided nursing care. This is considered as the
moral and social responsibility of the members of the family, an
expression of gratitude of the younger generation towards their elders
for what they had done for them in hearing, rearing, educating,
training and protecting them. The care of the aged also arouse out of
the fact that they had through their hard work and thrift created
assets, property and other means of production, leading to
employment and income generation for the younger generation to

survive.

It is observed that people of advanced age were rare in
primitive societies as few people lived to reach old age. This is
contrary to the belief that people lived longer in the early days. The
average age was probably less than 25 years. It is only during the last

two centuries that the average age has started to rise.

The conditions of old age in primitive and prehistoric societies
have been described in the writings of both ancient historians and
modern anthropologists. Their work, taken altogether, appears at first
sight to describe an astonishing diversity. The range of practices seems
to have been as broad as the limits of possibility. Herodotus tells us of

some tribes who worshipped their elders as gods and of others who

11



ate them. At one extreme were the Issedoness, who glided the heads of
their aged parents and offered sacrifices before them. At the other end,
were the people of Bacteria, who disposed of their old folk by feeding
them to flesh eating dogs; or the ancient Sardinians, who hurled their
elders from a high differential and shouted with laughter as they fell

on the rocks below.
Social Customs

The social customs in regard to attitude towards the elders
varied from society to society. However, the social customs invariably
reflected in the ceremonial occasions and conversation with the elders.
The stage beyond elderliness was called the stage of 'over-aged',

'sleeping period', 'already dead', or 'age grade of the dying'.

In societies with collectivist traditions like India the elders were
cared for better. Age was power in active politics. The nature of
authority depends up on the number of their years; this crowning
glory old age was 'power, authority and affluence.' In dying too, old
age was considered as a virtue when a person was freed from the
material prison of his/her own possessions. In the Mediterranean
world, a person was advised death unknown. Medical literature

indicates the aged among Greeks and Romans as being honoured.

12



Indian Society

In India a human being was expected to live a hundred years.
Wisdom and maturity was the hallmark of old age. The highest stage
of one's life was the stage of Vanaprastha where in a person would
serve the society by imparting religious educations and study of
Upanishads. This was the stage when a person received the highest

respect.
Ageing in Socio-cultural Perspective

Impact of socio-cultural factors on ageing has assumed
remarkable significance in recent yvears. At present the psychological
problems of old age seem to be a consequence of the democratising
effects of personal poverty, social alienation and cultural deprivation.
Old people in an affluent society suffer more from isolation because
they cannot look to their grown up children even for psychological
support. On the other hand, old persons in underdeveloped societies
depend more on family members and enjoy greater warmth of family
life. Traditionally the aged are given respect in Indian society. But the
various facts of advancement have been weakening the psychological
bonds between the young and the old. In the changing circumstances

life style of the individual has changed everywhere and so in India.

13



Apart from  socio-economic changes like modernisation,
industrialisation, price-rise and cost of living, increasing employment
of women in offices and in factories implies that they can spend less
time in taking care of the older members, specially those who require
constant care. Both young and old people look up on old age as a stage
characterised by economic insecurity, poor health, loneliness,
resistance to change and failing physical and mental powers. Ageing
represents one of many aspects of reality by which properties and
problems are constructed within the context of shared expectation
particular to specific groups. It is regarded as the total effect of all
changes which occur in a living being with increasing chronological
age and which render it more valuable or less viable. Similarly,
according to Birren and Renner (1977) "ageing refers to the regular
changes that occur in mature geneticaily representative organisms
living under representative environmental conditions as they advance

in chronological age." This definition has the following characteristics:

1. Ageing is a process of regular changes.
2. It occurs in mature genetically representative organism.

3. Itis a result of advancement in chronological age.

Although this definition is quite comprehensive, social aspect of

ageing has not been indicated clearly in it. Hence the slightly modified

14



definition that ageing refers to the regular changes that occur in
mature genetically representative organisms living under
representative environmental conditions including social ones, as they
advance in chronological age. Generally changes take place in four

main spheres - physical, behavioural, biological and intellectual.

Empirical studies have indicated that definitions relating to
ascription of old age as well as the characteristics associated with the
aged vary in different social categories. (Blau, 1973) In other words,
ageing does not depend only on biological conditions of the

individual.

PSYCHOLOGICAL THEORIES OF AGEING

Research in Psychology of aging has been guided by a diverse
collection of theories. Historically there are three approaches; the
aged, age, and aging: (a) the psychology of the aged focuses on the
behaviour of older people. Grounded in a stages of life perspective,
most studies of the aged demonstrate a thematic approach and little
coherence (e.g., studies of Alzheimer's disease, retirement,
widowhood, etc.), (b) The psychology of age studies age differences in
behaviour by comparing groups of people of different ages in cross-
sectional research. Productive research focuses on identifying the

causes and consequences of the processes responsible for age related

15



differences (e.g., processing speed, attention capacity, etc.) (c) The
psychology of aging studies behavioural patterns of change with age,
integrating both the psychology of age and the aged in longitudinal
research. In this article major but diverse psychological theories of
aging will be presented chronologically, to begin with early

nineteenth-century theorizing on processes of aging.

Classical Theories

(A) Developmental Tasks /Activity Theory

The theory proposed in 1948 by Robert ]. Havighurst
emphasizes the concept of developmental tasks in a life span. A
developmental task arises at or about a certain period in the life of the
individual, successful achievement of which leads to his or her
happiness and to success with later tasks, whereas failure leads to
unhappiness in the individual, disapproval by the society, and
difficulty with later tasks. All of these tasks have biological (physical
maturation), psychological (aspirations or values), and cultural
(expectations of society) bases. Havighurst has described the six
developmental stages or age periods, each with its own developmental
tasks namely, infancy and early childhood, middle childhood,
adolescence, early adulthood, middle age, and later maturity (beyond

age 60). The developmental tasks of later maturity, for instance, can be
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summarised as follows: (a) coping with the physical changes of aging;
(b) redirecting energy to new roles and activities such as grand
parenting, retirement, and widowhood; (c) accepting one's own life;
and (d) developing a point of view about death. Later on, the central
organising concept of age-related developmental tasks has been
named activity theory, as opposed to disengagement theory. (Schroots,

1996)
(B) Psychosocial Theory of Personality Development

With the publication of Childhood and Society in 1950, Erik
Erikson made a major contribution to the understanding of personality
development across the life span. Erikson formulated a psychosocial
theory of eight stages of life, each with its own characteristic crisis that
arises out of the conflict between two opposite tendencies. The
developmental task of each age period is to resolve its conflict, which
requires the integration of personal needs with the demands of
society. The successful resolution of each conflict leads to
developmental strength in terms of a new virtue. Failure, however, to
deal adequately with a task during its period of ascendancy is
damaging to personality development. For example, the last stage of
life, Old Age, refers to the opposite tendencies of "Integrity versus

Despair". At this point an individual's life either makes sense because
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of some cross-cultural, human principles or is marked by a sense of
despair, because it seems meaningless. The successful achievement of
integrity might lead, eventually, to the virtue of Wisdom. (Schroots,

1996)

(C) Counterpart Theory

James E. Birren, in 1960, presented a general theory of aging as
a counterpart of development. The use of the metaphor counterpart is
meant to express the idea that there are latent structures of behaviour
(emotions, cognitions, and motivations) carried forward from earlier
experience that interact with present situations. Aging is viewed as a
transformation of a biological and behavioural development of the
organism expressed in a counterpart manner in variable ecological

contexts.

Observations of old persons suggested that there is a pattern to
the changes that occur in late life, which are not merely the
consequences of chance. In explanation of these late-life patterns of
change, Birren noticed that natural selection as explanatory
mechanism is not very obvious because some of the patterns or
features in old persons (organisms) do not appear until long after the

age of reproduction has passed. He concluded, therefore, that these
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regularly appearing features (including longevity) must be a
consequence of traits that were selected for at the time of
reproduction. Briefly summarised, Birren's counterpart theory states
that any biologically based order in late-life characteristics must arise
in association from counterpart characteristics of development that

were subject to pressures of selection.

Birren has pointed out that behavioural factors can be involved
in the counterpart process, that is, that patterning of late-life events
could arise via natural selection of long-lived and intelligent persons.
For example, although individual differences in longevity do not
appear until long after reproduction has been completed, intelligent,
long-lived parents are able to provide an environment in terms of food
and protection favourable for their young to survive. In other words,
counterpart theory advocates indirect selection for positive late-life
characteristics that embrace a wide range of complex biological (e.g.,
potential for a long life) and behavioural (e.g., intelligence)
characteristics. As such, counterpart theory expanded the classical hill
metaphor of development and aging to include questions about their
relationships and how behaviour comes to be organized over the adult

years of life, if not over the whole life span. (Schroots, 1996)
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(D) Disengagement /Activity Theory

The term disengagement refers to the withdrawal of people from
previous roles or activities. Starting from the assumption that people
turn inward from middle age and on, Cumming and Henry theorized
in 1961 that this primary mental process produces (a) a natural and
normal withdrawal from social roles and activities, and (b) an
increasing preoccupation with self and decreasing emotional

involvement with others.

Disengagement theory encouraged the development of an
opposing theory of the aged, activity theory, which is based on the
concept of developmental tasks. According to its main proponent,
Robert J. Havighurst, activity theory states that in order to maintain a
positive sense of self, elderly persons must substitute new roles for
those lost in old age. As such, activity theory presents a more realistic

view of older people.
(E) Personality Theory of Age and Aging

In 1968, Bernice L. Neugarten and associates emphasized
personality type as a predictor for successful aging. According to
them, aging persons have differing capacities for coping with life

stress and for coming to terms with their changing life situations.
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Eight different patterns of aging have been distinguished, which
Neugarten named the Reorganizers, the Focused, the Disengaged, the
Holding-on, the Constricted, the Succorance-seeking, the Apathetic,
and the Disorganised. Briefly summarised, aging is viewed as a
process of adaptation in which personality is the key element. The
aging individual not only plays an active role in adapting to the
biological and social changes that occur with the passage of time but
also in creating patterns of life that will give the greatest ego

involvement and life satisfaction.
(F) Cognitive Theory of Personality and Aging

In 1970 Hans Thomae described briefly a cognitive theory of the
aging personality, one that is intended to integrate various biological,
sociological, and interactionist perspectives while at the same time
focusing upon the psychodynamics of aging. Central concepts in his
theory are those of perception, perceived situation, and perceived self.
Thomae postulates, for example, that perceived change rather than
objective change is related to behavioural change; and that change is
perceived and evaluated in terms of the aging person's dominant
concerns and expectations. Successful adaptation to age-related
changes, then, relates to the maintenance and restructuring of the

balance between cognitive and motivational systems; (e.g., the balance
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between acceptance of oneself as old or rejection of this perception,
which is one of the developmental tasks of aging persons). (Schroots,

1996)
Modern Theories

(A) Life Span Development and Aging

Since the beginning of the 1980s, Paul B. Baltes and his
associates have conducted a series of studies on psychological
processes of development and aging from a life span perspective. In
line with the tradition of life span developmental psychology,
development and aging are conceived as synonyms for behavioural
changes across the life span. Starting from these studies, Baltes has
developed a theoretical framework about the nature of human aging

from a psychological point of view.

Based on this framework, a pS};chologicaI model of successful
aging has been devised, named selective optimization with
compensation. The central focus of this model is on the management
of the dynamics between gains and losses, i.e., a general process of
adaptation, consisting of three interacting elements. First, there is the
element of selection, which refers to an increasing restriction of one's

life world to fewer domains of functioning because of an aging loss in
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the range of adaptive potential. The second element, optimization,
reflects the view that people engage in behaviours to enrich and
augment their general reserves and to maximize their chosen life
courses (and associated forms of behaviour) with regard to quantity
and quality. The third element, compensation, results also (like
selection) from restrictions in the range of adaptive potential. It
becomes operative when specific behavioural capacities are lost or are

reduced below a standard required for adequate functioning.

The lifelong process of selective optimization with
compensation allows people to age successfully, i.e., to engage in life
tasks that are important to them despite a reduction in energy. For
instance, the pianist Rubinstein remarked in a television interview that
he conquers weaknesses of aging (adaptation) in his piano playing in
the following manner: First, he reduces his repertoire and plays
smaller number of pieces (selection); second, he practices these more
often (optimization); and third, he slows down his speed of playing
prior to fast movements, thereby producing a contrast that enhances
the impression of speed in the fast movements (compensation).

(Schroots, 1996)
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(B) Reduced Processing Resources

For some time it has been generally accepted that there is an
average age-related decline in cognitive performance. Researchers
have advanced several explanations for this aging phenomenon, but
so far only the resource-reduction view has found wide support. In
this view, aging leads to a reduction in the quantity of one or more
processing resources, such as attentional capacity, working-memory

capacity, or speed of processing.

In a series of experimental studies, Salthouse and his associates
have focused on processing speed as the explanatory construct of
cognitive aging. Their findings indicate that processing speed is a
fundamental construct in human cognition, linked to explicit changes
in neural structure and functioning on the one hand and to higher
order cognitive processes like reasoning and abstraction on the other.
As such, Salthouse hypothesizes that processing speed may well

provide the cornerstone for integrative theories of cognitive aging.

The New Theory

(A) Gerotranscendence

In 1989, Lars Tornstam suggested that human aging, the very

process of living into old age, encompasses a general potential
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towards gerotranscendence, i.e., a shift in metaperspective, from a
materialistic and rational vision to a more cosmic and transcendent
one, normally followed by an increase in life satisfaction. On the basis
of qualitative and quantitative studies, Tornstam developed the
theoretical concept of gerotranscendence at three levels of age-related,
ontological changes: (a) cosmic level, for example, changes in the
perception of time, space and objects, increase of affinity with past
and coming generations, changes in the perception of life,
disappearing fear of death, acceptance of the mystery dimension in
life, and increase of cosmic communication with the spirit of the
universe; (b) self, for example, discovery of hidden - both good and
bad - aspects of the self, decrease of self-centredness, self-
transcendence from egoism to altruism, rediscovery of the child
within, and ego integrity; (c) social and individual relations, for
example, less interest in superficial relations, increasing need for
solitude, more understanding of the difference between self and role,

decreasing interest in material things, and increase of reflection.

Tornstam's theory of gerotranscendence is based on limited

empirical evidence yet it makes a promising attempt to integrate and

further develop some classical and modern psychological theories of

aging.
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(B) Branching Theory

In 1995 Johannes J. F. Schroots presented a brief outline of a
dynamic systems theory of aging, called gerodynamics. This
comprehensive theory in statunascendi is based on general systems
theory, notably the Second Law of Thermodynamics and dynamic
systems theory (chaos theory). The Second Law states that there is an
increase of entropy or disorder with age in living systems, resulting in
the system's death. Chaos theory postulates that internal or externai
fluctuations of dynamic, far from equilibrium systems can pass a
critical point - the transformation point - and crate order out of
disorder through a process of self-organizatior, that is, a process by
which a structure or pattern of change emerges with the passage of
time. From this metatheoretical viewpoint, the aging of living systems
can be conceived as a nonlinear series of transformations into higher
and/or lower order structures or processes, showing a progressive
trend toward more disorder than order over the life span, and

resulting in the system's death.

Gerodynamics lies at the root of a new aspect theory of aging,
called branching theory. The basic principle of this theory is the
bifurcation or branching behaviour of the individual at the biological,

psychological, or social level of functioning. Metaphorically speaking,
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bifurcation means that the fluctuating individual (organism) passes a
critical point - the bifurcation, branching, or transformation point -
and can branch off into higher and/or lower order structures or
processes. Higher and lower order structures can be translated in
terms of mortality (probability of dying, life expectancy), morbidity
(disease, disorder, disability or dysfunction) and quality of life (well
being, life satisfaction). For example, traumatic life eventé and a
healthy life style may result in lower and higher order structures,
respectively, and consequently in higher and lower probabilities of
dying. It should be noted, hoWever, that lower order bifurcations at
the biological or psychological level of functioning (e.g., illness or
divorce) do not always result in lower order branching behaviour; i.e.,
some people are strengthened by illness, and divorce may have a
positive rather than a negative effect on mental health in terms of life

expectancy and quality of life.
Psychological Perspectives on Successful Aging

One way or another, all gerontologists are implicitly interested
in understanding successful aging. Biologists and physicians are
interested in understanding why some cells, tissues, and organs
decline with age, why others do not. Psychologists are interested in

understanding why some individuals adapt more easily to the
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challenges of aging than others. Successful aging does not mean
"optimal" or "problem-free" or "better than average". For psychologists
successful aging implies that individuals are satisfied or contented
with their lives - that they have found ways of maximizing the
positives in their lives while minimizing the impact of inevitable age-

related losses.

One danger that arises about "successful aging" is that it seems
to set up the expectation that there are "norms of success", or that we
expect all individuals to have a positive old age. For some, a concept
like "successful aging seems to set up the expectation that we can have

an old age that an old age that is without loss or decline.

More recently, psychologists interested in successful aging have
tried to argue that it does not necessarily mean a universally positive,
unburdened old age. A single individual may be physically ill but
psychologically strong, feel despair about family but contentment
about work, and experience great dissatisfaction but a profound sense
of meaning in life. Indeed, it is argued that, we cannot predict what
any given individual's successful aging will look until we know what
are the domains of functioning and goals that individual considers
important, personally meaningful and in which he or she feels

competent.
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In studying successful aging, psychologists generally seem to
focus on whether elders' experience life satisfaction and well being.
This approach has a long tradition in aging research (Erikson, Erikson,
and Kivnich, 1986) and certainly characterizes much of the
contemporary scholarship on the topic (for example, Baltes and Baltes,
1990; Brandtstadter, Wentura, and Greve, 1993; Schultz and
Heckhausen, 1996, Marsiske, Klumb, Baltes, 1994; Ryff 1991;
Whitbourne, 1985). In popular terms, successful aging research can be
likened to the cliché, "It's not how old yoﬁ are, it's how old you feel."
Psychologists, thus, focus on the meaning and well being that
individuals maintain in the face of objective losses in the body and

mind.

It is a fact that elderly's health and health related problems are
examined using a multi disciplinary approach. But unfortunately this
multidisciplinary attempt has not resulted as a unified
conceptualisation of the meanings of stress and social support, their
role in well being and mental health, or even how to measure them. In
fact, specific theories about the relation among stress, social support
and well being/mental health are rare and empirical tests of

hypotheses stemming from such theories are rather non-existent.

(Beehr and Bhagat, 1985; Fisher, 1989)
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MENTAL HEALTH

Mental health is a condition of psychological maturity; a
relatively constant and enduring function of personality. It is a
condition of personal and social functioning with maximum of
effectiveness and satisfaction. Mental health involves the positive

feelings and attitudes towards self and others.

The concept of mental health is as old as human being. Ancient
Indians had many scholars who authentically defined that concept of
mental health and described the ways to promote it. The Adharva
veda, the Charaka Sambhita, the Susrutha Samhita and Astangha
Samgraha have references about mentally healthy persons, diseases of

the mental and specific interventions for enhancing mental health.

The notion of menial health is purely subjective and pertains to
the inner frame of reference of the individual. Consistency of
behaviour is an important characteristic of mental health. It is
categorically stated that a feeling of well being cannot be connected as
a dependable criteria of mental health. Individuals may be happy
under different conditions. But to explain their contentment as mental

health is not always valid. Mental health to a large extent is dependent
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on sound physical health as is implied by the old phrase 'a sound

mind in a sound body'.

A positive attitude towards oneself and other; growth,
development and self-actualisation, integration, autonomy,
environmental mastery and perception of reality are also considered

as significant in defining mental health.

Mental health is considered as the balanced development of the
individual's personality and emotional attitudes which enable him to
live harmoniously with his fellowmen. It was not exclusively a matter
of relation between persons. It was also relation of the individual
towards the community, towards the society, institutions, which, for a
large part guide his/her life, determine the way of living, working,
leisure and the way he/she learns up and spends money, the way

he/she sees happiness and stability. (Altschul and Simpson, 1977)

Kornhauser (1965) considered mental health as a combination of
psychological and behavioural attributes, some of which the person
must possess above a required minimum and others of which signify

better mental health, the more they were present.

According to Bhatia (1965) mentally healthy person was one

who is self-confident and can live effectively. He lives in the world of
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reality rather than fantasy, and capable of tolerating frustration, such

a person lives a well-balanced life of work, rest, and recreation.

Caplan (1969) defined mental health as the potential ofa person
to solve his/her problems in a reality based way within the framework

of his/her tradition and culture.

Mental health is said to be a state of mind characterised by
emotional well being, relative freedom from anxiety and disabling
symptoms, and capacity to establish constructive relationships to cope

with the ordinary demands and stresses of life. (Goldenson, 1984)

The term mental health has an interesting history within the
general area of occupational psychology. In practice two main uses of
the term mental health were evident in the occupational literature.
(Murrell, 1978) The first was the notion of positive mental health
(Argyris, 1951; Allport, 1958; Jahoda, 1958) which at an empirical
level, found its best known expression in the work of Kornhauser
(1965). This refers to behaviour, attitudes, and feelings that represent
an individual's level of personal effectiveness, success, and
satisfaction. However, because of the rather vigue and general nature
of positive mental health, thus defi‘ned, other authors concerned with

this concept have drawn upon a wide range of empirical studies in
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order to examine its relevance as a dependent variable in occupational
settings. In a review by Kasl (1973), for example, one finds
consideration given to studies which other authors would categorise
as Vpertinent to job satisfaction, role ambiguity and conflict, trust,

stress and so on.

Mental health is not a representation of any psychodynamic
unit but a loose description, designated for an overall level of success,
personal satisfaction, effectiveness and excellence of the individual's
functioning at present. It is needles to mention that mental health aids
the aged in developing moral and disciplined life for their own
growth and development and that of other. Higher index of mental
health indicates high individual effectiveness, and good individual

effectiveness reflects health and well being.

As pointed out by many, mental health is not absence of mental
illnesses, nor it is a feeling of well being. But, however the concept of
mental health involves these two psychological aspects along with
other qualities like positive feeling and attitude towards self to others,
consistency of behaviour, absence of emotional and nervous tensions,
discords and conflicts. A mentally healthy person has a wholesome,
balanced personality and he/she is capable of its full and harmonious

functioning which gives satisfaction to the self and others.
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A Mentally Healthy Person and Behavioural Patterns

Behavioural pattern of mentally healthy persons may be

described as follows:

1. Sense of responsibility: Mentally healthy persons will have a
sense of responsibility. They are sensitive to their needs and
those of others and attempt to satisfy these needs for their own
and others welfare respectively.

2. A sense of self reliance: Mentally healthy persons will have
confidence in their judgement and ambitions and view set backs
as problems to be solved rather than an occasion for display of
anger and emotional outburst.

3. A sense of direction: Mentally healthy persons will have a clear
concept of life goals and put their full energy for its attainment.

4. A set of personal values: Mentally healthy persons will have a
philosophy of life that is based on convictions, beliefs and goals
that contribute to their happiness and that of others around
them.

5. A sense of individuality: Mentally healthy persons recognise
themselves as separated and distinct from others around.

(Chauhan, 1986)
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Important characteristics of mentally healthy person include:

0 Environmental mastery,

o Undistorted perception of reality including empathy and
social sensitivity,

0 Integration,

o Autonomy, and

o  Self-development/self-actualisation, including conceptions

of self, motivational process and investment in living.
STRESSFUL LIFE EVENTS

Life events is a category of environmental measures that happen
or perceived to happen to people. Life events are defined as
occurrences of disruptions which result in because of the failure of
routine methods for managing threats. (Cross, 1970) A stressful life
event, depending. up on its time of occurrence, duration and
disruptiveness is a crucial factor having impact on the physical and

mental health and well being of the elderly.

Tension and stress have become the part and parcel of life. The
20t century has been branded as the age of stress and anxiety.
Stressful circumstances are encountered everyday and at every stage

of human development. From the very moment of birth itself, right
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through to adolescence, the young meet unavoidable sources of stress.
From weaning and toilet training, as babies, to the process of formal
education and learning social skills, stress is encountered in varying
degrees. Selecting a job and entering into it is the main developmental
task of the adulthood and the source of stress. Role changes,
diminishing social and economic status, physical and mental decline

etc; cause stresses and strains for the aged.

Definitions of stress have focussed on stimulus - as an external
negative force implementing on an individual, response - as an
individual's emotional and/or physiological response to extérnal or
internal environmenta! events and interactional elements and as a
person - environment problem, resulting from perceptions and
appraisals of one's internal and/or external environments. (French,

Rodgers and Cobb, 1974)

Selye (1974, 1976), the pioneer of stress research was the first to
conceptualise the psycho physiological responses to stress. He
considered stress as a non-specific response to any demand made
upon organisms. He labelled three phrases of defense reactions that a
person establishes, when stressed as the General Adaptation
Syndrome (GAS), Selye called the defense reactions 'General' because

stressors had effects on several areas of body. 'Adaptation’ refers to a
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stimulation of defenses designed to help the body adjust to or deal
with the stressors. And 'Syndrome' indicates that individual pieces of

reaction occur more or less together.

The word stress comes from the Latin word 'stringere’ which

means 'to draw tight'.

Morgan et al. as cited in Kumar and Rao (1998) defines stress as
"an internal state which can be caused by physical demands on the
body (disease conditions, exercise, extremes of temperature, and the
like) or by environmental and social situations which are evaluated as
potentially harmful, uncontrollable, or exceeding our resources for

coping."

McGraw as cited in Kumar and Rao (1998) however, held stress
occurs when there is a substantial imbalance between the demands of
the environment and the response capability of the person. This
includes the idea that the person at some point anticipates that he may
not be able to cope adequately with the imbalance. This automatically

assumes that adaptation is important to the person.

Kimble et al, as cited in Kumar and Rao (1998) held that stress is

"a general term which includes situations that threaten the adaptation
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of an organism; and the physiological and psychological responses of

an individual to a threat to his or her integrity."

According to Schuller as cited in Kumar and Rao (1998), "stress
is a dynamic condition in which an individual is confronted with an
opportunity, constraint, or demand related to what he/she desires and
for which the outcome is perceived to be both uncertain and

important."

Lazarus (1971), whilst pointing out that both the environmental
stimulus and the reacting individuals were vital elements. His
definition refers, then, to a very broad class of problems that
differentiates other problem areas as they deal with any dermands
which tax the system. It may be a physiological system, or a
psychological system and the response of that system. He goes on to
say that the reaction depends on how the person interprets or
appraises (consciously or unconsciously) the significance of a harmful,

threatening or challenging event).

According to Holmes and Rahe (1967), stress can be defined as
an event that involves a major change in person's ongoing life pattern.
It is the product of our times, whereby man is driven to tension and

despair. A Person under stress develops a negative attitude to his/her
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job, performs his/her job improperly, feels bored and dejected,
his/her decision making is impaired and he/she becomes the victim
of a variety of psychological and physical illnesses; for temporary

solace he/she may even turn to alcoholism and drugs.

Stress is the emotional and physiological reactions to stressors.
A stressor is a situation, demand or circumstance which disrupts a
person's equilibrium and initiates the stress response. Various factors
may serve as stressors for the aged. For e.g. family problems,
boredom, role conflict and role ambiguity, poor interpersonal
relations, lack of participation in family affairs and lack of
respectiveness, financial problems, etc. Chronic stress is a major health

problem causing agent in most of the developed countries.

Stress may be referred to as the pattern of specific and non-
specific responses individuals make to stimulus events that disturb
their equilibriurh and exceeds their ability to cope. Stress beyond a
minimal level threatens the well being of the individual. Reactions to
stress depend on many factors including a person's competencies,
level of stress tolerance, supports available and the like. Both personal
and environmental conditions are crucial in determining the stress
reactions and very often these are the results of interplay of a

combination of inner and outer determinants.

39



Stress occurs as the cumulative effect of many kinds of
frustrations, conflicts and pressures associated with every day living.
When feelings of personal adequacy and worth are threatened, it leads
self-devaluation. Self-devaluation plays a crucial role in the

development of mental illness.

Many obstacles, both external and internal, interfere with
individuals' need gratification and complicate their efforts to maintain
and actualize themselves. Such obstacles place adjustive demands or
stress on them and when the stress is excessive it overtaxes their
resources and leads to a breakdown of integrated functioning.
Frustrations, conflicts or pressures may create stress situations to form

serious threats to the welfare of the elderly.

The effects of stress were many and varied. Some effects, of
course, were positive, such as self-motivation, stimulation to work
harder, and increased inspiration to live a better life. However, many
effects of stress were disruptive and potentially dangerous. (Cox,

1978)

The effects of stress depend up on its severity: mild stress seems
to improve the performance and functional efficiency of the

individuals; severe stress seems to impair integration and
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effectiveness and excessive stress results in breakdown of the

physiological and psychological functioning.

More and more psychologists, both in India and abroad, are
devoting their attention to the area of stress as no one is left
untouched by this phenomena in modern times. Stress is causing
havoc in all societies. It is viewed as the greatest health risk of modern
times. It is known to be the major contributor to coronary heart
disease, lung ailments, cancer, accidental injuries, cirrhosis of the
liver, suicide and many other ailments. The three most frequently
prescribed medications in most of the countries are an ulcer
medication, a hypertension drug and tranquilizer - all products of

stress.

Stress is responsible not only for our physical illness but also for
our mental health. It seems to be a cause of much of our unhappiness,
irritability, anxiety, depression, dissatisfaction and psychosomatic

ailments.

No issue in the psychology of health is of greater interest and
importance than whether and how stress influences adaptational
outcome such as well being, social functioning and somatic health.

(Lazarus and Folkman, 1984) .
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The causes of stress can be either pleasant or unpleasant,
internal or external, but they all demand readjustment or adaptation.
It is an adaptive response, mediated by individual characteristics and
for psychological process, that is a consequence of any external action,
situation or event that places special physical and psychological

demands upon a person.

Review of various definitions of stress brings to the light that
stress i a complex structure and has following characteristics: (1)
Stress is multifaceted. There are multiple causes and multiple
outcomes of stress. (2) Stress involves both physiological and
psychological states. However, psychological states can both cause
and be caused by physiological states. (3) The siress process evolves
and develops overtime. These are both short-term and long-term
causes and short-term and long-term effects of stress. (4) The factors
that cause stress are called stressors, e.g., physical, environmental and
social situations. Once the stress takes place it can manifest itself in

various responses. For example, a person may give:

(a) Emotional response - like sadness, anger, irritation,

frustration, rage, anxiety, etc.
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(b)  Behavioural response - like changes in performance, poor
concentration, forgetting, lessened productivity, inability
to get along with others.

(c)  Physiological responses - like head ache, high blood
pressure, ulcers, heart diseases, cancer, etc.

(d) Cognitive reactions like lower self esteem, serious forms

of depression, tendency to commit suicide, etc.
ADJUSTMENT

Adjustment may be defined as the ability of an individual to
adapt to the changing roles, operations and structures of environment.
Adjustment is manifest in one's attitudes and behaviour and it is

influenced by past and current life experiences.

The search for the key to satisfactory adjustment in old age and
its relation to mental health has been one of the challenging topics
within the field of psychological and social gerontology. Some of the
earliest research are personality and social development in later life;
addressed the complex issue of identifying the best of the most
successful way for the individual to age. The results of such studies
suggest successful adjustment to the aging process as involving the

ability to maintain a consistent view of the self over time. In addition,
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the individual must accommodate the physical changes brought about
by aging. These accommodations are facilitated by coping strategies
that enhance the individual's emotional state and present the
individual with viable ways of making practical changes that can
compensate for whatever losses occur in physical and mental

functioning. (Whitbourne and Cassidy, 1996)

Contemporary researchers are still directing their efforts to the
search for the optimal path to adjustment to the demands and
challenges presented by the aging process and in turn to elderly's
mental health. It is now recognised that adjustment and mental health
in the aged reflects multidimensional influences of biological,
psychological and social processes that have operated throughout the

individual's life course.

Adjustment means changes in behaviour to confirm to the
cultural and social expectations of the environment. The concept of
adjustment implies a constant interaction between person and his/her
environment, each making demands on the other. That is to say,
sometimes adjustment is achieved when the person yields and accepts
conditions which are beyond his/her power to change and sometimes
it is attained when the environment yields to the persons' constructive

activities. In most cases, adjustment is a compromise between these
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two extremes and maladjustment is a failure to reach a satisfactory

compromise.

Dictionary of behavioural science defines adjustment as a
harmonious relationship with the environment involving the ability to
satisfy most of one's needs and meet most of the demands, both
physical and social that are put up on one. It is the process of trying to
bring about a balance between needs, stimulus and the opportunities
offered by the environment. It is the process by which a living
organism maintain the balance between his/ her needs and
circumstances that influence satisfaction of needs. It involves

reconciliation of personal and environmental demands.
SOCIAL SUPPORT

The Danish proverb "No one is rich enough to do without a
neighbour" expresses the idea underlying much of the current
thinking about social support that hurnan beings look for. It is a truth
that no individual is capable of satisfying all his/her needs and every
human life is dependent on some support from others. The need to be
accepted and to belong is one of the basic needs of an individual. This
is met first within the family and then broadens to include educational

and community settings and then finally to occupational context.
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In family based societies like India support, whenever and .
wherever is required, is provided predominantly by family members,
be it spouse, children, relatives, friends or neighbours. The primary
providers of emotional support for older people are their close friends
whose relationship is based on "equal status". (Ishin-Kuntz, 1990)
Friends may also provide complementary support for older people
who have suffered the loss of a loved one. Religious practices and
belief in God also provide support to elderly especially when they feel
lonely and rejected. For a lot of people they are source of comfort and
for a majority they may also act as a healthy coping strategy to handle

problems.

Social support refers broadly to the structure and content of
social relations upon which individuals draw for help, advice and
understanding when faced with stress. It is reported that among those
persons who experience undesirable life events. Social support offers a

cushioning effect that reduce their stress.

SIGNIFICANCE OF THE PRESENT STUDY

The world is experiencing an actual demographic aging of the
planet. (Galambos and Rosen, 1999) According to US Bureau of

Census (2000) the world's elderly population, aged 65 and over, grew
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by more than 795,000 people a month, during the year 2000. It is
estimated that by 2010, the net increase in this population will be
847,000 per month. In many countries, oldest old group, those aged 80
or over, is the fastest growing portion of the world population. The
population of elderly in India, over 60 years, rank second in the world.
The absolute population of the aged over 60 years was about 76
million in the year 2001, and expected increase to 137 millions by 2021.
It is obvious that as the number of elderly grows the number of those
who fall into the various high-risk categories such as physically ill and
disabled, emotionally distressed, cognitively impaired, financially
disadvantaged, physically and emotionally abused and socially

isolated - also grows.

Aging invariably involves losses of health and vitality, social
roles and relationships, economic status and positive identity. Even in
societies where elderly people were respected and their competence
and wisdom valued, the status of elderly is changing. Their skills and
experiences are increasingly becoming irrelevant to the fast changing
economic and social conditions of their countries. The needs of the
elderly in those countries are often viewed as problems of an

unproductive minority. Old age is also stereo-typically viewed as
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linked to decline diseases, death, depression, disability, dementia, and

as such a drag on the society.

Institutionalisation generally occurs as a function of disabilities
combined with insufficient social support to maintain the fragile older
people in the community. (Shans, 1979) Very often the typical elderly
person who is institutionalised is one with problems of in activities of
daily living. Empirical evidence suggests that elderly persons are not
dumped but placed in nursing homes as a last resort after alternatives
have been exhausted and family members have endured severe stress.

(Tobin and Lieberman, 1976)

A survey of old age homes shows that more and more
institutions will be required in future for the poor, destitute, sick and
handicapped elderly. Among the old age homes in India, 88 per cent
provides residential facilities for the aged. (Arora and Chadha, 1995)
A major handicap of these residential homes is that a majority of them
lack the physical environment that functions to maximise the activities
of daily living, opportunities for social interaction, individual's choice

and independence.

The joint family system and the traditional pattern of living

prevailed in Kerala had helped to cushion many of the concomitants
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of aging. But modernisation, urbanisation and changing life styles
have brought about the breaking down of joint families and
diminishing acceptance of family responsibilities toward elderly
people and this has lead to institutionalisation of elder people. (Arora

and Chadha, 1995)

Worldwide elderly constitute one of the most rapidly
expanding segments of the population. Caring for this huge segment
and meeting their needs is becoming a great challenge in the new
millennium. Maintaining health and quality of life in the aging

population has become the greatest concern of many countries.

Research in geriatrics and gerontology in India has attained
recognition only recently. Studies in mental disorders, including that
of older people has been the focus of investigation for over two
decades. One of the first major studies conducted by the Indian
Council of Medical Research on the 'Problems of the aged seeking
psychiatric help' report that 43% of the study sample suffered from
depressive illness, 59 percent showed the prevalence of Mental
Morbidity. Several other studies conducted by ICMR, as well as All
India Institute of Medical Sciences, New Delhi, also report older
people as suffering from mental disorders, depression being the major

illness among them. (Shah, 2003)
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There is no doubt that health and well being in older age are the
result of experiences through out the life span. Hence, people of ail
ages could be encouraged to take steps to ensure greater health and
well being in later years for themselves and their communities. This,
however, needs the information about aging and the aged. How life
courses and events stress them and how network relations facilitate
successful aging. This information and its multifactorial nature are not
easy to come by since one requires data to know the extent and

distribution of mental health problems among the elderly.

The present study is an attempt in this direction. The present
study specifically reads as: MENTAL HEALTH OF OLDER PEOPLE
IN RELATION TO STRESSFUL LIFE-EVENTS, ADJUSTMENT AND

SOCIAL SUPPORT.

Addressing the issue of mental health in elderly people is not
simple. Because mental health of the aged is severely challenged by a
number of psychosocial factors. Hence an attempt is made in the
present study to assess the role of these factors like stressful life
events, adjustment and social support on the mental health of the
elderly. Effort is also made to examine the significance of personal
demographic factors such as sex, income, education, marital status etc.

on their mental health.
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OBJECTIVES

The present study is planned among the elderly people with the

following objectives:

1.

To examine the association of mental health status and its
different measures namely, self-evaluation, social
orientation, personal integration, independence,
environmental mastery and feeling of well being with
some psychological factors e.g., life stress, general

adjustment and perception of social support.

To assess the nature and extend of the influence of these
psychological factors in relation to living conditions and
sex of the elderly on their mental health status and its

related measures.

To examine the role of some demographic factors namely,
age, locality, education, income, occupation, marital
status and family type on mental health and its related
measures, and to compare institutionalised and non-

institutionalised elderly on relevant factors.
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HYPOTHESES

In accordance with these objectives the few general hypotheses

were formulated:

1. General mental health status and its different measures
are significantly related to life event stress, general

adjustment and perception of social support.

2. Living conditions, sex and life event stress of the elderly,
independently, as well as in combination, influences their

mental health and its different measures.

3. Living conditions, sex and general adjustment of the
elderly, independently and in combination, influence

their mental health status and its different measures.

4. Living conditions, sex and perception of social support of
the elderly, independently and in combination, influence

their mental health status and its various measures.

5. Personal demographic factors such as age, education, sex,
occupation, income, marital status, type of family,
religious background and involvement in leisure

activities influence elderly's mental status.
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Chapter II

REVIEW OF LITERATURE

The present chapter provides a brief review of available studies
on mental health and related measures in relation to life event stress,

adjustment and social support.
Mental Health and Stressful Life Events

The stressful events as causes of illness have a long tradition in
human history. In contemporary societies, stresses of one or the other
kind have become a common source of threat to mental and physical
health and well-being of the people. They have become characteristic
features of modern life. This situation has emerged in the context of
unprecedented technological change, accompanied by
industrialisation and increasing attraction to consciousness as an
average urban person has become a constant struggle with pressures,
conflicts and limits. The stresses are continuously worked and escape
from them has become impossible. These developments have made

stress a central phenomenon of interest to the students of many
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disciplines namely medicine, psychology, sociology, and
anthropology. (Ramalingaswami, 1990) While the context and sources
of stress have been studied by different disciplines at different levels,
its analysis remained the major concern of psychologists. As a result in
the last few decades the nature and dynamics of stress and health have

received considerable attention by psychologists around the globe.

The possible influence on social support and stress on well-
being (health) and health behaviour has attracted the interest of
psychologists, sociologists, anthropologists, and other public health
professionals having different perspectives and orientations. (Adler
and Mathews, 1994; Beehr and McGrath, 1992; Cohen and Syme, 1985;

Sarason, Sarason and Pierce, 1990; Veiel and Baumann, 1992)

How chronic stresses and daily hassles affect the emotional well
being of individual has been subject of serious study during the 2nd
half of the 20th century. The relationship between life stress and illness
onset has been demonstrated by many investigators. (Green Jr. et al,
1956; Fischer et al, 1962; Hawkins et al, 1957; Kjaer, 1959; Rahe et al,
1970; Smith, 1962; Weiss et al, 1957) Individual's perception of life
events as problematic for social readjustment also seems to cause

illness. (Ramamurti, 1996)
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The early phase of stress research had a characteristic emphasis
on the prediction of illness rates from knowledge of stressful life
events. The role of social environments (Brown and Harris, 1978;
Dohrenwend and Egri, 1979; Kruez et al, 1972; and Paykel et al, 1969)
and socio-cultural change as stressful and thus precipitating
physiological and mental disorders has been stressed in a number of
studies. Life events such as change in socio-economic status (Cassel,
1966), change in occupation (House, 1981; Cohen and McKay, 1984)
and loss of job (Kasl et al, 1968) have been implicated as iliness
producing stressors. Johnos et al, (1993) have suggested that many
rural elderly experience high levels of stress and strains due to life

events and show poor health.

Death of loved ones is found as a stressful event precipitating
cause leading to diseases. (Renner and Birren, 1980) Evidences are also
indicate relationship between somatic symptoms, depression and life
events in elderly males and females. Depression was found to be the
most significant factor in the development of somatic complaints.
Studies by Rozzine (1996), Schulz and Williamson (1993), Smallegan
(1989), Ramamurti (1996), Ramamurti and Jamuna (1984, 1992) reveal
that life events are important co-factors in defining well-being of the

elderly.
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In a significant study Curtis, Groarke, Coughlan and Gsel (2004)
examined the extent to which psychological stress, social support and
clinical disease indicators predict physical, social and psychological
well being in patients with rheumatoid arthritis. The results revealed
that higher perceived stress and lower social support did associate
with poor emotional adjustment. While social support did not mediate
the relationship between psychological stress and adjustment, the use
of venting emotions as a coping strategy was a mediator of the
association between stress and negative affect. Perceived stress was

found as a better predictor of positive and negative emotionality.

Stress is referred as one of the discomforting responses of a
person in a particular situation. Stress research indicates that stress
experienced as a result of major life events will have a significant
impact on physical and psychological health of the elderly, when
coupled with functional decline a person's perceptions of the life event

became negative and leads to disease and disorders in later life.

A host of studies have suggested a positive relationship
between stressful life events and subsequent illness. (Wolf, 1950;
Schmale, 1972; Holmes and Rahe, 1967; Grant et al., 1974) A similar
though less consistent relationship between the onset of psychiatric

illness and life events has been reported. (Brown and Birley, 1968;
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Eisler and Polak, 1971; Uhlenhuth and Paykel, 1972; Patrick et al.,

1978; Hudgen, 1974; Paykel, 1974)

In the case of elderly women the onset of middle and old age is
likely to bring with it several stresses and strains. Age related physical
changes and the resulting psychological disturbances may lead to
greater maladjustment and mental health problems in the aged people.
(Indira and Murthy, 1980a, 1980b; Jaiprakash and Murthy, 1981, 1982;

Rangaswamy et al., 1982; Jamuna, 1984)
Mental Health and Adjustment

In Ancient India old age is considered a time for moving
towards higher goals of self realisation and wisdom. This philosophy
which practiced prepared the aged for a calm, and peaceful period of
life. However, in Modern India old age is increasingly being perceived

as a period of liability and problem.

Adjustment is the ability to adapt to the changing roles,
structures and operations in the environment. The search for
understanding successful adjustment in old age has lead to a
significant body of work within the fields of psycho-social
gerontology. These works points out that successful adaptation to the

aging process involves the ability to maintain a consistent view of the
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self overtime and to adjust to the changes brought about by the
process of aging. It is accepted that adjustment to old age reflects
multidimensional influences of biological, psychological and social
processes that have operated through the persons' life course.
(Whitbourne and Cassidy, 1996) According to Lehner and Kube (1964)
and Coleman (1956) adjustment is a continuous process of interaction
between ourselves and our environment and it is the effectiveness of

an individual's efforts to meet his/her needs.

Adjustment in the aged is a relatively well researched area in
psycho-social gerontology. Aging brings about changes not only in
physical appearance and functioning, but also in psychological
functions and social roles. Old people have to adjust to several loss,
loss of physical vigour, loss of job due to retirement (Desai and Naik,
1969), loss of a spouse and often, loss of social states and economic
stability due to retirement. Change in roles and lowered status are
found to cause distress in old age and adjustment is found to decrease
with age. (Paintal, 1991; Shirolkar and Prakash, 1996) Studies show
that non-working older people report more adjustment problems than
those who have a job or are capable of working. (Jayashree and Rao,
1991; Singh, Singh and Dawra, 1983) Adjustment in old age is

correlated with education, occupation, income and social class
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(Anantharaman, 1979) and health is found as a best predictor of life
satisfaction of the aged. (Hosmath et al, 1993; Prakash, 1992; 1995;

1997; Ramamurti, 1996)

In a study conducted among 150 women retirees Dhillon and
Singh (2005) examined the role of health, social support, leisure
activities and stress on adjustment. Analysis showed health, social
support, leisure activities and experienced stress as contributing
significantly to their adjustment. The findings suggaested that probably
participation in leisure activities and social support from colleagues,
friends and family enhances both physical and mental health which in
turn buffer the effect of experienced stress and thereby promotes

better adjustment.

Life dissatisfaction is a crucial factor leading to poor mental
health in the elderly persons. Life dissatisfaction is the internal feeling
of unhappiness which results from several deleterious changes
associated with old age such as reduced income due to retirement, loss
of meaningful roles, reduced social status, abundant leisure time
without suitable avenues for spending time, poor social interaction
and compromised quality of life, widowhood and dependence

increase the vulnerability of women to mental health problems.
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Depression, lower life satisfaction and higher psychological distress

are more among elderly women.

Ott (2003) found complicated grief in the spousal bereavement
process as associated with an increz;se in mental and.physical health
problems. Those with complicated grief experienced more additional
life stressors, perceived less social support and achieved less clinically

significant improvement than those with non-complicated grief.

It is estimated that there are nearly 4 million severely mentally
ill among the aged in India, yielding a mental morbidity rate of
89/1000 as compared with 263/1000 in the limited kingdom. There is a
prevalence of affective disorders and.genetic depression. Increased
agitation and restlessness, rarity of ideas on guilt and sin, higher
frequency of somatic and parancid symptomatology are also reported
among elderly by Rao (1991). Self destructive and suicide behaviour
are common in the elderly. (Rao, 1997) Khandelwal, Ahuja and Gupta
(1992) reported behavioural problems such as stealing, delusions of
abandonment, delusions of infidelity, suspicion, wandering and

aggressiveness in the aged.

Vulnerability of the elderly to mental health problems results

from psychosocial factors as much as from biochemical and
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morphological changes in the aging brain. A significant finding,
having sociological implication, is the high rate of morbidity in the
widowed persons. Eswaramoorthy (1991) found adjustment of rural
aged as affected by insecurity caused by widowhood. Jamuna (1994)
points out that loss of spouse in wound brings about feeling of
isolated and low socio-economic status and this in turn causes stress.
Women experience more economic and health problems which may be
responsible for their poor adjustment. It is observed that
predominance of unfavourable events is likely to lead to psychiatric

symptoms.
Mental Health and Social Support

Evidence accumulated from a good number of research argues
that social support influences mental health and well being of the
elderly persons. It seems that general positive feelings from close and
important others are likely to promote overall well-being. In the face
of specific crisis or events, specific types of support from specific

others are likely to be most effective resources.

Substantial evidence has accumulated over the years indicating

that people who have larger social networks, more social supports are
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better integrated into the social fiber of their community and are less

likely to die prematurely. (Antonucci, Sherman and Akiyama, 1996)

Impressive research has documented the association of
individual's evaluation, perception of, or satisfaction with, the
relationships to mental health. While some studies indicate that size of
the network is the best predictor of well being and mental health,
other evidence suggests that although objective measures such as
social network characteristics are useful, the most predictive measures
are those that assesses the individual's subjective evaluation of the
social relationships. Studies conducted among American and French
elderly representative population indicate that although both objective
and subjective measures of support are significantly related to
depressive symptomatology, subjective measures, such as satisfaction
with the quality of the relationship, have a greater inhibiting effect on
depression than more objective measures, such as number of social
ties. (Akiyama, Antonucci and Campbell, 1990; Antonucci, 1994; and

Antonucci, Fuhrer and Jackson, 1990)

Additional evidence suggests that family and friends may
function quite differently, although both play an important role in the
well-being of the elderly. Family relationships, under normal

circumstances, make an important contribution to well-being. When
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conflict is minimal and normal positive relationships are maintained.
Under these conditions older people report relatively stable levels of
well-being. When such relationships either do not exist or are
conflictual, a negative impact on well-being is usually evident.
Another long standing finding is that friend, but not family, relations
have significant positive effects on the mental health of the elderly.
(Johnson and Troll, 1994; Antonucci and Jackson, 1987 and Lee and

Sheban, 1989)

In their study, Berkman (1984), Cohen and Willis (1985), Cohen
and Syme (1985) reported that social support mediates the effects of
life stress on health and well being. Chadha and Kanwara (1998) have
also ascertained the effect of social support on the mental of elderly. In
their study of institutionalised and non-institutionalised elderly, the
authors report that non-institutionalised elderly seem to get more
social support and hence are found less depressive and lonely

compared to their institutionalised counterparts.

It is proposed that social relations with non family peers are
critical and that the confident relationships array may be more
important to the quélity of life and well being than the quantity of
interaction with either family or friends. (Chappell, 1991) Role of

social network relates in enhancing well being of the elderly has been
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confirmed by a number of earlier studies also. (Chadha and Mangla,

1991; Kahn and Antonucci, 1980)

Research evidence show that presence or absence of family
support affects general well being in old age. Institutionalised elderly
are found to experience a lower sense of general well being. When
compared to those who live with family lack of family support, and
poor quality of life are found to lead to mental health problems in the
elderly. (Ara, 1997; Arora and Chadha, 1995) Women who are forced
to live in old age homes seem to suffer great distress in terms of poor
health, more emotional problems, low self conception and less social
interaction than older women living with families. (Patel and Kamala,

1995)

There is a dearth of empirical research done in India on
relationship of the aged beyond their family. While the core of a
person's network will be his/her family. One can assume that there
will be important relationships with neighbours, co-workers, friends
and various others within the social world of older Indians. Chadha,
Aggrawal and Mangala (1990) in a study examined the problems of
the elderly using network approach. They concluded that family and
friends provide support that are associated with positive changes

among older individuals. The elderly who are retired, widowed and
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belonging to rural areas, scheduled castes and low socio-economic
status constitute the most vulnerable section of the aged population to
face mental health, physical health problems and social isolation.

(Prakash, 1987)

Significance of family support as a crucial factor for the better
psychological well being of elderly is emphasized by Pinto and
Prakash (1991) also support networks enable the old person to relate
to others in community where they live. (Chadha, 1990; Jamuna, 1987;
1991; Ramamurthi, 1991; 1992; Ramamurthi and Jamuna, 1990; 1992

and 1993)

Cropley and Steptoe (2005) in a study examined whether
functional social support buffers the effects of chronic and recent life
stresses as physical symptom reporting in men and women and
assessed whether perception of support remain stable over time. It
was concluded that social support moderates the impact of recent but

not chronic life stress on physical symptoms reporting.

Research on social support has shown that supportive
relationships are associated with lower illness rates, faster recovery
rates and higher levels of health care behaviour. (McIntosh and

Shifflett, 1984) Studies on gender differences agree that differences
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exist in the social networks and social worlds of men and women.
Women have broader social ranges than men (Powers and Bultena,
1976; Antonucci, 1985; Kahn and Antonucci, 1983 and Kohen, 1983)
and they turn more to their intimate ties in times of need than men
(Powers and Bultena, 1976 and Antonucci, 1985). Women also seem to
have larger social networks (Arling, 1987; Depner and Ingersoll, 1982),
more frequent social contacts (Antonucci, 1985; Arling, 1987 and
Chatters et al, 1985) and greater number of close relationships than
men (Depner and Ingersoll, 1982). It is also reported that gender
differences in social support are conditional on the events that cause
men and women to seek out support. (Krause and Keith, 1989) This
leads to the assumption that there is likely to have differences between
elderly men and women with respect to the quality of support they

receive and its effects and their mental health.

Family, friends and colleagues can help to prevent illness by
providing affection and approval, confidence and encouragement,
information and advance. Taken together, the benefits that others
provide to us in facing the challenges of life are called social support.
Social support is particularly necessary in times of stress and crisis.

For example Gore (1980) in a study of men who had lost their jobs
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found less illness, lower cholesterol levels and loss depression among

those men who had supportive marriages and friendships.

Antonucci and Akiyamma (1987) suggested that social
relationship in the context of individual, family, and societal
development have both a buffering and main effect on well being
depending up on situational and developmental characteristics of life

episodes.
Social support helps people cope with stress in two ways:

(1)  Friends can provide emotional support by helping us to
understand and interpret potentially stressful situations
in ways that are less threatening. They can help us to
relax, to maintain a sense of humour, and to feel more

optimistic about the future.

(2) Supportive others can provide information and
encouragement that helps us to behave in healthier ways

such as to stay on diet or to stay away from cigarettes.

Aging takes place within a social context. At each phase of
human cycle, the individual belongs to a variety of kinship and social
groups. The extent to which an older person is enmeshed within a
social network of kin, friends and neighbours will greatly affect their
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experience of aging. This is a critical issue in gerontology that needs to
be studied with the changing demographics in our country from
public, state and personal levels. Optimisation of the role of informal
social supports from family, friends, and neighbours has thus emerged

as an important social and public priority.

Antonelli, Rubini and Fossone (2000) in their study,
institutionalised and non-institutionalised people show that the
institutionalised elderly have mere negative self concept, lower levels
of self esteem and restricted interpersonal self as compared to non-

institutionalised.

Barrett (1999) examined the role of social support (measured as
presence of a confident perceived social support, and frequency of
formal interaction) in determining life satisfaction among the never
married. Results indicate that age moderates the effect of marital
status on social support. In the analysis of life satisfaction, marital

status and social support are found to be significant predictors.

Baxter et al. (1998) studied the demographic and social network
factors associations with perceived quality of life in a sample of rural

Hispanic and non-Hispanic white elderly. The findings suggest that
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network size and contact are important social factors that can improve

the quality of life for both ethnic groups.

Bowling (1994) studied the implications of social networks and
supports among older people and their implications for emotional
well being and psychiatric morbidity. The study contents that there is
fairly strong empirical evidence of relationship between social-
support, network structure and health status mortality and risk of

entry into institutional care.

Heidrich et al. (1993) investigated how the self-system mediates
for physical health and mental health among the elderly. It was found
that social integration and social comparisons mediated the effects of

physical health and psychological health.

Johnson et al. (1992) studied the families and social networks of
150 adults (85 years and above) using both structured and open ended
questions to determine the extent to which the family functions as a
source of support for the oldest old. Subjects with children were
significantly more active. 30 per cent of the childless and unmarried

were not active providers of support.

Gray and Calsyn (1989) studied 70 subjects (60 + ages) on social

support and disengagement and activity theory. The results indicated
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that stress has more of a negative impact on the life satisfaction of
those under age 75 years than those over 75 years, social support has
more of a positive effect on life satisfaction in those under 75 than
those over 75 of age, and the buffering effect of social support is
stronger in the under 75 age group. The analysis supported the first

two hypotheses but the third one did not find any significant support.

Conner et al (1979) found that both number and frequency of
social ties were unrelated to life satisfaction although kin and children
play a central role in the support network of elderly family availability

and interaction exhibit little relation to subjective well being.

Blazer and Kaplan (1983) conducted a study to assess social
support in elderly community population. The results indicate that
role and attachments, frequency of interactions and perception of
social network each predicted a change in self-care capacity, i.e.,

activities of daily living.

According to Shyam and Yadav (2005) life satisfaction of the
aged is determined by social and financial support as well as activities

of daily living.

Social involvement promote adequate psychological functioning

that help individuals face life crises. Many studies in aging emphasize
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that interaction with others is important in optimal adjustm_ent.
(Neugarten, Havighurst and Tobin, 1961, Maddox, 1963) Social
support contributes to well being by meeting the basic needs for
affiliation and attachment (Robinson and Garber, 1995) and lessons the
distress associates with negative life events (Heller and Swindle, 1983;
Kessler and McLeod, 1985; Kessler, Price and Wortman, 1985; Mitchell,
Billings and Moos, 1982; Thoits, 1982). Beneficial effects of social
support on mental and physical health have been reported by
Curtona, Russel and Ross (1986), Subrahmanian and Asha (1991),

Fokkema (2002) and Anna and Asha (2006).

Baum and Buxley (1984) compared differences in perceived age
and death anxiety in 301 elderly persons for community affiliated,
community alienated and institutionalised. It was found that single
subjects were poorer in emotional health and had more death anxiety

whereas community affiliated ones showed lesser death anxiety.

Chopra and Anand (2001) found that people living in families
as compared to old age homes when measured on psychological and
social aspects were better. Family residents were fully engaged in
social activities and well connected with kith and kin. They had a

positive outlook to life and power to fight against the odds.
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The review of studies conducted in India and abroad
demonstrates that social support network is a key variable in the area
of geriatric studies. Provision for social support seems to influence

nearly all the aspects of elderly's lives.

Chadha énd Kanwara (1998) compared institutionalised and
non-institutionalised elderly and found significant differences on
social support, depression, and loneliness. The study also returned
negative and significar:it correlation between social support and

loneliness.

Chadha and Nagpal (1991) conducted a study to find out
differences, if any, between institutionalised and non-institutionalised
subjects with respect to social support network and life satisfaction.
The results of the study indicate that, social network size of
institutionalised group 1is significantly smaller than their non-
institutionalised counterparts; non-institutionalised elderly have
higher life satisfaction as compared to the institutionalised; and that
social support and life satisfaction are significantly related to each

other; males being significantly higher than females.

Kaur and Kaur (1987) carried out a study in Hissar on 60 males,

aged 55 years and above. The study revealed that the social support
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network of the aged is a major contributor to their general sense of

well being in spite of the age related problems.

Desai and Naik (1969) conducted a comprehensive study and
found that family support solves health and financial problems
adequately. The younger member of the family perceive the need of
family support and provide for them. The researchers however do not
print a rosy picture of the aged and stressed that family patterns in

India are changing.

The association among sources of social support, life events and
psychiatric morbidity has been examined by Vaananen, Vahtera, Pintti
and Kivimaki (2005). They report that low support from one's partner,
co-workers and supervisor is positively related with psychiatric
morbidity. The support of friends seems to lower the risk of
psychiatric morbidity after death or severe illness in the family and
after interpersonal conflict. High post-event network heterogeneity

also lowers the risk of psychiatric morbidity after financial difficulty.

In another study by Li, Liang, Toler and Gu (2005) have
examined the effects of gender and pre-bereavement social support
from three different sources namely, spouse, adult children and

friends, on widowhood adjustment among older adults in China.
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Multiple regression analysis suggests widowhood as having a
negative mental health consequences for older Chinese. Social support
from older children seems to buffer the deleterious effect of
widowhood, whereas spousal support during the marriage increases
one's vulnerability. Support from friends, however, do not appear to

have a significant effect.

Giles et al. (2005) examined social networks with children,
relatives, friends and confidents predict survival in older Australians
over 10 years after controlling for a range of demographic, health and
life style variables. The study revealed a smaller effect of greater
networks with confidents. The effects of social networks with children
and relatives were not significant with respect to survival over the
following decade. It was also reported that survival time of the elderly

may be enhanced by strong social network.

Mental Health / Related Measures and Personal
Demographic Variables

In one of the first major studies by the ICMR on the "Problems
of the Aged Seeking Psychiatric Help", it was observed that 43% of the
study group suffered from depressive illness, while the prevalence of
mental morbidity was observed to be 59 per 1000. In a larger

population based study conducted under the ICMR on "Health care of
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the rural aged", the prevalence rate of mental morbidity was observed
to be 89/1000. This rate of prevalence of mental morbidity in older
people is much more when compared to the meta-analysis using 15
epidemiological studies, which calculated the prevalence of mental
morbidity to be 73/1000 in the total population. In a study of a
community near Chennai, the prevalence rate of mental morbidity in
those aged 50 and above was found to be 349 per 1000. In the Severe
Mental Morbidity Survey undertaken by the ICMR, it was estimated
that a total of 1.2 million elderly were suffering from mental illnesses.
In a study on "Gero-Psychiatric Morbidity" conducted by ICMR in
Uttar Pradesh, Psychiatric Morbidity was found to be 42.4% in the

geriatric group as compared to 3.97% in the non-geriatric group.

Documented research suggests the role of a variety of socio-
personal factors in causing higher morbidity and mortality in the aged

population.

According to Blazer (2003) depression is the most frequent
cause of emotional suffering in later life and it significantly decreases
quality of life in older adults. Psychological well being in older adults
is also related to factors such as age, education, marriage, race and

subjective health. (Levin, 1994)
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Hossain (2004) in his study of elderly population in Bangladesh
reported that for elucidating and predicting the aged characteristics,
age and sex patterns, labour force participation, marital status,
retirement age, home for elderly and social support are key factors in

aged characteristics.

Jamuna, Lalitha and Ramamurti (2004) in a significant study
examined the impact of widowhood on their psychosocial status. They
reported that onset of widowhood for most of the older widows, leads
to development of psychosocial problems and low self-esteem. The
study indicated that the socio-economic status, age, and psychological

health were the significant contributants to self-esteem of widows.

Patel (2003) studied the effect of institutionalised living on
death anxiety and psychological well being of elderly. The results
revealed that institutionalised living did not have any significant
impact on death anxiety among elderly people. The institutionalised
aged experienced poor sense of psychological well being than non-
institutionalised aged. A significant negative correlation was observed

between death anxiety and psychological well-being.

Sangeeta (2002) in her study on the Life Satisfaction and Values

in Retired Women confirmed that well-adjusted retired women
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emphasized values based on 'Personal Growth' as centrality of life
satisfaction. Post-retirement work status was not a significant variable
in determining the life satisfaction since both groups comprising
working and non-working retired women emphasized close
relationships and spiritual awareness as the dimensions of adjustment
and life style activity. It is concluded that life satisfaction in retired
people is a function of close family ties focus on spiritual growth,
physical well being and involvement in greater number of social

activities.

Srivastava and Sweta (2002) in their study on 'Effect of Living
Arrangement and Gender Differences on Emotional Status and Self-
Esteem of Older Aged Persons' confirmed the effect of living
arrangement and gender differences on emotional states and self-
esteem of old aged people. The results indicate that emotional states
like anxiety, depression and guilt are more in old people living in
institutions/ashrams. Living away from their children, family and
relatives, economic insecurity, establishing living conditions or a sense
of lost youth and approaching death are the major cause of emotional
states in old institutionalised people. Gender differences were also

found in this study. Old aged females suffer more from stress,

depression, guilt and extraversion feelings. Findings also reveal that
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the living arrangement of the aged was significantly related with the

self-esteem of these subjects.

Mental health advantage of marriage had been confirmed in the
study conducted by Strohschein, McDonough, Monette and Shao
(2005). The study also reports that short term effects of moving into
and out of marriage on psychological distress are similar for men and

women.

The literature on subjective well-being among the elderly
population assumes importance considering the fact that it
encompasses the life time approach. In spite of the fact that lack of
consensus on the definition of the underlying construct of well being
has certainly proved to be a hindrance, a few researchers have

attempted to explore well being, as a requisite of mental health.

Chen and Silverstein (2000) explored the relationship between
intergenerational, 3039 older Chinese parents - findings revealed that
providing instrumental social support to children and satisfaction
with children directly improved elder parent's well-being. Well-being
in late life is also significantly influenced by several externally
generated factors such as social resources, income and negative life

events. (Fry, 2000)
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Gee (2000) examined role of living arrangements in quality of
life in community dwelling elders. 830 persons were interviewed on
three dimensions of quality of life-satisfaction, well-being, and social
support, for living alone, with spouse, and intergenerational. Findings
highlighted the importance of living arrangement and quality of life.
Few differences were found for married persons but for widows
especially females; quality of life want down significantly with

decreasing support.

A longitudinal study conducted among older Australian women
of the age 70+ (Lee and Russell, 2003) revealed the effects of physical
activity on their emotional well being. It is reported that higher levels
of physical activity associates with higher scores on emotional weli
being. Those who had made transition from some physical activity to
none generally show more negative changes in emotional well being
than those who had always been sedantary while those who

maintained or adopted physical activity have shown better outcomes.

According to Oliver, Kolt and Schofield (2006) participation in
regular, moderate, intensity, physical activity is related to a multitude
of physical and psychological health benefits in older adults. Kalavar
and Jamuna (2006) point out that older adults who are physically

active have lower morbidity and mortality rates than inactive adults.
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In a study on leisure time activities and adjustment among elderly,
Asha (2001) reports that leisure activity participation facilitates home,

health, self and general adjustment of the elderly people.

The effects of leisure time activities on life satisfaction in the
pre-retirement and post-retirement periods for males and females was
examined by Bharadwaj and Chadha (2005). The results revealed
significant positive correlation between leisure time activities and life
satisfaction. Ramamurti (1991) found self acceptance, self perception
of health, self rating of ability in activities of daily liviﬁg, belief in
after death and karma philosophy is contributing to life satisfaction of
the elderly. Gender is reported to play a significant role in life

satisfaction by Chadha (1991).

Leitner and Leitner (2005) also point out that effective use of
leisure time has a great impact on the physical and mental health of

the individuals.

Chadha (1989) studied the impact of institutionalisation on the
psychologicalwell-being. It was found that older people in institutions
as compared to others are worse on psychological well-being and their
depression level is high as compared to non-institutionalised older

persons.
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Impact of income, education, religion, family size, location of
living etc. on problems of elderly women has been examined in a large
number of studies. (Agnihotri, 1976; Atchley, 1976; Paintal, 1979;
Ramamurti, 1970; Anantharaman, 1979, 1980; Kessler and Cleary, 1980;
Oja, 1984) Sex is reported as having significant effect on elderly's
adjustment and elderly males are found as experiencing more health
problems, emotional and social problems than elderly females. It is
also found that locality of living is not significantly related to elderly
women's emotional and health problems as well as problems at home.
However, rural elderly women are found to experience more problems
of social adjustment than the urban elderly women. (Asha and

Subrahmanian, 1990)
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Chapter III

METHODOLOGY

This chapter provides a description of the sample of the study
and the tools used for the collection of data. It also describes the
standardisation of mental health inventory developed for use with the

elderly people who serve as sample for the present study.
Sample

The sample for the present study consists of 194 elderly people
of the age range 65 to 80. They include people from three institutions
for the aged where they have spent a minimum of 3 to 5 years and
homes in and around Calicut and Malappuram districts of Kerala.
Institutionalised elderly include 51 males and 46 females and those

from homes also include 51 males and 46 females.

Sample break-up

Total sample of elderly people

( 914)
| |
Home Institution
(9I7) (917)
[ ] [ ]
Male Female Male Female
(51 (46) (51) (46)
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Care was taken to select elderly from rural and urban areas and
from various religious groups so as to make the sample representative
of the aged population in the districts from which the study sample

was drawn.

Non-institutionalised people belong to middle socio-economic
status families. To get a more or less matched group of
institutionalised elderly, they were selected from old age homes

having comparably good facilities and living conditions.

Multistage random sampling procedure was adopted to select

the subject of the present study.

Tools Used

The following tools are used in the present study:

1. Personal Data Sheet

2. Mental Health Inventory

3. Presumptive Stressful Life Event Scale (PSLE-scale by
Singh, Kaur and Kaur, 2002)

4. Adjustment Inventory (Subrahmanian and Asha, 1989)

5. Social Support Scale (Asha, 1998)
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1. PERSONAL DATA SHEET

This is used to collect background information with respect to
personal factors such as education, marital status, living conditions,

occupation, locality of living, etc.
2. MENTAL HEALTH INVENTORY

Mental health is a condition of having a feeling of well being, a
zest for living, a positive appraisal of oneself, a feeling that one has
control over his/her environment and the capacity to develop and use
one's potentials. Mental health is a crucial factor that influences

individual's behaviour, performance and life satisfaction.

The Mental Health Inventory was prepared based on the recent
research works carried out in different areas of Gerontology to assess
the totality of mental equilibrium. The present scale includes items
from six areas of mental health namely, self-evaluation, social
orientation, personal integration, independence, environmental

mastery and feeling of well being.
Preparation of the Preliminary Form

The present inventory is used as a measure of mental health of

the elderly people.
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Items for the inventory were constructed based on the
information collected from community mental health centres,
counselling and guidance climes, reported experiences of elderly as
well as from research reports on the problems of elderly people. The
items were phrased in such a way that the aged people could easily
recognise the feelings described by the items. Thus a total of 65 items

were prepared.

These items were given to a group of experts in the fields of
Psychology, Sociology, Psychiatry and Geriatric Medicine. They were
requested to comment/modify and/or suggest changes or new items
as they thought appropriate. After taking into account the
modifications/changes suggested by the experts, the result was an
inventory containing 60 items. Of these 40 items were positive and 20
items were negative in nature. The positive statements were
intermingled with negative statements to reduce the likelihood of
response set occurring. An attempt was made to retain approximately

the same number of items from each area included in the inventory.

The items in the inventory were written in Malayalam, the
mother tongue of the subjects. The subjects were directed to indicate
their responses in the five-point scale provided with the inventory.

Specific instructions were given on the facing sheet of the inventory

85



itself. The subjects were requested to mark their responses by putting
'v'' marks in the appropriate spaces provided in the five point scale in
the inventory. The preliminary form of the inventory as given in

appendix .
Pilot Study Sample

The sample for the preliminary testing consisted of 382 older
individuals in the age group of 60+ in and around Calicut and
Malappuram districts of Kerala. It included 210 males and 172
females. Care was taken to make the sample representative of the aged
population in the districts by including subjects from both sexes of the
Hindu, Muslim and Christian communities, from different socio-
economic groups as well as from rural and urban areas. A multistage
random sampling procedure was employed for the selection of the

sample.
Administration and Scoring

The test was administered individually. The subjects were
tested from their own home, in most cases. Maximum effort was taken

to avoid distraction and presence of others while testing. After
establishing good rapport with the subject the bio data were collected

as a first step. In the case of educated subjects whose reading and
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writing abilities are not affected by aging the test booklets, answer
sheets and pen are handed over. Then they were instructed as follows:
"This is a test to see how you view the different kinds of statements
offered to you. It is to see how far you agree with each statement and
thereby to assess your mental health. There are 60 statements in this
test. You have to read each statement carefully. If you agree with it,
put a 'v"' mark in the answer sheet given to you at the appropriate
space in the five point scale provided. Please try to mark answers for
all the statements and do not waste time pondering over any
particular one. Your responses will be kept confidential. Please answer

to the statements as you feel for the first instant."

In the case of illiterate subject, the information given by
him/her was marked on the answer sheet by the investigator. Here,
after establishing good rapport, the general information about the test
was given. An interview with a slow and steady way of reading out
the statements in the inventory was adopted. The answers were

properly recorded.

Scoring of the items was done using scoring keys. There are five

alternate responses such as 'always correct', ‘'often correct’,
'occasionally correct, 'rarely correct' and 'wrong' with scores 4, 3,2,1,

and 0 for each item. Negative items are scored in the reverse order. A
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high score indicates good mental health whereas a low score shows
poor mental health for the full scale as well as in each measure (sub
scale) of the MHI. The sum of scores in all the six-sub scale is

considered as the score for general mental health.

Item Analysis and Item Selection

In the present study from among 382 answer sheets a total of
370 answer sheets were taken for item analysis purpose. The extra
answer sheets were discarded by picking out answer sheets at
random. Then the item analysis was done following the procedure
suggested by Ebel (1972). The items having the discrimination index of
0.16 and within the difficuity indices range of 0.25 to 0.80 were
included in the final form of the inventory. (Mathew, 1982) Details of

item selection are given in appendix II.
Mental Health Inventory - Final Form

44 out of 60 items in the preliminary form were retained in the
final form of the Mental Health Inventory (appendix III). A few
sample items from the final form are: (1) I have confidence in me, (2) I

have good relationship with neighbours.

The 44 items in the final form of Mental Health Inventory are

arranged in the six areas of mental health is follows:
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(i) Self evaluation 8 items
(ii)  Social orientation 6 items
(iii)  Personal integration | 8 items
(iv)  Independence 9 items
(v) Environmental mastery 6 items
(vi)  Feeling of well being 7 items
Mental Health Inventory - Sub Scales
Concept Interpretation:
Sub Scales Description
1.  Self Evaluation Belief in oneself - positive self
concept - ability to manage

2. Social Orientation
3. Personal Integration
4. Independence

effectively at times of crisis - sense

of identity

Social commitment, concern for
social and cultural values - ability to
maintain warm, rewarding

friendships - social sensitivity

Emotional simplicity - ability to deal
with and solve problems and make
use wise decisions - resistance to
stress - having personal values -

respectful of facts

Autonomy in thinking and action -

ability to manage things on their
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5. Environmental

Mastery

6. Feeling of Well-being

Reliability

own - regulation from within - sense

of individuality

Feeling off having control over one's
own environment -respectful of
rules and ability to adapt changes in
the environment - good
interpersonal relations - efficiency in

problem solving, work and play

Having zest for living - feeling of
satisfaction and contentment - not
being worried unnecessarily -
keeping a well balanced mind
amidst life problems - positive
feeling and attitude towards self and

cthers.

Test-retest reliability, with an interval of two weeks between

testing, for 33 older subjects of the age 55.67 is found to be 0.79. Odd-

even reliability for a group of 36 elder adults of the age between 55-67

is 0.85.

Validity

Correlation coefficient, when the scores in the MHI, for 30

elderly with a mean age of 62.84, are correlated with their scores in

PGI General Well-being Measure (Verma and Verma, 1989) is 0.84.
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The reliability and validity coefficients of the inventory indicate
that its items are consistent and reasonably dependable for the

purpose for which it is used.
3. PRESUMPTIVE STRESSFUL LIFE EVENT SCALE

This scale is a Malayalam translated version of the Presumptive
Stressful Life Event Scale (PSLE Scale) by Singh, Kaur and Kaur (2002).

It assesses individual's responses to stressful life events.

PSLE Scale consists of 51 items comprising personal,

impersonal, desirable, undesirable and ambiguous events.
Administration and Scoring

PSLE sale was administered individually. Scoring was done as
per the directions given in the manual. A high score is regarded as an

index of high stress.
Reliability and Validity

PSLE scale in English was translated to Malayalam by an expert
in both languages. Then the Malayalam scale was re-translated to
English by another expert. Further, a third expert had compared the
Malayalam and English versions with the original scale. Since no

change in the meaning/content was noticed in the translated versions,
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it is concluded that the Malayalam version retains the quality of the
original sale and hence reliable for use in the present study to assess

stress.

Stability coefficient, with an interval of 3 months in between

testings, is found to be 0.67.

Efficacy of the scale to differentiate between subjects who are
highly stressful and less stressful is taken as an index of its validity.
When PGI Health Questionnaire - N2 by Verma and Wig (1976) was
used as a measure of health status it was found that subjects with high
neuroticism score experience significantly greater stress (mean = 55.30;
SD = 20.15) than those with low neuroticism score (mean = 40.00; SD
=8.63). Significance of the difference in mean stress scores at .01 level
with a t-value of 2.78 shows that the scale is capable of discriminating

people based on their level of stress.
4. ADJUSTMENT INVENTORY (Subrahmanian and Asha, 1989)

This inventory assesses the nature and extent of day to day
adjustment of the elderly. It consists of 66 items related to five areas of
adjustment namely home, social, emotional, personal and health

adjustment.
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Administration and Scoring

The inventory was administered individually. Each subject was
tested at his/her residence or at the institution where he/she stays.

Scoring was done with the help of scoring keys.

A high score in each area is indicative of good adjustment in
that area whereas a low score is indicative of poor adjustment. The
total of the scores in all the 5 areas will give a composite score of
general adjustment. Here also a high score shows good general

adjustment and low score shows poor general adjustment.
Reliability

Reliability of the inventory was found by test-retest as well as
split-half method. Test-retest reliability is 0.95. Split-half reliability

reported is 0.77.
Validity

Validity was ascertained by correlating the scores in the
Adjustment Inventory with those in the English version of Adjustment
Inventory by Ramamurti (1978). The correlation coefficient obtained is

0.73.
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5. SOCIAL SUPPORT SCALE (Asha, 1998)

Social support scale is used to measure perceived social
support. It assesses seven relational provisions, namely, attachment,
social integration, reassurance, reliable alliance, guidance and
opportunity for nurturance as identified by Weiss (1974) and

provision for psychological safety.

All these provisions are needed for individuals to feel
adequately supported and to avoid loneliness, although different
provisions may be most crucial at different stages of life cycle. Each of
these provisions may be obtained from a particular kind of
relationship, but multiple provisions may be obtained from the same

source. The seven relational provisions in social support scale are;

1. Attachment: A sense of emotional closeness and security
usually provided by a spouse or lover.

2. Social integration: A sense of belonging to a group of
people who share common interests and recreational
activities - usually obtained from friends.

3. Reassurance of worth: Acknowledgement of one's

competence and skill - usually obtained from co-workers.
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4. Reliable alliance: The assurance that one can count on
others for assistance under any circumstances usually
obtained from family members.

5. | Guidance: Advice and information usually obtained from
teachers, masters, or parent figures.

6. Opportunity for nurturance: A sense of responsibility for
the well being of another - usually obtained from one's
children.

7. Psychological safety: A sense of belief in God or divine

power.
Administration and Scoring

The SS Scale can be administered individually or in group. The
measure asks the subject to rate the degree to which they perceive
their social relationships are currently supplying each of the
provisions. Each provision is assessed by four items, two that describe
the presence and two that describe the absence of the provisions. The
subjects are to indicate on a 4-point scale, ranging from 'completely
true' to 'not at all true', the extent to which each statement describes

their current relationships.
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For the scoring purposes the negative items are reversed and
summed together with the positive items to form a score for each
social provision. Total social support perception score is derived by

summing the seven individual provision score.
Reliability and Validity

The internal consistency for the total score was fairly high

ranging from 0.81 to 0.90 across a variety of samples tested.

Odd-even reliability of the full scale was established as 0.86.

Validity coefficient of the full scale was assessed by correlating
the scores on the Social Support scale with those on Perception of
Community Support Inventory (Subrahmanian and Asha, 1989) The

correlation coefficient was found as 0.90.
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Chapter IV

RESULTS AND DISCUSSION

The hypotheses formulated are tested applying different
statistical techniques such as correlational analysis, analysis of

variance (3 way) and t-tests. Data are analysed using Statistical

Package for Social Sciences (SPSS).

The results are interpreted and discussed in the following

pages. The results are presented in three parts:

Part A : Mental Health measures in relation to Life Event
Stress, General Adjustment and Perception of
Social Support.

PartB : Mental Health measures by (i) Living
Arrangement, Sex and Life Event Stress, (ii) Living
Arrangement, Sex and general Adjustment, and (iii)

Living Arrangement, Sex and Perception of Social

Support.

Part C : Mental Health measures and Personal -

Demographic Factors.
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PART A

As a first step in the analysis the association between dependent
variables i.e., mental health status and related measures and
independent variables like Life Event Stress, general Adjustment and
Perception of Social Support are tested through correlation. The data
collected from the total of sample of 194 elderly are used for this
purpose. The results are presented in Table 1.

Table 1

Showing the correlated coefficients of Mental Health and its related
measures to Life Event Stress, general Adjustment and Perception of

Social Support
. Independent Variables

Dependent Variables Life Event General Perception of
Stress Adjustment Social Support

Self evaluation -0.08 0.22** 0.20**

Social orientation 0.02 0.20** 0.27**

Personal integration -0.15* 0.06 0.17*

Independence -0.10 0.21** 0.26**

Environmental Mastery -0.02 0.26** 0.31**

Feeling of well being -0.11 0.35* 0.34**

Mental Health -0.11 0.30** 0.36*

** Gignificant at 0.01 level * Significant at 0.05 level

The results given in Table 1 show that none of the correlations

e

: : o eant
] integration are significan
except that between stress and persona g

l ion i ss and social
Positive but negligible correlation 1s seen between stre
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orientation. Correlations are low and negative with respect to general
mental health, self evaluation, independence, environmental mastery
and feeling of well being. The results reveal that high stress lower
personal integration significantly. The results also show that high
level of stress leads to poor mental health. Though not significant, the
negative correlations obtained suggest that as the stress increases
elderly's self evaluation, and social orientation are adversely affected.
Increased stress seems to reduces elderly's ability to think and act
independently, ability to deal with problems and feeling of well being.

This ultimately may result in a number of mental health problems.

The correlation coefficients obtained between mental health
measures and general adjustment indicate positive and significant
relationship of mental health to general adjustment. Personal
integration does not seem to relate to general adjustment. Bﬁt, the
results show significant relationship of general adjustment to general
mental health and other measures of mental health like self
evaluation, social orientation, independence, environmental mastery
and feeling of well being. This suggests that good adjustment is a

potent factor that leads to improvement in mental health status of the

elderly.
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The results in Tablev 1 reveal perception of social support as
positively and significantly related to general mental health and other
related measures namely, self evaluation, social orientation, personal
integration, independence, environmental mastery and feeling of well
being. The results suggest that better the elderly's perception of the
social support they receive, the better will be their general mental
health. As they perceive the social support as go‘od,' their self
evaluation, social orientation and personal integration improves. This
is also likely to lead to improvement in independence, environmental

mastery as well as feeling of well being.

From the results it may be inferred that mental health of elderly
is significantly and positively related to general adjuétment and
perception of social suppért. Good adjustment and better perception
of social support are likely to facilitate mental health. However, high
level of stress is a factor detrimental to the mental health of the elderly

people.

The first hypothesis that 'general mental health status and its
different measure are significantly related to life event stress, general

adjustment and perception of social support' is partially accepted.
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The results are in line with the findings reported by Curtis et al.
(2004). They emphasize that higher perceived stress and lower social
support associate with poor psychological well being. Studies by
Rozzine (1996), Schulze and Williamson (1993), Smallegan (1989),
Ramamurti (1996), Ramamurti and Jamuna (1984, 1992) are supportive
of the present results. Studies by Asha (1991), Fokkema (2002) and
Anna and Asha (2006) also support the findings and they suggest

beneficial effects of social support on mental health.

PART B NB 4 f
e 6T nEkM

After establishing the relationship of mental health and its
different measures to elderly's life event stress, general adjustment
and perception of social support, the next step in the analysis of data
is to further substantiate this relationship and to assess the status of
general mental health and related measurés among different groups of
elderly. For this purpose the total sample is divided by living
conditions, sex and each of the psychological variables namely life
event stress, general adjustment and social support. Then analysis of
variance (3-way) was performed to test independent effect of living
conditions, sex, life event stress, general adjustment and perception of
social support as well as combined effects of these factors on mental

health and each of its sub-scales such as Self Evaluation; Social
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Orientation, Personal Integration, Independence, Environmental
Mastery and Feeling of Well Being. In cases where F-ratios are
significant, t-test for independent samples is applied to examine the

significance of difference in the mean scores of the groups compared.

The results of analysis of variance (3-way) are presented and

discussed in three sections (i), (ii) and (iii).

(1) ANOVA (3-way) of the scores on different mental health
measures by living arrangement, sex and life event stress,

(ii) ANOVA (3-way) of the scores on different mental health
measures by living arrangement, sex and general
adjustment, and

(iii) ANOVA (3-way) of the scores on different measures of
mental health by living arrangement, sex and perception

of social support.
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Section (i)
Mental Health by

Living Arrangement
Sex
Life Event Stress

Summary of ANOVA presented in Table 2 show that living
arrangement has no significant effect on self evaluation of the elderly
people. Male-female status also does not influence self-evaluation. A
similar trend is seen with respect to life event stress also. Stressful life

events also have no significant effect on self evaluation of the elderly.

Table 2
Summary of ANOVA (3-way) cf the scores on Self Evaluation
Source of Variation Sum of df Mean sum of F value
squares squares

Living arrangement 9.56 1 956 0.38
Sex 10.51 1 10.51 0.42
Life event stress 24.78 2 12.39 0.49
Living arrangement X sex 0.49 1 0.49 0.02

Living arrangement X Life

2.27 2 1.13 0.05
event stress
Sex X Life event stress 3.66 2 1.83 0.07
L1v1-ng arrangement X sex 133.19 5 66.59 .66
X Life event stress
Residual 4561.41 182 25.06
Total 4743.81 193 24.58

Combined effects of living arrangement X sex, living
arrangement X life event stress as well as that of sex X life event stress
are also not significant on self-evaluation of the elderly people.
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Similarly effect of living arrangement X sex X life event stress is

also found as not influencing self-evaluation of the aged people.

The results show that different groups of elderly are

homogeneous with respect to self-evaluation. Institution dwelling and

home dwelling elderly do not differ in self-evaluation. Similarly males

and females do not differ. Again elderly with high stress, moderate

stress and low stress also do not differ among themselves with respect

to their self-evaluation. Different combinations of these three factors

also do not influence self-evaluation of the elderly group.

Table 3
Summary of ANOVA (3-way) of the scores on Social Orientation
Source of Variation Sum of df Mean F value

squares squares
Living arrangement 21.70 1 21.70 1.37
Sex 27.57 1 27.57 1.74
Life event stress 53.19 2 | 2660 | 168
Living arrangement X sex 14.44 1 14.44 0.91
Living arrangement X Life event 16.33 ) 8.17 0.52
stress
Sex X Life event stress 49.40 2 24.70 1.56
Living arrangement X sex X Life 40.85 ) 20.42 1.29
event stress
Residual 2887.58 | 182 | 15.87

Total - 3122.06 | 193 | 16.18
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Summary of ANOVA (Table 3) shows that living arrangements
(institution/home), sex and life event stress have no significant effect

on social orientation of the mental health scale.

2-way interaction effects for living arrangement and sex, living
arrangement and life event stress as well as that of sex and life event

stress are also not significant on social orientation.

The results also indicate that combined effect of living
arrangement, sex and life event stress is also not significant on social

orientation.

The results reveal that elderly from old age institutions and
home do not differ in social orientation. Male and female elderly show
a similar trend. Life event stress levels experienced by eldérly also do
not influence their social orientation. Different sub groups of elderly
people, based on their combined standing on living arrangement, sex
and life event stress, are found homogeneous with regard to social

orientation.
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Table 4

Summary of ANOVA (3-way) of the scores on Personal Integration

Source of Variation SS;;;IZ{; df sxxeaarre‘s F value
Living arrangement 210.42 1 210.42 6.50*
Sex 41.33 1 41.33 1.28
Life event stress 15.97 2 7.98 0.25
Living arrangement X sex | 393.49 1 393.49 12.16**
I;\i,‘;in“tgs‘t“:;::gemem XLife| 4 gg 2 4.94 0.15
Sex X Life event stress 9.19 2 4.59 0.14
Dimearmgenen oo | s | 2 | s | om
Residual 5888.02 182 32.35
Total 6575.34 193 34.07

** Significant at 0.01 level

* Significant at 0.05 level

The results (summary of ANOVA 3-way) given in Table 4

indicate significant effect for living arrangement on personal

integration of the mental health scale. However sex and life event

stress have no significant effect on personal integration.

With respect to 2-way interaction living arrangement and sex

seem to have a significant effect on personal integration. But combined

effects for living arrangements X life event stress and that for sex X life

event stress are not significant on personal integration. Further, effects

for living arrangements X sex X life event stress is also not significant

on personal integration of the elderly people.
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The results show that male-female status and stress levels have
no influence on elderly's personal integration. The results also suggest
that institutionalised males and females as well as male and female
elderly from home having high, moderate, and low stress level do not

differ among themselves with respect to their personal integration.

Table 5
Means, SDs and t-values of the scores on Personal Integration of the
different groups of elderly (main effects and 2-way interaction effects
of living arrangement X sex)

I\SI:;. Groups No | Means | SDs c;’;;;‘;f: d df t-value
1. [ Home 97 | 18.53 | 6.02 .
1&2 192 | 2.54%
2. | Institution 97 | 20.63 | 548
- 70 .31 -
1. | Home - male 51 |20.31 581 1&2 100! 165
2. | Home female 51 11654 {568 | 3&4 90 | 2.23*
3. | Institution - male 46 | 1976 {518 | 1&3 | 95 1 0.50
— 2& 4 95 | 4.25**
4. | Institution - female 46 121591570
** Significant at 0.01 level * Significant 0.05 level

The results of t-test presented in Table 5 show that elderly
people from home and institution differ significantly at 0.05 level with
respect to their personal integration. Elderly males are found to be

more personally integrated than their female counterparts.

A comparison of elderly women from home and institution

show that the two groups differ significantly (0.01 level) on personal
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integration. Institutionalised women are found to have more personal

integration than those from home.

A similar trend is evident in the case of elderly men from home
and institution. The t-value obtained is significant at 0.05 level.
Institutionalised males are found better personally integrated than

elderly from home.

However, groups of elderly men from home and institution do
not seem to differ from each other in personal integration. Similarly
elderly men from home and women from home also do not differ in
personal integration. These groups of elderly are similar with respect
to their ability to deal with problems and stress and in emotional

maturity.

The results suggest that elderly living in old age institutions are
better personally integrated than those from l';ome ie.,
institutionalised elderly show more emotional stability, ability to deal
with stress, solve problems and manage things in a better way than
the elderly living with their families. This result may be interpreted in
terms of the environmental demands put on the elderly. In institutions
the elderly people are expected to manage their affairs on their own so

long as they are capable of it. This is likely to make them self reliant
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and able to face and solve problems independently and thus helps

them to become more integrated personally.

Table 6
Summary of ANOVA (3-way) of the scores on Independence
Source of Variation Sum of df Mean F value
squares squares »

Living arrangement 182.83 1 182.83 | 4.78*
Sex 27.47 1 27.47 0.72
Life event stress 36.76 2 18.38 0.48
Living arrangement X sex 0.59 1 0.59 0.02
Living arrangement X Life 96.33 5 4816 19

event stress

Sex X Life event stress 13.27 2 6.34 0.17
Living arrangement X sex

X Life event stress 5.74 2 2.87 0.08
Residual 6966.18 182 38.28

Total 7342.74 193 38.05

* Significant at 0.05 level

The summary of ANOVA (3-way) is presented in Table 6. The
results show that there is significant effect for living arrangement on
independence of the elderly. But sex and life event stress have no

effect on this measure of mental health.

No significant effect is obtained for the interaction of living
arrangement and sex, living arrangement and life event stress and sex

and life event stress on independence.
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Combined effect of living arrangement X sex X life event stress

is also not significant on independence.

The results reveal that institutionalisation does influence
independence of the elderly. But male-female status does not influence
this mental health measure. Level of stress also has no influence on

independence.

Further, interrelatedness of living arrangement, sex and life

event siress also do not contribute to independence of elderly people.

Table 7
Means, SDs and t-values of the scores on Independence of the
different groups of elderly from home and institution (main effects)

Groups No. Means SD df t-value
Home 97 22.65 6.87
192 2.26*
Institution 97 24.63 5.23

* Significant at 0.05 level

The results of t-test for independence sample (Table 7) indicate
that the difference in mean scores of independence between groups of
elderly from home and institution is significant at 0.05 level. The mean
scores show that elderly from old age institutions show more
independence in thinking, action and in managing their affairs and
show a sense of individuality and more self-regulation compared to
their counterparts from home. One possible reason for this may be the

demands of the environment in which they live. Institutional life
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requires skills to manage themselves. This might have contributed to

autonomy found among the institutionalised elderly.

Summary of ANOVA (3-way) orfil?:’esfores on Environmental Mastery
Source of Variation ss;ti:r?efs df squxzax'I;s F value
Living arrangement 4.76 1 4.76 0.21
Sex 76.66 1 76.66 3.35*
Life event stress 27.57 2 13.79 0.60
Living arrangement X sex | 13.93 1 13.93 0.61
L‘i‘:n“tgsfrr;:s“geme“t XLife | 7943 2 39.57 1.73
Sex X Life event stress 97.52 2 48.76 213
i amngenen oo | s | 2 | oo | 1
Residual 4161.82 182 22.87
Total 4527.61 193 23.46

* Significant at 0.05 level

Summary of analysis of variance (ANOVA 3-way) is presented
in Table 8. The results indicate significant effect of sex on
environmental mastery. Effects of living arrangement and life event

stress are not found significant on environmental mastery.

The results also show that interaction effects of living arrangement
X sex, living arrangement X life event stress as well as that for sex X life
event stress are not significant on environmental mastery. Further, it
seems that combined effects of living arrangement, sex and life event

stress on environmental mastery is also not significant.
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Table 9
Means, SDs and t-values of the scores on environmental mastery for
elderly men and women (main effects)

Groups No. Means SD df t-value
Male 102 | 14.20 4.59
192 1.71%**
Female 92 15.38 5.06

*** significant at 0.10 level

Form the Table 9 it is evident that male-female status of the

elderly influences their environmental mastery to some extent. The t-

value obtained is found significant only at 0.10 level. The elderly

females seem to have a higher mean score compared to elderly males.

This shows that females are more able to adapt to changes in the

environment and have better interpersonal relations and feeling of

having some control over their environment than the elderly males.

Table 10
Summary of ANOVA (3-way) of the scores on Feeling of Well Being
Sourcé of Variation Sum of squares df Mean F value
squares

Living arrangement 303.68 1 303.68 | 10.55**
Sex 16.16 1 16.16 0.56
Life event stress 3.53 2 1.77 0.06
Living arrangement X sex 0.03 1 0.03 0.00
Living arrangement X Life 1018 5 5.09 018
event stress
Sex X Life event stress 12.74 2 6.37 0.22
L{vmg arrangement X sex X 151 5 0.75 0.03
Life event stress
Residual 5238.10 182 28.78
Total 5585.94 193 28.94

** Significant at 0.01 level
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The results in Table 10 reveal significant effect for living
arrangement on feeling of well being. But effects for sex and life event

stress are not found significant on feeling of well being.

No significant effect for interaction of living arrangement and
sex, living arrangement and life event stress as well as sex and life

event stress is evident in the present results.

Interaction effects for living arrangement X sex X life event
stress is also not significant on feeling of well being of the elderly

people.

Table 11
Means, SDs and t-values of the scores on Feeling of Well Being of
elderly from home and institution (main effects)

Groups No. Means SD df t-value
Home 97 18.56 5.92
— 192 | 3.33%
Institution 97 21.06 4.47

** Significant at 0.01 level

The means, SDs and t-values of the scores on feeling of well
being for elderly from home and institution (Table 11) show that the
two groups of elderly differ significantly on this measure of mental
health. Mean scores show that elderly from institution have a higher
score than those from home. This indicates that institutionalised

elderly have a better feeling of well being than elderly living with
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family. The institutionalised elderly seem to have a positive feeling
towards themselves and others, a zest for living and not worried
unnecessarily. The findings may be interpreted in terms of the
conditions prevailing in modern families. Grown up children having
their own families, looked up on their aged parents as a 'burden'.
Elderly in such families consider themselves as unwanted and rejected
by their children. This adds to their misery and adversely affects their
feeling of well-being. Unlike these people, those in institutions may be
more relaxed and less worried and this may enhance their feeling of

well being.

Table 12
Summary of ANOVA (3-way) of the scores on general Mental Health
(Mental Health - Total Scores)

Sum of Mean

Source of Variation squares df squares F value
Living arrangement 3118.95 1 3118.95 | 6.36**
Sex 23.99 1 23.99 0.049
Life event stress 302.63 2 151.31 0.31
Living arrangement X sex 876.19 1 876.19 1.79
Living armangement XUfe | 40577 | 2 | 24788 | o051
Sex X Life event stress 324.34 2 162.17 0.33
Ei;’e”;% ariangement XsexX | go769 | 2 40385 | 082
Residual 89207.44 | 182 | 490.15
Total 95227.51 193 493.41

** Gignificant at 0.01 level
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Summary of ANOVA (3-way) of the scores on general mental
health (Total Score for Mental Health) is presented in Table 12. The
results indicate significant effect at 0.01 level for living arrangement
on general mental health. Effects for sex and life event stress are not

significant on general mental health.

Combined effects for living arrangement and sex, living
arrangement and life event stress, sex and life event stress as well as
for living arrangement, sex and life even: stress are not significant on

general mental health of elderly people.

Table 13
Means, SDs and t-values on general Mental Health scores of elderly
from home and institutions

Groups No. Means SD df t-value

Home 97 | 108.06 | 24.90
192 2.58*

Institution 97 | 116.17 | 18.41

* Significant at 0.01 level

The results suggest the influence of living arrangement on
general mental health of the aged. The mea‘ns, SDs and t-values given
in Table 13 show that group of elderly from home and‘ institution
differ significantly on general mental health. It is found that
institutionalised elderly are more mentally healthy than those from

home.
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The results obtained with respect to measure of mental health
such as personal integration, independence and feeling of well being
bear evidence for better standing of institutionalised elderly on these
measures when compared elderly living with their family. As they are
more integrated personally, more autonomous to manage things, and
having a zest for living and positive attitude towards life, it may be
assumed that they are more able to face and deal with stresses and
strains in life. This might have contributed to and facilitated their

general mental health.

The second hypothesis that 'living conditions, sex and life event
stress of the elderly, independently as well as in combination,
influence their mental health and its different measures' is partially

accepted.

The present findings are contrary to the findings reported by
Srivastava and Sweta (2002), Patel (2003) and Chac'lkha (1989).
Srivastava and Sweta report more anxiety, depression, guilt and low
self-esteem in institutionalised aged. Patel (2003) in contrast to the
present findings, report that institutionalised aged experience poor
sense of psychological well being than non-institutionalised aged.
According to Chadha (1989) institutional dwelling elderly are worse in

psychological well being and high in depression.

116



Section (ii)
Mental Health by
Living Arrangement
Sex
General Adjustment

Results of analysis of variance of the scores on mental health
measures by living arrangement, sex and general adjustment are

discussed in the following pages.

Table 14
Summary of ANOVA (3-way) of the scores on Self Evaluation
Source of Variation Sum of df Mean F value
squares squares

Living arrangement 14.49 1 14.49 0.60
Sex 9.51 1 9.51 0.39
General adjustment 149.06 2 74.53 3.08*
Living arrangement X sex 8.37 1 8.37 0.35
Living arrangement X 12.94 2 21.47 0.89
general adjustment
Sex X general adjustment 31.89 2 15.95 0.66
Living arrangement X sex 7716 2 3858 1.59
X general adjustment
Residual 4409.12 182 24.23
Total 4743.81 193 24.58

* Significant at 0.05 level

The summary of ANOVA (Table 14) show no significant effect
for living arrangement and sex on self-evaluation measure of mental
health. But, significant effect for general adjustment at 0.05 level is

observed with respect to self-evaluation of the elderly.
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Two way interactions for living arrangements and sex, living
arrangements and general adjustment as well as sex and general
adjustment are not significant. Combined effects for living
arrangement, sex and general adjustment are also not significant on

self evaluation.

Table 15
Means, SDs and t-values of the scores on Self Evaluation of the
different groups of elderly (main effects)

133)'. Groups N Means | SDs Cf;‘:t;f: d df t-value
1 | Less adjusted 37 | 17.19 | 4.52
Moderatel 1&2 159 | 0.58
2 | oY 124 | 1771 | 492 | 1&3 | 68 | 2.24%
AOIEEE 2&3 | 155 | 2.16*
3 | Better adjusted 33 | 19.82 | 5.28

* Significant at 0.05 level

The results of t-test presented in Table 15 indicate that there are
significant differences between better adjusted and moderately
adjusted as well as between better adjusted or less adjusted elderly
people on self-evaluation. Better adjusted group of elderly seems to
have a more positive self-evaluation than the moderately adjusted and
less adjusted groups. However, no difference is noted betWeen poorly
adjusted and moderately adjusted groups. This shows the similarity of

these two groups with respect to their self-evaluation.
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The results suggest that as a group better adjusted elderly have
positive self-concept, belief in themselves and sense of identity and
they are able to manage themselves more effectively in the times of

crises than the moderately and less adjusted groups.

Table 16 :
Summary of ANOVA (3-way) of the scores on Social Orientation

Source of Variation s | souaces | Fvalue
Living arrangement 27.43 1 2743 1.71
Sex 24.36 1 24.36 1.52
General adjustment 55.16 2 27.58 1.72
Living arrangement X sex | 33.94 1 33.94 212
Living arrangement X 15.87 5 7 64 0.50

general adjustment

Sex X general adjustment 14.28 2 714 0.45

Living arrangement X sex

)
X general adjustment 26.59 - 13.30 0.83
Residual 2914.87 182 16.02
Total 3122.06 193 16.18

The results given in Table 16 reveal no significant effects for
living arrangement, sex and general adjustment on social orientation

of the elderly .

Again, there is no significant effect for living arrangement and
sex, living arrangement and general adjustment as well as for sex and

general adjustment on social orientation measure of mental health.
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Further, combined effects for living arrangement, sex and general

adjustment are also not significant on social orientation.

Table 17
Summary of ANOVA (3-way) of the scores on Personal Integration
Source of Variation Sum of df Mean F value
squares squares
Living arrangement 245.86 1 245.86 8.32**
Sex 53.98 1 53.98 | 1.83
General adjustment 78.55 2 39.28 1.33
Living arrangement X sex | 294.11 1 294.11 9.95%*
Living arrangzment X 14977 | 2 74.88 2.53
general adjustment
Sex X general adjustment | 171.81 2 85.91 291
Living arrangement X sex 9257 9 46.29 1.57
X general adjustment
Residual 5381.38 182 29.57
Total 6575.34 193 34.07

** Significant at 0.01 level

Table 17 presents the results of analysis of variance (3-way) of
the scores on personal integration measure of mental health in relation
to living arrangement, sex and general adjustment of the elderly
people. The results indicate that living arrangement has a significant
(0.01 level) effect on personal interaction. However, no significant
effects for sex and general adjustment is obtained for personal

integration.
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The interaction effects for living arrangement and sex on
personal integration are found significant at 0.01 level. But, no
significant effects are seen for living arrangement and general

adjustment as well as for sex and general adjustment.

Table 18
Means, SDs and t-values for the scores on Personal Integration for the
elderly from home and institution (main effects)

S1.No. Groups No. | Means | SDs | df | t-value
1. Elderly - Home 97 | 18.53 | 6.02

, 192 | 2.54*
2. Elderly - Institution | 97 | 20.63 | 5.48

* Significant at 0.05 level

The Table 18 shows interaction of living arrangement and sex as
significant onv personal integration. An examination of :the results
indicate that groups of elderly female, from home and institution
differ significantly from each other on personal integration. Elderly
females from institution seem better in personal integration than their
counterparts at homes. Again, males and females from home seem to
differ significantly on personal integration. Compared to females,
group of males appear as more personally integrated. All the other
groups such as males from home and institution, males and females
from institutions are found homogenous with respect to personal

integration.
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Table 19

Means, SDs and t-values of the scores on Personal Integration of the
different groups of elderly (2-way interaction of living arrangement

and sex)
Groups No. | Means | SDs Cg:;‘;l:es d df t-value
H - Mal 5 . .
ome ale 1} 20.31 | 5.81 1&2 100 0.50
Institution - Male 51 | 19.76 | 5.18 2 & 4 90 4.05%*
Home -~ Female 46 | 16.54 | 5.68 1&3 95 | 3.23*
Institution - Female | 46 | 21.59 | 5.70 2&4 % 1.65

** Gignificant at 0.01 level

From the results it is evident that institutionalized elderly

women as well as elderly men residing with family are able to resist

stress, are emotionally more stable, capable of making wise decisions

and more able to deal with and solve problems.

Table 20 -
Summary of ANOVA (3-way) of the scores on Independence
Source of Variation Sum of df Mean F value
squares squares
Living arrangement 240.85 1 240.85 7.33**
Sex 25.93 1 25.93 0.79
General adjustment 491.67 2 24584 | 7.49*
Living arrangement X sex 2.73 1 2.73 0.08
Living arrangement X 41927 | 2 209.63 | 6.38%
general adjustment
Sex X general adjustment 42.82 2 21.41 0.65
Living arrangement X sex 214.70 5 107.35 3 o7*
X general adjustment
Residual 5976.99 182 32.84
Total 7342.74 193 38.05

** Significant at 0.01 level

* Significant at 0.05 level
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Summary of ANOVA (3-way) in Table 20 shows that there are
significant effects for living arrangement and general adjustment on
independence of the elderly. Sex seems to have no significant effect for
this mental health measure. This indicates that type of elderly's living
arrangement and level of their general adjustment are likely to

influence independence measure of mental health.

Table 21
Means, SDs and t-values of the scores on Independence of the
different groups of elderly (main effects)

;:;. Groups No | Means | SDs cf:;:f es d df t-value
1. | Elderly - Home 97 | 22.65 | 6.87

1&2 {192 2.26*
2. | Elderly - Institution | 97 | 24.63 | 5.23
1. Less adjusted 37 22.43 | 6.72 1&2 159 0.61
2. | Moderately adjusted | 124 | 23.13 | 597 | 1 &3 | 68 | 3.07*
3. | Better adjusted 33 | 2691 | 531 | 2&3 |15 331"
** Significant at 0.01 level * Significant at 0.05 level

The results provided in Table 21 reveal that groups of elderly
from homes and institutions differ significantly with each other on
L 4

independence. Institutionalized elderly are found as more

independent than those residing with family at their homes.

When less adjusted, moderately adjusted and better adjusted
groups of elderly are compared on independences, it is found that

better adjusted groups differ from moderately adjusted and less
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adjusted groups. In both instances the better adjusted group of elderly
is found superior to the other two groups in independence.

No significant difference is seen between less adjusted and
moderately adjusted groups, indicating homogeneity of. these two
groups with respect to independence.

The results suggest better adjusted elderly as autonomous in
thinking and action and able to manage things on their own.

Summary of analysis of variance (Table 20) indicates 2-way
interaction effects for living arrangement and generél adjustment on
independence. The results of t-test are presented in Table 22.

Table 22 _
Means, SDs and t-values of the scores on Independence of the

 different groups of elderly (2-way interaction of living arrangement X
general adjustment)

131' Groups No | Means | SDs Groups df t-value
0. compared
1 Home - Less adjusted | 21 | 19.00 | 5.87
Home - Moderately 1&2 75 | 2.02*
2 | adjusted 56 | 22.27 | 649 | g3 | 39 | 450*
Home - Better 2&3 74 | 3.15**
3 | adjusted 202755 1631 | g5 | 82 | 208
Institution - Less 4&6 | 27 | 0.64
4 adjusted 16 | 2694 | 493 | 546 79 1.33
Institution - 1&4 35 | 4.36**
> Moderately adjusted 681 23.84 | 545 g z 2 : 13212 (1)§Z
6 Ins.tltutlon - Better 131 2592 | 393 .
adjusted

** Significant at 0.01 level

* Significant at 0.05 level
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The means, SDs and t-values show the significance of difference
in mean scores of the different groups of elderly in terms of the
combined effects of living arrangement and general adjustment. The
results show highly significant difference in mean independence
scores of better adjusted and moderately adjusted groups of elderly
from homes. In both cases the former seems more independent than
the latter groups. Less adjusted elderly from home also differ
significantly from their moderately adjusted counterpart in
independence and the moderately adjusted groups is found more

independent than the other groups of elderly.

Less adjusted institutionalized elderly seem to differ
significantly from the moderately adjusted institutionalized elderly,
the former group being more independent than the latter group.
However, no significance is noticed in the difference in mean
independent scores between better adjusted and less adjusted as well
as between Dbetter adjusted and moderately adjusted groups of

institutionalized elderly people.

A similar trend is observed in the mean scores of moderately
adjusted groups from home and institutions and those of better

adjusted from home and institution. These groups are found more or

less similar with respect to independent measures of mental health.
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The results also reveal that less adjusted groups of elderly from home
and institution seem to differ significantly in independence.
Comparison of mean scores show that those from institution have a
higher score of independence suggesting their superiority with respect
to autonomy in thinking and action, sense of individuality and ability

to manage things on their own.

Results of t-test in respect of 3-way interactions effect for living
arrangement, sex and general adjustment are shown in Table 23. An
examination of the t-values indicate that better adjusted elderly males
from home differ significantly (0.01 level) from moderately adjusted
and less adjusted males from home in independence. Better adjusted
group seems to have a higher mean score revealing a better standing

of this group on independence than the other two groups.

In the case of females from home, better adjusted group is
found as more independent than the moderately adjusted and less
adjusted groups. The results show groups of better adjusted male and
female elderly as better with regard to independence in tﬁinking and

action, capacity in managing their affairs and sense of individuality.
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Table 23
Means, SDs and t-values of the scores on Independence of the
different groups of elderly (3-way interaction of living arrangement X
sex X general adjustment)

rssxi Groups No | Means | SDs cfn";‘;f: | oae | YA
1. fd‘;umsie'dMale Less 13 | 20.00 | 3.61 izg ‘1% 6‘322*
2 ﬁz?eer;tz/l[;tdjusted 30| 21.07 | 6.47 izg gg 32._723;:
e T T[] 18| 2| 10
> ﬁ?)rcrll:r;tfe?;:;usted 262365 | 6.34 735 160 12 (1)32
o [Home e eer |1, o5 7| 3811 | 8 | 0
7 | st et ) 3 |27 862 | 5ieq | 6 | oae

S .
8. i\r/Ilit:l:':toexlly-aI\c/IIj?lI:ted 39| 24.21 | 5.39 43&%:t 190 '}g 32.'1971**
5. | et |9 511[52 | ¢g1 | 14 | o
10. i‘;i";t:;ﬁ:t; dFemale 13 | 27.46 | 4.05 ;zg ;18 g:gg
1L | oderaay acnameg || 2% | 558 | w1 | 0 | 25
2 | peeradred | 477528 | n1a12 | o1 | 2o

** Significant at 0.01 level  * Significant at 0.05 level

The results in Table 23 also show that among the home dwelling
males moderately adjusted and better adjusted groups differ
significantly from their counterpart in institution on independence.
Between moderately adjusted groups those from institutions are found

more independent where as between better adjusted groups those
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from home are found more independent. In the case of females less
adjusted from home and institution differ significantly from each
other in independence. Again elderly females from institution are
comparably more independent than those from home. All the other
groups compared show no significant difference with respect to

independence.

Table 24
Summary of ANOVA (3-way) of the scores on Environmental Mastery

Sum of af Mean

Source of Variation F value
squares squares

Living arrangement 9.85 1 9.85 0.46
Sex 77.99 1 77.99 3.64*
General adjustment 380.18 2 190.09 8.87**
Living arrangement X sex | 23.19 1 23.19 1.08
Living arrangement X 17.54 2 8.77 0.41
general adjustment
Sex X general adjustment 42.89 2 21.44 1.00
Living arrangement X sex 85.91 9 42,96 2.01
X general adjustment
Residual 3898.42 182 21.42
Total 4527.61 193 23.46
** Significant at 0.01 level * Significant at 0.05 level

Results of analysis of variance (3-way) (Table 24) for the scores
on environmental mastery show significant effect for sex on this
measure of mental health. Effect for general adjustment is also

significant for environmental mastery. This shows that male-female
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status and level of general adjustment of the elderly influence

environmental mastery significantly.

Table 25
Means, SDs and t-values of the scores on Environmental Mastery
hs]:,‘. Groups No. | Means | SDs cf;\;‘;‘:: 1 df | t-value
1. | Male 51 | 14.20 | 4.64
1&2 |95 1.62

2. | Female 46 | 15.72 | 4.60
1. I;f;::i’d’u“ed 16 | 14.19 | 4.67 |

Modex}"atel adjusted 1&2 82| 037
2 | dete A9 68 | 14.66 |4.67| 1&3 |27 |1.770

B tte y d' t d 3 & 4 79 1.78***
3, | Derer adjuste 13 | 17.15 | 4.26

elderly

*** Significant at 0.10 level

Table 25 presents the results of t-test. Males and females do not

differ in environmental mastery. The results indicate better adjusted

elderly as slightly superior to the moderately adjusted and less adjusted

elderly. The difference in mean scores between the better adjusted and

moderately adjusted as well as between the better adjusted and less

adjusted groups of elderly is only at 0.10 level. The results suggest that

compared to moderately and less adjusted groups, the better adjusted

group of elderly slightly better in their ability to adapt to changes in

their environment, to solve problems at work and play.
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Table 26
Summary of ANOVA (3-way) of the scores on Feeling of Well Being

Source of Variation Sum of daf Mean F value
squares squares

Living arrangement 336.42 1 336.42 14.55**
Sex 21.45 1 21.45 0.93
General adjustment 561.96 2 280.98 12.15**
Living arrangement X sex 2.01 1 2.01 0.09
Living arrangement X 17476 | 2 87.38 3.78*
general adjustment
Sex X general adjustment 67.68 2 33.84 1.46
Living arrangement X sex 203.99 2 101.99 4.41%
X general adjustment
Residual 4208.83 182 23.13
Total 5585.94 193 28.94

** Significant at 0.01 level  * Significant at 0.05 level

Summary of ANOVA (3-way) presented in Table 26 show
significant effects for living arrangement on feeling of well being.
General adjustment also has significant effect on feeling of well being
of elderly people. But sex of the elderly does not seem to have

significant effect for this mental health measure.

With respect to 2-way interaction living arrangement and
general adjustment seem to influence feeling of well being. The results
also indicate that combined effects for living arrangemef\t, sex and

general adjustment is significant on feeling of well being.
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The results of t-test are presented in Table 27. An examination
of the means, SDs and t-values show that elderly from home and
institution differ significantly in the mean scores on feeling of well
being. The results suggest that institutionalized elderly are better than
those from home with respect to feeling of well being.
Institutionalized elderly seem to be more satisfied and hakdng a zest
for living, keeping a well balanced mind and positive feeling, in

comparison with their peer group at home.

Table 27
Means, SDs and t-values of the scores on Feeling of Well Being of the
different groups of elderly (main effects for living arrangement &
general adjustment)

I\SIL'. Groups No | Means | SDs cf;;‘;f: d df vatl-ue

1. | Elderly - Home 97 | 18.56 |5.92
Elderly - ' 1&2 |192)3.33*

2. Institation 97 | 21.06 |4.47

. j 37 | 17.43 | 6.49
! Il\‘:sz ad’uslted 1 1&2 |159| 234
2. | vpeore®Y 124 1970 |472| 1&3 | 68 |3.89%
acjuste 2&3 |155] 3.39*

3. | Better adjusted 33 | 22.88 |5.04

** Significant at 0.01 level * Significant at 0.05 level

Results in respect of combined effect for living arrangement and

general adjustment are given in Table 28.
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Table 28
Means, SDs and t-values of the scores on Feeling of Well Being of the
different groups of elderly (2-way interaction for living arrangement
and general adjustment)

13:; Groups No | Means | SDs cfni;‘:f: 4 | df | tvalue
1. | Home- Less 21 | 14.29 |5.42
adjusted L &2 .
Home - .
2 acgumsiedMOderately |56 | 1884 |5.01| 1&3 |39 | 4.38*
| Home - Better 2&3 74 | 245
3, ) 20 2225 |621| 4&5 |82 | 090
adjusted
Institution - Less 4&6 27 | 141
4. | diusted 16 | 2156 |548| 5&6 |79 | 276"
In;titution - 1&4 35 | 4.03**
5. | Moderatelv adiusted | 08 | 2041 |437| 2&5 122} 187
TR e 3&6 | 31| 089
6. | mstitution-Better | 14| 5385 1219
adjusted

** Significant at 0.01 level * Significant at 0.05 level

The results show that better adjusted group of elderly from
home differs significantly from the moderately adjusted (at 0.01 level)
and less adjusted (at 0.05 level) groups from home in feeling of well
being. In both instances better adjusted elderly are found as having
better feeling of well being than the other two groups. Significant
difference in the mean well being scores is seen between moderately
and less adjusted elderly from home also. Less adjusted groilp appears
to have low feeling of well being compared to their moderately
adjusted counterparts from home. In the case of institutionalized
elderly the difference in mean well being scores is found_significant

only between better and moderately adjusted groups. Better adjusted
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and moderately adjusted as well as moderately adjusted and less
adjusted do not seem to differ form each other in feeling of well being,

showing homogeneity with respect to this measure of mental health.

The results in Table 28 again show that in the case of
institutionalized elderly the difference in mean scores of well being is
significant only in the case of better adjusted and moderately adjusted
groups. The t-value being 2.76, the difference is found significant at
0.01 level. The mean scores of the group show that better adjusted
institutionalized elderly are having high feeling of well being when

compared to moderately adjusted group.

When better, moderate and less adjusted elderly from home and
institution are considered significant difference in feeling of well
being is observed only between less adjusted groups from home and
institution. Between them less adjusted group from institution seems
as having better feeling of well being than those from home. The
results suggest that institutional dwelling improves feeling of well

being.
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Table 29
Means, SDs and t-values of the scores on Mental health of the different
groups of elderly (3-way interaction of living arrangement X sex X
general adjustment)

13:) Groups No | Means | SDs cg;‘;‘;lr’: 4 | DF | t-value
1. ?d‘]?um;e'dMale Less 1 13| 14.77 | 4.49 }i‘g ‘;; 6?;;?*
2 ﬁcc))?:r;tgglzdjusted 30| 17.87 15.23 Z:g gg 2(9)3::
NN R HE:
+|ome e | o o] 243 |8 1%
> }l\flcc))rgil:r;tfeel?:;usted 26 | 19.96 ) 5.58 1(8)2221 1(6) iz;
o Fome ol 1 ey [0 0512 |22 1
e T [ [om | 164 (3 03
8. %\;Ilcs)tcligtaltc:l\y—az&jﬂseted 391 20.56 |3.95 7?’ &iz 160 12 12?
o e | 9 | B2 22 5y |11 ves
10. i‘;sslt:;;z:t; dFemale 13 | 2254 |4.93 ;:; é‘; 29 fﬁ
1y, |fnsttation - Female | 59 | 2001 [494| J¢10 | 19 | 350
12 e | 4| 2% |190] Gen |14| 13

** Significant at 0.01 level  * Significant at 0.05 level

The results in table 29 show that there is significant difference
between better adjusted and less adjusted as well as between better

adjusted and moderately adjusted groups of elderly males from home

in feeling of well being. The better adjusted group seems to experience

134




better feeling of well being than the moderately adjusted and less

adjusted groups.

In the case of home dwelling elderly females, less adjusted and
moderately adjusted groups are found to differ significantly in their
feeling of well being. The moderately adjusted elderly women are
found to have better feeling of well being than the less adjusted
women. The better adjusted group is found similar to the other two

groups with respect to feeling of well being.

Among the elderly males from institution a - significant
difference in feeling of well being is seen only between less adjusted
and moderately adjusted groups. And moderately adjusted group is

found to have more feeling of well being than the less adjusted group.

Again, significant difference in feeling of well being is observed
between moderately adjusted groups of elderly men from home and
institution and institution dwelling males are found superior to home
dwelling males in feeling of well being. A similar trend is seen in the
case of better adjusted elderly men from home and institution also. A
comparison of mean well being scores of these two groups shows that
those from home experience better feeling of well being than those

from institution. Significant difference in feeling of well being is seen
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between less adjusted groups of elderly women from home and
institution. Those from institution are found to have better feeling of

well being when compared to their peers at home.

The results suggest that for elderly males, who are better
adjusted, home is a better place with provisions for well being. But as
adjustment decreases institution seems a better place to have feeling of
being well and good. A similar trend is seen in the case of females
also; less adjusted females in institutions are found as having better .

feeling of well being than those from home.

Table 30
Summary of ANOVA (3-way) of the scores on Mental Health
Source of Variation Sum of df Mean F value
squares squares

Living arrangement 3833.70 1 3833.70 9.45*
Sex 26.90 1 26.90 0.07
General adjustment 7916.84 2 3958.42° 9.75%*
Living arrangement X sex | 1112.05 1 1112.05 2.74
Living arrangement X 325597 | 2 1627.98 | 4.01*
general adjustment
Sex X general adjustment | 1439.16 2 719.58 1.77
Living arrangement X sex | 313 g | 5 160684 | 3.96*
X general adjustment
Residual 7387590 ! 182 405.91
Total 95227.51 1 193 493.41

** Significant at 0.01 level * Significant at 0.05 level
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The results of 3-way analysis of variance for the scores on
mental health are presented in Table 30. The F-ratios obtained indicate
significant effects at 0.01 level for living arrangement on mental health
of the elderly people No significant effect for sex is seen. Combined
effect for living arrangement and genéral adjustment is also significant
on mental health. Again, the results show that interaction effects for
living arrangement X sex X general adjustment is significant on mental
health of the elderly people. The results provided in Tab}e 31 show
that there is significant difference in the mean mental health scores of
elderly from home and institution. It is evident from the mean scores
that institution dwelling elderly have better mental health than the

home dwelling group.

A comparison of better adjusted, moderately adjusted and less
adjusted groups of elderly reveal significant difference at 0.01 level
between better adjusted and moderately adjusted as well as between
better adjusted and less adjusted groups. In both cases the better
adjusted group seems as having better mental health than their

moderately adjusted and less adjusted peers.
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Table 31
Means, SDs and t-values of the scores on Mental Health of the
different groups of elderly (main effects for living arrangement &
general adjustment)

13:)', Groups No | Means SDs cf;:;;f: d df t-value
1. | Elderly ~ Home 97 |108.06 | 24.90

1&2 192 2.58*
2. | Elderly - Institution | 97 |116.16 | 18.41

Elderly - Less

1, : 37 |105.22 | 27.12
;fc’iusied e 1&2 |159] 137

2, erty - Moderately 112411108111986| 1&3 | 68 | 3.39*
adjusted 2&3 |155| 3.58%
Elderly - Better '

3. |, diusted 33 |124.76 | 20.09

** Significant at 0.01 level * Significant at 0.05 level

Table 32 shows the means, SDs and t-values of mental health
scores of different groups of elderly in relation to 2-way interaction of

living arrangement and general adjustment on mental health.

Table 32
Means, SDs and t-values of the scores on Mental Health of the
different groups of elderly (2-way interaction for living arrangement
and general adjustment)

:Il' Groups N | Means | SDs Groups df t-value

o. compared

1. | Less adjusted - Home |21 | 93.38 | 22.81 _
Moderately adjusted - , 1&2 | 75| 241"

2. Home 56 | 107.36 | 22.66 | 1 ¢ 3 | 39 | 4.46**
Better adjusted - 2&3 | 74 | 3.04*

3. Home 2012545123.23| 445 | 82 1.37
Less adjusted - 4&6 | 27| 037

4, Institution 16 {120.75 | 24.93 | 5 Z 2 Zg 32 370*,1
Moderately adjusted - : 1 .

5. Institution 68 |113.65 | 16.87 g z 2 13212 ]67274*

6. | etter adjusted - 13 | 123.69 | 14.81 '
Institution

** Significant at 0.01 level * Significant at 0.05 level
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The results show significant difference among home dwelling
less adjusted, moderately adjusted and better adjusted groups in
mental health. The better adjusted elderly people are found more
mentally healthy where as the less adjusted are found less healthy. In
the case of institutionalized elderly the difference in mental health
status is evident only between moderately adjusted and better
adjusted groups/the better adjusted elderly being more mentally
healthy. A comparison of the different groups of elderly from home
and institution shows that significant difference in mental health
status is evident only between the less adjusted groups. No difference
is found between moderately adjusted groups from whome and
institution as well as between better adjusted groups from home and

institution.

The results also suggest that in spite of their living afrangement
the better adjusted elderly remain mentally more healthy than their

less adjusted peers.



Table 33
Means, SDs and t-values of the scores on Mental Health of the
different groups of elderly (3-way interaction of living arrangement X
sex X general adjustment)

o | Groups No | Means | SDs iﬁ"‘;gje 4| af | tvalue
1. ;‘;ﬁe"dMale Less 13 | 96.54 | 14.82 1&; ‘11; 7%2'*
2. ﬁ‘;ré‘eer;tg;lz djusted | 30 | 10657 | 22.42 Zzg gg 4{%;*
o o T s [m] 158 || 08
5 | Moderately adjusted | 26| 108272335 | 5S¢0 |0 5T
6 |t 1211392 2240 | gl g | g
e T [ | 557 8| 17
L v | B 3| 20
o e T o s 351 | 0
10 | peteton e 113125312055 | 544 | o7 | 141
1y, | nstitution - Female 129 | 113,86 17.18 | /410 | 19 | 256
12, Institution - Female 4 113025 | 858 2:1; ?Z égg

Better adjusted

** Gignificant at 0.01 level * Significant at 0.05 level

The results of t-test in relation to 3-way interaction of living
arrangement, sex and general adjustment are provided in Table 33.

Among the three groups of home dwelling elderly males significant
difference in mental health is noticed between moderately adjusted

and better adjusted groups as well as between less adjusted and better
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adjusted groups. Among females, however, the difference in mental
health status is significant only between and better adjusted groups. It
is also found that among males as well as females better adjusted
groups are comparably more mentally healthy than the moderately
and less adjusted groups. The finciings suggest that good adjustment

facilitates mental health of the elderly people.

Mean mental health scores of home dwelling male and female
better adjusted elderly also indicate significant difference. Between the
two groups the elderly males are found as more mentally healthy than

the elderly females.

Difference between home and institution dwelling better
adjusted male groups is also found significant. Again less adjusted
females from home and institution are also found to differ
significantly in mental health status. With regard to the better
adjusted male group those from home are found more mentally
healthy than those from institution. Further, in the case of females,
who are less adjusted, institutionalized elderly seem comparably more

mentally healthy than those from home.

The results of analysis reveal that better adjusted elderly are

more mentally healthy than less adjusted elderly. This suggests that
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good adjustment enhances mental health status of the aged people.
Again, in general, the institutionalised elderly are found mentally
more healthy than the home dwelling elderly people. But among
better adjusted groups, especially among men, those from home show

more mental health than those from institution.

The third hypothesis that 'living conditions, sex and general
adjustment of the elderly, independently and in combination,
influence their mental health status and its different measures' is

partially accepted.

Though not directly related to the present findings, the study by
Ott (2003) and Dhillon and Singh (2005) emphasize the association
between mental health and adjustment. According to them
participation leisure activities and social support enhances physical
and mental health which buffers the effect of experienced stress and

thereby promotes better adjustment.

142



Section (iii)
Mental Health by
Living Arrangement
Sex
Perception of Social Support

The results of analysis of variance of the scores on different
mental health measures by living arrangement, sex and perception of

social support are discussed in the following pages.

Table 34
Summary of ANOVA (3-way) of the scores on Self Evaluation
13:)' Source of Variation Sum of df Mean t value
. squares squares
1 | Living arrangement 26.65 1 26.65 1.13
2 | Sex 10.37 1 10.37 0.44
3 | Social support 195.38 2 97.69 4.14*
4 | Living arrangement X sex 30.17 1 30.17 1.28
5 |living arrangement X 4018 | 2 | 2009 | 085
social support |
6 | Sex X social support 90.13 2 45.07 1.91
7 leing arrangement X sex 5034 5 26.17 111
X social support
8 | Residual 4292.01 | 182 | 23.58
Total 4743.81 | 193 24.58

* Significant at 0.05 level

Summary of ANOVA (3-way) presented in Table 34 shows that
perception of social support has significant effect on self-evaluation of
the elderly. But no significant effect for living arrangement and sex is

observed on self-evaluation.




The results indicate no significant effects for living arrangement
X sex, living arrangement X social support and sex X social support.
Again, 3-way interaction effect for living arrangement, sex and social

support is also not found significant for self-evaluation of the elderly.

Table 35
Means, SDs and F-values of the scores on Self Evaluation of the
different groups of elderly (main effects)

Sl. Groups

No. Groups N Means SDs compared |- df | t-value
Poor social

1. 42 17.38 5.07
support

Moderate social 1&2 148 0.12
2. | oy 108 | 1748 |458 | 1&3 | 84 |2.07*

support 2&3 |150| 2.59*

3, | Better social 44 | 1973 |5.44
support

* Significant at 0.05 level

The results of t-test (Table 35) show significant difference in the
mean self-evaluation scores of elderly with poorly perceived support
and better perceived support as well as elderly with moderately
perceived and better perceived support. In both instances the elderly
with better perceived support seem to have positive self evaluation

when compared to the other two groups of elderly.

The results indicate that better perception of social support
leads to positive self-evaluation which is an important aspect of

mental health. The better supported elderly seem to have belief in
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themselves and are able to manage effectively at times of crisis. This is

likely to facilitate mental health in them.

Table 36 presents the results of ANOVA (3-way) of the scores on

social orientation measure of mental health in relation to living

arrangement, sex and perception of social support. t-values show

significant effect at 0.01 level for social support on social orientation.

The results also show that combined effects for living

arrangement and sex on social orientation are significant at 0.05 level.

However, no significant effect for 3-way interaction of these variables

is seen with respect to social orientation.

Table 36 :
Summary of ANOVA (3-way) of the scores on Social Orientation
Sl' Source of Variation Sum of df Mean t value
0. squares squares
1 |Living arrangement 23.55 1 23.55 1.53
2 | Sex 39.18 1 39.18 2.55
3 | Social support 169.31 2 84.66 5.51**
4 | Living arrangement X sex 65.94 1 65.94 4.29*
5 | Living arrangement X 1625 | 2 813 | 053
social support
6 | Sex X social support 0.82 2 0.41 0.03
v Living arrangement X sex 19.77 2 9 88 0.64
X social support
8 | Residual 2797.16 | 182 15.37
Total 3122.06 | 193 16.18

** Significant at 0.01 level

* Significant at 0.05 level
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Table 37
Means, SDs and t-values of the scores on social orientation of the
different groups of elderly (main effects)

1\51:,._ Groups N Means | SDs C()G;‘;‘;f:d ~df | t-value
1. | Poor social support 42 | 14.67 {432 | 1 &2 |148| 2.53*

2. | Moderate social support | 108 | 16.47 | 3.77 | 1&3 | 84 | 2.94*

3. | Better social support 44 [ 1729|399 | 2&3 |150} 1.20

** Significant at 0.01 level ~ * Significant at 0.05 level

The means, SDs and t-values of the scores on social_prientation
for different groups of elderly reveal that there is significant difference
between groups of elderly with poor support and moderate perception
of support as well as between poor perception of support and better
perception of support. But no significant difference is seen in the mean
social orientation scores of moderately and better supported groups.
These two groups are found similar in social orientation. The results
suggest that elderly with better perceived support are comparably
more socially oriented than the other two groups, indicating more
social commitment and ability to maintain good relations with others

etc. than their peers with moderate and poor support.

Table 38 :
Means, SDs and t-values of the scores on Social Orientation of the different
groups of elderly (2-way interaction of living arrangement & sex)

131)" Groups N Means | SDs cf:;;‘:: d df | t-value
1. | Home - male ' 51 |16.57 |357| 1&2 |100! 0.17
2. | Institution - male 51 |16.69 322 3&4 | 90 | 145
3. | Home - female 46 |15.17|5.17| 1&3 | 95| 1.56
4. | Institution - female 46 | 1657|393 2&4 | 95| 017
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The results (Table 38) suggest that the difference in mean scores
of the groups compared is not significant. However, in the case of
home dwelling elderly males and females the significance of the
difference in mean scores is found as 0.12. Males tend to show more

social orientation than females.

Table 39 _
Summary of ANOVA (3-way) of the scores on Personal Integration
13‘1)' Source of Variation Sum of df Mean t value
. squares squares
1 |Living arrangement 254.14 1 254.14 | 8.83**
2 | Sex - 51.11 1 51.11 1.78
3 | Social support 189.79 2 94.89 3.29*
4 | Living arrangement X sex | 380.63 1 380.63 | 13.22**
5 |Living arrangement X 18717 | 2 | 9359 | 3.25*
social support
6 | Sex X social support 176.71 2 88.36 3.07*
v L1v1ng arrangement X sex 3856 9 19.28 0.67
X social support
8 | Residual 5239.62 | 182 28.79
Total 6575.34 | 193 34.07
** Significant at 0.01 level * Significant at 0.05 level

Summary of ANOVA (3-way) in Table 39 reveals significant
main effects for living arrangement and perception of social support
on personal integration. However, no effect is seen for male-female

status of the elderly on personal integration.

As for the combined effects, living arrangement and sex seem to

have significant effects at 0.01 level, on personal integration whereas
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that for living arrangement X perception of social support and sex X

perception of social support are significant at 0.05 level.

Effects for living arrangement X sex X perception of social

support are not found significant on this measure of mental health.

Table 40

Means, SDs and t-values of the scores on Personal Integration for

different groups of the elderly (main effects)

SL'. Groups N Means SDs cf;;‘;l::é df | t-value
1. | Home 97 18.53 6.02
1&2 [192] 2.54*
2. | Institution 97 20.63 5.48
1. Z‘l’or ;’;’:‘al 42 | 1845 | 5.24
Mpge . — 1&2 |148| 0.95
2. © rries“‘a 108 | 1944 |595| 1&3 | 84 | 2.09*
;“It’tpo — 2&3 |150]| 1.44
3, | Cetrersocia 44 | 2098 | 5.94
support

* Significant at 0.05 level

The results given in Table 40 show that home dwelling and

institution dwelling elderly people differ between themselves in

personal integration. And those from institution are found as more

personally integrated than their counterparts from homes.

When groups of elderly with perception of poor social support,

moderate social support and better support are compared, the

difference in mean scores on personal integration measure is found

significant only between those having poor and better perception of
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social support. Group of elderly with better perception is seen as

being better personally integrated than the other group.

Table 41

Means, SDs and t-values of the scores on Personal Integration of the
different groups of elderly (2-way interaction, for living arrangement
X sex, living arrangement X social support and sex X social support)

social support

1\51:,.. Groups N Means SDs Cﬁ::;f: d df | t-value
1. |Male-H . . -
ale ome 51 | 20.31 | 5.81 1 &2 100! 050
2. | Male - institution 51 | 19.76 | 518 | 3 &4 90 | 4.25**
3. | Female - home 46 | 1654 | 568 | 1&3 | 95 |3.23"
4. | Female - institution | 46 | 21.59 | 5.69 2&4 % | 165
1, |Home-poorsocial | 55 | 1748 | 514
support _
Home - moderate 1&2 66 | 0.14
2 | social support 4311728 1594 1 o3 | 52| 2440
Home - better social 2&3 70 | 2.77**
3 | support 29 1 2128 1 6121 4 o5 |80 | 0.67
Institution - poor 4&6 30 | 0.27
4. social support 17| 19.88 | 5.19 5&6 78 | 0.30
Institution - 1&4 | 40 | 148
5. | moderate social 65 | 20.88 | 5.56 2&5 |106|3.21**
support 3&6 42 | 0.46
6. Insfitution - better 15 | 2040 | 5.74
social support
1. Z"Iale ‘rlt’°°r social | H¢ | 1758 | 5.41
I\:prlpo oot 1&2 (77| 170
2, a.el' mo erf € 53 | 1977 | 539 | 1&3 |47 |4.24%
izcia St‘:ptf"r — 2&3 | 74 |2.91%
3, | vae- te ersocial | 53 | 2343 | 4.05| 4&5 | 69 | 043
;upp‘l’r — 4&6 |35 082
4 emale - poor social | ;. | 1988 | 476 5 &6 74 | 0.50
;“Ppcl’rt < 1&4 | 40 | 1.40
5, enf‘al e-moderate | oo | 1513 | 648 | 2&5 |106]| 0.56
’ social support 3 &6 42 | 3.16**
6. | Female - better 21 | 18.29 | 6.58

** Significant at 0.01 level

* Significant at 0.05 level
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The results (Table 41) with respect to interaction of living
arrangement and sex indicate significant difference in mean personal
interaction scores of females from home and institutions as well as of

home dwelling males and females.

The results with respect to combined effects of living
arrangement and perception of social support suggest significant
difference in personal interaction between better supporfed and
poorly supported groups as well as between better supported and

moderately supported groups of elderly.

In the case of moderately supported groups those from home

and institutions differ significantly in personal integration.

Again, with respect to interaction of sex and social support,
poorly supported male group appear to differ significantly from their
better supported counterparts in personal integration. Further,
significant difference is seen between elderly males with moderately

perceived support and better perceived support in personal integration.

The results also show that there is significant difference
between males and females with better perceived support. In all the
comparisons, groups with better perceived support are found as
superior to the other two groups in personal integration. The groups
of elderly with better perception of support are found able to deal
with and solve problems and resist stresses and strains of life in a

better way than the less supported elderly people.
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Summary of ANOVA (3-way) presented in table 42 suggests
significant effect for living arrangement on independenceumeasure of
mental health. Perception of social support also seems as having
significant effect on independence. In both cases, F-values are
significant at 0.01 level. But sex has no significant effect on
independence.

As far as combined effects for the independent variables are
considered, effects for living arrangement and perception of social
support alone is found significant on independence of the elderly.
Effects for living arrangement and sex as well as for sex and

perception of social support are not significant.

Table 42
Summary of ANOVA (3-way) of the scores on Independence
131' Source of Variation Sum of df Mean t value

o. squares squares
1 | Living arrangement 259.11 1 259.11 | 8.06**
2 | Sex 18.11 1 18.11 0.56
3 | Social support 540.57 | 2 270.29 | 8.41**
4 | Living arrangement X sex 0.42 1 0.42 0.01
5 |living arrangement X 48087 | 2 | 24043 | 7.48%

social support
6 | Sex X social support 109.47 2 54.74 1.70
7 Living arrangement X sex 182.77 5 91.38 284

X social support ‘_
8 | Residual 5851.99 | 182 32.15

Total 7342.74 | 193 38.05

** Significant at 0.01 level * Significant at 0.05 level
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Table 43

Means, SDs and t-values of the scores on Independence of the
different groups of elderly (main effects)

S:". Groups N | Means | SDs cfn:;:l:es d df | t-value
1. | Elderly - home 97 | 22.65 | 6.87
1&2 (192} 226
2. | Elderly - institution | 97 | 24.63 | 5.23
1. | Poor social support | 42 | 21.57 | 5.45
Moderate social 1&2 (148 | 1.66
2 support 108 | 23.39 | 6.23 1&3 84 | 3.80%*
: 2&3 |150| 2.59*
3 Better social 44 | 26.23
support

** Significant at 0.01 level

* Significant at 0.05 level

The results (Table 43) show significant difference between better

supported and poorly supported as well as between better and

moderately supported groups of elderly people. The mean scores of

the three groups reveal that group of elderly with better perception of

support is comparably more independent than the groups with lower

perception of support.




Table 44
Means, SDs and t-values of the scores on Independence of the
different groups of elderly (2-way interaction of living arrangement
and perception of social support)

SL Groups

No. Groups N Means SDs compared df | t-value
Home - poor social

1 P 25 | 19.00 | 4.31

support

2 Home - moderate 1&2 66 | 1.65

43 | 21.67 | 7.38

social support 1&3 52 | 6.15**
Home - better social 2&3 70 | 3.48**
3 support 29 | 27.24 | 5.38 4 &5 80 | 0.61
Institution - poor 4&6 | 30 | 0.54
4 social support 171 2535 | 477 5&6 | 78 | 0.17
Institution - 1&4 40 | 4.49*
5 | moderate social 65 | 24.52 | 5.08 2&5 |[106| 2.38*
support 3&6 42 | 1.61

6 Institution - better

X 15 | 24.27 | 6.55
social support

** Significant at 0.01 level * Significant at 0.05 level

From the Table 44, it is seen that better supported elderly from
home differ significantly from moderately supported and poorly
supported groups of elderly from home. Among these three groups
better supported is more independent followed by ﬁoderately

supported and then by poorly supported groups.

A comparison of institutionalised groups indicates significant
difference in independence between poorly supported home dwelling
and institution dwelling elderly groups as well as between moderately
supported home dwelling and institution dwelling elderly groups. In

both instances those staying in institutions are found as more
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independent than those from home. The results suggest that
community living is likely to foster the development of independence

among elderly people.

Table 45
Summary of ANOVA (3-way) of the scores on Environmental Mastery

Sum of Mean

13:; Source of Variation df t value
. squares squares
1 | Living arrangement 28.67 1 28.67 1.38
2 | Sex 60.15 1 60.15 2.89
3 | Social support 499.18 2 249.59 | 11.99**
4 | Living arrangement X sex | 19.14 1 19.14 0.92
5 |Living arrangement X 8224 | 2 | 4112 | 198
social support
6 | Sex X social support 60.58 2 30.29 1.46
7 L1v1ng arrangement X sex 549 5 275 0.13
X social support
8 | Residual 3788.29 | 182 20.82
Total 4527.61 | 193 23.46
** Significant at 0.01 level * Significant at 0.05 level

Summary of ANOVA (3-way) given in Table 45 reveals that
perception of social support has significant effect on environmental
mastery measure of mental health. Living arrangement has no
significant effect on environmental mastery. A similar trend is seen

with respect to sex of the elderly also.

The results suggest that perception of social support

significantly influences environmental mastery of the aged people.
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Table 46

Means, SDs and t-values of the scores on Environmental Mastery of

the different groups of elderly (main effects)

Sl

Groups

N Groups N Means SDs df | t-value
0. compared
1. | Poor social support | 42 | 13.24 | 3.98

Moderate social 1&2 148 | 1.13
2. support 108 | 14.19 | 4.89 1&3 84 | 4.81**

i 2&3 150 | 3.99**

3 Better social 44 | 1759 | 439

support

** Significant at 0.01 level

* Significant at 0.05 level

The means, SDs and t-values (Table 46) show that poorly

supported elderly differ significantly from better supported elderly in

environmental mastery. Similarly the group with moderately

perceived support differs significantly from better adjusted group. In

both instances better supported elderly are found as having more

control over their environment than the moderately adjusted and

poorly adjusted elderly. The results suggest that better perception of

social support is likely to improve environmental mastery in aged

people, i.e., better supported elderly are more able to adapt to changes

in the environment and are able to keep a balanced mind amidst life

problems.




Table 47
Summary of ANOVA (3-way) of the scores on Feeling of Well Being

Sum of

Mean

I\SI:)'. Source of Variation squares df squares t value
1 | Living arrangement 342.12 1 34212 | 14.25*
2 | Sex 6.35 1 6.35 0.26
3 | Social support 538.72 2 269.36 | 11.22**
4 | Living arrangement (sex) 12.63 1 12.63 0.53
5 l“;;‘;‘(frf)"a“gemem (social | hi9gn | 2 | 12491 | 5.20
6 | Sex (social support) 40.03 2 20.01 0.83
7 {“S‘;'g;% :ﬂ; ag‘ogri;“e“t ) | 4005 | 2 | 2047 | 085
8 | Residual 4370.40 | 182 24.01

Total 5585.94 | 193 28.94

** Significant at 0.01 level

* Significant at 0.05 level

Table 47 shows the results of analysis of variance (3-way) of the

scores on feeling of well being by living arrangement, sex and

perception of social

support.

The F-values obtained

indicate

significant effects for living arrangement on feeling of well being.

Effect for perception of social support on feeling of well being is also

significant. But no significant effect is seen for sex of the elderly

people.
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Table 48

Means, SDs and t-values of the scores on Feeling of Well Being of the
different groups of elderly (main effects)

Groups

No. Groups N Means SDs compared df | t-value
. 97 | 18.56 | 5.92

1. | Home 1&2 192/ 3.33*
2. | Institution 97 | 21.06 | 447
1. | Poor social support | 42 | 17.17 | 5.19

Moderate social 1&2 148 | 2.95*

2. support 108 | 19.94 | 5.16 1&3 84 | 4.37%*

; 2&3 150 | 2.27*
3, | Better social 44 | 2202 | 5.11

support

** Significant at 0.01 levél

* Significant at 0.05 level

The results in Table 48 indicate significant differences among

groups of elderly with poor, moderate and better perception of social

support. Poorly supported elderly differ from moderately and better

supported elderly in feeling of well being. Moderately and better

supported groups also differ between themselves in feeling of well

being. The mean values show that elderly with better perception of

support have better feeling of well being than the other two groups.
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Table 49
Means, SDs and t-values of the scores on Feeling of Well Being of the
different groups of elderly (2-way interaction of living arrangement
and social support)

13:)'. Groups N Means SDs cf;;‘;f : d df | t-value
1 Home - poor social 25 | 1512 | 4.49
support
Home - moderate 1&2 | 66 | 2.04*
2 social support 43 | 17.84 | 5.70 1&3 |52 | 568+
Home - better social 2&3 70 | 3.62**
3 | support 2912259 1508 1 o5 |80 | 0.96
Institution - poor 4&6 30 | 043
| social support 1712018 1477\ se6 |78 | 031
Institution - 1&4 40 | 3.49*
5 | moderate social 65 | 21.32 | 4.27 2&5 |106|3.63**
support 3&6 [+42 | 1.02
6 Ins?ltutlon - better 15 | 2093 | 515
social support
** Significant at 0.01 level * Significant at 0.05 level

Means, SDs and t-values provided in Table 49 show that home
dwelling elderly with poor and moderate perception of social support
differ significantly in feeling of well being. The difference in mean
scores between these two groups are significant at 0.05 level. Poorly
supported group also differs significantly at 0.01 level from better
supported group in feeling of well being. Significant difference at 0.01
level in feeling of well being is seen between groups with moderate
and better perception of support. A scrutiny of the mean scores
suggest that better supported group is superior to the other two

groups in feeling of well being.
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No significant difference in feeling of well being is found

among the three groups of elderly from institution. The results show

that poorly supported groups from home and institution significantly

differ from each other in feeling of well being, those from institution

having a better feeling of well being than those from home.

A similar trend is found in the case of elderly having moderate

perception of social support. Home dwelling and institution dwelling

groups of elderly with moderate perception of social support differ

significantly with each other in feeling of well being. Here also

institutionalised elderly is superior to home dwelling group in feeling

of well being.

Table 50
Summary of ANOVA (3-way) of the scores on Mental Health
I\SIL Source of Variation Sum of df Mean' t value

0. squares squares
1 |Living arrangement 4427.50 1 4427.50 | 11.08**
2 | Sex 0.08 1 0.08 0.00
3 | Social support 1147951 | 2 5739.76 | 14.36**
4 | Living arrangement X sex | 1963.74 1 1963.74 | 4.91*
5 |living arrangement X 394209 | 2 | 1971.05 | 4.93*

social support
6 | Sex X social support 880.18 2 440.09 1.10
7 |Living arrangementXsex | ,4n55 | 5 | 13126 | 030

X social support
8 | Residual 72741.07 | 182 399.68

Total 95227.51 | 193 493.41

** Significant at 0.01 level

* Significant at 0.05 level
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Summary of ANOVA (3-way) presented in Table 50 show
significant effects for living arrangement and perception of social
support on general mental health of the elderly. But sex seems to have

no significant effect on their mental health.

Table 51
Means, SDs and t-values of the scores on Mental Health of the
different groups of elderly (main effects)

SI. Groups t-
No. Groups N | Means | SDs compared df value
1. | Home 97 |108.06 | 24.89 '
1&2 192 | 2.58*
2. | Institution 97 |116.16 | 18.41

1. | Poor social support 42 1102.55|20.18

el 1&2 [148 | 2.19*
p. | Moderate socia 108 [110.97 | 21.48 | 1&3 | 84 |4.84%

support 2&3 |150 | 3.43*

3. | Better social support | 44 |124.05|20.97

** Significant at 0.01 level * Significant at 0.05 level

Means, SDs and t-values (Table 51) show that elderly people from
home and institution differ significantly in their mental health status. The
results presented in Table 51 also reveals significant difference between
poorly supported and moderately supported, poorly supported and better
supported as well as between moderately supported and better supported
elderly groups in general mental health. Among the three groups the
better supported group seems to be more mentally healthy thén the other
two groups. The results show that good perception of social support

facilitates mental health of the elderly.
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Table 52
Means, SDs and t-values of the scores on Mental Health of the
different groups of elderly (2-way interaction of living arrangement X
sex and living arrangement X Perception of Social Support)

hSI:;. Groups N | Means SDs cf;‘;;f: 4 df | t-value
1 | Home - male 511109692418 | 1&2 | 95 | 0.67
2 | Home - female 46 | 106.26 | 2582 | 3 &4 | 95 | 1.20
3 | Institution - male 51 |114.04| 1828 | 1&3 |[100| 1.03
4 |Institution - female |46 |118.52| 1846 | 2&4 | 90 | 2.62*
1 i‘;‘;‘gr'tp"or social | o5 | 9476 | 16.58
Home - moderate 1&2 | 66 | 1.59
2 43 110344 | 2416 | 1&3 | 52 | 592*

social support

Home - better social 2&3 | 70 (411
3 o8t 1291126382182 | 4&5 | 80 | 0.39

Support 4&6 | 30 | 0.80

Institution - poor

4 social support 17 1114.00{19.92 | 5&6 | 78 | 0.69
— 1&4 | 40 | 3.40*
5 Ins’Fltlutlon - moderate 65111595 | 18.03 | 2&5 | 106 |3.08*
Soclal support 3&6 | 42 | 1.03
6 InsFltutlon - better 15 | 11953 | 19.11
social support
** Significant at 0.01 level * Significant at 0.05 level

The results in Table 52 show that there is significant difference
between home dwelling and institution dwelling females with respect

to general mental health.

Again, the results indicate that better supported home dwelling
elderly people differ significantly from their peers with moderate as
well as poor perception of support. Better supported group is found as
having better mental health than the moderately supported and poorly

supported groups. A comparison among the three groups of elderly
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namely, better, moderate and poor perceived support from home and
from institution reveal that those poorly supported and staying at
home differ significantly from the other groups in mental health.
Elderly with poor perception of support from institutions are found to
have better mental health than their counterparts from home. A
similar trend is evident in the case of moderately supported elderly

group from home and institution.

The fourth hypothesis that 'living conditions, sex and
perception of social support of the elderly, independently and in
combination, influence their mental health status and its various

measures' is partially accepted.

The aforementioned results suggest the influence of social
support in enhancing the mental health of elderly people. These
findings are supported by a host of studies (Antonucci et al, 1996;
Johnson and Troll, 1994; Antonucci and Jackson, 1987; Lee and Sheban,
1989; Shyam and Yadav, 2005; Fokkema, 2002, and Anna and Asha,

2006).
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PART C

MENTAL HEALTH AND PERSONAL DEMOGRAPHIC FACTORS

The role of demographic factors such as age, education, sex,
occupation, income, marital status, family type, rearing background and
also leisure involvement is examined using t-test for independent samples.

The results are presented and discussed in the following pages.
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Table 53

Classification of the sample and the criteria used

13:;. Variable Groups Criteria N
1. Young old 60-69 58
1. | Age 2. Middle age old 70-79 105
3. Old old 80+ 31
1. High school education 160
2. | Education 2. College education 25
3. Professional educated 9
5 | ex 1. Male 102
2. Female 92
1. Unskilled/unorganised 99
2. Emplqyees - 52
4. | Occupation organised sector
3. Professionals 25
4. Business people 18
1. Low income 1135}5)8«6/1{_8 94
5. |Income 2. Middle income 12,000 to 40,000 | 77
3. High income Above Rs. 40,000 | 23
1. Married 33
6 Marital 2. Unmarried 97
- | status 3. Divorced 19
4. Widowed 45
7. | Family type 1. Joint family 137
2. Nuclear family 57
g Leisure 1. High involvement 98
© | activities 2. Less involvement 96
o Rearing 1. Urban 94
Background |7 Rural

100
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Table 54

Means, SDs and t-values of the scores on different measures of Mental Health based on the age of the elderly

Mental Health Measures Age No. Means SDs ;Ee:rf‘ cf,;(:;f:d df t-value
1. 60-70 58 18.14 4.92 0.65
Self Evaluation 2. 71-80 105 17.99 491 | 048 | 1&2 161 | 018
3,81+ 31 17.58 532 | 0.96 ; : g 1831 8'23
1. 60-70 58 16.33 4.33 0.57 1&2 161 0.18
Social Orientation 2.71-80 105 16.45 3.75 0.37 1&3 87 0.81
3.81+ 31 15.55 4.35 0.78 &3 134 113
1. 60-70 58 20.79 583 0.77 1&2 161 1.72%*
Personal Integration 2.71-80 105 19.15 5.83 0.57 1&3 87 1.59
3.81+ 31 18.74 5.73 1.03 2&3 134 0.35
1. 60-70 58 24.57 6.80 0.89 1&2 161 1.27
Independence 2.71-80 105 23.26 5.99 0.59 1&3 87 0.97
3.81+ 31 23.19 5.49 0.99 2&3 134 0.05
1. 60-70 58 16.36 5.23 0.69 1&2 161 3.04**
Environmental Mastery 2.71-80 105 13.98 4.52 0.44 1&3 87 1.77***
3.81+ 31 14.39 457 0.82 2&3 134 0.44
1. 60-70 58 2081 521 | 0.68 1&2 161 | 1.79*
Feeling of well being 2. 7180 105 1925 | 550 | osa | &5 | % 078
3.81 + 31 19.90 5.19 0.93 1&2 161 | 1.06%+
) 1. 60-70 58 117.22. | 23.65 311 | 143 87 155
General mental health 2. 71-80 105 110.10 21.39 2.09 2 &3 134 0.17
3.81+ 31 109.35 21.29 3.82

60-69: young old, 70-79: middle age old, 80+: old old, ** significant at 0.01 level, *** significant at 0.10 level
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Table 54 shows the means, SDs and t-values of the scores on
different measures of mental heaith of the three groups of elderly, namely
young old, middle age‘old and old old. The results show that young old
and middle age old differ significantly in environmental mastery, the
young old having more control over their environment. With respect to
personal integration, feeling of well being and general mental health also
these two groups seem to differ, but the difference in significant only at
0.10 level. In all the cases the young old groups are found superior to
middle age old groups. Similarly, the young old group tends to differ from
the middle age old group in environmental mastery at 0.10 level and the

former group is found superior to the latter one.

Educational status seems to have some effect on the rr;;ental health
status of the elderly people. The results presented in table 55 indicate that
college educated elderly are more independent, and have better feeling of
well being than their less educated peers. Those with professional
education are also found to be more independent than those With college
and high school education. In all these cases the difference between the
different groups compared are significant at 0.10 level. The results show
that education, to some extent, tends to improve mental health Qf the
elderly. It may be reasoned that the educated elderly are likel}; to be more
independent in thinking and action as well as are more able to manage
things on their own and hence are more contented and happy compared

to their less educated counterparts
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Table 55

Means, SDs and t-values of the scores on different measures of Mental Health with respect to their level of education

Meﬁtal Health Education No. Means SDs SE of Groups df t-value
easures Mean | compared
1. High school 160 17.83 5.04 0.39
Self Evaluation | 2. College - non professional 25 18.72 5.07 1.01 1&2 183 8'82
3. Professional 9 18.33 308 | 1.03 :12 Z g 13627 02(1’

} 1. High school 160 16.22 418 0.33 )
Social 2. Coll fessional 25 16.76 3.36 0.67 1&2 183 0.62
Orientation - -OL€ge - non protessiona ' ' - 1&3 167 0.31

3. Pr.ofessmnal 9 15.78 2.77 0.93 2 &3 32 0.78
Personal 1. ngh SChOOl i 160 19.49 597 0.47 1 & 2 183 0_94
Integration 2. College.- non professional 25 20.68 5.11 1.02 1&3 167 0.73
3. Professional 9 18.00 5.43 1.81 2&3 32 1.33
1. High school 160 23.14 6.17 0.49 1&2 183 1.86***
Independence 2. College - non professional 25 25.60 5.98 1.20 1&3 167 1.84***
3. Professional 9 27.00 4.95 1.65 2&3 32 0.63
Environmental | L igh school 160 14.56 4.85 0.38 1&2 183 0.83
Master 2. College - non professional 25 15.44 519 | 1.04 1&3 167 | 1.08
y 3. Professional 9 16.33 361 | 1.0 % z g 13823 . 07;17
Feeling of well 1. High school - 160 19.44 5.46 0.43 1&3 167 '1.26
. 2. College - non professional 25 21.44 5.06 1.01
being - 2&3 32 0.18
3. Professional 9 21.78 3.80 1.27 1&?2 183 1.65
health 2. College - non professional 25 118.76 20.87 417 2 &3 32 0.32
3. Professional 9 116.22 18.99 6.33

** significant at 0.01 level, *** significant at 0.10 level
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Table 56
Means, SDs and t-values of the scores on different measures of Mental Health of male and female elderly people

M%r;t:lstliiaslth Sex No. Means SDs ::i:i df t-value
. 1. Male 102 18.19 0.50 0.50
Self Bvaluation 1 e 92 17.73 0.51 0.51 192 0.64
Social 1. Male 102 16.63 0.34 0.34 190 131
Orientation 2. Female 92 15.87 0.48 0.48 ) )
Personal 1. Male 102 20.04 0.54 0.54 192 116
Integration 2. Female 92 19.07 0.65 0.65 B )
1. Male _ 102 23.29 0.58 0.58
Independence 5 e 92 24.02 0.67 0.67 192 0.82
Environmental | 1. Male ‘ 102 14.20 4.59 0.45 192 177
Mastery 2. Female 92 15.38 5.06 0.53 )
Feeling of well | 1. Male 102 19.55 5.09 0.50 192 0.71
being 2. Female 92 20.10 5.70 0.59 )
General mental | 1. Male 102 111.86 21.44 2.12 192 017
health 2. Female 92 112.39 23.15 241 )

*** significant at 0.10 level
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The results given in table 56 show that elderly males and
females do not differ significantly with respect to self evaluation,
social orientation,‘personal integration, independence, feeling of well
being and general mental health. In environmental mastery the
difference between the two groups is significant at 0.10 level with the
females having a comparably higher score. This indicates that elderly
females are better than elderly males in environmental mastery, i.e.
they are more able to adapt to changes in the environment, have good
interpersonal relation etc. than the elderly males. In all the other
measures of mental health and in general mental health also the two

groups are similar.

169



Table 57

Means, SDs and t-values of the scores on different measures of Mental Health with respect to their occupational status

Mental Health . SE of Groups
Measures Occupational status No. Means SDs Mean compaI:e d df t-value
1. Unskilled 99 17.53 5.15 0.52 1&2 149 1.23
2. Govt empl 52 18.62 5.26 0.73 1l 122 0->7
. GOVl employees . . .
Self Evaluation POy 1&4 115 0.58
3. Professional 25 18.16 3.97 0.79 2&3 75 0.38
: 2&4 68 0.24
4. Business 18 18.28 4.34 1.02 3&4 41 0.09
1. Unskilled 99 15.92 4.19 0.42 1&2 149 0.97
1&3 122 0.18
Social 2. Govt employees 52 16.62 4.23 0.59 1&4 115 1.46
Orientation 3. Professional 25 16.08 317 | 0.64 2&3 75 0.56
) 2&4 68 0.75
4. Business 18 17.44 3.49 0.82 3 &4 41 1.33
1. Unskilled 99 19.83 5.88 0.59 1&2 149 0.63
1&3 122 0.68
Integration 3. Professional 25 18.96 518 | 1.04 2&3 75 0.38
: 2&4 68 0.59
4. Business 18 20.17 6.59 1.55 3 &4 41 0.67
Independence | 1. Unskilled 99 23.27 6.73 0.68 1&2 149 1.16
: : - . 1&3 122 0.78
2. Govt employees 52 24.52 5.37 0.74 1&4 155 0.91
3. Professional 25 20.52 5.36 1.07 2&3 75 0.09

170




Mental Health . E of G
el\[';;sureeas Occupational status No. Means SDs E/Ie:n cm:\;l;g: d df t-value
] 2&4 68 1.84***
4. BuSIHQSS 18 21.72 6.07 1.43 3 & 4 41 1.68***
i 1&2 149 0.49
1. Unskilled 99 24 4.91 0.42
152 1&3 122 0.68
Environmental | 2. Govt employees 52 14.83 4.95 0.69 1&4 115 0.91
Mastery 3. Professional 25 14.52 402 | ogo | 2&3 75 0.27
2&4 68 1.94%**
4. Business 18 21.72 6.07 1.43 3&4 41 1.70%**
: 1&2 149 1.06
1. Unskilled ) . .
nskille 99 19.61 5.22 0.53 1 &3 122 0.78
Feeling of well | 2. Govt employees 52 2.058 5.62 0.78 1&4 115 1.40
being 3. Professional 25 20.52 536 | 1.07 2&3 75 0.04
2&4 68 1.88***
4. Business 18 17.72 5.37 1.27 3&4 41 1.69%**
1. Unskilled 99 11163 | 2328 | 234 | 1&2 149 070
1&3 122 0.18
General mental | 2. Govt employees 52 114.40 22.62 3.14 1&4 115 0.67
health 3. Professional 25 11252 | 1629 | 326 | 2&3 75 0.37
2&4 68 1.09
4. Business 18 107.61 22.97 5.41 3&4 41 0.82

*** significant at 0.10 level
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The results given in table 57 reveal the role of- occupation on the
mental health status of the elderly. The results show that employees
from organised sectors, professionals and business people differ
among themselves at 0.10 level with respect to independence,
environmental mastery and feeling of well being. Organised sector
employees are found as more independent, having more control over
their environment, and feeling of well being than the professionals
and business people. In all these three measures of mental health,
professionals are found to be superior to business people. The results

suggest occupational status as having some influence on the mental

health of the elderly.
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Table 58

Means, SDs and t-values of the scores on different measures of Mental Health with respect to their income level

Mental Health Income level No. Means SDs SE of Groups df t-value
Measures Mean | compared

1. Low 94 18.03 5.02 0.52

Self Evaluation | 2. Middle 77 18.12 4.86 0.55 1 g g ii’g gg
3. High 23 17.22 5.17 1.08 '

2&3 98 0.77

. 1. Low 94 16.14 4.22 0.44
Social . E 1&2 169 0.66

. . 2. Middle 77 16.55 3.97 0.44
Orientation - 5 1&3 115 0.33
e T oo T sos e 2% | & | o

. Low 94 19.91 . .
Personal - 1&2 169 0.64
Integration 2. M‘lddle 77 19.34 5.71 0.65 1&3 115 0.66
3. High 23 19.00 5.84 1.22 2 &3 98 0.25
1. Low 94 23.26 6.74 0.70 1&2 169 1.06
Independence | 2. Middle 77 24.27 5.51 0.63 1&3 115 0.11
3. High 23 23.09 5.85 1.22 2&3 98 0.89
Environmental |12V 94 15.12 4.97 0.51 1&2 169 0.54
Mastor 2. Middle 77 14.70 512 0.58 1&3 115 1.51
y 3. High 23 13.48 297 | 0.62 3 z 3 19689 égg
. 1. Low 94 19.79 5.61 0.58 :

Ezf:\‘gng of well - fiddle 77 2012 538 | 061 ; z g 1;85 g'gi
[ s Ly e Tom] T | | ox
General mental . SOW - - - 1&3 115 1.09
health 2. Middle 77 113.27 21.69 2.47 2 &3 98 1.25

3. High 23 107.09 17.83 3.72

** significant at 0.01 level,

*** significant at 0.10 level




Influence of financial status on mental health (Table 58) is also
examined. The results indicate that low, middle and high income
groups of elderly do not differ among themselves on any of the mental
health dimension. Income does not seem to influence the mental

health status of elderly people.

The results relating marital status and mental health are
presented in Table 59. The t-values obtained show that divorced and
widowed elderly differ significantly at 0.10 level with respect to
independence. Widowed elderly are found more independent than the
divorced. With respect to environmental mastery married group is
found to have more control over their environment than the divorced
(significant at 0.10 level) and the widowed (significant at-0.05 level)
groups. Between the divorced and widowed groups the former is
superior to the latter group - the difference significant at 0.10 level in
environmental mastery. The results also indicate that married elderly

are better than the other groups with respect to feeling of well being.
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Table 59
Means, SDs and t-values of the scores on different measures of Mental Health with respect to their marital status

Mt;}tal Health Marital status No. Means SDs SE of Groups df t-value
easures Mean | compared
1. Married 33 18.27 5.41 0.94 1&2 128 0.30
1&3 50 0.06
2. Unmarried 97 17.95 5.23 0.53 1&4 76 0.60
Self Evaluation )
3. Divorced 19 18.37 4.59 1.05 2&3 114 0.33
2&4 140 0.37
4. Widowed 45 17.62 4.23 0.63 3&4 62 0.63
1. Married 33 16.12 4.05 0.71 1&2 128 0.06
1&3 50 0.90
Social 2. Unmarried 97 16.07 4.21 0.43 1&4 76 0.34
Orientation 3. Divorced 19 17.16 3.89 0.89 2&3 114 1.04
2&4 140 0.48
4. Widowed 45 16.42 3.70 0.55 3& 4 62 0.72
1. Married 33 20.27 5.68 0.99 1&2 128 0.22
: 1&3 50 0.62
Integration 3. Divorced 19 19.26 5.60 1.28 2&3 114 0.48
) 2&4 140 1.61
4. Widowed 45 18.29 5.12 0.76 3&4 62 0.68
Independence | 1. Married 33 23.97 5.68 0.99 1&2 128 0.30
. 1 _ 1&3 50 1.52
2. Unmarried . 97 23.58 2 6.75 0.69 &4 76 031
3. Divorced 19 21.63 4.67 1.07 2&3 114 1.20
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Mental Health Marital status No. Means SDs SE of Groups df t-value
Measures Mean compared
264 140 | 0.69
4. Widowed 45 24.38 573 | 085 | 3&4 62 | 1.84%*
1&2 128 | 121
1. Married 33 1615 | 506 | 083 | 1&3 50| 285
1&4 76 1.61
Mastery 3. Divorced 19 1216 | 451 | 104 | 2&4 140 | 0.7
3 &4 62 | 167+
4. Widowed 45 14.33 4.84 0.72 1&2 128 1.57
1. Married 33 21.30 519 | 090 | 1&3 50 | 1.68™
1&4 76 1.41
Feeling of well | 2. Unmarried 97 19.60 5.48 0.56 2&3 114 0.66
being 3. Divorced 19 18.68 581 | 133 | 2&4 140 1 0.05
3 & 4 62 0.66
4. Widowed 45 19.64 5.08 0.76 1&2 128 0.82
1. Married 33 11618 | 2242 | 390 | 1&3 50 | 158
1&4 76 1.08
health 3. Divorced 19 10679 | 1899 | 436 | 2%&4 | 140 | 034
3&4 62 0.76
4. Widowed 45 11093 | 2024 | 3.02

* Significant at 0.05 level ** significant at 0.01 level,
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Table 60

joint families

Means, SDs and t-values of the scores on different measures of Mental Health of elderly people from nuclear and

Mi\r';teaalsfl{:ezlth Family type No. Means SDs &E:ﬁ df t-value
. 1. Joint 137 17.61 5.02 0.43
Self Evaluation 155 ooy 57 1888 | a5 | o063 | 2 | Y
Social 1. Joint 137 15.78 4.03 0.34 192 2 66+
Orientation 2. Nuclear 57 17.44 3.79 0.50
Personal 1. Joint 137 18.54 5.99 0.51 192 o Tk
Integration 2. Nuclear 57 21.32 5.10 0.68
1. Joint 137 23.18 6.20 0.53
Independence 1 o 57 24.75 509 | o079 | 02 | 1
Environmental | 1. Joint 137 14.16 4.68 0.39 192 0 71
Mastery 2. Nuclear 57 16.19 5.04 0.67
Feeling of well 1. Joint 137 19.40 5.52 0.47 192 1.64
being 2. Nuclear 57 20.79 4.95 0.66 ]
General mental | 1. Joint 137 109.14 21.92 1.87 192 9 g5
health 2. Nuclear 57 119.26 21.46 2.84 '

** significant at 0.01 level
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Type of family seems to have a significant influence on social
orientation, personal integration and environmental mastery (Table
60). General mental health is also found as affected by the family type.
The results indicate that those from ﬂuclear families are more mentally
healthy. They are more socially oriented, personally integrated and
have more able to adapt to their environment. Nuclear fa:pily system
appears as likely to facilitate mental health of the elderly. I:Iowever, in
self evaluation, independence and feeling of well being no significant

difference is seen between those from nuclear and joint families.
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Table 61

Means, SDs and t-values of the scores on different measures of Mental Health of rural and urban elderly people
Mental Health SE of

Measures Leisure activities No. Means SDs Mean df t-value
. 1. Urban 98 17.88 4.69 0.47
Self Evaluation 152 1 % 18.06 | 524 | 054 | 02 | 0%
Social 1. Urban 98 15.57 4.20 0.42 192 2 47%
Orientation 2. Rural 96 16.98 3.72 0.38 )
Personal 1. Urban 98 19.18 5.71 0.58 192 0.95
Integration 2. Rural 96 19.18 5.97 0.61
1. Urban 98 24.01 5.99 0.61
Independence I 96 23.26 635 | 061 | 02 | 0%
Environmental 1. Urban 98 15.23 4.99 0.50 192 1.39
Mastery 2. Rural 96 14.27 4.67 0.48 '
Feeling of well 1. Urban 98 19.59 5.34 0.54 192 0.57
being 2. Rural 96 20.03 5.44 0.56 '
General mental | 1. Urban 98 111.70 22.06 2.23 192 0.26
health 2. Rural 96 112.53 22.47 2.29 )

* significant at 0.05 level
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Table 62

Means, SDs and t-values of the scores on different measures of Mental Health of elderly people in respect of their
involvement in leisure activities

Mental Health Leisure activities No. Means SDs SE of df t-value
Measures Mean
} 1. High 94 17.96 5.05 0.52
Self Evaluation =" 100 17.98 489 0ag | 2 0.03
Social 1. High 94 15.87 3.49 0.36 192 1.33
Orientation 2. Low 100 16.64 4.44 0.44 )
Personal 1. High 94 19.79 5.59 0.58 192 0.51
Integration 2. Low 100 19.37 6.08 0.61 '
1. High 94 24.72 5.61 0.58 .
Independence =700 100 22.62 652 | 065 | 02 | %
Environmental 1. High 94 14.98 4.77 0.49 192 0.62
Mastery 2. Low 100 14.55 4.93 0.49 '
Feeling of well | 1. High ' 94 2.041 4.81 0.49 192 1.53
being 2. Low 100 19.24 5.83 0.58 )
General mental | 1. High 94 113.71 20.01 2.06 192 0.97
health 2. Low 100 110.61 24.10 2.41 '

* significant at 0.05 level
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The results presented in Table 61 show that urban and rural
elderly differ significantly between themselves in social orientation.
From the mean scores, it seems that rural elderly are more socially
oriented than the urban aged. In all the other measures of mental
health as well as in general mental status these two groups do not
differ from each other. They are found more or less similar with
regard to self evaluation, personal integration, independence,
environmental mastery, feeling of well being and general mental

health.

The results in Table 62 show the means, SDs and t-values of the
scores on general mental health and its different measures obtained by
the groups of elderly people in relation to their involvement in leisure
acﬁvities. Elderly who are involved active in leisure activities seem to
differ significantly in independence from those who are less active.
This indicates that leisure activities are likely to help‘i elderly to
manage themselves, develop a sense of individuality and
independence in thinking and action. However, involvement in leisure
activities does not influence self evaluation, social orientation,

personal integration, environmental mastery, and feeling of well

being. General mental health of the elderly is also not affected by their

leisure activity participation.
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The analyses examining the role of demographic factors on
mental health status of the elderly have provided some important

findings.

The results show that young old are more mentally healthy,
than those who are comparably older. This suggests that mental health
deteriorates with advancing age. Level of education also plays some
role with respect to mental health. Highly educated and professional
groups are found superior to the comparably less educated groups in
some measures of mental health. Male female status seems to
influence environmental mastery, and females are found as having
more control over their environment. Occupational status influences
measures of mental health, namely, independence, environmental
mastery and feeling of well being. In all these cases employees from
organised sectors are better than the other groups of elderly. Income
does not seem to affect mental health of the aged. The results also
reveal that marital status influences the mental health statué of elderly
to some extent. Married elderly though do not live with their spouses,
show more independence than others. Type of family seems to have a
significant effect on social orientation, personal integration,
environmental mastery and general mental health of the elderly.

Nuclear families are found to facilitates mental health of the aged

182



people. Again, involvement in leisure activities seems to foster
independence. Rearing background also influences mental health.
Further, rural elderly are found more socially oriented than the urban

elderly.

The fifth hypothesis that '‘personal demographic factors such as
age, education, sex, occupation, income, marital status, type of family,
rearing background and involvement in leisure activities influence

eldelry's mental health status' is partially accepted.

The findings regarding the role of involvement.in leisure
activities in improving mental health is supported by a few studies
(Lee and Russell, 2003; Oliver, et al., 2006; Asha, 2001; Bharadwaj and
Chadha, 2005). Studies by Anantharaman (1980), Kessler and Cleary
(1980), Oja (1984), though not directly, seems to support tﬁé results in
relation to personal - biographical factors such as income, education,

family size and location of living.

Mental health reflects a wholesome balance of mind and body,
so that the individual is free from discords and conflicts. Mental
Health as a condition of personal and social functioning with
maximum effectiveness depends up on an array of social, personal

and psychological factors.
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The findings of the present study emphasize the role of
psychological factors such as life event stress, general adjustment and
perception of social support as well as personal - biographical factors

in elderly person's mental health.

While increased stress is found as leading to poor mental
health, good adjustment and better perception of social support are
seen as improving the quality of life of elderly and thus serving to
improve their experience as they face psychological challenges of

ageing.

Life stress is one of the most common sources of threat to
individual's mental health. Aged persons are more vulnerable to life
event changes and the resulting stresses and strains. Retirement,
spousal death, separation from children and relatives, and a lot of
other changes in life are highly stressful and hence precipitate

psychological problems leading to poor mental health.

However . the extent to which the stresses and strains
incapacitate the elderly persons and account for their ill health and
psychological well being, to a large extent, is determined by factors

like adjustment and perception of social support.
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Adjusted elderly may be more adaptive to the changes that happen
in their life and hence may be more effective in meeting and satisfying the
newly emerging needs. The readiness to understand and accept the
several losses, lowered status and change in roles is shown by the aged
who are well adjusted. This may enhance their feeling of well being and

satisfaction and this in turn may result in better mental health.

Social support protects the elderly from the deleterious
influence of stresses and strains of life. It seems to have a cushioning
effect moderating the negative consequences of stressful life events.
Elderly's perception of social support provisions as good, rewarding
and helpful to deal with the crippling effects of age related changes
and losses seems to enhance their feeling of well being. Thus, like
good adjustment, good social support also acts as a potent factor in

improving elderly's mental health status.

A significant other finding in the present study is that
institutionalised elderly persons are comparably better than the non-
institutionalised elderly in their mental health status. This may be

attributed to the changing social conditions of Kerala.

The breaking down of joint family system and emergence of
nuclear families has brought with it a lot of problems for the elderly
generation. In traditional society elderly persons were treated with
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reverence and affection and looked up on as unending sources of
knowledge and wisdom. But, in spite of the material comforts, in
many of the nuclear families, the status of the elderly is marginalised
and is inferior. They are, very often looked down at, left alone,
rejected and misunderstood. In contrast to this, majority of old age
homes have provisions for support like facilities for cooperative work,
play, reading, exercise, relaxation, religious get together, viewing
television and the like. Institutionalised elderly also enjoy the
provision for strong social relations. They are not subjected to
unwanted restrictions and criticisms as in their family and
independence in activities and thinking is encouraged. These
conditions might have reduced the negative consequences of aging
and related stress and contributed to relatively stable levels of well
being. This is likely to facilitate adjustment of the elderly énd in turn

enhance their mental health.
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Chapter V

SUMMARY AND CONCLUSIONS

Positive psychological functioning in later life hf;lS been of
interest to social gerontologists for nearly half a century, although
philosophers have written about the positive and negative aspects of
old age since classical antiquity. The population of Kerala is ageing
more rapidly than in other states of India. With around nine per cent
of the population already 60+ years old as per 1991 census, when all
Indian figures are around 7 per cent, the elderly will form 20 per cent
of the state's population by 2021, while the all India figureé would be
about 14 per cent. In another 10 to 15 years, Kerala will become an
"aged .society", a status now enjoyed only by the industrialised
countries. But while the currently "aged societies" have well
developed programmes of social security and protection for their old,
Kerala does not have any measure worth mentioning which will

ensure the well-being of today's youth when they enter old age.
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Currently, around 30 per cent of Kerala's population is under 15
years and 10 per cent over 59 years. This means that these dependent
groups are supported by the remaining 15-59 years old. In another 25
years, the proportion of children will be reduced by 10 per cent but
that of the old will rise by 10 per cent. Thus, while the total
dependency ratio will remain more or less the same as of today, the
service needs of the society will require a radical shift from child-care
services to services for old age care (less paediatric care and more
semantic care and less number of schools and more number of elder
care institutions). Apart from that, while the number of children under
15 will be reduced and the years of care needed for them will remain
constant, both the number of the old and the number of years of care

needed for the old will progressively increase.

Research on psychological mental health ‘of older people in
relation to stressful life events, adjustment and social support have not
produced consistent evidence or understanding about how the life
course accounts for aging patterns. Studies have brought forward so
many contradictory findings on the correlates adjustment and social

support of the aged. In this context, it is expected that the present

study will provide information about how and to what extent life

event stress adjustment and social support as well as personal
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demographic factors interact with the life course of elderly and

determine the status of their mental health.

The present study was carried out to see whether there is any
significant difference between groups of elderly with high, moderate
and low stress, good and poor adjustment and good, average and poor
perception of social support in their self-evaluation, social orientation,
personal integration, independence, environmental mastery and

feeling of well being and general mental health.

It was also intended to study the influence of demographic
variables namely, age, religion, income, type of family, education,
marital status, living conditions, occupation, locality of living etc. on

elderly's mental health.
METHOD

Sample

The subjects for the present study consists of 194 elderly
persons of the age 65 to 80 years. Multistage random sampling
procedure was adopted to select the subjects of the present study. The
sampie includes people from three institutions for the aged where
they have spent a minimum of 3 to 5 years and homes in and around

Calicut and Malappuram districts of Kerala state. Institutionalised
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elderly include 51 males and 46 females and those from home also

include 51 males and 46 females.
Description of Tools Used
The following inventories were used in the present study:

1. Personal Data Sheet

2. Mental Health Inventory

3. Presumptive Stressful Life Event Scale (PSLE, Scale by
Singh, Kaur and Kaur, 2002)

4. Adjustment Inventory (Subrahmanian and Asha, 1989)

5. Social Support Scale (Asha, 1998)
(1) Personal Data Sheet

This was used to collect background information in respect of

each subjects.

(2) Mental Health Inventory

This scale is used to assess the mental health of elderly people.
It includes items from six areas of mental health namely self
evaluation, social orientation, personal integration, independence,

environmental mastery and feeling of well being.
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Administration and Scoring

The inventory was administered individually. The subjects were
tested from their house after considering the distractions with good

rapports.

Scoring of the items was done using scoring keys. In each sub-
scale a high score indicate better standing on that measure of mental
health. The total of the scores in all the six areas will give an index of
general mental health. Here also a high score is an indication of good

mental health.
(3) Presumptive Stressful Life Event Scale

This scale (Malayalam version) consists of 51 items and it

assesses individuals' responses to stressful life events.
Administration and Scoring

PSLE was administered individually. Scoring was done as
directed in the manual. A high score is considered as an index of high

stress.

(4) Adjustment Inventory

This inventory consists of 66 items and it assesses the nature

and extent of day to day adjustment of the elderly persons.
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Administration and Scoring

The inventory was administered individually and scoring was
done with the help of scoring keys. A high score shows good

adjustment whereas a low score shows poor adjustment.
(5)  Social Support Scale

Social support scale consists of 22 items. It assesses the

perception of social support from different relational provisions.
Administration and Scoring

Social Support Scale was administered individually. The scoring
was done using scoring keys. A high score is indicative of better
perception of social support and low score is indicative of poor

perception of social support.
Reliability and Validity

The tests and inventories used in the present study are found to

have sufficient reliability and validity.
Analysis of Data

The data collected were analysed using correlation, analysis of

variance (3-way), and t-test for independent samples. The statistical
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package for social sciences (SPSS) was used for the purpose of data

analysis.
The following are the major findings of the present study:

1. High stress leads to poor mental health. Good adjustment and
better perception of support enhances mental health of the

elderly persons.

2. Self-evaluation of the elderly persons is not influenced by living
arrangement (home/institution), male-female status or level of

stress experienced.

3. Social orientation is not affected by living arrangement

(home/institution), sex or level of stress

4. Living arrangement significantly influences personal
integration. Institutionalised elderly are more personally
integrated than the home dwelling elderl};. Among
institutionalised elderly people, females are more personally
integrated than males. Between female groups again
institutionalised females are found more personally integrated

than those from home.
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10.

11.

Independence is affected living arrangement. Institutionalised

elderly are more independent than those from home.

Sex is found to have significant influence on environmental
mastery. Females are better in environmental mastery than

males.

Living arrangement influences feeling of well being of elderly
persons. Institutionalised elderly have better feeling of well

being than those from home.

Mental health of the elderly is significantly influenced by living
arrangement of the elderly persons. Institution dwelling elderly

are more mentally healthy than those from home.

Living arrangement and sex do not significantly influence self-
evaluation of the elderly persons. But general adjustment
significantly influences self-evaluation. Better adjusted elderly

are found have positive self-evaluation.

Social orientation is not affected by living arrangement, sex and

general adjustment.

Living arrangement as well as interaction of living arrangement

and sex influenced personal integration of the elderly.
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12.

13.

Institution dwelling elderly are found more personally
integrated than those from home. Males from home are more
personally integrated than those from institutions. But among
institution dwelling elderly, women are found more personally

integrated than men.

Independence of the elderly is significantly influenced by living
arrangement and sex. Institutionalised elderly are more
independent than those from home. Again better adjusted are

found more independent than less adjusted elderly.

Combined effects of living arrangement and adjustm:ent as well
as living arrangement, sex and adjustment are also significant
on independence of the elderly. Among home dwelling elderly
persons better adjusted are more independent, but among
institution dwelling elderly, less adjusted are more

independent.

Environmental mastery is influenced by sex and general
adjustment. Elderly males have more control over their
environment than elderly females. Again, better adjusted
elderly are superior to less adjusted elderly in environmental

mastery.
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14.

15.

16.

17.

Living arrangement and general adjustment are significantly
influence feeling of well being. Institutionalised elderly
experience better feeling of well being. Also, better adjusted

elderly have better feeling of well being.

Living arrangement influences general mental health of elderly
person. General adjustment also has significant influence on
their mental health status. Besides, living arrangement and

general adjustment jointly i1.fluence general mental health.

Institutionalised elderly are more mentally healthy. Again

better adjusted elderly are more mentally healthy.

Perception of social support significantly influences self-
evaluation. Elderly persons with better perceived support are

found to have positive self-evaluation.

Perception of social support influences social orientation. Living
arrangement and sex in combination, also influences social

orientation.

Better perceived social support leads to better social orientation.
Among home dwelling elderly, elderly men tend to be more

socially oriented than elderly women.
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18.

19.

Personal integration is affected by living arrangement and -
perception of social support. 2-way interactions of living
arrangement and sex, living arrangement and perception of
social support and sex and perception of social support are

significant on personal integration.

Institution dwelling elderly are more personally integrated.
Again, those with better perceived support are more personally

integrated.

Among home dwelling elderly men show more personal
integration. But among institution dwelling elderly women
show more personal integration. Among males as well as
females, those with better perceived support are found as

having better personal integration.

Independence is influenced by living arrangement as well as
perception of social support. Living arrangement in:relation to
social support also influence independence. Institutionalised
elderly are superior to home dwelling elderly in independence.
And those with better perceived support are more independent

than those with comparably poor perception of social support.
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20.

21.

22.

Perception of social support is found to affect environmental
mastery of the elderly persons. Those having better perception

are found to have more control over their environment.

Perception of social support as well as living arrangement seem
to influence feeling of well being of the elderly. Institutionalised
elderly have better feeling of well being 1;'han non-
institutionalised elderly. Better perception leads to better feeling
of well being. In the case of elderly from home, those with better
perceived support have better feeling of well being. But among
those from institution elderly with moderate perception of

social support have better feeling of well being.

Perception of social support tend to influence mental health of
the elderly. Living arrangement also influences their mental
health. Again, living arrangement in relation to sex influences

mental health of the elderly persons.

Better perception of social support leads to better mental health.
Institutionalisation also seems to improve mental health of the

elderly.

Among the institutionalised elderly females seems to be more

mentally healthy than males. Both in the case of home dwelling
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23.

24.

25.

26.

27.

and institution dwelling elderly, those having good perception
of support are found more mentally healthy than those having

poor perception of social support.

Young old groups of elderly are superior to elder groups in
environmental mastery, personal integration and feeling of well

being.

Higher educational level tends to improve mental health of the
elderly. College educate elderly are more independent and have

better feeling of well being.

Males and females do not differ in mental health status and
mental health measures such as self-evaluation, social
orientation, personal integration, independence and feeling of

well being.

Occupational status influences mental health to some extent,
employees from organised sectors are more independent, and
have better feeling of well being than professionals and business

people.

Financial status has no significant influence on elderly's mental

health.
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28.

29.

30.

31.

Married elderly seem better than the divorced and the widowed
elderly in environmental mastery and they are better in feeling
of well being also. The widowed elderly are more independent

than the divorced.

Elderly from nuclear families are more mentally healthy than
those from joint families. They are more socially oriented and

personally integrated.

Rural elderly are found more socially oriented than the urban
elderly. In self evaluation, personal integration, independence,
environmental mastery, feeling of well being and general

mental health, rural and urban elderly are more or léss similar.

Elderly who are actively involved in leisure activities seem to be
more independent than those who are less involved. However,
leisure activity participation does not influence self-evaluation,
social orientation, personal integration, environmental mastery,
feeling of well being and general mental health of the elderly

persons.
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Conclusions

1. High stress results in poor mental health of elderly persons.

2. Good adjustment facilitates mental health of elderly.

3. Better perception of social support enhances mental health of
elderly.

4. Institutionalisation improves the mental health of elderly
persons.

Implications

The understanding gained from the present study is expected to
be useful in planning welfare programmes for elderly persons. The
information obtained may provide guidelines to design appropriate
intervention strategies to reduce stress, to improve adjustment and to
enhance mental health of the elderly, especially for the elderly who

are more prone to the delimiting conditions of later life.
Limitations

The sample size selected for the study is small when considered in
terms of the analysis used for examining the data. When Analysis of
Variance (3-way) technique was used, particularly in 3-way interactions,

the number of subjects in some of the cells was reduced to 3 or 4. In
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many comparisons using these small groups the t-values obtained were
highly significant. But, generalisation of the results could not be possible
because of the limited number of the subjects in the groups compared.
However, the findings in such cases may be considered as crucial in
revealing the trends with respect to the association of elderly person's

mental health to stress, adjustment and social support.
Suggestions For Further Research

1. A study may be planned to understand the nature and extent of
different provisions of support, provided to the elderly,
especially by family and community.

2. An extensive study may be planned to examine the role of

coping styles along with stress and mental heaith_ of elderly

persons.

3. An action-oriented research may be planned. Appropriate
psychological interventions may be designed and efficacy may be

tested to reduce stress and improve mental health of the elderly.

4. Considering the limitations pointed out, a similar study may be
planned using a larger sample, with proportional representation

of institutionalised and non-institutionalised groups, of elderly

persons.
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PERSONAL DATA SHEET

Name
Age : Yrs
Gender . (y MALE O Q) PEMALE [
Religion ‘ : Caste :
Address
. =
E-mail :
Education

No formal Education  [] Knowledge of Reading and Writing "~ []
High Schoo) Education <[] College Education [} Professional Education []

Occupation ( Specify )

Annual Income

Source of Income /

Paid Employment [} Pension ] Savings [_] Supported by Familly [] Others ]
Marital Status

\

Single ( Never Married ) [ Married [] Widowed [} Divorced [] Separated (]

Family Type : Nuclear [} Joint []
Locality : Rural [] Urban{T]
Living arrangements

*  With Family ( Spouse ] Parents [ Sibling [] Offspring [ Others[])
*  With Relatives [}
*  With Friends O
# In Old Age Homes []
# In Hospital | ]
# Living Alone |

Leisure Activities
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Appendix ITI

ITEM SELECTION - MENTAL HEALTH

Item No. | Item Discriminationindex | Item difficulty index
1 0.22 0.75
2 - 0.17 0.37
3 0.18 0.34
4 0.21 0.39
5 0.24 0.36

*6 0.08 0.32
0.39 0.64

0.35 0.44

0.35 0.46

*10 0.11 0.41
11 0.34 0.64
12 0.31 0.50
*13 0.16 0.85
14 0.23 0.57
*15 0.08 0.88
*16 0.04 0.42
17 0.24 0.36
18 0.18 0.69
*19 0.17 0.88
20 0.33 0.36
*21 0.14 0.41
22 0.39 0.48
23 0.25 0.55
24 0.16 0.51
25 0.26 0.54
26 0.30 0.36-
27 0.25 0.47
28 0.29 0.40
29 0.24 0.63
*30 0.12 0.75
*31 0.08 0.20

\ 2
e



Item No. | Item Discrimination index | Item difficulty index
32 0.36 0.43
33 0.26 0.59
34 0.27 0.67
35 0.30 0.39
36 0.48 0.49
37 0.30 0.72
38 0.31 0.73
39 0.29 0.60
40 0.20 0.74

*41 0.07 0.39
42 0.20 0.56
43 0.30 0.43
44 0.38 0.39
45 0.31 0.44

* 46 0.09 0.29
47 0.35 0.60

* 48 0.08 0.38
49 0.23 0.68

* 50 0.09 0.87

* 51 0.15 0.81
52 0.23 0.83
53 0.42 0.55
54 0.29 0.68

* 55 0.16 0.82
56 0.35 0.62
57 0.29 0.73
58 0.34 0.42

*59 0.17 0.81
60 0.39 0.54

* Items rejected

[

)
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Appendix .V

PSLE SCALE *(ADAPTED VERSION)
R.DERSAK & C.B. ASHA
University of Calicut

2003
NAMEC...vreiicreeecr e s ssee st bes s eessanesssnessssnessernanenns
Al SeXeciviiiiinrinene Psy. NOw.ovvoiiiiiiiciieins
Diagnosis.......ccccevieviiriennieneenieecnnn. Date......oocoivierirecenernne.

INSTRUCTIONS

Given below a list of common ‘life-events’ which are experienced
by almost everyone at some time or other in their life. Kindly put a
tick mark (V') against all those events that you may have experi-
ence@ during the past one year - in column No.1 and those you have
experienced at any time prior to that in your life in column No.2.

-mldeqguanud

@mav Qasjonleleajma mowlaa ‘vlalo WesaiLAGIA”. DAl «GemINII
smniales Sallnouls «penslay. g3 medsonlol semsnllsiggare. soao)
DI aDe DU «FomINGe KO0 MeENIEBEIAT SFIHN 80 Audaominggin
eamisnilye’ (egq) cargoind), spgemess sl mesnismglan mnlnoals’
- agonalege 02) odsolsl eamianigio’| ANRIALOD 8GO ) AP Slad (V)
ided gasanuly seaindismme. Do aBGWL aomowim} 2)(mea ﬁ.ucmuﬂ

SNAWIEE AT PORYOGYM]. | RO
S.NO LIFE EVENTS ( ®lall@ qvecniened ) fﬁ% (I;Efmw

1 | Goingon a pleasure trip or pilgrimage.
RROTLDADIH BUBBRSNHOETAGMI a0

-2 | Spouse begins or stops work.

V 2003010 AOXHOA0R amoel Qaladan) mgsssagaom—
anairsTigfeniaomd oaxdom),

3. | Change in eating habits. aaasm ua.masmﬂmgga QT
Change in social activities.

o)l tnjolaikolaneg alymyomuo.

5. | Reduction in number of Family Functions.

#:]6106M1] MORXNBRBP66 nNHEROITIK 01D @}l

* Orginally developed by Dr. Gurmeet Singh & Dalbir Kaur @ Harsharan Kaur.



{\ k.
o~

i i

2 '

TsN6| " LIFEEVENTS ( slaflo mosai@ni) | fagan ek | LIFSTIME

6. | Gain of new Family member.
a)sjosmuaniinl n) an@lo EronawTien] .
7. | Birth of daughter/ grand daughter.
al(FPIOSATI §a10) BBIRSAWD LMo,
8. | Changeinsleeping habits.pose wlawwieygs m;m;om>a=i
9. { Change in working conditions or transfer. g
as0al) 92KGIT™ agaLSIENES QIMIKILAZO TUL 200020}
1. | Retirement. esoakois afim)o allozilgjoutasiag safkmo.
1. | Begin or end schooling. aiglame mysem;eacso
BN} 000 QXD ; & »
12. | Outstanding personal achlgvement o
CnOTURDE QIS IBR0N0 o(bgo *
13. | Change or expansion of business. L
snikpimqdioet aiymyxroand oﬂu;e_ﬂad&mm.
.. | Change in residence. awam quoeiomies akm aoge.
1. | Unfulfilled commitments. muoesociadiascom esqps.
6. .| Trouble with neighbour. enaasanmsimpo;gg wao.
17. | Getting married or.engaged.
afiasene HFk@®e00 akno SGlo)e3e0 Hakdm).
18. | Appearing for examiation or interview.
IRV AP0 GREZIRI kD000 §aKIm).
19, | Failure in examination. ai)sasaio3 omocden;on;.
20. | Death of pet. axpdann; aynamilod zosmo. !
21| Major purchase or construction of house,
ualky ejowsiayses! Ao} saxm midzzomo-
MSCMR0) Oaxdan).
22. | Break up with friends. mujao)cmsageoi mxgkg\om;
23 | Family conflict. ayseens wesese.
24. | Minor violation of 1aw. @@ milwa elonextio. 1 ,
25. | Mariage of daughter or dependent sister / or a relative.
2aGOE0T, M AVa] @KoM mKnialiDdano allavate.
26. | Large loan. aeke aogal- 1
27. | Lack of son. apn ajab. ' -
28. | Self or Family memberunemployed. .
OXAIBSE0 #}S)oDmTam omRosialigodn makmo. - f
29. | Sexual problems, ooenulks (rkEmasds. P
30. | Conflict over dowry - ( self or spouse ).
A WNDONS L PEIKNEE Beinbo-
( Tumo OIS 800} / 8daroal ).




Appendix Yi

=N

G —
Consumable Booklet
R of
N\ Dr. Gurmeet Singh |
Dalbir Kaur P S L E
T.M. No. 458715 Harsharan Kaur (English Version)
Please fill up the following :—
Name : ] : -
Age Sex Psy. No.
Diagnosis
INSTRUCTIONS
Given below is 2 list of common life events which are experienced by aimost
everyone at some time or other in ong's life. Kindly put a tick (y) against all thosp events
that you may have experienced during the past one year in col. 1 and those you have
experienced at any time prior to that in your iife in col. 2.
No. ~ Life Event Past 1 Year | Lite Time {
1. | Going on a pleasure trip or pilgrimage. ‘
2. | Wife begins or stops work.
3. | Change in eating habits.
4. ' Change in social activities.
5. | Reduction in number of family functions.
6. | Gain of new family member.
7. | Birth of daughter.
8. | Change in sleeping habits.
9. | Change in working conditions or transfer.
10. | Retirement.
11. | Begin or end schooling.
12. | Outstanding personal achievement.
13. | Change and expansion of business.
14. | Change in residence.
15. | Unfulfilled commitments.
16. | Trouble with neighbour.
17. | Getting married or engaged.
18. | Appearing for examination or interview.
19. | Failure in examination.
20. { Death of pet.
21. | Major purchase or construction of house.
N v




N

[N
#

No. Life Event Past1 Year | Life Time
22. | Break up with friend.
23. | Family confiict.
24. | Minor violation of law.
25. | Marriage of daughter or dependent sister.
26. | Large loan.
27. 1 Lackof son.
28. | Self of family member unemployed.
29. | Sexual problems.
30. | Conflict over dowry (self or spouse)
31. | Pregnancy of wife.
32. | Prophecy of astrologer or palmist etc. :
33. | Trouble at work with colleagues superior or subordinates. .
34. | liiness of family member.
35. | Financial problems.
36. | Son or daughter leaving home.
37. | -Major personal iliness or injury.
38. | Broken engagement or leave affair.
39. | Contlict with inlaws (other than over dowry).
40. | Excessive alcohol or drug use by family member.
41. | Robbery or theft. :
42. | Death of friend.
43. | Property or crops damaged.
44. | Marital conflict.
45. | Death of close family member.
46. | Lack of issue.
47. } Detention in jail of self or close family member.
48. | Suspension or dismissal from job.
49. | 'Marital separation or divorce.
50. | Extramarital relations of spouse.
51. | Death of spouse.
Estd. 1971 @ 364926

NATIONAL PSYCHOLOGIGAL CORPORATION

4/230, KACHERI GHAT, AGRA - 282 004

Presumptive Stressful Life Events (PSLE) Scale. English Version.

© 1991, 97. Al rights reserved. Reproduction in any form is & violation of Copyright Act.

PrncedBy: ARCHNA PRINTERS, 403, Sebhackpuoan, Bodls, Apra-7 © 76350



Appendix VII

ADJUSTMENT INVENTORY
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Appendix VIII

ANSWER SHEET - ADJUSTMENT INVENTORY

A B C D E
2al068)0 | @@ | GaloBlo | QEMA | GalBlo | DAMOO | GakBie | PEME. | GaKGle | OO0
1 1 1 1 | 1
2 2 2 2 2
3 3 3 3 3
4 4 4 4 4
5 5 5 5 5
6 6 6 6 6
7 7 7 7 7
8 8 8 8 8
9 9 9 9 9
10 10 10 10 10
11 11 11 11 11
12 12 12 12 12
13 13 13 13 s -
14 ** ok 14 o ok * -—
TOTAL TOTAL TOTAL TOTAL TOTAL

GRAND TOTAL SCORE




Appendix IX

SOCIAL SUPPORT SCALE

C.B. ASHA
University of Calicut
1998
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