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ABSTRACT

Background and objectives

The world’s population is ageing because of low mortality and increased life
expectancy. There is very less hedth care available for elderly. Various studies have
shown that perceived health declines with age and the effects of ill health influence
many areas of daily activity. Multi-level assessment across physical, psychological,
and social domains forms the basis for ‘comprehensive geriatric assessment’. The
objective of the study is to know the morbidity profile, relation of disability with

morbidity and psychosocia problems among elderly.
M ethodology

The present study was conducted in an urban area of Belgaum from 1%
January 2008 to 31% December 2008. 400 elderly were interviewed using pretested
guestionnaire. Based on the reported illness, clinica examination, medical records,
and laboratory investigations diagnosis was made and coded as per ICD10. Disability
was assessed using Barthel index. Relation of disability with morbidity was analysed

by logistic regression analysis using SPSS software.
Results

32.8% were in the age group of 60-64yrs and majority were females. 55% of
the elderly belonged to lower socioeconomic class. More than one third were
Iliterates. Prevalence of morbidity was 95% (4.1+1.72) and self reported illness was
72.3%. Females had a higher fal rate and fractures. Common morbidities among
elderly were Cataract (49%), Anemia (48%), Hypertension (42.3%), Arthritis
(39.8%), Overweight (31.8%), Acid peptic disease (26%), Diabetes mellitus (23.5%),

impaired hearing (22.5%), COPD (15.5%). Morbidity was significantly associated



with age, gender, marital status, occupation, living arrangements. Anemia and
musculoskeletal problems were significantly associated with females. Prevaence of
disability was 47.3%. Disability was associated with poor perceived health and higher
morbidity. Chronic medical problems associated with disability were hypertension,
anemia, diabetes mellitus, arthritis, cataract, COPD, deafness, valvular heart disease
and overweight. 68.5% of elderly were non pensioners. More than 50% of the elderly

were not happy towards life.
Conclusion

Morbidity among elderly was high (95%).Common morbidities anong the
elderly were Cataract, Anaemia, Hypertension, Arthritis, Diabetes mellitus, impaired
hearing, COPD, Stroke. Almost half the subjects were disabled. Chronic medical

problems were associated with disability. Two thirds of elderly were non pensioners.
Keyswords:

Elderly; morbidity; disability; community; socia and health problems
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INTRODUCTION

One of the achievements of the 20™ century was increase in life expectancy
that has resulted in an increasing aging population worldwide. The incredible increase
in life expectancy may be termed as one of the greatest triumphs of human
civilization, but it has posed one of the toughest challenges to be met by modern

society. !

The world’s population is ageing because of low mortality and increased life
expectancy. The demographic transition is attributed to the decreasing fertility and
mortality rates due to the availability of better health care services. It has been

observed that the reduction in mortality is higher as compared with fertility.?

The global population of persons aged 60 years and above was estimated at
600 million in the year 2000. In the year 2002, there were an estimated 605 million
old persons in the world, of which 400 million were living in low income countries.
Italy and Japan have the highest proportion of older persons. By year 2025, the
number of elderly people is expected to rise more than 1.2 billion with about 840

million of them in low income countries.

In India, the number of persons aged 60 years and over was 12 million at the
turn of the century. This has increased six fold to about 71 million in 2001, and is
expected to be currently in the region of 80 million. The proportion of population
aged 60 years and above is aso rising. It was 5.63 % in 1961, 7.1% in 2001 and is
expected to be 9.87% in 2021.This makes India a “graying nation”. By the year 2050,

India would become the most populous country with 1.7 billion people.®

Aging is a continuous process from birth to death, which encompasses

physical, social, psychological, and spiritual changes.* The term "old”, is always

1
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related to physical incapacity, biological deterioration, disabilities and psychological
failures. Declining health status is a major symptom of an individual’s aging process.*
Old age is not a disease in itself, but the elderly are vulnerable to long term diseases
of insidious onset such as cardiovascular illness, CVA, diabetes, musculoskeletal,
cancers, and mental illnesses etc. They have multiple symptoms due to decline in the

functioning of various body organs.”

Over the past decades, India’s health program and policies have been
focusing on issues related to population stabilization, mother and child health,
ignoring the problems of elderly. However, current statistics for the elderly in India
gives a prelude to a new set of medical, social, and economic problems that could
arise if atimely initiative in this direction is not taken by the program managers and
policy makers. There is a need to highlight the medical and socio-economic problems
that are being faced by the elderly people in India. Strategies for bringing about an

improvement in their quality of life also need to be explored.?

Health status is an important factor that has a significant impact on the quality
of life of an elderly population. The maor elements of health status are perceived
health, especially psychosocia well-being, chronic illnesses and functional status.
Various studies have shown that perceived health declines with age and the effects of
ill health influence on many areas of daily activity.® Health and socia services
utilization is seen to be more closely related to psychological well-being or the
functional status of individuals than to demographic characteristics. Many health
problems are known to increase with age and this demographic trend may lead to an
increase in the absolute number of various health problems in the population. In
addition, the evidence shows that older people are at risk for multiple co-morbid

conditions, resulting in increasing health seeking behavior of elderly. This is

2
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especially important for the older adults, who are more likely to suffer from disease
and disability, and become dependent. They also need highly sophisticated and costly

health care services.” 8

Elderly people often have multiple pathologies and reduced physiological
reserve, and experience a restrictive environment. Multi-level assessment across
physical, psychological, and social domains is therefore particularly necessary, and
forms the basis for ‘comprehensive geriatric assessment’.® There are few studies in
Northern India which identify specific diseases that cause disability and consequent
distress. Some micro-level studies have been carried out in India to assess the
prevalence of chronic morbidity. However, most of these studies highlighted only the
pattern, and to a certain extent the differentials, by rural-urban location, age, and sex

of the elderly. 1011 12.13.14

There are no studies conducted on studying the relation between morbidity and
disability among the elderly in south India. This study is done with an am to
understand the specific disease processes underlying disability and psychosocial
problems that may help to elucidate interventions needed to improve an older person’s

general health status, through delaying the progression of debilitating diseases.

Quality of life of the elderly depends upon their psychosocial conditions.
Understanding interrelationship between morbidity, disability and the psychosocial
problems will help to develop the interventions which will eventually help to improve

the quality of life of elderly.




Objectives of the Study

OBJECTIVESOF THE STUDY

1. To study the prevalence of morbidities among the elderly.
2. To determine the relationship of specific morbidities with disability.

3. To know the psychosocial problems among elderly.
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REVIEW OF LITERATURE

Demographic transition in India

Old age has always been with us and we know that everybody becomes old.
With prolonged human life, reduced mortality and fertility rates, ageing has become a
global phenomenon in the 21st century. Population ageing is the most significant
result of the process known as demographic transition. Population ageing involves a
shift from high mortality/high fertility to low mortality/low fertility and consequently
an increased proportion of older people in the total population. India is undergoing
such a demographic transition.

Elderly people are prone to severa health problems which have physical,

psychologica and social components.* *°

PHYSICAL DOMAIN
Ageing and functional health

Research on ageing has traditionally been concerned with health, but recently
the concept of functional capacity has also been attracting growing attention. The
functional ability of elderly peopleiscrucia to cope with the activities of daily living,

which in turn reflects their quality of life.

Medical co-morbidity in the elderly is well documented. Furthermore, an
increase in the number of coexistent conditions among elders is directly associated
with an increase in limitations in activities of daily living. Thus, in a disabled elder
with multiple chronic conditions, the inability to perform certain tasks may be related

either to the broad effects of a single condition on most or all activities of daily living
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or to the independent effects of several conditions, each of which affects only a few
activities.™

Functional status can be defined as a person’s ability to perform the activities
necessary to ensure well-being. It is often conceptualized as the integration of three
domains of function: biological, psychologica and social. Thus, functiona
assessment is derived from a model which observes how the interrelationship of these
domains contributes to overall behavior and function. In older persons, adaptive

responses to stressors in each of these domains assume increasing importance.
PSYCHOSOCIAL DOMAIN

The perception about one’s health is an important factor in getting an idea
about a person’s actual health condition. A person may be considered as being in
good hedlth if he feels so. Moreover, it reflects the mental health of that person.*®
International researches has consistently shown that lack of social support is
associated with increased mortality and poor health. Studies on the effects of specific
sources of social support in different cultures are needed. It is widely recognized that
children play an important role in the wellbeing of the elderly but little is known
about the specific effects of support from children on their parent’s health. Many
international studies showed that children’s emotional and instrumental support has
beneficial effects on survival and psychological wellbeing of parents particularly

when the elderly experience widowhood or declining health. *8
SOCIO-DEMOGRAPHIC TREND IN INDIA

Of the estimated 66.4 million aged persons in the country 25% are in the
urban areas. Their magnitude in terms of number and share to total population is

found to rise gradually. The proportion of aged persons, which was 6.5% (43.5
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million) in 1981, grew to 6.8% (61.4 million) in 1991 and 7.4% (76.6 million) in
2001. In 2004 total population tends to be higher in the rural areas than in the urban
areas, the share being 7.0 and 6.6% respectively. The share of the aged females was
higher than that of the aged males in the urban areas and almost the same in the rural

areas.,

It may be seen that the old-age dependency ratio is higher in the rural than in
the urban areas. In the rura areas, every 1000 persons in the working age had to
provide support physically or otherwise to 125 aged persons to maintain their daily
life. The number was 103, alittle less in the urban areas. Sex ratio (number of females

per 1000 males) among aged persons was 985 in rural and 1046 in urban area.

As many as 65 % of the aged had to economically depend on others for their
day-to-day maintenance. The situation was worse for elderly females. Among them,
about 85% were economically dependent either partialy or fully. In this respect,
males were much better off, 46 to 49% among them did not fully depend on others for
their livelihood. It is seen that of the economically dependent aged, a majority (about
76 to 78%) had to depend on their children and a sizable proportion (13 to 15%) on
their spouses for their economic support. Only 3% were supported by their

grandchildren and the rest (6%) had to depend on ‘others’, including non-relations.

94 % of the aged had at least one surviving child. The rural-urban differences
appeared to be nil with respect to the proportion of the elderly who had surviving
children. However, it was marginaly higher for males than for females. The results
show that about 57% of the aged were living with their spouses and another 32% were
living without their spouses but with their children, while about 4 to 5% were living

with other relations and non-relations. Nevertheless, 4 to 5% were still living alone.
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The incidence of widowhood was higher among women. It is also evident from data
that 40% of the elderly live below the poverty line and 90% are neither covered by

any state pension nor have any family to take care of them.*
Physical M obility:

About 8% of the aged persons were either confined to their home or bed. The
proportion of aged persons reporting confinement to their home or bed was found to
increase with the age for all categories, being as high as 27 for persons aged 80 or
more. The incidence of confinement is seen to be higher among women than among

men in both rural and urban areas.*®
Self Per ception about Health:

It can be seen that as high as 55 to 63% of the aged with sickness felt that they
were in a good or fair condition of health. The proportion among the aged without
sickness was 77 to 78%. Among the aged, the men seemed to be feeling that they had
a better health condition even with sickness compared to the aged women. As against
this, about 13 to 17% of the aged who were not even sick considered themselves as

having a ‘poor” state of health.'®

Disability trends:

More than one-fourth of the Indian aged population is disabled and age-
specific disability rates and the severity of disablement increase with age within old
age bracket. In the age-groups young-old (60-64 years), middie-old (65-69 years),
older-old (70-74 years) and oldest old (75 years and above), the percentages of
disabled persons are 36, 42, 51 and 61 respectively. It is observed that about 46% of
the elderly suffer from at least one kind of disability. However, while more elderly

report disability in urban India as compared to rural India (49% and 46%,

8
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respectively); the reverse istrue in case of female elderly (44% and 45%, respectively
for urban and rural areas). Disability was seen to be more evident in elderly with poor

educational status.'’
Situation in Karnataka:

Number of aged per 1000 persons was 69 and 59 for rural and urban area
respectively. Per 1000 distribution of aged persons by type of living arrangement for
urban males were 8, 96, 729, 141 and 16 for Alone, with spouse only, with spouse and
other members, with children, with other relations & nonrelations respectively.
Similarly for urban female it was 72, 31, 209, 612, and 71 for Alone, with spouse
only, with spouse and other members, with children, with other relations &

nonrel ations respectively.’
Studies on methodological issues

A study carried out in the city of Ansan, South Korea to evaluate morbidity
and co-morbidity profiles among the elderly in 2002, of the 2,767 subjects
participated in the study, 78.0% reported diagnosed disease, 11.0% had been cured,
and 46.8% had been diagnosed with more than two diseases. The mean number of
morbidities per person was 1.62 + 1.35, and women had a greater number of diseases
per person than did men. The most common morbidities were chronic diseases such as
hypertension, arthritis, and diabetes mellitus. In women, osteoporosis and arthritis
were the second and third most prevalent diseases, respectively. Morbidity was
significantly associated with gender, employment, household income, alcohol intake,

self-assessed health status, and worries about health. ©

A clinic and home based survey was carried out in Kuwait in 1998-2000 to

observe the socio-demographic, health characteristics and the factors influencing their
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self-dependence for the performance of activities of daily living (ADL) among elderly
patients 65 years of age and above. The mgjority of subjects were below 85 years of
age (74.3%), married (65%), having hearing defects (80%) and visua defects (91%),
17.8% were demented and 25% showed evidence of depression. These patients were
mainly self-dependent for ADL (64%) and there was no significant correlation of self-
dependence to the adequacy of social support, to sex or to the medical diseases the
patient had. Out of 113 patients, 87 were seen in the clinic and 26 were seen at home.
High statistical significance was showed when those seen in the clinic to those seen at
home were compared in relation to their age, marital status, mobility, general mental

state, self-dependence, general appearance and nutritional state. °

Another study done in Zimbabwe to record the prevalence of disability and the
subjective morbidity showed that, out of 278 subjects, less than 4% experienced
difficulty with maintenance activities of daily living, but 30% had difficulty with
instrumental activities. The former were al visualy impaired and both visua and
mobility problems contributed to the latter. Elderly people experienced many
symptoms but had inadequate access to health services and used medication
infrequently. Their health and functional abilities deteriorated with age, but it was

older subjects who had most difficulty getting to the clinic.?

A study done to know the effects of specific medical conditions on the
functional limitations of elders in the Framingham Study identified 10 prevaent
medical conditions associated with disability in elders: knee osteoarthritis, hip
fracture, diabetes, stroke, heart disease, congestive heart failure, intermittent
claudication, chronic obstructive pulmonary disease, depressive symptomatology, and
cognitive impairment. Findings indicate that these 10 medical conditions impose

functional limitations on the elderly that are specific to each disease and to each

10
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activity. Stroke contributed to limitations in all seven activities. The proportions of
disability in the elderly attributable to knee osteoarthritis, stroke, heart disease, and
depressive symptomatol ogy were greater than the proportions of disability attributable
to other conditions. As mentioned in the study, one of the limitation was data were
collected at the Framingham study site, therefore individuals may have been excluded

because they were unable to come to the study site due to functional limition.*

In a study conducted in Singapore between 1992-1993 to look at prevalence
and factors affecting functional dependence, among 401 elderly aged 60 years and
above showed, Sixty-eight subjects (17%) were dependent in at least one function of
Activities of Daily Living (ADL) as measured by the Barthel’s Index (BI). The most
common problem identified using this index was urinary incontinence. Forty subjects
(10.4%) were dependent in at least one Instrumental Activities of Daily Living
(IADL) function. Female gender and age over 75 years were significant factors
associated with dependence measured on Barthel’s index but not on IADL. However

the response rate to this study was only 21%.%*

A community based study done in 1994-1995 in the city of Madrid, Spain to
determine the associations between chronic diseases and disability, out of 772 people
interviewed (overall response rate 77.0%), only 4.5% declared no chronic condition.
Osteoarthritis/rheumatism was the most prevalent condition (56.8%). Almost 63.2%
were independent, 21.3% were independent with difficulty (in at least one ADL), and
15.5% were dependent (in at least one ADL). Subjects attributed osteoarthritis
(41.8%) and aging (17.1%) to disabilities. Chronic conditions strongly associated with

disability were cerebrovascular disease, depression/anxiety disorders, and diabetes.?

11
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In a nine year longitudinal study done in the city of Cleveland, Ohio to study
the predictors of community and long term institutional care of elderly found that two
to eight times as many impaired and disabled were cared for in community compared
to institutions. Younger age, mae gender, better income and living arrangements
especialy living with children favour continuing care in the home. Impaired or
disabled living in the community was found to be 64.9%. Exact prediction of weather
impairment and disability favor institutional care or community care was limited by

long intervening period (9 years) between the measurements.®

A national survey conducted on disability in Brazil showed that the prevalence
of markers of mild, moderate and severe disability was greater among women, and
increased with age. Markers most strongly associated with increased prevalence of
mobility disability were age, gender, low schooling, and low income. Study results

shows findings among el derly females only, due to the limitation of data.®*

Another disability survey conducted in 1997 among people of 60 years and
above in Singapore showed that the prevalence of disability in al the age groups.
More than half of the aged had a disability which increased with age. The lowest
prevalence of disability was 54.8% among those aged 60-64 years, while the highest
was 77.4% among those aged 80-84 years. Among al the men, the percentage of

those having a disability was 54.7%, whereas for the women it was 70.3%.%

A community based study conducted in Spain to assess the association
between emotional and instrumental support from children and living arrangements
with the physical and mental health of older people showed that aimost 93% of the
participants had children and 45% of them co-resided with them. Low emotional

support and reception of instrumental aid were significantly associated with poor self

12
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reported health. Being a widower and sharing living arrangements with children was
associated with good self reported health. Living arrangements modify some of the
associations of support of children with self reported health. Depressive symptoms
were associated with low emotional support, reception of instrumental help and being
a widower who did not share living arrangements with children. For widowers who
did not cohabit with children, reception of instrumental aid was associated with low

depressive symptomatology.*®

In a longitudinal study conducted in United Kingdom, annual rates of
catastrophic decline in mobility reported for men and women were 4.8% and 4.6%
respectively. Strong associations were found between catastrophic decline and age
more than 70 years, hearing problems and heath deterioration. Poor perception of
health, loss of control and feeling fearful also appeared to be important. The
psychological and the social engagement domains were strongly associated with
catastrophic decline in mobility. There is a possibility of results being biased as the

response rate to the 1 year follow up has been relatively low.?

In a Cross-sectional community based study conducted among aged in
rural/urban areas of Budgam Kashmir valley in 2006, of the 692 elderly registered in
the study 321 were males and 371 females. Mgjority of the subjects (89%) were
suffering from at least one medical problem. Morbidity in rural subjects was lower
than the urban subjects. Females had a higher rate of morbidity. Common presenting
symptoms were pan/swelling of joints (36.5%), backache (20.2%),
indigestion/heartburn (17.7%), headache (17.4%) and excessive tiredness. Medical
history and clinical examination revealed that most common diseases in order of
frequency were hypertension (58%), osteoporosis (50.55%), cataract (18.51%),

gastritis (17.67%) and benign prostatic hyperplasia(13.14). Most of the elderly

13
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females had osteoporosis and males benign prostatic hyperplasia. Chronic diseases
like stroke, hemiplegia, cataract and other neurological disorders were responsible for

IADL disability.”

In another study carried out in urban area of Rohtak to know the health
problems of elderly, out of 606 persons above the age of 60 years, males and females
were 322 and 284 respectively. Joint pain & cataract occupy the top position among
different morbid conditions i.e. 46% and 45% respectively. Hypertension, GIT
problems, Diabetes and Loneliness & depression were among the other major
morbidities contributing to 22%, 14.8%, 11% and 9% respectively. However the

study was more of subjective assessment.™°

A study conducted in southern Delhi in 2003, of the 233 study subjects,
majority were illiterate and unemployed, and 21% were economically independent.
95% of elderly were living with spouse, and/or children. 25% felt that their current
health status was not healthy. Respiratory disease and visua disability were reported
as commonest medical problems. It was a convenient sampling. Though the study was
done to find out the morbidity, common illnesses like hypertension and

muscul oskeletal problems were not highlighted.**

Another study conducted in urban area of Udaipur Rajasthan showed that out of
total 300 elderly 29.3% belonged to socio-economic class V, 70 % of respondents had
eye problems. 48% had hypertension. Chronic Bronchitis was seen in males (6.3%)
and bronchial asthma was found in 11.5% and 18.2% males and females respectively.
Musculoskeletal problem was present in 11.6% and 20% maes and females
respectively. Nervous system disorders were found in 8.6%. 34.7% males and 60%

females had cataract. Feeling of loneliness was seen comparatively more in females
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than males (27.3% vs. 21.05%). Though the study stated morbidity pattern, its relation

between sociodemographic and psychosocial problems has not been studied.”

A community based study conducted among aged in urban and rural area of
Amritsar showed that average number of illnesses per person was 2.62. Average
number of illnesses increased with advancing age. Most common diseases in order of
their magnitude were arthritis followed by visual problems, carries teeth.
Hypertension along with diabetes was found to be more prevalent in urban aged
compared to rural. Hyperplasia of prostate or urinary incontinence was observed in
5.67% of aged males. Parkinsonism and other mental disorders were found in 5.16%
of aged. As per the study 22.92% were disabled and common causes of disability

were hearing problems followed by visual and neurological diseases.12

A study done in the urban geriatric population of Chandigarh to study the life
style and disease burden, it was found that, male and female distribution was 42.3%
and 57.7% respectively. Of these elderly, majority (66.8%) were in the age group of
65-74 years, 4.1% were smokers, 7.2% were alcoholic, more males(57.1%) than
females(28.7%) were doing regular exercise. 40.4% had hypertension, 57.2% had
osteoarthritis, 33.5% were overweight, 25.5% were diabetics, 67.4% had cataract and
34.2% had respiratory problems. 97% were anemic. Any association between life

styles and disease status was not studied.?®

In another study carried out in union territory Chandigarh to study health
problems and loneliness among elderly, it was found that out of the total 361 aged
persons, 311 (86.1%) persons reported one or more health-related complaints, with an
average of two illnesses. The illness was higher among the females (59.5%) as

compared to males (40.5%). The main heath-related problems were disorders of the
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circulatory system (51.2%), muscul oskeletal system and connective tissue (45.7%). It
was also found that loneliness was prevalent more in females (72.8%) as compared to
males (65.6%). Loneliness was more prevalent among persons who lived alone
(92.2%) as compared to those who lived with their spouse (58.9%) or when husband
and wife lived with the family (61.4%). It was higher among the widows (85.2%) and
widowers (75.8%) who lived with the family as compared to the aged who lived with
the spouse (58.9%) and the aged husband and wife who lived with the family

(61.4%).%

In another study carried out in urban and rura setting of union territory
Chandigarh in 1998-1999, among 362 elderly registered in the study, 153 were males
and 209 were females. A large number of the subjects (89%) were suffering from at
least one medical problem. Morbidity among rura subjects was observed to be less
when compared to urban subjects. Females had higher rate of morbidity. Common
presenting symptoms were pain/ swelling of joints (36.5%), limitation of movements
(20.2%), indigestion/ heartburn (17.7%), backache (17.4%) and excessive tiredness.
Medical history and physical examination by the physician revealed that most
common diseases in order of the magnitude were hypertension (58%), osteoarthritis
(50.55%), cataract (18.51%), gastritis (17.67%), deafness (13.53%) and diabetes
mellitus/ hyperglycemia (12.15%). Anemiawas recorded in 68.2% of the subjects and

68% of elderly with ailments were taking treatment.*

In a study conducted to see the morbidity pattern and depression in relation to
family support on 210 people above the age of 60 years in Kashmir valey of India,
the morbidity pattern was 67.6% having single ailment, 30.4% people having 2
ailments and only 2.0% having more than 3 ailments. 85.7% of the geriatric

population was having family support and 14.2% were without any family support.
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Out of the people having family support 20.0% were depressed as against 60.0%
depressed people in the category having no family support. The study was done
among the elderly outpatients attending Unani clinic and the methodological issues

were not explained.®

In a study conducted among two elderly population groups from Dibrugarh
Assam in 2002 to study health problems and disability shows that, the mean age for
urban group was 67.1 years. Disability was found to be 20%. Hypertension 68%,
musculoskeletal diseases 62.5%, COPD and other respiratory problems 30.4%,
cataract 40.3%, 23.6% were undernourished, gastro-intestinal problems 13% were
more commonly observed health problems. Most morbidities and disabilities were
associated with identifiable risk factors, such as obesity, tobacco (smoked and non-
smoked) and alcohol consumption. Educational status was also found to be an
important determinant of diseases and disability of elderly population. In this study

ADL-IADL disability was studied using a seven item non scoring activity list. %

In a cross sectiona study carried out in the urban community of Manipur in
2003 to assess the prevalence of disability in ADL among the elderly showed that, out
of 312 elderly interviewed 38 (12.2%) were found to be disabled in ADL. Elderly
males with poor perceived health status and having one or more chronic diseases have
significantly higher risk of being disabled in ADL but the difference was not
statistically significant. Males constituted 43.3% (135) and 56.7% (177) were females.
The mean age of the participants was 69.7 (+8.1) years. Those elderly who were
illiterate and unemployed, by and large have higher odds of becoming disabled over

those who were literate and gainfully employed.*?
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A study carried out in urban and rural area of northern Indiain 2000 showed
that, of the total sample of 200 subjects, 88.9% reported illness based on their
perception, and of these 43.5% were seeking treatment and actually taking medicines,
and 42.5% were diagnosed as having 4-6 morbidities. The mean number of
morbidities among elderly people was 6.1 (SD 2.9). A total of 87.5% had minimal to
severe disabilities and 66% of elderly people were distressed physicaly,
psychologically, or both. The most prevalent morbidity was anemia, followed by
dental problems, hypertension, chronic obstructive airway disease (COAD), cataract,
and osteoarthritis. Morbidities like asthma, COAD, hypertension, osteoarthritis,
gastrointestinal  disorders, anemia, and eye and neurologica problems were
significantly associated with disability and distress. Higher numbers of morbidities
were associated with greater disability and distress. 103 (51.5%) subjects had fallen.
Fracture was reported in 21.3%, and other injuries occurred in 79.6% of those who
had fallen. Fracture was seen more in urban subjects (29.4%) compared with rural

subjects (13.4%).*

In a study in Meerut in 2001 to assess the psychosocial needs of elderly and
utilization of geriatric services, it was observed that, out of 354 elderly studied, 58.5%
were financially dependent, 69.5% were found enjoying their leisure time at home,
55.1% were having sad attitude towards their lives, main reasons for sad attitude was
loss of spouse, illness, loneliness. 46.3% were not aware of and 96% had never
utilized any geriatric welfare services. However relation of psychosocial problems

and utilization of geriatric services was not studied.®

A study conducted in Karnataka in 2003 showed that, among 213 elderly
around 73% belonged to age group of 60-69 years. Males and females were equal in

proportion. Majority of the respondents 89% were Hindus. A joint family system was
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seen to be most common (56.8%) followed by nuclear family. Only 12.1% of the
elderly men were widowed while 67.7% of women were widows. Nearly half of the
respondents were illiterate. All the respondents had health problems, most common
being hypertension, osteoarthritis, diabetes, bronchia asthma. Most of the
respondents had more than one problem. Half of the respondents felt they were
neglected by family members. Around 48% felt they were not happy in life and
attributed it to poverty (48%) and illness (41%). 68.5% had friends and socia contacts
outside home. 35% of elderly felt they were not consulted by family members for
making decision. Though the study highlighted the social problems of elderly, method
and extent of morbidity diagnosis is not clear. Since this study was done among
elderly attending outreach clinics, findings cannot be generalized to the community at

large. %

Another study done at coasta Karnataka (Karkala, Manipa) in 2003 to
assess the quality of life among geriatric population attending outpatient clinic, mean
age of the study population was 65.8 years. The total mean score, as well as the mean
score in each of the four domains; physical, psychological, social relation and
environmental for both the gender, literates and illiterates were same. It was found
that mean scores of the two age groups of 60-69 years and more than 70 years differed
significantly in the domains of physical, psychological and socia relations, and aso
this difference between the two groups was found to be statistically significant for the

total mean score of all the domains. *°
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METHODOLOGY

Study Area:

The study was undertaken at Khasbag, the urban field practice area of
Department of Community Medicine, Jawaharlal Nehru Medical College, Belgaum.
The urban health centre is situated in the midst of the city about 6 km from the J. N.
Medical College. It caters to a population of 13,800 and is providing curative,
preventive and promotive services. The study area has two wards, number 22 and 23

as per the municipa office records.
Study Design:

The present study is a cross sectional community based study undertaken to
study the prevalence of morbidity among elderly persons, relation of morbidity with

disability and psychosocia problems among elderly individuals.
Study Period:

The study was conducted for a period of one year from January 2008 to
December 2008. Before starting the study, preliminary data were collected and a pilot
study was carried out in the study population using a predesigned and structured

guestionnaire. Appropriate changes were made based on the pilot.
Sample size:

Sample size was calculated on the basis of guidelines described in “Sample

determination in health studies”.®®

Assuming the prevalence of morbidity among the elderly to be 50%, the sample

size was cal culated from the given formula -

N = 4pg/d?
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Where, N = sample size,
P = prevalence of morbidity,
q = (100-p),
d = error in estimation of p (10%),
So the sample size was 400.
Sampling procedure;
The population of Urban Health Centre (UHC) was 13,800.

Since 7.2% of the total population constitutes elderly age group as per Sample
Registration System (SRS) estimate 2003 in India,® the total number of elderly age

group in UHC was estimated as 994.

After listing out all the elderly persons in the study area, by using random
number table 400 elderly persons were selected for the study.
Defining Ageing

Even though a single “cut-off” age which would define the elderly would vary
between country and region considering the biological, socia and economic
differences in their populations, the United Nations in 1980 defined 60 years as the

age of transition of people to the elderly segment of the population. 3

In the present study people aged 60 years and above have been considered as

elderly.
Inclusion Criteria:

All persons aged 60 years and above who were residents of Khasbag were

included in the study.

22



Methodology

Data collection tools:

The instruments used in this study includes questionnaire, spring dia
weighing machine, measuring tape, sphygmomanometer, stethoscope, torch, snellens
chart, near vision chart and tuning fork. Physical instruments and techniques were

initially standardized during pilot study.
Questionnaire:

A detailed questionnaire was prepared and was pretested and validated during
the pilot study. It included the information on sociodemographic variables,
psychosocial factors, physica and the laboratory examination findings. It also

included atool for assessing disability - The Barthel index. (Annexure 1)
Data collection procedure:

The data collection procedure consisted of persona interviews, physical

examination and laboratory tests. Disability was assessed using the Barthel index.

An informed written consent was obtained from al the participants before

collecting the data.
Personal interview & Physical examination:

Subjects were interviewed by the candidate in-person after obtaining an
informed consent. Thorough clinical examination from head to toe was carried out
with adequate privacy in a quite comfortable room at their household. It included
general physical examination, measurement of height, weight, blood pressure, other
vital signs and systemic examination. After recording the data on various study
variables, the subjects were treated relevantly as per the individual case needs. Morbid

conditions requiring further investigation and special care were referred to the KLES
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Hospita & MRC/Government district hospital depending on their affordability. The
entire procedure lasted for about 45 minutes. At the end of the interview subjects were

thanked for their cooperation.
Laboratory Tests:

Laboratory investigations were carried out for every participant in the study. It
included hemoglobin estimation by Sahli’s method, detection of sugar & albumin in
urine samples by Benedict’s and Sulphosalicilic acid method respectively. A qualified
lab technician performed the above investigations according to the standard

guidelines.

Based on the self reported illness, clinical findings, medical records, and the
medication they had with them and by relevant laboratory investigations diagnosis

was made and coded as per international classification of diseases (ICD-10).%®
Data analysis:

The data was analyzed using mean, proportions and percentages. The

Statistical analysis was done using SPSS statistical software.

The relationship between mean morbidity and various socio-demographic
variables was assessed using analysis of variance (ANOVA), t-test.
The relationship of each medical condition with disability was tested using

logistic regression analysis and chi-square test.
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Definition of study variables

Age - Subjects were asked about their age and it was confirmed with appropriate
documents (viz. Voter 1.D card/Ration card/Senior citizen card). Age was recorded to
the nearest completed year.
Religion:

The subject’s religion was noted and was grouped as “Hindu”, “Muslim”, and
“Others” (Sikh, Christian).
Type of family:
Nuclear family — Married couple, along with their dependent children live in the

same house.

Joint family — Many married couples and their children who live in the same
household. Males are blood relatives and females of the family are related by either

marriage or blood relation.

Three generation family — Married couple with married children and their kids

(three generations) related to each other by direct descent live together.

Broken family — Is one where the parents have separated, or where death has

occurred of one or both the parents. '
Socioeconomic status:

Per-capita monthly income of the family was calculated by dividing total
monthly income of the family with family size. Per capita income in Rupees per

month was classified using the modified BG Prasad classification. *°
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Modified Prasad’s classification
Social class. | Prasad’s classification 1961 in the study period 2008
(per capitaincomein Rgmonth)
I 100 and above 2677 and above.
I 50—99 1325 t0 2676
[ 30-49 785101324
IV 15-29 405to 784
\ <15 Less than 405
Average consumer price index for the year 2008 = 548.41 *°

Modification was done with the aid of Multiplication Factor (M.F), which was

obtained as below:
Average consumer price index for the study period

M.F. = X 4.93

100

=548.41/100x 4.93 = 27.03

Occupation: Was categorized into two main groups “weaving” (handlooms or power
loom) and “others” which includes shopkeepers, businessmen, agriculture, watchmen,

tailors, teachers etc
Educational status:

The subjects were asked about their educational qualifications and were grouped into
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[lliterate: A person who could not read and write with understanding in any

language.

Literate: A person who could read and write with understanding in any language.
Primary school education: A person who had studied up to 4™ standard.
Secondary school education: A person who had studied up to 7™ standard.

Higher Secondary school education: A person who had studied up to 10" standard.

College: A person who had studied up to pre university/diploma/Tch/below degree

class.
Graduate — A person who had a bachelor’s degree in any field
Food habit:

Subjects were asked about their food habitsi.e. consumption of non vegetarian
and / or vegetarian food in their diet. Interpretation was made as “vegetarian diet” and

“mixed diet” (those who were consuming vegetarian and non vegetarian food).
Alcohol consumption:

For assessment purpose period of recall was considered for the “past one
year”. Subjects who had never consumed alcohol were considered kept in the
category of “non drinkers.” while those who had consumed any alcoholic drinks
either in the past or consuming at present were categorized as “drinkers” and the total

duration of consumption was noted in years.
Tobacco use

For assessment purpose period of recall was considered for the “past one
year”. Subjects who had never smoked in any form of tobacco (beedi, cigar) and

never used tobacco in any form viz gutka, pans, snuff (other than smoking) were
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considered as “non smokers” and “tobacco non users” respectively. While those who
had smoked either in the past or smoking at present and have used tobacco either in
the past or using at present were considered as “smokers” and “tobacco users”

respectively. The total duration of use was noted in years.
History of fall

Subjects were asked about history of fall. For assessment purpose period of

recall was kept as “past one year”. Place of fall and consequence was noted.
Blood pressure measur ement:

During the course of the interview, two measurements of blood pressure on
each study participant were measured using mercury sphygmomanometer, first by
palpatory method followed by auscultatory method as per standard guidelines. Both
blood pressure measurements were obtained after the subject had rested for at least 5
min in a seated position. The first blood pressure measurement was recorded after
obtaining sociodemographic information from the study subject, while the second was
recorded after a brief clinical examination. All blood pressure measurements were
made on the left arm of each study subject, using a cuff of appropriate size at the level
of the heart. We used the average of two readings of SBP and DBP to describe the
blood pressure of the participant. In cases where the two readings differed by over 10
mm of Hg, the examiner obtained a third reading, and the three measurements were

averaged. **
Categorization of subjects by Blood pressurelevels:

The subjects were divided in to “Normotensives” or “Hypertensives” on the

basis of their Blood pressure levels as per INC 7 report.
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Normotensives. Systolic BP less than 140 mm Hg and Diastolic BP less than 90 mm

Hg.

Hypertensives. Systolic BP 140 mm Hg or above and Diastolic BP 90 mm Hg or

above and/or treatment with antihypertensive medication.

Height: The subject stood straight without footwear, with heels, buttocks and back
touching the wall, eyes looking straight ahead (visual axis horizontal, when the top of
externa auditory meatus levels with the inferior margin of the orbit),with a set square
resting on the scalp and against the wall. The coinciding reading was measured to the

nearest 0.1cm using a measuring tape.

Weight: Body weight was measured without any foot wear and with minimal clothing
to the nearest 0.1 kilogram using a standard portable weighing machine, which was
standardized periodically during the study. The scale was zeroed before each session

and weight was recorded in kilogram.
M easurement of Body MassIndex (BM1):

As per the revised guidelines for Asians (esp. South East Asians including
Indians) recommended by the WHO, person with BMI vaues of less than 18.5
indicate “Underweight”, 18.5 to 23 indicate “Normal weight”, 23 to 27.5 indicate

“Overweight” and above 27.5 indicate “Obese”. *?
BMI = weight (in kg) / height (in meter?).

Visual problems: Cataract was assessed by examination of iris shadow, looking for
opaque lens using torch (visible lenticular opacity) & history of cataract operation.
Refractive errors were screened by using Snellen chart for far vision and Geiger chart

for near vision as per the standard procedure.*
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Hearing impairment: Hearing tests - Rinne’s, Weber’s and Absolute bone
conduction tests were done in both ears, one after the other, with tuning fork of 512
Hz using standard methods.**  Subjects were grouped as “Hearing impaired” if they

had an abnormal test for any of these procedures.

Dental Problems: The prevalence of carries teeth was taken as the percentage of
elderly population with one or more teeth decayed or filled.* Total loss of teeth was
considered when all 32 teeth were absent. If 1 to 31 were absent, it was considered as

partial loss of teeth.

Anemia: Hemoglobin level below 13 gm% in men and 12 gm% in women was
considered as anemia. Most widely used criteria to define anemiain elderly was used

as recommended by WHO.* 47

Urine sugar: Subjects positive for urine sugar were considered as probable Diabetics.
They were advised to go for fasting blood sugar investigation and were followed up to

confirm the diagnosis based on the report.

Disability: A Disability has been defined by WHO as “any restriction or lack of
ability to perform an activity in the manner or within the range considered normal for

a human being” ¥’

The Barthel Index (Bl) has been recommended for the functional assessment of
older people. The index is an ordinal scale comprising ten activities of daily living.

The 10 subtest items include
(1) Feeding,
(2) Bathing,

(3) Personal grooming,

30



Methodology

(4) Dressing and undressing,

(5) Bowel and

(6) Bladder continence.

(7) Getting on/off the toilet,

(8) Moving from wheelchair to bed and return,
(9) Walking or propelling awheelchair,

(10) Stair climbing,

Each subtest item on the origina Barthel Index israted O, 5 or 10 (or 15 for
two of the test items). Score ranges from O - 100. A total score of 100 represents the
highest level of independence. The scores are intended to reflect the amount of time

and assistance a patient requires.*® %

We classified subjects into three groups according to their Barthel index score:
level 1 (score 100) corresponds to good functional status, level 2 (score 91- 99) to fair
functional status and level 3 (score 0-90) corresponds to poor functional status. (Refer

annexure)

Assessment of psychosocial Problems: : It includes a complex of psychosocial
factors which are defined as “those factors affecting personal health, health care and
community wellbeing that stem from the psychosocial make- up of individuas and
the structure and functions of social groups”. They include cultural values, customs,
habits, beliefs, attitudes, morals, religion, education, lifestyles, community life, health

services, socia and political organization.*’

Subjects were asked about some of the psychosocia factors such as money

management by elderly, their social contacts, attitude of subjects towards life,
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expressing feelings by elderly when unhappy etc. using a predesigned and pretested

guestionnaire.

Pilot study: Pilot study was conducted on 40 subjects (i.e. 10% of total sample size)
who were selected randomly with a view to ascertain the feasibility of the study. All
the instruments and techniques were standardized and validated during pilot study so

asto ensure high content criteria and validity.

This study was given ethics approval by the JINMC Institutional Ethics
Committee on Human Subjects Research (MDC/IECHSR/2304 dated 22" November

2007).
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Photograph 1: View of Study Area

Photograph 2: Interviewing elderly
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Photograph 4: Laboratory examination
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RESULTS

The observations cited here are taken from the present study undertaken among 400

elderly individuals residing in an urban area of Belgaum.

| . Socio-demographic variables

Table 1. Distribution of subjects as per age and sex

Agearoup Male Female Total
No. % No. % No. %
60-64yrs 50 12.5 81 20.3 131 32.8
65-69yrs 31 7.8 60 15 91 22.8
70-74yrs 33 8.3 44 11 7 19.3
75-79yrs 17 4.3 33 8.3 50 125
>80yrs 19 4.8 32 8.0 51 12.8
Total 150 375 250 62.5 400 100
Mean age 69.5+6.94 (SD)

In the present study out of 400 participants, 131(32.8%) were in the age group of 60-

64 years, 218 (54.6%) were in the age group of 65-79 years, whereas 51 (12.8%) were

above 80 years age. Majority of the participants were females contributing to 250

(62.5%). In al the age groups femal es have been more than males.

Graph 1: Distribution of subjects as per age and sex
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Table 2: Distribution of subjects as per religion, family type, marital status and

living arrangements

Male Female Total (N=400)
Characteristic
No. % No. % No. %
Religion Hindu 138 34.5 234 585 | 372 93.0
Muslim 12 3 16 4.0 28 7.0
Family type Nuclear 52 13 46 115 98 24.5
Joint 83 20.8 165 41.3 248 62
Three generation 9 2.3 18 4.5 27 6.8

Broken 6 15 21 5.3 27 6.8

Marital status Unmarried 1 0.3 1 0.3 2 0.5

Married | 117 29.3 87 21.8 204 51

Widower 31 7.8 0 0.0 31 7.8

Widow 0 0.0 159 39.8 159 39.8

Divorced/Separated 1 0.3 3 0.8 4 1

Living arrangements Spouse | 25 6.3 22 5.5 47 11.8

Spouse & children | 93 233 70 175 163 40.8

Children alone 27 6.8 135 33.8 162 40.5

Other relations 1 0.3 10 25 11 2.8

Alone 4 1.0 13 3.3 17 4.3

In this study, majority of the participants were Hindus 372 (93.0%). 248
(62.0%) participants belonged to joint families followed by nuclear families 98

(24.5%) and three generation families 27 (6.8%). 204 (51.0%) individuals were in the
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group of married and the widowhood was higher among females (39.8%) as
compared to males (7.8%) . 47 (11.8%) subjects were living with their spouse and
higher number of females 135 (33.8%) were living with their children alone as

compared to males 27 (6.8%). Wheresas, 17 (4.3%) of subjects were living alone.

Graph 2: Distribution of subjects as per marital status
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Table 3: Distribution of subjects as per Occupation, Socio-economic status and

Education.
Male Female Total (N=400)
Characteristic
No. % No. % No. %
Occupation Weaving | 28 7.0 9 2.3 37 9.3
Others 32 8.0 16 4 48 12
Total 60 15 25 6.3 85 21.3
SES Class | 9 23 11 2.8 20 5
Classll | 29 7.3 37 9.3 66 16.5
Class i 29 7.3 65 16.3 94 235
Class IV 54 135 | 84 21 138 345
ClassV 29 7.3 53 13.3 82 20.5
Education iterate | 22 55 | 131 328 | 153 38.3
Primary school 38 95 54 135 92 23.0
Secondary school | 42 105 | 42 10.5 84 21.0
Higher secondary school 31 7.8 14 35 45 11.3
College 2 0.5 4 1 6 15
Degree | 15 3.8 5 1.3 20 5.0

Out of 400 elderly, 85 (21.3%) were working at present. Among the working,
there were higher numbers of maes 28 (7%). As per modified BG Prasad
classification larger proportion of the participants belonged to low socioeconomic
group ie.138 (34.5%) and 82 (20.5%) were in class IV and class V respectively.
Whereas, only 20 (5.0%) were in class | socioeconomic class. Magjority of subjects

were literate 247 (61.7%), among the literate 92 (23.0%) and 84 (21.0%) had studied
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up to primary school and secondary school respectively. Whereas, 153 (38.3%) of

elderly wereilliterate. llliteracy was higher among females (32.8%).

Graph 4: Distribution of subjects as per Socio-economic status
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[1. Morbidity profile

Table 4: Distribution of subjects as per self reported illness and number of

mor bidities

Characteristic No.lvI ale% N:.eml; Tlgtoél (N=§,/20)
Sdfreported | Noillness 54 | 135| 57 | 143 | 111 | 27.8
liness | One ?Irl rtl::ther 9% | 24 | 193 | 483 | 289 | 723

No morbidity 7 1.8 13 3.3 20 5

1 7 18| 9 | 23| 16 4

mo’;‘g’i- d‘;{y** 2 15 38| 17 | 43 | 32 8
3 26 65| 49 | 123 | 75 | 188
4 40 10| 3 | 85 | 74 | 185

5 8 | 70| 44 | 1| 72 | 18
>6 27 | e8| 84 | 21 | 111 | 278

Mean morbidity 4.1+1.72, * Perceived health, ** Physician diagnosed

Although 27.8% did not report any illness, 95% had one or the other morbidity
on examination with a mean of 4.1 (SD 1.72) per subject. 253 (63.3%) had 2 to 5
morbidity and 111 (27.8%) had 6 or more morbidity. Self reported illness and

morbidity was higher among Females.

Graph 6: Self reported illnessVs. Diagnosed mor bidity
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Table5: Association between self reported illness and morbidity.

Self reported illness
Total
Mor bidity Noillness [Iness Significance
No. % No. % No. %
No mor bidity 15 135 5 1.7 20 5
X2 66.127
Mor bidity 96 865 | 284 | 983 | 380 95
P = 0.000*
Total 111 (27.75%) | 289 (72.25%) | 400 | 100

*Statistically significant

Out of 111 (27.75%) self reported as no illness, 96 (86.5%) were diagnosed as

having one or more morbidity. Whereas among 289 (72.25%) reported as ill, only 5

(1.7%) subjects were free from morbidity and this difference was statistically

significant.

Table6: Distribution of subjectsas per Body Mass I ndex (BMI)

Sr e Male Female Total (N=400)

No. % No. % No. %

Under weight <185 | 6 65 38 95 64 16
Normalweight 185229 | g5 | 205 | 127 | 318 | 200 | 523
Overweight 23215\ 5 | 63 | s2 | 13 | 77 | 193
Obese >275 | 17 4.3 33 8.3 50 12.5

* Revised WHO criteriafor Southeast Asians.

In the present study 64 (16.0%) had BMI <18.5, 127 (31.8%) had BMI >23,

whereas 209 (52.3%) subjects had BMI 18.5-22.9. Higher numbers of females were

underweight and overweight as compared to males.

In the present study 19.8% were tobacco users, 11% were alcoholic and 9.5%

were smokers.
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Graph 7: Distribution of subjects as per BMI
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Table 7: Distribution of subjectsas per fall and its consequence
Fall and its consequence Male Female Total (N=400)
No. % No. % No. %
Fall in past 1 Yes
year 21 53 47 11.8 68 17
No
129 323 | 203 508 | 332 83
Eaﬂnsequence of |Fractre | 4o | 385| 16 | 615 | 26(38.2%)
Other
injuries 11 26.2 31 73.8 42 (61.8%)

Out of 400 elderly 68 (17.0%) had afall in the past 1 year, larger proportion

were females 47 (11.8%). Out of those fallen, 26 (38.2%) had fracture as a

consequence. Fracture was more common among females than males (61.5%

vs.38.5%).
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Table8: Profile of elderly by most common morbidity and sex

Male Female Total
Morbidities CISBEl’?* No. | % | No. | % | No. | %
Cataract H25 76 19 | 120 30 | 196 49
Anemia D53 43 10.8 | 149 | 37.3 | 192 48
Hypertension 110 56 | 14 | 113 | 283 | 169 | 42.3
Arthritis M12, M13 41 103 | 118 | 295 | 159 | 39.8
Over weight E66 42 105 | 8 | 21.3 | 127 | 318
Acid pepticdisease | K27, K29 21 5.3 83 | 208 | 104 26
Diabetes mellitus El4 41 103 | 53 133 | 094 | 235
Impaired hearing H90, H91 30 75 | 60 15 90 | 225
Carriestooth K02 29 7.3 55 13.7 84 21
Skin problems L30 28 07 51 12.8 79 19.8
Under weight E64, 62 26 6.5 38 9.5 64 16
COPD* Ja4 32 80| 30 7.5 62 155
Ej/g'e‘gf heart 138, 139 14 | 35| 31 | 78| 45 | 113
Egjir%gitﬂy G62, G63 15 | 38| 10 | 25| 25 | 63
Constipation K59 08 02 17 43 | 25 6.3
uTl* N39 02 0.5 20 50| 22 5.5
Stroke 164 11 2.8 08 20| 19 4.8
Depression F32 01 0.3 11 2.8 12 3.1
Migraine G43 04 10| 08 2.0 12 3.0
BPH* N40 11 2.8 00 0.0 11 2.8
Gastro enteritis AQ9 02 05| 08 2.0 10 25
Epilepsy G40 02 05| 05 13 07 18
Neoplasm gég ggz C18, 04 1.0 03 08| 07 18

** |nternational statistical classification of diseases, Tenth revision.* Ref. annexure

Among study subjects most prevalent morbidity was Cataract 196 (49%)

followed by Anemia 192 (48%), Hypertension 169 (42.3%), Arthritis 159 (39.8%),
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Overweight 127 (31.8%), Acid peptic disease 104 (26%), Diabetes mellitus 94
(23.5%) and Impaired hearing 90 (22.5%). Chronic obstructive airway disease and
Vavular heart disease contributed to 62 (15.5%) and 45 (11.3%) of morbidity
respectively. Stroke was prevalent in 19 (4.8%) of subjects. Epilepsy and Neoplasm

accounted for 7 (1.8%) of morbidity each.

Graph 8: Distribution of subjectsas per morbidity
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Table 9: Profile of elderly as per system wise mor bidity and sex

- M F T

Morbidity (ICD-10 CODE) ale emale otal | x2test
No. | % | No. | % | No. | % |Pvaue

Eye problems (H00-H59) 120 | 30 | 205 | 51.3 | 325 | 81.3| 0.620
Muscul oskeletal (M00-M99) "
disorders 66 | 165 | 162 | 405 | 228 57 | 0.000
CV S disorders (100-199) 72 | 180 | 134 | 335 | 206 | 51.5| 0.2/8
Dental problems (K02, K05) 65 | 163 | 131 | 328 | 196 | 49 | 0.079
Anemia (D53) 43 | 10.8 | 149 | 37.3 | 192 48 | 0.000*
Digestive disorders (K00-K93) | 34 85| 101 | 253 | 135 | 33.8 | 0.000*
Over weight (E66) 42 | 105| 8 | 213 | 127 | 31.8| 0.212
Disbetes melitus (E14) 41 | 103| 53 | 133| 94 | 235/ 0.161
Impaired hearing (H90, HO) | 55 | 75| 60 | 15 | 90 | 225| 0354
Respiratory disorders (J00-J99) 40 10 41 | 103| 81 | 203 | 0.013*
Skin & subcutaneous tissue
problems (L00-99) 28 7.0 51 | 128 | 79 | 198 | 0.673
Nervous system problems
(G0-G99) 37 | 93| 35 | 88| 72 | 180 0.007*
Other systems problems 32 80| 37 93| 69 | 17.3| 0.094
Under weight (E62, E64) 26 | 65| 38 | 95| 64 | 16 | 0573
Genitor urinary problems
(NOO-N99) 16 40 | 31 78 | 47 | 118 | 0.602

* Statistically significant

Eye problems were the most common morbidity among the study subjects

accounting for 325 (81.3%) followed by Musculoskeletal morbidity constituting 228

(57.0%), Cardiovascular problems 206 (51.5%) and Dental problems 196 (49%).

Musculoskeletal morbidity was significantly associated with gender. Out of 192

(48%) subjects with Anemia, 149 (37.3%) females had the illness and it was
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statistically significant. Gastro intestina illness 135 (33.8%) was significantly
associated with gender. Respiratory and skin diseases were prevalent in 81 (20.3%)
and 79 (19.8%) of subjects. 72 (18.0%) and 47 (11.8%) elderly had diseases of
nervous system and genitourinary system. 69 (17.3%) of morbidity was attributed to

other systems. Respiratory and nervous system problems were significantly associated

with gender.
Graph 8: Relation of morbidity with age
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Table 10: Relation of mor bidity with baseline characteristics.

SOCIODEMOGRAPHIC N MORBIDITY Test of P value
AGE
60-64yrs 131 3.6 (1.63)
65-69yrs 91 3.9(1.67) .
70-74yrs 77 4.1(1.82) F4.143 0.003
75-79yrs 50 4.5 (1.88)

>80yrs 51 4.6 (1.45)
SEX
Mae 150 3.8(1.62) t TEST 0.047*
Female 250 4.2 (1.76)
SES
Class| 20 4.9 (1.02)
Classli 66 4.1 (1.97)
Classll| 9 3.8(1.76) F1.830 0.122
Class IV 138 4.1 (1.53)
ClassV 82 3.8(1.83)
MARITAL STATUS 5
Un Married 204 3.5(0.70)
Married 3.7(1.70) .
Widow 13519 4.4 (1.60) F3.785 0.005
Widower 4 3.9(1.90)
Divorced/Separated 4.5 (1.90)
\\/(Veg TENe 8 38(149) t TEST 0.032*

315 4.1 (1.77) '
No
LIVING
As‘;ljgeNGEM ENTS 47 3.7(1.91)
Spouse & Children 163 3.7(164) F 3.882 0.004*
Children Alone 162 4.3(L.72)
Other Relation 11 52 (0.90)
17 4.4 (1.54)

Alone
BMI
<185 64 4.9 (1.41)
18.5-22.9 209 3.7(1.79 F11.276 0.000*
23-275 77 4.5 (1.50)
>27.5 50 3.8 (1.55)

* Statistically significant
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In the present study, increasing trend of morbidity with the age was seen and
females had the higher number of morbidity compared to males (4.2 vs. 3.8) and these
differences were statistically significant. Socioeconomic class I, Il and IV had higher
number of morbidity compared to class Il and V. However the difference observed
was not statistically significant. Morbidity was low among unmarried and married
elderly compared to those in widowhood and the difference was statistically
significant. Significant association of morbidity was found among sedentary subjects
than the working group (4.1 vs. 3.8). Statistically significant association of higher
morbidity was seen among elderly living alone or living with other relations and those

having under or over weight.
[11. Disability profile

Table 11: Distribution as per age and disability

Pl Ui Disabled Normal Total
No. % No. % No.
60-64yrs 57 43.5 74 56.5 131
65-69yrs 34 37.4 57 62.6 91
70-74yrs 34 44.2 43 55.8 77
75-79yrs 30 60.0 20 40.0 50
>80yrs 34 66.7 17 333 51
Total (N=400) 189 (47.3%) 211 (52.8%) 400

X 2 =15.575 DF=4 p0.004, Logistic regression p 0.005 at 95% CI for expected B

In the present study 189 (47.3%) subjects were disabled. 57 (43.5%) of elderly
were disabled in the age group of 60-64yrs followed by 34 (37.3%) in the age group
of 65-69yrs, 34 (44.1%) in the age group of 70-74yrs and 30 (60%) were disabled in

the age group of 75-79yrs. Whereas, 34 (66.6%) were disabled in the age group of
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80yrs and above. It is observed that disability increased as the age increased. This

association between disability and age was statistically significant.

Graph 11: Distribution of subjectsas per disability
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Table 12: Distribution of subjects asper gender and disability

Sex — Disabled - — Nor mal -
Male 64 16.0 86 215
Female 125 31.3 125 31.3
Total (N=400) 189 47.3 211 52.8

X2=2023 DF=1 p=0.155
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125 (31.3%) elderly females were disabled. Whereas, 64(16.0%) elderly males
were disabled but the association between disability and gender was not statistically
significant.

Table 13: Distribution of subjects as per the Age and the Barthel index.

The Barthel index score

Age of subjects Scor e 100* Scor e 91-99* * Score 0-90***

No. % No. % No. %
60-64yrs 74 56.5 36 275 21 16.0
65-69yrs 57 62.6 14 15.4 20 22.0
70-74yrs 43 55.8 16 20.8 18 234
75-79yrs 20 40.0 9 18.0 21 42.0
>80yrs 17 33.3 10 19.6 24 47.1

Total (N =400) 211 (52.8%) 85 (21.3%) 104 (26%)

X 2= 30947 DF=8 P=0.000, *No disability, **Mild disability, ***Moderate to
Severe disability

In the present study, 85 (21.3%) subjects had mild disability and 104 (26%)
had moderate to severe disability. Moderate to severe disability was seen in 21 (16%)
of elderly in the age group of 60-64yrs compared to 24 (47.1%) in the age group of
80yrs and above. Moderate to severe disability was seen to increase with the age and
the risk of disability almost doubles after 75yrs. These associations were statistically

significant.
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Table 13: Relation of disability with specific morbidity and selected

characteristic (L ogistic regression analysis).

Characteristics Od((:ics)llz)atio %;) fgrl P value Ad ;Sted
value**

Self reported illness — Yes/ No 18.6 2.47-1404 | 0.005* -
No of Morbidity — No Morbidity

1--3 0.25 0.17-0.38 | 0.000* -

>4
Fall - Yes/No 4.62 254-844 | 0.000* -
Er‘;gfﬁﬂ;g”mﬁs"f fall 0.46 0.33-0.66 | 0.000* .
Anemia- Yes/No 2.59 1.73-3.88 | 0.000* 0.001*
Hypertension — Yes/No 1.72 1.15-257 | 0.008* 0.048*
Diabetes Mdllitus— Yes/No 191 1.20-3.07 | 0.007* 0.112
Arthritis— Yes/No 1.87 1.25-281 | 0.002* 0.025*
Cataract — Yes/No 171 1.16-255 | 0.007* 0.225
COPD - Yes/No 213 1.22-3.71 | 0.008* 0.000*
Impaired Hearing — Yes/No 4.18 249-7.03 | 0.000* 0.000*
VHD - Yes/No 3.51 1.75-7.02 0.000* 0.003*
Stroke - Yes/No 10.33 2.35-45.33 | 0.002* 0.001*
APD - Yes/No 1.05 0.67-164 | 0844 0.679
Overweight — Yes/No 2.11 137-3.24 | 0.001* 0.056
Underweight — Yes/No 1.43 0.83-244 0.195 0.004*

*Statistically significant ** Significance after adjustment for other morbidities.

Disability was higher among those with self reported illness and it was

statistically significant. Odds of becoming disabled increased with the mean number

of morbidities and those with history of fal or fracture and the difference was

statistically significant. Disability was found to be significantly associated with

morbid conditions like Hypertension, Anemia, Diabetes mellitus, Arthritis, Cataract,

Chronic obstructive pulmonary disease, Deafness, Vavular heart disease, and Stroke.
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Disability was higher among subjects who were overweight and it was statistically

significant. After adjusting for confounding variable, significant association of

disability was found for Hypertension, Anemia, Arthritis, Chronic Obstructive

pulmonary disease, Deafness, Valvular heart disease, underweight and Stroke.

Table 14: Relation of disability as per system wise morbidity (Logistic regression

analysis)

Morbicity UOR | om6Cl | value | pvalue
Eye problems- Yes/No 2.04 1.20- 3.45 | 0.008* 0.997
Dental problems- Yes/No 1.72 1.16- 255 | 0.007* 0.384
Skin diseases- Yes/No 1.18 0.72-1.94 | 0.502 0.835
Respiratory problems- Yes/No 0.33 1.19-3.28 | 0.019* 0.002*
Cardiovascular illness- Yes/No 2.32 1.55-3.47 | 0.000* | 0.000*
Musculoskeletal problems-Yes/No 347 2.28-5.29 | 0.000* | 0.000*
GIT problems- Yes/No 0.65 0.91-2.09 | 0.243 0.526
GUD- Yes/No 4.89 2.36 - 10.15 | 0.000* 0.001*
Nervous system problems -Yes/No 4.29 2.41-7.64 | 0.000* 0.000*
Other system problems- Yes/No 2.44 8.00-4.18 | 0.001* 0.013*

*Statistically significant ** Significance after adjustment for other morbidities.

Disability was significantly associated with eye diseases, musculoskeletal

problems, respiratory illness, cardiovascular diseases, genitourinary and nervous

system morbidities. After adjusting for confounding variable significant association

was found for muscul oskeletal, respiratory, cardiovascular, genitourinary and nervous

system morbidities.
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Table 15: Relation of disability with selected characteristics

Characteristics Disabled Nor mal Total | X2 Test
No. (%) No. (%) No.
Unmarried 002 (100) | 000(0.00) | 002
_ Married 084 (41.2) | 120(588) | 204
gt";ru';a' Widow 083(52.2) | 076 (47.8) | 159 | o0.082
Widower 018(58.1) | 013(41.9) | 031
Div/Separated 002 (50.0) | 002(50.0) | 004
Nuclear 045 (46.0) | 053(54.0) | 098
_ Joint 119 (48.0) | 129 (52.0) | 248
Family type ) 0.572
Three Generation | 010 (37.0) | 017 (63.0) 027
Broken 015(55.5) | 012 (445) | 027
Spouse 025 (53.2) | 022(46.8) | 047
o Spouse/ Children | 061 (37.4) | 102 (62.6) 163
Living Childrenalone | 087(53.7) | 075(46.3) | 162 | 0.004*
arrangement -
Other relation 009 (81.8) | 002 (18.2) 011
Alone 007 (41.2) | 010(58.8) | 017
Illiterate 075(49.0) | 078 (51.0) | 153
Primary 052(56.2) | 040(438) | 092
Educetion | -Sondary 034(405) | 050(595) | 084 | .
High Secondary | 015(33.3) | 030(66.7) | 045
PUC 004 (66.6) | 002(334) | 006
Degree 009 (45.0) | 011(55.0) | 020
Class| 012 (60.0) | 008(40.0) | 020
Class| 037 (56.1) | 029(439) | 066
SES Class | 045(47.9) | 049(521) | 094 | 0084
Class IV 053(38.4) | 085(61.6) | 138
ClassV 042 (41.2) | 040(58.8) | 082
Occupation Not V\{Ol’kl ng 165 (52.4) | 150 (47.6) 315 0.000*
Working 024 (28.2) | 061(71.8) | 085
<185 035(54.7) | 029(45.3) | 064
BMI 185-22.9 078 (37.3) | 131(627) | 209 | o0.000*
>23 076 (59.8) | 051(40.2) | 127
Total (N=400) 189 (47.3) | 211 (52.8) 400

*P Value statistically significant
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Married subjects had a lower disability (41.2%) compared to unmarried
(100%) and widowhood (55.2%) but the association was not significant. Results show
that, disability was high among elderly living with other relations (81.8%) than those
who were living with spouse or children and the difference was statisticaly
significant. Disability was high 165 (52.4%) in nonworking group as compared to
working group 24 (28.2%) and the difference was statistically significant. Disability
was higher among both the extremes of BMI (54.7% in BM1<18.5 and 59.8% in BMI

>23) and the difference was statistically significant.
V. Psychosocial variables

Table 16: Distribution of subjects asper social security and sex

: : Mal
Social security © Female Totd x2Test

No. | % | No.| % | No. | %

Pensioner 51 | 40.5| 75 | 59.5| 126 | 315

Non pensioner 99 |36.1| 175 |63.9| 274 | 685

P
| Oldage)| a5 | 470| 38 |521| 73 |57.0 )
Type of pension 0.000
Widow | 55 | 00 | 30 | 100 | 30 | 238
Organized | ol eo6| 7 |304| 23 | 183
sector
Sufficiency of Yes| 22 |595| 15 |405| 37 | 294
pension =
0.013*
No| 29 |326| 60 |67.4| 89 | 706
Money Depe”ﬁ';ﬁ; 67 | 27.7| 175|723 | 242 | 605
management Self managing 0.000*
83 | 525| 75 | 47.5| 158 | 39.5

N =400 *statistically significant.
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Out of 400 elderly subjects, only 126 (31.5%) were getting pension as a social
security. Among these pensioners 73 (57.9%) elderly were getting old age pension, 30
(23.8%) femal e subjects were getting widow pension, and 23 (18.3%) of elderly were
getting pension from the organized sectors. These differences observed were found to
be statistically significant. Out of 126 (31.5%) subjects getting pension, majority 89
(70.6%) of subjects said that their pension is not sufficient for daily activities. 242
(60.5%) subjects were economically dependent on their families. Whereas, only 158

(39.5%) were economically independent and this difference observed was statistically

significant.
Graph 13: Distribution of subjects as per Pension
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Table 17.1: Distribution of subjects as per psychosocial variables

Psychosocial variables HEE FEMEL et Txazst
No. % No. % No. %
Careduring Well 124 31 | 178 | 445 | 302 | 755
illness by :
family Indifferent 14 35 47 | 118 | 61 | 153 0.023*
b
Members Bad 12 | 30| 25 | 63| 37 | 93
Spouse 74 | 185 | 22 55 96 | 24.0
Caretaker .
during iliness Family members | 55 | 138 | 174 | 435 | 229 | 57.3 0.000%
None 21 53 54 | 135 | 75 | 188
Spouse 22 55 10 25 32 8.0
How do you
carry out ADL | Family members | 19 4.8 63 | 158 | 82 | 20.5 | 0.000*
(If disabled)
Self managing 27 6.8 54 | 135 | 81 | 203
Spouse 67 | 168 | 36 9.0 | 103 | 258
Children 24 6.0 85 | 21.3 | 109 | 27.3
Expressing
feelingswhen Friends 20 5.0 28 7.0 48 12 | 0.000*
unhappy
All/Any one 05 13 09 23 14 35
None 34 8.5 92 23 | 126 | 315
Consultation Always 97 | 243 | 118 | 295 | 215 | 538
by family
members Sometimes 30 75 74 | 185 | 104 26 | .009*
during decision
making Never 19 | 48 | 49 | 123 | 68 | 17
Advice
honored by Yes 122 31 168 42 | 290 73 )
family 0.008
members No 25 6.3 76 19 | 101 | 253

N =400, *PVaue- Statistically significant

In the present study, 302 (75.5%) elderly were well taken care by their family

members during illness compared to 37 (9.3%) who were badly treated by their family
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members during iliness and the difference was statistically significant. 96 (24.0%) of
the respondents said spouse as a care taker during illness, 229 (57.3%) elderly were
taken care by other family members (children and grandchildren). Whereas, in 37
(9.3%) elderly there were no care taker at al. Statisticaly this difference was
significant. Among disabled, 81 (20.3%) were self dependent in their basic activities
of daily living. Whereas, 114 (79.7%) were dependent on either spouse or other
family members for the same activities. This difference was found to be statistically
significant. 126 (31.5%) elderly were not expressing their feelings to anybody when
they are unhappy while 274 (68.5%) were expressing their feelings to either spouse or
children/friends and statistically this difference was significant. 104 (26%) of subjects
were not consulted by their family members during decision making where as 215
(53.8%) of elderly were consulted by their family members and the difference was

statistically significant.
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Table 17.2: Distribution of subjects as per psychosocial variables

. . Male Female Total X2
Psychosocial variables Test
No. % No. % No. %
Available 112 28 | 175 | 438 | 287 | 71.8
Company 0316
Lonely 38 95 75 188 | 113 | 28.3
Outside home 105 | 26.3 | 124 31 | 229 | 57.3
Social contacts 0.000*
No contacts 45 11.3 | 126 | 315 | 171 | 42.8
Most of thetime | 86 215 | 104 26 | 190 | 475
H ttit )
t o\‘;‘vpa% :‘I hl e”de Sometime 34 | 85| 98 | 245 | 132 | 33 | 0.002*
Not at all 30 7.5 48 12 78 19.5
[lIness 39 | 975 | 99 | 248 | 138 | 345
R ns for sad Loneliness 22 55 68 17 90 | 225
EElSO %
attitude** 0.010
Poverty 24 06 43 10.8 67 16.8
Lossofspouse |11 | 59 | 56 | 14| 67 | 168
/Loved one
. ) Outside home 63 | 158 | 41 | 10.3 | 104 26
Spending leisure "
fime 0.000
At home 87 21.8 | 209 | 523 | 296 74
Gossiping 44 11 88 22 | 132 33
L ooki t
Activity in C;’IT’ d;gg Aer | 55 | 95| 103 | 258 | 141 | 353
leisuretime** 0.065
Radio/ TV 66 | 16.5 | 120 30 | 186 | 465
Religious 41 | 103 | 94 | 235 | 135 | 338
activity

N =400, *P Vaue - statistically significant

** Multiple responses
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113 (28.3%) elderly were feeling lonely as compared to 287 (71.8%) elderly
who had one or the other company. However this difference was not statistically
significant. 229 (57.3%) had social contacts as compared to 171 (42.8%) who did not
have any socia contact and the difference was statistically significant. 78 (19.5%)
elderly were having sad attitude towards life as compared to 322 (80.5%) elderly who
were happy toward life and the difference was statistically significant. 138 (34.5%)
subjects attributed illness to the sad attitude towards life followed by loneliness 90
(22.5%), poverty and loss of spouse/loved ones 67 (16.8%) and this difference was
statistically significant. 104 (26%) elderly were spending their leisure time outside the
home as compared to 296 (74%) who remained at home during leisure time and the
difference was datistically significant. Gossiping 132 (33%), looking after
children141 (35.3%), watching TV or listening to radio 186 (46.5%), and attending
religious activity135 (33.8%) were some of the common activities carried out by the
elderly during their leisure time and difference observed was not statistically

significant.
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DISCUSSION

|. Socio-demographic characteristics of study population (Table 1 - 3)

In the present study out of 400 study participants, we noted that the majority
of the participants (32.8%) were in the age group of 60-64yrs; only 12.8% were above
80 yrs. Most of the study participants were young old. In a study conducted in Rohtak,
54% were in the age group of 60-65yrs and only 10% were above 75yrs.’°Another
study done in Amritsar, majority (56%) were in the age group of 60-65yrs.*>Among
elderly subjects of Dibrugarh, 41% were in the age group of 60-64yrs, only 15% were
above 75yrs.* A study conducted in Chandigarh showed a similar trend with 61%
elderly in the age group of 61-72yrs.** Among elderly people of Budgam in Kashmir,
66.6% were in age group of 65-74yrs.?’Similar trend was seen in a study among
elderly of developing nation (Brazil).?* A study carried out in developed country
(South Korea) showed similar distribution.® Whereas, in a study done in Manipur

majority of elderly (45%) were above 80yrs.*?

In our study majority of the participants were females (62.5%). As per NSSO
60" round in India, the number of aged females was higher than that of the aged males
in the urban area.*® Female predominance was shown by many studies across India.®
" Similar findings were seen in studies among elderly population of developed
nations (Spain, Kuwait).™® % Where as in a study carried out in Assam and Amritsar
majority were males contributing to 61.8% and 61% respectively.®* '? Adverse sex

ratio in these places might have contributed to mal e predominance.

In the present study majority of the participants were Hindus 93.0%. More
than 60% belonged to joint families, followed by nuclear families (24.5%). Whereas,

in a North Indian study majority belonged to three generation family 78%, followed
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by nuclear family 16% and joint family 5%."In a Kuwaiti study 77.1% subjects
belonged to nuclear family.**Rapid urbanization and socio-cultural practices might

have lead to disintegration of joint familiesin these settings.

In our study 51% of subjects were married, prevalence of widowhood was
higher among females (39.8%) compared to 7.8% of widowed males. The similar data
was brought out by National sample survey in India'® A study carried out in union
territory of Chandigarh, it was observed that 59% of subjects were married, 39.3%
were widows/widowers.?’In a South Korean study 68.4% were in the married group.®
Similar marital status were seen among elderly of developed country (Spain).*® % In

our study 1% were divorced or separated, whereas it was high among Kuwaiti elderly

(329%).%°

In this study 11.8% subjects were living with their spouse, 40.5% were living
with their children alone, whereas 17 (4.3%) of subjects were living alone. It was
observed that more women were living with children than men. As per NSSO 60"
round about 57 % of the aged were living with their spouses and another 32 % were
living with their children, while about 4 to 5 % were living with other relations and
4% were living alone. Data for Karnataka state showed that majority were living
either with their children/spouse or children alone.**Among elderly people of union
territory of Chandigarh 3.7% were living alone, 49.8% were living with spouse and
children.®Community dwelling older people in Spain showed similar living

arrangement.*®Whereas 54% of elderly were living alonein Sweden.®

Out of 400 elderly, 21.3% were working at present. As per NSSO 52™ round,
nearly 40 per cent of the elderly in India were working to earn their livelihood.*® In

the present study 55% were from lower socioeconomic strata (Class IV & V). This
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reflects the poor socioeconomic status and dependence by aged. As per the national
sample survey 40% of elderly were below poverty line which is higher compared to
our study.’® The reason could be that our results are from current prevailing
socioeconomic status of urban area as per modified BG Prasad classification.
Nevertheless, true economic status is difficult to éicit in India. In a study conducted

in Rohtak, majority of elderly (46%) were in lower socioeconomic class.™

As per our observations almost 61% were literates. Women had lower
education than men. In a study done in union territory of Chandigarh 64.5% were
literates.* Similar findings were seen among urban population of Assam® and ol der

people of spain.’®
I1. Morbidity pattern of study population (Table 4 - 10)

There is an implicit assumption that disease and deterioration of hedth are
inevitably associated with chronological ageing. However, physical decline in health
among old age is not always identical in al those in a particular age group.**Some
elderly people are sick while others maintain good health status even into advanced
age. Hence, it is important to know from the elderly person how they evauate their

health since health comprises subjective and objective components.

In the present study 72.3% reported one or the other illness based on their
perception and higher number of females 48.3% reported illness based on their
perception. In a study in union territory of Chandigarh, 86.1% reported one or more
health-related complaints, with an average of two illnesses. Illnesses were higher
among females (59.5%).”’A study conducted in northern India showed 91% self
reported illness which was higher among females.** A geriatric cohort in a South

Korea reported 78% self reported illness and females reported more illness.°Among
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older people in Spain, 69% self reported their health as poor, and women’s health

status was significantly worse than men.*®

In our study, 95% subjects were having one or more morbidity (4.1+1.72) and
81.8% had more than 3 morbidities. Women had more morbidity than men. Similar
results were shown by Chandigarh study; where in a high prevalence of 99 %
morbidity (6.1+2.9) was reported.** Among elderly of Budgam Kasmir, 88.9% (mean
1.79) had at least one morbidity.*’Results of few studies among elderly of developed

nations were comparable to our findings.* ** %

Modernization and Lifestyles might have lead to the increased health problems
of elderly in these regions. Higher health problems among females can be explained
by the gender related hormonal changes and hard life faced by women who never
retire from household work unless totally disabled. The difference in the proportion of
self-reported illness and morbidity in various studies could be due to factors such as
gender, culture, educationa level, availability and utilization of health services in

different regions

In the present study 52.3% of subjects were having norma BMI (18.5-22.9),
whereas aimost half of the subjects were either overweight or underweight. It was also
observed that over weight/obesity was higher among females than males. A study

done in Chandigarh to study the obesity among elderly showed similar findings.>

In our study 17% had a fall in the past 1 year. Among those who had fall,
almost one third had fracture as a consequence. Fracture among females was reported
more commonly than in males. These results are comparable to a study done in

Chandigarh except that the fall frequency was higher (51.5%) in that study.**Higher
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fall rates and fractures among elderly especidly in females could be because of

osteoporosis.

If the increase in life expectancy has a downside, it is the exposure of risk to
age-related chronic disorders.®* As expected the study shows that irrespective of
gender aging is associated with higher burden of chronic and non-communicable
diseases and poorer physical functioning which adversely affect the wellbeing of

older people.

Among study subjects most prevalent morbidity was Cataract 196 (49%)
followed by Anemia 192 (48%), Hypertension 169 (42.3%), Arthritis 159 (39.8%),
Overweight 127 (31.8%), Acid peptic disecase 104 (26%), Diabetes mellitus 94
(23.5%) and impaired hearing 90 (22.5%). Almost similar results were shown by
Chandigarh study except that anemia and dental problems (53%) were the most
common morbidity in that study.'* Among elderly people of Rohtak, the most
common morbidities were arthritis 46%, cataract 45% and anemia 43%.°More or less
the similar trends of morbidities were shown by many studies across India >1%"?82°%
Our results are comparable to morbidity profile of a study done in developed nation
(Spain), in which arthritis was the most prevalent morbidity (56.8%).%In another
study done among elderly of developed region (South Korea) showed similar results.®

Modernization and lifestyle behaviors can be implicated to higher burden of chronic

disease across the world.

Survey carried out by NSSO and some other population-based studies from

different parts of the country also reported higher burden of chronic health conditions

in elderly population.* %3
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In a study conducted among two elderly population groups in Assam, among
the urban population hypertension, musculoskeletal diseases, COPD and other
respiratory problems, cataract, underweight, gastro-intestinal problems were the

commonly observed health problems which were higher than our study.*

Elderly women are more vulnerable to anemia and under nutrition, which
could be due to their greater socio-economic marginalization. Similarly females are
more likely to have musculoskeletal problems than males, which perhaps reflect
harder life faced by females who never retire from household work unless totally

disabled. These findings are significant in our study.

In comparison, the morbidity profile of the elderly in this study with other
studies shows that the variation in non-reporting of illness might increase with age
and it also varies greatly with the type of morbidity and prevailing socio-demographic

differences.

In the present study increasing trend of morbidity with the age was seen. As
the age advances the odds of various diseases and ADL disability also increases.
There is significant relationship between age and different geriatric morbidities. Our

findings are similar to Assam study.*

Females had the higher no of morbidities compared to males (4.2 vs. 3.8)
which is comparable to Chandigarh study (6.4 vs. 5.9)** and a similar association was

seen in Assam study.*

Statistically significant association of higher morbidity was seen among

widowhoods/divorced which is consistent with Chandigarh study.*

In our study Socioeconomic class|, Il and 1V had higher number of morbidity.

Morbidity was high among elderly living aone or living with other relations
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compared to those who were living with their spouse and/or children. Elderly with
normal weight were having less morbidity compared to variations in both the
extremes of Body Mass Index. A similar association was seen in Assam study.*A
study done among elderly cohort of a developed country (South Korea), morbidity
was significantly associated with female sex, unemployment and lower income.

Similar results are seen in our study except for the income.®
[11. Disability pattern of study subjects (Table 11 - 15)

In the present study prevaence of disability was 47.3%. The present findings
show that functional dependence of geriatric individuals becomes a serious concern as

the age advances.

As per WHO, 20% of people aged 70 years or older, and 50% of people aged
85 and older report difficulty with physical activities of daily living (PADL). The
prevalence of various disabilities gradually increases with advancing age, starts to
accelerate after the age of 70 years.>! As per NSSO 58" round, more than one-fourth
of the Indian aged population was disabled and age-specific disability rates and the
severity of disablement increase with age within the old age bracket ranging from
36% for young old to 61% for oldest old. However, 49% of the elderly have suffered
from at least one kind of disability in urban area*’Our results are contributory to this

national survey.

Increase of ADL disability with age was aso shown in a study conducted in
Kashmir, Zimbabwe and Brazil. 2" **?* Among Spanish elderly 55.9% had functional
limitation.® In the city of Madrid 36.8% of elderly were functionally dependent.?

36% were dependent in ADL among Kuwaiti elderly.’® Among Singaporean elderly
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disability prevalence was 62.8%, females had a higher values 77% and disability

increased significantly after 79yrs.®

In the present study 21.3% subjects were having mild disability which is
similar to Chandigarh study (22%) but 65.5% of subjects were moderate to severely
disabled in the Chandigarh study with a overall prevalence of 87.5% which is higher
than our study (47.3%).**A study done among elderly in Manipur showed 12.2%
disability in ADL which is less than the present study. The reason could be that
Manipur study used 6 item basic personal tasks for assessing ADL disability, whereas
we used a 10 item scoring task. The higher number of items used surely increases the

percentage of people with disability in one or more ADLs.?

Among non-institutionalized older people in Spain, 39% had level 1, 41% had
level 2 and 20% had level 3 disability in functiona status as per Barthel index.?
Where as among Singaporean elderly 17% had difficulty in at least one ADL.%
Among Swedish elderly 35% were moderately disabled, 36% had severe disability
whereas only 29% were normal. However this study was done among oldest old

(80yrs and above).?

More over difference in the prevalence of disability among these studies may
be due to difference in method of assessing disability and also disability varies from
region to region and influenced by differences in socio-demographic and cultural

factors.

In our study, 31.3% elderly females were disabled whereas 16.0% elderly
males were disabled. Disability was not significantly associated with gender. Similar

association was seen in Manipur study® and Kuwaiti study.'® In studies among ol der
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people of a developing country and some developed countries reported higher

24,18,21

disability among females.

In the present study, disability was found to be significantly associated with
morbid conditions like hypertension, anemia, diabetes mellitus, arthritis, cataract,
chronic obstructive pulmonary disease, deafness, valvular heart disease, and stroke.
These associations are highly supported by Chandigarh study.** In a study done to
know the effects of specific medical conditions on the functional limitations of elders
in the Framingham Study identified 10 prevalent medical conditions which are
comparable to our study.” In a logistic regression analysis to know the chronic
condition affecting functional status among elderly of Madrid city, disability was
strongly associated with cerebrovascular diseases, diabetes mellitus, osteoarthritis,

visual impairment and high blood pressure which are consistent to our results.?

A study done to know the disability and handicap among Singapore elderly,
disability was associated with disorders of the eye, musculoskeletal disorders,
circulatory diseases, respiratory diseases, disorders of the ear, diabetes, stroke, cancer,

and other systems which are comparable to our study.?

Results show that, elderly with poor perceived health status and having one or
more chronic diseases have significantly higher odds of being disabled in ADL which
was similar to results of Manipur study.™® Strong association of self reported ill health
with functional limitation was also found among non institutionalized older people of
spain.??The prevalence of disability was significantly associated with living
arrangements and occupation. Similar results are shown by Manipur study.*® In our
study disability was higher among illiterates, which was comparable to that of

Manipur study but lacked statistical significance in our study.
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In our study disability was not associated with education and income, whereas
a study conducted among elderly Brazilians disability was associated with low

educational status and income among females.?*

In the present study disability was high among widowhood and divorced.
These results are similar to a Kuwaiti study which has a high divorce rate.">BMI less
18.5 and more than 23 was also found to be a significant predictor of disability among
geriatric individuals. Our results are contributory to results of Assam
study.3*Significant association of nutritional status was also seen among Kuwaiti

elderly.*®
V. Psychosocial profile of study population (Table 16 - 17)

In our study only 31.5% were getting pension as a social security. Among
these pensioners, 57.9 % elderly were getting old age pension. Poor social security for
elderly was supportive to national sample survey data where in up to 90% were not

covered by any pension scheme.*®

60.5% subjects were economically dependent on their families and the
situation is worse for the female, which was consistent with NSSO 60" round in India
which showed 65% economic dependence.’® Similar observations are seen among

studies across India >

In our study amost two thirds had family support. A study done in Kashmir
valley majority had family support (86%).**Among elderly population of Udupi taluk,
Karnataka, it was seen that around 48% felt that they were not happy in life, felt they
were burden to family and attributed it to poverty and illness, this attitude was more
among females. * These findings are comparable to our study. In our study around

one third of elderly were not consulted by family members in decision making and
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more than half of the subjects had social contact outside home. Similar results are

seen in Udupi study.®

In the present study, 28.3% were feeling lonely and females had higher score.
In a study done among urban elderly of Udaipur, 23.3% were feeling lonely, 17.3%
felt they were neglected/ignored.> Among elderly of union territory of Chandigarh, It
was observed that females had significantly higher mean score on loneliness than
males (P < 0.05) and this was aso higher among the 75+ years age group than among

the 65+ years age group.? These results are comparable to our study.

In another study done among elderly of Meerut, 32.2% of elderly were lonely
and 24.8% did not have social contact. 55.1% had a sad attitude towards life and
attributed sadness to loss of spouse (49.2%), illness (44.1%), loneliness (36.9%) and
poverty (32.8%). 33.9% of elderly were ignored by their family. Most of the subjects
(69.5%) were having no leisure time activity outside home.**Our results were
comparable with this study except that higher number of subjects did not had socia
contact (43%) and attributed sadness most commonly to illness (34.5%) and

loneliness (22.5%).
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CONCLUSION

This cross sectional study revealed that prevalence of morbidity among elderly
was high (95%). There was a significant association between self reported illness and
diagnosed morbidity. Common morbidities among the elderly were Cataract, Dental
problems, Anemia, Hypertension, Arthritis, Overweight, Acid peptic disease,
Diabetes méllitus, impaired hearing, COPD, Stroke. Most of them are lifestyle related
diseases. Morbidity was higher among females and non-working group, and was
significantly associated with increasing age, marital status and living arrangements.
Anemia, musculoskeletal, respiratory and gastro intestinal illness were significantly

high in females.

Almost half of the subjects were disabled (47.3%). Elderly with poor
perceived health status and having one or more chronic diseases have significantly
higher odds of being disabled. Chronic medical problems which were associated with
disability were hypertension, anemia, diabetes mellitus, arthritis, cataract, chronic
obstructive pulmonary disease, deafness, valvular heart disease and overweight.
Significant association of disability was seen with non working group, living

arrangements, and body mass index of less than 18.5 and more than 23.

Two thirds of elderly were non pensioners and majority of the subjects (60%)
were economically dependent. Most of elderly were well taken care by the family
members during illness and dependent on family for carrying out ADL. Although
most elderly had socia contacts, more than half were not happy towards life and

attributed unhappiness to illness, loneliness and poverty.
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Summary

SUMMARY

The present study was a cross sectional community based study undertaken to
know the prevalence of morbidity and relation of morbidity with disability and

psychosocia problems among elderly individuals.

The duration of the study was for one year from 1% January 2008 to 31%
December 2008. 400 persons aged 60 years and above who were residents of
Khasbag, an urban field practice area of Department of Community Medicine, J. N.

Medical College, Belgaum were included in the study by random sampling.

Magjority of participants (32.8%) were in the age group of 60-64yrs and were
females (62.5%). More than 90% were Hindus and nearly two thirds (62%) of the
participants belonged to joint families followed by nuclear families (24.5%). Half of
the subjects (51.0%) were married. Nearly 40% elderly lived with their spouse and
children. More than half (55%) of the elderly belonged to lower socioeconomic class.

More than one third 38.3% were Illiterate which was higher among females.

Prevalence of morbidity among elderly was 95% (4.1+1.72) and self reported
illness was 72.3%. There was a significant association between self reported illness
and diagnosed morbidity. Nearly one third 31.85% of subjects were
Overweight/Obese (BM1223). Females had a higher fall rate and fractures. The
common morbidities were Cataract (49%), Anemia (48%), Hypertension (42.3%),
Arthritis (39.8%), Overweight (31.8%), Acid peptic disease (26%), Diabetes mellitus
(23.5%), impaired hearing (22.5%), Chronic obstructive airway disease (15.5%) and
Vavular heart disease (11.3%). Stroke was prevalent in (4.8%) of subjects. Most of

them are modifiable lifestyle related diseases. Eye problems 325 (81.3%),
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Musculoskeletal morbidity 228 (57.0%), Cardiovascular problems 206 (51.5%) and

Dental problems 196 (49%) were the most common morbidities as per system.

Morbidity was significantly associated with increasing age, females,
widowhood, non working group, elderly living with other relations and body mass
index of < 18.5 and = 23. Socio-economic status was not found to be associated with
disability. Anemia, musculoskeletal problems, respiratory, gastro intestina and

nervous system problems were significantly higher among females.

The prevalence of disability was 47.3%. 21.3% subjects were having mild
disability and 26% had moderate to severe disability. Elderly with poor perceived
health status and having one or more chronic diseases have significantly higher odds

of being disabled.

Chronic medical problems associated with disability were hypertension,
anemia, diabetes mellitus, arthritis, cataract, chronic obstructive pulmonary disease,
deafness, vavular heart disease, and overweight. Visual, cardiovascular,
muscul oskeletal and respiratory problems are most commonly related with disability.
Disability was also associated with living arrangements, occupation and body mass
index. Gender, marital status, education and Socio-economic status was not associated
with disability.

More than two thirds (68.5%) of elderly were non pensioners and
economically dependent on the family. Among these pensioners, 57.9% elderly were
getting old age pension, 23.8% female subjects were getting widow pension, and
18.3% of elderly were getting pension from the organized sectors. Nearly 80%
disabled elderly were dependent on either spouse or other family members for

carrying out basic activities of daily living. Most of the elderly 75% were well taken
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care by the children. Although most elderly had social contacts, majority (52.5%) of
elderly were not happy towards life and attributed unhappiness to illness, loneliness
and poverty. More than one third of the elderly were spending their leisure time in
watching TV, listening to radio, taking care of children and attending religious

activities. All these differences were statistically significant.
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Limitations

LIMITATIONS

This study did not incorporate measures of environmental characteristics
which can directly or indirectly affect both functional status and psychosocial
well-being.*

Psychosocial problems have been more subjective. Perhaps the objective
assessment by the use of scoring system would have given a more redlistic

picture.
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RECOMMENDATIONS

This study identifies need for nationwide efforts to develop various intervention
programs for decreasing age associated morbidity, co morbidity and disability.
Nutrition supplementation for elderly especially for women should be given special
emphasis. National programme for early diagnosis, prevention and treatment of
osteoporosis among elderly (especially among females) should be launched.

Periodic health checkups, regular screening and health awareness programmes should
be organized in the community to detect the elderly suffering from various
morbidities.

Since mgjority of elderly were non pensioners, steps to ensure pension especially
among lower economic segment needs be emphasized by the government.
Longitudinal research on the role of living arrangements and support from children on
older people’s health should be carried out.

Programmes for Primordial prevention to be launched both by government and non
governmental agencies to prevent onset of chronic disabling diseases and to improve
the quality of life of elderly.

Welfare programmes need to be planned and implemented for the elderly woman
specifically to address their needs. Strategies should also be developed to create

general awareness on the specific problems of the elderly especially the women.

76



References

REFERENCES

1. Bhattacharya P. Implications of an ageing population in India: challenges and
opportunities. Presented at the living to 100 and beyond symposium sponsored by the

society of actuaries. 2005 Jan 12-14;Orlando, Fla:1-40.

2. Ingle GK, Nath A. Geriatric health in India: Concerns and solutions. Indian J

Community Med 2008 Oct;33(4):214-8.

3. Ousepparampil S. Focusing on geriatric health concerns. Health Action June 2007;

20(6):3-16.

4. Hunt SS. The aging process. Curriculum resource material for local long term care
ombudsmen. 2004 April; National long term care ombudsman resource centre,

Washington DC: 1-36.

5. Prakash R, Choudhary SK, Singh US. A study of morbidity pattern among geriatric
population in an urban area of Udaipur, Rgasthan. Indian J Community Med 2004

Jan.-Mar; 29(1):35-40.

6. Woo EK, Han C, Jo SA, Park MK, Kim S, Kim E et a. Morbidity and related
factors among elderly people in South Korea: results from the Ansan Geriatric (AGE)

cohort study. BMC Public Health 2007; 7:10.

7. Gijsen R, Hoeymans N, Schellevis FG, Ruwaard D, Satariano WA, Bos GV.
Causes and consequences of comorbidity: a review. J Clin Epidemiol 2001,

54(7):661-74.

8. Femia EE, Zarit SH, Johansson B. The disablement process in very late life: A

study of the oldest-old in Sweden. J Gerontol: Psych Sci 2001; 56B (1):12-23.

77



References

9. Harwood RH. Commentary: Disability amongst elderly people world-wide: the

need for multi-dimensional health assessment. Int J Epidemiol 2003; 32:988-89.

10. Gaur DR, Goel MK, Goel M, Das A, Arora V. A study of morbidity profile of
elderly in urban areas of north India. The Internet Journal of Epidemiology [ISSN:
1540-2614] 2008 [cited 2009 July 16]; 5(2): [7 screens] Available from: URL:

http://www.ispub.com/journal/the internet journal of epidemiology/volume 5 num

ber 2 10/article/a study of morbidity profile of ederly in urban areas of north

indiahtml

11. Kant S, Mishra P, Goswami A. Morbidity among elderly persons residing in a

resettlement colony of Delhi. Indian J Prev Soc Med 2004; 35(1& 2):1-9.

12. Padda AS, Mohan V, Singh J, Deepti SS, Singh G, Dhillon HS. Health profile of
aged persons in the urban and rural field practice area of medical college, Amritsar.

Indian J Community Med 1998 Apr-June; 23(2):72-6.

13. Konjengbam S, Bimol N, Singh AJ, Singh AB, Devi EV, Singh YM. Disability in

ADL among the elderly in an urban area of Manipur. IJPMR 2007 Oct; 18(2):41-43.

14. Joshi K, Kumar R, Avasthi A. Morbidity profile and its relationship with
disability and psychological distress among elderly people in Northern India. Int J

Epidemiol 2003;32:978-87.
15. Guccione AA, Felson DT, Anderson JJ, Anthony JM, Zhang Y, Wilson PWF et

al. The effects of specific medical conditions on the functional limitations of eldersin

the Framingham study. Am J Public Health 1994 March; 84(3):351-8

16. National sample survey organization. Morbidity, health care and the condition of
the aged. Ministry of statistics and programme implementation, Government of India.

2006 March;Report No. 507:54-65

78



References

17. National sample survey organization. Disabled persons in India Ministry of
statistics and programme implementation, Government of India 2003

December;Report No. 485:1-59.

18. Zunzunegui MV, Beland F, Otero A. Support from children, living arrangements,
self-rated health and depressive symptoms of older people in Spain. Int J Epidemiol

2001,;30:1090-99.

19. Al-Baho AK. Epidemiology of self-dependence among Kuwaiti elderly

population of Abdullah al-Salem area. Kuwait Med J 2003;35(2):98-104.

20. Allain TJ, Wilson AO, Gomo ZAR, Mushangi E, Senzanje B, Adamchak DJ et
al. Morbidity and disability in elderly Zimbabweans. Age ageing 1997;26:115-121.
21. Chan KM, Pang WS, Ee CH, Ding Y'Y, Choo P. Functional status of the elderly

in Singapore. Singapore Med J 1999 Oct;40(10):635-8.

22. Vaderrama-Gama E, Damian J, Ruigomez A, Martin-Moreno JM. Chronic
disease, functional status, and self-ascribed causes of disabilities among non-

ingtitutionalized older peoplein Spain. J Gerontol 2002;57A(11):M716-21.

23. Ford AB, Roy AW, Haug MR, Folmar SJ, Jones PK. Impaired and disabled

elderly in the community. Am J Public Health Sept 1991;81(9):1207-9.

24. ParahybaMI, Veras R, Melzer D. Disability among elderly women in Brazil. Rev

Saude Publica 2005 June;39(3):383-91.

25. Yadav SS. Disability and handicap among elderly Singaporeans. Singapore Med J

2001;42(8):360-7.

26. Ayis S, Gooberman-Hill R, Bowling A, Ebrahim S. Predicting catastrophic

decline in mobility among older people. Age Ageing 2006;35:382-7.

79



References

27. Parray SH, Ahmed D, Ahmed M, Gaash B. Morbidity Profile of Geriatric
Population in Kashmir (India). Indian Journal for the Practising Doctor [ISSN: 0973-
516X] 2008-01 - 2008-02 [cited 2009 July 16];4(6):[5 screens] Available from: URL.:

http://www.indmedica.com/journal s.php?journalid=3& issueid=123& articleid=1631&

action=article

28. Sharma MK, Swami HM, Gulati R, Bhatia V, Kumar D. Morbidity profile of
geriatric population in urban area of Chandigarh. Journal of the Indian Academy of

Geriatrics 2005 Dec;1(3):122-5.

29. Bhatia SPS, Swami HM, Thakur JS, Bhatia V. A study of health problems and
loneliness among the ederly in Chandigarh. Indian J Community Med 2007

Oct; 32(4):255-7.

30. Swami HM, Bhatia V, Dutt R, Bhatia SPS. A community based study of the
morbidity profile among the elderly in Chandigarh, India. Bahrain Med Bull

2002;24(1):13-6.

31. Munshi YI, Igba M, Rafique H, Ahmad Z. Geriatric morbidity pattern and
depression in relation to family support in aged population of Kashmir valley: The
Internet Journal of Geriatrics and Gerontology [ISSN:1937-8211] 2008[ cited 2009
July16];4(1):[15screens] Available from: URL.:

http://www.ispub.com/journal/the internet journal of geriatrics and gerontology/vo

lume 4 number 1 54/article/geriatric morbidity pattern and depression in relatio

n to family support in aged population of kashmir valley.html

32. Medhi GK, Hazarika NC, Borah PK, Mahanta J. Health problems and disability of
elderly individuals in two population groups from same geographical location. J

Assoc Physicians India 2006 July;54:539-44.

80



References

33. Godl PK, Garg SK, Singh JV, Bhatnagar M, Chopra H, Bajpai SK. Unmet needs
of elderly in the rural population of Meerut. Indian J Community Med 2003 Oct-Dec;

28(4):165-7.

34. Lena A, Ashok K, Padma M, Kamath V, Kamath A. Health and socia problems
of the elderly: a cross-sectional study in Udupi taluk, Karnataka. Indian J Community
Med 2009 April;34(2):131-4.

35. Barua A, Mangesh R, Kumar HNH, Mathew S. A cross-sectional study on quality
of lifein geriatric population. Indian J Community Med 2007 April;32(2):146-7.

36. Lwanga SK, Lameshaw S. Sample size determination in health studies: A

practical manual. Geneva: World Health Organization; 1991.

37. Park K, Park’s text book of preventive and social medicine. 20™ ed. Jabalpur,

India: M/s Banarasidas Bhanot; 2009.

38. International statistical classification of diseases and related health problems.

Tenth revision. Geneva: World Health Organization; 1996.

39. Kulkarni AP, Barde JP. Text book of community medicine. 2" ed. Mumbai: Vora

,Medical Publishers; 1998.

40. Ministry of finance government of India. All India consumer price index numbers.
Economic Survey 2008-09. Available from: URL.:

http://www.eximkey.com/budget0910/es/tab53.pdf [cited 2009 May 08].

41. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, 1zzo JL et al.
The seventh report of the joint national committee on prevention, detection,
evaluation and treatment of high blood pressure. U.S. department of health and human
services, Nationa heart, lung, and blood institute. NIH Publication No. 03 — 5233;

2003 December.

81



References

42. Gupta RK. Nutrition and the diseases of lifestyle. In. Bhalwar R, Text book of
public health and community medicine. 1st ed. Dept. of community medicine, AFMC,

Pune and WHO India office, New Delhi: 2009; 1196-204.
43. Sihota R, Tandon R. Parson’s diseases of the eye. 20" ed. Elsevier; 1996.
44, Ballantyne J. Deafness. 3" ed. London: J& A Churchill Livingstone; 1977.

45. Garg BS. A geriatric study of an urban area. Int J Public Heath 1982 April

June;27(2):77 — 85.

46. David P, Steensma, Tefferi A. Anemia in the elderly: how should we define it,

when does it matter, and what can be done? Mayo Clin Proc 2007 Aug; 82(8):958-66.

47. World Health Organization. Nutritional anemia: report of a WHO Scientific

Group. World Health Organ Tech Rep Ser; 1968.

48. John C B. The research unit of the royal college of physicians: itswork in

geriatrics. 17" Journal of the Hong Kong geriatric society;17-19.

49.The Barthe index. The internet Stroke centre. Avalable from:URL:

http://www.strokecenter.org/trial /scal es/barthel .pdf [cited 2007 Sep 08]

50. Swami HM, Bhatia V, Gupta AK, Bhatia SPS. An epidemiologica study of
obesity among elderly in Chandigarh. Indian J Community Med 2005 Jan-Mar;

30(1):11-13.

51. Heikkinen E. What are the main risk factors for disability in old age and how can
disability be prevented?. Copenhagen, WHO Regional Office for Europe,2003(Health

Evidence Network report; http://www.euro.who.int/document/e82970.pdf, accessed

[16/07/2009)).

82



Annexure-l: Informed Consent Form

ANNEXURE-I: INFORMED CONSENT FORM

“MORBIDITY PROFILE AND ITS RELATIONSHIP WITH DISABILITY
AND PSYCHOSOCIAL PROBLEMS AMONG ELDERLY”- A COMMUNITY

BASED CROSS SECTIONAL STUDY

Principal Investigator: DR. Praveen Kumar B.A
Guide: Dr. (Mrs) Vijaya A. Naik. up, ppH
VOLUNTARY PARTICIPATION/WITHDRAWAL

You are being invited to participate in this study to find out the prevaence of
morbidity and its relationship with disability and psychosocia problems among the
elderly people of Khasbag, Belgaum. Participation in this study is completely

voluntary.

In this study you will have to answer a few prepared questions about your
genera hedth and sociodemograpic detaills. The questions are about medica
complaints you may have such as visual problems, joint pain, cough, cold, fever etc.
and are aso about routine activities of your daily living and certain psychosocial
aspects of health. You will also undergo a brief physical examination. The entire

procedure may take about 45 minutes.
RISKSAND BENEFITS

If you agree to participate you will be asked the questions, but you are free to

leave at any time.

The investigator does not promise or guarantee that you will receive any direct
benefit by being in the study. The study is intended to the whole community because

it will enable us to know the prevailing geriatric health problems and medical
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conditions causing disability. This study hopes to help in the future for the

development of the geriatric health services.

The tools employed for conducting the tests are safe and as such are not likely

to cause any harm to the persons.
CONFIDENTIALITY

Your identity will not be revealed. All information collected will be coded so that no

one will know your identity.

Participation in this study is voluntary. If you do not wish to participate in this study,
you will not lose benefits to which you are entitled. You are free to withdraw your

consent and to discontinue participation in this study at any time.

Any significant new findings discovered during the course of this study, which may

influence your decision to participate in the study, will be made known to you.
COSTS

The cost of the study will be borne by the researcher. There will be no additional cost

to you for participating in this study.
COMPENSATION
There will be no payment to you for participating in this study.

If, as aresult of your participation, if you experience injury from known or unknown
risk of the research procedures as described, immediate care and treatment, including
hospitalization if necessary, will be available. However there will be no monetary
compensation in the event of injury resulting from the research and in the event of

such injury, treatment is provided.
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If you have any questions about this study, questions about a research related injury,
or experience any problems during the study, you can contact Dr. PRAVEEN
KUMAR B.A at 9964318732 or DR (Mrs.). VIJAYA A NAIK at 0831-24091548
and, if you have any questions about your rights as a study participant, you may
contact Dr V.D. PATIL, Chairman, INMC Institutional ethics committee on human

subjects research at 0831 2741701.

By signing this consent form, you are not waiving any of your legal rights. You are
making a voluntary decision whether or not to participate in this study. Y our signature
below indicates that you have decided to participate, that you have read (or been read)
the information provided above, that you were given the opportunity to ask questions
and that they have been answered to your satisfaction, and that you have received a

copy of this signed consent form.
CONSENT OF THE SUBJECT TO PARTICIPATE IN THE STUDY

| voluntarily agree to take part in this study by signing below. | may withdraw at any
time. | am not giving up any of my lega rights by signing this form. My signature
below indicates that | have read, or it has been read to me this entire consent form,

and have had all my questions answered.

Signature of the participant Date Place
Signature of Investigator Date Place
Signature of Witness Date Place
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ANNEXURE-II: PROFORMA

“MORBIDITY PROFILE AND ITS RELATIONSHIP WITH DISABILITY
AND PSYCHOSOCIAL PROBLEMS AMONG ELDERLY”- A COMMUNITY
BASED CROSS SECTIONAL STUDY.

PART - 1. GENERAL INFORMATION

1. Name

2. Age ) Yrs

3. Sex . M/F

4. Religion : 5. Address:

A.FAMILY COMPOSITION
6. Type of family: Nuclear / Joint / Three generation / Broken
7. No. of membersin the family:

8. Martia status: Unmarried / Married / Widow / Widower / Separated / divorced

B. SOCIO-ECONOMIC STATUS
9. Income
Total income of the family in R&/month
Per capitaincome in R&/month
10. Occupation
a) Presently working: yes/ No
If yestype of work and income in Rs per month
b) Previously working: yes/ No
If yestype of work and income in Rs per month

¢) Pensioner (Old age pension/Widow pension/Organized sector) Or Non-

pensioner

11. Education: Illiterate / Primary / Secondary / Higher Secondary / PUC / Degree
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C.LIVING ARRANGEMENTS

12. Living with: Spouse/ Spouse and children / Children alone / other
Relatives/Alone

PART - 2: PHYSICAL EXAMINATION

D. SICKNESSAT THE TIME OF SURVEY (SELF REPORTED)

. . . Sour ce of Type of
SN Complaint or disease Duration .
health facility treatment
1
2
3

E. PERSONAL HISTORY:

13. Diet: Mixed / Vegetarian
14. Appetite: Normal / Reduced
15. Sleep: Normal / disturbed
16. Habits / addiction

i. Alcohol consumption Yes/No If yes, Duration
ii. Smoking Yes/No If yes, Duration
iii. Tobacco chewing Yes/No If yes, Duration

iv. Any other (Specify)
F. FAMILY HISTORY:
G. PAST HISTORY:
17. Did you fall in the past 1 year? If yes, place of fall and its consequences?
H. GENERAL PHYSICAL EXAMINATION

18. Built
19. Nutrition
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20. Nails/ Conjunctiva
21. Pallor

22. Cyanosis

23. Clubbing

24. Lymphadenopathy
25. Oedema

26. Skin

27. Hairs

28. Spine

29. Joints

30. Jugular venous pulse; peripheral pulsations

31. Temperature

32. Weight Kgs
33. Pulserate /min
34. Respiratory rate /min
35. Blood pressure mmHg
36. Ear R L

37. Ordl cavity

38. Eye R L

. SYSTEMIC EXAMINATION

39. Gastro intestinal system
40. Respiratory system

41. Cardio-vascular system
42. Musculo-skeletal system
43. Genito-urinary system
44. Centra nervous system

J. INVESTIGATIONS

45. Hb% (Sahli’s hemogl obinometer method) gm%
46. Urine examination: Sugar
Albumin
K. DIAGNOSIS
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PART - 3: PSYCHOSOCIAL FACTORS

1. Are you apensioner? Yes/ No

a) If yes, isyour pension sufficient for you? Yes/ No

b) If No, how are you managing?

c) If not pensioner, do you get money from your people for your personal use?

Yes/ No
2. How are you treated by your family members during illness?
Very well / well / Indifferent / Bad / Very bad

3. If you are staying alone during illness, who takes care of you?

4. If you are physically disabled, how do you carry out your daily activities?
With the help of: Spouse/ Children / Grand Children / Other members of family or
relatives/ Neighbours/ None

5. When you feel unhappy or when you are in difficulty with whom do you talk about

them? Family members/ Relatives and friends/ Both / None

6. Do your family members consult you while taking important decisions at home?
Always/ Often / Sometimes/ Never / Living alone
7. s your advice honored or ignored by your family?
8. Do you have any company?
Available/ Lonely
9. Do you have social contacts?
Out side home / No contacts
10. Are you happy at this age?
Most of time/ Sometimes/ Not at all
11. If not happy, what are the reasons for sad attitude?
Poverty / Illness/ Loneliness/ Loss of spouse or loved ones
12. How do you spend your leisure time?
Out side home / At home
13. What do you do in your leisure time?
Gossiping / Looking after children / Listening to radio and watching TV /
Attending religious activity / Any other(Specify)
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PART 4: THE BARTHEL INDEX

Patient name Rater name Date

Activity Score
Feeding

O=unable

5=needs cutting, spreading butter, etc., or requires modified diet
10 = Independent

Bathing

O=dependent
5=independent (or in shower)
Grooming

O=needs help with personal care
5=independent face/hair/teeth/shaving (implements provided)
Dressing

O=dependent

5=needs help but can do about half unaided
10=independent (including buttons, zips, laces, etc)
Bowels

O=incontinent (or needs to be given enemas)
5=occasional accident

10=continent

Bladder

O=incontinent, or catheterized and unable to manage alone
5=occasional accident

10=continent

Toilet use

O=dependent

5=needs some help, but can do something alone
10=independent (on and off, dressing, wiping)
Transfer (bed to chair and back)

O=unable, no sitting balance

5=major help (one or two people, physical), can sit
10=minor help (verbal or physical)
15=independent

Mability (on level surfaces)

O=immobile

5=wheelchair independent, including corners, >50 yards
10=walks with help of one person (verbal or physical) >50 yards
15=independent (but may use any aid, eg., stick) > 50 yards
Stairs

O=unable
5=needs help (verbal, physical carrying aid)
10=independent

Grading: Level 1 (Score 100), level 2 (Score 91-99) level 3 (Score 0-90) Total (0-100)
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KEY TO MASTER CHART

1. Serial Number

2. Age: 60-64 =1, 65-69= 2, 70-74=3, 75-79=4, 80 & above=5

3. Sex: Mae=1, Female=2

4. Religion: Hindu=1, Muslim=2

5. Family type: Nuclear= 1, Joint=2, Three generation=3, Broken =4

6. Marital status: Unmarried=1, Married=2, Widow=3, Widower=4,
Separated/Divorced=5

7. Socioeconomic status (SES): Class =1, Class11=2, Class I11=3, Class IV=4, Class
V=5

8. Present working: Yes=1, No=2

8.1. Type of work: Weaving=1, Others =2

9. Past working: Yes=1, No=2

9.1 Type of work: Weaving=1, Others =2

10. Social security: Pensioner=1, Non Pensioner=2

11. Pensioner: Old age =1, Widow =2, Organized =3

12. Education: Illiterate=1, Primary=2, Secondary =3, Higher secondary=4
PUC=5, Degree=6

13. Living arrangements. Spouse =1, Spouse & children=2, Children alone=3,
Other relatives=4, Alone =5

14. Self reported illness: No illness=0, One or the other illness=1

15. Sour ce of health facility: Private=1, Government=2, Both =3, None =4
16. Type of treatment: Allopathy=1, Ayurveda =2, Homeopathy =3, Home
remedy=4, Allopathy + Ayurveda =5, Allopathy + Home remedy=7, All =6

17. Diet: Mixed =1, Vegetarian =2
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18. Appetite: Normal =1, Reduced =2
19. Sleep: Normal =1, Disturbed =2
20. Alcohol consumption: Yes=1, No =2
21. Duration in years
22. Smoking: Yes=1, No =2
23. Duration in years
24. Tobacco consumption: Yes=1, No =2
25. Duration in years
26. Family history: Hypertension=1, Diabetes mellitus=2, Both =3,other diseases=4
27. Past history: Hypertension=1, Diabetes mellitus=2, Both =3, other diseases=4,
H/o Surgery=5
28. Fall in past oneyear: Yes=1, No =2
29. Place of fall: Home = 1, Outside home=2, Not applicable (NA) =0
30. Fall consequence: Fracture =1, Others =2
31. BMI: <185=1, 18.5-22.9=2, 23-27.5=3, >27.5=4
32. Hb% : Hb% < 13gm% (men) or <12gm% (women) = Anemic=1
Hb% >13gm% (men) or >12gm% (women) = Not Anemic= 2
33. Urinesugar: Nil =1, 0.5%=2, 1%=3, 1.5%=4
34. Number of morbidities: No morbidity = 0, 1 morbidity= 1, 2 morbidities=2, 3
morbidities=3, 4 morbidities=4, 5 morbidities=5, 6 or more morbidities=6
35. Eye problems: Cataract = 1, Refractive error (RE) =2, Pseudophakia=3,
Pterigium=4, Conjunctivitis=5, Cataract + RE = 6, Corneal opacity=7,
Cataract + RE + Corneal opacity=8, Squint/strabismus=9

35.1 Ear Problems: Impaired hearing = 1, No hearing impairment=0
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35.2 Dental Problems: Carries= 1, Partial loss of denture=2, Complete |oss of
dentures=3, Artificial dentures= 4, Carries + partia loss of dentures=5, Others
(Gingivitis, Flurosis) =6

35.3 Skin problems: Allergy =1, Vitiligo = 2, Pyoderma =3,

Lichen simplex chronicus=4, Tinea= 5, Herpes infection =6, Hirsutism =7

35.4 Respiratory system: Chronic obstructive pulmonary disease (COPD) =1
Lower respiratory tract infection (LRTI) =2, Upper respiratory tract infection (URTI)
=3, COPD+URTI=4

35.5 Cardiovascular system: Hypertension (HTN) =1, Diabetes mellitus (DM) =2,
HTN+DM=3, Coronary heart disease (CHD) =4, Valvular heart disease (VHD) =5,
HTN+VHD=6, Hemorrhoids=7, HTN+DM+ Hemorrhoids=8

35.6 Musculoskeletal system: Arthritis =1, Spondylitis=2, Fracture = 3,
Arthritistfracture=4, Khyposis=5, All =6, Arthritistkhyposis=7

35.7 Gastrointestinal system: Acid peptic disease (APD) =1, Gastroenteritis (GE)
=2, Irritable bowel syndrome (IBS) =3, APD+IBS=4, Constipation =5,
APD+Constipation=6, Liver disease=7

35.8 Genitourinary system: Renal stones=1, Urinary tract infection (UTI) =2
Benign prostatic hyperplasia (BPH) =3, Uterovaginal (UV) Prolapse=4

Urinary incontinencet+UTI=5, UV Prolapset+Urinary incontinencetUTI|=6

35.9 Central nervous system: Hemipareis=1, Parkinsonism=2, Dementia, Peripheral
neuritis=4, Epilepsy =5, Migraine =6

35.9.1 Other systems: B-Complex deficiency=1, Fissure foot=2, Depression=3,
Leukoplakia=4, B-Complex deficiency+ Leukoplakia=5, Multiple lipoma+sabacious

cyst=6, B-Complex deficiency+ Fissure foot=7,
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Schizophreniat+depression+psychosis=8, Inguinal hernia=9, Cancer=10, Alopecia=11,
Connective tissue disorder=12, Neurofibromatosis=13

36. Sufficiency of pension: Yes =1, No =2, NA=0

37. Managing money: Get money from your people=1, Self working=2

38. Treated by family membersduringillness: Well =1, Indifferent =2, Bad =3
39. Caretaker duringillness: Spouse =1, Other family members=2, None =3

40. If physically disabled how do you carryout ADL : Spouse =1, Other family
members=2, Self managing=3, NA=0

41. Expressing of feeings when unhappy: Spouse =1, Children =2, Friends =3,
All/any one=4, None =5

42. Consultation by family members during decision taking: Always=1,
Sometimes=2, Never =3, NA=0

43. Advice honored by family members: Yes=1, No =2, NA=0

44. Company: Available=1, Lonely =2

45. Social contacts: Outside home=1, No contacts=2

46. Happy at thisage: Most of the time=1, Some time=2, Not at all=3

47. Reasonsfor sad attitude: Poverty =1, llIness =2, Loneliness =3, Loss of
spouse/loved ones= 4, All =5, llInesst+Loneliness=6, Poverty+IlIiness=7, Loss of
spouse/loved onest IlIness+Loneliness=8

48. Spending leisuretime activity: Outside home=1, At home=2

49. Activity in leisuretime: Gossiping=1, Looking after children=2, Listening to
radio & TV=3, Attending religious activity=4, Looking after children+Listening to
radio & TV=5, others=6, Others+ Looking after children+Listening to radio & TV=7,
All of the above=8, Gossiping +Attending religious activity=9

50. TheBarthd index: Level 1=1, Level 2=2, Level 3=3
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