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Roleof L-ascorbicacid in thestability of human
erythrocytesduring aging

Pawan Kumar Maurya, Khushboo Arora and Sohini Sarkar
Department of Biochemistry, Division of Life Sciences
Sardar Bhagwan Singh (P.G.) Institute of Biomedical Sciencesand Research
Balawala, Dehradun - 248161, India

ABSTRACT

Many epidemiological studies showed increased consumption of
fruits and vegetables is associated with a lower incidence of
diseases such as cancer, cardiovascular diseases and alzheimer s
disease. Aging isassociated with many changesin the erythrocyte
and its membrane which contributes to former s stability. A study
was carried out on normal healthy subjects of both sexes between
the age of 22-78 years. A significant (p < 0.001) increase in
osmotic fragility as a function of human age is observed. A
significant (p < 0.05) protective effect of L-ascorbic acid was
observed at a concentration of 10°M in all age groups. We
hypothesize that increase in osmotic fragility during aging in
humans may be due to decrease in stability of human erythrocyte
and increase in oxidative stress.

Key words: Aging, Ascorbic acid, Erythrocytes, Osmoticfragility

Ascorbic acid is one of the most important antioxidant known
since the time when free radical theory of aging was proposed by
Harman (1956). There have been several speculations about the possible
role of ascorbic acid in aging processes. Severa epidemiological studies
indicate the dietary intake of antioxidants may help in delaying aging
process (Ames, 1998) and thisleadsto possiblerole of ascorbic acid in
delaying aging process and in integrating the stability of human
erythrocytefromfragility.
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Aging isthe accumulation process of diverse detrimental changes
in the cells and tissues with advancing age, resulting in an increasein
the risks of disease and death (Harman, 2006). Of other hypothesis
oxidative stress offers the best mechanistic elucidation of the aging
process and other related phenomenon (Beckman and Ames, 1998;
Junqueiraet al., 2004). Aerobic cells produce ROS as a byproduct of
their metabolic processes. ROS cause oxidative damage to
macromolecules. A certain amount of oxidative damage takes place
even under normal conditions, however the rate of this damage
increases during the aging process as the efficiency of antioxidative
and repair mechanisms decrease (Gil et al., 2006).

Many in vitro studies have demonstrated that several parameters
of blood are negatively affected by increased oxidative stress, such as
changes in membrane fluidity and inactivation of membrane bound
receptors and enzymes (Halliwell and Gutteridge, 1986), ionic
parameters (Maridonneau et al ., 1983), anincreasein lipid peroxidation
(Rohn et al., 1990), oxidation of glutathione and protein sulfhydryl
groups (Tsantes et al., 2006). Recently, we have reported the role of
L-cysteine influx in erythrocyte during aging in humans (Rizvi and
Maurya, 2008) which gives some indication about the membrane
function. A significant age dependent decline in plasma antioxidant
capacity wasalso reported (Rizvi et al., 2006). Several oxidative stress
biomarkers and enzymatic antioxidants play rolein aging and stability
of erythrocytes (Rizvi and Maurya, 20073, b). Since antioxidant capacity
of the plasma is related to dietary intake of antioxidants (Cao et al.,
1998) it isimportant to study the use of L-ascorbic acid in the stahility
of human erythrocyte in the prevention of oxidative stressin aging.

MATERIAL AND METHODS

The study was carried out on 80 normal healthy subjects of both
sexes between the ages of 22-78 years. The criteria for selection of
subjects was the same as described earlier (Rizvi et al., 2006; Rizvi
and Maurya, 20074). The subjects were divided into three groups viz.
young, middle aged and old. The subjects were screened for diabetes
mellitus, asthma, tuberculosis or any other major illness. None of the
subjects were smokers or were taking any medication. All persons
gave their informed consent for the use of their blood samples for the
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study. The protocol of study was in conformity with the guidelines of
the Institutional Ethical Committee.

Blood was obtained by venipuncture in heparin, centrifuged at
1800x gfor 10 minat 4 C and after theremoval of plasma, buffy coat
and upper 15% of the packed RBC were washed twice with cold PBS
(0.9% NaCl, 10 mM NaHPO,, pH 7.4).

Determination of Osmotic fragility and experiments with L-
ascor bic acid and induction of oxidative stress

The osmotic fragility experiments were performed following the
method of Dacie and Lewis (1984). The effect of L-ascorbic acid on
osmotic fragility was investigated as follows. Blood was washed two
to three times with KRPB containing 5 mmol / L glucose (KRPB-G),
pH 7.4. Erythrocytes were then suspended in 4 volume of KRPB-G.
The in vitro effect of L-ascorbic acid was evaluated by incubating
erythrocytesin the presence of 10°mol / L (final concentration) for 60
min at 37°C. The erythrocytes were again washed two to three times
with KRPB, pH 7.4.and finally; packed erythrocytes were used for
theassay. In parallel control experiments, blood was incubated without
L-ascorbic acid.

Oxidative stress was induced in vitro by incubating washed
erythrocytes with tert - butyl hydroperoxide (t-BHP; 10° mol / L final
concentration). The concentration of t-BHP used in the present study
to induce oxidative stress of erythrocyte was in the range used by
Simplicioet al. (1998).

Statistical analyses were performed using software PRISM 4.
RESULTS

Figure 1 shows osmoatic fragility curve in different age groups.
There was significant (P < 0.05) increase in the osmotic fragility in
elderly persons as compared to young and middle aged indicates less
stability of erythrocytesin elderly persons. Decrease in the stability of
human erythrocytes as afunction of human age may be duetoincreased
oxidative stressin elderly as compared to young once. Elderly persons
were more susceptible to oxidative stress and ROS production was
also more.
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Figure 1 : Osmotic fragility in different age groups (mean —
SD.)

Subjecting erythrocytesto increased oxidative stress by incubating
them with t-BHP caused an increased in osmotic fragility above basal
level in young age groups (Figure 2a). The presence of L-ascorbic
acid in the incubation medium protected the erythrocyte from t-BHP
induced oxidative stress, as evident by decreasein osmoatic fragility. A
significant (p < 0.05) protective effect of L-ascorbic acid was observed
at concentration of 10°M.

Figure 2b depictsthe effect of L- ascorbic acid on osmotic fragility
when RBC were subjected to increased oxidative stress by incubating
them with t-BHP in middle age group. Figure 2c shows the incubation
of erythrocytes with t-BHP which caused a decline in the osmotic
fragility in old age group. A significant (P < 0.05) protective effect of
L-ascorbic acid on osmotic fragility in all age groupswasevident, but a
significant level was achieved in elderly as compared to the young and
middle aged.
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Figure2(a) Effectof L-ascorbicacidontert-butyl hydroperoxide
induced changesin osmotic fragility in young agegroup
(mean+S.D.).
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Figure2(b) Effect of L-ascorbic acid on tert-butyl hydroperoxide
induced changesin asmoaticfragility inmiddlieagegroup
(mean+S.D.)
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Figure2(c) Effect of L-ascorbic acid on tert-butyl hydroperoxide
induced changesin osmotic fragility in old age group
(mean+£S.D.)

DISCUSSION

Oxidative stress has been reported to increase with aging. Several
studies showed asignificant oxidation of plasmaredox states between
age groupsin humans (Gil et al., 2006; Rizvi et al., 2006; Joneset al.,
2002). A recent report showed age dependence of H, suggesting that
erythrocyte membrane stability was enhanced with increasing age
Penha-Silvaet al., 2007). Erythrocyte membrane stability dependsupon
pressure (Weber and Bont, 1996). Osmotic fragility of erythrocyteis
dependent on the percentage of spherocytes in blood and on the
osmolarity of the medium they are suspended in (Delano, 1995) and
the membrane composition.

Ascorbic acid (AA) is considered one of the most important
antioxidantsin human but itsrolein the stability of human erythrocytes
is not well known. AA is capable of reducing a variety of oxidative
compounds, especially freeradicals. AA isfirst oxidized to ascorbate
free radical (AFR) and then to dehydroascorbic acid (DHA). DHA is
unstable and can be degraded fast. Under oxidative stress, the
consumption of ascorbate can be high, and without regeneration,
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ascorbate would soon be depleted. It isalso established that the plasma
membraneredox system (PMRS) in erythrocytesisinvolved in reduction
of extracellular dehydroascorbic acid (DHA) providing a mechanism
for the recycling of ascorbate between intracellular and extracellular
compartments (VanDuijn et a., 2000; VanDuijn et al., 2001). The
extracellular recycling of ascorbate by erythrocyteswould be especially
important in areas of inflammation or atherosclerosis in the vascular
bed, since such ascorbate could recycle A-tocopherol and prevent lipid
peroxidationin LDL andlipids(Jida etal., 1990). Thesefindingssuggest
the role of ascorbic acid in the membrane function of erythrocytes,
given that ascorbic acid is a primary antioxidant and it is consumed
first during an oxidant stress. Protective effect of L-ascorbic acid against
t-BHP induced oxidative stress on osmotic fragility suggest that AA
may help in quenching more ROSin higher age group which could lead
to decreasein osmotic fragility. The authors hypothesize that increased
consumption of ascorbic acid by elderly personsmay helpinincreasing
the stability of human erythrocytes and help delaying aging and other
age related diseases.

Erythrocyte membrane stability can be affected by variousfactors.
It may be due to the osmolarity of suspending medium, hemoglobin
content, hematocrit value and theturn over rate. Since aging isassociated
with oxidative stress which results in changing the composition of
membrane, such as breakdown of lipids, proteinsand other components.
Ascorbic acid helpsin decreasing osmotic fragility and thusincreasing
the stability of erythrocyte but exact mechanism remains specul ative.
Theseresults may haveimplicationsin designing the strategiesfor the
use of dietary antioxidants as anti-aging agentsin age rel ated diseases.
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Senescencein theAquatic Fern, Azolla
A Review

Binodini Mishra
Department of Botany
Prananath Autonomous College, Khurda, Orissa, India

ABSTRACT

Floating water fern, Azolla has a symbiotic relationship with
nitrogen fixing bacteria. An Azolla plant (generally called a
frond) consists of a main stem (main rhizome) which has alternate
leaves and adventitious roots at regular intervals. The main mode
of reproduction is vegetative. This process occurs when a frond
reaches a certain size. Secondary stems (lateral rhizomes) detach
fromthe main stem as a result of formation of an abscission layer
.The young plant with rhizomes, leaves and roots are called
daughter frondswhich live independently or in cluster. The fronds
have definite life span. They undergo clonal senescence. Thereis
also clear indication of senescent changes in leaves (leaf
senescence). It is still not clear whether the senescence is
controlled by environmental risk factors or due to intrinsic

changes or by both the factors.

Key Words: Clonal Senescence-Aquatic Ferns-Azolla-Vegetative
Propagation.

Senescence is a deteriorative change that causes increased
mortality in living organisms. Three types of senescence have been
envisaged (Finch, 1990); rapid, gradual and negligible. Examples of
these types are availablein both the plants and animal kingdoms.

Rapid senescence has a well-defined hormonal basisin vascular
plants particularly the monocarpic angiosperms in which senescence
and death of plant rapidly follow the reproductive phase of flowering
and fruiting (Leopold, 1961). Thedistribution of gradual senescencein
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plants and invertebrate animals is more difficult to establish than the
rapid senescence. A few vascular plants show gradual losses of function
and are examples of gradual senescence. Certain conifers
(Gymnosperms) have enormous|ongevities of many thousand yearsin
nature (redwood, Sequoia sempervirans, bristle pine, Pinus aristata)
(Stebbins, 1950; Nooden, 1988). Many scientists concluded that the
lifespan of long-lived perennial trees and other vascular plants are not
limited by endogenous senescence. In other wordsthey show negligible
senescence (Leopold, 1981). Certain living organisms reproduce
asexually. Protozoans (e.g. Amoeba) reproducing asexually (binary
fission) produce new individuals, clones. Similarly, Hydra buds off new
offsprings and many plants have the ability to reproduce vegetatively.
The question very often raised is whether these organisms are

potentially immortal or they show clona senescence. According
to one definition acloneisapopulation of cellsor organismsthat are
genetically identical and are produced asaresult of asexual reproduction
from a single ancestor .

The present review includes description of aspeciesof aquatic
fern (Pteridophyte), Azolla and its exhibition of clonal senescence. A
total of seven species (Azolla caroliniana, A. filiculoides, A.
mexicana, A. micropylla, A. nilotica, A. pinnata and A. rubra) are
reported of which A. pinnatais commonly found in India.

Life cycle of Azolla plant

Thelife cycle of Azolla shows alternation of generation between
haploid gametophyte to diploid sporophyte. Haploid spores generated
under the leaves of sporophyte divide to form the gametophyte. The
gametophyte, is an inconspicuous thin heart shaped structure called
prothallus. Within the gametophyte, sperms and eggs are produced and
uniteinfertilization to giverise eventually to sporophyte.

The sporophyte is the dominant phase and it propagates through
vegetative reproduction. The gametophyte isinconspicuous phase and
sexual reproduction is rare. The gametophytic cycle is usually absent
in most situationsin many species (Lumpkin and Plucknett, 1982)

Mature Azolla plant

The mature sporophyteisthe Azolla plant, generally called afrond.
It consists of a main stem (main rhizome).Leaves on the rhizome are

12 Indian Journal of Gerontology

bilobed with alternate pinnation. Roots are present along the rhizome
(Fig.1). Azolla fronds are triangular or polygonal in shape and
horizontally float on thewater surfaceindividually or in mats(clusters).
Leaves consist of athick aerial chlorophyllous dorsal Iobe and thin
ventral lobe. The ventral lobe is boat shaped and rests on the surface
so that the frond floats .The upper lobe has a central cavity which
houses a population of symbiotic cyanobacteria (blue green algae),
Anabaena azollae for nitrogen fixation. The main rhizome is also
multibranched. Lateral rhizomes (secondary stems) develop at the axils
of the leaves.

Fig.1: Photograph of a matured mother frond of Azolla pinnata
with afreshly detached young daughter frond.

Vegetative reproduction:

This type of reproduction occurs asexually by vegetative
fragmentation and isthe main mode of reproductionin Azolla. It occurs
when the frond reaches a certain size. Vegetative proliferation occurs
as aresult of the formation of abscission layer at the base of lateral
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rhizome allowing it to detach from the main rhizome. A small root and
few odd |eaves (11-15) are present on the detached young plant, known
as daughter frond . Vegetative fragmentation israpid in Azollawith a
doubling time of two days under optimal conditions (Peterset al, 1980)

or 3-5 days under suitable field conditions (Lumpkin and Plucknett,
1982) (Fig. 2, 3,4, 5).

Indian Journal of Gerontology

Fig.3b: Thelateral branchisjust detaching from the main rhizomeas
highlighted withinthecircle.
Fig.2: Detachment of lateral rhizomesfrom leaf axilsof main rhizome
in A. pinnata.

Fig.4 : A young colony of A. pinnata showing senescence-
Fig.3a The latera branch is still attached to the main rhizome as rejuvenationcycle.

highlighted within thecircle.
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i i L
Fig.5: An old colony of A. pinnata showing senescence but slow
growth.

Senescence and rejuvenation cycle:

The Azolla plants (fronds) have a definite life span during which
aset number of daughter fronds are produced .Each of these daughter
fronds is a smaller mass than the one preceding it and its life span is
reduced .Late daughter fronds also produce fewer daughters than the
early daughter fronds.(Fig.2)

A 4

v

Fig.2: Vegetative reproduction in Azolla.
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Daughter fronds with %o the life span of early daughter fronds
produce larger daughter fronds .When the largest size is produced
senescence starts. Such type of senescence rejuvenation cycle is
also reported in duckweed, Lemna minor (Ashbey and Wangermann,
1949). Most of the strains of Azolla start to senesce after 3 weeks
(Fig. 3,4).

A number of factors control the life cycle of Azolla. These are
light intensity, photoperiod, plant density, nutritional deficiencies (e.g.
phosphorous) and hormones (e.g. gibberellic acid) and temperature.
Of these, elevated temperature is known to induce senescence in A.
caroliniana and A. filiculoides as evident in decrease in protein and
chlorophyll content (Tung and Watanabe, 1983).

Senescence in Azolla leaf:

In plants leaf senescence involvesawell-regulated rapid series
of events (Strother, 1988). In plants, degeneration of particular organ
(senescence) need not involve degeneration of the whole plant.
Generaly, loss of chlorophyll, protein and arrest of protein synthesis
are observed during leaf senescence (Woolhouse, 1984). Nitrogen
content and dry matter have been found to decrease with leaf agein
some species of Azolla (Shi and Hall, 1988), but C/N2 ratio increased.
C2H2 reduction method used to measure nitrogenase activity in leaves
of A. imbricata and A. filiculoides increased progressively in older
leaves (Shi et al, 1981). Total phycobilin protein /g. fresh weight
increased with leaf age (Peters et al, 1980).

Lead accumulationin A. filiculoides indicated that mature leaves
accumulated more metal ion than the young leaves (Benoroya et al,
2004). Thissuggeststhat mature leaves are more susceptibleto oxidative
damage caused by generation of free radicals induced by the metal
ions. Thisissignificant in view of the proposed free radical theory of
aging (Harman, 1981) and the role of freeradicalsin leaf senescence
discussed by Strother (1988).

Conclusion

Many plants and some animals (e.g. protozoans, coelenterates)
have the capacity for indefinite vegetative reproduction by budding,
fission or fragmentation. Individuals (e.g. daughter fronds of Azolla)
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of asexually reproducing species may have definite life spansthat are
determined by environmental risk factors but whether true senescence
occurs in these individuals is not confirmed definitely(Finch,1990).
However, these individuals (also called clones) of vegetatively
reproducing plants and animals some times eventually fail to survive.
Moreover, even though the ol der parts (e.g. rhizome of mother frondin
Azolla) degenerate, the vegetative reproduction goes on to produce
new individuals (e.g. daughter fronds in Azolla). Leaf senescence
suggests organismic senescence.

There is some evidence that vegetative propagation leads to
accumulation of lethal mutation. Onoclia sensibilis and Matteuccia
struthiopteris are two fern species; the former reproduces both
vegetatively and sexually and the later reproduces mostly by vegetative
method .They share same habitat but M. struthiopteris accumulates
more lethal mutations (Klekowski, 1984). These facts suggest the
occurrence of clonal senescencei.e. the clonesor theindividuals (e.g.
daughter fronds in Azolla) derived from mother frond undergo
senescence. But this cannot be compared with the senescence in most
of the plants and animals with sexual reproduction.
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ABSTRACT

Geriatric suicide is on the rise worldwide. The present paper
reviews the current literature on the risk factors of suicide in the
elderly that may be detected through clinically routine practice.
Medical illness, loneliness, physical disability and caregiver
burden along with financial strain are some of the factors that
may lead to elderly suicide. Divorce and widowhood are other
important indicators. Management and preventive strategies
including social management, outreach programs and other
issues are discussed.
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Older adults with a suicide risk pose a challenge to clinicians as
more often than not their risk is under-appreciated. They have mental
health symptomsthat arerarely severeand rarely seek help from mental
health professionals (Conwell, Duberstein & Caine, 2002). Another
fact in geriatric suicide is that people who have never made a prior
suicide attempt account for approximately 75% suicides in older age
(Beautrais, 2002). Ofteninclinical practice, suicidal ideation, attempted
suicide and completed suicide are conflated in discussions of suicidal
behavior leading to inaccurate risk estimation, misguided and iatrogenic
treatments and poor prevention efforts (Conwell et al., 2000). This
article reviews the clinical aspects of geriatric completed suicide.
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EPIDEMIOLOGY

Anoveral suiciderate of 15.3 per lakh was noted amongst elders
in the year 2000. Also true is this that attempted suicide is far less
frequent in old age than in the younger years (Waern et al ., 2003). The
suiciderate is known to increase with age and is greatest in the ol dest
old. The rates in those aged 85 and above are 6 times the nation s
adjusted ratein USA. The male femaleratio for such suicidesis7: 1.
Asper WHO statisticsthis sametrend isfollowed worldwide (Pearson,
1995).

Suicideratesin the elderly who are widowed or divorced isgreater
than those who are married (McMahon & Pugh, 1965). Suiciderisk is
elevated inthefirst 4 years after widowhood often due to complicated
grief isand increased by the fact that geriatric depression refractory to
most treatments setsin thisgroup (Prigerson et al., 1995). Living alone
has been identified by some studies as arisk factor for suicide (Cheng
et al., 2000). Unemployment, lack of a stable income, staying away
fromtheir children and disability of the physical typeareal risk factors
for suicide in the elderly (Duberstein et al., 2004). Accessto firearms
has been recognized as a common risk factor where the method of
suicide isreadily available (Conwell et al., 2002). The suicide ratein
the elderly has been rising since the mid 1980s and shall probably
constitute the next suicide epidemic (Mclntosh, 1992).

CLINICAL RISK FACTORS FOR GERIATRIC SUICIDE

Retrospective studies have shown that in all geriatric suicides, 71-
90% had amajor mental disorder at thetime of the act. Mood disorders
like recurrent major depression, dysthymia and minor sub clinical
depression all increasetherisk for suicide (Harwood et al., 2001). On
going alcohol and substance abuse confersincreased risk while arisk
existseven in peoplewith ahistory of remitted al coholism or substance
abuse (Wearn, 2003; Conner et al., 2000). High self rated depression
scores on testing was significantly associated with increased suicide
risk (Lyness et al., 1995).

Older patientsarelesslikely to report in depressed and sad moods
compared to younger people (Cavanagh et al., 2003). They are also
lesslikely toreport suicidal ideation and intent compared to young people
(Duberstein et al., 1999).
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Around 30-40% geriatric suicide cases have had a previous
diagnosisof apersonality disorder. Antisocial, avoidant, borderlineand
schizoid personalities have been noted in these cases. Obsessional and
anxious traits significantly distinguished those that died from suicide
and natural causes (Duberstein & Conwell, 1997). Higher levels of
neuroticism and lower levels of openness to experience along with
muted affective responses distinguish suicide risk cases (Duberstein,
2001).

In areview of 235 prospective studies with at least 2 years of
follow up, it was noted that suicide rates were greater in older adults
with debilitating physical illness(Harris& Barraclough, 1994). Objective
indicators of illness amplify the risk of suicide in elders even after
controlling for mental disorderswith cancer being a significant factor
(Waern et al., 2002; Grabbe et al., 1997). Physical illness generates
stress in life, increases burden on caregivers, causes family discord
and drains financial resources (Emanuel et al.,2000).

Biological theorists propose that there are pathophysiological
pathways by which a particular disorder affects brain function and
increases suicide risk with some tumors having direct effect on the
central nervous system (McDaniel et al., 1995; Musselman et al.,
1998). Physical illness robs one s independence which causes huge
losses of self esteem in societiesthat place ahigh premium on autonomy
(Goodwin & Olfson, 2002).

Financial strain and interpersonal relationships are effected in most
elderly with suicide (Pinquart & Sorensen, 2003).

TREATMENT AND PREVENTION STRATEGIES

Treatment of disorders that increase the risk of suicide is of
paramount importance in reducing suicidality, but this hypothesis has
not yet been adequately tested in the geriatric group. Older peoplethat
commit suicide rarely receive mental health treatment.

Various population based general strategies may be implemented
by the government like restricting accessto lethal means, crafting better
economic policies, improving accessto palliative and mental health care.
Thereisalso agrowing need to reduce ageism and elder abuse. Over
-the-counter dispensation of medicationsthat may befatal in overdose
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without a valid doctor s prescription must be stopped (Lewis et al.
1997).

Suicide prevention initiatives can be designed for implementation
by the primary care physician treating the el derly. Education with regard
to diagnosis and treatment of geriatric depression along with proper
screening and treatment algorithmsisessential. An active collaboration
between primary care physicians and psychiatrists is important to
achieve this end (Luoma et al., 2002). Collaborative care strategies
have been tried out but with modest responses and care is not as with
specialty care (Bruce et al., 2004).

There is a need for outreach programmes in suicide prevention.
Thisisessential for those with physical disability, immobility and lack
of access to managed care (Florio et al., 1996). Home visits by
community health workers haveyielded little successwith many elders
declining help and many preferring to be alone. Strategiesthat identify
circumscribed problems, seeking awell defined and motivated target
population and tailor made interventions are essential for treatment
and prevention of geriatric suicide (Clarke et al., 1992).

Older adultsat risk of suicide pose specific public health challenges
but health care professionals may not recognize that risk. Physician
based methods of suicide detection inthe elderly areimportant in early
detection and prevention. People and medical professionals need to be
educated and myths regarding geriatric suicide need to be dispelled. It
is only when depression in old age is no longer left untreated that
geriatric suicide prevention will beareality.
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ABSTRACT

This cross sectional and community based study was conducted
to assess the health profile and morbidity profile of 382 rural
elderly aged 60 and above of both the sexes, belonging to
Udairamsar village (field practice area of the department of
Community Medicine, SP. College, Bikaner). It was found that
the commonest reported complaints were : dental problems
(48.83%), diminished visual acuity (29.05%), arthritis and
disordersof musclesand joints (24.60%), hypertension (23.82%),
hearing impairment (19.63%), gastrointestinal complaints
(14.65%), diabetes (12.82%). A significant statistical difference
between males and females was found out in the number of
diseases. Arthritis, skin problems and miscellaneous eye disorders
(excluding vision) were more commonly found in females with
highly significant difference (p < .001).

Key words : Exclusive breast-feeding, Complementary feeding,
Weaning, Adolescent girls, Baby friendly hospital.

Aging is defined as the process of deterioration in functional
capacity of an individual in consequence of structural, physiological
changes, and ongoing accumulation of the chronic pathological
processes. The overall effect of these alterationsis an increase in the
probability of dying, which isevident from the rise in the age-specific
death ratesin the older population. This should be regarded as normal
inevitablebiological phenomenon (WHO, 1974).
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Demographic trends of Indiaand other devel oping countriessince
past few decades are leading to rise not only in the absolute numbers
of older persons but also in the relative share of the population. Indian
elderly in 1961 were 5.63%, numbering around 24.7million whereasin
2001 itroseto 7.4% (76.6 millions). Thisismainly contributed by boost
in the life expectancy and shrink in fertility rates because of
improvementsin socio-economic status and health care devel opments.
In terms of demography this process of aging of population is known
as demographic transition (Sathiya Susuman, 2006).

Geriatric people have special health problems that are different
from those of young. Most of the diseases in the aged are chronic in
nature as cardiovascular diseases, arthritis, stroke, cataract, deafness,
cancers, chronic infections and dementia. Usually the disease process
inthe elderly ismultipleand the duration and severity of both acute and
chronic conditions are longer for the aged than the young (Puspanjali
et al., 2005).

The present study was conducted with the objective of determining
the major causes of morbidity among the elderly population in
Udairamsar (Rural Health Training Center under Department of
Community Medicine, S.P. Medical College, Bikaner, Ragjasthan).

M ethodology
Sudy population

There are around 1070 total familiesin Udairamsar village), out
of whom only 535 families were selected for the study by systemic
random sampling. { Every second family was included in the study
whether it has aged (60+) or not}.The information was collected on a
pre-designed, pre-tested proforma. Information regarding current
morbidity profile of the study population was confirmed by asking for
prescriptions and i nvesti gations done on the spot.

382 aged (60+) werefound in 535 surveyed families (total surveyed
popul ation was 4260) the proportion being 9.24%. The sex ratio of the
aged was 1141, against 899 of the study population.

Out of 382 elderly, 230(60.23%) were of 60-69 yr. age group
(107males, 123females), 121(31.63%) belongedto 70-79 years group

Table: 1. Table showing the morbidity profile of both the sexes (N = 82).

Significance

P
0.006
0509

0913

Femde(209)  Tota(382) 2 df

62(30.54)

Male(179)

Disorder

S

755

94(24.60)
24(6.28)
3(79)
156(40.83)

32(17.87)

Arthritis
Asthma

NS
NS
NS

0.745
0451
0.830
0.863

043
001
010

16(7.89)
2(99)
87(42.85)

8(4.46)
1(.55)
69(38.54)
20(11.17)
25(13.96)

34(18.99)

Dental problems

Cancer
Diabetes

NS
NS
NS

0569
046
0.028

49(12.82)
56(14.65)

75(19.63)

29(14.28)
31(15.27)
41(20.19)

Gastrointestinal
Hearing disorders

0.142
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A Cross Sectional Sudy of Health Profile Among Rural Elderly 2

(59 m, 62 f) and rest of 31(8.14%) were the age group of 80yrs. and
above (13 m, 18f).

Tools Used

For evaluating socioeconomic status of the family Modified
B.J.Prasad Classification was used. Mercury sphygmomanometer,
Glucometer and stripswere used to assess BP and random blood sugar.
The statistical analysis of study was done with the help of primer of
bi ostati stics software.

Results

The current morbidity profile of the study population is given in
the Table 1

Discussion

The present study aimsto generate morbidity profile of the study
population.

The commonest reported complaints were: dental problem
(40.83%) ,diminished visual acuity (29.05%), Arthritisand disorders of
muscle and joints (24.60%), hypertension (23.82%), hearing impairment
(19.63%), gastrointestinal complaints (14.65%), diabetes (12.82%). This
study confirms thefindingsreported in literature that visual impairments,
hypertension, arthritis and dental problems are extremely common
complaintsinthe elderly (Rahul Prakash et al., 2004; Sathiya Susuman
2006; Anil Jacob et al., 2006).

A statistically significant association of gender was found with a
number of diseases. Arthritis, skin problems and miscellaneous eye
disorders (excluding vision) all were found to be more common in
femaleswith a highly significant association (p < .001). Several other
diseases were also common in females as asthma, dental problems,
diabetes, hearing disorders, hypertension, mental anxiety and diminished
visual acuity but association was found to be non significant. Some
diseases were found to be common in males as heart diseases, stroke
and pilesbut thiswas not statistically significant (P>.05). Severd studies
document significant gender difference in the prevalence of various
diseases. Wingard (1987) stated that women suffer more often than
men from arthritiswhile the reverseistrue for coronary heart disease.
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Wyller (1999) reported that the incidence of stroke is higher in men
thaninwomen in all age classes, and women are, on an average, several
years older than men when they suffer their first stroke. Theincidence
rates are higher for men compared to women at all ages. Female
preponderance in psychiatric problems has been documented in a
number of studies (Nandi et al., 1997 and Reddy et al., 1998).

Recommendations:

1. Thereisan urgent need for setting up Geriatric Clinicsat all levels
of health care.

2. A multidisciplinary approach needs to be adopted with formation
of medical teams consisting of the gerontologist, geriatrician,
demographer, theclinica psychologist, the medica/psychiatric/social
worker and geriatric nurses working together for the health care
of the aged.

3. Effortsneedto be madeto create anation wide database of geriatric
morbidity dataand to maintain networking among institutions and
researchersinvolved in gerontological work.

4. Government should provide medical insurance to elderly at very
low premium rates.
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ABSTRACT

This study was undertaken to understand the health status of
elderly people and to gather some information about their
perceived health needs using the information from 300 elderly
population of aged 60 and over of Chapai Nawabganj district of
Bangladesh. Findings reveal that majority of the elderly, both
maleand femal e, are unhealthy. The most common health problems
aged people face include blood pressure, followed by diarrhoea,
asthma and prolonged coughing, arthritis, kidney/bladder
problems, paralysis and gastritis. More health problems were
reported by women compared to men. The study shows that 68.0
percent of male elderly and 62.2 percent female elderly have lost
their teeth. It was also found that 80.7 percent and 79.2 percent
male and female elderly have lost eye sight and 60.0 percent and
59.6 percent have hearing problems. The study observed that a
significant percentage of elderly take treatment from M.B.B.S
doctors followed by village doctors and homeopaths. From the
logistic regression, we found that respondents’ age, sex,
education, sources of treatment, household electricity and type of
toilet facility significantly affect the health status of the aged
population.

Key words: Elderly, health problems, health facility, physical
deterioration, logistic regression analysis
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Aging brings about anumber of physiological changes. It not only
affects a person s looks, but also becomes a cause of physical
deterioration (Abedin and Samad, 1996). Bangladesh is one of the
twenty countriesin theworld with the largest elderly populations, and
by 2025, along with four other Asian countries, will account for 44% of
theworld stotal elderly population (Monawar GM, 2003). Thisrapidly
increasing population is anew and important group in terms of social
and health policy inthe country. In devel oping countries|ike Bangladesh,
theelderly faceanumber of personal problems, viz. highratesof physica
illness, emotional difficulties, low status and low meaningful role in
society (Kabir and Humayun, 1995). Old age is only one factor that
causes stressinthe elderly person slife. Poverty, inaccessible services
and lack of financial support make it difficult for them to weather
stressesinherent to Bangladesh. Every elderly population hastheright
to lead a healthy, active life with less sufferings. For these they need
clothing, housing facility, medical and socia care. Many of the health
problems can be overcome or delayed by changing their life style (Sattar
MA, 1996). This thesis aims to establish a knowledge base about
aspects of the health situation of elderly people in Bangladesh by
examining the situation prevailing in one particular area, Chapai
Nawabganj district. It also aimsto adapt existing instruments assessing
health statusin terms of gender sensitivity in the context of Bangladesh.

Data Collection and M ethodology

The data were collected from a field survey conducted in the
district of Chapai Nawabganj of Bangladesh. These datawere collected
from both, rural and urban areas of Chapai Nawabgan] district.
Information was collected of 300 elderly (Popul ation ages 60 and over)
by interview method. Of them 150 were taken from rural areas and
150 from the urban areas respectively. Respondents were selected by
purposive sampling method. For rural areas we had selected three
villages under Baroghorian union, and for urban areaswe have selected
Chapai Nawabganj thana of Chapai Nawabganj District. Dataanalytic
methods envisaged in this paper are percentage distribution and logistic
regression analysis.
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Conceptual Framework

In our study, the health status of the elderly, which is measured
by the consideration whether the elderly population suffered from
any physical problems, is the dependent variable.

Health status of the aged population as the dependent variableis
influenced by anumber of factors. Generally we can say that education
is the determinant of occupation. It is obvious that every educated
person would like to hold service as amajor occupation. On the other
hand illiterate persons cannot hold a job. Hence most of them are
farmers. In thisway, education influences occupation. In Bangladesh,
better occupation means better economic status and better sanitation
facility. Sanitation facility mostly affects diseases. Diseases also
influence health condition. Those who have sound health have also
better mental and social status. That is, thereisacloserelation between
them. Education, diseases and health condition significantly affect the
older persons. Mental status, socia status and decision making influence
aged persons. In lieu of these factors the status of health of the elderly
can be analyzed by using asimple framework

Fig. 1 : A conceptual framework of the interrelationship between
social-economic variables and health status of the elder persons

Health
Condition

Occupation .
Decision
making



Health Satus and Health Needs among the Aged Population )
Findings

Current Health Satus of the Elderly Population

It is obvious that people become more and more susceptible to
chronic diseases, physical disahilities and mental incapacitiesin their
old age. As age advances, due to the deteriorating physiological
conditions, the body becomes proneto illness (Strong and Michael A,
1992). To assessthe health status of respondents a question was asked:
What is your current health status ? The answer was recorded on a
three-point scale: healthy, fairly healthy and unhealthy.

Table -1 : Percentage distribution of the elderly by current
health status and sex

Current health status Male Female Both sexes
Healthy 20.8 104 15.6
Fairly healthy 339 29.3 31.6
Unhealthy 454 60.3 52.8

From table 1 we see that mgjority of the elderly, both male and
female, are unhealthy (45.4 per cent for male and 60.3 per cent for
female) and about 33.9 per cent male and 29.3 per cent female elderly
population arein afairly healthy condition and only asmall number of
them (20.8 per cent male and 10.4 per cent female elderly) arein a
healthy condition. For both elderly population 52.38 per cent are
unhealthy, 31.6 per cent are fairly healthy and the remaining 15.6 per
cent are healthy.

Health Problems of the Elderly Population

Health events are usually more frequent and become confused
with one another. Theillnesses of the elderly are multiple and chronic
in nature. The idea that old age is an age of ailments and physical
infirmities is deeply rooted in Bangladeshi mind and many of the
sufferings and physical troubleswithin the curable limits are accepted
asinevitable by the elderly. In old age the elderly are found of suffer
from diseases like arthritis, gastritis, blood pressure, diabetes, asthma
and so on. Prevalence of malnutrition, eye sight problems, hearing
problems among the old are al so observed. The health problemsin old
age are often compounded by attributing ailment to the onset of old

age.
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Table-2: Percentage distribution of elderly according to the
various diseases and by sex

Typeof illness Male Femae Both
Arthritis 8.1 7.1 7.7
Gastric 38 7.1 54
Diabetics 24.0 14.0 19.0
Asthmaand prolonged coughing 137 121 12.9
Blood pressure 56.1 52.1 54.1
Kidney/bladder 7.7 51 6.4
Stroke 3.2 12 2.2
Paralysis 6.3 2.0 4.1
Others 36.0 321 34.1

From table 2 we observed that most of the elderly are suffering
from diabeticsand blood pressure (54.1 and 19.0 per cent respectively).
With regard to arthritis and gastritis 8.1 and 3.8 per cent male elderly
suffering from it; and the corresponding figure for femalesare 7.1 and
7.1 percent. 13.7 percent of the aged men revealed that they were
suffering from prolonged coughing and asthmawhere as 12.1 percent
aged women said that they were suffering from such types of diseases.
About 34.1 percent of the total sample aged population complained
about other diseases like cancer, tuberculosis, senility diseases, fever,
pilesandjoint pain.

Table 3 showsthedistribution of the elderly population by physical
deterioration. The data in table 3 shows that 68.0 per cent of male
elderly and 62.2 per cent female elderly have lost their teeth, and 46.3
parent male aged and 40.1 per cent female aged have lost hair. In total
43.2 percent elderly population of both sexes have lost their hair

Table-3: Distribution of therespondentshby physical deterioration

Physical deterioration Mae Female Both
Loss of teeth 68.0 62.2 65.1
Loss of hair 46.3 40.1 432
Loss of eye sight 80.7 79.2 79.9
Loss of hearing 60.0 59.6 59.8
Coherence in speech 230 20.1 21.6
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Table 3 also elucidates that 80.7 per cent and 79.2 per cent male
and female elderly havelost eye sight and 60.0 per cent and 59.6 percent
have hearing problems and 23.0 per cent and 20.1 per cent male and
female elderly in total 21.6 percent aged population lack coherencein
speech.

Health Care Facility of the Elderly Population

Medical facilities are limited in Bangladesh and thus lead to greater
problems for the elderly. The country has neither separate health care
provision nor infrastructure for elderly population. As a part of a
vulnerable group the older population has a greater need for, but less
access to health care. The medical facilities are not adequate to meet
the health care requirementsof thetotal population, let alonethe elderly
(Sattar MA and Rahman M, 1993). The information about the nature
of treatment of the elderly are shown in table 4

Table-4: Percentage distribution of the respondent’s treatment

sex-wise
Sources of treatment Male Female Both
M.B.B.S 85.6 69.3 78.0
Homeopathy 31 21 2.7
Village doctor 10.6 28.6 190
Others 0.6 0.03

Table 4 shows that significant percentage of elderly takes
treatment from M.B.B.S doctorswhich contains 85.6 per cent for male
and 69.3 per cent for female elderly, followed by village doctors 10.6
and 28.6 per cent for males and females respectively, also by
homeopathy 3.1 percent and 2.1 per cent respectively. For both
popul ations most of the elderly taking treatment from M.B.B.S doctors
are 78.0 per cent

Determinants of the Health Status of the Elderly Population:
Logistic Regression Analysis

Thelogistic model isfitted by considering the relativerisk if the
elderly suffered form any disease during the last three months which
wedichotomized by assigning 1if theelderly suffered form any disease
during last three monthsand O if they did not. Odd ratios are shown in
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place of regression coefficientsfor the easy interpretation of results. A
statistically significant odd ratio below 1.00 means anegative effect of
anindependent variable, whileastatistically significant oddsratio above
1.00 means a positive effect. The results are described as follows:

Table-5: Results of logistic regression analysis according to
physical problem of aging people by selected
characteristics.

Variables Coeff. of OddsratioExp ()
Respondents' age

60-69 -0.855 0.413™
70+ (Ref) - 1.000
Respondents’ sex

Male (Ref) - 1.000
Femde 0.001 0.997"
Marital status

Married (Ref) - 1.000
Widowed 0304 1.356
Respondents’ education

No education (ref) - 1.000
1-5years 0483 0.614"
6yearst+ -0516 0.579
Sour ceof treatment

M.B.B.S(Ref) 1.000
Others 0.723 1.485™
Electricity in household

No (Ref) - 1.000
Yes 235 456"
Toilet facility

Modern -0.365 0562
Traditional (Ref) - 1.000
Occupation

Service -0.712 0489
Others(Ref) - 1.000
Congtant 2543

Note: Ref = Reference Category. Here *** ** and * indicated p<. 001 (highly
significant), p<. 01 (significant) and p<.05 (lesssignificant).
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From table 5 we found that the elderly populations in the age
group 60-69 were 0.413 times less likely to suffer from any type of
disease than the el derly belonging to age group 70 and higher and this
relationship is found to be highly significant. Elderly, females suffer
0.997 times|essfrom any diseasesduring last three months as compared
with male elderly. Most of the widowed elderly suffered 1.356 times
more from diseases than those elderly who are married. Table 5 also
showsthat asthelevel of educationincreasesthe probability of suffering
from diseases also decreases, elderly who have completed 1-5 and 6-
years of education are 0.614 and 0.579 times lesslikely to suffer from
any disease than those elderly who have no education. The sources of
treatment also strongly associated with the dependent variable.

Theelderly who received treatment from others (Kabiraji, Hakim,
etc., ) were suffering 1.485 times more from some type of disease or
the other than those who receive treatment from M.B.B.S doctors
(from various health related institutions such as hospitals, clinicsetc.).
Elderswho have e ectricity facility had 0.45 timeslessphysical problem
when compared to those who have no such facility. Elders who use
modern toilet facility faced any physical problem 0.56 times|ess than
thosewho usetraditional toilet facility. With respect to occupation elders
who have engaged in service face 0.489 times less physical problem
compared to those elders who have engaged in other types of work
(farmers, day labors etc., )

Conclusions and Recommendations

Thisstudy was undertaken to understand the health status of elderly
people and to gather some information about their perceived health
needs. Findingsreveal that majority of theelderly, both maleand female,
are unhealthy (45.4 per cent for male and 60.3 per cent for female).
The most common health problems aged people face include blood
pressure, followed by diarrhoea, asthmaand prolonged coughing, arthritis,
kidney/bladder problems, paralysis and gastritis. The study indicates
that the perceptions about health problems in terms of the principal
chronic diseases vary between men and women within the elderly age
cohort. Therewere conclusive datawhich showed that women suffered
morethan men. With regard to the distribution of the elderly population
by physical deterioration, the study shows that 68.0 per cent of male
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elderly and 62.2 per cent female elderly have lost their teeth, and 46.3
parent male aged and 40.1 per cent female aged havelost hair. In total
43.2 per cent elderly population of both sexes have lost their hair. It
was also found that 80.7 per cent and 79.2 per cent male and female
elderly have lost eye sight and 60.0 percent and 59.6 percent have
hearing problemsand 23.0 per cent and 20.1 per cent male and female
elderly, in total 21.6 per cent aged population, suffer from lack of
coherencein speech. The available medical facilities are not adequate
to meet the health carerequirementsof 120 million peoplein Bangladesh.
The study observed that a significant percentage of elderly take
treatment from M.B.B.S doctorswhich contains 85.6 per cent for male
and 69.3 per cent for female elderly, followed by village doctors and
homeopaths. From the logistic regression, we observed that six out of
eight variables are significant to explain health status of elderly
population. Respondents’ age, sex, education, sources of treatment,
household electricity and type of toilet facility significantly affect the
health status of the aged population.

The overall scenario of the health status of the aged populationis
not found satisfactory. Still much work has to be done in this arenato
cope with the problems of our country. In the light of the above
discussionsthe following recommendations are made:

e The aged require direct humanitarian assistance and they should
receive specia attention and be adequately covered by the social
safety net. Government should identify and assessthe size of these
groups and the extent to which assistanceisrequired. Inthisregard,
widows, oneof themost vulnerable groups, should receive particul ar
attention to meet their special needs.

e Thepromotion and implementation of low cost, prevention-based
initiatives, such as health and physical education and social
participation, could significantly enhance the possibility of
maintaining good health for the elderly.

e Health needs of older persons are multidimensional. Not only
physical health but a so mental and emotional health of older persons
isequally important for their well being. A system of coordinated
care needsto be provided instead of person-oriented intervention.
Health education programs should be introduced to understand and
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create awareness about the health problems amongst the elderly,
and help them adopt a healthy life style.

* Preparationsfor aproductive and meaningful rolein old age should
be undertaken at both individual aswell as societal levels.

e Government should supply latrines at a cheap rate to improve the
health and sanitation facility.

e« There is a need to conduct research on questions related to
demographic, social, health and economic characteristics of the
aged people, and their implicationsfor formulating public policy.

Refer ences

Abedin and Samad (1996). Aging in SAARC countries. issues and
perspectives. Proceeding of the international seminar on aging
SAARC countries, 18-19 October, pp. 29-37

Monawar GM, (2003). The health status and health needs of the elder
population in rural Bangladesh. Asia Pac J Public Health 15(1):
3-9.

Kabir and Humayan M (1995). The aging and aged in Bangladesh.
Paper presented at the fifth National Statistics Conference of
Bangladesh Association, 27-28 January, Dhaka

Sattar MA and rahman M (1993). The elderly in Bangladesh, 1991-
2005. Asian Profile 21:6, Hong Kong

Sattar MA (1996). Aging population of Bangladesh and its policy
implicationin an overview. The Elderly in Bangladesh and India.
Department of Statistics, University of Rgjshahi, Bangladesh

Strong and Micheal A (1992). The health of adultsin devel oping world:
the view from Bangladesh. Adult Mortality Forum, World Bank
Publication.

Indian Jour nal of Ger ontology
2009, Val. 23, No. 1. pp42-57

Working Eldersin India: A Gender Specific
Situation Analysis

P. Princy Yesudian and D.P. Singh*
International Institute for Population Sciences, Mumbai
Centre for Research Methodology, Tata Institute for Social Sciences, Mumbai

ABSTRACT

India is aging at a rapid pace. The elder s (60+) work
participation rate is decreasing over the years according to
various rounds of census. In economic activity elderly mens
participation is declining whereas the elderly women s
participationisincreasing bothin rural and urban areas. Looking
back at the low literacy level almost 50 years ago in India, one
wonders what kind of occupation these women might be involved
in. Periodical National Sample Surveys (NSSO) provide an ample
opportunity to analyse elderly population s work participation
and why, how these elder s are working. This paper is an attempt
to explorethe elderly person swork participation over the decades
and also explores the background characteristics of these elderly
workers. It also finds some determinants which contribute to
gender-specific work participation at this age.

Key words : Elderly, Work participation, Gender differences,
Determinants

Population aging has become a challenge for many developing
countries astheir socio-economic development has not kept pace with
the rapid speed of population aging. Many nations are not equipped
with the social and economical ability to cushion their elderly peopleto
lead a dignified healthy life (Kalache A and Keller |, 2000). Healthy
elders are a resource to their families, communities, countries and
economies (WHO, 2002). But for many older people with no savings,
lack of old age economical security, poor health, no economic support
from their children and little help from their children, friends and
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communities, old age is not a phase of life worth looking forward to
(UNFPA, 2002).

The active ageing approach was adopted by WHO in 1999, which
is based on the recognition of the human rights of the older people,
independence, participation, care and self-fulfillment. It generated a
shift from needs-based approach (eldersas passivetargets) to rights
based approach towardselders. Thisactive ageing approach to policy
and programme devel opment has the potential to address many of the
challenges of individual and population ageing in many developing
countries. The United Nations had initiated the society for all ages
from the ageing society and described it as the one that sees older
persons as both agents and beneficiaries of development. Numerous
countries acrosstheworld have adopted it asthe themefor their national
observance of the International Year of Older Personsand Indiaisone
amongst them (Sidorenko, A., 1999). Further the need to improve the
quality of life of the elderly population has been stressed by WHO
(Voigtlander, H. 1999).

Devel opment has both positive and negativeimpact onthe elderly.
Development creates more employment opportunities in formal
economy which meansfewer employment opportunitiesfor elderly men
but more work opportunities for elderly women (UNFPA, 2002).
Interviews with older women reveal active participation in work in
rural and urban areas. Despite various ailments and locomotive
disabilities, older women contributeto their families and communities
in many meaningful ways - cook, clean, fetch water, take care of
grandchildren, and make repairs (UNFPA, 2002).

Higher proportion of eldersincreasesthe old age dependency ratio,
implying arise in the number of retirees relative to that of workers.
Recent censusresultsreveal adeclinein the labour force participation
among the 60+ age group. Such declines in labour force participation
may be dueto lack of employment opportunitiesfor the elderly or due
to obsolescence of skillsor dueto the expansion of the old age support
systems in the form of pension and retirement programmes
(Vaidyanathan K, 2006).

India has been in the process of ageing and is moving towards it
at afaster pace. In India, the proportion of elderly persons has risen
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from 5.63 per centin 1961 t0 6.58n 1991, 7.4 in 2001 and is expected
to be 9.87 in 2021 (Rajan I. et al., 1999). In absolute numbers, India
had 25 million elderly personsin 1961, which has doubled to 55 million
in 1991 and 76.6 millionin 2001; and is expected to reach 113.5 million
by 2016 according to Indian Government s estimate (Government of
India, 2005) and 134 million by 2021 (Rajan, 1. et al., 1999). Currently in
India the advancing medical technology and healthcare provision has
dribbled to almost everyone sreach. So it is expected that the elderly
will live longer than was expected earlier. The life expectancy at age
60 has almost doubled from 1901 to 2001, 9.5 years to 16 years for
men and 10.2 to 18.1 years for women respectively (Government of
India, 2005).

Elderly persons active participation in social and economical
activities enhances their health status (Rajan, 2006, Fenech. 2006). In
developed countries elders’ work participation is a welcome one as
their working population is on the decrease. In Indian scenario, the
booming fertility in the past has created a big volume of working
population. With limited employment opportunities the competition
between the young adult population and old popul ation will bedifferent.
Women gain relatively higher autonomy inthelater stages of their life
cycle. Inafamilial setting, her primary roleasacaregiver could elevate
her statusrel atively better than elderly men (Senguptaand Agree, 2003).
Gender discrimination often restricts women to attain empowerment
resources in the earlier stages of life. A majority of theilliterate and
poor elderly women are in a vulnerable situation where rigid gender
role expectation exists and social custom and family law discriminate
against women (Kinsellaand Gist, 1998).

While there are many studies exploring the gender and health
aspects of elders, there are very few studies to highlight the active
work participation of elders. Thisstudy triestofill thegap by analysing
the profiles of the working eldersin India. Then an effort is made to
study why these elderswork, so asto identify some of the determinants
separately for men and women, using multivariate analysis.

Objectives

The objective of this paper isfour fold :

@ To study the trend of elderly population s work participation in
India,
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@ To study the pattern of work participation among the elders in
Indiaand itsvariousregions, and

@ To explore the demographic and socio-economic characteristics
of these working elders.

Data source and methodology

Tofind out thefirst objective various sources of information such
as Census 2001 and National Sample Survey, 61% round are used. The
61% round of NSSO survey focused on employment and unempl oyment
StuationinIndia. It was conducted from July 2004 to June 2005 covering
1,24,680 households comprising of 79306 from rural and 45376 from
urban areas. Some socio-economic characteristics of the aged were
also used from NSSO 60" round data. (They are mentioned in the text
when discussing theresults). The NSSO survey covered all theregions
of India, with the exception of some interior areas of Nagaland and
Andaman and Nicobar Islands, and Leh (Ladakh) and Kargil districts
of Jammu & Kashmir.

Individuals aged 60 and above are considered as elderly in this
study. In Indiatheretirement agefor formal or organised jobsfor central
and state governments varies from 55 to 60. Irrespective of the state
level formal retirement age, this paper takes the work status of the
population of 60 and above for al the regions of the country. Work
participation according to Indian Censusisdefined as participationin
any economically productive activity with or without compensation,
wages or profit. The reference period for determining a person as
worker and non-worker isone year preceding the date of enumeration
(Census2001). While calculating the work participation only themain
workers are taken (elders who have worked for more than six months
during the reference period). The NSSO 60" round did not exclusively
focus on thework participation status of the respondents. One question
wasasked, What wastheir usual activity? during thereference period.
The usual activity status as per NSSO relatesto the activity status of a
person during areference period of 365 days preceding the date of the
survey. According to NSSO 2004, the usual activity status given by
eldersisthefollowing : own account worker (self employed); employer
(self employed); helper in household enterprises; unpaid family worker;
regular salaried wage employee; casual employee; other type of
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workers; elderswho do not work but seek work; attend some educational
institution; domestic duties; domestic dutiesand free collection of goods,
renters/pensioners/remittance receivers; not able to work due to
disability; beggars/prostitutes; and others. Asof activity status, it shows
that elderly men are mostly self employed, that is, more than one third
(35.8%) of the elderly maleworkersare own account workers. Elderly
women aremostly involved in domestic duties (32%). With no available
economic participation data, the elders are divided in to two groups,
workers and non workers. Elders whose usual activities are own
account worker (self employed); employer (self employed); helperin
household enterprises; unpaid family worker; regular salaried wage
employee; casual employee; and other type of workers are clubbed
and termed as workers in this study.

Findings

I. Change in elderly population and their labour force
participation

Table-1 showsthetrend in the proportion of elderly population to
the total population since 1961. The increasing proportion of elderly
popul ation shows the aging situation of the country. The proportion of
elderly who were 5.6 per cent to the total population in 1961 has
increased to 7.7 per cent in 2001. There is a sharp increase in the
proportion of elderly population between 1991 and 2001. The share of
eldersto thetotal population inrural Indiais higher than that of urban
areas. As per the recent Government census statistics, the proportion
of elderly inrural areasis 8.3 per cent whereasin urban areasit is 6.5
per cent.

Table 1. The trend of elderly population (60+) in India

Census years _Proportion of elderly to total population (in percent)

Rurd Urban Combined
Census 1961 58 4.7 5.6
Census 1971 6.2 5.0 6.0
Census 1981 6.5 51 6.2
Census 1991 7.0 54 6.6
Census 2001 8.3 6.5 77

NSSO 2004-05 7.3 7.0 7.2
Source: Indian Census 1961-2001; and NSSO 2004-05
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Table 2, provides the proportion elderly reported as workers by
their sex and type of residence (based on Census and NSSO definition).
The elderly person s involvement in labour force shows that the
proportion of elderly workersishighinrural areasthan in urban areas
for both men and women. The recent NSSO results too reveal the
same, 41 per cent in rural areasand 22 per cent in urban areas. On the
whole the work participation rate are decreasing steadily as per the
census results, that is, 38 per cent during 1981 to 32 per cent during
2001. When we become gender specific, men s work participation is
decreasing where asfemale work participation is increasing between
Census 1981 to 2001, 64 per cent in 1981 to 53 percent during 2001
and 10 per cent in 1981 to 12 per cent in 2001. The female work
participationisfar lessthan their male counterparts. The gender gapin
work participationishighin urban areasthan rural areas, threetimesin
rural areas and four times in urban aress.

Table 2: Proportion of workersamong elderly population

Total Rural Urban
Total Male Femde Total Mae Femde Total Mae Femae

Census 1981* 376 639 102 402 678 113 268 476 56
Census 1991* 362 595 112 396 642 129 243 424 54
Census 2001* 321 528 120 350 568 137 234 407 6.8
NSSO 2004 338 531 146 382 593 167 202 330 80

NSSO (2004-05) 364 564 169 412 630 197 215 355 86

Source: Census of India, 1981-2001 and computed from unit record data of
NSSO 61™ round (2004-05)
Note* Only the main workers

Table 3 gives the per cent distribution of elderly people as per
their usual activity during the reference period. Nearly 36 per cent of
theeldersareinvolved in some economic activity own account worker
(21.4%), employer (1.7%), regular salaried employee (1.5%), helper
in household industry (4.8%), Casual wage labourer (0.1%) and other
type of work (6.9%). Elderly men are moreinvolved in some economic
activity than elderly women, 56.4 per cent and 16.9 per cent respectively.
Receivers of rent / pension / remittance are only 10.5 percent. Four
percent of the elders are disabled and the proportion of disability among
men is higher than women, 6.2 per cent and 5.3 per cent respectively.
Elderly women aremoreinvolved in domestic dutiesand free collection
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of goods. In rural areas nearly double the proportion of elders are
working thanin urban areas, 40.7 percent and 23.1 percent respectively.

Table 3: Per cent distribution of elderly population in India by
their Usual Principal Activity Status, NSSO 61% round

2004-05

Nature of Usual Principal Activity Male Female Totad
Own account worker (self employed) 392 41 214
Employer (self employed) 29 04 17
Helper in household enterprise/unpaid

family worker 2.8 6.8 4.8
Regular salaried-wage employee 2.3 0.8 15
Casual wage labour 0.1 0.0 0.1
Other type of work 9.0 4.8 6.9
Did not work but seeking work 01 01 0.1
Attended educational institutions 0.1 0.1 0.1
Domestic duties 08 283 147

Domestic duties and free collection of goods 0.4 13.2 6.9
Renters / pensioners / remittance receivers  15.3 59 105

Not ableto work due disability 6.2 53 5.7
Others(including begging, prostitution, etc. 20.8 302 255
Total 100.0 100.0 100.0

Source: Computed from unitsrecord dataof NSSO 61™ round (2004-05)

The percentage distribution of working elders type of activity in
Rural and Urban Indiaby their sex are presented in Table 4. The study
shows that majority of the elders (58.9%) are involved in self
employment. Self employed eldersarefound morein urban areasthan
in rura areas, and are high among elderly men than women on the
whole. The proportion of self-employed eldersis(70.8% to 63.2%) for
men elders and (22.5% to 34.6%) for women elders respectively in
rural and urban areas. Mgjority of the unpaid family workers are high
among elderly women than men (4.7% to 43.0% in rural areas and
6.3% t0 21.2% in urban areas). It isinteresting to note that proportion
of women elderly workers exceeds men elderly workers in regular
salaried work (15.6% to 22.1%) respectively.
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Table 4. Percent distribution of working elders stype of activity
in Rural and Urban Indiaby their Sex, NSSO 61% round

2004-05
Typeof work Rural Urban All
Male Femde Both Made Femde Both India
(M+H) (M+F)
Self employment 708 25 591 632 346 572 589

Own account worker 51 25 44 61 20 53 46

Unpaid family worker
(helper in HH enterprise) 47 430 140 63 212 94 133

Regular salaried-wage/
employee 20 22 20 156 21 170 42
Casual wagelabourers 02 02 02 00 00 02

Other type of work 173 206 203 88 201 112 189

Total percentage of 10 10 100 100 100 100 100
workers (197 (412) (3B5 (86) (215 (364 (630

Source: Computed from unitsrecord dataof NSSO 61" round (2004-05)

Table 5 shows percentage distribution of elderly reported as
workers to total elderly population by their age, sex and Rural-Urban
residence. The work participation rate decreases as the age increases
and nearly 40 percent of the male eldersin the age group 75 to 79 are
workers in rural areas. Elderly women s work participation is much
lesser than their counter partsin both rural and urban areas. The gender
gap between theelder swork participationinrura areasisnearly double
than in urban areas, i.e., 42.6 per cent pointsin rural areasto 25.1 per
cent points in urban areas. Though the work participation of elderly
men reduced over theyearssince 1981, the samefor the elderly women
is increasing noticeably, from 10 pe rcent during 1981 to 12 per cent
during 2001. The increase in elderly women s work participation is
high in rural areasthan in urban areas, nearly 3 per cent in rural areas
and 2 per cent in urban areas between 1981 to 2001 period (not shown
in thetable).

The work participation rate decreases as the age increases. There
issharp reduction in thework participation rate among elderly in rural
areas from 60-69 age group to the next 70-75 group, where as the
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declineisamost gradual in urban areas. More than three-fourth (80.7%)
of themale eldersin rural India have reported themselves as workers.
The work participation rate decreases as the age increases and nearly
39 per cent of the male eldersin the age group 75 to 79 that age group
areworkersinrural areas. Elderly women swork participationismuch
lesser than their counterpartsin both rural and urban areas. The gender
gap between theelder swork participationinrural areasisnearly more
than one and half timesthan in urban areas, i.e., 43.3 per cent pointsin
rural areas to 27.0 per cent points in urban areas.

I1) Spatial distribution of elders and elderly workersin India

Table5 highlightsthespatia disparity inthe proportion of theelderly
tothetotal population, sex ratio of the elderly and thework participation
rate among eldersin different regionsof India. The proportion of elders
toitstotal population is11.2 per centin Keralaand it isthe highestin
the country. The states where proportion is higher than 8 per cent are
Goa, Pondicherry, Himachal Pradesh, Tamil Nadu and Orissa. The
states where aging is slow are Chandigarh, Nagaland, Assam,
Meghalaya, Damman & Diu, Dadra & Nagar Haveli, Andaman &
Nicobar and Delhi.

The urban areas of all the south, central, west and north (except
Jammu Kashmir) states, the proportion of women elders among the
total women population is higher. Aging is very high among the rural
women in rural Kerala, 12.3 per cent and very low among Nagaland
women, 1.9 per cent in rural areaand 0.7 in urban areas.

Table 6. The estimated sex ratio for the elderly population and
the proportion of the elderly workers to the total
population by different regions of India (NSSO 2004)

State Estimated Percentage of workers
Sex ratio among elderly population
among elderly Male Femae Both

All India 1030 56.4 16.9 36.4
North

Dehi 1064 229 15 119
Haryana 997 440 6.6 253
Himachal Pradesh 1047 69.8 37.2 531
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Jammu & Kashmir
Punjab
Rajasthan
Central
Madhya Pradesh
Uttar Pradesh
Uttaranchal
Chhattisgarh
East

Bihar

Orissa

West Bengal
Jharkhand
Northeast
Arunachal Pradesh
Assam

Manipur
Meghalaya
Mizoram
Nagaland

Skkim

Tripura
Western

Goa

Gujarat
Maharashtra
South

Andhra Pradesh
Karnataka
Kerala

Tamil Nadu

All Other UT s
Chandigarh
Daman & Diu
Dadra & Nagar Haveli
L akshdweep
Pondicherry

1081
1094

1018

979
1142

736
1066
919
849

916
821
874
1173
951
730
657
1105

1335
1238
1119

1089
1132
on
1101

886
2275
2207

562
1354

72.0
54.0
56.7

64.0
68.5
66.8
61.1

70.0
53.7
50.6
62.4

68.7
62.5
718
62.5
59.2
713
69.4
52.4

24.1
52.1
50.8

475
515
46.6
50.5

44.1
37.8
80.8
59.2
44.0

3.6
4.0
17.7

22.8
17.0
32.8
238

8.9
13.7
4.9
181

53.6
4.6
250
355
28.7
60.5
294
3.7

2.8
1.0
25.8

211
18.7
121
252

135

6.7
230

40.8
28.0
36.4

432
433
50.0
41.2

4.1
331
28.7
42.1

61.5
36.4
50.0
48.0
44.4
66.8
535
26.8

1.9
294
37.6

33.8
34.0
27.7
37.2

29.7
15
25.2
404
31.9

Source: Computed from unitsrecord dataof NSSO 61" round (2004-05)
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Economical Dependency of Elderly

The National Sample Survey (60 round, 2004) collected data on
the economic dependence of the elderly. Nearly onethird of the elderly
popul ations (33.5%) are economically independent. Among the elderly
rural males, 52.0 per cent claimed that they were not dependent on
others, 15.5 per cent were partially dependent and 32.5 per cent were
fully dependent on others. The economical dependency among elderly
women is quite high; about 85 per cent of them are fully or partialy
dependent on others. In the case of elderly rural females, 73.2 per cent
werefully dependent on others, 12.6 per cent were partially dependent;
only 14.1 per cent of the rural women do not depend on others
economically. In urban Indiarelatively more proportion of elderly are
economically independent than their rural counterparts. Most of the
supportersof elderly aretheir own children (78%). Among elderly who
depend on othersfor economical support, morethan 90 per cent depend
on their own children and spouses for economical support.

Table 7 : The Economical Dependency of the Elderly in India

Rural Urban All
Mae Femade Both Male Femae Both India

Economical dependency*

Economicaly independent 520 141 332 561 173 363 335
Partially depend on others 155 126 141 135 97 115 133
Fully depend on others R5 732 527 304 731 522 518
Who support when economically (fully or partial) depend on someone

Spouse 70 159 127 60 192 148 132
Own children 80 746 784 85 710 762 7/9
Grand children 22 31 28 18 30 26 27
Others 57 63 61 57 68 64 62
Total 100 100 100 100 100 100 100

Source: NSSO (2004)
Note: 1.4 percent with missing information

Table no 7 explains the economical dependency of elders. It also
explains on who they depend, if they are dependant. Nationally 65 per
cent of the elderly people economically depend on others. Their
proportion is amost same in rural and urban areas. The economical
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dependency among elderly women is quite high; about 85 per cent of
them fully or partially dependent on others. Economically independent
elderly men and women are found in urban areas of India. Most of the
supportersof elderly aretheir own children (78%). Among elderly who
depend on othersfor economical support, morethan 90 per cent depend
on their own children and spouses for economical support

I1) Socio-economic and demographic profile of working elders

Table 8 provides some sel ected socio-economic and demographic
profiles of working elders. The elders are divided into three groups :
old (60-69); older (70-79) and oldest (80 and above). On thewholethe
work participation of eldersinrural Indiaishigher in urban areas, 41.2
per cent and 21.5 per cent respectively. Rural areas more than double
the proportion of elderly working women.

More than half of the elderly men who are either totally illiterate
or educated upto the primary school level are working (58.6% to
62.2%).Elders belonging to Hindu religious faith (37%) have higher
percentage of workersfollowed by Islamic faith elders (34%). Among
Christian eldersonly 29.3 per cent areworking. Thework participation
of elderly women belonging to Islamic faith (10%) have much less
work than elderly women belonging to other faith groups (14 % and
above).

Table 8. Percentage of elderly workers by their background
characteristics, NSSO, 2004-05

Old Older Oldest Age 60+
(60-69) (70799 (B0and Men Women Both
above) (M&F)

Typeof residence
Rura 501 280 116 630 197 412
Urban 264 151 57 H5 86 215
Education
[literate 27 210 87 586 188 337
Schooling less

than primary 526 37 27 622 111 243
Primary & middle 516 37 122 600 101 440
High School &

above 373 2.7 129 405 56 340
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Religion
Hindu 449 253 106 568 179 370
Idam 418 215 118 571 102 340
Christian 371 205 6.1 452 142 293
Other religions 437 205 40 537 140 333
Social Groups
Scheduled tribes 565 243 97 676 276 471
Scheduled castes 462 249 97 581 198 B4
Other backward

castes 472 252 122 584 194 B4
Others 376 241 83 514 108 311
Marital Status
Never married 255 238 95 H6 89 29
Married 521 %1 2.7 608 209 470
Widow/widower 286 124 46 B8 142 200
Divorcee/Separated 531 235 575 359 462
Livingarrangement *
Alone 459 230 174 553 325 B4
With spouse/

spouse & children 49.1 346 150 571 173 41
With children/

without spouse 25 99 39 H6 92 160
With relatives/

Non relatives 376 124 46 377 174 239
Household size
1to 2 persons 509 A9 210 603 299 248
3to 5 persons 23 229 76 55 150 A4
6 to 10 persons 23 203 81 M3 125 33
More than 10

persons 474 288 120 612 140 0.1
Total 44.4 24.7 10.2 56.4 16.9 36.4

* Based on NSSO 2004 unit data records

Among Scheduled Tribe (SC) elders 47 per cent were working.
Elders belonging to Scheduled Tribes (ST) are more involved in work
where as this proportion among Scheduled Castes (SC) and Other
Backward classes (OBC) are about the same as 38.4 per cent. ST
elderly men are much moreinvolvedin work than the other three ethnic
groups.

Currently married eldersareinvolved in work and their proportion
is very high among currently married men. Elderly women who are
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never married/separated/divorced are working more than currently
married or widowed elderly women.

Important findings

1) Theproportion of elderly peoplelivinginrural areasis higher than
the urban areas.

2) Thework participation among elderly is on the decline as per the
Government s decennial census (Table no. 2). Gender specific
analysis reveals that work participation among elderly men is
decreasing whereas, work participation among elderly women is
increasing.

3) Work participation among eldersishigh in rural areas, that is, 38
per cent in rural areas and 20 percent in urban areas.

4) Work participation ishigh among currently married elderly men.

5) Elderly women who are never married/separated/divorced are
working more than elderly women who are currently married or
widowed.

Discussion

Government policiesshould include elder sinvolvement in social,
economic, cultural and political life. Awareness should beinculcated in
young population itself asthey will be at this stage after a certain age.
Ageing issues should be addressed in the school curriculum so as to
propagate the need of familial support, dignity, and respect to the ageing
eldersin the family aswell asin the community. Educational training
should be given to elderly personsin order to empower them to assert
their rights, income security, health protection and social participation.
Employment policy and programsfor elderly should maintain areliable
database of the previous work of experience, skills and capacities of
employees in the 55-60 age group so that they can be placed in some
economic activity even after their retirement.

Conclusion

Indiaisageing at arapid speed. The proportion of elderly population
to thetotal populationison asteady increase. The proportion of elderly
who were 5.6 per cent to the total population in 1961 hasincreased to
7.7 percent in 2001. Their sharein rural India has been higher than in
the urban areas all through these decades. More than half (51.8 %) of
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theelderly population in Indiadepends on someone economically. Among
them majority (77.9%) depends on their own children. Economical
dependency ishigh (73%) among elderly women, both in rural aswell
asinurban areas. ST elderly men and women are much moreinvolved
in labour force than the other ethnic groups.. At the national level the
work participation rateisdeclining. However, femalework participation
isincreasing for elderly women. Age-specific work participation rate
highlights, the higher proportion of economically active male workers
in the 60-65 years age group. Thisissue on the one hand one can argue
S0 as to increase the working age from 60 to higher and on the other
hand with changing economic cycle - the struggle for employment will
become acute between these workable elders, new labour force
entrants, residual workable population and the involuntarily job-lost
workforces.
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Alcoholism and TheBaby Boomer Population :
A Life Course Per spective

Lisa Phillips
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ABSTRACT

Drinking alcohol is associated with many events in American
culture. Many youth commemor ate adulthood (turning the age of
21) by legally taking their first drink of alcohol. Familiesinclude
alcohol in holiday traditions. Countless parties offer a variety of
alcohol or instruct invitees to B.Y.O.B. on fliers (Bring your own
beer). Advertisements for alcohol in newspapers, billboards,
magazines and commercials are viewed daily by individuals too
young to drink as well as those of age. None of the previously
listed examples related to alcohol or alcohol consumption
constitute alcohol addiction. However throughout ones life
course, the exposure to these messages related to drinking
alcohol; and other factorscan lead tothe chronicillnessreferred
to as alcoholism.

Theaim of this paper isto discussa coholism using thelife course
perspective, specifically for the baby boomer population. Additionally,
this perspective will be used to offer circumstances (biological,
psychological, social and environmental) for determining how casual
drinking patternstransition into a coholism. Baby boomersare apart of
ageneration that spans 20 years (1946-1966). The first baby boomers
turned 60 yearsold in 2006. It isimportant to determine theimplications
of alcohol abuse as well as the causes for participating in this type of
behavior so that more specialized treatment programs can be offered.

This paper will not provide a resolution for each reason of
acoholism; however it will offer several reasonsthat could affect one s
abuse of alcohol. Continual research in the subject isneeded to provide
amore comprehensive analysis of thiscohort. The period of emphasis
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of thispaper will be midlifeand how thistime period has affected baby
boomers and their tendency towards alcohol abuse.

Application of Aging Theories

Ferrini and Ferrini (2000) defined alcoholism as the excessive
use of alcohol despite problems with work, family, or health. It is
considered to be a progressive, [and] debilitating chronic illness.
Alcoholism can be a precursor to many other health conditions that
negatively affect every organ of the human body and can result in
death. Alcoholism may be associated with psychological issues,
worsened conditions of pre existing chronic illnesses and can lead to
cognitive impairment and emotional conditions such as dementia,
psychosis and depression. Alcohol dependence can affect one s
judgment, balance and the ability to respond quickly. Alcohol is also
one of the number one causes of motor vehicle accidentsin the United
States. Over 60 per cent of American men and nearly 50 per cent of
American women consume al coholic beverages. Of these percentages,
nearly 15 per cent of men and nearly 5 per cent of women regard
themselves as people who drink heavily. Heavy drinking islabeled for
individuals who consume 14 or more alcoholic beveragesin aweek.

Alcoholism s effects in older adults can prove more detrimental
due to slower metabolisms that can speed up the rate of intoxication.
Adverse effectsin older adults are also heightened when medications
are mixed with alcoholic beverages which can result in toxic and
sometimes lethal environmentsinside the body. Although the onset of
a cohol dependence can occur in the older adult, al coholism throughout
one slife course is more common. What are some of the reasons that
a coholism occursin the baby boomer popul ation? This paper will utilize
aging theories to formulate reasons to answer the previous question.

Aging theory incorporates the following factorsfor review of the
life course: trgjectories, transitions, turning points, cultural influences,
timinginlives, linked lives and adaptive strategies (Wethington, 2005).
A life-course perspective uses both developmental and historical
frameworks, focusing on thetiming of lifetransitionsand their impact
onintergenerational relationships (Binstock & George, 2001). Thelife
course perspective provides insight into how certain issues,
requirements, wants, and adaptive strategieswhich surfacein adulthood
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have their foundation in childhood development for each individual as
he or she ages. Applying the life-course perspective as it relates to
alcoholism will benefit the aging population specifically regarding
preventive programs and treatment for older alcoholics.

Trajectories asacomponent of thelife course perspectiveinvolve
both transitions and linked states throughout an individual s lifetime.
Trajectories, thereforeinclude events and occurrencesthat impact one s
life such ashomelife asachild, treatment in school and acceptance by
peers, career pathways, singlelifeand or marriage, becoming aparent,
losing a spouse and entering retirement. In order to better understand
the addictive behavior of baby boomerstoward alcohol it isimportant
toidentify thoselife patterns, circumstances and challengesthat would
create an environment for alcohol dependency.

The first step in characterizing trajectories and transitions is to
understand the childhood of baby boomers. Many of the parents of the
baby boomer population spent their childhood during the Great
Depression. Their experience during this era had many implications
for their families. The Great Depression in the United Statesrepresents
aperiod of crisisresulting from thedrastic reduction of availablefinances
per household. Thiseconomic hardship resulted intheinability at times
to purchase basic items such as food needed for survival. For the
child [the parents of baby boomers] in afamily which hassuddenly lost
income and status, adaptation may involve redefinition of self and others,
the restructuring or clarification of goals, and the assumption of anew
statusor role (Elder, 1999).

The childhood of those during the Great Depression was plagued
with economic hardship, and the added responsibility to manage the
household, and work to provide supplemental income. Research
indicates that deprived families during the Great Depression had a
considerably greater impact on family life and dynamics. Among
deprived families, conflict over expenditures, criticism of the husband s
faultsasaprovider, and attempts by the more powerful parent to enforce
hiswill were common elements in most battles. Disparagement of the
father was most evident with mother as the dominant figure. Adults
from thesefamiliesvividly recalled father sdrinking bouts, prolonged

silent treatments, mother snagging, namecalling andridicule (Elder,
1999). This argumentative environment (not prevalent in all families
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during the Depression) could be the underlying reason for the prevalence
of alcohol dependence in baby boomers today.

The affects of alcoholism is not limited to the abuser. If a parent
drinksthenitisvery likely that their children will display an addictive
behavior. Turning pointswithin thelife course provide an excellent way
of understanding significant changesthat could impact one sability to
cope with environmental factors. Turning points of the baby boomer
population may include a childhood event, college or educational
experience, marriage, parenthood, divorce, an occupational event or
circumstance, own illness or disability, illness of spouse and death of
family members. Stressors resulting from turning points may have
psychological effects such as depression- a common cause leading to
alcohol abuse. The ability to cope with turning points during one slife
course is partially dependent on the parental style of their parents.

Adolescentsraised in authoritative homes are better adjusted and more
competent; and lesslikely than their peersto get into trouble. Adolescents
raised in neglectful homes are consistently compromised [in the areas
of] competence, self-perceptions, misbehavior, or psychological distress.
Adolescents from indulgent homes were relatively disengaged from
school and showed higher frequency of involvement in deviant
behaviors, including drug and a cohol use and school misconduct (Moen
& Luscher, 1995).

Turning points can trigger the dependence on a cohol consumption
that is represented throughout the life course in the form of underage
drinking, excessive alcohol consumption after gaining independence
from parentsthat continuesin thelater yearsof one slife. A significant
portion of variability that occurs during the life-course is represented
during midlife. Chronic illnesses and disease become more prevalent
during thistime period. Lifestyle habitsareforced to change asaresult
of disease diagnoses. The medical diseasesthat emerge during midlife
may alter habitually chronic acohol drinking patterns for some while
others continueto heavily drink.

The twentieth century Americawas marked by greater financial
freedom and wealth for familiesin addition to better health conditions.
A product of the nation s affluence and improved health choices,
environmentsand careresulted in very high birth ratesduring thistime.
The baby boomer populationisaresult of thistime period in American
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history. However, the healthy legacy of the twentieth century may be
cancelled out by thelifestyle practices of the baby boomer generations.

For example, more baby boomers are overweight and consumeillegal

drugswhich result in premature death and various chronic conditions.

The detriments to health caused by lifestyle choicesincluding chronic
alcohol abuse and other circumstances will drastically affect the
healthcare system as the 78 million baby boomers continue to age.

Americans can expect ... of the population to be over the age of 65 no
later than the year 2050. Thisdemographic shift isprojected to resultin

assisted and long-term care costs more than doubling and total spending

for personal care services for the aged are estimated to increase
approximately 170 per cent from 1991 and 2050 (Minkler & Estes,

1999).

Cultura influence can have negative or positive effects during the
turning points within an individual s life. These influences have
undoubtedly |ed to more heal th consciousindividual sin the baby boomer
population. These same influences have resulted in tremendous
pressures that result in addictive behaviors. Many baby boomers
continue to drink in spite of the numerous health warnings associated
with alcohol consumption. Cultures supply the motivational patterns
and symbolicinterpretationsinlight of whichindividualsthink of narretive
histories, project their visions of thegood life, interpret their needs and
the like (Minkler & Estes, 1999). A common cultural influence in
American society isthat of productivity. Thisideaisdisconnected from
individualswho are past middle age. Baby boomers, asthey grow older,
may not be considered as productive members of society which could
continueto fuel the addictive behaviors of baby boomers asthey enter
into retirement. If older a coholics do not have the needed support and
value of society they may not have the incentives to change their life
long pattern of alcohol abuse.

The timing of events in one s life-course can change individual
trajectoriesand result in turning points. Thetiming of livesrefersto
historical location or time, the social timing of transitionsacrossthelife
course, the synchrony of individual careersand the lives of significant
others, and one slife stage at the point of social change. Thetiming of
an event may be more consequential than its occurrence (Moen &
Luscher, 1995). Baby boomers whose parents were less than 9 years
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of age were impacted differently than their older counterparts. This
differentiation may be the cause of the varying parenting styles
displayed by the baby boomers parents. Children of the Great
Depression illustratesthat devel opmental impairmentsof small children
(1 to 8 years old) were more prevalent during the Depression due to
increases in family stressors to provide for dependents who were too
young to contributeto financial resources of thefamily. The substantial
loss of wages and savings per family resulted in an increased jeopardy
to not uphold moral standards and the replacement of promotion family
togethernesswith familial chaos.

Linked lives are another component of the life course. Applying
this concept to the baby boomer population may first beillustrated by
their relationship with their families. Peoplethroughout their livesusually
have interconnected relationships with their relatives, acquaintances
and close friends. The scope and depth of linked lives and the
responsibilities associated with these relationships can either support
treatment for alcoholism or become the source of the illness. What
makes one child transition into a coholism in adulthood while the other
displaysno addictive behavior? Aging theory statesthat parentsestablish
the psychological framework of their children first. The determinant of
successful psychological devel opment in children and throughout their
livesismental and emotional resilience. Thisform of resiliencefacilitates
good judgment and promotes value of theindividual, hisor her family
and community. Persons who acquire psychological resilience better
managethe obstacles, hardships and problemsassociated with lifeitself.
Baby boomers who possess this quality will be better equip to handle
the stressors of life and therefore be less likely to become dependent
on alcohol as an alleviator of stress and depression.

Turning points, cultural influences, timinginlivesand linked lives
al affect one sability to adapt to achanging environment. The parent s
perspective and adaptation to change will undoubtedly effect their
children s opinions and sensitivities inside outside of the home. For
example, parents who are obsessively protective of money and other
valuables have the potential to foster the mistrust of nonfamily in their
children.
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Proposed M ethodology

Research pertaining to prevalence of alcoholism within the baby
boomer generation should include retrospectiveinterviews of the cohort.
The areas of interest should include childhood, midlife and current
perceptions to hel p determine the importance of turning points, linked
lives cultural influence as reasons for their alcohol dependence. After
the completion of each interview the life course information obtained
will be categorized as either trajectories, transitions, turning points,
cultural influences, timing in lives, linked lives or adaptive strategies.
Thiswill provide aunique perspective per individual for their lifelong
addictionto acohol.

Conclusion

Aging theory asit appliesto thelife course providesthe framework
for understanding how addictive behavior begins, ensuesand continues
or discontinues Thelife course perspective journeyswith an individual
as he or she ages and rel ates historical trgjectories, transitions, turning
points, thetiming of events, linked lives, and cultural influencesto their
adaptive strategies and behavioral expressions throughout his or her
life. Reviewing theimpact of change, historical events, family dynamics
and resilience over the course of alifetimewill prove more beneficial
for the treatment of acoholism in baby boomers. The most important
concept within the life courseisthat individuals and their reactionsto
change are unique as a result of varying circumstances throughout
their lives. If these variations are better understood within the context
of the baby boomer population the reduction of alcoholism within this
cohort may be greatly reduced.

Refer ences

Binstock, R.H. & George, L.K. (2006). Handbook of Aging and the
Social Sciences (6" ed.). Burlington, MA: Elsevier Inc.

Elder, GH. (1999). Children of the Great Depression: Social Change
in Life Experience (25" anniversary ed.). Boulder, CO: Westview
Press.

Ferrini, A.F. & Ferrini, R.L. (2000). Health in the Later Years (3
ed.). USA: The McGraw Hill Companies, Inc.



Alcoholism & the Baby Boomer Population 6b

Minkler, M. & Estes, C.L. (1999). Critical Gerontology: Perspectives
from Political and Moral Economy. Amityville, NY: Baywood
Publishing Company.

Moen, P. & Luscher, K. (2001). Examining Lives in Context.
Perspectives on the Ecology of Human Development (3¢ ed.).
Washington, DC: American Psychological Association.

Wethington, E. (2005). An Overview of the Life Course Perspective:
Implications for Health and Nutrition. Journal of Nutrition,
Education & Behavior, 37,115-120.

Willis, S.L. & Reid, J.D. (1999). Life in the Middle: Psychological
and Social Development in the Middle Age. San Diego, CA:
Academic Press.

Indian Jour nal of Ger ontology
2009, Val. 23, No. 1. pp66-78

Old Aged Quality of Life: Brazil Indiaa
Cross-cultural Perspective

Figueira, Helena A., Figueira, Joana A., Bezerra, Jani C.

and Dantas, Est@lio H.M.

Stricto Sensu Pos-graduation Program in Human Kinetics Sciences of

Castelo Branco University (Rio de Janeiro, Brazil)
Family Health Program Perequ@&-Mirim-
(Caraguatatuba, S°o Paulo, Brazil)

ABSTRACT

With the purpose of serving as a reference on dealing with the old
aged this cross-cultural research aimed to compare Quality of
Life of aged fromtwo opposite civilizationsto establish parameters
of impact on Quality of Life of old aged world-wide. Two non-
selected low income samples of aged volunteers, one from Brazil
(Figueira, 2008) and another one from India (Verma, 2008) were
taken. In this correlational descriptive research, the old aged
answered a WHOQOL questionnaire on Quality of Life, fromWorld
Health Organization (WHOQOL-OId and WHOQOL-100
respectively). Comparing their answers it was presented a
comparison of priority, Quality of Life, in the themes of the
guestionnaires by the old aged of both populations. The statistical
treatment contemplated two dimensional techniques of descriptive
statistical: mean and standard deviation. The evaluation showed
relation between life expectations and QOL. Death and dying
revealed through the lowest QOL the existence of a substantial
preoccupation in Brazl opposed to India. The same happened
with present past and future activities. Satisfaction with past
present and futureraised the QOL level in India old aged opposed
to that in Brazl. In general the Indian aged QOL finding was
higher than that of Brazl s low income old aged. This research
confirmsthe inference of social adjustment influencing hopes and
expectationsin QOL. It also informsthat Brazil sold aged quality
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of life concerning death and dying plusfuture and present activities
are lower than Indias. As both samples are composed by low
income old aged the observed QOL was also low. It is suggested
that works directed to the aged take in consideration this
comparison of evaluation of quality of life by aged of two distinct
civilizations.

Keywords: Quality of life (QOL); WHOQOL-OId; WHOQOL-100;
Old aged.

In a world scale the percentage of the over sixties population
increased considerably (Carrasco, 2007), and they are so numerous
that it isimpossibleto quite forget about them (Beauvoir, 1990). Life s
expectation is increasing nowadays, and populational aging occurs
worldwide (Dantas; Vale, 2008). In every country the measures to
help the old aged to remain healthy and active are amust, not aluxury
(WHO, 2002). Old age is aproduct of history, individual experiences
and social forces (Tareque, 2008), and the dignity of senior men
overcomesthe analysis of elementslike physical or moral pain, socio-
familiar isolation, loss of psychic autonomy and economic sufficiency
(Sommer-PLre, 2008). Investigating on ageing and eval uating ageing
effectson Quality of Lifedisclosesrelevant and actual redlities, leading
to better understanding of aging and elderly. Quality of life (QOL) as
an eternal quest for human beings is conceptualized as a generic,
multidimensional construct that describes an individual s subjective
perception of hisor her physical and psychological health, as well as
hisor her social functioning, environment, and general life status (Jang,
2004). Defined as a subjective well-being that reflects the distance
between individua hopesand expectations and the effective experience,
itssubjectivity can be supported by objectivefactors such asachieving
socio-cultural goalsasstatus, wealth, and physical well-being (Dantas,
2002). For old aged quality of life is more than rating their physical
health status; emotional and socia health are also recognized as very
important factors for their well-being (Srapyan et al., 2006). An
individual QOL perception, in socio-cultural reality, according to the
value system in which the person is inserted, as described by World
Health Organization (WHO), expresses aposition related to onesgoals,
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expectations, patterns and worries (WHO, 2006). Hence a broad
approach is essential for the purpose of comprising human being as a
whole (Vargj2o et al., 2007). With the purpose of approaching this
increasing populationinaway that isadequatetoitsreality in substitution
of the WHOQOL-100, WHOQOL group elaborated the WHOQOL -
Old: atranscultural questionnaire that evaluates the QOL of the old
aged, allowing a comparison between its self-evaluation on aging at:
sensory functioning; autonomy; future, present and past activities; social
participation; death and dying; and intimacy (Fleck, 2002). Aiming
favorable conditions of a healthy ageing rich in quality of life
characterizing the variables that determine a good quality of lifein
ageing is a must. Realizing the personalized, individualized QOL
evaluation, of old aged in both countriesisan attitude driven to prevent
or tominimizetheir rea necessities, either existential or not. Therefore
the purpose of this cross-cultural study is to bring together relatively
unrel ated socio-cultural -geographic areas presenting their old aged QOL
eval uation comparison.

Material and Methods

Ascross-cultural researchesrequire the use of common protocols
if the results are to be compared (Hawthorne et al., 2006a), a
comparative analysis was performed with the WHOQOL instruments,
only on the common areas. Based on this, comparing those researched
essays a comparative interpretation of value judgment was held
underlying thereality of the populations, generating a collective value
judgment, comparing facets and sample groups.

Preliminaries - Data Collection

The utilized protocols for QOL observation were the WHOQOL
guestionnaires developed by The World Health Organization (WHO)
in search of an evaluation instrument of quality of life. Data were
collected by QOL instrument application: WHOQOL-OLD (Brazil)
and WHOQOL-100 (India). The items were on 5 point Likert scale
ranging from strongly disagree (1) to strongly agree (5) hence high
scoreindicates high quality of life. The WHOQOL-100 (World Health
Organization Quality of Lifeinstrument, with ahundred questions) had
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its questionstested and those with strongest statistical weight and high
relevance pondered in order to develop a specific WHOQOL-Old
instrument for elderly (WHO, 2008). Nineteen out of 24 original facets
of WHOQOL-100 were cited as relevant for QOL of old adults.
However, the facets' body image and appearance, work capacity,
negative feelings, sexual activity and dependence on medication or
treatment received suggestions of relevant alterations by the old people
themselves (Fleck et al., 2003). The WHOQOL-OId is a WHOQOL
adaptation to aged in atranscultural approach (Winkler, 2006). Hence
the total score of QOL and some items that remained still were
compared, as a facet by facet comparative analysis was not feasible.
Therefore it was possible to perform a special comparison. The
guestionnaireisindividually applied viaface-to-faceinterviews, and it
isasked of individualsto havein mind their own values, hopes, pleasures
and concerns, based on the last two weeks when they re answering to
it. Every old aged that participated in those researcheswasindividually
oriented related to the actions driven in the QOL tests, to which they
were submitted, according to Helsinki Declaration (1996).

Sample

Both samples are composed by old aged, (defined as over sixty
(WHO, 2002), both genders, low income, non-selected, volunteers.
Brazil ssampleiscomposed by 31 (Figueira, 2008) old aged attended
by Family Health Program and India s sample is composed by 60 old
aged from both rural and urban areas (Verma, 2008).

Data Analysis

The mean (a descriptive statistical technigue through frequency
distribution in relative values) was utilized aiming to observe the
evaluation of quality of lifein each sample., In order to homogenizethe
QOL values coming from both WHOQOL questionnaires a uniform
percentile scale was adopted transforming data.

Results

Table 1 presents that concerning to the total score of quality of
life this old aged self-evaluation was around the same value, although
Indian elderly revealed to be more satisfied. The same happened
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concerning social participation where Brazilian aged reveal ed 48% of
QOL, in contrast to 54% in India. But, on the two other themes there
was higher difference, as Brazil s lowest QOL on death and dying,
38% of satisfaction, demonstrates the existence of a massive
preoccupation on thetheme, quite oppositeto Indian aged that reveal ed
regular satisfaction in this area (55%). Another remarkable difference
was on future, past and present activities: while Brazilian aged are not
much satisfied, nor unsatisfied (50%), Indian aged related the higher
satisfaction in this area (66%).

Table 1 : The Means Comparative Analysis

Contents Brazil India
Autonomy 45% 49%
Future, Present and Past Activities 50% *66%
Social Participation 48% 54%
Death and Dying 38% 55%
Total Score (TS) 48% 51%

Observation: * not measured with WHOQOL, but with aDiener scale

Figure 1 presents that in all the studied area the self-evaluated
quality of lifeof old aged in Brazil slow income population attended by
Family Health Program was aways|ower than the self-eval uated quality
of life found in India. Although India and Brazil observed means at
each theme analyzed were quite similar related to autonomy, and also
not much different on social participation, Indian old aged self-evaluation
of quality of life showed to be always higher than the ones of Brazilian
old aged. Adding to this observation it is possible to visualize the
meaningful difference on the quality of life concerning the other two
themes:. death and dying plus future, present and past activities. The
graphic presentation on figure 1 allows checking the distinctive quality
of life of these samples on those themes. It makes it possible to
distinguish, to recognize the difference between the old aged quality of
lifein both countries, viathese two sample studies' results. It enables
one to observe the remarkable characteristics of the self-evaluated
quality of life with no possible misrepresentation or distortion as the
numbers in the table speak for themselves.
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Figure: A graphic comparison between theanalyzed topicsmeans

Aged presented somedilemmasin thisresearch, establishing value
judgment on important aspects of their existential lives: on their lives
and existence.

Discussion

Population ageing has major consequences and implications for
al facetsof human life: impact on economic growth, savings, investment
and consumption, labor markets, pensions, taxation and intergenerational
transfers; health and health care, family composition and living
arrangements, housing and migration; influencing voting patterns and
representation (Tareque, 2008). Hence studying the elderly quality of
lifeisan actual contribution on the proposal of improving socia balance.
Investigating the relationship between judgments about different
dimensions of quality of life and the importance attributed to them,
Skevington et al. (2006) applied what they stated as the WHOQOL
Group s definition of QOL which indicates that those who report the
very poorest QOL will be least likely to have met their own goals,
expectations, standards and concerns. The main effects from overall
analysis confirmed that those reporting the largest negative differences
tended to report the poorest QOL and also attached a high degree of
importance to these dimensions in that survey with 4802 participants,
in 15 countries. Having the purpose of asking elderly what they do
consider important on determining their quality of life, developing
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interviewsto alarge population with large range on many communities,
with or without infirmities, it isfound that aged differ from adultsmainly
for attributing low weight to |abor and high to health. Aged constitute a
particular group, and as so, they present relevant specificity to the quality
of life. It is observed sufficient unanimity to confirm that old adults
have peculiar questionsin common with themselves. Popul ational ageing
demands specific studiesinvolving the aged. Each old aged popul ation
has a personal evaluation of certain domains, according to Browne et
a apud Fleck et al. (2003), though the aged have questionsthat can be
generalized and that differ from grown-up populations. Itisseeninthis
Brazil-India essay. Attention towards conditions regarding quality of
lifein old aged, aswell as variations or restrictions brought by ageing,
areissues of scientific and social relevance (Fleck et al., 2002).

Over the last few years, there has been a growing consensus that
quality of lifeincludes objective dimensions, e.g., diagnosis, housing,
and economy, aswel| as subjective dimensions (Luleci, 2008). Related
tothetotal scoreand to autonomy, both groupsrevealed similar concern.
Related to the other themes, there was a meaningful difference.
Concerning social participation Brazilian old aged reveal ed 48% of QOL,
in contrast to 54%in India. Social inequalitiesmay contribute to a poor
quality of life, statesL ucchetti et al. (2008) whileinvestigating therole
of social, environmental, and economic factorsin determining subjective
perception of aging in older people coming from metropolitan and rural
areas of Southern Italy. Social and physical domains wererelevant in
Pereira et al. (2006) WHOQOL -Brgf aged research that confirms
thisBrazil-Indiastudy where, concerning social participation Brazilian
aged revealed 48% of QOL, in contrast to 54% in India.

A comparative observation with elderly random sample community
researched by Hawthorne et al. (2006b) examining QOL via
WHOQOL-Brgf instrument where the author suggests that the
preliminary results may be used as reference points for interpreting
QOL scores showsthat PSF elderly popul ation of thisresearch presents
poor quality of life. Asit wasobserved that in all domainsthe quality of
life verified was above 70%, while in this study of Brazil aged in no
facet reached 60% and the total score remained below 50% and in
India, although higher, did not reach the 70% either. Quality of lifeis
quitelow for the elderly populations of these studies, compared to Dutch
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nursing homeresidentsaged (Nijset al., 2006), that verified total quality
of life of 60% (TS). Results lead to abad quality of life by Brazil and
India s non-demencial population, with the QOL found being almost
the same mean total score for demencial level 1 population in Giani
(2005) viaWHOQOL-100. Findings of Scocco et al. (2006) comparing
demented old aged to healthy subjectsobtained them to be no different
andin someareas (general QOL, independence and social relationship)
even better (demented total scoreequals 72; healthy total scoreequals
71). Also among elderly peoplelivingin nursing homesin Turkey using
the WHOQOL-Brdf, the study indicates a mean score of 54.29. This
research on Brazil and India aged found amean score for the group of
49% and 51% respectively. Comparison drives to the conclusion that
thequality of liferelated by Luleci et al. (2008) is much more satisfying
than the one observed in these studies, and aso inferior to the 60.76
found by Prosenewicz (2006) through WHOQOL-Br@f leading to a
conclusion that the quality of lifein these studiesislower than that of
the 600 low income old aged in aBrazil sSouth Region city. Comparing
a survey conducted on wealthy aged by Mello and Morucci (2005)
utilizing WHOQOL -100 that identified thetotal score of quality of life
equalsto 63.4 with these two samples studied of low income average
populationinIndiaand Brazil, it is possible to reaffirm the conclusion
that quality of life of higher incomelevel old aged overcomes quality of
lifeof low income ones. Thisobservation confirmsthe anterior concepts
of QOL being related to income, as stated by WHO (2002) in the first
QOL definitions. Thisconclusion isemphasized by the research based
on the WHOQOL-100 for the assessment of quality of life where
Rocha and Fleck (2002) developed a QOL study in Brazil with 238
aged. WHOQOL domains showed results between 50% and 72%.
Comparing with thisstudy, it is observed that the quality of liferelated
by them iswider range and higher than the one observed inthisBrazil s
study athough similar in valuesto the Indiapopul ation. Also the obtained
scores in these studies compared to the aged studied by Varegj%o et a
(2004; 2007) through WHOQOL-100, it isobserved that there are some
quite inferior scores and some that are quite superior to the finding of
that population, varying wide range. This opposes the smooth pattern
in the facets of QOL of Family Health Program old aged from Brazil s
study and is similar to those of India.
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Examining the quality of lifeof old aged in Canadian and Brazilian
regions Paskulin (2007) concludesthat the general QOL washigher in
Canada than in Brazil via the WHOQOL-Br@f applied to random
samples of 202 elderly in Canada and 288 in Brazil, finding that the
same pattern of factors (satisfaction related to health, enough money,
meaning of lifeand |eisure opportunities) contributed to the variance of
QOL in both countries. That matchesthefinding of thisold aged India
study where meaning of life was a contributor to improve the QOL
level. And Brazil slowest QOL on death and dying, 38% of satisfaction,
demonstrates the existence of a massive preoccupation on the theme
confirming the quoted pattern. Also Indian aged revealed satisfaction
in this area (55%).

Another remarkabl e difference found between the old aged rel ated
to quality of lofe in Brazil and India was on future, past and present
activities: while Brazilian aged are not much satisfied, nor unsatisfied
(50%), Indian aged related the higher satisfaction in this area (55%).
That can be explained by Beauvoir (1990) conclusion that in western
society the tragedy of old age is that the system does not offer to the
individual areasontolive: the overwhelmingwork turnsdaily lifeinto a
masquerade absence of alife s goal. As age advances the old aged
has to face that he has no long a place in this world, as he has never
had it although hejust had no timeto recognizeit. It isIndian common
sense that the old aged should be considered not as a burden to the
society but their valuable experience should be utilized fruitfully, and it
should betheresponsihility of the society and the government to impart
an improved and effective quality of life to them in return for their
lifelong dedicated services towards their children and the nation
(Tareque, 2008).

Conclusions

K nowing the concepts of the researched popul ation and searching
for the perception of their needing it ispossibleto develop strategiesto
know how the old aged perceivetheir aging. The proper concerning of
asking the old aged what they consider important on determining their
quality of lifemakesit possibleto help them produce themselves, inthis
new phase of their livesasold aged, to transcend their aging dilemmeas.
As both samples are composed by low income old aged the observed
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QOL was comprehensible low. Observing ageing as an existential
problem on the old aged livesit is clear in these findings that aged of
thisBrazil sstudied sampleattributing higher weight to death and dying,
were less satisfied dealing with that theme than with no other. On the
other hand this India s studied sample relates a feeling of well-being
regarding that theme, and the highest QOL related to future, present
and past activities. Hence it is possible the inference, from the results
found in this research that being negatively influenced by death and
dying, fearing death and also not at all stimulated by future activities
thisBrazilian popul ation opposesthe Indian whois positively influenced
by it rejoicing over future, present and past activitiesand not living the
perspective of death in the same way.

Refer ences

Beauvoir, Simonede. (1990). Aged. Trandated by MariaHelenaFranco
Monteiro. 2 ed. Nova Fronteira. Rio de Janeiro.

Carrasco, L.M. (2007). International Perspective on Quality of Lifein
older Adults: TheWHOQOL-OId project. 18e: 72 p 130-7. \Vertex,
Buenos Aires.

Dantas, Est@dlio H.M. (2002). Fitness, Health Wellness and Quality of
Life. Physical Education Mineira Review. v.10 n.1, p.106-150,
Rio de Janeiro.

Dantas, Est@lio H.M. andVale, R.G.. (2008). Physical Activity and
Healthy Aging. Shape. Rio de Janeiro.

Figueira, H.A. (2008). Evaluation of aging effectson Quality of Life of
Aged attended by Family Health Program. Master Degree in
Human Kinesiology Thesis. Pos-Graduation and Research Pos-
Rectory. Castelo Branco University. Rio de Janeiro.

Fleck, M.P,, Chachamovich, E. and Trentini, C.M. (2002). Quality of
life in old adults. a perspective from focal groups in Brazil.
Brazilian Psychiatry Review. December. vol.24 suppl.2 S0
Paulo.

Fleck, M.P,, Chachamovich, E. and Trentini, C.M., WHOQOL-OId
(2003). Project: method and focus group resultsin Brazil. Public
Health Review. December. 37(6): 793-9.

76 Indian Journal of Gerontology

Giani, T.S. (2005). Dementia effects on Aged Autonomy and Quality
of Life. Master Degree in Human Kinesiology Thesis. Pos-
Graduation and Research Pos-Rectory. Castelo Branco
University. Rio de Janeiro.

Hawthorne, Graeme; Davidson, Natasha; Quinn, Kathryn; McCrate,
Farah; Winkler, Ines; Lucas, Ramona; Kilian, Reinhold and
Molzahn, Anita. (2006a). Issues in conducting cross-cultural
research: implementation of an agreed international protocol
designed by the WHOQOL Group for the conduct of focusgroups
eliciting the quality of life of older adults. Journal Quality of
Life Research. Volume 15, Number 7. P 1257-1270.

Hawthorne, Graeme; Herrman, Helen and Murphy, Barbara. (2006b).
Interpreting the WHOQOL -Bref: Preliminary Population Norms
and Effect Sizes. Social Indicators Research, v.77, n.1, p. 37-
59 May.

Helsinki Declaration 1996. http://www.ufrgs.br/bioetica/hel sins.htm.
Access. May 2008.

Jang Y., Ching-Lin H., Wang Y. and Wu Y.H., (2004). A validity study
of the WHOQOL Bref assessment in persons with traumatic
spina cord injury, Arch. Phys. Med. Rehabil. 85 : 1890 1895.

Lucchetti, Maria; Corsonello, Andreaand Gattaceca, Romina. (2008).
Environmental and social determinants of aging perception in
metropolitan and rural areas of Southern Italy. Archives of
Gerontology and Geriatrics. 46(3) : 349-357, Elsevier.

Luleci, Emel; Hey, William and Subasi, Feryal. (2008). Assessing selected
quality of lifefactorsof nursing homeresidentsin Turkey. Archives
of Gerontology and Geriatrics. 46(1): 57-66, Elsevier.

Méello, D.M. and Morucci, C. (2005). Evaluation of Quality of Life of
Aged practicizing regular physical activity. Physical Education
Course Conclusion Thesis. Est/Acio de S/A UniversityRio de
Janeiro.

Nijs, Kristel, Graaf, Ceef, Kok, Frans and Staveren, Wija. (2006).
Effects of family style mealtimes on quality of life physical



Old Aged Quality of Life 77

performance and body weight of nursing homesresidents: cluster
randomized controlled trial. BMJ 332(7551): 1180-4.

Paskulin, L.M.G. and Molzahn, A. (2007). Quality of Life of Older
Adults in Canada and Brazil. Western Journal of Nursing
Research 29(1) : 10-26.

Pereira, R.J., Cotta, R.M.M., Franceschini, S.C.C., Ribeiro, R.C.L.,
Sampaio, R.F, Priore, S.E. and Ceco, PR. (2006). Contribution
of physical, social, psychological and environmental domainsto
aged global quality of life. Psychiatric Review 28 (1) Porto Alegre.
Rio Grande do Sul.

Prosenewicz (2006). Relationship between quality of lifeand physical
activity in Rodeio Bonito RSMunicipality aged. Master Degree
Thesis. Santa Catarina West University. Joa aba.

Rocha,N.S. and Fleck, M. (2002). Health status and quality of life- the
effect of spirituality, religiosity and personal beliefs. Psychiatric
Brazilian Review. v. 24 suppl. 2 S0 Paulo.

Scocco, P, Fantoni, G. and Caon, F. (2006). Role of depressive and
cognitive status in self-reported evaluation of quality of lifein
older people: comparing proxy and physician perspectives. Age
and Ageing, 35(2): 166-171.

Skevington, S.M. and O Connell, K.A. The WHOQOL Group (2004).
Can we identify the poorest quality of life? Assessing the
importance of quality of life using the WHOQOL-100. Quality of
Life Research: AnInternational Journal of Quality of Life Aspects
of Treatment, Care & Rehabilitation 13(1): 23-34.

Sommer-Ptre and M. Le. (2003). Old Age: ethical problems in old
aged. in Moral Philosophy and Ethics Dictionary. org. Monique
Canto-Sperber Unisinos, Vv . 2, pp. 745-748, Rio Grande do Sul.

Srapyan, Z., Haroutune, K. and Petrosyan, V. (2006). Role of depressive
and cognitive statusin self-reported eval uation of quality of lifein
older people: comparing proxy and physician perspectives. Age
and Ageing 35(2) : 190-193.

] Indian Journal of Gerontology

Tareque, |. (2008). Bangladesh Population Ageing and Life
Expectancies: 1950-2050. Indian Journal of Gerontology, 22
(1) : 119-126.

Vargj?o, R. (2004). Comparing the effects of stretching and flexing
on the levels of flexibility, autonomy and quality of life of
aged. Rio de Janeiro: Thesis (Master Degree in Kinesiology
Science). Pos-Rectory of Research and Pos-graduation. Castelo
Branco University.

Vargj?o, R., Dantas, E.H.M. and Matsudo, S. (2007). Comparison of
effects of stretching and flexing on the levels of flexibility,
autonomy and quality of life of aged. Brazilian Science and
Movement Review 15(2) : 87-95. Rio de Janeiro. Brazil.

Verma, S. (2008). Working and Non-Working Rural and Urban Elderly:
Subjective Well-Being and Quality of Life. Indian Journal of
Gerontology 22 (1) : 107-118.

WHO World Health Organization. Constitution. WHO, New York.
1946. http://www.who.int/governance/eb/who_constitution_en.
pdf. 2006.

WHO - Active Ageing. A Policy Framework. (2002). Dispon vel em:
(http://www.who.int/hpr/ageingLIAcess: 16 Jan 2008.

WHO WHOQOL-OId Manual  http://www.ufrgs.br/psig/whoqol -
ol d%20manual %20portugues.pdf. 2008

Winkler, I., Matschinger, H., Angermeyer, M.C. The WHOQOL-OId
Group. The WHOQOL-OId (2006). A questionnaire for the
intercultural measuring of quality of life in the elderly.
Psychotherapie Psychosomatik Medizinische Psychologie. 56
(20). pp. 63-69.



Indian Jour nal of Ger ontology
2009, Val. 23, No. 1. pp 79-87

Compar ative Sudy on Stress, Coping Strategies
and Quality of Lifeof I nstitutionalized and Non-
institutionalized Elderly in Kottayam District,
Kerala

Mercy Anu Mathew, Linu Sara George and
Nandakumar Paniyadi
Department of Mental Health Nursing, Manipal College of Nursing,
Manipal University, Manipal, Karnataka.

ABSTRACT

This study aims to assess the stress, coping strategies and quality
of life of institutionalized and non-institutionalized elderly in
Kottayam district, Kerala. Data used in this study were collected
from an old age home and a village in Kottayam with sample of
150 respondents aged 60 or older. The survey used different tools
such as socio-demographic proforma for institutionalized and
non-institutionalized elderly, stress rating scale, a coping
inventory, and WHOQOL-BREF scale. The present study reveals
that institutionalized elderly have more stress and less quality of
life compared to non-institutionalized ones.

Key words : Stress, Coping strategies, Quality of life, Institutionalized
elderly, Non-ingtitutionalized elderly.

Ageingisaprogressive generdized impairment of function resulting
in the loss of adaptive response to stress and growing risk of age
associated diseases (Boon et al, 2006). As per the WHO guidelines
people 60-74 years of age are called elderly and those between 75 and
85+years of age as old (Ghosh,2006).

Theworldisrapidly aging: the number of people aged 60 and over
asaproportion of theglobal populationwill doublefrom 11% in 2006 to
22% by 2050. By then, therewill be older peoplethan children (aged O-
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14) in the population for thefirst timein human history (WHO.Geneva;
2007).

According to the 2001 census, India is home to more than 76
million people aged 60 years and over. The absolute numbers will
increasefrom 76 millionin 2001 to 137 million by 2021. Life expectancy
has increased enormously from 42 years in 1947 to 65 years today
(Rao TSS and Shaji KS, 2007).

For the past 50 years there has been a distinct change in the
Indian family system. Joint families are turning into nuclear families.
The status of the elderly has al so changed in the present family system.
Earlier aged members were regarded as having supreme power and
their experience and wisdom were utilized to solve important family
issues. This conflict in the value pattern makes elderly people,
particularly those who are retired from service and other occupation,
mentally isolated from the family. The feeling of loneliness along with
thenatural agerelated declinein physical and physiological functioning
makes them proneto psychological disturbances. In some caseselderly
members of relatively rich families or aged persons who have nobody
to look after takes shelter in old age homes. The elderly live in these
homes merely in terms of existence to complete the last phase of their
lives (Ghosh, 2006).

According to 1991 Indian censesfigures the highest proportion of
elderly among the states and union territorieswasfound in Keralawith
8.77% and is expected to increase to 19 per cent in 2021 and to 35 per
cent in 2051.With life expectancy approaching 70 years an average
Keralite spends one fifth of his/ her lifetime in old age. Currently,
Kerala has more than 100 old-age homes, the highest number among
al the states and Union Territories of India (Centre of Developmental
Studies, Trivandrum).

Minal P. and Kamala R (1995) conducted a study to find out the
adjustment pattern of 30 institutionalized and 30 non-institutionalized
elderly in Ahmedabad city, Gujarat. The mean adjustment scores of
institutionalized el derly were 52.96 showing less adjustment and that of
non-institutionalized el derly was 35.43 showing high adjustment which
reveals that the institutionalized elderly are having poor adjustments
compared to the non-institutionalized el derly.
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Kanwar P. and Chadha N.K. (1998) conducted a comparative
study to assess the psycho-social determinants of 60 institutionalized
and 60 non-institutionalized elderly in Delhi. It wasfound that the mean
scores of depression and loneliness of institutionalized elderly were
23.66 and 66.15 against 20.90 and 46.30 among non-institutionalized
elderly. Thisreveals the severity of depression and |oneliness among
institutionalized elderly. Another study conducted by Agarwal S. and
Srivastava S.K. (2002) indicated that emotional states like anxiety,
depression and guilt aremorein old peopleliving ininstitutions.

Theforegoing review of literature depictsaclear picture of psycho-
social problemsof institutionalized el derly. Theresearcher aready had
an experience of working with institutionalized elderly and knowing
their problems as a part of academic posting which, along with the
literature evidences, proved her to undertake the present study.

Two main hypotheses have been formulated for the present
investigation.

H,. Therewill be significant difference between the stress, coping
strategies and quality of life of institutionalized and non-
institutionalized elderly.

H,. Therewill besignificant relationship between
« Stress and coping strategies
« Stressand quality of life
e Coping strategiesand quality of life

Method
Sample

The sample consisted of 150 elderly (60 yrs. and above) i.e., 75
institutionalized and 75 non-institutionalized elderly. Subjects were
selected from an old age home in Kottayam district (Mundakapadam
Agathimandiram, Manganam.) and Paingana village in Mundakayam
panchayat using purposive sampling technique.

Tool | &11- Socio-demographic proforma for institutionalized
and non-institutionalized elderly

The socio-demographic proformafor non- institutionalized elderly
consist of 11 items such as age, gender, religion, marital status,
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educational status, occupation inthe past, monthly family income, number
of children, type of family, source of income and living arrangements.

The socio-demographic proforma for institutionalized elderly
consisted of 12 items which covered items like age, gender, religion,
marital status, educationa status, occupation in the past, monthly income,
number of children, reason for institutionalization, person responsible
for admission, duration of stay and source of income.

Tool I11-Stress rating scale

This is a structured scale which consists of 25 items covering
variousdimensionslike physical, psychological, family, socia, spiritual,
etc. Eachitem of thetool was scored on afour point rating scale under
the options always (1), sometimes (2), rarely (3) and never (4) . The
maximum and minimum scores were 100 and 25 respectively. The
scoreswerearbitrarily classified asmild stress (25-49), moderate stress
(50-74) and severe stress (75-100).

Tool I11-Brief COPE (Carver, 1997)

The Brief COPE is an abbreviated form of the COPE (Carver,
Scheier& Weintraub, 1989) consisting of 14 scales of 2 items each
measuring conceptually different coping styles. Response optionsrange
from 1 (I haven t been doing it all) to 4 (I have been doing thisalot).
Theauthor recommends no overall score on thismeasure but generating
dominant coping stylesfor agiven person.

Tool IV-WHO QOL-BREF scale

The WHO QOL-BREF is an instrument to measure quality of
life. It produces scores relating to 4 large domains, namely physical
domain, psychological domain, social relationship domain and
environmental domain. This scale contains a total of 26 questions.
Domain scores are scaled in a positive direction (i.e. higher scores
denote higher quality of life) on afive point scale.

Results and discussion

Datainfig: 1 revea that amongtheingtitutionalized el derly, mgjority
(72%) had mild stress and 28% had moderate amount of stress. None
of them reported to be having severe stress. Among the non-
institutionalized el derly majority (90.7%) had mild stressand those with
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moderate and severe stress reported to be 8 % and 1.3%.This findings
get support from Kanwar P and Chadha N.K. (1998) reporting that
mean scores of depression and loneliness were higher among the
institutionalized elderly compared to the non-institutionalized group
(20.40and 65.50 against 18.50 and 48.40).Agarwal S and Srivastava
SK (2002) reported that emotional states like anxiety, depression and
guilt aremorein old peoplelivingininstitutions.

100 90.7
90
80 72
- ] O Institutionalized elderly
()
g 607 O Noninstitutionalized
S 504 elderly
]
g 407 28
30+
20+ 8
1.3
104 |
=
0 1
Mild Moderate Severe
Level of stress

Figure 1 : Level of stressof institutionalized and non-institutionalized
elderly

Datain table 1 reveal that both among the institutionalized and
non-institutionalized elderly percentage scoreswere higher inthe area
of religious coping (96.5% & 97.2%); other coping mechanismswere
use of instrumental support (81% & 86.3%) and acceptance (81.2%
& 80.7%). Basha SA and Ushasree S (2003) reports that 80% of the
ashramites used religious coping while non-ashramites preferred 40%
for religious coping followed by 15% for active cognitive coping.

Data in table 2 reveal that the mean scores were higher in the
domain of environmental health for both the institutionalized and non-
institutionalized elderly and the total mean scores were higher among
the non-institutionalized el derly compared to theinstitutionalized el derly.
Barua A et al. (2005) conducted a study to assess the domains of
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quality of lifein the geriatric populationin Karnataka. Resultsindicate
that the mean scores in each of the four domains were found to be
similar (physical-2.9, psychological-2.6, social relations-3.5 and
environmental -2.7).

Table 1: Percentage scores of coping strategies used by the
institutionalized and non-institutionalized elderly
N=150 (75+75)

3. Coping strategies Ingtitutionalized ~ Non-institutionalized
No. elderly elderly
Obtained %age  Obtained  %age
score score
1 Sef-distraction 2% 303 210 5
2 Active coping 3067 612 349 582
3 Denid 168 2 152 253
4  Substance use 192 ) 150 )
5 Useof emotional support 470 783 492 &
6 Useof instrumental support 490 8L7 518 86.3
7 Behaviora disengagement 176 2.3 1%6 2%
8 Venting 418 69.7 438 73
9 Positivereframing 233 48 185 3038
10 Planning 281 468 174 2
11 Humor 223 372 152 253
12 Acceptance 487 812 434 80.7
13 Religion 579 %65 533 97.2
14 Sdf-blame 210 b 168 2

M aximum scor e-600

Table 2: Mean and standard deviation of domain scores of
quality of life among institutionalized and non-
institutionalized elderly N=150(75+75)

S Domans Institutionalized Non-institutionalized
No. elderly elderly
Mean SD Mean SD
1 Physical 18.7 3.2 21.9 3.9
2 Psychological 18.3 2.3 20.8 2.7
3  Socid relation 9.7 15 11.7 15
4  Environmenta health  31.2 2.4 319 4.4
Total 77.9 9.4 86.3 125
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Datapresented in table 3 reveal that thereissignificant difference
between stress and quality of life of institutionalized and non-
institutionalized elderly which clearly indicates that institutionalized
elderly experience high stress and low quality of life compared to the
non-institutionalized elderly. An empirical study conducted by Kanwar
P, Chadha N.K.(1998) which is consistent with the present study
revealed that there is significant difference between loneliness of
institutionalized and non-institutionalized elderly at 0.01 level of
significance.

Table 3 : Comparison of stress, coping strategies and QOL of
institutionalized and non-institutionalized elderly N=75

Variables Institutionalized  Non-institutionalized 't’
elderly elderly value
Mean SD Mean SD

Stress 43.9 10 33.1 115 6"
Coping 56.9 42 61.1 9.9 1.4
Quality of life 822 111 978 15.8 3.00*
*t 4 =1.96, p< 0.05

Naik A (2007) reported there is significant difference in senior
citizens staying with family and senior citizens staying in old age home
at p<0.01.The findings get further support from Kavitha A K (2007)
reporting that overall mean score regarding quality of life was found
higher among senior citizensliving infamily set up than the senior citizens
living in homefor the aged.

The data presented in table-4 shows that there is significant
relationship between stress, coping strategies and QOL of
institutionalized elderly. Thusit can beinterpreted that thereisanegative
correlation between stress and coping strategies, and stressand quality
of life. Frazier L.D. et al. (2002) reported that anxiety sensitivity was
significantly correlated with emotional regulation (r=0.29, p=0.006) and
distancing (r=0.26, p=0.01).

The data presented in table-5 show that there is significant
relationship between stress, coping strategies and QOL of non-
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institutionalized elderly. Thusit can beinterpreted that thereisanegative
correlation between stress and coping, and stress and quality of life.

Table 4: Relationship between stress, coping strategies and
QOL of institutionalized elderly N=75

Variables r df S
Stress & coping 0.70 73 S
Coping &quality of life 0.67 73 S
Stress & quality of life 0.85 73 S
*T 75 =0.232, p<0.05

Table 5: Relationship between stress, coping strategies and
QOLof non-institutionalized elderly  N=75

Variables r df S
Stress & coping 0.58 73 S
Coping &quality of life 0.71 73 S
Stressand quality of life 0.81 73 S
*T 75 =0.232, p<0.05

The aforementioned resultsindicate that elderly people need specia
attention as a special concern group. There is much scope to reduce
the physical and psychosocial problemsand improvethe quality of life
of the elderly by providing health care services based on the needs of
the elderly. Thereisalso aneed for organizing counseling programmes
for the elderly living with family and staying in the geriatric homes.
Much of the psycho socia problems can be prevented or minimized
with communication and having peopleto sharethe problem. Thiscalls
the need for more social agencies.
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Under standing Sexuality intheL ater Years

Smita Bammidi
Department of Psychiatric Social Work, NIMHANS, Bangalore

ABSTRACT

A significant gap exists between the reality and meaning of
sexuality sensuality for the elderly and the per sistent, widespread
mythology and destructive stereotypes associated with this age
group. Evidence indicates the importance and centrality of
sexuality through out the devel opment of the human family from
primitive to modern times. Research, although still rudimentary,
has provided data which indicated the continuity of the interest
in and need and capacity for sexual expression among human
beingsinto the ninth decade of their lives. Most of the early research
on sex focused on the physical acts of intercourse and orgasm but
ignored thewhole person. It hasnow becomeincreasingly evident
that the whole person -personality, physiology, and integrated
life experiences isinvolved in sexual-sensual behavior . Thereis
little doubt that gender identity, role ascription, and the qualities
of femaleness and maleness contribute to the sexual behavior of
every human being; yet these attributes are largely submerged in
the neuterdom assumed to be the state of the late middle and
older ages. The many jokes and stories that ridicule sexuality in
the later years accurately reflect our society s hostile, insulting
attitudes towards both sex and old age. The stereotyping of older
men and women as sexlessisthe ultimate exampl e of ageism. But,
as with other forms of prejudice, this devastating myth about the
nature of ageing can be laid to rest once we obtain and
disseminate correct information regarding various myths about
sexuality in the elderly from physiological, psychological and
social perspectives.

*This articleis arevised version of the paper presented at the National Seminar on
AginginIndia Issuesand Challenges held at AndhraUniversity, Visakhapatanam
(23-24 March 2007)
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Throughout their youth individua sare given to understand the code
of sexua conduct of their culture. Theseincludeinformation pertaining
to sexual behaviour and conduct. Today the sexua concerns of the
young are at | east discussed, though the opinions, coming from different
sources such as parents and peer groups, often conflict. Itisgenerally
felt that while sexual interest starts during adolescence it peaks during
young adulthood and slowly tapers down and declines with the age.

The heavier emphasis on sexuality in thefirst 25 years of thelife
cycle, the formative years, results in poor preparation for the life
crisesthat must be faced by many in the later years (Weg, 1978). This
leads to aparadoxical situation. While they are concerned about their
sexuality they are also subjected to the effects of their socialization
during their childhood, which indicatesthat they should not be concerned
about sex once they pass this youth.

Defining Sexuality

Sexuality involvesgiving and receiving sexual pleasure, aswell as
enabling reproduction. Sexuality isatotal sensory experience, involving
the whole mind and body, not just the genitals. Sexuality isshaped by a
person s values, attitudes, behaviours, physical appearance, beliefs,
emotions, personality, likesand dislikes, their spiritual selves, aswell as
all the ways in which one has been socialized.

Defining Later Years

Thereisno cultura universality about the point at which someone
passes into the status of an old man or an old woman. There are
indications, however. In many cultures the climacteric in a woman
marks a change in her status and roles. No such change is marked in
a man, although a man monogamously married to a woman who has
experienced menopause may be seen as sharing her status change. In
other cases, the marriage of children or the appearance of grandchildren
are the demarcations of age. Another major change, particularly in
extended families, isthe point at which the adult child, usually an ol dest
son, and daughter inlaw become practical heads of the house, although
the parents may maintain positions of respect. Still another more
commonly recognized transition is reached when individuals, usually
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by this point widowed, are no longer capable of caring for themselves
physically and must become dependant on rel atives.

At this stage, once they attain the status of older persons, thereis
be no consideration for their privacy asit is assumed that they will no
longer indulge in sexual acts or sexual expression. Itisonly till they
have earning power and are independent that they can live on their
own terms (Bali, 2000).

In many familiesin the Indian context, the older parents cease to
have a separate room, and a bed in the living room becomes their
place. Evenif it isrecognized that the elderly need privacy, they are
expected to make adjustments at the cost of their freedom for sexual
expression (Sharma, 2002). The restrictions made by the family for
sexual expression are more in case of an unmarried or single man or
woman in the later years.

Sexual Myths and attitudes related to the elderly

Although sex roles have changed and there has been more freedom
of sexual expression since the 1960s, the stereotypesthat ol der people
arephysicaly unattractive, uninterested in sex, and incapable of achieving
sexual arousal arestill widely held (Hall, Selby & Vanclay: 1982).

Three repeated themes stand out regarding myths about sexuality
in the later years.
8 Not sexually desirable.
8 Not sexually desirous.
8 Not sexually capable.

The first two themes have their origins in cultural, social and
psychological viewsthe society and individuals have in general about
sexuality. Thethird theme hasitsorigininthe mythsabout decreasein
vigour and vitality to perform during the later years.

Hence, various physiological, psychological, cultural and social
(attitudes) factorsin the individual and society cause these myths that
lead to constraints on sexuality in personsin the later years. Let us
discuss these themes one by one.

Many sexual myths and stereotypes work against older people
and challenge whether the expression of sexuality in old age is

appropriate.
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@ Aspeople ageit is generally believed that they no longer ook
physically attractive and thus do not have sexual needs and, if
they have any, they would need to suppress them. This is
somewhat consistent with findingsfrom older people who reported
that they nolonger felt physically attractive and thereby felt sexually
unattractive (Richardson & Lazur, 1995).

@ Despite studies reporting that older people can be potentialy
sexualy active into later life (Marsiglio & Donnelly, 1991), the
society still continues to devalue older people s sexuality with
humour, ridicule and distaste (Spurgeon, 1994).

@ Onemajor challengeistrying to change people sattitudestowards
sex in later life and to help them outgrow the deeply embedded
beliefs that sexuality is only the province of a youthful society
(MacRae, 1999).

These commonly held misconceptions have unnecessarily coerced
and socialized the sexual older people into becoming asexual beings -
who have lost their physical attractiveness, have no sexual needs, not
capable of engaging in any form of sexual behavior (Kessel, 2001) - in
order to comply with societal expectations and social values.

ThePhysiological/Biological Perspective. Loveand beloved .
Thisfamiliar prescription suggeststhetypical adviceto al women and
men down through the centuries, except for the older people. Those
who are wrinkling, greying, and over 65 years have been assigned to
the category sexually inert, uninterested, and dysfunctional. Young
and old alike are uncomfortable with the reality that older persons are
involved with intimacy, pleasure, and tenderness of sexual expression
that are associated primarily with the younger years.

A 74-year-old woman describes honestly and lovingly what self-
image and sexual expression mean to an older woman.

Sex isn t as powerful a need as when you are/were young, but
thewholefeelingisthere; it sasniceasit ever was. He putsarms
around you, kisses you, and it comes to you-satisfaction just
like it always did... dont let anybody tell you different. Maybe it
happens only once every two weeks, but as you get older its a
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release fromtensions. We love each other the way we are; so sex
is beautiful .

Only from 1960 onwards, scientific information on human sexual
functioning in later years came to light when articles on the subject
have been published on biology of human sexuality. Later, observations
and studies (for e.g. Masters and Johnson, 1966; Freedman et al.,
1976) have dramatically substantiated what had been known but not
widely acknowledged-that sexuality, sensuality, and loving relationships
among the elderly are not the fantasies of sexologists.

Also contrary to the common belief there was no loss of
satisfaction for the postmenopausal women. There may be even
increase in pleasure, because the concern with conceptionisat an end.
Further it was noted that sexua experienceintheearlier yearsinfluences
libido in the postmenopausal years.

Inthe Indian context, thereisnot much research regarding sexuality
in the elderly. There are myths and misconceptions that indicate that
the sexual act is for the purpose of procreation and the ability and
vigour to perform the sexual act decreases, as one growsolder. These
views internalized by the elderly, act as constraints to their sexual-
sensual expressions. Hence the urge to develop their sexual vigour
during later years by using potions, food and ambienceto perform better
and satisfy the spouse which is most active in the youth and young
adults fades with the age (Bali, 2000).

Normal ageing of the reproductive system leaves more than
adequate capacity for the physical components of sexual expression.
Although a number of anatomical and physiological changes do take
place in the genital and related organ systems there is nothing in the
changing biology that warrantsthe prevalent image of sexless, neutered,
lovelessageing. Thenature of sexual experience changesfrom physical
to emotional. What then accounts for the stereotype of the impotent,
sexless later years? Some illness and disease with age are a current
reality, but where there is normal ageing, pathology is not inevitable
(Weg, 1983). Nevertheless, the sick role has been imposed on many
elders. When the aged are dependent and out of mainstream living
patterns, their human needs and wants become easier to ignore. Other
sourcesof thelabel sexually uninterested and dysfunctional stemfrom
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the effects of more specific disease entities and overall health status of
the elderly. Systemic disease, drug abuse, surgery and depression can
affect sexual interest and expression at any age, though their incidence
increases with the years (Sharma, 2002).

Despite the physical changes associated with the decrease in
hormonal secretions etc., research shows that other factors may have
agreater impact on sexual expressioninlater life. Leiblum and Segraves
(1989) suggest that older adults experience sexual problems and
concernsthat aren t different from young people. However biological
and psychosocial factors may need to be looked at more closely with
an aging population. Although many older people experience sexual
difficulties, traditionally they have presented for treatment relatively
infrequently, being more prepared to live with the problem than younger
adults (Baikie, 1984). Over the past decade, however, there has been
an increase in the number of elderly persons seeking treatment for
sexual difficulties (Renshaw, 1983).

The physiological and social aspectsof sexuality inthelater years
areredly inseparable (Weg, 1978). Intrinsic physiological ageing effects
provide the parameters within which the social variations of sexual
expression can be played out. From the point of view of psychological
studies, social factors are often the direct contributing causes of
phenomenasuch asimpotence and anxiety about loss of sexual interest
intheelderly (Mastersand Johnson, 1966). The notion that sexuality is
alifelong process goes contrary to the thinking of some elderly people,
their children, and health care providers (K ennedy, Haque & Zarankow,
1997). Asaresult of thisthinking, thetopic of sexuality and the elderly
isgenerally avoided, and when it isdiscussed, it isriddled with myths
and misconceptions. Buying into these myths, or simply lacking an
awareness of them, makesit difficult to treat, or even discuss problems
of sexuality intheelderly.

The Role Perspective. The important roles in any society are
assigned to individuals according to their age. Sexual roles are no
exception. Shared expectations, norms, rules and values determine
both for young and old people what is acceptable in the way of their
sexual thoughts, interests, activities, and the age, race, appearance,
and gender of their partners. Winn and Newton (1982) used Human
Relations Area Files to compare the sexuality of older adults in 106
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cultures. They concluded that continuance of sexuality for elderly
persons in many societies indicates that cultural factors may be key
determinantsin their sexual behaviour. Individualsusually experience
these normative sanctions not only as external constraints on their
behaviour but also as their own natural inclinations and preferences
(Prakash, 2003).

Often, the elderly internalize views the society has regarding
sexuality in the later years and bury their desires and need for sexual
expression. Asthey have decreased scope for sexual activities owing
to lack of privacy they start looking for socially sanctioned activities
for themselves such as religious and spiritual interests, care giving,
celibacy etc.

When elderly show interest in sexual activities, their own adult
children andrelatives seeit asperversion. Inthiscontext, the constraints
on the sexual behaviour depend on the attitudes and val ues of the current
cohort of older persons, and the current social environment of negative
sanctions against sexuality in the old age.

Attitudes towards Sensuality and Sexual expression in the
elderly. Unfortunately, awide variety of negative attitudes exist within
society concerning sexua behaviour and older people which have
influenced the thinking of older people themselves, in addition to the
helping professionsand the general population (Spence, 1992). Cultural
attitudes that revere reproductiveness and youthful good looks may
contribute to the expectation that ol der people are, or ought to be, asexual
(Deacon, Minichiello, Plummer, 1995). The only sexual behaviours
viewed as being acceptable were hugging and kissing on the cheek
(Szasz, 1983).

Kass (1981) theorized it as a Geriatric Sexuality Breakdown
Syndromethrough which elderly peopleinternalizethe negative attitudes
to which they are exposed and perceive themselves as nonsexual. He
further said that this syndrome can be broken eventually by changing
society s negative attitudes through education but more immediately
by providing individual or group counseling or therapy to aging adults
about their sexuality and hel ping them devel op ways to cope with the
negative attitudes they receive.
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Society s constraints on the sexual freedom of older people are
neglected in the negative, ageist, and custodial attitudes of staff,
particularly in nursing homes. Older residentswho display any form of
sexual expression are often regarded by staff as having a behavioural
problem and may even betranquilized (Brown, 1989). Studies(for eg.
Deacon, Minichiello, Plummer, 1995) highlight the need for education
for caregivers to promote attitudinal changes and, therefore, more
therapeutic and holistic care to ensure the rights of older residents to
sexual expression.

Understanding Sexuality in the elderly

Attitudes toward sensuality, sexuality, and sexual behaviours are
learned. Reality-oriented information about life span changesin sexuality
could make a difference in self-image and confidence among older
personsand could allay their anxietiesand fears. Thisform of learning
should start in childhood and extend through old age. The later years
need not be seen asyears of deprivationin affection, love, andintimacies

asexlessfuture. Few would deny victimizing older peoplefor their
overt sexual behaviours and labeling them as socially unacceptable.

Follow the seasons of human love

Human love, like human sexuality has two manifestations. The
first, corresponding to sexuality for procreation, is generative love: a
love of family, home; a love for young creatures, a love that makes
sacrificestoday for tomorrow. Generativelove may, perhaps, represent
our belief in an eternal future. The second manifestation of human
love, which has some parallelsto sexuality for pleasure, is existential
love. If generative love reaches out for immortality, existential love
seizes the brief moment of mortality. Existential love means|ove that
is aware that all life is transient, that existence is brief, and that our
days are numbered an awareness that comes with old age and
maturity, when we can no longer deny our mortality. Existential love
represents arecognition that all things pass away, and that lifeismore
precious becauseit isfleeting. Existential love, the capacity to cherish
the present moment, isthe greatest gift of maturity. (Datan, Rodeheaver,
1983).
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Atsuchapointinlife, labeling theelderly assexlessand incapable
of sexua activity due to sick-role, negative sanctions in society,
restrictions of adult children to parents’ sexual activity, lack of
consideration for privacy and basel ess assumptionsregarding sexual ity
of the elderly cause unhappiness, frustration and pain in them.

Basing on the above discussion it can be said that:

1. Inthe presence of reasonably good health and available partners,
sexual activity among ol der people continuesinto the seventh, eighth,
and ninth decades. Among thosewho are no longer sexually active
it isnot uncommon to find a continuation of sexual interest.

2. Within the older age group, the range of sexual drive varies from
very great to very little. Sexual capacity variesfrom individual to
individual and fromtimetotimeinaparticular individual.

3. Thereisan overall pattern of decline in sex interest and activity
with age. However sexuality continuesto hold aplace of importance
in the lives of most older persons.

4. Althoughthereisagradual decreasein sexual activity and interest,
there is definitely no sudden cessation at any fixed chronological

point.

5. Among older men and women, sexual interest and activity are
directly related to individual sexual histories. The sociological
environment of the sexually formative years, post sexual habits,
and former sexual experience, all strongly correlate with sexuality
inold ageand

6. Themaintenance of sexual capacity and activity isdependant upon
the opportunity for regular sexual expression. A willing and
cooperative partner is essential to continued sexual activity.

Conclusion

Just as social changes have lead to present widespread
dissatisfactionswith ageing, it will soon lead oneto expect and to create
new satisfactions and to accept the natural rhythms of the lifecycle
and the expressions of sexuality and lovethat are uniquely appropriate
to each of the seasons of human life. In this context the following are
suggested,
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Gynecological and other medical textsrequire careful review. It
is time that those books or sections that continue to incorporate
myths about ageing and sexuality berewritten. Withtheincreasing
number of older personswho areaone, single, and aienated, efforts
for greater acceptance of aternate lifestyles appear reasonable.

The helping and health professional s should be aware that sexual
expression continuesto play animportant rolein thelives of many
older persons. Many of the professionalswho deal withtherapidly
growing number of older persons doctors, therapists, social
workers, and staff of old age homes are either unaware of the
data that indicate that sexual interest and capability of the aged
continues or they are unable to psychologically accept the data.
These helping persons need to be educated to the realities of
sexuality in the later years in order to change their negative
attitudes towards sexuality in the elderly as ridiculous and
unappesaling.

Gerontological research has shown that knowledge and attitudes
toward sexuality influence perceptions about sexual needs and
feelingsin later life. Hillman and Stricker (1994) concluded that
there is generally a positive relationship between knowledge of
and attitudes toward sexuality in later life. The media is an
important influence on attitudes in the wider community. Social
and cultural definitions of sexuality and aging reflected inthe mass
media also influence how older people perceive themselves. As
pointed by Vasil and Wass, (1993) education in sexuality and aging
is essential for those responsible for portraying images of older
peopleinall formsof themedia. Thiswill helpindispelling myths
and negative attitudes and promote the perception that full sexual
expression is part of the entire extent of adulthood.

There is ample evidence to suggest that sex education for older
people leads to the devel opment of more positive attitudes.

Counseling on sexuality and sexual adjustments should be made
availableto older personsand

Lastly, in order to alter attitudes towards ageing and the needs of
elderly, basic positionsregarding sex-roles and ageing need to be
public and positive.
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| grow old, | grow old,
| shall wear the bottoms of my trousersrolled.
T. S. Eliot

ABSTRACT

This paper seeks to address three key issues in the current and
emerging situation in the context of assuming responsibility for
the care of the elderly in the Indian society. It begins by looking
at the aspect of tradition, the changing social structure and values
and points out some implications for elderly care. It then outlines
the presence of a legal recourse, including human rights law and
guestionsits suitability in the specific cultural context. The notion
of human development is introduced to examine what this
approach has to offer, and to further examine the practicality of
this approach for evolving social policy. Finally, the framework
of human rights education is offered as a possible strategy in the
cause of achieving the aim of a life with dignity for the elderly.
Theissuesthat emerge fromthediscussion arelikely to berelevant
for further academic research.

Keywords: Elderly, India, Law, Tradition, Human Rights

An old woman was being teased by some children. Annoyed, she
caught hold of oneand said, Son, will you not be old oneday? Indeed,
if welivelong, we shall al be old oneday, if wearenot so already. The
ever-growing ageing population of Indiaisawelcome sign that we are
living longer. It isestimated that the number of older personswill grow
to 137 million by 2021. Yet many sometimeswish they had died earlier,
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for alife of helplessness and indignity can often appear to be afate
worse than death. As Bose (2008:41) asserts: There is enough
evidence to indicate that generally speaking, the quality of life of the
elderly goes down with advancing years.

Recall the story of Sybil s enduring youth recounted in Ovid s
Metaphorphoses. Or the story of Yayati s bartering of his old age
with his son Puru s youth. Or the story of Tithonus, narrated by Lord
Alfred Tennyson. Tithonus, whom only cruel immortality consumes
andwhoisleft: todwell in presence of immortal youth/ Immortal age
besideimmortal youth, andwhoisthenledtotalk of happy men that
have the power to die. Poetry catches the soul of our existence and
thediscerning will unravel truthsin these. The point | wish to emphasize
hereisthat along lifeis perhaps not always a blessing.

The paper seeksto raise and addressthree key issuesin the current
and emerging situation in the context of assuming responsibility for the
care of theelderly in the Indian society. The paper isdivided into three
broad sections. It beginsby |ooking at the aspect of tradition, the changing
social structure and values and points out someimplicationsfor elderly
care. Next, it outlinesthe presence of alegal recourse, including current
legidation and problemetizesits suitability inthe specific cultural context.
Taking the debate forward, in the third section, the notion of human
rights and development is introduced to examine what this approach
has to offer, and further examine the practicality of this approach for
evolving socia policy. Finaly, inthe concluding section, the framework
of human rights education is offered as a possibl e strategy in the cause
of achieving theaim of alifewith dignity for the elderly. In this paper,
| shall usetheterm elderly toincludeboththemaleand femaleelderly .
The issue of gender is extremely important and would require a
specialized treatment. Theissuesthat emerge from the discussion have
abearing on future public policy and arelikely to berelevant for further
academic research.

Changing Tradition and its Implications

In some advanced industrial societies, each person has to make
sure that the funeral arrangements are made and paid for in advance.
People select and pay for the kind of casket they can afford to be
buried in. This would be really horrifying to the Indian elderly. Yet it
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seemsthat the future would indeed cause the Indian elderly to confront
similar situations. Oneimportant aspect of having children which has
religioussanction isto have someonedothelastrites without which
moksha is not possible.

Socia changeisinevitableand thisimpactsour livesin moreways
than we can immediately comprehend. We assume that the elderly
must be taken care of by their children. Thisisapart of our tradition,
best exemplified in the story of Shravan Kumar and the absolute
dedication that he displayed towards his old and visually challenged
parents. But what if the widely believed notion that in the past, the
elderly werelooked after well by their children or the community isnot
entirely correct? AsMishra(2007) has pointed out, therealistic position,
at least in the medieval period was that only those who possessed
wealth, social status, or power of some kind enjoyed carein the family
or the community. Neither care nor prestige was accorded on the basis
of age alone. The miserable condition even forced them to end their
lives. It is common knowledge that the ancient and dominant Hindu
tradition sought to get rid of the elderly by sending them to theforest to
attain moksha, or in other words, to meet with certain death. We must
therefore be sceptical of the romanticized, stereotypical portrayal of
the Indian elderly as revered figuresin the family and the community
(Cohen. 1992).

Bethat asit may, it iswidely accepted that the tradition, whereby
the sons (and sometimes, daughters) took care of their elderly parents,
isnow giving way to asociety wherethe elderly arebeingincreasingly
left to fend for themselves. There are severa reasons for this trend
that have been amply researched and written about. But essentialy, it
is asserted that elderly traditionally lived with their children, but that
now theincreasing demands of modern living and lifestyle do not leave
much room for the aged parents; that in the urban areas, it isthe middle
classurbanlifestylethat isthe cause; and intherural areas, itislargely
the migration of theyoung. A high proportion of theelderly liveinthe
rural areas, and the widows among the elderly females is a category
that needs special attention. The proportion of the destitute is steadily
rising, leading to arise in old age dependency or income insecurity
(Bhattacharya, 2005; Kumar and Anand, 2006). Thus the critical gaps
in elderly care are ever expanding.






