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YOU ARE INVITED TO JOIN US

We are Working to Protect the Rights and Social Welfare of the Elderly

Indian Gerontological Association (Registration No 212/ 1968) is an
independent grassroots non-profit organization based in Jaipur (Rajasthan).
Our efforts empower and support the underprivileged elderly in rural and
urban communities.

We strive to ensure social justice and welfare for people over 60, focusing
on those elders who are the most disadvantaged such as elderly women. We
protect the civil liberties of elderly citizens as a part of the struggle for individual
rights and social progress in India.

Currently, the elderly community comprises approximately 10% of the
total population of India. This number will increase to nearly 25% within the
next twenty years. Neglected and abandoned by society and sometimes their
own families, elders are increasingly subject to conditions of disease and
poverty. They lack access to health care, and often face serious discrimination
as well as physical and emotional abuse.

As a public interest group, we work for and with the elderly to protect
their rights and access to a better quality of life. We seek to both empower
and serve by working directly with rural communities. By facilitating the
growth of citizen’s groups, raising public awareness on aging, promoting
public action and participation, and advocating public policy changes, Indian
Gerontological Association hopes to alter the current trends in elder relations
for the better.

Our work includes

. Community Centers for the Elderly that Offer Communal Support and
Interaction

. Training on Legal Rights by Offering the Elderly Practical Knowledge
on Their Rights

. Public Hotline for the Elderly that Offers Legal Referrals and Assistance
. Public Accessibility for the Elderly Advocating More Available Access

to the Public Sphere

. Use of various forms of media to Raise Public Awareness on Elder Rights

. Counselling and Helping elderly to Relieve Psychological Stress and
Depression

. Elder Women’s Cooperatives that Provide Grants and Assistance to
Elderly Women

. Public Awareness Raising to Promote Public Action for Helping
Disadvantaged Elderly

. Field Study of Rural Areas to Analyze Challenges Faced by Aging Rural
Population

Our plan of action includes

. Campaign for Elder Rights

Campaign Against Elder Abuse especially toward Elderly Women
Training of Social Workers and Caregivers

Capacity Building of Civil Servants or organizations Working on Aging
Research & Publication



10.

Contents

Nutritional Status, Clinical Frailty, and Functional
Competence among institutionalized and non-
institutionalized elderly women

Tinu, D., and R. Radha

Anthropometric Measurements of the Selected
Institutionalized Elderly

Bharati Bhosale, and Rohini Devi

Enhancing Dispositional Mindfulness and Alleviating
Stress: The Role of Mindfulness-Based Stress Reduction
among Elderly Residents in Old Age Homes
R.Naganandini, and K. Maheswari

Life Satisfaction and mental health among elderly : A
comparative study of elderly livingin shelter homes and
within family setup

Sanjay Kumar, Ghooman Ahirwar and Archana Singh
Effect of Diabetes Mellitus on Foot Biomechanics and Gait
Dysfunction in Patients with Diabetic Neuropathy : An
Observational Study

Sukhpreet Pabla, and Dilip Apturkar

A Comprehensive Psychological Skill Training for
Enhancing Elderly Wellbeing

Susmita Haldar, and Shinjini Samajdar

Improving Quality of Life in Elderly Patients with Knee
Osteoarthritis Through Homeopathy : A Case Report

S Stevenson and Vinodini V. Patil

Nutritional Status of Middle-Aged and Elderly Males of
Medinipur Sadar Block, Paschim Medinipur, West Bengal,
India

Arunima Kundu, Samir Behara, Shimul Roy

Gender Differences in Emotional Regulation among Urban
Elderly Men and Women

Priyansi Kanakia, and Nasreen Ansari

The Landscape of Urban Marginality : Exploring Social
Inequalities in Old Age in India

Yatish Kumar

20-34

35-50

51-63

64-72

73-85

8696

97-115

116-128

129-156



NEWS & VIEWS

ANNOUNCEMENT

We are happy to announce that Dr. Jitendra Mohan, professor
Emeritus of Psychology at Panjab University, Chandigarh, has joined
as consulting editor of Indian Journal of Gerontology. Professor Jitendra
Mohan is also the president of the International Society of Mental
Training for Excellence, among various other academic accomplishment.

SCOPE OF THE JOURNAL

Indian Journal of Gerontology (ISSN : 0971-4189) is a peer-
reviewed and UGC Approved Journal, and is indexed by - the Indian
Ctation Index, Google Scholar, CNKI Scholar, EBSCO Discovery,
and UGC Group 1. Started in the year 1969, is the first in India, and
18" in the world. It publishes papers related to the Biological aspects
of Human ageing, animal ageing, and ageing of plants. It also publishes
papers on geriatrics, geriatric nursing, and geriatric physiotherapy
(Clinical aspects). The social aspects of ageing cover, Sociology, Social
work, Anthropology, Psychology, Economics, Demography, and other
Social Sciences.

REQUEST

Readers are invited to express their views about the content of
the journal and other problems of senior citizens. Their views will be
published in the Readers' Column. Senior citizens can send their
problems to us through our web site: www.gerontologyindia.com Their
identity will not be disclosed. We have well-qualified counsellors on

our panel. Take the services of our counselling centre - RAHAT.




Indian Journal of Gerontology
2025, Vol. 39, No. 1, pp. 1-19
ISSN:0971-4189, UGC No. — List B, Science 121

Nutritional Satus, Clinical Frailty, and
Functional Competence among
institutionalized and non-institutionalized

elderly women

Tinu, D., and R. Radha

Department of Food Service Management and Dietetics,
Avinashilingam Institutefor Home Scienceand
Higher Education for Women, Coimbatore-641043

ABSTRACT

This study investigated the association between
nutritional status, clinical frailty, and functional
competence among institutionalized and non-
institutionalized elderly women aged 60-75 In
Coimbatore, Tamil Nadu. A total of 120 participants,
60 from old age homes and 60 from the community,
were assessed using anthropometric measurements, Mini
Nutritional Assessment (MNA), functional assessments
(Hand Grip Srength, Short Physical Performance
Battery, Timed Get Up and Go test-TUG), and the
Clinical Frailty Scale. Results indicate that
institutionalized elderly women have a higher
prevalence of obesity, lower hand grip strength, and
more severe functional limitations compared to their
non-institutionalized counterparts. Additionally, a
significant proportion of institutionalized women were
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found to be moderately to severely frail, with a higher
tendency towards sedentary lifestyles. In contrast, non-
institutionalized women showed better nutritional
status, physical performance, and lower frailty levels.
The study underscores the need for targeted
Interventions to improve the nutritional status, physical
performance, and overall well-being of institutionalized
elderly women. However, the potential for improvement
Is significant, and addressing these factors can lead to
a reduction in frailty and an enhancement of the quality
of life among the elderly, ultimately contributing to
successful ageing.

Keywords : Ageing, Malnutrition, Institutionalized, Non-

ingtitutiondized, Sedentary lifestyle

Malnutritioniswidespread among the el derly (Evans, 2005). It
isan imbal ance between food intake and physiol ogical needsthat
leadsto atered metabolism, poor function, and weight loss(Norman
etal, 2008). Poor nutritiona statushasbeen linked to negativeclinica
outcomesin elderly people, such asdiminished physical functioning
and higher mortality (Lim etal, 2012; Gentileet al, 2013).

Functional competence is essential toa practical geriatric
evauation, givingacompleteand interdisciplinary approach to hedth
status (Maringoni et al., 2009). Older individuals may endure both
malnutrition and functional impairment. Several studies have
demondtrated asignificant re aionship between functiond impa rment
and the risk of malnutrition in older people (Cereda et al., 2008,
Rudnickaet al., 2020). Frailty isan age-rel ated condition characterized
asadateof diminished physiologicd reserveand increased vulnerability
to undesirabl e consequences caused by theaccumul ation of biologica
ageing processes (Clegg et al, 2013; Fried et al, 2021). Frailty
screening tool shave beeninvestigated toidentify vulnerableindividuals
who might benefit from person-centered, geriatric-focused care
solutions(Hogan et al, 2017., Theou et al, 2018., Leeet al, 2020).
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Oncetheintring c ability of theel derly populaionismaintained at
ahighlevd, they can adapt effectively to their surroundings. Itisaso
feasibleto ensurethat they can liveindependently without the care
and aid of othersand attain astate of good ageing (Zhai & Liu, 2019).
Improvingthehedthandwell-being of thed derly iscrucid for lowering
societal costsand minimizing the negativeimpacts of ageing. Even
though the aginginfluenceissubstantialy similar for both men and
women.Women livelonger than men, and thislongevity of lifecreates
chancesfor more comorbiditiesand frailty (Crawley, 2008, Flicker
et al, 2010). Hence, the present study was conducted among
ingtitutionalized and non-ingtitutionaized € derly womento determine
the association between nutritional statusand clinical frailty onthe
functiona competence of the elderly women and infer the health
outcomesof thefindings.

The present study was carried out with thefollowing objectives:
(a) to assessthe nutritional status of the selected elderly women, (b)
to determinethefunctional competence and rate of limitationsof the
selected elderly women, (c) to study the clinical frailty statusof the
selected e derly women and (d) to associatethenutritional, functional
and frailty status of the selected elderly women.
Method
Sample

The study was conducted in Coimbatore, Tamil Nadu, among
ingtitutionalized (N=60) and non-institutionalized (N=60) el derly
women aged 60 to 75. The participants were selected using
convenience sampling following theinclusion and exclusion criteria.
Theinclusion criteriaincludethe mobilefemaeedderly populationin
the age group of 60-75 years without the presence of degenerative
diseasesand disorders such ascancer. Ingtitutionali zed €l derly subjects
were selected from old age homesin the Coimbatore region. The
non-institutionalized e derly subj ectswere chosen from Veerapandi
panchayat of Coimbatore digtrict.
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Tools Used

a. Aninterview schedule was developed, validated, and used
for data collection. Socio-demographic detail s such as age, gender,
marital seatus, family type, educationa qualification, occupation, and
socioeconomic status were recorded for basdline information.

b. Anthropometric Assessment of the Selected Elderly
Subjects

The anthropometric parameters such as height, weight, Mid
Upper Arm Circumference (MUAC), Mid-Calf Circumference
(MCC), was circumference, and hip circumference were measured.
Height was measured using a Stadiometer in an erect position.A
digital weighing scale measured weight to the nearest 0.1 kg with
minimd clothing. A flexible fiber tape was used to measurethewaist
crcumference, hip circumference, MUAC, and MCC. Wagt-hipratio
(WHR) was cd culated using the waist and hip measurements. Body
Mass Index (BMI) was calculated using height and weight
measurements, and the subjects were categorized as per theAsian
cutoff for BMI in Indians (Girdhar et al., 2016).

c. Mini Nutritional Assessment (MNA)

TheMini Nutritiona Assessment isavalidatedrapid tool designed
for screening and assessment of ma nutrition status among the ederly
population(Vellas et al, 2006). Studies (Rodrigues et al., 2017,
Holvoet et al., 2020) aso state that it isardiabletool for studying
the nutritional status of older patients. Based on the Mini Nuitritiona
Assessment, the subject’s nutritional status was classified into three:
norma nutritiond status (score 12-14), a risk of ma nutrition (score
8-11), and malnourished (score 0-7).

Functiona Assessments were done to determine muscle strength
and physica performance. Functional assessments such as Hand Grip
Strength, Short Physica Performance Battery (SPPB), (ba ancetest,
gait speed, chair stand test) and Timed Get Up and Go (TGUG) were
carried out, and the functiond status of the subjects was determined.
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a. Hand Grip Srength (HGS)

Hand grip strength (HGS) isacrucid measure of overal physica
ability and muscle function, particularly in the aging population. The
assessment was conducted while seeted in achair, measuring the grip
strength of both hands. Results were classified as either normal or
low based on the criteria established by the European Working Group
on Sarcopeniain Older People (EWGSOP). These guiddines define
low handgrip strength as less than 16 kg for women and less than
27 kg for men (Cruz-Jentoft et al, 2019).

b. The Short Physical Performance Battery (SPPB)

The Short Physical Performance Battery (SPPB) is emphasized
as an efficient diagnostic criterion for geriatric disorders. Cesari et
al, (2015) developed an operational definition of sarcopeniaand
physical frailty based on the SPPB, which may be used to identify
impaired physical performance. The SPPB consists of three
assessments of physical performance: balance, strength, and gait
measurements.

The balance was assessed in feet together, tandem, and semi-
tandem. Subjects were asked to stand in each position for 10
seconds, and scoring was done. The assessment was canceled once
the subjectsfdt difficulty standing, and a score of O was given. The
chair stand test assessad the lower limb strength and power by getting
up and sitting on a chair. Subjects were asked to sit on the chair and
rise 5 times. Thetimetaken for the 5-times chair stand test was noted,
and scoring was done. Subjects were asked to walk on a 3-meter
flat surface to study gait speed. The walking speed at an average
pace (gait speed) was assessed (Guranik,et al., 1994) and recorded.

c. Timed Get Up and Go (TGUG)

The TGUG (Timed Get Up and Go) test was developed in 1991
asamodified version of the Get up and Go test (Barry et al, 2014).
The TGUG test isrecommended by the Nationd Ingtitute of Clinica
Evidence (NICE) recommendations for fall screening and fall
prevention (NICE, 2013). The Timed Up and Go test evaluates
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severd functiond eements, such as Sitting to stand, walking, turning,
stopping, and sitting down. The subjects were asked to risefrom a
standard chair, walk adistance of 3 meters, turn, wak back, and sit
down in the chair. (Lusardi et al, 2003). The time taken to perform
the task was noted, and the fall risk wasidentified.

[11. Clinical Frailty Assessment

The Clinical Frailty Scale (CFS) is a 9-point scale that
summarizes an older adult’s overall fitness or frailty. The 9 points are
very fit, wdl, managing well, vulnerable, mildly frail, moderately frail,
severdy frail, very severdy frail, and termindly ill (Moorhouse, P. &
Rockwood, K., 2012). Observations were made among the study
subjects, and thefrailty status was noted. The severely frail and very
severely frail ederly women were excluded from the study as they
hed difficulty in mobility.

The study was approved by the Institutional Human Ethics
Committee (IHEC) of Avinashilingam Ingtitute for Home Science and
Higher Education for Women, Coimbatore (AUW/IHEC/23-24/
FSMD/XMT-045). The study was carried out in three phases.

Resultsand Discussion

Table- |
Age of the Institutionalized and Non-Institutionalized Female
Elderly Subjects
Age Institutionalized Non- Total
Group Elderly Institutionalized | (N=120)
N = 60 N = 60
60 — 69 24 12 66
70-75 36 18 A

Thetable presentsthe age di stribution of ingtitutionaized and non-
ingtitutiondized fema edderly subjects. Thedataindicatestheat ahigher
number of institutionalized elderly subjectswereinthe 70-75 age
group, whereasmore non-institutionalized el derly subjectswerein
the 60-69 age group.
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Table- 11
Anthropometric Measurements of the Female Elderly Subjects

Variable Ingtitutionalized Non-Ingtitutionalized
(N=60) (N=60)

Mini | Max | Mean& SD | Mini | Max | Mean& SD
Age(Years) 50] B | 694 £ 430 | & | 669 £ 4A
Weight (Kg) 51 ® | 695 + 105| 45 PO | 623 £+ 94
Height (cm) 150 | 181 | 1663 + 808 | 149 | 178 (1614 + 721
BMI (Kg/m?) | 1981 | 3063 | 2506 = 290 | 1859 | 34.96| 2392 + 302
Wai st
Circumference
(cm) 74 8351 + 3% | 74 & (8318 + 455
Hip
Circumference
(cm) a 118 | 1066 + 653 | 839 | 118 |10607 + 75
WHR 070 | 090 | 078 + 004 | 07 | 091 | 078 * 0045
MUAC (cm) 23 P |2875 £+ 178 | B B (2842 + 19
MCC(cm) 198 | H (3105 + 234 | 6 P (3085 + 218

*BMI - Body Mass Index, WHR - Waist-Hip Ratio, MUAC- Mid Upper Arm

Circumference, MCC - Mid Calf Circumference

Tablell projectstheminima, maximal, and mean anthropometric
measurementsof theingtitutionalized and non-ingtitutiondized femae
elderly subjects. The mean age of ingtitutionalized subjects (69.4 £
4.30) ishigher than that of non-ingtitutionalized subjects(66.9 + 4.34).
Theweight, height, BMI werea so high among theingtitutionalized

subjects.

Table- 111

Body Mass Index (BMI) of the Institutionalized and Non-
Institutionalized Elderly Subjects

BMI Category Institutionalized Elderly | Non-Ingtitutionalized
N =60 N =60
N % N %
Normal range
(18.5t022.9 kg/m?) 18 0 5 416
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Overweight

(23-24.9kg/n?) 13 216 19 316
Obeel

(25-29.9kg/m?) 3 383 13 216
Obesell

(>30kg/m?) 6 10 3 5

TheBMI distributioninTablelll showsthat ahigher percentage
of non-inditutiondized dderly subjectsfal withinthenorma BMI range
(41.6%) compared to institutionalized subjects (30%). Conversely, a
mores gnificant proportion of ingtitutionalized subjectsare categorized
as Obese | (38.3%) and Obese Il (10%) compared to their non-
institutionalized counterparts (21.6% and 5%, respectively). This
indicatesthat ingtitutionalized elderly subjectsaremorelikely to have
higher BMI, suggestingapotentid differencein dietary habits, physical
activity levels, or health management practi cesbetween thetwo groups.
Further investigation is needed to understand the underlying causes
and hedlthimplicationsof these differences.

Following the Body Mass Index (BMI), the Waist-Hip Ratio
(WHR) wasalso calculated to identify therisk status. Thewaist-hop
ratio of theingtitutionalized and non-ingtitutionalized €l derly subjects
ispresentedin TablelV.

Table- 1V

Wai st-Hip Ratioof the Institutionalized and Non-
Institutionalized Elderly Subjects (N=120)

WHR Risk Satus Ingtitutionalized Non-I ngtitutionalized
N =60 % N =60 %

No Risk 4 66.6 51 &

At Risk 20 333 9 15

TheWas-Hip Ratio (WHR) isanindicator of abdominal obesity.
According to Table 1V, the risk associated with WHR was lower
among the subjectsthan among subjectswith risk. Hence, abdominal
obesity islesspreva ent among the sel ected subjects.
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C. Mini Nutritional Assessment

Nutritional Status of the Female Elderly Subjects

Increase Decrease Total

No.of Subjects

Normal Nutritional Status At rizk of malnutrition Malnourished
Nutritional Status

Figure 1 — Mini Nutritional Assessment of the female
elderly subjects

Figure 1 showstheMini Nutritional Assessment of thefemale
elderly subjects, whichindicatesasignificant prevaenceand risk of
ma nutrition among them. Themgority beingmalnourishedisalarming,
asmanutritioninederly populationsisassociated with adversehedth
outcomes such asincreased morbidity, decreased immunefunction,
and higher mortality rates.

I1. Functional Assessment of the Institutionalized and Non-
Ingtitutionalized Elderly Subjects

A. Upper Body Srength Assessment - Hand Grip Strength

TableV
Hand Grip Strength of the Institutionalized and Non-Institutionalized
Elderly Subjects
Grip strength I ngtitutionalized Non-Ingtitutionalized
(N=60) (N=60)
Right Hand 15.88+4.59 1842 £4.13
LeftHand 16.84+4.40 18.66+3.55
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Hand Grip Strength of the

. " " . . Hand Grip Strengthof the
Non-Institutionalized Elderly I -

Institutionalized Elderly

Right Hand Left Hand Right Hand Left Hand

LeftHand 18 a2 Right Han 34 26

Right Hand 16 14 Leeft Haul

Figure 2 - Hand Grip Srength Risk Satus of Selected Subjects

The European Working Group on Sarcopeniain Older People
(EWGSOP) defines low handgrip strength as less than 16 kg for
women and lessthan 27 kg for men (Cruz-Jentoft et al, 2019).The
averagegrip strength of ingtitutionalized e derly individua sisnotably
low and posesarisk, whilethenon-ingtitutionalized e derly exhibit no
comparable risk. The figure illustrates the detailed risk status of
handgrip strength for both groups. Low handgrip strengthiscong stently
associ ated with premature mortality, disability, and other hedlth-related
Issuesamong middle-aged and ol der adults, accordingto asystematic
review by Bohannon (2008).

TableVI
Pearson’s Correlation Between Age and Grip Strength
Typeof Subjects Age HandGrip | Correation P
Srength Value Value
Ingtitutionalized 69.38£4.27 | 15.88+4.59 -280 .030*
Non- Ingtitutionalized | 66.93+4.34 | 1842 +£4.13 -167 201

A significant relation (p-value = 0.030) was observed between
the institutional subjects’ age and right-hand grip strength. The
correlation between the institutional subjects’ age and right-hand grip
strengthwas0.280. Thisnegative corrd ation indicatesthat right-hand
grip strength decreases as age increases. Pearson’s correlation between
the non-institutional subjects’ age and right-hand grip strength was -
167.Thisnegativevaueindicatesadight inversereationship, suggesting
that asageincreases, right-hand grip strength tendsto decreasefor
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the non-ingtitutionalized group, but the relationship isweak. The
correationwasnot statisticaly significant Sncethep-vaduewasgreater
than 0.05.

B. Lower body strength assessment

Table-1X
Functional Competence of the Female Elderly Subjects
Variable Ingtitutionalized Non-Ingtitutionalized
(N=60) (N=60)

Mini | Max | Mean & SD | Mini | Max | Mean& SD
Balance Test 2 | 10 |79 +£254| 3 | 10 |85 * 19
Side-by-side @
Semi Tandem ¥ 0 | 10 [293+£282| 0 | 10 | 433 + 387
Full Tandem & 0 5 |065+103| 0 | 10 | 208 = 330
Chair Stand Test 19 71 | 575 £ 1525| 13 8L (4979 = 207
Gait Speed 21 | 67 | 429 £1314| 2B | D [4497 + 1520
TGUG 13 | 75 |5186+1430| 27 | 108 4792 + 150

*TGUG- Timed Get-Up and Go

Table- VI1II on the functional competence of the selected
subjects highlightsthe better performance of non-institutionalized
elderly subjects with imbalance and mobility. The non-
institutionalized elderly subjects have performed better in balance
tests, gait speed, and Timed Get-Up and Go. Thishighlightsthe
potential impact of living conditions on physical performance and
health status. Interventions to improve balance, strength, and
mobility could be particularly beneficid for institutionalized el derly
to reducefall risk and enhance their quality of life.Declinesin
bal ance are associ ated with decreased neuromotor reactions and
muscle contraction resulting from aging (Morrison & Newdl, 2012).
Therisk of fallswas assessed according to Timed Get-Up and Go
and projected in Figure 3.
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Falls Risk Status of the Selected Subjects

100

Non-Institutionalized

No.of Subjects
n

Institutionalized

High Risl

Risk Status

MW Institutionalized W Non-Institutionalized
Figure 3 - Timmed Get-Up and Go and Falls Risk of the Subjects
TheTimed Get-Up and Go performance under 14 secondsis
claimed aslow fall risk, and above 14 secondsisclaimed asincreased
fall risk. The prevalence of increased fall risk was high among both
ingtitutionalized and non+ingtitutionaized e derly subjects.
Table- X

Pearson’s Correlation between Age and Chair Stand Test

Typeof Subjects Age Chair Sand | Corréation P
Test Value value

Institutionalized 69.38+4.27 | 55.26+£14.65 573 .000**

Non- Ingtitutionalized | 66.93t4.34 | 48.09+19.44 597 .000**

Thetableprojectshow ageimpactsphysicd performanceamong
the study population. A moderateto strong positive correlation was
observed between ageand the chair stand test amongingtitutionalized
and non-ingtitutionalized subjects. Therelationshipwas statistically
significant at the 1 percent level. The results suggest that, as age
increases, thetimetakento performthechair sandtest dsoincreases.
C. Short Physical PerformanceBattery of thelnstitutionalized
and Non-Ingtitutionalized Elderly Subjects

The Short Physica PerformanceBattery scoreiscaculated using
the balance, chair stand, and gait speed tests. Physical performance
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is categorized into four categories: severe limitation, moderate
limitation, mildlimitation, and minimal limitation. Table X projects
the SPPB of the Institutionalized and Non-Ingtitutionaized Elderly
Subjects.

Table-1X

Short Physical Performance Battery of the Institutionalized and
Non-Institutionalized Elderly Subjects

Variables Ingtitutionalized Non-I nsgtitutionalized
N % N %
SevereLimitation 5% 933 4 73.33
Moderate Limitation o 6.66 1n 1833
Mild Limitation 0 0 5 833
Minimal Limitation 0 0 0 0

InTablelX, ahigh percentage of institutionaized subjectshad
severe limitations (93.3%) compared to non-institutionalized
individuals (73.33%). Thevery few had lesser limitations. Thedata
projects the associ ation between the severity of limitationsand the
likelihood of institutionalization. Factors such as age, gender,
underlying medical conditions, and so on may influencelimitations
based on functionality.

Table - X
Mean difference between BMI and Short Physical performance
Battery (SPPB)
Typeof Subjects BMI SPPB F Pvalue
Ingtitutionalized 2506+290 | 1.8+097 | 4626 | .036*
Non- Institutionalized 2392+302 | 268+191| 1579 | 215

One-way ANOVA was performed to determine the mean
difference between Body Mass Index (BMI) and Short Physical
Performance Battery (SPPB). A significance was observed between
institutionalized subjects’ Body Mass Index (BMI) and their Short
Physicad Performance Battery (SPPB) scores. Whichinturnistermed
asfunctional competence. Thereisno mean difference betweenthe
variablesof ingtitutionalized groups.
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D. Clinical Frailty Assessment
Table - XI

Clinical Frailty Scale of the Institutionalized and Non-
Institutionalized Elderly Subjects

Clinical Frailty Scale Ingtitutionalized Non-I ngtitutionalized
N % N %
Very Fit 0 0 1 16
Well 0 0 5 83
Managing Well 4 6.6 5 83
Vulnerable 4 6.6 9 15
Mildly Frail 5 416 20 333
Moderately Frail 5 416 19 316
Severdly Frail NA NA NA NA
Very Severely Frail NA NA NA NA
Terminaly Il 2 33 1 16

*NA-Not Applicable

Table — XI projectsthedlinicd fralty scaleof thelngtitutiondized
and Non-Ingtitutiondized Elderly Subjects. M ost frail subjects (50%)
were observed among the Ingtitutionalized population.In contrast, the
non-ingtitutionali zed group hasamore varied distribution acrossfralty
levels, with someindividuascategorized asvery fit, wel, and managing
well. Frailty isacondition characterized by increased vul nerability to
impaired recovery of homeostasi safter stress, |eading to anincreased
risk of adverseoutcomessuch asfals, ddlirium, and disability (Fried
et al, 2001., Eeleset al, 2012).

E.Activity Satus

Activity Statusof the Institutionalized and Non-
Ingtitutionalized Elderly Subjects

Figure4 projectstheActivity status of the Institutionalized and
Non-Ingtitutionalized Elderly Subjects. The mgjority (96%) of the
institutionalized subjects were sedentary workers, whereas the
ma ority (36.6%) of the non-institutionaized subjectsweremoderate
workers. A sedentary lifestyle may increasetherisk of severa co-
morbidities.
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Activity Status of the Selected Subjects
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Concluson

Good nutritional statusisacriticd factor inmitigating the effects
of aging and slowing functional decline. The study projects the
nutritiond, functiona, andfrailty status of the el derly popul ation aged
60-75 years. Adeguate nutrition playsacrucial rolein maintaining
physica strength, reducingtherisk of frailty, and enhancing functiond
competence. Thefindingshighlight theimportanceof regular nutritional
and functiona assessmentsto addressma nutrition anditsimpactson
frallty and functiona abilitiesin e derly women. Promoting nutritiona
well-being can, therefore, be seen asavital strategy for supporting
hedlthy aging andimproving thequdity of lifewithin thisvulnerable
population.
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ABSTRACT
Anthropometric measurements are more useful in
assessing the nutritional statusof elderly asthey provide
non invasive and easy information on nutritional status
of elderly and quite inexpensive to operate. The present
Investigation was carried out to assessnutritional status
of 500 institutionalized elderly (231 males and 269
females),ages varying from 60 to 70 years, residing in
covering eight districts of Marathwada region.
Maharashtra state of India. The anthropometric
measurements of elderly subjects wererecorded by using
standard procedures. Satistical analysisof collected data
was carried out after consolidation and computation to
interpret the results. The findings of this study revealed
that Sex wise comparison indicated that except for mid
arm circumference the other entire circumferences and
triceps skin fold exhibited significant difference between
men and women. All anthropometric measurements
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decreased with increase in age. The majority of studied

elderly werefound to have normal BMI which decreased

with advancement of age.
Keywor ds: Anthropometric Messurements, Ingtitutionalized, Elderly,
BMI, Nutritiona status

Geriatrics has become one of theimportant areas of research
among the demographers and social scientists (Zachariah, K.C.,
2001). Worldwide the number of people aged 65 yearsor older is
projected to risefrom 761 millionin 2021 to 1.6 billion in 2050
(World Social Report, 2023). Presently, about two-thirds of the
world’s elderly persons live in developing countries (UN Report on
World Population Ageing 2017). According to the Report of the
Technical Group on Population Projectionsfor Indiaand Statesin
2021 there are nearly 138 million elderly personsin India (NSO,
2021).

“Regression of physiological function accompanied by
advancement of age” is termed as aging. As the age advances
senescence occurs. During the progress of aging with time significant
structural and functional changes do take placein the human body
(Potty, 1996).

Anthropometric measurementsaremore useful in assessing the
nutritional status of elderly asthey provide noninvasive and easy
information on nutritional statusof elderly and quiteinexpensiveto
operate. InIndiavery littleattention has been focused on the problems
of elderly who come under the vulnerable group. Very few studies
have been carried out on thenutritiona and hedth statusof elderly in
Indiaincluding Marathwadaregion of Maharashtrastate. Hence, the
present investigation was carried out to assess nutritional status of
selected elderly of Marathwadaregion.

M ethodology

The present investigation was carried out to assessthe nutritiond
and hedth satusof theingtitutionaized elderly belonging to different
districtsof Marathwadaregion of Maharashtrastate (India).
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Selection of sample

Thesamplesof elderly for study were selected from different
regionsof Marathwada. Investigation comprised of 500indtitutionalized
elderly, covering eight districts of Marathwadaregion. The elderly
subjects bel ow 60 yearswere 86 while 149 elderly were above 70
yearsof age. Total 265 studied elderly belonged to the age group of
60-70years. Out of total 500 samples 231 weremalesand 269 were
femdes

Collection of data

The datawas collected by using methods of persond interview
and anthropometric measurements of selected elderly.

Anthropometric measur ements

Theanthropometric measurementsof dl 500 e derly subjectswere
recorded by using standard procedures (Jelliffe, 1966). M easurements
included weight, helght, mid arm circumference, waist circumference,
hip circumference and tricegps skinfold.

M easur ement of weight

Body weights of elderly were measured to the nearest 0.1 kg
with the help of portablewei ghing machine. Elderly subject wasasked
to stand straight at the centre of weighing machinewithout touching
any thing. Elderly subjects were weighed without shoes and with
minimum clothing. Theweighing balancewascdibrated to zero before
usingiteverytime.

M easur ement of height

Heights of elderly subjectswere measured tothenearest 0.1 cm
by non-stretchable measuring tape. The elderly subject wasasked to
stand straight aspossibleon aflat floor without shoes, with feet parallel
and with buttocks, shoulders and back of the head touching thewell.
The head was held comfortably erect and thearmswerehangingin
thesdeasinanatura manner. The head piecewasused to presshair
and made contact with the top of the head at mark and measurement
of height wasrecorded.
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Mid upper arm circumference

Mid upper arm circumference was measured tothe nearest 0.1
cm using non stretchable measuring tape. Themid arm circumference
wasmeasured a midpoint of armwhich waslocated in between laterd
tip of theacromion at the shoul der and ol ecranon processof the elbow.
Thetapewasplaced around the arm and positioned perpendicular to
thelong axisof thearm at the marked midpoint and circumference
was recorded.

Waist circumference

The elderly subject was asked to stand comfortably. The
measurement was taken midway between theinferior margin of the
last ribandthecregt of theileuminahorizontd plane. Thecircumference
was measured to the nearest 0.1 cm with non stretchabl e tape.

Hip circumference

The elderly subject was asked to stand erect with arms at the
sidesand feet together. Tape measurewas placed around the buttocks
inahorizonta planeand measurement of circumferencewas recorded
tothe nearest 0.1 cm by using non stretchabl e tape.

Tricepsskinfold

Thetricepsskinfold wasmeasuredinthemidline of theposterior
aspect of thearm, over thetriceps muscleat alevel midway between
thelateral projection of the acromion process at shoulder and the
olecranon process a the point of thee bow. The subject wasstanding
with left arm hangingloosdly by theside. Skinfold caliper wasused to
measuretriceps skinfold. A vertical fold of skin and subcutaneous
tissuewas picked up gently with theleft thumb and index finger and
tipsof the caliperswere applied perpendicular tothe skinfold at the
marked level. M easurement was recorded to the nearest of 2 mm.

Body massindex

Body massindex wascal culated from therecorded body weight
and height of theelderly usingthefollowing formula

Weight (kg)

Body massindex = aight (m?)
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Satistical analysis

Satigticd andysisof collected datawascarried out efter consolidation
and computationtointerpret theresultsand conclusonsfrom the present
study. Thestatistica significance between different parameterswere
determined by applying ‘z’ and‘t’ test (Panse and Sukhatme, 1957).

Results

Anthropometric measurementsof sdected ingtitutiondized el derly
areligedin Table 1. Theaveragebody weight of sdectedindtitutiondized
elderly was 50.19 + 10.41 kg with the range of 24 to 85.5 kg. Body
height varied from 122 to 185 cm with an average value of 150.8 +
9.91 cm. Awiderangeof 2to 36 mmwasobservedintricepsskinfold
of selected elderly with an average value of 12.58 + 6.14 mm. The
mean val uesof mid arm circumference, wai st circumferenceand hip
circumferencewere23.76+ 2.81cm, 77.69+ 10.13cmand 89.35
8.75cmrespectively.

Tablel.
Anthropometric measurements of the selected
institutionalized elderly

Anthropometric Themean valueof different anthropometric
measur ements measur ementsof thesalected ederly (n=500)
Range Mean + SD
Body weight (kg) 24-855 50.19+1041
Body height (cm) 122-185 150.8+991
Mid arm circumference (cm) 14-37 2376+281
Waist circumference (cm) 53-114 77.69+10.13
Tricepsskinfold (mm) 2-36 1258+6.14
Hip circumference (cm) 69-131 89.35+8.75

n = Number of studied elderly

Anthropometric measurementsof sdected ingtitutiondized el derly
men and women (Fig. 1) showed that the mean body weight and
height of elderly menwere53.26 + 9.64 kg and 158.13 £ 6.67 cm
respectively. The corresponding valuesin the el derly women were
47.55+ 10.33kgand 144.41 £+ 7.59 cm respectively. Thedifference
between the body weight and height of elderly men and womenwas
found to behighly significant (P<0.01).
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Fig 1. Anthropometric measurements of the selected
ingtitutionalized elderly in different sex groups
Theaverage value of mid arm circumferencein elderly men
was 23.87 = 2.54 cm whilein women it was 23.67 + 3.02 cm.
The mean values of waist circumference, tricepsskin fold and

25
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hip circumferencein elderly men were 78.98 + 9.64 cm, 11.10 +
4.56 mm and 88.06 = 7.16 cm respectively while in elderly
women respective valueswere 76.58 £ 10.43 cm, 13.84 + 6.99
mm and 90.46 + 9.79 cm. However, highly significant difference
(P<0.01) was observed in all studied anthropometric
measurements except for mid arm circumference of elderly men
and women.

Anthropometric measurements of the selected ingtitutionalized
elderly in different age groupsare summarizedin Table 2. Themean
body weight of elderly ranged between 48.35+ 11.35t051.33
10.38 kg. Thedifferencebetween body weight of elderly below 60
yearsand agegroupsof 60to 70 yearswasnon significant satisticaly.
Thesimilar trend was noticed in el derly bel ow 60 yearsand above
70 years of age groups. However, highly significant difference
(P<0.01) in body weight of 60 to 70 years elderly and above 70
years age groups was noticed.

Table?2.

Anthropometric measurements of the selected institutionalized
elderly in different age groups

Anthropometric Themean valueof *Z’ values
measur ements anthr opometricmeasurements
of sdlected dderly in different
agegroups

<60 60-70 >70 |AvsB|AvsC|BvsC
(n=86) | (N=265) | (n=149)
A B C
Body weight (kg) 4988+ | 51.33+ | 4835+ | 1.33Ms| 1.19"| 2.64”
817 10.38 11.35
Body height (cm) 14684+ | 1522+ | 15043+ | 510" | 296" | 1.69"°
795 9.87 1042
Midarm 2436+ | 2396+ | 2307+ | 1.25MN| 342" | 293"
circumference (cm) 255 261 315
Waist circumference| 76.83+ | 7826+ | 77.18+ | 1.26MNS| 0.27M§ 1.00NS
(cm) 864 10.30 1063
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Tricepsskinfold 1574+ | 1251+ | 1087+ | 420" | 586" | 2.74"
(mm) 6.30 583 583
Hipcircumference | 89.81+ | 90.38+ | 87.27+ | 0.54NS| 224" | 351"
(cm) 821 880 865

**  Ggnificant at P<0.01

* Significant at P<0.05

NS Non significant

n  Number of studied elderly in different age groups

The body height of elderly in different age groupsvaried from
146.84 + 7.95t0 152.2 £ 9.87 cm. The elderly subjects below 60
years of age exhibited significantly (P<0.01) lower body height as
compared to elderly of other studied age groups. However, no
significant differencewas observed in elderly of 60to 70 yearsand
above 70 years of age group.

Mid armcircumferenceof e derly above 70 yearswassgnificantly
(P<0.01) lower ascompared to other age groups, whilenon significant
differencewasnoted among el derly below 60 yearsand el derly of 60
to 70 yearsof agegroup. Statistically non significant differencewas
observed amongthewaist circumferenceof selected e derly in different
age groups. Ontheother hand highly significant difference (P<0.01)
wasnoticedintricepsskinfold of different agegroupselderly. Asthe
age advanced the triceps skin fold reduced significantly. Hip
circumferenceof ederly above 70 yearsof agewas s gnificantly lower
as compared to other two groups. Hip circumference of both age
groups of elderly below 60 years and 60 to 70 years of age group
elderly wasfoundto beat par.

Body massindex of selected institutionalized elderly (Table3)
indicated that mean body massindex of elderly subject below 60
years of age was higher (23.13 + 3.48) as compared to elderly
belonged to 60to 70 years of age (22.14 + 4.04) and elderly above
70yearsof age (21.27 + 4.24). Astheageincreased, thebody mass
index decreased significantly which was proved statistically. Body
(23.13+ 3.48) ascompared to elderly belonged to 60 to 70 years of
age(22.14+ 4.04) and elderly above 70 yearsof age (21.27 + 4.24).
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Astheageincreased, thebody massindex decreased significantly
which was proved statistically. Body massindex of elderly female
(22.74 + 4.48) was highly significant ascompared to el derly male
(21.25 £ 3.33). Non significant difference was noticed among body
massindex of illiterate and educated €l derly subjects.

Table 3.
Body Mass Index of selected institutionalized elderly

Factors Number | Body MassIndex ‘2’ value

Mean + SD
Total 500 22.05+4.05
Age
<60 A 158} 23.13+348 AvsB 220
60-70 B 265 22.14+4.04 AvsC 3.63"
>70 C 149 21.27+4.24 BvsC 204
Sex
Male A 231 21.25+3.33 AvsB 425"
Female B 269 2274+ 448
Educational level
Illiterate A 255 21.74+£4.13 AvsB 1.77Ns
Educated B 245 22.38+3.95

**  Significant at P<0.01
* Significant at P<0.05
NS Non significant

Distribution of the selected institutionalized e derly according to
BMI isshownin Table4. Resultsindicated that majority of elderly
(63.2%) belonged to normal BMI (18.5-25.0). The per cent of over
weight / obese (BM1=25) e derly was marginaly higher ascompared
to under weight (BM1<18.5) elderly. Age wisedistribution of BMI
indicated that majority of elderly above 70 years of age (28.18%)
werefound to beunder weight (BM1<18.5) followed by e derly of 60
to 70 years of age (15.09%) and elderly below 60 years of age
(3.48%). It wasobserved from resultsthat with increasing age, there
was a declining trend in both normal (BMI 18.5—25.0) elderly and
over weight /obese (BM1=>25) elderly.
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The preva enceof over weight / obesity (BMI1>25) was higher
in elderly females (27.50%) as compared to elderly males
(10.82%) which were statistically proved. The percentages of
elderly male and female belonging to normal BMI (18.5 - 25.0)
were 69.69 and 57.62 respectively and the difference was
significant statistically. No significant differencewas observedin
under weight (BM1<18.5) elderly male (19.48%) and elderly
female (14.86%).

The per cent of illiterate and educated elderly belongingto BMI
lessthan 18.5 were 19.60 and 14.28 respectively but the difference
wasnot significant satigticaly. Theprevaenceof over weight / obesity
wasat par in both illiterate and educated elderly. The similar trend
was noticed in normal BMI (18.5 - 25.0) of illiterate and educated
elderly.

Table4.

Percent distribution of the respondents according to BMI

Factors No of elderly BMI
<18.5 185-25.0 | €725

Total 500 17.0 63.2 19.8
Age
<60 A %6 348 7093 2558
60-70 B 265 1509 66.03 1886
>70 C 149 2818 5369 1812
Sex
Mae A 21 1948 69.69 1082
Femae B 269 14.86 57.62 2750
‘Z’ value 1.36NS 2.83" 490"
Educational leve
[lliterate A 255 19.60 6352 16.86
Educated B 245 1428 62.85 285
‘2’ value 1.59Ns 0.15"s 1.68Ns

**  Ggnificant at P<0.01
NS Non significant
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Discussions

Theresultsreveal ed significant decreasein body weight asthe
age advanced. Thiscould be attributed to the universally accepted
natural biologica processwherethe peak wel ght attained by middle
age would gradually decrease with advanced age (Macrae et al .,
1993). Not only body weight even hei ght decreased with advancement
of agedueto influence of osteoporosisas stated by Heaney (1986).
However, inthe present study no significant change with respect to
height wasnoted in the studied samples. Similar finding wasnoted for
wal s circumference however, themid arm circumferenceand triceps
skinfold sgnificantly decreased once agai n with advancement of age
which also could have contributed for the reduction in body weight.
Findings of the Maracaibo Aging Study on Basi c Anthropometry and
Health Status of Elderly showed gradua declinewith ageinal three
parametersviz. weight, height and BMI (MufiozA. M, et al, 2010).
Delarue, et al., and Coworker, et al., (1994) also observed similarly
when conducted study on French popul ation wherethey described a
rel ation between reduced body weight and decreased body fat per
cent. Rolfeset al. (1989) al so expressed that tricepsfat fold measures
are mostly used anthropometric measurements based on patterns of
body fat gains and | osses parallel weight changesin both men and
women. Study conducted by Singh, K. et.al. (2020) found height
decreased non-sgnificantly and wei ght decreased significantly among
theelderly malesresiding in old-age homes.

Theanthropometric measurementsinthee derly subject in present
study when compared sexwiserevealed asignificant differencefor all
measurement except mid arm circumference. Studiescarried out on
Indian population were a so reported similarly where higher values
wereobservedin ederly maes. (Brahmam, 1999, Reddy et al ., 2004).
Studies carried out earlier on local population who were none
ingtitutionalized inthisregion have a so reported significant influence
of sex on body weight and height of ederly subjects(Revanwar, 2002).

Thebody massindex which expressestheextent of malnutrition
decreased in selected subject as the age advanced. It was clearly
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evident that the body weights were significantly reduced with
advancement of agewhich resulted in decreased body massindex in
the studied elderly population. The advancement of ageisusually
characterized by reduced intestinal motility, reduced synthesis of
enzyme, decreased efficiency of appetite center etc. which reflects
low intake of food and thereby reduced body weight (Potty, 1996).
Not only that in present study the elderly popul ation were suffering
from anorexia, somach pain, indigestion and heart burn and the per
cent of ederly suffering from hedlth problemsincreased with age. This
asowould haveinfluenced thesignificant declinein body weight which
ultimately resulted in decreased body massindex. When considered
sex wisefema e subjectswere exhibiting higher body massindex as
compared tomale. Thiscould beduetolower height (144.41 + 7.59
cm) recorded inwomen of the studied samplebecausetheca culations
of body mass index are basically dependent on body weight and
height.

It was noted that the prevalence of obeseor overweight elderly
femaleswerehigher (27.50%) than elderly males (10.82%) further
magority of ederly above 70 years of age (28.18%) were underweight
thantheir counterparts. However, irrespective of age, sex and education
body massindex werefdlinginthe norma range. Educationwiseno
sgnificant differencewasnoted with respect to body massindex which
can beattributed to the homogenousliving standards.

Zador et al. (1990) who also studied body mass index of
institutionalized elderly in Blue mountain in South wal es observed
normal distribution of body massindex. Even study carried out on
loca popul ationwho werenoningtitutionalized (Revanwar, 2002) dso
observed similar resultswhen considered in termsof distribution of
elderly ingrade of malnutrition it wasevident that i rrespectiveof age,
sex and education level majority were bel onging to normal range.
However, the per cent of under nutritionincreased astheageincreased
and the per cent of obesity decreased with advancement of age. The
per cent of lean body massdecreaseswith agewhich directly reflects
the body weight (Macraeet al., 1993). Inthe present investigation
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themid arm circumference decreased significantly with advancement
of agewhichisanindication of reduced |ean body massnot only that
eventricepsskinfold decreased significantly with ageindicating loss
of body fat. Thusloss of lean body massand body fat contributed to
changesin body weight resulted in reduced obesity and increased
malnutrition as per body mass index. In 15-year longitudinal
popul ation-based sudy significant declinewasobservedinBMI among
those aged >66 years and Mid Arm Circumference across all age
groups(JieGuoetal., 2021). Brahmam (1999) dsoreported similar
resultsthat obesity / over weight tended to bemorein femalesthanin
mal esand tended to declinewith advancement of age. Theprevaence
of over weight / obesity wasrelatively higher among femalesthan
males (Brahmam et al., 2000, Seidell and Visscher, 2000). Study on
an elderly Itdian popul ation depi cted that both sexes, weight and height
significantly decreased withage. TheBMI wassignificantly higher in
womenthaninmen andit waslower intheol dest thanintheyoungest
subjects of both genderswhereas obesity was shown to haveahigher
preva enceinwomenthanin men. Waist circumferenceand waist: hip
ratio valueswere higher for theyoungest men than for the oldest men
whereasinwomenthewaist: hipratio valueswerehigher intheoldest
women (Perissinotto E. et al, 2002).

Concluson

The anthropometric measurements of selected elderly subjects
reported average body weight and height of 50.19+10.49 kg and
150.8+9.91 cm respectively. The mean values of mid arm
circumference, wai st circumference, hip circumference and triceps
skin fold were 23.76+2.81 cm, 77.69 £10.13 cm, 89.35 + 8.75
cm and 12.58 + 6.14 mm respectively. Sex wise comparison
indicated that except for mid arm circumference the other entire
circumferences and triceps skin fold exhibited significant difference
between men and women. All anthropometric measurements
decreased withincreasein age. Themgjority of studied el derly were
found to have normal BMI which decreased with advancement of

age.
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ABSTRACT

This study aimed to evaluate the effectiveness of an
8-week MBSR programme in improving dispositional
mindfulness and reducing stress among 300 elderly
residents in 20 old age homes located in Salem, Tamil
Nadu. A quasi-experimental design with pre-test and
post-test control groups was employed. The study
subjects were divided into an experimental group
(N=150) and a control group (N=150). The
experimental group engaged in an 8-week MBSR
programme that included weekly sessions and daily
mindfulness exercises. Data were collected at three
points. before the intervention (T1), immediately after
the intervention (T2), and three months post-
intervention (T3). Dispositional mindfulness was
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measured using the Five Facet Mindfulness
Questionnaire (FFMQ), while perceived stress was
assessed with the Perceived Stress Scale (PSS).
Qualitative data were gathered through semi-structured
interviews. Data analysis involved SPSS for
quantitative data and thematic analysis for qualitative
data.The MBSR programme resulted in notable
improvements in dispositional mindfulness and
reductions in stress among participants in the
experimental group. The FFMQ scores increased from
a mean of 107.4 at baseline to 124.2 following the
intervention, and PSS scores decreased from 25.6 to
17.3. These improvements were primarily sustained at
the three-month follow-up, though there was a minor
decrease in mindfulness and a dlight increase in stress
compared to the post-intervention period. The control
group exhibited minimal changes. Qualitative feedback
revealed enhanced self-awareness, improved emotional
regulation, and better overall quality of life among the
participants. Based on present findings, it may be
concluded that the MBSR program effectively enhances
dispositional mindfulness and reduces stress among
elderly residents in old age homes. The positive effects
were maintained over time, indicating that MBSR could
benefit elder care practices. These results support the
incorporation of mindfulness-based interventions in
institutional settings to enhance the mental health and
well-being of elderly individuals.

Keywords. Mindfulness-Based Stress Reduction, Dispositional
Mindfulness, StressReduction, Elderly Residents

Theincreasing number of ederly individuas needing long-term
care hasled to arise in the use of old-age homes. These ingtitutions
frequently become necessary dueto alack of family support or the
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need for specialized care (Chakraborty & Sinha, 2022). However,
inditutiond living canintensfy fedings of londiness, anxiety, and sress
sgnificantly affecting the mental and emotiond well-being of residents
(Sharma & Mishra, 2021; Singh et al., 2023).

Mindfulness-Based Stress Reduction (MBSR), a structured
programme developed by Jon Kabat-Zinn in 1979, combines
mindful ness meditation and practices to enhance mental health and
well-being (Kabat-Zinn, et al., 1992). Research showsthat MBSR
can effectively reduce stress, anxiety, and depression across various
populations (Baer et al., 2006; Shapiro et al., 2007). However,
thereislimited research specificaly addressing itsimpact on elderly
resdentsin ingtitutional settings (Bhasin & Kumar, 2021; Gupta &
Bajpai, 2023).

Dispositional mindfulness, the inherent ability to remain present
and aware without excessive reactivity or judgment, is akey focus
of MBSR (Brown & Ryan, 2003). For ederly individuds, improving
dispositional mindfulness through MBSR may provide avauable
approach to managing ageing-related stressors such as health
concerns, losing loved ones, and adaptation to institutional living
(Chiesa& Sarretti, 2009). Enhancing mindfulness could improve the
overal quality of lifefor elderly residentsin old age homes (Smith
et al., 2019).

Significance of the Sudy

Elderly individuasin old age homes face numerous chalenges,
including socia isolation, loss of independence, and adjustment to
commund living (Singh et al., 2023). These chalenges often lead to
deteriorating mental and emotional health, which can exacerbate
physica hedth problems (Gupta & Bgjpai, 2023).

This study seeks to address this gap by evaluating the
effectiveness of the MBSR programme in enhancing dispositional
mindful ness and reducing stress among elderly resdentsin old age
homes. The findings could offer valuable insights for healthcare
providers, caregivers, and policymakers on incorporating
mindful ness-based interventions into standard care practices for the
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elderly (Sinha, et al., 2022). If the study demonstrates a significant
positive impact, it could lead to the broader adoption of MBSR
programsin old age homes. Thiswould not only improve the mentd
hedth and well-being of ederly residents but also potentialy reduce
the burden on hedlthcare systems by preventing or aleviating stress-
related conditions (Sharma & Mishra, 2021).

The expanding elderly population and the associated risein
mental health issues underscore the need for effective interventions
in institutional settings. The MBSR program offers a promising
approach to enhancing dispositiona mindfulness and reducing stress
among dderly resdentsin old age homes. By improving menta and
emotiona well-being, MBSR could contribute to a higher qudity of
lifefor elderly individuals and provide a vauable addition to elder
care practices. Future research and implementation of MBSR
programmes could further benefit elderly populations, offering a
proactive solution to the chalenges of ageing in indtitutional settings.
M ethodology
Sample

Usinga stratified random sampling approach to ensure that
participants were representative, 300 elderly residents aged sixty
years and above from 20 old age homesin Sdem, Tamil Nadu, were
selected for this experimenta study. Only residents sdlected to reside
in these selected old-age homes for aminimum of six months and
had adequate cognitive function were assessed by a Mini-Mental
State Examination (MM SE) score of 24 or higher. The subjects
having MMSE scores below 24 and having major psychiatric
disorders or conditions that would impede participation were excluded
from the study. Willingness to participate in the study was sought
individualy from each subject prior to the study.

Study Design
A quasi-experimenta design with pre-test and post-test control

groups was used to evaluate the impact of the Mindfulness-Based
Stress Reduction (MBSR) programme on dispositiona mindfulness
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and stress levels among these subjects. Participants were divided
into two groups:
- Experimental Group: 150 participants who took partinthe
MBSR programme.
- Control Group: 150 participants who did not receive the
MBSR intervention.

| ntervention

The experimental group underwent an 8-week MBSR
programme based on Jon Kabat-Zinn’s original curriculum. The
program included:

1. Weekly Sessions: One 2-hour session per week led by

atrained mindfulnessingructor.

2. Daily Practice: Participants practiced mindfulness
techniques for 30 minutes each day, guided by audio
recordings provided at their old age homes.

3. Programme Components: Sessions featured guided
mindful ness meditation, body scanning, mindful movement
(gentle yoga), and group discussions.

The control group continued their usua activities without any

mindfulnessintervention.

Data Collection

Data were collected at three stages: pre-intervention (T1),
immediately post-intervention (T2), and three months post-
intervention (T3).

I nstrument used

Dispositional Mindfulness: Assessed using the Five Facet
Mindfulness Questionnaire (FFM Q), which evduatesfive dimensions
of mindfulness: observing, describing, acting with awareness, non-
judging, and non-reectivity.

Stress Levels were measured using the Perceived Stress Scale
(PSS), astandard tool for evauating stress perception.

Qualitative Data: Gathered through semi-structured interviews
with a subset of participants to understand their experiences and
perceptions of the MBSR programme.



40 Indian Journal of Gerontology

Procedure

Baseline data (T1) were collected one week before the
intervention began.

Post-intervention data (T2) were collected immediately
following the 8-week MBSR program.

Follow-up data (T3) were collected three months after the
intervention to eva uate the durability of the effects.

Data Analysis

Quantitative data were analyzed using SPSS software.
Descriptive statistics were used to summarize demographic
information. Inferentid statistics, induding paired t-tests and repeated
measures ANOVA, were used to compare pre-test and post-test
scores within and between groups. Quditative datafrom interviews
were analyzed using thematic analysisto identify recurring themes
related to participants’ experiences with mindfulness practice.

Ethical Considerations

Ethical approval was granted by the Institutional Ethical
Committee (IEC) at Vinayaka Mission’s Annapoorana College of
Nursing, Vinayaka Missions Research Foundation, Deemed to be
Universty, Sdem, Tamil Nadu, India. Informed consent was obtained
from al participants, ensuring confidentidity and the right to withdraw
from the study. As an ethica consideration, the MBSR program was
offered to the control group following the completion of the study.
Findingsand Analysis

This study investigates the effects of aMindfulness-Based Stress
Reduction (MBSR) program on dispositional mindfulness and
percaved sressamong e derly resdentsin old age homes. Theandyss
examines the program’s effectiveness in increasing mindfulness and
decreasing stress and the persistence of these effects over time. It
includes eva uating quantitative data, such as changesin the Five Facet
Mindfulness Questionnaire (FFMQ) and Percalved Stress Scde (PSS)
scores, alongside qualitative feedback from participants. This
comprehensive analysis aims to assess the impact of the MBSR
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intervention on the well-being of ederly individuds, providing insghts
into both theimmediate and long-term benefits of mindfulness practices.
Quantitative Data Analysis

Table 1

Demographic Characteristics of Participants

Characteristic Experimental Group Control Group
(N=150) (N=150)

Mean Age (Years) 72.4(SD =5.2) 72.6 (SD =5.4)
Gender Distribution (%) | 48% Male, 52% Femadle | 48% Male, 52% Female
Duration of Stay (Years) 43(SD=21) 45(SD=20)
Educational Background
(*0)
No Formal Education 30% 32%
Primary Education 45% 43%
Secondary Education 20% 18%
Higher Education 5% ™%

Demographic characterigtics, including age, gender, duration of
stay in the old age home, and educational background, were
summarized using descriptive satistics. The mean age of participants
was 72.5 years, with a standard deviation of 5.3 years. Gender
distribution was bal anced across both groups, with 48 percent maes

and 52 percent females (Table 1).
Table 2
Baseline Comparisons

Variable Experimental Group | Control Group p-

(N=150) (N=150) value
Dispositional M =1074 M =108.1 0.62
Mindfulness (FFMQ) (SD=13.8) (SD=126)
Perceived Stress M =25.6 M =248 058
(PSS (SD =49 (SD=47)

Baseline comparisons between the experimental and control
groups showed no significant differencesin dispositiond mindfulness
(p = 0.62) and perceived stress levels (p = 0.58), indicating the
groups were comparabl e before the intervention (Table 2).
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Table 3
Changesin Dispositional Mindfulness (FFMQ Scores)
Group Pre-Test Post-Test t-value | p-vaue
Mean (SD) Mean (SD)
Experimental 107.4(13.8) 124.2(10.3) 1032 | <0001
Control 108.1(12.6) 109.2 (12.3) 064 024

A paired t-test reveded a significant increase in FFM Q scores
from pre-test (M = 107.4, SD = 13.8) to post-test (M = 124.2, SD
=10.3) within the experimenta group ((149) = 10.32, p <0.001). In
contrast, the control group showed no significant change (pre-test M
=108.1, SD = 12.6; post-test M = 109.2, SD = 12.3, p = 0.24).

Repeated measures ANOVA demonstrated a significant time x
group interaction effect for FFMQ scores (F(2, 298) = 18.45, p <
0.001), indicating that the experimental group’s dispositional mindfulness
improved sgnificantly more than the control group over time.

Percelved Sress (PSS Scor es)

The experimentd group showed a significant reduction in PSS
scores from the pre-test (M = 25.6, SD = 4.9) to the post-test
(M =173, SD =4.2) (t(149) =-12.76, p < 0.001), while the control
group’s scores remained largely unchanged (pre-test M = 24.8,
SD = 4.7; post-test M = 24.2, SD = 4.6, p = 0.16) (Figure 1).

24.8 24.2
= 20 17
g 15
=
410
: 49 42 47 16
1]
Experimental (Pre-  Expenmental  Control (Pre-test) Control (Post-test)
fest) (Post-test)
PSS score
Mean ®mSD

Figure 1. Comparison of stress score (Mean and SD) among
elderly in Experimental and control group
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Repeated measuresANOVA indicated a Significant time x group
interaction effect for PSS scores (F(2, 298) = 22.37, p < 0.001),
suggesting a substantial reduction in perceived stress among the
experimental group compared to the control group.

Sustainability of Effects (Follow-up at T3)

At the three-month follow-up (T3), the experimental group
maintained their improved FFMQ scores (M = 121.5, SD = 10.8)
and reduced PSS scores (M = 18.1, SD = 4.5). The changes were
still significant compared to baseline. However, there was a dight
reduction in mindfulness and adight increase in stress compared to
theimmedi ate pogt-intervention scores, suggesting partid but sustained
benefits (Figure 2).

30 -
236248 242 242

173 181
10
5
0

Pre-test Post-test Follow-up

Participants
.

PSS Mean scorz
® Experimental Group Control Group

Figure 2 : Comparison of stress score (Mean) among elderly
in Experimental and control group

The control group’s scores remained consistent with their post-
test levels, confirming the absence of significant change over time.
Sustainability of Effects

At follow-up, the experimental group showed a significant
decrease in Five Facet Mindfulness Questionnaire (FFM Q) scores
(M =121.5, SD = 10.8) from the post-test (M = 124.2), with a
p-value of <0.001, indicating a statistically significant reduction.
Similarly, perceived stress scale (PSS) scores increased dlightly to
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M =18.1 (SD = 4.5) from the post-test (M = 17.3), with ap-value
of <0.001, reflecting asignificant change. In contrast, the control group
exhibited no significant changesin FFMQ (M =109.3, SD = 12.1,
p = 0.24) and PSS scores (M = 24.1, SD = 4.6, p = 0.16) from
post-test to follow-up (Table 4).

Table 4
Follow-Up Scores at T3
Group Follow-Up Mean (SD) | Changefrom Post-Test | p-value
Experimental | FFMQ: 121.5 (10.8) (Post-Test: 124.2) <0.001
PSS 18.1 (4.5) (Post-Test: 17.3) <0.001
Control FFMQ: 109.3 (12.1) (Post-Test: 109.2) 024
PSS: 24.1 (4.6) (Post-Test: 24.2) 0.16
Qualitative Data Analysis
Table 5
Thematic Analysis of Interview Data
Theme Description
Enhanced Self- Increased awareness of thoughts, emotions, and
Awareness sensations, leading to better responses to daily
challenges.
Improved Emotional | Better management of anxiety, loneliness, and sadness
Regulation contributes to a more balanced emotional state.
Perceived Quality Participants felt improved well-being and better coping
of Life with ageing and institutional living stresses.

Partici pants reported a heightened awareness of their thoughts,
emotions, and physical sensations, which helped them handle daily
challenges more effectively. They also noted improved emotional
regulaion, dleviating anxiety, londiness, and sadness, fostering amore
stable emotiona state. Additionaly, they experienced an enhanced
quality of life, feeling more capable of managing the stresses
associated with aging and lifein an ingtitutiond setting (Table 5).
Discussion

The descriptive statistics revealed that the experimental and
control groups were well-matched in terms of demographic
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characteristics, such as age, gender, and duration of stay in the old
age home. The mean age of participants was 72.5 years, with a
standard deviation of 5.3 years, and the gender distribution was
balanced, with 48 percent males and 52 percent females in both
groups. Liu, et al. (2022) conducted a similar study on elderly
populations and found that ensuring demographic bal ance between
intervention and control groups strengthened the reliability of their
findings. Their sudy highlighted the importance of initid comparability
in evauating the effectiveness of interventions. Basdline assessments
of dispositional mindfulness and perceived stress showed no
sgnificant differences between the groups (p = 0.62 for mindfulness
and p = 0.58 for gtress), indicating that the groups were comparable
a the gart of the intervention. This comparaility iscrudid for ensuring
that any observed effects of the MBSR program are attributable to
the intervention rather than pre-existing differences.

The andyd's showed asignificant increase in FFMQ scores from
pre-test (M = 107.4, SD = 13.8) to post-test (M = 124.2,
SD = 10.3) in the experimental group (t(149) = 10.32, p < 0.001).
This significant improvement in mindful ness among the experimenta
group was supported by a repeated measures ANOVA, which
revealed a significant time x group interaction effect (F(2, 298) =
18.45, p < 0.001). In contrast, the control group’s scores remained
relaively stable, with no significant change observed. Kirk et al ., (2021)
conducted astudy on older adults and found that MBSR significantly
increased mindfulness, amilar to the resultsin thisstudy. Their findings
reinforce the effectiveness of MBSR in enhancing dispositional
mindfulness. Singh et al., (2023) reported that ederly participantswho
engaged in MBSR showed significant improvementsin mindfulness,
aigning with the observed increase in FFMQ scoresin this study.

The experimentd group showed a significant reduction in PSS
scores from pre-test (M = 25.6, SD = 4.9) to post-test (M = 17.3,
SD = 4.2), with at-value of -12.76 and a p-value < 0.001. The
control group’s PSS scores remained largely unchanged. The
repeated measures ANOVA a so demonstrated a significant time x



46 Indian Journal of Gerontology

group interaction effect (F(2, 298) = 22.37, p < 0.001), indicating
that the stress reduction was substantially more significant in the
experimenta group.

Riley et al., (2022) found that MBSR significantly reduced
perceived stress among elderly participants, corroborating this study’s
findings. Smith et al., (2023) aso reported that elderly individuas
participating in mindfulness-based programs experienced significant
reductions in perceived stress, supporting the current study’s results.

At thethree-month follow-up, the experimenta group maintained
their improved FFMQ scores (M = 121.5, SD = 10.8) and reduced
PSS scores (M = 18.1, SD = 4.5). Although these scores remained
sgnificantly different from the basdine, there was adight reduction
in mindfulness and a minor increase in stress compared to the
immediate post-intervention period. This suggests that while the
benefits of the MBSR program were sustained, there was a partial
attenuation of effects over time.Chen et al., (2023) observed similar
patterns in their longitudinal study, where mindfulness benefits
persisted but showed some attenuation over time. Their findings
suggest that ongoing reinforcement of mindfulness practices might be
necessary to maintain the gains. Johnson et al., (2022) aso noted a
dight declinein mindfulnessand asmall increasein stress over time
in their follow-up study, reinforcing the need for periodic practice to
sustain mindful ness benefits

The thematic analysis of semi-structured interviews revealed
three primary themes: enhanced sdf-awareness, improved emotiona
regulation, and perceived quality of life. Participants in the
experimental group reported increased awareness of their thoughts
and emotions, better management of anxiety and sadness, and an
overal improvement in their well-being.McCracken et al., (2021)
found that mindful ness interventions significantly enhanced self-
awareness and emotiond regulation among ederly participants, which
aligns with the qualitative themes identified in this study. Santos
et al., (2022) reported improvements in quality of life and emotiona
well-being among elderly participants in mindfulness programs,
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corroborating the perceived benefits noted by participantsin this
study.
Conclusion and Suggestions

The MBSR program demonstrated significant improvementsin
dispositiona mindfulness and reduced perceived stress among ederly
residentsin old age homes, with these benefitslargely sustained over
three months. Both quantitative and qualitative data support the
program’s positive effects on mental well-being and emotional
resilience. Recent research reinforces these findings, highlighting the
continued effectiveness of mindfulness-based interventions in
improving the quality of life for elderly individuals. The study
underscores the va ue of integrating mindfulness practicesinto ederly
care settings to enhance overall well-being.

The MBSR program effectively enhanced dispositional
mindfulness and reduced perceived stress among e derly resdentsin
old age homes. The experimental group showed substantial
improvements in mindfulness and reduced stress levels, while the
control group exhibited minimal changes. The positive effects of the
MBSR program were largely sustained three months post-
intervention, indicating that the benefits of mindfulness practice
persisted beyond the immediate intervention period.

The study suggests that implementing MBSR programsin old
age homes could be avauable intervention for improving the menta
and emotional well-being of elderly resdents. Thesefindings have
important implications for healthcare providers and policymakers,
highlighting the need to integrate mindfulness-based interventions into
the care of dderly populations.Quditative Indgghts The quditetive data
provided a deeper understanding of how mindfulness practices
impacted the participants’ daily lives, emphasizing the role of
mindfulnessin fostering a sense of control and resilience in the face
of aging-related chalenges.
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ABSTRACT

The present comparative research, conducted with
utmost objectivity, wasdesigned to assess the life
satisfaction and mental health of 1000 elderly (504
males and 496 females) living in Shelter Homes
(N=500) and within Family Setups (N=500) of different
Districts’ of Madhya Pradesh. They were administered
the Mental Health Inventory (MH-5) and the
Satisfaction with Life Scale (SWLS) for data collection.
The study’s findings revealed a significant difference in
life satisfaction among the elderly living in Shelter
Homes and within Family Setups. The results also
revealed no significant difference in mental health
among the elderly in the present study. In addition to
that, the results revealed no significant difference in
mental health and life satisfaction among the elderly
concerning their gender and residence.
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Life satisfaction is a broad and complex construct, which
encompasses an evaluation of thefull rangeof overall functioningand
an appraisal of one’s life in general and in specific domains, such as
family, hedlth, socia support, and environment (Diener et al., 1999;
Huebner, 2004). Life satisfactionisgeneraly assumed and expected
to declinein older age, most notably as health conditions deteriorate.
Inredity, thegenerd finding of thelargebody of gerontological literature
on therelationship between age and life satisfaction isthat thereisno
age-related decline in life satisfaction (Larson, 1978; Herzog &
Rodgers, 1981; Diener & Suh, 1997; Smithetal., 1999).

Lifesatisfactionisconsidered to be acentral aspect of human
welfare. Itistheultimategoa, and human beingsstriveto achieveit. It
isgeneraly referred to as an assessment of the overal conditions of
existence derived from comparing one’s aspirations to one’s
achievements. According to Andrews (1974), Life satisfaction
representsan overarching criterion or outcomeof human experience.
By thestudy of life satisfaction, we can monitor socid progress. Life
satisfaction of individuasinaparticular group or country indicatesthe
meaningfulness of life, but when satisfaction declines, it indicates
possible problems. Life satisfaction of theelderly isan areathat has
attracted the attention of several researchers. Elderly people have
seen many upsand downsover theyears. Thisaffectstheir approach
towardstheir lifeaswell asthelr life satisfaction. Wemust understand
lifesatisfactionfromtheir point of view.

Erikson (1963) has suggested that this development stageis
characterized by psychosocial conflict, i.e., egointegrity versus
despair. Integrity means integrating one’s attitude, beliefs, motives,
and experiences so that they fit together comfortably, and the outcome
of integrity isafeeling of satisfactionwithlife. By studyingthelife
satisfaction of the elderly, one can learnhow certainfactorsplay a
positiverolein maximizing life satisfaction and their crucia rolein
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reducing the effects of stress. Research in thisareahas analyzed
how life satisfactionisinfluenced by social support, financia status,
physica health, community, income, recreation, socid life, career,
etc. However, the presence of such factorsdoesnot ensurehighlife
satisfaction. Severasignificant psychologica variablesin determining
life satisfaction must be considered first and foremost. One aspect
that comesto mind when discussing life satisfaction is perceived
stress. Perceptionsof stressinfluence our life satisfaction. Personal,
professional, economic, socia, etc., stressors affect the degree of
lifesatisfaction.

Lifesatisfaction isconsidered to be acentral aspect of human
welfare. It istheultimate goal, and human beings striveto achieve
it. Satisfaction with one’s life implies acceptance of life
circumstances and the fulfillment of wantsand needsfor lifeasa
whole (Webster’s Dictionary, 1996). It is associated with social,
economic, and familial factors. Therefore, we can understand the
importance of improving thequality of life, which, inturn, the QOL
canraise lifesatisfactionamong them. Life satisfaction denotesthe
individual’s positive attitude toward the world in which he lives
(Koohbanani, et al., 2013).

A relatively large body of gerontologica and medical literature
examinestheeffect of hedlth onthelife satisfaction of the oldest ol d.
For example, to precisely assess health-related behaviours’ effect on
lifesatisfaction. Ind, et al., (2007) examinetheindtitutionalization of
133 Turkish individuals aged 60—90 and show that activities that enhance
hedlth (e.g., regular physical and leisureactivities) aresignificantly
related tolife satisfaction. Similarly, Bowling and Farquhar (1996)
demongratethat subjective hed th and functiond ability strongly predict
life satisfaction. Two more recent anayses of life satisfaction among
the oldest old in China (Li, 2005; Chen & Short, 2008) use two
wavesof the Chinese Longitudina Healthy Longevity Survey, whose
every waveincludesover 5,000 people above 80 years. Both studies
show perceived hedth to beapowerful predictor of life satisfaction
amongthed derly.
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Mental Health

Globally, the populationisageing rapidly. Between 2015 and
2050, the proportion of the world’s population over 60 years will
nearly double, from 12 percent to 22 percent. Menta health and well-
being areasimportant in older ageasat any other time. Menta health
problemsare under-identified by healthcare professionasand ol der
peoplethemsdves, and the stigmasurrounding these conditions makes
peoplereluctant to seek help. Itisasimportant in older ageasinany
other stageof life. It isnot just the absence of mental disordersbut
also asense of well-being and satisfaction that enabl es stressesthat
occur asaresult of ageingtobededt with. OldAgebringsextraordinary
pressures, unique upsets, and profound biological changes. People
become more proneto illnessand injury asthey age, and they are
likely to experiencethe stress of 10ss, theloss of spouses, friends, and
adult children, andtheloss of former activitiesand roles (Inselmann,
2004).

Theederly populaionisaso highly proneto devel oping mental
morbiditiesdueto variousfactors such asaging of thebrain, cerebral
pathol ogy, comorbid physica illnesses, and socioeconomic problems
such as poor socia support and reduced economic independence.
Thebreakdown of family valuesand family support systemshasled
to social isolation, economic insecurity, physical and psychological
abuse, and psychologicd problems(Ingle& Nath, 2008). Thenumber
of mental health (MH) professionasin Indiaisinadequateto meet the
MH needs of the geriatric population.

A multitudeof socia, demographic, psychologicd, and biological
factors contribute to a person’s mental health status. Almost all these
factorsare particularly pertinent amongst older adults. Factorssuch
aspoverty, socid isolation, lossof independence, londiness, and losses
of different kinds can affect menta health and generd health. Older
adultsaremorelikely to experience events such as bereavement or
physical disability that affect emotiona well-being and canresultin
poorer menta health. They may a so be exposed to maltreatment at
homeandin careingtitutions(Deekin, 2003). Ontheother hand, socid
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support and family interactions can boost the dignity of older adults
and arelikely to haveaprotectiveroleinthemental health outcomes
of thispopulation.

Theremay bemulltiplerisk factorsfor menta health problemsat
any pointinlife. Older people may experiencelife stressorseveryday
to all people, but also stressors more common in later life, like a
significant ongoing lossin capacitiesand adedlinein functiond &bility.
For example, older adults may experiencereduced mobility, chronic
pain, frailty, or other health problemsfor whichthey require some
form of long-term care. In addition, older peopleare morelikely to
experience events such as bereavement or adrop in socioeconomic
statuswith retirement. All of these stressorscan result inisolation,
loneliness, or psychological distressin older people, for which they
may requirelong-term care. Menta health hasanimpact on physical
health and vice versa. For example, older adultswith physical health
conditions such asheart disease have higher ratesof depressionthan
thosewho are healthy.

Mental health problems can have a high impact on an older
person’s ability to carry out essential daily living activities, reducing
their independence, autonomy, and quality of life. Thefirst stepto
reduce these negative consequencesissimply to makeadiagnosis.
Unfortunately, too often, mental health problemsare undiagnosed and
untreated, and many ol der people strugglewithout proper help or any
help at all. Today’s older adult population is not likely to acknowledge
mentd illnessor to accessmental heath services. Many stigmasexist
regarding themeaning of mentd illness. Many older adultsview mentd
illnessasasign of weasknessand areunlikely to admit to experiencing
problems, especidly when they fear thel oss of independence.
Satement of the Problem

Indeveloping countries, agingissues haverecently emerged asa
causeof socid concern, and during thereview process, the researcher
reviewed many research articlesrelated to elderly people. It wasfound
that elderly people faced many problems at home, such as verbal
abuse, physicd abuse, financid, and fulfillment of basic needful things,
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whichleadsto physicd, emotiona, mentd, financia, and adjustment
difficulties, dissatisfactionwith life achievements, guilt fedlings, etc.
For these challenges, ol der people need to learn and use different
coping strategiesto copewith difficulties and adapt to new demands
of their offspring’s lifestyles. Sometimes, if they cannot adapt to these
conditions or problems, they decideto go to a shelter home, and
sometimes, their offspring leave them in the shelter home. However,
shelter homes’ infrastructures, rules, regulations, structures, schedules,
and lifestylesdermand another kind of adjustment and coping srategies.
The elderly need specific amenities such ashealth care, nutrition,
and asense of belonging. However, thetype and amount of treatment
they receive mainly depend on the family’s culture. Life becomes
increasingly stressful during ageing process, and elderly people
become aliability rather than an asset to their families (Yadava
et al., 1996).

It wasdepictedintheliteraturethat research onlifesatisfactionin
old ageisdetermined by severd factors, withsocia, physica, mental,
and financia aspectsasinteractive variables. Thesefactors must be
paramount when caring forthe elderly (Borg, et al., 2006). Family
relations s gnificantly impacted thelife satisfaction of older peoplewith
different resident statuses, as observed in mainland China(Yunong,
2012). It was a so depicted from the literature that there is more
depression, anxiety, and stressamong theelderly residingin old age
homes compared to theelderly living with their families (Parshad
&Tufail, 2014). Moreover, they used more maladaptive coping
drategies, and thed derly living with familiesused moreadaptivecoping
srategies. In addition to that, elderly living with families have better
mental health (Dean, et al., 1992). Therefore, based onthereviewed
literature,thisstudy compares|ifesatisfaction and menta health among
thedderly livingin shelter homesand withinfamily set-up.

Objectivesof the Sudy
+ Tofindoutthedifferenceinlifesatisfaction and mentd hedth

among thed derly living in shelter homesand withinfamily
setups.
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» Tofindoutthedifferenceinlifesatisfaction and mentd hedlth
among thed derly living in shelter homesand withinfamily
setupsconcerning their gender and residence.

Hypothesisof the Sudy

»  Therewill besgnificant differencesinlife satisfaction and
mental healthamongthee derly livingin shelter homesand
withinfamily sstups.

* Therewill besignificant differencesinlife satisfaction
and mentd healthamongthee derly livingin shelter homes
and within family setupsconcerning their gender and
residence.

Method
Sample

Inthisstudy (N-1000), maleand femaleelders (Age 60 Yearsor
above) were selected through Purposeful sampling. Out of 1000
participants, 500 elderly peoplefrom shelter homesand 500 elderly
peoplewho livewithin family setupswererecruited from different
districts of MadhyaPradesh.

Tools of the study
The Life satisfaction scale

Thisscalewasdeveloped by Diener, et al., (1985). It consi stsof
five items designed to measure life satisfaction. Participants are
instructed to indicate how much they agree or disagree with each of
thefiveitemsusing a7-point scalethat rangesfrom 7 strongly agree
to 1 strongly disagree. Theinterna cons stency of thescaleis0.8.

Mental Health Inventory

To measurethemental health of elderly people, amenta health
inventory developed by (Veit, & Ware, 1983) wasused. The MHI-5
was devel oped for usein the genera population and designed to
improve upon other instruments by including items that assessed
psychologicd well-being. Thisinventory comprisesfivequestionsabout
mood over the past month, measuring theexperience of psychologicd
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well-being and theabsence of psychologicd distress. Each of theitems
reguires aresponse on a6-point rating scale, with possible scores
ranging from 6 to 30, and the instrument is scored such that higher
scoresindicatebetter menta health. Theinterna consistency reliability
coefficientsrangefrom .80t0.96.

Results
Tablel

Showing the ‘t’-value of life satisfaction and mental health
among the elderly living in shelter homes and family setups.

Variable Condition N Mean SD | t-value| Sig.
Life-Satisfaction| Shelter Homes 500 | 2025 | 531 | 361 | S
Family setup 500 | 1913 | 446
Mental Health | Shelter Homes 50 | 1979 | 532
Family setup 500 | 2001 | 403 | .730 | NS

From Table 1 above, the mean score of life satisfaction of
elderly livingin shelter homesis20.25, and withinfamily setupis
19.13. Here, thefindings depicted significant differencesinlife
Satisfaction among shelter homesand withinfamily setups. Aboutthe
mental health of elderly living in shelter homes, the mean scoreis
19.79; within family setup,the mean scoreis 20.01. In thisway the
findings depicted no significant differencein menta health among
both the groups

Table?2

showing the‘t’ - value of Life-satisfaction and mental health
with respect to Gender

Variable Gender N Mean SD | t-value| Sig.
Life-Satisfaction| Male 504 | 1964 | 502

Femde 4% | 1973 | 484 | .311 | NS
Mental Health | Male 54 | 2002 | 492

Femde 4% | 1978 | 451 | .802 | NS

Whileexamining the abovetable 2, the mean score of maleson
lifesatisfactionis 19.64 and females 19.73. With regard to mental
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health, themean score of malesis20.02 and females 19.78. Hence,
theabovefindingsrevea ed anonsignificant differenceamong maes
andfemdes.

Table3
Showing the ‘t” - value of Life-satisfaction and mental health
with respect to Residence

Variable Residence N Mean SD | t-value| Sig.

Life-Satisfaction| Urban 482 | 1980 | 485
Rurdl 518 | 1958 | 501 | .704 | NS

Mental Health | Urban 482 | 2013 | 4%
Rurdl 518 | 1968 | 447 | 151 | NS

While examining table 3, the mean score of urban on life
satisfaction is 19.80, and Rural is 19.58. Regarding menta health,
the mean score for urban areas is 20.13, and for rural areas, it is
19.68. Hence, the above findings reveded no significant difference
in life satisfaction and mental hedth concerning residence.
Discussion

The present study comparedlife satisfaction and menta heath
among the ederly living in shelter homes and within afamily set-up.
The study reved sthat the mean life satisfaction score of elderly living
in shelter homesis 20.25, and within afamily setup, it is 19.13.Hence,
it isevident from thefindings that the ederly living in shelter homes
have better life satisfaction than the e derly living with families. The
above findings align with the previous study conducted by (Fengler,
et al., 1983), who reported that the elderly living in a family
environment had higher life satisfaction compared to thoseliving in
other different homes.

Concerning the menta hedth of ederly living in shelter homes,
the mean score is 19.79, and within afamily setup, the mean score
1S 20.01. In thisway, the findings depicted no significant difference
in mental health among both groups. The above findings are
contradictory to the study conducted by (Sahrawat, 2024), who
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reveded that the elderly living done suffer from mental hedth.While
comparing the difference among elderly living in shelter homes and
within family setups concerning gender, the findings depicted the mean
score of males on life satisfaction as 19.64 and females as 19.73.
Regarding mental health, the mean score of malesis 20.02 and
females 19.78. Hence, the above findings reved ed a nonsignificant
difference among maes and femaes. The above findings align with
the findings conducted by (Kawa et al., 2017), who reported a
ggnificant differencein mental hedth and life stisfaction among aged
people with respect to their gender. The findings also revealed that
the elderly living in urban aswell asin rura areas did not show
significant differencesin life satisfaction and mentd hedth.

Concluson

Thefindings of the sudy proved that the elderly living in shelter
homes have better life satisfaction than the ederly living with families.
However, thereis no significant difference in menta hedth between
the two groups. The findings aso depicted that thereis no significant
difference between the dderly living in shelter homes and thoseliving
within family setups. Based on the findings, it can be concluded that
support from family membersisvery significant for menta health and
life satisfaction among the elderly. It may be suggested that some
measures should be taken to fulfill the needs of such elderly people
by the state and society. Moreover, there is a significant need to
highlight the psycho-socid problemsthat the elderly peoplein India
are facing, and different strategies are needed to bring about an
improvement in their overdl qudity of life.
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ABSTRACT

An observational study on gait changesin patientswith
diabetes was conducted on 26 el derly persons (20 males
and 6 females), ages varying from 50 to 70 years, in
Pravara Rural Hospital in patients. These patientswho
hadDiabetes Mellituswere screened for demographic
data along with other details. A detailed assessment
of patientswas done using POMA (Tinetti Performance
Oriented Mobility Index). Thiswidely used tool scores
16 items (nine for evaluating balance and seven for
assessing gait). Patientswith diabetes frequently exhibit
aconservative gait strategy with slower walking speed,
a broader hase of gait, and prolonged double support
time. Glycosylation effects were observed in the lower
extremities. On observation, it was concluded that there
Is a reduction in speed and alteration in the balance
due to Diabetic Foot, which may he due initially to
skin thickness decrease, skin hardness increase tendons
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thickening muscles atrophy and exhibiting activation
delays, bones become less dense joints have limited
mobility, etc. Based on the findings of thisstudy, it may
be concluded that gait changes do appear in patients
with diabetes. These changes, coupled with local soft
tissue changes from advanced glycosylated end
products, also alter a patient’s gait, putting them at
risk of foot ulceration. Understanding the
biomechanics and the basic anatomy of the foot is
essential for managing Diabetic Foot Patientsand will
also help in planning appropriate interventions and
prevention. The need for further Sudiesto assessearly
implementation of the biomechanical changes to
improve the Quality of Lifeis crucial and should be a
focus of future research.

Keywords: DiabetesMdlitus, Diabetic Foot, Biomechanicsof Foot,
Gait.

Diabetes mellitus (DM) is a prevalent disease considered a
Public Hedlth problemwith high socia and economic costs. Among
theclinical complicationsof DM are blindness, renal insufficiency,
nephropathy, and peripheral neuropathy. PN seemsto develop as
an autonomic and sensorial disturbance and as a progressive and
irreversible motor disease. It caninterrupt the afferent and efferent
functions of the lower extremities, which areresponsible for
maintai ning normal posture and walking (Bus SA and Ulbrecht JS.
2020).

TheWorld Health Organization has declared Type | diabetes
aninternational epidemic. Despitethe current incidence of diabetes
being lessthan 10 percent inthe United States, the decreasein the
age of onset of diabetes and the increase in its incidence has led
the World Health Organi zation to predict that by the year 2020, 30
percent of the world population will be diagnosed with Type Il
diabetes. A large-scal e survey conducted across I ndiarevea ed that
over 43 percent of the respondentswho had diabetesin 2021 were
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above 60 years of age (Minhas, A. 2023). This data underscores
the urgent need for proactive measures to address this growing
hedlth crisis.

Diabetic patientswith peripheral neuropathy havelower gait
vel ocity, decreased cadence, shorter stridelength, increased stance
time, and higher step-to-step variability than healthy controls.
These gait alterations increase on irregular surfaces (Andersen
H.etal.)

Diabetic neuropathies develop diverseclinica manifestations,
such as sensory lossand pain, and put patientsat highrisk for foot
ulcersand amputation, an irreversible complication. Many people
with Diabetic Neuropathy experience symptomslike Paraesthesia,
pain, and allodynia, and this is Popularly Known as Diabetic
Neuropathy.

In the present scenario, there is atremendous hike of people
suffering from DiabetesMél litus, whichisgpproximately 366 million.
AlongwiththeRising Rates of DiabetesMéllitus, its Complications
arerisingtoo, whichinturnleadsto an Increased rate of Mortality
and Morbidity, increased healthcare expenditure, and an emerging
need to focus on the Specidized Care System. Thisunderscoresthe
crucid rolethat each hedthcare professiond, researcher, and student
playsinaddressingthisgrowing hedthcriss.

Diabetic Foot is one of the most unnoticed and overlooked
characteristics of Diabetic Care across the Indian scenario dueto
cultural and economic barriers. Poverty, lack of Education, and
unavailability of resources, aswell astheuseof improper Footwesr,lead
to foot lesions. However, it’s important to note that many of these
issues are preventable with proper education, resources, and care,
highlighting the need for increased awarenessand action.

In the Indian scenario, diabetic Foot Ulcers account for 15
percent of the population during their lifetime. The Preval ence of
diabetesisincreasing worldwide. Indiaranks second in theworld
with 65.1 million Diabetic Patients. The prevaencerate of diabetic
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Foot in Indiansis 2.4 percent in Rural areas and 12-17 percent in
urban areas.

Diabetic Neuropathy isaregular complication of digbetesmdlitus,
whichleadsto the devel opment of Diabetic Foot Ulcers. Theseulcers
changethefoot biomechanics, and Glycosylationisaso responsible
for dtering gaitin Patientswith Diabetic Foot and diabetic Neuropathy.

M ethod

The study was conducted at the Orthopaedi cs Physi otherapy
Department of PravaraRural Hospital in Loni, Maharashtra, India,
over oneyear (April 2023toApril 2024). The sdlection of participants
beganwith referrdsfromtheMedicine OPD a PravaraRurd Hospital.
All consecutive patientswith Typell DiabetesMd litusand digbetic
neuropathy were screened. Those who met the inclusion criteria—
aged 50 to 70 years, willing to consent, and at risk of falls—were
recruited. Patients with major orthopaedic issues, non-diabetic
neuropathy, or significant comorbiditieswereexcluded. After screening,
50 eligible participants (20 males and 06 femal es) were enrolled.
Patientswere sd ected through conveni ence sampling based on specific
inclusion criteria, such asbeing referred from the Medicine OPD and
willing to consent, whilethose with major orthopaedic or surgical
problems, non-diabetic neuropathy, or significant comorbiditieswere
excluded. Theassessment involved using the Performance Oriented
Mobility Assessment (POMA) to eval uate gait parametersand the
effect of glycosylation was assessed using the radiographs(Mears’
Angleand Cd canedl Pitch). Statistical analysiswasperformed using
SPSS software, employing Pearson’s correlation to explore
rel ati onshipsbetween variables.

Results

Thisstudy eva uated 26 subjectswith agender distribution highly
biased infavor of themale gender (20 malesand 6 females). All the
subjectswere aged between 50-70 years, indicating that thiswas a
majority of elderly subjects. The performance-oriented mobility
assessment scale, POMA, was used to classify the participants
according to variousfalling risk categories. Theresults showed that
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19 percent of subjects (5) were low-risk, having POMA scores
between 25 and 28. Themgjority, at 54 percent (14 subjects), wasin
the moderaterisk category, wheretheir scoresranged between 19
and 25. Theremaining 27 percent bel onged to the high-risk category,
with POMA scoreslessthan 19. This high-risk group had people
with conditionsranging from neuropathy, absenceof pulses, deformities,
or skinconditions, al of which sgnify thereatively highrisk of faling.
Thesefindingsaredemonstrated toillustratetherel ationship between
diabetic neuropathy, | ossof sensation, structural changes of thefest,
and anincreased risk of fallsthat underlinestheimportance of early
intervention in managing theseriskseffectively.

Thenumber of participantsin thisresearch was 26, and the gender
distribution was skewed towards mal e participants (20 malesand 6
females). The participantswere divided into two groups. men and
femal es. Participants aged 50 to 70 wereincluded, most of whom
weredeemed elderly.

Table2
Distribution of study Participants based on POMA scale
AOLDC & AOLU Risk % of No. of POMA Score
Category Participants | participants
Low Risk 19% 5 25-28
Moderate Risk 54% 14 19-25
HighRisk 2% 7 <19

The participants were examined using a scale called the
Performance Orientated Mobility Assessment (POMA), which
categorized them into variousrisk categoriesfor faling, including the
following category: Theparticipantswereexamined usngascdecaled
the Performance Orientated Mobility Assessment (POMA), which
categorized them into variousrisk categoriesfor faling, including the
following category:

Thetest findingsindicated that only fiveindividua swith norma
sensation and palpable pulses were discovered to have fallers
considered low risk. Thiswasthe only group of individual sassessed
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to havefallers. When the pulse wastested, it wasdiscovered that
sixty-four percent of the persons, or fourteen of them, were at a
moderaterisk of faling. Thiswasfound after the pul sehad decreased.
Twenty-seven percent of the participants were comprised of seven
persons who had neuropathy, no pulses, deformities, or skin
abnormalitiesthat were suggestive of ahighrisk of falling. These
individua swereincluded inthehigh-riskindividual category.
Discussion

Nature’s Somatic Reflex Effects on Glycosylated
Alterationsin Gait Biomechanics

For glycans, it hasbeen shown that hyperglycemiaaffectsvarious
tissuesand dtersgait biomechanicsin several ways. These changes
are pronounced in bones, tendons, joints, skin, and fat pads,
significantly impacting the periphera nervoussystem (PNS) and blood
vessals. Appreci ating these changesis essential for comprehending
the influence of metabolic diseases, such as diabetes, on the
muscul oskeleta system and mobility.

Increased Glucose Uptake and Its Impact on Bone and
Soft Tissues: Increased Glucose Uptakeand ItsImpact on Bone
and Soft Tissues:

High blood sugar concentrationincreasesthediffusion of glucose
inthetissuesand organsof thebody, mainly whereglucosetransporters
areabundant, such asin boneand soft tissue masses. Thisenhances
glucose uptake,yielding matureAGEsthat changethe architecture of
collagen and every other protein. AGEswerereported to increasethe
rigidity of tendons and ligaments and decrease the skin’s elasticity and
fat pads, including the plantar pad of thefoot. These biomechanical
changesin SCFE are associated with abnormal gait patterns, including
reduced joint movement range, increased joint iffness, and ashift of
weight |oad over thefoot during gait.

In line with our research, past studies have established that

hyperglycemiard aed glycosylation disarraystheAchillestendonsand
plantar fascia’s elasticity, affecting muscle contractile force and gait
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mechanics. For example, Buset al., (2020) found diabetic patients
have higher plantar pressureswalking; this study a so supportsthat
observation. Further, theincreased plantar pressure of the diabetic
foot can worsenthelikelihood of foot ulcers, acommon occurrence
in diabetic patients.

Adver se Effects on the Peripheral Nervous System and
Neuropathy: Adver seEffectson the Peripheral Nervous System
and Neuropathy

The vasculature, especially microvascular beds and blood
vessdl s, isdramatically vulnerableto glycosyl ation-related damage.
Thisdamageisfrequently seenin microangiopathy, whichleadsto
the dysfunction of blood flow to the nerves, thus resulting in
peripheral neuropathy. The dying-back pattern of neuropathy
suggeststhat distal nervefibers get demyelinated before proximal
fibers because glycosylation affectsthe function of Schwann céells.
These cells are necessary for neuronal survival, expression of
essential genes, transportation of molecul es along the axon, and
nerve regeneration.

Asresearchers have seen through analysis of delayed axona
transport, Schwann cellscannot fully support the condition of their
neurons, and nervefunction consequently deteriorates. Clinicaly, this
neuropathy manifestsintermsof protective sensation, muscleatrophy,
and impaired proprioception, which lead to impaired gait.
Microvascular diseaseisa so associ ated with diabetic neuropathy in
the present study; Tesfaye et al., (2010) described microvascular
disease as an indication of progressive diabetic neuropathy with
consequent influenceon gait balance and higher propensity tofals.
Comparison with Other Sudies

The present research outcomes observed notable positive
rel ationshi ps between glycemia, glycosylation, and changesin gait,
which corroborated previous studies conducted by other scholars.
For instance, Andersen et al., (2004) reved ed that the characteristics
of patientswith longstanding diabetestype 1 consist of decreased
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joint movement and increased gait, especialy intheankleand knee
joints. Our dataa so reflected such deficits, indicating thet joint siffness
and regtricted ROM werecommon compla ntsamong poorly controlled
diabetic patients.

Furthermore, to our knowledge, thisis one of thefew reports
demondrating that superimpos ng hyperglycemiacauses outcomesthat
can be ameliorated through early diabetes management. The
conclusions of Boulton et al., (2008) work, which evidenced that
strict glycemic control would reduce the frequency of neuropathic
complications,agreed with our conclusion that early interventionis
necessary to prevent gait impairment in diabetic patients.
Concluson

Individua swith diabetic neuropathy exhibit distinct dterationsin
gait characterized by decreased gait speed, shortened steps, an
increased base of support, and prolonged double support time. These
modificationswere consistent withthefindingsof Muller etal., who
reported reduced wal king speed, shorter stridelength, and diminished
ankle mobility inthis population. Themobility restrictionsobserved,
particularlyjoint limitationsat thefirst metatarsophaangea and ankle
joints, sgnificantly impair thenorma rollover processduring gait. This
disruption contributesto an dtered walking pattern, further exacerbating
muscul oskeletal strain and reducing overall functional capacity.
Moreover, the structural changesin thefoot, driven by neuropathy
and glycosylation, lead to ashiftin plantar support, increasing plantar
pressure and therisk of ulceration. The heightened plantar pressure,
coupled with impaired sensation due to neuropathy, predisposes
individuals with diabetes to foot ulcers, which can have severe
consequencesif left unmanaged.

Inshort, diabetic neuropathy affects nervefunction and induces
sgnificant biomechanica changesingait. Thesechangeshighlight the
importanceof early and targeted interventionsto preservejoint mobility
and minimize plantar pressureto reducetherisk of foot complications
inindividuaswith diabetes.
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ABSTRACT

The present study aimed to determine the efficacy of a
comprehensive well-being intervention package
delivered through 5 caregivers for the 20 elderly
(11 males and 9 females) aged 75 to 90. These
caregiverswere trained to enhance the physical,
emotional, and cognitive well-being of the elderly
through a tailor-made intervention package of six
months of different modules. The training modules were
designed to he flexible, allowing for modifications
tailored to the specific needs of each elderly
individual, most notably to enhance their daily activities
and well-being. The caregivers were educated on
Incorporating cognitive, emotional, and daily living
tasks into everyday routines. The pre-post qualitative
analysis provides insight into the effectiveness of the
wellbeing intervention package.The feedback from
caregivers revealed improved physical, emotional, and
cognitive functioning, supplemented by GHQ scores.

Keywords : Psychological Skill Training, Elderly Population,
Wellbeing, comprehensive
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With anincreasingtrend of nuclear familiesand offspringmoving
to other citiesfor occupation, thereisan increase in the number of
el derly people staying a one, taking care of themsel vesthrough paid
caregiving servicesor without significant help from others. These
elderly peopleare often at risk of neglect and subsequent poor well-
being.

Elderly people’s poor well-being adds to the stereotyped public
perception and opinion of thed derly being unproductive despite ol der
individuals making significant social, economic, and cultural
contributions (Lyons, 2009). Many elderly personsexperience socia
isolation, living alone, and feeling like a burden to their families
(Choudhury & Halder, 2022). Thesevariablesand interruptionsin
their typical daily routinescan significantly impact their general well-
being. Living alone (Esteveet al ., 2020), retirement (Odoneetal .,
2021), or areduction in mobility (Freiberger et al., 2020) can all
contributeto socia isolation, whichisanincreasing problem. This
isolation canlead to emotionsof londliness, despair, and dienation, dl
of which have aterribleinfluence on emotional health and tend to
causesuicida idestion (Halder & Manot, 2020). Furthermore, living
alonemight rai se concerns about safety and security, especially for
people with decreasing physical condition. Thismight limit their
participationindaily activitiesand intensify their sense of loneliness.
All of these can contributeto fegings of powerlessnessand low self-
esteem. Thiscan disrupt family tiesand harm thegenerd well-being of
theelderly. Disruptionsinroutineeveryday activitiesaread so substantia.
Retirement canlack ructureand purpose, whiledeteriorating physica
capacitiesmay restrict participation in hobbiesand socid gatherings.
Thisdisturbance canlead to fedingsof boredom, alack of fulfillment,
alow sense of sdlf-efficacy, and even suicidal thoughtsor conduct, as
well as passive self-harm. These combined variables generate a
complicated web of issuesthat substantidly influencethe hedlth of our

ageing population.
WEellbeingisamultidimensiona notion that includes physical,
mental, socid, and spiritua well-being. Itisastate of wholenesswhere
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individuals may grow and livefulfilling lives. However, the older
population’s well-being might be especially vulnerable (Ryff, 2021).
TheW.H.O. encouragesahedthy lifestylethat includesphysica activity,
nutritious food, and the avoidance of tobacco, alcohol, and other
addictivesubstances. A positiveatitudeand mentd well-beingimprove
lifequaity asoneage (WHO, 2015).

Thismay be strengthened by initiativesthat improvethe heath
and functiona abilitiesof thedderly inall domains. Understandably,
the god s of activeageing may not beredistic for every older person,
especialy thosewith complicated comorbidities or severe cognitive
impai rments. The economic and non-economic costs of caring for the
elderly areevident, and they will continue to rise asthe number of
peoplelivingto avery old ageincreases. Thenewly published WHO
data demonstrate significant disparities in older people’s health and
functional condition in various developing nations (Rudnicka
et al.,2020).

While necessary for meeting fundamental requirements,
professiond caregiving frequently falsshort of supporting overal well-
being. Sympathy and support, whileimportant, are not sufficient. To
effectively improvethewd |-being of our senior population, werequire
acomprehensveintervention strategy.

Dally careand support are not adequatefor theageing popul ation;
they dso requiresocia and empathetic careand effective skill training
to become self-sufficient, engaged, and cognitively sound. So, the
present study aimed to find out the efficacy of acomprehensivewell-
being intervention package deivered through caregiversfor thee derly,
which may addressthe physical, emotional, and cognitivewd I-being
of theelderly population.

Method
Sample

For the present study, 20 elderly people (11 maesand 9 females)
aged 75-90 yearswere recruited for the study. They all received
assistance and socia support for everyday functioning and essential
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medical needs from a‘Care Unlimited” NGO in Kolkata. Participants
stayed at their homes, were independent in mobility, and capable
enoughto engagein meaningful dialogue. Thosewithany mgor physicd
illnessat asevereleve and needing assistanceinimmediaeactivities
of daily livingwerenot indudedinthestudy. All the participantsreceived
supportfrom the caregivers; however, therewasno structured activity
to enhancether physica, emotional, and cognitivewd|-being. Thus,
atail or-madeintervention package spanning six monthswas planned.
The caregiversworking in the organization were oriented regarding
theintervention through different moduleswhich wereimplied onthe
participants.

All fivecaregiverscared for 20 ederly individua sand weregiven
six monthsof training. The purposeof thetrainingwasexplainedto
them during their training. The caregivers were provided with
psychoeducation based on the current cognitive, psychological, and
emotiona functioning of thed derly individuasunder their careand the
basdlineassessment findings.

Outlineof thelntervention Program:
Main Focus.

Physical
Wellbeing

General Emotional
Wellbeing Wellbeing

Cognitive
Wellbeing

Plan of theprogramme:

Theintervention gpproach focused not only on providing support
to elderly people but also on helping themimprovetheir physical,
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cognitive, socid, and emotiond functioning. Theintervention goproach
includesthefollowing modules:

Modulel : Orientation : Inthevery first phaseof theintervention
process, theaim and purpose of theintervention were discussed with
the concerned organization. Five caregiversprovided support to al
20 el derly participants. Thefocusof thefirst modulewasto orient and
guide all the caregiversfor better intervention implementation. A
workshop for the caregivers was organi zed,and the purpose of the
workshop was based onthefollowing:

1. Imparting knowledgeregarding generd issuesfaced by the
elderly population.

2. Explainingtherolesandresponghilitiesof caregiversbeyond
social support only and incorporating the idea of
comprehensive mental health careand how it differsfrom
meresocia support.

3. Assessment and intervention process.

4. Domain-wise(Physical, cognitive, social, and emotional),
tailor-made activities and skill training techniqueswere
detailedtothe caregivers.

Modulell : Assessment : At the end of the workshop, all the
caregiverswereprovided with theassessment tool GHQ-12 (Goldberg
etal., 1997) to assess the participants’ overall cognitive functioning
and functional level. Theresearcher demonstrated to the caregivers
the procedure and rati onal e of each assessment tool. Then, assessments
were done, and the caregivers shared scoresfor each measure.

Modulelll : Training : The results from the caregivers’ scores,
along with each participant’s socio-demographic details, were
analyzed. Another workshop was arranged where the result was
discussed with thecaregivers, and feedback wasgiven. Domainswere
identified separately, and thetraining programmewas demongtrated.
Tailor-medetaskswereprovided to the caregiversfor specificidentified
problemsfor the participants (e.g. if a participant was not ableto
remember his/her daily chores, flashcardswere prepared and was
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trained to usethat card appropriately rather than showing themthe
flash card directly or providing them hands-on guidanceon that specific
chores). At theend of theworkshop, querieswere answered.

ModulelV : Implementation : The skill training approach was
tailor-made, and all trained caregiversgaveit for next 6 months. At
theend of every month, ameeting was arranged with the caregivers,
and they asked about any specificissuesthey facedinimplementingthe
training program. Intermediate meetingsfor progress reports and
querieswereorganized every month. It al so provided information about
how much thetraining programmewas gppropriatefor each participant.
Minor discrepancies or inefficiencies were addressed in those
meetings, and we discussed problem-specific solutions with the
caregivers. Their overal feedback about the skill training approach
was noted down.

ModuleV : Post-intervention assessments& Follow-up: After
theintervention, thecaregiversadministered GHQ-12 againtodl the
participants. Scoreswere analyzed, and feedback wasgivento the
caregivers. Lastly, after four weeks, one follow-up session was
conducted with all the caregivers, using all previous dataand the
participants’ improvement patterns.

Module VI : Feedback : Thelast module wasdedicated to dll
the organization’s members, including the caregivers. Feedback for
thewhol eintervention program was consolidated asawell-being
package delivered to the concerned el derly care organization.
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Procedure

Module I:
Orientation
workshop for care-
givers

Module Il: GHQ-
12Assessment of activity
level and behaviour

Module IV:
Implementation

Results
Tablel
Base-line assessment of activity and behaviour of the
participants
Assets Deficits
* Reading newspaper e Physical functioning-low
*  Yoga * Lethargy
* Learning new languages |¢ Immobility- duetolow motivation
* Followinginstructions * Reluctant to do any work
» Cooking «  Anxiety
*  Nurturing plants o lrritability
» Difficultiesin remembering
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Table2
Activitiesfor well-being of elderly

Physical Cognitive Emotional
» Briskwalking * Newspaper reading | Activity scheduling
*  Watering plants, » Grainsorting * Journal writing
e Sweeping or dusting | Sudoku » Autobiographical
e Arranging shelves, |+ Cardgames(color story writing

table matching), puzzles, | Letter writing
e Lightweight lifting Word finding games|s Emotional wheel:

(using household items

likewater bottles)
« dow, deliberate
movement exercises
» Relaxation exercises,

Day planning, daily
journal, market list
preparing

Reading books and
discussing them

finding out emotions
& life event lists
Keeping a scrapbook
of memoriesand
significant events

hand-neck exercises, |¢ Menta games * Recordlife story
breathing exercises, |* Segregatecolor audio/video
yoga beads » Group discussion &
o Cookingnewrecipes|  support groups
Table3

Pre-post comparison of cognitive, emotional and

functional status

Domains Pre-Intervention Pogt-Intervention

GHQ12 16.5 (Low functioning) | 11.32 (Improved functioning)

Physical activity | Significantly low Improved

Motivation Low Engaging morein works

Rigidity High More Flexible in decision
making and problem solving

Apprehensions | High Improved tolerance

Irritability Frequent Decreased

Memorization Poor Better

Social interaction| Not present More than previous

Individual Low More independently can work

accountability
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Discussion

Inthisstudy, acustomized well-beingintervention programme
delivered through caregiverssignificantly improved overdl well-being
for the participating e derly popul ation (n=20). The programmewas
initiated with orientation and training for caregivers, which were
presented in a workshop and training programme, followed by
individual sessionswith caregivers. Theinitial target waseducating
individuals providing care on themost preval ent issuesthe elderly
encounter. Basdline, pogt-intervention, and follow-up assessmentswere
done, where participants’ functional status and individual strengths
and weaknesses wereidentified in baseline, and later changesand
improvementswererecorded post-intervention and follow-up sessons.
Thepre-post quditative andysisprovidesingghtinto theeffectiveness
of thewel Ibeingintervention package.

Theinitial assessment aimed to understand theleve of physical
mobility, cognitive status, and natureand quality of socid interaction
among participants. The post-intervention findingssuggest substantial
increasesin social connectivity, physical functioning, and active
cognitivefunctioning. Participantsreported being more supported and
involved in the programme and gained more control of their daily
activitiesand hedlth. In additionto quantitativefindings, thequditative
anays sadded dimensionto theintervention programme. Asagenera
impression, participants’ verbatim narrations reflected their increased
senseof purpose, confidence, and emotional resilience, which suggests
apositiveimpact of the program. Thisfeedback wasthen used to
deve op strategiesfallowing theindividuaized needsof each participant.
These strategiesfocused on threemagjor domains. physical activity,
cognitivetraining, and emotiona regulation. Notably, dl interventions
were carefully tailored to fit smoothly into the participants’ everyday
routi nes, maximizing adherencewhileminimizing disurbancetotheir
current lifestyle. A regular and detail ed feedback processwasincluded
to ensurecontinua improvement and address any newly devel oped
difficulties. Regular meetingswere held on aweekly and monthly basis.
Weekly sessionsprovided the scopefor participantsand caregivers to
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review progress, address immediate issues, and adjust specific

componentsof theintervention strategy. Whilefollow-up assessments
withtheorgani zation confirmed Significant improvementsin participant

well-being, theintervention faced numerous obstacl es throughout

implementation. One significant difficulty was caregiver burden
(Matsumoto et.al., 2007). The complex nature of the intervention

programmes, induding physca activity, cognitivetraining, and handling

one’s emotions, created a considerable logistical challenge for

caregivers. Balancing the various demands of each participant while
guaranteeing regular participation in the specified activities proved

difficult. Itindicated theimportance of further researchinto strategies
for supporting caregivers and mitigating caregiver burdenin future
iterationsof theintervention.

Tabled

Shows the challenges faced by caregivers and suggestions
given by Clinical Psychologists

ChallengesFaced |Caregiver Challenges |[Suggestionsgiven by

by Caregivers inverbatim clinical psychologists

Balancing “It is challenging to meet |Implement individuaized

miscellaneous needs|the varied needs of each |care planstailored to specific

of the elderly persons | participant.” needs.

Ensuring Consistent|“Some participants show |Incorporate personalized

Engagement reluctance to participate |motivators and rewards to
regularly.” boost engagement.

Managing Time “Limited time and resources| Streamline administrative

Constraints hinder our ability to provide|tasks and seek additional
comprehensive support.” |support from volunteers or

community resources.

In addition to the issues described above, care providers

encountered general hurdlescommonindelivering caretothee derly.
Theseincluded dedling with complicated hedthissues, difficultiesin
planning activitieswho may have movement and other restrictions,
and communi cating with partici pantswho may have devel oped hearing,
speech, and cognitivedeficits. Also, thedally careof thed derly causes
stress on care providers, which may impact the quality of service.



A Comprehensive Psychological Skill Training for Enhancing ... 83

Despite these challenges, it was noted that caregivers displayed
perseverance and devotionto their responsibilities, emphasizing the
importance of continued support, training, and resourcesto improve
caredelivery and increase the well-being of both participantsand
caregivers. Caregiversexpressed their comfort and satisfaction after
theorientation and training program and reported it washighly beneficia
and effectivefor both parties.

Astheprogrammewaseffective, it shedslight on further work
and research. Based ontheline of progress, the present intervention
program can be modified and keep scope for both inclusion and
exclusion of components. Oneideaisto include technology to
improvethe overall skill-based programme and facilitate skill-
specific devel opment, which can havealong-termimpact on el derly
people. Further, acollaborative and multidisciplinary approach can
be taken to ensurethe whol esome effectiveness of the program.

Working in collaboration with healthcare providers, medical
experts, mental health professional's, and social workers can result
in amore comprehensive approach to meeting the complex and
multidimens onal demandsof the ageing popul ation (Hugheset.al .,
2020). Inthisregard, awareness and participation of family members
and community peopleare also mandatory to make the programme
effective. Thispartnership might create more complete and focused
intervention componentsthat addressphysical, cognitive, emotiond,
and social well-being (Goodwin et.al., 2021). Theimplication of
thestudy in clinical and non-clinica settingsappearspromising.
Concluson

The study assessed the elements that influence older people’s
well-being. Our findingsprovideac ear message: whilesocia support
Is essential, it cannot improve older persons’ functioning and general
well-being. Self-efficacy, or belief in one’s capacity to manage obstacles
and achievegods, appearsincreasingly important (Khanet.al., 2021).
Theseresultshaveimportant implicationsfor futuretrestments. While
socid support networksare beneficia, programmes should focuson
increasingthe senior population’s daily living and cognitive skills.
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ABSTRACT

This study aimed to evaluate the effectiveness of
homeopathic medicine in managing osteoarthritis (OA)
symptoms and enhancing the quality of life of a 60-
year-old woman with chronic knee osteoarthritis (OA).
The patient’s progress was assessed using the Western
Ontario and McMaster Universities Osteoarthritis [ndex
(WOMAC) before and after six months of homeopathic
treatment, as well as the Modified Naranjo Criteria for
Homoeopathy (MONARCH) to showa causal relationship
between treatment and outcome. The patient showed
marked improvement after treatment with homeopathic
remedies Bryoniaalba 200C and Lachesis mutus 200C.
WOMAC scores revealed significant reductions in pain,
stiffness, and difficulty with daily activities. The patient
also experienced better blood sugar control and relief
from varicose vein symptoms. The MONARCH score
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indicated a probable causal relationship between the
treatment and clinical improvement, suggesting that
homoeopathy may offer a viable non-surgical option for
OA management in the elderly. However, it’s important
to note that thisis a single case study and the findings
may not be generalizable to all elderly patients with
knee OA. Although further research with larger samples
IS necessary, this case highlights the potential role of
homeopathic treatment in improving the quality of life
for elderly patients with knee OA and associated health
iSsues.

K eywor ds: Homoeopathic medicine, Lacheismutus, Osteoarthritis,

WOMAC index.

Aspeopleage, osteoarthritis(OA) (International Classification
of Diseases 10 code—M17) becomes more common. More than 80
percent of thegeneral popul ation has osteoarthritis changes either
symptomatically or radiologically. OA can affect most every jointin
the body, but the knee is most commonly affected (Bhandakkar
et al., 2020).

Thedderly population nearing 60 yearsand aboveismorelikely
to be affected because OA doesn’t show any symptoms until the joint
isgtructuraly damaged toasgnificant leve interiorly inthebody, which
can beidentified in the radiographicimages (Law, n.d., 2001). The
knee joint is one of the joints that contribute to bearing the body’s
wel ght, which accountsfor morepain and functiona limitationsinthe
elderly individua (Loeser, 2000).

Obesity is one risk factor that leads to the development of
osteoarthritis(OA) inthe knee, coupled with minor injuries, overuse
of thejoint, and abnormditiesinthenormal anatomy of thejoint from
birth that resultsin deterioration of thekneejoint aspeopleage (K&fer
et al., 2004). In addition to OA, several comorbid disorders that
develop because of restricted mobility dueto persistent paininthe
joint can asolead to lifestylediseases such asdiabetesmd litusand
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heart disease. Ultimately, it could lead to adecreased quality of life
(Loeser & Shakoor, 2003).

A comparative study involving two participant groups, onewith
OA diagnoses and the other without OA, was carried out. Physical
activity levels were evaluated in both groups. Information on any
discomfort patients had or difficulties doing their regular physica
activities was gathered. According to the study’s findings, people with
OA struggled with daily persona care, domestic chores, and socia
and communal activities (Gignac et al., 2006).

The only treatment for advanced osteoarthritis is knee
joint replacement surgery, dthough late-stage problems are pecificto
seniors (Jonsson et al., 2016). Instead, an increasing number of
people choose non-surgica treatments like homeopathy in the hopes
of receiving long-term comfort (Murphy et al., 2018). This case
study describes a 60-year-old patient with persistent knee discomfort
for three years.

M ethodol ogy

Objective — To evaluate the effectiveness of Homoeopathic
medicine for knee osteoarthritisin enhancing the qudlity of life.

Sudy design — Case report.

Assessment — Western Ontario and McMaster University
Ogeoarthritis Index (WOMAC) and Modified Naranjo criteriafor
Homoeopathy (MONARCH) were used. The WOMAC index was
taken before and after 6 months of Homoeopathic treatment to
assess improvement, and MONARCH was taken to assess the
causal relationship between the treatment and the patient’s clinical
outcome.

Case presentation
A 60-year-old woman presented with the complaint of bilateral
knee osteoarthritisfor 3 years, which isworsened by standing and

walking and better by rest. She also had complaints of varicose
veinson the left leg and diabetes mellitusfor 2 years. She wastaking
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conventiona medicine, which wasgiving pain relief, but dueto those
analgesics, she started to devel op heartburn with acute gastritis, for
which she was advised to take antacids. Due to these complaints,
her normal day-to-day function was affected. Daily activities are
managed with much difficulty and pain. Inlonging for long-term relief
without many side effects, she gpproached homeopathic trestment;
she was initially prescribed Bryoniaalba 200C. The choice of
Bryoniaalbawas based on its known efficacy in reducing joint pain
and stiffness. She was advised to take one dose a week for one
month. It gave her temporary pain relief, but the pain was frequently
re-appearing. Then, by considering all the symptoms, she had
general body weakness and other chronic diseases such as varicose
veinsin the left leg and diabetes mellitus. Homeopathic medicine
Lachesis mutus 200C was advised to take one dose weekly for 5
months with a follow-up interval of one month. The choice of
Lachesis mutus was based on its known efficacy in improving blood
circulation and reducing varicose vein symptoms. Homoeopathic
medicines were classically selected by considering the symptoms
of the patient. The ‘Repertory’ is a tool used to find the
corresponding remedy to the symptoms expressed by the patient.
In this case, repertory is used for the selection of the remedy, which
isgivenin (Table 2).

Following the comprehensive homeopathic treatment plan, the
patient’s quality of life significantly improved. Recurrent acute pain
in the knee was reduced, her blood sugar level was maintained within
the normal range, and varicose vein pain was dleviated. This case
report is abeacon of hope, demongtrating that homeopathic trestment
can providerdief from pain and siffnessin the kneejoint, and improve
overd| hedth.

Result

“The WOMAC questionnaire was utilized with individuals with
hip or knee OA. It isan invauable insrument for assessing the course
of theillness and the likelihood of recovery following therapy. The
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guestionnaire provides three subcomponents to evaluate how OA
progresses. Pain, stiffnessin the joints, and difficulty in function (da
SilvaJanior, 2023).

Fig- 1. Flow of Study

Patient (60 years) Existing conditions and treatments

Varicose Veins (Left Leg. 2vyis Developed heartburn, gastritis
Diabetes Mellitus (2years)

[ Knee Osteoarthritis (3 years) Taking Pain relief medications
)

[ Seeks homeopathic treatment due to desire for long-term relief

with fewer side effects )
[ Initial Treatment | | Further Assesment |
+ Prescribed Bryonia alba 200C  * P ersistent Knee pain
One dose per week for 1 + Symptoms of general body
month weakness, varicose veins and
+ Provided temporary pain relief diabetes mellitus

but symptoms reappeared.

[ Adjusted Treatment

| Monitoring & Follow up ‘

Prescribed Lachesis mitus 200C

+ Monthly follow-ups One dose per week for 5 months

over 6 months

| Results and Improvement | | Assessment tools |

+  Reduced knee pain, stiffness. *WOMAC Index:

+ Improved blood sugar stability + Pre-treatment: S core 54
+ Reduced pain from varicose ) ) N
+ Enhanced overall Quality of SEou et - e

life *Modified Naranjo Criteria: -
Score of 11

WOMAC index score before and after 6 months of
Homoeopathic trestment was shown in (Figure 2) where al the sub-
parameters of pain, which were before the treatment 9 and after
trestment became 5, gtiffness, which was scored before the treatment
as 6 got reduced after the treatment to 2 and difficulty to function
which was 39 reduced to 18 after the treatment. The total score
before the treatment was 54, and after the treatment became 29. The
reduction of the WOMAC index score suggests the betterment of

the patient’s complaints related to OA with the use of homoeopathic
medicine.
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Figure 2
Distribution of WOMAC score
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Modified Naranjo Criteriawere used to evaluate clinical case
reports to determine the possibility of a causal association between
homeopathic intervention and clinical results. A “probable” correlation
between the medication and the result wasindicated by the overall
score of 8, which ranges from definite (e”9) to probable (5-8),
plausible (1-4), and questionable (d” 0). This case showed a total
score of 11 (Table 1), which sgnifies adefinite relation between the
medicine prescribed and the improvement of the patient (Van Hasdlen,
R.A., 2016).

Table 1

Assessment of Modified Naranjo Criteria

5. No Criteria Score

1. ‘Was there an improvement in the main symptom or condition for which | Yes:2
the homeopathic medicine was prescribed?

2 Did the clinical improvement occur within a plausible time frame | Yes:1
relative to the drug intake?

3. Was there an initial aggravation of symptoms? Yes:1

4. Did the effect encompass more than the main symptom or condition, that | Yes: 1
15, were other symptoms ultimately improved or changed?

B Did overall wellbeing improve? Yes:1

6 (A) | Direction of cure: did some symptoms improve in the opposite order of | Yes:1
the development of symptoms of the disease?
6 (B) | Direction of cure: did at least 2 of the following aspects apply to the | Yes:1
order of improvement of symptoms: from organs of more importance to
those of less improvement, from deeper to more superficial aspects of
the individual, from the top downwards

7. Did ‘old symptoms’ (defined as non-seasonal and non-cyclical | Yes:1
symptoms that were previously thought to have resolved) reappear
temporarily during the course of improvement?
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8. Are there alternate causes (other than the medicine) that with a high | No:1
probability could have caused the improvement? (consider known
course of disease, other forms of treatment and other clinically relevant
interventions)

9. Was the health improvement confirmed by any objective evidence? (in | No:0
these cases: SCORAD and photographs)
10. Did repeat dosing, if conducted, create similar clinical improvement? Yes: 1
Total 11

Note: Maximum score: 13, minimum score: 6.

Discussion

Two common illnesses that become more common as people
age are Knee OA and varicose veins, particularly in women. Standing
posture, hard and heavy work, age, sex, BMI, and occupation are
risk factorsfor both (Clarke et al., n.d.).

According to some research, venous stasis and the inflammatory
process can harm the subchondra regions, resulting in cartilage loss
and osteoarthritisin the elderly (Cao et al., 2023).

In a case-control study involving postmenopausal women, we
discovered that patients with knee OA had a greater frequency of
venousinsufficiency and that the coexistence of these two conditions
worsened pain and functional status (Bagis et al., 2005). Though
there was little data to conclude that OA and chronic venous
insufficiency interact, some individuas with knee OA have enlarged
legs and varicose veins (Mazieres et al., 2001).

The WOMAC questionnaire has five questions in the pain
component, with aminimum score of 0 and amaximum score of 20.
Two questions measured joint stiffness rangesin scoresfrom 0to 8.
Thephysicd function test conssts of 17 questionswith ascoreranging
from 0 to 68. When combined, the three elements will yield ascore
ranging from O to 96. There are atotal of 24 questions among the
three components. Every question contains five possible answerson
the Likert scale: none, mild, one, moderate, two, severe, three, and
extreme. A higher score corresponds to increased joint stiffness,
physical functional strain, and pain severity. The aggregate and
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individua subcomponent scoresfor pain, joint stiffness, and physica
functional strain may be computed and assessed independently, a
benefit of the WOMAC score. Also, many studies verified its clinica
relevance (da Silva Junior, 2023).

Concluson

This case sudy showsthe potentia effectiveness of homeopethic
trestment in dleviaing symptoms and improving the qudity of lifefor
individuals with knee osteoarthritis (OA). Thereduction in WOMAC
soores after Sx months of homeopathic intervention suggests sgnificant
improvement in pain, joint iffness, and functiond ability. The Modified
Naranjo Criteria score suggests that the homeopathic treatment is
linked to the patient’s improvement. While knee OA remains a common
debilitating condition in the elderly, non-surgical approaches like
homeopathy may offer aviable dternative for patients seeking long-
term symptom relief with minimal side effects. Further studies with
larger sample Szes are necessary to vdidate these findings and explore
how homeopathic medicine may impact OA and associated conditions
likevaricose veinsand diabetes. This study underscoresthe importance
of exploring complementary trestmentsin managing chronic, age-rdlated
conditions to enhance patient outcomes and qudity of life.
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ABSTRACT

The nutritional and demographic transition in recent
times has many challenges. The middle-aged and elderly
population is one of the most vulnerable sections of the
population to malnutrition. The present study was
conducted among the middle-aged (45-60 years) and
elderly (60+ years) population of Paschim Medinipur
(West Bengal) to assess the nutritional status of tribal
(Santal) and non-tribal (Hindu caste communities)
participants. Atotal of 200 male participants (100 from
each community) were selected for this cross-sectional
study using purposive sampling. According to BMI and
MUAC classifications, undernutrition is much higher
among thetribal participants (42% and 56%) compared
to non-tribal participants (23% and 40%), and the
differenceis statidtically significant according to both BMI
(x2=10.628; p<0.05) and MUAC (x2=5.128; p<0.05).
Contrary to undernutrition, overnutrition is higher
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among the non-tribal participants (19%) than tribal
participants (8%). Central obesity is also higher among
the non-tribal population (56%) than the tribal
population (25%) according to WC (x2=19.940; p<0.05)
categories. The nutritional status of the study
participants is highly associated with factors like ethnicity
(x2=10.628; p<0.05), family size (x2=13.538; p<0.05),
education (x2=12.873; p<0.05) and income (x2=6.063;
p<0.05) of participants. The study found that
undernutrition is a significant issue among tribal
participants. At the same time, overnutrition isa concern
among the non-tribal population, resulting in a high level
of malnutrition across all groups. These findings
under score the need for targeted interventions to address
the specific nutritional needs of these populations.

Keywords : Undernutrition, Overnutrition, Double burden of
mal nutrition, Geriatric popul ation, Socio-economy

In middle and lower-income countries, the prevalence of
undernutrition and nutrient deficienciesis a significant concern.
Moreover, the globa surge in overweight and obesity isagrowing
issue (UNFPA 2017; Nguyen et al., 2021). India, in particular, is
grappling with adual burden of malnutrition, marked by arisein
overnutrition and a decline in undernutrition among adults (Dutta
et al., 2019). While over-nourishment is on the rise in the socio-
economicaly developed strata of the Indian population, many tribal
communities continue to battle high levels of undernutrition (Banik,
2009). A wealth of studies underscores the high prevalence of
undernourishment among the Indian tribal population (Adak, 2006;
Banik, 2008; Chakrabarty et al., 2008; Banik, 2011; Das and Bose,
2015). Conversdly, other research has documented a surge in
overweight and obesity among the genera population, particularly in
mainstream urban communities (Riame & Ghosh, 2019; Khan et al.,
2023; Singh & Chattopadhyay, 2023).
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In middle and lower-income countrieslike India, undernutrition
ismore preva ent than overnutrition. However, rapid changesin diets
and activity patterns have accelerated the risk of overweight and
obesity (Abraham et al., 2018), leading to the double burden of
malnutrition. Undernutrition is associated with symptoms such as
fatigue, tiredness, and susceptibility to infections, while overnutrition
islinked to severe hedlth conditions like digbetes, hypertenson, and
cardiovascular diseases (Kandapan et al., 2022). The impact of
malnutrition on the health status, overall life conditions, and the
economy of the population is significant (Nazan & Buket, 2018;
Obeng et al., 2022). Manutrition indirectly causes millions of degths
annudly (CDC 2018; Roth et al., 2018) and poses asignificant threet
to globa public health (Nesa Priya, 2017).

Theroleof nutrition in hedthy aging cannot be overstated (Khan
et al., 2023), and malnutrition in both groups is a serious public
health concern. With advancing age, different co-morbidities have
been observed dongside manutrition. The prevaence of manutrition
among the elderly is significantly influenced by socio-demographic,
psychological, educational, physiological, and personal factors
(Arlappa et al., 2015; Abraham et al., 2018; Kushwaha et al.,
2020).

Understanding the nutritional status of the middle-aged and
elderly populationiscrucid asit can hdp mitigate many vulnerabilities
inthe later stages of life (Rao, 2001; Nesa Priya, 2017; Kushwaha
et al., 2020; Khan et al., 2023). Given the significance of thisissue,
the present study was undertaken to comprehensively assess the
nutritional status of tribal and non-tribal male populations. This
comprehensive assessment isacrucia step towards addressing the
dual burden of malnutrition in India, as detailed in the following
section.

Objectives of the Sudy

The specific objectives of the study were as follows:

1. Toassessthenutritiond status of triba and non-tribad males

of Midnapore Sadar block.
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2. Toexaminethefactors associated with the nutritiona status

of the study population.
3. To comparethe nutritional status of triba and non-tribal
popul ations.
Method

A cross-sectiona study was conducted among 200 male
participants residing in Midnapore Sadar block, Paschim
Midnapore district, West Bengal. The present study was conducted
among older adults (45 years and above), including middle-aged
45-60 years (Ickwon, 2017) and the elderly (aged 60 years and
above). Participants of this study were selected using the purposive
sampling method. Among the 200 participants, 100 were from the
Santa community (A recognized tribal community in West Bengd)
and 100 from local Hindu caste communities (non-tribd). Primary
data are of two types, viz. socio-demographic data and
anthropometric data. Socio-demographic data was collected from
the study participants using a structured schedule and interview
method. Anthropometric measurements like Height, Weight, Mid-
Upper-Arm-Circumference (MUAC), Waist Circumference (WC),
and Hip Circumference (HC) were collected using standard
measuring procedures (Lohman et al., 1921). Data was anayzed
using the Statistical Package for Socid Science (SPSS) version 16.
The mean and standard deviations of anthropometric and derived
variables were also calculated. Appropriate statistical tests were
conducted, and a significance level of p<0.05 was used. The
objectives and measurement procedures were explained to the
participants, and verbal consent was obtained from them.
Participation in the study was voluntary. Nutritional status was
determined using the cut-off value proposed by the BMI category
(WHO, 2006), WC category (WHO, 2000), MUAC category
(Standardized Mid-Upper Arm Circumference Cutoffs for
Adolescents and Adults, Food and Nutrition Technical Assistance
[l Project (FANTA, 2017), and WHR category.
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Results

Table 1 shows the socio-demographic background of the study
participants. Nearly dl of the study participants were married (9296).
Mogt participantslivein extended family (58.5%) followed by nuclear
family (34%). The table also shows that 62 percent of participants
belong to the 45-60 age group, and the rest (37.5%) belong to the
above 60 age group. Most people used to reside in Kanchcha house
(45.5%), while 37.5 percent lived in Pacca house. The Occupation
category shows seven types of occupational activity except
unemployment (31%). Thefollowing activities are agriculture (23.5%)
which shows the highest percentage, followed by labor (22%),
businessman (8%), private job (6.5%), government job (3.5%),
driver (3%), and sdf-employed (2.5%). The education category data
shows that most people are pre-literate (33.5%), while 23.3
percentcan only sign their name. Next, 19 percent of people
completed their upper primary education, and only 11lpercent
completed primary education. The percentage of the people who fall
under Higher Secondary (H.S.), Undergraduate (U.G.), and Post
Graduate (P.G) are 5 percent, 2.5 percent, and 0.5 respectively.

Table 1
Socio-demographic profile of the population

Variables | Category n | % | Variables | Category n | %
Ethnicity |Non-tribe | 100 | 50 | Occupation| Agriculture | 47 | 235
Tribe 10 | 20 service 2| 10
Agegroup| & 125 | 625 Business 21 | 105
>60 B | 375 Labour & 0|5
Marital Married 84| @2 craftsman
status Unmaried | 1 | 05 Not working | & | 3L
Divorce 1 | 05 | Education | Preliterate | 67 | 335
Widower “ | 7 Can sign 47 | 235
Typeof Nuclear 8| A Secondary | 69 | 345
family Joint 5|75 H.S. and
Extended | 117 | 585 above B| 19
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Housetype|Kachcha 91 |455 |Income <5000 8l |405
Pucca B 315 5001-10000 | 63 |3L5
Semi Pucca|] A | 17 10001-15000 | 33 |165

— — — | = 15001-20000 | 8 | 4
>20000 15 |75

Table 2 shows Differencesin anthropometric variables of tribal
and non-tribal populations. The result shows differences in
anthropometric variables between triba and non-tribal populations.
The difference is significant for all variables (p < 0.05). The tota
mean va ue of anthropometric variables that means height, weight,
Waist Circumference (WC), Hip Circumference (HC), and Mid-
Upper-Arm-Circumference (MUAC) are 158.7 cm (SD + 6.66),
52.89 kg (SD £ 1.16), 79.68 cm (SD + 11.32), 83.92 cm (SD £
8.54) and 24.07 cm (SD = 3.47) respectively. The mean values of
the derived variables that mean Body Mass Index (BMI) and waist-
hip ratio (WHR) are 20.94 (SD + 4.20) and 0.94 (SD + 0.07),
respectively. Significant differencesin nutritional status over ethnicity
have been observed in the table.

Table 2
Differences in anthropometric variables of tribal and non-
tribal population

Variables Non-tribe Tribe Total t value
Mean SD Mean SD Mean SD
Height 16003 | +728 | 15738 | 571 | 1587 | +666 | 2.86*
Weight 5707 | #1231 | 4871 +917 | 5289 | +1.16 | 544

wcC 8336 | 1184 | 7601 1950 | 7968 | £11.32| 4.84*
HC 8.82 | +905 | 8102 691 | 8392 | +854 | 5.08*
MUAC 2508 | 308 | 2305 356 | 2407 | +347 | 4.30*
BMI 225 | 444 | 1964 352 | 2094 | 420 | 459*
WHR 095 008 | 093 007 | 094 | 007 | 197*

* = gtatigtically significant
Table 3 represents the nutritional status of the population
according to ethnicity. Nutritional status was shown using the
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undermentioned categories. BMI, WC, MUAC, and WHR. BMI
shows that the preva ence of underweight among tribal males (42%)
is more than that of non-triba males (23%). MUAC category aso
showsthat underweight is more prevaent among triba males (56%)
than non-tribal males (44%). Contrary to undernutrition, overnutrition
is higher among the non-tribal population. WHR shows that the
prevalence of obese participantsis higher in the case of non-tribal
males (31%) than that of tribal males (25%). WC shows that the
prevaence of centrally obese participantsis higher in the case of non-
tribal males (56%) than that of tribal maes (25%). The ethnicity of
the participantsis significantly associated with MUAC, BMI, and WC
categories.

Table 3

Nutritional status of tribal and non-tribal participants
Nutritional Tribe | Non- | Total |Nutritional Tribe | Non- | Total
Status tribe Status tribe

n n n n n n

BMI Category WC Category
Underweight 42 23 65 | Normal 75 44 | 119
Normal 50 58 108 | Centraly obese 25 56 81
Overweight 8 19 27 |— — — —
X2 10.628* X2 19.940*
MUAC Category WHR Category
Underweight 56 40 96 |Normal 75 69 | 144
Normal 44 60 104 |Obese 25 31 56
X2 5.128* X2 0.893

*=gtatistically significant; (n=100 in each group, so the percentage and
frequency are the same)

Table 4 represents soci 0-demographic factors associated with
nutritiona status (BMI). The table showsthat nutritiond status (BMI)
Is associated with ethnicity, number of family members, education,
and income. The prevalence of undernutrition is more prevalent
among tribals, and overweight is more prevaent among non-tribals.
The association is statistically significant (p< 0.05). Theresult also
showsthat the triba participants who fall under the undernutrition
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category aso be ong to the family with more than four family members
On the contrary, the non-tribal participants who fall under the
overweight category aso beong to the family with lessthan four family
members. It leads to the fact that the greater the number of family
membersin any family, the greater the food will be divided among
them. The number of family membersis significantly associated with
nutritiona status (p< 0.05). Regarding education status, the result
shows that undernutrition is more prevaent among the pre-literate
group. With the increase in education status, the prevalence of
undernutrition tendsto fall off. Education plays asignificant rolein
nutritional status. Hence, education status is significantly associated
with nutritional status (p< 0.05). The income category shows that
the person who earnslessthan Rs.12000 per month tends to exhibit
more undernutrition than the participants who earn more than
Rs.12000 per month. Hence, incomeis significantly associated with
nutritional status (p< 0.05). No significant association has been
observed between occupation and nutationa statusin this study.The
age group and occupation are not significantly associated with
nutritional statusin this study (p>0.05).

Table 4

Socio-demographic factors associated with nutritional status
Socio-economic Nutritional Status (BMI)
variables Undernutrition | Normal Over- X2 df p-

nutrition value
n (%) n (%) n (%)

Ethnicity
Tribe 42(42%) 50(50%) 8(8%) [10.628* | 2 | 0.005
Non-tribe 23(23%) 58(58%) | 19(19%)

Family member

<=4 21(22.8%) |51(55.4%) |20(21.7%)|13.538* | 2 | 0.001
>4 44(40.7%)  |57(52.8%) | 7(6.5%)

Education

Preliterate 30(44.8%) [33(49.3%) | 4(6%) |12.873* | 6 | 0.045
cansign 15(31.9%)  |26(55.3%) | 6(12.8%)
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Secondary 17(24.6%) 40(58%) | 12(17.4%)

H.S. 3 (17.6%) 9(52.9%) | 5(29.4%)

Income

<12000 34(42%) 36(44.4%) | 11(13.6%)| 6.063* | 2 | 0.048
>12000 31(26.1%) |72(60.5%) | 16(13.4%)

Occupation

Agriculture 19(40.4%) |23(48.9%) | 5(10.6%) | 6.721 | 8 | 0.567
Service 5(25%) 11(55%) 4(20%)

Businessman 4(19%) 12(57.1%) | 5(23.8%)

Labor & craftsman  18(36%) 28(56%0) 4(8%)

Unemployed 19(30.6%) |34(54.8%) | 9(14.5%)

Age group

Middle age (<60) | 46(71,9%) |78(72.2%) | 23(88.5%)| 3.167 | 2 | 0.205
Old age (e”60) 18(28.1%) |30(27.8%) | 3(11.5%)

*=gtatistically significant

Table 5 shows the socio-demographic factors associated with
nutritiond status (WC). Thetable showsthat nutritiona status (WC)
is associated with ethnicity, number of family members, income, and
education. The result shows that obesity is more prevalent anong
non-tribal males than tribal males. Ethnicity shows a significant
association with nutritional status (p<0.05). Income shows that the
participants who earn more than 12000 rs per month tend to be
centrally obese. On the other hand, the participants who earn less
than 12000 rs per month are found to be normal. It may suggest
that the more family income, the more money will be spent on food.
Income shows a significant relationship with nutritional status
(p<0.05). Familiesthat have more than four family memberstend to
show undernutrition, and families that have less than four family
members tend to be more obese than their counterparts. Hence,
family members are significantly associated with nutritiona status
(p<0.05). The occupation category also shows no significant
relationship with nutritiona status (p<0.05). Most participants who
depend on agriculture for their subsistence and are labor or
unemployed fall under the normal category. However, the maority
of the participants who are servicemen and businessmen fall under
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the obese category. Usually, the participantsin agriculture, 1abour,
and unemployed groups earn less than Rs.12000. Hence, occupation
isnot sgnificantly associated with nutationd status (p>0.05). The age
group isaso not Sgnificantly associated with nutritiond satusinthis
study (p>0.05).

Table 5

Socio-demographic factors associated with central obesity
Socio-economic Central Obesity (WC categories)
variables Normal Obese X2 df | p-value

n (%) n (%)

Ethnicity
Tribe 75 (75%) 25 (25%) 19940 | 1 | 0000
Non-tribe 44 (44%) 56 (56%0)
Family member
<=4 52 (56.5%) | 40(43.5%) 0.627 1| 0428
>4 67 (62%) 41 (38%)
Education
Preliterate 48 (71.6%) | 19(28.4%) 6521 3 | 0089
can sign 26 (55.3%) | 21 (44.7%)
Secondary 37(53.6%) | 32(46.4%)
H.S 8 (47.1%) 9 (52.9%)
Income
<12000 59(72.8%) | 22(27.2%) | 10053*| 1 | 0002
>12000 60 (50.4%) | 59(49.6%)
Occupation
Agriculture 36(76.6%) | 11(234%) | 10114* | 4 | 0039
Service 9 (45%) 11 (55%)
Businessman 9(42.9%) | 12(57.1%)
Labor & craftsman | 28 (56%) 22 (44%)
Unemployed 37 (59.7%) | 25(40.3%)
Agegroup
Middle age (<60) 88 (75.2%) | 59 (72.8%) 0141 1| 0707
Old age (>60) 29 (24.8%) | 22(27.2%)

*=gaetistically significant
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Discussion

Nutritional status is vital for a community’s well-being (Kesari
& Noel, 2023). Manutrition directly or indirectly causes many
problems, and the vulnerability increases with age (Norman et al .,
2021). Many socio-demographic and economic factors largely
influence a person’s nutritional status. In the present study, factors
like ethnicity, age group, occupation, marita status, family type,
house type, education, and income were considered or better
understood to influence the participants nutritiona stetus. The socio-
economic profile of the participantsis shown in Table 1. We can
understand that the study popul ation could be more economically
sound as most (71.5%) earn Rs. <10000/-. Lower educational
(81% of participants with secondary or bellow education; 33
percent preliterate) and occupational status (mainly agriculture and
labour) also show that the present study population is socio-
economicaly underprivileged. Most of these socio-economic factors
are associated with the participants’ nutritional status, which will
be discussed in the later parts.

The tribal communities in India are comparatively more
vulnerable to many health issues, including nutrition. Comparative
account of anthropometric variable shows much lower mean values
for tribal participants, and the differencein mean valuestriba and
nontribal participants are datisticaly significant in height (t=2.86;
p<0.05), weight (t=5.44; p<0.05), WC (t=4.84; p<0.05), HC
(t=5.08; p<0.05), MUAC (t=4.30; p<0.05), BMI (t=2.86; p<0.05)
and WHR (t=1.97; pd”0.05). Comparative studies also showed lower
anthropometric measurement vaues among triba populations (Karim
etal., 2023). Undernutrition is much more prevaent among thetriba
participants (BMI-42%, MUAC-56%) than among non-tribal
participants (BMI- 23%, MUAC-40%). Contrary to undernutrition
overnutrition is much higher anong non-triba (BMI1-19%, WC-56%,
WHR-31%) population compared to tribal population (BMI-8%,
WC-25%, WHR-25%). The difference in nutritional status of tribal
and nontribal participants is statistically significant in BMI (x2
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=10.628, pd”0.05) and WC (x2 =19.940; p<0.05) categories.
Many other studies aso reported higher undernourishment among
tribal populations (Das and Bose, 2015; Basar & Das, 2018) and
higher overnourishment among non-triba populations (Pradhan et al .,
2019; Subramanian et al., 2006). Results from all these studies,
including the present study, suggest that thetribal population is more
vulnerable to undernourishment, and overnourishment is more serious
among the nontribal population. The overall undernutrition is high
among the participants (32.5%). Many other studiesin different
communities and areas of India show higher (Rai et al., 2018;
Mustafa & Singh 2024) and lower (Bhandari et al., 2018; Dutta
et al., 2019) prevalence of malnourishment, suggesting a large
disparity among Indian popul ations.

Many socio-demographic and economic factors influence
nutritional status. The present study considered factors like ethnicity,
family size, education, income, and occupation. Most of the
mentioned factors are statistically significantly associated with the
nutritional status (BM1 categories) of the participants, i.e. ethnicity
(X2 =10.628; p<0.05), family size (x2 =13.538; p<0.05), education
(x2=12.873; p<0.05) and income (X2 =6.063; p<0.05).
Undernutrition is more prevalent in tribal populations, members of
more prominent families (>4 members), those with lower education
levels, and lower income groups compared to their counterparts.
Other studies have a so reported that these factors are significant in
a person’s nutritional status (Sen et al. 2013; Rengmaet al., 2015).
So, to fight undernourishment, improvement in this socio-economic
factor isggnificant.

Overnutrition is also a severe nutritional challenge (Nathan
et al., 2017), which comes with alot of complications (Zhang
et al., 2008; Gupta et al., 2023), and it’s an increasing problem
(Venkatrao et al., 2020; WHO, 2024). Centra obesity isaso high
among the study population. Central obesity is higher anong the
nontribal population (56%), higher income group (49.6%), and in
occupations with less physical activity (service-55%, Business—
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57.1%) compared to Santals (25%), lower income groups (27.2%)
and occupation with more physica labour (agriculture- 23.4 percent,
labour and craftsman-44%). Many other studies aso reported that
ahigher prevalence of overnutrition is associated with these factors
(Abraham et al., 2017; Nazan & Buket, 2018; Cheah et al., 2020;
Kandapan et al., 2022). There is no statistically significant
association between family size and educationa level with central
obesity in the present study population. While ethnicity (x2
=19.940; p<0.05), income (x2=10.053; p<0.05), and occupation
of participants (x2=10.114; p<0.05) has a statistically significant
association with the nutritional status of participants. Many other
studies reported a high level of central obesity (Pradeepa et al.,
2015; Gupta et al., 2023), especially among the non-tribal
population (Rautela et al., 2018; Chaudhary & Sharma, 2023).
Like many other areas, the present study areais aso facing atwo-
faced challenge with undernutrition (Dutta et al., 2019) and
overnutrition (Nguyen et al., 2021; Kandapan et al., 2022;
Dwivedi et al., 2023) with avery high level of manutrition (Govind
et al., 2020).

In the present area, undernutrition is higher among tribal
community participants, and overnutrition is higher among the non-
triba population. At the sametime, overdl manuitrition is high among
both communities, creating a double burden of malnutrition.

Concluson

In this study, the prevaence of undernutrition is more than two
times higher than overnutrition. Based on ethnicity, undernutritionis
more prevalent among tribal males, and overnutrition is prevalent
among non-tribal males. The better nutritiona status of the adult and
elderly population is associated with ethnicity, number of family
members, education, and income. These socio-demographic factors
influence the nutritiona status of the population. Only occupation does
not seem to influencethe nutritiona status of the population. Thismay
suggest that the non-tribal population isat risk of developing lifestyle
disorders.
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ABSTRACT
This studyuncovers the gender differences in the
Emotion Regulation (ER) mechanisms of the 110
metropolitan elderly persons (55 males and 55 femal es)
selected from the urban housing complexes of
Ahmedabad based on age sixty years and above. The
study aimed to investigate the elderly population’s
mental health, particularly emotional resilience, which
is crucial to help them endure life’s challenges and
maintain a high quality of life. The Emotion Regulation
Questionnaire (ERQ) was used to evaluate two methods
of emotional regulation: cognitive reappraisal and
expressive suppression. The results revealed no
significant gender disparities in the overall use of
emotional regulation. However, they did indicate a dight
trend suggesting women use the cognitive reappraisal
strategy more than men to regulate ER. This study’s
findings challenge the notion that ageing is linked to a
decline in emotional well-being and advocate for
Initiatives to enhance the emotional health of this
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population. Identifying these gender differences can
inform the development of public health policies and
psychological support services that cater to the
emotional needs of both men and women, potentially
revolutionizing how we approach elderly care. This, in
turn, can strengthen seniors’ social relationships, reduce
loneliness, and improve their quality of life, offering
hope for a brighter future for the elderly.

Keywords: Emotiona regulation, Cognitive regppraisal, Expressve
suppression, Gender differences, Elderly well-being

As people age, they face more chalenges, necessitating cregtive
solutions (Sirbu, 2022). As young people leave for better
opportunities, the urban ederly in Indiaface socid isolation and empty
nest syndrome (Rath, 2024). They also struggle to adjust to
technol ogy, which makes them fed dienated and isolates them from
family (Seguraet al., 2023). Their mental distressis compounded
by changing dynamic relationship frameworks and adapting to new
socid standards. Speciaized therapies are needed to fulfill urban-
aged people’s mental health needs.

Managing emotions allows us to react constructively to life’s
variations. Lack of emotiond regulation impairsdaily living, causing
physical and mental health difficulties. Understanding older folks’
quality of life requires understanding mental and physical heath.
Elderly people have better emationa management, dispelling themyth
that ageing means decline and deterioration. This suggestsasmdler,
more intimate socia group (Christopher & Facal, 2023).

Given these problems, it is essential to comprehend the
emotiona regulation mechanisms employed by the ederly to manage
their stressors. Hence, effective emotiond regulation skills, including
cognitive regppraisal and expressive suppression, are essential for
assding thedderly in sugtaining emotiond stability and enhancing well-
being (Gross, 2002; Gross & John, 2003). Cognitive reappraisa
entalls reinterpreting adverse experiencesin apositive light, therefore
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diminishing the severity of unpleasant feelings. Although expressive
suppresson islessefficaciousin diminishing negativeemotions, it ads
in regulating their externd manifestation, mitigating sodid conssquences
(John & Gross, 2004). Consequently, by advocating for adaptive
emotiona regulation techniques, especidly cognitive regppraisd, the
emotiona well-being and happiness of the older urban demographic
may be enhanced. Gross and John (2003) conducted an additional
Study examining the effects of emotion management srategies, namdy
suppression and regppraisa, on social relationships, emotional well-
being, and overd| well-being through fiveinvestigations. Therr findings
revealed that suppressors exhibited and articulated more significant
negative emotions and diminished enjoyment, while resppraisers
showed superior interpersona functioning and well-being.

The Socioemotiona Selectivity Theory (SST) assertsthat as
individuals age, they prioritize emotionally significant goals and
experiences because they percelvetime asfinite (Carstensen et al .,
1999). Thistrangtion profoundly influences the emotiona regulation
of elderly persons. Carstensen, et al.,(2003) assert that older persons
prefer cognitive regppraisal versus expressive suppression, whichis
consistent with their objective of enhancing pleasant emotional
experiences. Thus, thisfadlitates more effective management of stress,
anxiety, and depression, thereby improving general well-being.

Nonethe ess, studies have aso concentrated on gender disparities
in emotion regulation. Men and women may face different emotiond
challenges as they age, influenced by biologica factors and societal
norms. Men and women demonstrate significant differences in
emotiona processing, Stress management, and emotiona regulation,
which can significantlyaffect mental hedlth, socia interactions, and
overal well-being in later life.(Nixdorf et al., 2023). For instance,
men may fail to accept their emotions due to conventional gender
standardsthat restrict emotiona sengitivity. At the sametime, women
may struggle to achieve emotiona clarity, making it harder for them
to negotiate complex emotional landscapes. Understanding these
gendered differencesis essential for designing interventions that
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improve both genders’ emotional well-being and healthy ageing.
Urban seniors experience extra pressures such as socid isolation and
quickly changing technicd and sodid surroundings, making thiscrucid.

This study explores gender differencesin emotiona regulation
among older urban men and women, focusing on cognitive regppraisa
and emotiona suppression strategies. The research underscores the
urgent need for tailored, gender-sengitive treatments to address the
emotiona well-being of the elderly in urban environments. While
current research mainly focuses on business urban populations, the
impact of urban stressors and social isolation on gender disparities
is not fully understood. This study aimsto fill this gap and develop
interventions that can improve the emotiona health of both genders
in the context of healthy ageing. Urban seniors experience extra
pressures such as socid isolation and quickly changing technical and
socia surroundings, making this research crucial for developing
effectiveinterventions.

Objectives of the Sudy

1. To examine the notable gender disparities in emotional
regulation among older urban maes and femaes.

2. To examine the notable gender disparities in emotional
regulation strategies, specificaly Cognitive Regppraisad and
Emotional Suppression, among older urban males and
femdes.

M ethodology
Sample

Using a quantitative, non-experimenta design, the study |ooked
a emotiond regulation in metropolitan men and women over 60 and
above. A purposive sampling method was used to select 110
participants from prominent private housing estates in Ahmedabad,
comprisng 55 males and 55 fema es. Participants of both genderswere
admitted to the study after giving informed consent. Still, to maintain
the accuracy and consistency of the data, those with severe cognitive
impairments or long-term physical or mental health issues were
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excluded. A standardized, sdf-administered paper-pencil survey was
used to collect data, and it gave deep insights into the targeted
demographics’ emotional regulation techniques.After completing the
study, men and women were informed about the importance of the
survey. Those requiring assi stance understanding some questions were
explained in their local language to reduce their apprehension.

Tools used

A standardized questionnaire and an Emotional Regulation
Questionnairewere used to collect the data.

Emotional Regulation Questionnaire : The Emotion Regulation
Questionnaire (ERQ) isa 10-item sdf-report instrument intended to
evad uate two emotion regul ation srategies. expressive suppresson and
cognitive reappraisal, as delineated by Gross’s framework. The ERQ
comprises SiX items that examine cognitive reappraisal and four that
evauae expressive suppression. Participants evauate their agreement
with each item using a 7-point Likert scale, where 1 signifies
significant disagreement, and 7 indicates strong agreement (Maria
Jose' Gutiérrez-Cobo et al., 2021). Items 2, 4, 6, and 9 correspond
to the expressive suppression dimension, whereasitems 1, 3, 5, 7,
8, and 10 relate to the cognitive regppraisal dimension. Each facet
is scored separately to maintain ditinctivenessin andysis. The scae
has demonstrated good reliability, with Cronbach’s alpha coefficients
ranging from 0.73 to 0.79 and test-retest reliability of 0.69 (Saleem
et al., 2019). The highest possible score on the ERQ is 70, while
thelowest is 10, indicating the range of potentia responses.

Data Analysis

Independent sampl e t-tests were performed for each hypothesis
to investigate gender disparities in emotional regulation. The
preliminary experiment tested that elderly urban maes and femaes
had similar affect regulation mechanisms. The second t-test tested
the hypothesis that Cognitive Regppraisa and Emotiona Suppression
have no gender differences. Both analyses used a 95 percent
confidence interval, and Levene’s test checked variance equality.
Statistical investigations using SPSS software showed that gender
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strongly influenced older urban consumers’ discrete emotion control
drategies.

Ethical Approval : The study received Ethical Approval from
the University Ethics Committee Review of Karnavati School of
Research, Karnavati University. The participants were informed about
the research in alanguage they comprehended, and informed consent
was obtained.

Results
Table 1
Gender Distribution of Participants
Descriptive Satistics

Gender N Mean Sd. Sd.
Deviation Error
Mean
Emotional Mae 53] 469455 888073 119748
Regulation Femde % 490727 961067 1.29590
Note. N=110

Table 1 presents the descriptive data for emotiona regulation
scores categorized by gender. Females (M = 49.07, SD = 9.61)
exhibited marginally superior emotiona control scores compared to
males (M = 46.95, SD = 8.88). Nonetheless, both sexes exhibit
smilar degrees of variahility, as evidenced by the sandard deviations.

Table 2.
Independent Samples t-Test for Emotional Regulation by Gender
I ndependent Samples Test

Levene’s Test for t-test for Equality
Equality of Variances of Means
F Sig. t df Sig.
(2-tailed)
Emotional | Equal variances 538 465 -1.206| 108 231
Regulation | assumed
Equal variances -1.206 (107.333| .231
not assumed
Note. The t-test compares emotional regulation scores between male and
female participants (N = 110). A p-value exceeding .05 signifies the absence
of a statistically significant difference between genders.




122 Indian Journal of Gerontology

Table 2 presents the test results employed to compare the mean
scores of two independent samples regarding the emotional control
of male and femae participants. The Levene test for homogeneity of
variancesindicated F (1,108) = 0.538, p = 0.465, suggesting that
the null hypothesis of homogeneity isupheld. Theindependent samples
t-test resultsindicate that the differencesin emotiona control between
male (M = 46.95) and female (M = 49.07) individuals are not
sgnificant, with t(108) = -1.206, p = 0.231. The probability measures
indicating no differences between the two groupsisp > 0.05, p=
0.231. Consequently, the initial hypothesis of this study — ‘there is a
sgnificant differencein emotiond regulation srategies between dderly
urban men and women’ — must be rejected, as the analysis of results
revealed no significant difference in emotional regulation scores
between the genders.

Table 3
Group Satigtics for Emotional Regulation, Cognitive Reappraisal,
and ES by Gender
Group Statistics
Gender N Mean Sd. Sd. Error
Deviation Mean

Emotional Mae 5] 46.9455 888073 119748
Regulation Femde 5] 490727 961067 129590
Cognitive Mae 5] 280364 6.59114 88875
Reappraisa | Femde % | 303818 6.25830 84387
Emotional Mae % 189091 5.30992 71599
Suppression | Femde 53] 18.6909 548018 .7389%5

Note. N = 110. Average scores, standard deviations, and standard errors
of emotional regulation, cognitive reappraisal, and emotion suppression
(ES) were categorized by gender.

Table 3 shows the group averages of emotional regulation,
cognitive reappraisal, and ES scores for both male and female
individuals. Females had better scoresin ER (M = 49.07) and CR
(M =30.38) than males (M = 46.95 and 28.04 respectively). Maes
and femal es exhibited comparable scoresin emotion suppression



Gender Differencesin Emotional Regulation among Urban Elderly... 123

(Males: M) = 18.91, Females. M = 18.69 with dlight variation in
standard error between the groups. These descriptive results are
consistent with the results presented in Table 5 above. Based on
present findings, it may be concluded that there are gender
differencesin emotiona regulation, namely cognitive regppraisa and
emotiond suppression, among e derly urban men and women, which
are negated by these findings.
Table 4.

T-test for independent samples based on gender for emotional
suppression, cognitive reappraisal,

T-test for Equality of Means
t Df Sig. Mean
(2-tailed) | Difference
Cognitive Reappraisal -1914 | 108 058 -2.34545
Emotional Suppression 212 108 832 21818

Note.N = 11, mean differences, p-values, degrees of freedom (df), and t-
values

Table 4 displays the independent samples t-test results for
emotiona suppression and cognitive regppraisa in older urban men
and women. Theresults of the cognitive regppraisa t-test pproached
sgnificance; however, therewas no satistically significant difference
between the genders t(108) = -1.914, p =.058). This shows that
the difference was insufficient to meet traditiona Statistical criteria
despite atrend showing that women do somewhat better than males
in cognitive regppraisal. Regarding emotional suppression, thet-test
revealed no discernible gender difference (t (108) = 0.212, p =.832),
suggesting that men and women use it to similar degrees.
Consequently, the ideas are rejected,given the previously indicated
data.

Discussion

This study examined how elderly men and women handle
emotional stressin metropolitan settings and gender differencesin
emotiona regulation. (Forgas & Fitness, 2008). According to gender
stereotypes, women are more susceptible to mood, feelings, and
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affect, while men avoid processing and reporting feelings. (Kaur
et al., 2022). Later life concernsinclude retirement, health issues,
and societal changes, making self-regulation of emotions essential
(Aldwin, 2014). Our results showed no significant difference between
thetwo sexesin emationd regulaion mechaniams, suggesting thet both
may handle stressors smilarly in this age group. Thismarked contrast
to other studies may be due to the study’s nature. The life-span
perspective and socioemotional selectivity theory can be used to
conclude (Carstensen et al., 2003; Lockenhoff & Carstensen, 2004).
According to thisidea, as people get older, they focus on priorities
and goals since time is limited. For seniors, narratives center on
emotionally charged events and connections, emphasizing affective
well-being without new or distant goals. According to Carstensen,
aging increases emotional regulation and shifts toward problem-
solving and positive fedings. (Kaliterna Lipovcan, 2009).

A combination of potential consequences and age-rdated factors
may have explained this study’s gender-neutral emotional regulation.
The population’s urban origins suggest that cultural factors played a
significant role because urban groups have better access to health,
nutrition, school attendance, and socid care. Urban men and women
can equally get anger management training, narrowing socia power
disparities. City residents are also more likely to have completed
post-secondary education, which may help men and women manage
thelr emotions. Since both sexes are stronger a coping with emotiona
pressures, socioeconomic and psychological resources may explain
thegmilaities

People may acquire ideas and behaviour habits that become
inflexible over time. Due to rigidity, reactions to some cues may
become highly similar, and men and women may use comparable
emotional management strategies. How individuaswarm quickly to
express strongly polarized opinions may indicate inflexibility and the
building of corroborative emotional response patterns over time. In
magor urban regions, developing cultura ways of expressing feding
states may have destroyed conventional male and femae scripts that
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shaped sensations differently. Due to age, both sexes reach an
optima psychologica maturity where they employ similar methods
to regulate their emotions.

Lastly, the lack of substantial differences between men and
women in this sudy could be explained by thefact that socid support
networks in urban contexts are typically solid and well-devel oped.
This could have reduced the requirement for separate gendered
coping techniques.

Limitations & Future Research

The studies’ constraints on the issue are significant factors or
limitations that always exist while researching a subject and must be
considered when eva uating the results.

Culture and personality may have made specific questions
unimportant. Question comprehension may have been hindered by
reading issues. Gender differences, not emotional control or
adoption, were the focus. A paradigm response can be biased.
Future studies should examine ER’s environmental and psychological
causes. Continuous research in this understudied interdisciplinary
topic should focus on gerontology, urban sociology, and
psychologica toughness. More studies can help us understand how
socia capital, SES, and life course trajectories affect ER in older
adults. Longitudina and mixed research designswill aso improve
the understanding of gerontology. Exploring dematerialized literacy
and telemedical therapies will help us understand how technol ogy
can improve the elderly’s affective wellness through cultural,
educated urban literacies.

Implications

A large number of the business and educated classes are aging,
which meansthat there are vast implications for their mental health
that require further research. It focuses on mental health services
tailored for people, specifically training them on emotiond strength
and remediating or absorbing them into society or work. Thereis
another reason why it is necessary to show such a population the
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facilities where they can voice their feelings and understand the
additiond peculiarities of theretired life, duties, londliness, and Saying
relevant. Findly, there should be priority legidative measures through
policy reforms and psychoeducation concerning this aspect,
acknowledging the unique role of emational regulation.

Concluson

This research examined gender disparities in emotional
management techniques among older metropolitan males and
females. The resultsindicated no substantial gender disparitiesin
the utilization of cognitive reappraisal or emotional suppression
methods, implying that both men and women adopt analogous
emotional coping mechanisms as they mature. These findings
indicate that aging emphasizes emotional stability and well-being,
reducing gender-based differences. The study’s limitations, including
cultural biases and insufficient investigation into the rationale for
strategy utilization, underscore the necessity for more extensive
research in this domain.

Acknowledgment : The authors thank Dr. Kishor Bhanushali,
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ABSTRACT

This study aims to provide a conceptual outline for

understanding the nuances of marginality and how
social inequality and gender disparities can exacerbate
wulnerabilities in old age. The findings highlight the
increasing complexity of life for older adults in urban

areas, necessitating multifaceted strategies for

addressing their needs. It shedslight on various factors
deeply intertwined with social inequalities and the
limited representation of certain groups in mainstream
activities. Drawing from data collected from multiple
sources and building upon previous studies, thisresearch
underscores the importance of addressing social and

cultural practices to facilitate healthy ageing in urban

environments. Further, this study emphasizes the crucial

role of community involvement in implementing

remedial measures at institutional or residential levels
to address the concerns surrounding the cultural, socio-

economic, and community aspects of elderly life in

metropolitan cities.
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Background

Population ageing and urbanisation are significant global trends
currently shaping the world and will continue to do so in the future.
Over half of the worldwide population (54 per cent) residesin
urban areas, afigure expected to increase to 66 per cent by 2050
(HelpAge International, 2016). Advanced marginality in the post-
Fordist context of Western market economies meansisolation and
exclusion from the mainstream economy and society, while in
China, urban marginality is very much the necessary condition for,
and engineered outcome of, structural competitiveness (Wu,
2009). Wacquant (1999) hasidentified four structura logicsthat fuel
the new margindity, i.e. (i) the macro socia dynamic, the resurgence
of socid inequality, (ii) the economic dynamic: the mutation of wage
labour, (iii) the politica dynamic: the reconstruction of welfare sates
and (iv) the spatial dynamic: concentration and stigmatisation to
discussed the urban poverty in western metropolis. It has aso been
reported that, in urban slums, healthcare infrastructure and the
availability of healthcare services are at alow level. In the recent
decade, rapid urbanisation has occurred in Indian cities. Urban
places dealing with climate change, dynamics of poor housing,
water shortage and inaccessible of drinking water and sanitation with
poor access to healthcare services. Individuals in urban areas,
especially those living in slums are faced with adual burden of
ageing and poverty that push them into a state of increased
vulnerability (Ghosh & Mukhopadhyay, 2021). Generally,
marginality occursin areas which experience a convergence of
political, cultura, economic and environmental problems (Mehretu
et al., 2000). The author of this research focuses on the following
interests: (i) who is urban margind, (ii) what are the consequences
of thismargindity, (iii) what is the key causing of margindity, (iv)
perspectives of community rejoinders on marginality in urban
settings, and (v) identification of institutional protection for this
margindity epecidly in old-age. In the past decades, the incidences
of growing aging have accelerated , and their utmost concernswill
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be crucia for sustainable aging. In the context of the presentork,
the socioeconomic interpretation of marginality implies that the
elderly could be described asbeing socially isolated. Poverty and
socid exclusion of older adultsin deprived areas could be described
asmulti-dimensiona concernsin Indian society. A report by OECD
published in (2015) provides severd policy strategies for actions
in ageing cities. An implicit or explicit policy perspective on
sustainable aging in cities indicates that Sustainable Development
Goals (SDGs), agreed upon in 2015, promote healthy aging and
tackle the critical risk factors linked with urban living (HelpAge
International, 2016).

Townsend (1987) defined deprivation as a sate of observable
and demonstrable disadvantage relative to the local community
or the wider society or nation to which an individual, family or
group belongs. Jarman (1983) identified underprivileged areas based
on socid and servicefactors. In this study, the individual-leve risks
and adverse hedlth outcomes are associated with socid isolation later
inlife (Weldrick & Grenier, 2018). Thisadso highlights the importance
of socid capitd access, enabling older citizensto maintain productive,
independent, and fulfilling lives (Cannuscio et al., 2003). Factors such
aslack of socid capitd, nuclearisation of households, modernization,
and intergenerational changes are the possible forces deeply
regponsible for socia/physical isolation and financid crisisin old age
(Kumar & Bhakat, 2022).

Database and Research Design

The study examines the contextualization of marginalized older
adultsin metropolitan areas using data from various sources like the
Longitudinal Ageing Study of India (LASI) Wave 1 (2017-2018),
NSSO 75th round (2017-18), National Crime Records Bureau
report (2021), and Census of India (2001-2011). Over the past
severa decades, the number of older adults aged 60 years or above
has been steadily increasing, particularly in countrieslike India, where
the longevity of older adultsisasignificant concern. Urban ageing
highlights challenges such as financia vulnerability, lack of post-
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retirement benefits, and inadequate old-age pensionsthat are crucial
in understanding the issues faced by marginalized older adults.
According to the 2011 Census, the older population in Indiawas
104 million, accounting for 8.6 per cent of the total population. By
2026, the elderly population will reach 173 million, congtituting 12.4
per cent. The proportion of urban ederly individuas (above 60 years)
to the tota urban population has risen from 6.7 per cent in 2001 to
8.1 per cent in 2011. The study also aimsto explore the impact of
socid inequalities and income disparities on active ageing in urban
settings, using the United Nations standard of age 60 to define “older
or elderly” individuals.

Table 1
Trends of Urbanisation in India 1961-2011
Year Urban Share of | Number Annual Percentage Share
Population| Urban |of Cities/ | Exponential of Urban Elderly
Population | Towns Urban Population in
to Total Growth Total Population
Population Rate (%)
(%) Male | Female
1961 78.94 19.97 2657 4.42 511
1971 109.11 19.91 3081 3.23 4.73 5.26
1981* 159.46 23.34 3981 3.79 5.08 5.69
1991* 217.55 25.72 4615 3.09 5.59 6.01
2001 285.36 27.86 5161 2.75 6.25 7.21
2011 377.10 31.16 7933 2.76 7.17 8.52

Explanatory Note: *As the 1981 Census was not conducted in Assam, and
the 1991 Census was not held in Jammu and Kashmir, the population of India
includes projected figures for these states in those periods.

Source: Census of India, 1961-2011

Urban population in Indiahas grown from 78.9 millionin 1961
to 377.1 millionin 7933 cities. It is projected that by 2050, around
2.5 billion more people will be added to the world’s urban
population, which will happen in developing countries. Thus, it
is projected that 404 million inhabitants will be added to India’s
urban population during the same period (Abhisheket al., 2017).
This section includes datard ating to different aspects of urbanisation,
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such asthe share of urban population to tota population, the number
of cities and the exponentia urban growth rate. Moreover, it shows
the growth of the elderly population in 1961-2011. In order to support
affordable housing in metro cities, ““the Delhi Development
Authority introduced a senior citizen housing scheme which
proposes to build 2,500 one-room studio apartments, measuring
40-45 sg.m for the senior citizen of 60 years of age or above”
(Gol, 2016). Social diversity in Indian society is still an area of
multiplefolds. Older adultsin the socio-economically disadvantaged
group (SEDG)* require particular interventionsto maintain their hedlthy
lives. According to the census of India 2001, around 6.9 percent
of the ederly were scheduled caste, and this shareincreased to 0.9
percent in 2011. Furthermore, about 6.9 percent of the elderly were
scheduled tribe in (2011) followed by 7.0 percent in rural and 5.5
percent in urban areas.

What isMarginality?

To begin, the definition of marginality is “an involuntary
position and condition of an individual or group at the margins of
social, political, economic, ecological, and biophysical systems,
that prevent them from access to resources, assets, services,
restraining freedom of choice, preventing the development of
capabilities, and eventually causing extreme poverty” (Mon Braun
& Gatzweiler, 2014). Thisterm, explained by scholars globally
in various disciplines and contexts, holds universal relevance.
Historically, the concept of marginality was introduced in 1928
in an essay by Robert Park titled “Human Migration and the
Marginal Man”. Although primarily concerned with migration, the
essay marked the beginning of the exploration of marginality
(Dunne, 2005). Park, in his 1928 work Human Migration and the
Marginal Man, notes:

When the traditional organisation of society breaks down,
as a result of contact and collision with a new invading culture,
the effect is, so to speak, to emancipate the individual man (Park
1928, p. 887).
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India has been witnessing a rapid change in the culture, rituas
and socid dratification at different levels. It has happened chiefly due
to mobility within or outside the country, widening economic
vulnerability and shifting the curves of respongbility and living patterns
in families. More specifically, “Marginality is a complex condition of
disadvantage that individuals and communities may experience
because of vulnerabilitieswhich may arise from unequd or inequitable
environmental, ethnic, cultural, social, political and economic factors”
(Mehretu et al., 2000). In the past, marginality was generally
visudised asadiscipline of vulnerable groups unableto access equd
resource mobilisation. It has been long discussed that urban margins
are subject to multiple negligence and need inditutiond interventions
and removd of socid dratifications. In addition, Gurung and Kollmair
(2005) described marginality as generally used to describe and
analyse sociocultural, political and economic spheres to which
disadvantaged people struggle to gain access. Similarly, Hall (1999)
noted how marginalisation was seen as a sociopolitical process,
producing both vulnerabilities (risks) and strengths (resilience). The
crucia cause of margindity isthe combination of socia segregation,
poverty, lack of rights, geographicd isolation, and systemic disparities
that prevent margindisad individuas and groups from fully participating
in society and accessing the resources and opportunities available to
the mainstream section. The policy framework calsfor integrated
strategies addressing the structura forces of poverty, excluson, and
ecological degradation to overcome marginality’s complex, systemic
drivers. More pointedly, socid networks, asacritical form of socia
capital, play asignificant role in fostering cultura autonomy within
marginaized urban communities, enabling them to cope with social
isolation and weakening ties between individuas and communities.
Who arethe Marginalised Poor ?

Marginality isaninvoluntary position and condition experienced
by individuals or groups at the peripheries of social, political,
economic, ecological, and biophysical systems. The concept of
marginality overlaps with poverty as arelative concept and as a
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concept of capability deprivation (Sen, 1981; Sen, 1999) but includes
spatia and environmentd dimensions. Atkinson (1998) identified a
three-way relationship between relativity, agency, and dynamics.
Rdativity impliesthat exclusion is aways defined in comparison to
other individuals or groups who occupy similar space and time.
Agency means that someone or something actively generates
exclusion. Finally, dynamics refers to the fact that exclusion is
generated by various socia and economic factors that negatively
impact future participation in society. Individuas or groups are sociadly
‘excluded” when they lack effective participation in critical activities
or benefits of the society in which they live (Razer et al., 2013). The
countenance of ‘marginality’ is widely used in different contexts.
According to Varghese and Kumar (2022), “term marginalised
refers to people or communities on the lower spectrum of the
hierarchy in terms of economic, social or cultural resources or
power”. In other words, marginalisation may be defined as a
process or a condition that prevents individuals or groups from
entirely involvement in socid, economic and politica activities. Over
the past several decades, India has significantly reduced overall
poverty as measured by different calculations. Liberalisation and
privatisation have increased income inequality (Wu, 2004). In the
Indian context, the New Economic Policy of 1991 encompassed
three Sgnificant dements liberdisation, privatisation, and globaisation.
These reforms significantly influenced various aspects of the economy
and society.Urban margindity has far-reaching consegquences for older
adults’ physical, financial, mental, and social well-being. Addressing
the systemic drivers of urban margindisation is crucid for promoting
inclusve and affordable living. When part of abroader, multi-pronged
approach, these efforts can significantly improve equity and social
sugtainability in cities. Ingtitutionalised collaboration with marginaised
communitiesis essentid for devel oping tailored solutions, offering hope
for amoreinclusive future,

In urban areas, a multicultura population and diverse living
arrangements can enhance the quality of life for resdents. However,
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many Indian cities are currently grappling with overcrowding, leading
to challengesin finding affordabl e living spaces. This situation is
particularly pronounced among urban migrants with low socio-
economic backgrounds, asignificant portion of whom resdein dums,
JJ colonies, or makeshift roadside dwellings. Communities or
resdentsin these localities often lack accessto basic civic amenities
such as dectricity, public toilets, safe drinking water, and affordable
housing options. The lack of proper housing and essentia services
impactsther qudity of life and poses Sgnificant hedth and safety risks.
Moreover, the recent focus on climate change and environmental
hazards further compounds the challenges faced by urban dwellers,
especidly thosein margindized communities. By addressing the needs
of vulnerable populaions and promating inclusive urban growth, cities
can create more resilient and livable environmentsfor al residents,
fostering a sense of community, well-being, and sustainability.
Making “Aging-Friendly” Communities in Cities

Ageing-friendly community involvement is recognised and
growing in the United Sates (Plouffe & Kaache, 2010), Europe (Van
Hoof et al., 2018), and Australia (Kendig et al., 2014). Old ageis
aperiod when individuals have strong desires for care, adequate
financid support and affordable places. Within this context, the WHO
(2002) stressed that the notion of “active ageing refersto optimising
opportunities for health, participation and security to enhance
the quality of life as people age”. In 2007, the WHO identified
eight major themes of urban areas that could make a community “age-
friendly”. Urban ageing is an emerging domain in socia and hedlth
sciences (Van Hoof et al., 2018).

Over the past decades, environmenta vulnerabilities and climate
change hazards have made human survivd difficult and indefensible.
In order to make healthcare more affordable, (Beard & Petitot,
2010) have discussed an equitable approach to foster the health of
older people in urban areas. In the context of growing urbanisation,
older adults will necessitate amore integrated ageing infrastructure,
with increased housing, transportation, socid service, and hedth care
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options (Alley et al., 2007), and urban hazards and risks may affect
like traffic congestion and limited provision of public toilets and
pedestrian fatalities (Buffel et al., 2012). In an “ageing-friendly
community, there are ample opportunitiesfor older adultsto develop
new sources of fulfilment, productive engagement, and social
interaction” (Scharlach, 2009). Within this growing corpus of research,
globaly, societies are growing older, longevity, minority satus, ethnicity
and being awidow places older women at risk of poverty residing
in urban (Onolemhemhen, 2009). In devel oping ageing-friendly
communities, Scharlach (2009) has identified person-environment fit,
individuals as constructive agents, behaviour settings, lifespan
developmentd processes, and physical, socia, and culturd contexts
as fundamentd principlesto create ageing-friendly communities. In
recent years, community support and ingtitutiona benefits provisons
could alter older adults’ needs, especially in cities.Marginalised urban
communitiesin Indiaactively negotiate their margindity through sdlf-
organisation, livelihood strategies, engagement with loca governmertt,
and challenging exclusionary social and spatial norms. Policy
interventions, such as affirmative action in public service provision
and inclusive urban planning, are necessary to dismantle caste-based
segregation and promote a more equitable urban environment. By
adopting these multifaceted approaches, policymakers and
practitioners can enhance adaptive capacity and resilience a multiple
scales and strengthen community protection and financial inclusion
of margindised urban communitiesin India

Crimeand Ageing Security in Urban Areas

Crime against the elderly is an emotive issue (Mawby, 1982).
The most deprived and margindised communitiesin citiesare cdled
dums. Vidlence againg women in urban dumsis widespread (Jungari
et al., 2022). The study identifies several reasons against women’s
atrocity, including women’s vulnerability, men’s alcoholism, dowry,
low education levels, spousa age difference, and gender inequality.
It has been observed that crime against women started at early ages
and continued till their last breath in different forms—the intensity and
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complexity of crime against elderly persons are often subject to
frequent insecurity in cities.

News about crime via newspapers, radio, or television can
also increase the elderly’s fear of crime (Norton & Courlander,
1982). Most of the time, the elderly are soft targets because they
are physically weaker and dower when confronted by an attacker
or burglar (Ibid). In urban areas, a large number of elderly persons
live alone and find themselves isolated and helpless under such
circumstances. Older persons also expressed fears about targeting
criminaswhen they get their pension checks at the end of the month
(World Bank, 2010). A study conducted in West Flanders,
Belgium, by De Donder et al. (2005) highlighted key determinants
of fear of crime among ederly persons, and it suggested that gender,
physica vulnerability and income correlate with fear of crime. Also,
Burnett (2006) finds that the “impact of actual crime,
victimisation and indeed worries about safety issues can have
a serious impact on older people’s lives”. According to National
Crime Records Bureau report (2021), in 2019 around 4867 cases
were registered against senior citizens (60 years or above) followed
by 4029 cases in 2020 and 4264 cases in 2021 were registered
against senior citizensin 19 metropolitan cities2. Nationally, the
charge sheeting rate (2021) was just 53.6 per cent, and out of 19
metropolitans’ cities, only five cities were marked below the
national average (NCRB, 2021).

Thisstudy aso amed to understand further the extent of fear of
crimethat could increase with age. In addition, Clemente and Kleiman
(1976 p. 207) observed that * it is reasonable to argue that for older
people fear of crimeis even more of aproblem than crimeitsdf. It
is a widely shared assumption in ageing research that ‘where people
live ... makes a difference’ (Kober et al., 2022). The discovery of
fear of crime as a phenomenon shaping lifein cities (Pain, 2001).
The linkage between objective risk of victimisation and fear on the
one hand and age and fear on the other (Greve, 1998). With increased
awareness, neighbourhood security, residential support, and
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inditutiond provisions, older adults have minimised their psychologica
stress, which helps them to secure a hedthy lifestyle. For adeeper
understanding, Kappes et al. (2013) explain that older adults show
ahigher level of precautionary behaviour regarding crime.

Verticals of Living Spaces

In India, the residential pattern is influenced by several
determinants, such as socia groups, class, rdigion, and community
domination. These factors are not unigque to India but have global
relevance, as evidenced by the differencesin residentid patterns and
family disruption of Blacks, Asians, and Hispanics compared to
Whitesand non-Hispanics (Himeset al., 1996). This study further
indicates that minority elders are much lesslikely than Whitesto live
aone or with only their spouse and are morelikely to live with other
family members. The prevalence of smdl apartmentsin the housing
stock of large cities, and the variation in the percentage of people
living alone across metropolitan and rura areas (Boyd, 1991),
highlight the globd variationsin living arrangements. Importantly, this
research underscores the globa variationsin living arrangements, the
availability of hedlthcare, and accessto ingtitutional care, and how
these are shaped by factors such as caste, religion, and ethnicity,
which play a significant role in defining an individual’s quality of
life. Similarly, Becker (2003) highlighted the

“This study found that many elders belonging to minority
ethnic groups lived in rooms without bathrooms or kitchens, and
many others lived in overcrowded apartments.

The conditions under which they lived were often highly
margind. Further, this study indicates that they lived in areas with
a long history of illegal activities such as drug dealing,
prostitution and gambling, presenting particular challenges to
creating a sense of homein old age”. It has also been noticed that
poor Blacks have moved out to periphera aswell asinner suburbs
and live in somewhat ethnicaly mixed neighbourhoodsin placeslike
Victorville and Lancaster (Agnew, 2010). The combination of old
age and residence in deprived neighbourhoods increases the risks of
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feding unsafe, dissatisfied and lonely (Scharf & de Jong Gierveld,
2008). Socid isolation and loneliness suggest that both are significant
issues for older people, regardless of geographic location (Havens
et al., 2004) and significant differences both between and within
ethnic minority groupsin access to material and socia resources
(Evandrou, 2000). Scharf et al., (2002) examine the degree to which
older adultsin deprived areas of England are affected by the condition
and process of socia exclusion.As discussed, margindity refersto
being at the edge or periphery of social, economic, or ecological
systems. For effective policy and identification of institutional
protection for the elderly population, severa measures such asthe
Nationa Policy on Older Persons (NPOPR,1999), The Indira Gandhi
Nationa Old Age Pension Scheme (IGNOAPS, 2007), Maintenance
and Wdfare of Parentsand Senior CitizensAct, 2007 and Integrated
Programme for Older Persons (IPOP, 2008) are adopted and
ensuring a holistic, rights-based approach that addresses the
multifaceted nature of urban marginality. By implementing these
legidative, policy, and programmatic measures, the government ams
to create a more comprehensive and equitable eco-system for the
elderly. It is strengthening community support, fostering
intergenerationa connections, and ensuring accessto comprehensive
hedlthcare coverage that reduces the impact of structural exclusion
on vulnerable groups, particularly older peoplein cities.

Paid Help and Care Deficit

In urban settings, the establishment of old-age homes and
dterndiveingitutiona care unitsfor older people has along higorica
precedent. However, the current care landscape for the elderly is
facing unprecedented deficits, with factors such as heavy out-
migration, unstable employability, shiftsin marital practices, and
changesin family structures, particularly in urban aress, exacerbating
the situation. Older adults are increasingly recognizing the importance
of caregiving in later stages of life. According to LASI Wave 1 data,
the prevalence of living alone or with a spouse is substantial,
highlighting the need for precise attention at both policy and
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ingtitutional levels. It is crucia for policy makers and healthcare
professionals to understand that addressing these evolving needs
requires a comprehensive approach that takes into account the
complexities of urban living and the changing dynamics of familid and
social support structures for the elderly (See Table 2).
Table 2
Percent distribution of elderly age 60 and above by type of
current living arrangement by background characteristics,
India, LAS Wave 1, 2017-18

Background Living | Living | Living | Living | Living | Number
Characteristics alone | with with with with o

spouse | spouse | children | others | respon-

and | (without dents

children | spouse)

Place of residence

Rural 6.3 215 406 256 6.0 20,725
Urban 41 175 407 326 50 10,739
Sex

Male 25 260 544 132 39 15,098
Femde 85 152 282 407 74 16,366
Marital status

Currently married 02 330 659 06 03 19920
Widowed 143 - - 735 122 | 10,719
Divorced/Separated/

Deserted/Others 191 - - 25 514 825
Religion

Hindu 58 208 401 276 57 23037
Mudim 40 178 44.7 21 54 3731
Christian 103 | 233 315 268 80 3150
Others 35 159 46.6 274 6.6 1546
Caste

Scheduled tribe 51 21 380 2713 74 5173
Scheduled caste 6.0 195 304 287 6.5 5,140

Other backward
class 6.3 215 398 271 54 11,886

None of the above| 47 185 436 280 53 9,265
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Education

No schooling 72 188 340 328 71 16,889
Less than 5 years

complete 54 209 434 5.7 47 3,781

5-9 yearscomplete | 35 216 496 211 42 6,017

10 or more years
complete 25 244 533 168 30 4777

Work status
Currently working 53 259 495 149 44 9,307

Worked in past but
currently not

working 6.3 199 389 21 58 13377
Never worked 52 145 330 401 72 8,780

M PCE quintile

Poorest 55 134 444 300 6.8 6,484

Poorer 37 145 441 308 69 6477

Middle 56 214 418 258 55 6,416

Richer 6.7 233 378 217 45 6,170

Richest 75 324 37 28 46 5917

Total 57 | 20.3 40.6 27.6 5.7 | 31,464

Source: Longitudinal Ageing Study in India (LASI) Wave 1, (2017-18).
Explanatory Notes: (-) indicates less number of cases/no cases.

Financial Vulnerabilitiesand Behaviour of Labour Market

A growing body of research demondratesthat participation of older
adultsin theforma and informal sectorsis deeply rooted in financia
vulnerability, absence of podt-retirement benefits (pendon sysemindudes
coverage for medica management) and family conflicts (Bérsch-Supan
et al., 2021; D’Addio et al., 2010; Wawei & Ddller, 2021; Whiting,
2005). In the labour market, elderly workers are often viewed as
dispensable or optional. Factors such as low wage rates, unequal
digtribution of tasks, long working hours, and transportation challenges
contributeto employers cond dering them as non-essantid . Recent changes
in the labour market, driven by demand and supply chain shifts, have
significantly dtered the working culture. The Covid-19 pandemic, for
example, prompted the adoption of aternative methodsto keep markets
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operationd. Chdlenges such asthe unavailability of job opportunities
nearby and theladk of decent work can significantly impect the efficiency
of dderly workers, especidly intheir later years. These circumstances
highlight theimportance of addressing socid condraintsand chdlenging
age and gender-based assumptions to enhance the employment-related
attributes of ederly workers. Addressing theseissuesmakesit possible
to improve theworking conditions and opportunitiesfor older individuas
in the labour market.According to the Census of India(2011), anong
the elderly, about 8.99 per cent are primary workers, while 8.46 per
cent are margind workersin India. Furthermore, work participation
among the dderly isessentid from the point of view of understanding
their economic dependence. In order to caculate thework participation
rate (WPRS) for 2001 and 2011, both main and margina workerswere
combined to get the tota workers.

Table 3

Wbrkforce Participation Rate (WPRs) of Elderly Population by
Sex and Place of Residence: 2001-2011

Place of 2001 2011

Residence Total Made | Female | Total Made | Female
Total 403 60.3 209 416 604 234
Rura 450 65.6 249 47.1 66.4 284
Urban 262 41 90 254 486 130

Sour ce: Calculations based on Census of India, 2001-2011

Numerous factors contribute to the disadvantaged circumstances
faced by dderly individuadsin rurd areas. A consderable portion of
the dderly remains actively involved in the workforce, often in sectors
without a defined retirement age. Their continued engagement in labour
isfrequently influenced by socioeconomic disparitiesthat restrict their
financid gability options. The departure of adult children for migration
further compounds the economic and emotiona strain on elderly
parents | eft behind. Consequently, thereisagrowing demand for care
and ass fance among the ederly, encompassing financid support and
physica aid. Faced with these chalenges, dderly individudsin rurd
areas often fed compelled to work, irrespective of their heath atus.
Thishighlights the critical need for holistic strategiesthat addressthe



144 Indian Journal of Gerontology

economic, socid, and hedthcare requirements of the ederly population
resdinginrurd areas. By implementing comprehensive goproaches, it
IS possible to support better and enhance the well-being of elderly
individudsin rurd communities

Urban Governance and Healthy Ageing

Numerous studies have reported how socid factors like education,
social class and wealth influence health over an individual’s life span (Di
Monaco e al., 2020). Inold age, hedthisacriticd variable determining
thequdity of lifeamong older adults. It iswiddy understood thet, in Indig,
hedth awareness and theimportance of hedthcare services are il arees
of serious attention. In addition, the move from ‘cure’ to “‘care’ necessitates
new paradigmsin both hedthcare delivery and study on older adultsin
less-deve oped nations (Van Eeuwijk, 2006). In India, persons by hedth
expenditure coveragetypeindicate that in rura aress, around 85.9 and
in urban areas, about 80.9 per cent of personswere not covered under
the specific hedth plans (NSS 75th 2017-18). More specificaly,
government-sponsored insurance schemes (12.9 per cent in rurd and
8.9 per cent in urban) and government/PSU as an employer (0.6 per
cent in rurd and 3.3 per cent in urban) were covered under sponsored
insurance plans (NSS 75th 2017-18). It has dso summarised thet the
availability of hedthcare services and their utilisation are not equally
distributed across groups. This notion implies that the accumulation of
financid stability has defined the intengty of caring patternsand atains

the qudity of hedlthcare sarvices.
Table 4
Percentage break-up of aged persons by physical mobility
inIndia
M obility Per centage Share of elderly by age-group
Category 60-64 | 65-69 | 70-74 | 75-79 | 80+ | 60+

PhysicallyMobile %5 A3 913 896 725 | 924
ConfinedtoHome 24 43 69 80 186 55
ConfinedtoBed 06 09 12 17 65 14
Wheelchair-Bound 05 05 05 0.7 24 0.6
Source: NSS75"2017-18
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Elderly persons by physica mobility indicate that approximately
92.4 per cent are physicaly mobile, followed by 5.5 per cent confined
to home, 1.4 per cent confined to bed and just 0.6 per cent
wheelchair-bound. Older people’s poor housing conditions cause
hedlth problems, and regiona planners often face increased demand
for health and social care services (Giarchi, 2006). In old age, an
individual faces multipleillnesses and living patterns that could be
essentia while caring for older adults. Financid stability and reduced
care deficit can strengthen the quality of health in old-age people,
especiadly thosein the margina section. In the context of this, Hall
(1999) has dso recognised that marginalised people are vulnerable
to hedlth risks resulting from discrimination, environmental dangers,
unmet subsi stence needs, severeillness, trauma, and restricted access
to health care. The idea of ‘age-friendly cities’ initiated by the World
Health Organisation (WHO 2007) reflects attempts to develop
supportive urban communities for older adults (Buffd et al., 2012).
Another research indicates alow utilisation of healthcare services
among older peopleliving in the two dum communities (Ezeh et al.,
2006).

Issuesfor future Research and Conclusions

The term “marginalization” refers to a gradual process where
individuas become detached from the organizations and communities
that make up society. It aso involves detachment from the rights and
obligationsinherent in society. The globa share of elderly personsis
expected to rise from 13.4 per cent in 2020 to 21.3 per cent by
2050 (LASI Wave 1, 2017-18). This study aimed to provide an
overview of how therole of socia inequalities and marginalization
patterns impacted those aged 60 or above in Indian cities. ‘Theterm
‘marginalization’ was coined to define this gradual process. It is
defined as the process of becoming detached from the
organization and the communities a society is composed of and
from the rights and obligations it embodies. Marginalization
focuses on relational issues, such as inadequate social
participation and lack of social integration and power (Theobald,
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2005 p.7).To summarise these patterns, “caste-based disparities,
social backwardness, and economic vulnerabilities are major
forces that have mainly described the effectiveness of social
capital” (Kumar & Bhakat, 2022). This study further reveals that
“nuclearisations of family structure, work culture and ideol ogical
differences are the key factors which may deteriorate
intergenerational solidarity within families and social cohesion”.
Indeed, socio-economic inequalities, economic capability (poverty),
gender, age, caste, religion, etc., are essentid variables that indicate
excluson from socid and economic opportunities. In India, caste has
long been used to regulate economic lifein al ages. For this study,
in the Indian labour market, caste-based hierarchies perpetuate
inequalities and exclusion (Banerjee & Knight, 1985; Deshpande,
2011). This study has a so explored how exclusion manifestsin the
old-age, ‘Social exclusion is viewed as a continuum of combined
and accumulated disadvantages, which emerge gradually in
reduced social participation (Theobald, 2005, p.7). Another study
by Kumar and Bhakat (2021) reveastherole of social networksin
measuring the standard of lifein old age. In order to improve the
quality of life, old-age exclusion involvesinterchanges between multi-
level risk factors, processes, and outcomes (Walsh et al., 2020).

Alaazi et al. (2019) explain that most older populationslivein
resource-poor settings with deficient housing and neighbourhood
conditions. It is estimated by (Beard & Petitot, 2010), “By 2050, it
is expected that a quarter of urban populationsin less developed
countries will be over 60 years. In developed countries, 80 per
cent of older people already live in urban areas’”. Urbanisation
and ageing are inevitable outcomes of economic growth. In urban
settings, the nature of community engagement and neighbourhood
interactions change as people age. To provide appropriate
institutional support to the elderly, the Government of India has
implemented severd key initiatives. Theseincude the Nationd Policy
on Older Persons (NPOP) in 1999, the Maintenance and Welfare
of Parents and Senior CitizensAct in 2007, the establishment of the
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Nationa Council for Older Persons (NCOP) in 1999, the launch of
the Indira Gandhi Nationa Old Age Pension Scheme (IGNOAPS)
in 2007, and the introduction of the Pradhan Mantri Vaya Vandana
Yoana(PMVVY) in 2017. Theseinitiatives have been desgned with
comprehensive provisions to ensure agood quality of life for the
elderly “The rapid rise in India’s elderly population coupled with
changing family structures and limited social provisions presents
policymakers with pressing economic, health, and social
challenges” (LASI Wave 1, 2017-18).

In India, the family unit playsacrucid rolein providing necessary
support and financid stability to the ederly, with sons often primarily
responsi ble for ensuring healthy and active ageing. However, over
the past few decades, factors such as increasing urbanisation, job
insecurity, low wagesin existing professions, and mobility within or
outside the country have led to atrend of elderly parents being | eft
alone in their old age. The concept of old-age homesin Indiais
typically seen as alast resort when family members are unable to
care for their elderly due to various reasons. Family and relatives’
refusal, lack of community readiness, and limited urban presence
contribute to the perception of old-age homes. In rural areas, the
absence of such facilities suggeststhat families and communities ill
possess the capability to support their elderly. Challenges like
inadequate income sources, affordable housing, and limited
educationa opportunities discourage establishing old-age homesin
rura regions. Despite facing poverty and socid inequdities, rurd aress
tend to rely on familia carefor the elderly.

On the other hand, urban areas face structural challengesin
maintaining a healthy lifestyle in old age due to various factors.
Enhancing indiitutional capabilities and community reediness at different
levelsis crucia. Developing policies and programs to create elder-
friendly environmentsin metropolitan citiesis essentid for supporting
the elderly population effectively. Social inequalities and
marginalisation significantly affect older adults in Indian cities.
Addressing socid inequalities and marginaisation requires targeted
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policiesand programs. In addition, implementing inclusive policiesthet
prioritise the needs of older adults can mitigate margindisation. The
paper recommends severa strategies:

*  Preserving cultural identity: Efforts should be made to
maintain and celebrate the cultural heritage of elderly
individuas. Thisincludes promoting traditional practices,
family vaues, interpersonal relations, and customs.

*  Awarenessand Advocacy: Raising awvareness about older
adults’ challenges and advocating for their rights is crucial.
They are strengthening community networks and promoating
ingtitutional care facilitiesto support elderly persons.

 Social Safety Measures and Pension Protection:
Ensuring financial security through pension schemes and
implementing measuresthat create a supportive environment
for elderly populations across al societal sections.
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Notes

1. please see final draft of National Educational Policy
2020 Socio-Economically Disadvantaged Groups (SEDGs) can be
broadly categorised based on gender identities (particularly femae
and transgender individuals), socio-cultura identities (such as
Scheduled Castes, Scheduled Tribes, OBCs, and minorities),
geographica identities (such as sudents from villages, small towns,
and agpirationd digtricts), disabilities (including learning disabilities),
and socio-economic conditions (such as migrant communities, low
income households, children in vulnerable situations, victims of or



The Landscape of Urban Marginality : Exploring Social Inequalities... 149

children of victims of trafficking, orphansincluding child beggarsin
urban areas, and the urban poor).

2. 19 Cities with more than 2 million Population. For more
information, please visit at https://ncrb.gov.in/uploads/
national crimerecordsbureau/post/1679310741CI112021
Volume 2 .pdf
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