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Chapter 7 

PSYCHOLOGY AND PERSONAL AUTONOMY 

7.1. Introduction 

An attempt has been made in this chapter to study the psychological process of the 

elderly along with the quality of life. This chapter is concerned with the behaviour, 

activities and attitudes of the elderly. Successful ageing requires the maintenance of 

good physical and mental functioning. This is that stage of life which is confronted by 

challenges and one who can pass through it positively, follows the path to successful 

ageing. Health is very much linked to the psychological functioning of an elderly. Poor 

health is associated with lower quality of life. As an individual ages, two problems 

worry the elderly: loss of memory and loss of mobility. Ill health brings disturbance in 

the mental health which makes an elderly deprived of autonomy, self-esteem, dignity, 

mobility, participation in daily activities.  

Psychological wellbeing is measured by indicators of mental health, cognitive 

judgements of life satisfaction, positive-negative emotions (Bowling 2007, pp.15). 

Psychological functioning like confidence, self-esteem, personal control, and social 

competence provides a basis for a continued life satisfaction and well-being among the 

elderly. Disappointment with self involves low QOL. 

A distinction is often made between outer and inner qualities of life. This section tries 

to comprehend the inner feelings of life like life satisfaction, happiness, depression, 

autonomy, positive relation with others and environmental mastery. It is an internal 

feeling of unhappiness which results from several unfavourable changes like retirement, 

low economic resources, reduced social status, loss of important role, poor social 

interaction which brings imbalance in an elderly’s well-being leading to poor mental 

health. Elderly women face even more stressed due to insufficient resources, 

widowhood and dependence which increase the vulnerability and creates adverse 

impact on mental health. This generates depression and lower life satisfaction. 
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Minimizing dissatisfaction over present and past experiences of life can enhance the 

QOL. Questions on life satisfaction, happiness, psychological wellbeing have been 

posed in different ways by means of single or multiple questions directly or indirectly. 

Therefore, this chapter investigates the domain of personal and social functioning which 

may or may not involve the positive feelings and attitudes towards self and others. 

Overall it will be a representation of personal satisfaction in life, functioning and 

effectiveness at present which an elderly is carrying in his/her life. 

 

7.2. Stress and Effects of Life Events on the Elderly Respondents 

This section tries to explore the predictors of stress and depression as indicators of QOL 

among older adults living in the hills of Darjeeling. Stress is a natural response to the 

information being received by the body as potentially dangerous or problematic (Garcia 

and Miralles 2016, pp. 26). With age the elderly face and experience various life 

stressing events which unduly influence their behaviour. The extremities of life 

stressing events make an impact on the mental health of the aged. Stress is a threat to 

the wellbeing of the elderly. In contemporary society stress has become a major health 

problem like irritability, insomnia, anxiety and high blood pressure for elderly which 

has emanated from the features of modern life. Stress is accused of killing longevity of 

the elderly persons. Uncertainties resulting from changes in oppressive social systems 

give rise to personal stress. Stress comes from anxiety about one’s future, unsatisfactory 

interpersonal relationships and inability to cope with annoying impositions (Ferriss 

2010, pp.94). Stress is associated with the transition occurring in an elderly’s life and 

the changing behavioural attitudes. The desirable and undesirable life events bring an 

adjustment in life which at times becomes difficult. Some form of stress is experienced 

due to changes in life from early childhood and continues all through one’s life, but life 

events and situations that are perceived as stressors, change according to the phase of 

life (Dhillon and Arora 1992, pp.196). 

The elderly of Darjeeling hills when asked to rate their level of stress on a 5-point Likert 

scale ranging from ‘very severe’ to ‘never’ (Table 7.1), many of them place themselves 

in the category of ‘moderate stress’ (male elderly - 32.7 percent, female elderly - 40 

percent). The next category, i.e. ‘hardly ever’ accounts for 24.7 percent of the male 
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respondents and 26 percent of the female respondents. The least number of respondents 

are in ‘never’ category of the scale. Here only 12 percent of the male and 8 percent of 

the female elderly have reported of not having any stress (Table 7.1.). 

Table: 7.1. Stress Level Faced by the Elderly Respondents 

 

Sex 

Stress Level 

Total 
Very 

severe Severe Moderate 
Hardly 

ever Never 
Male 20(13.3%) 26(17.3%) 49(32.7%) 37(24.7%) 18(12%) 150(100%) 
Female 22(14.7%) 17(11.3%) 60(40%) 39(26%) 12(8%) 150(100%) 
Total 42(14%) 43(14.3%) 109(36.3%) 76(25.3%) 30(10%) 300(100%) 

              Computed from fieldwork, 2016-17 

The major life stressors which have contributed to psychological problems in the study 

area are listed below. This was a multiple response question as some of the elderly are 

found to be facing more than one problems. These are: 

a) Death of spouse 

b) Staying away from loved ones like child 

c) Conflict with son and daughter-in-law 

d) Marital conflicts 

e) Absence of family and peer group 

f) Economic insecurity 

g) Retirement 

h) Living environment 

i) Change in role and status 

j) Work stress 

k) Decline in health 

Death of spouse is one of the most stressful events in the life of an elderly which creates 

a psychological distress (Fig 7.1). The elderly face the most difficult situation when they 

go through the death of their life partner. This culminates in depression with poor 
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emotional adjustment. Widowed men end up with more depression and worse health 

condition in comparison to widowed women, even in the case of women being in worse 

financial situation (Mookherjee 2006, pp. 45). In the study area, 75.2 percent of the male 

elderly respondents have cited death of spouse as a major life stressor in comparison to 

46.4 percent of the elderly female respondents. It has been observed that widowhood is 

more difficult for men because they are psychologically more benefitted by marriage 

than the women (Lee et al., 1998; Mookherjee 1997). With the death of their spouse 

they remain in shock for days following numbness which makes the partners hard to 

believe that their better half is no more. The necessary belongings of the person in the 

house like bed, chair, watch, become a symbol that the person is present in the house. 

This period of emptiness along with the belongings makes the partner believe and 

sometimes they pretend he/she is not gone. This is really a period of sheer psychological 

distress. According to Brearley (1975, pp. 48) this period of emptiness and grief begins 

as a kind of searching for the lost person, but a searching that is constantly frustrated. 

Periods of intense physical distress, alternating with apathy, disinterest and occasional 

anger are some of their characteristics. 

The next life stressor is staying away from loved ones (Fig 7.1). Loved one for the 

elderly here are their children. This may be due to migration for employment, marriage 

of only child i.e. daughter or conflict with the family members. The shrinking family 

support system due to modernization and globalization have produced psychological 

stress and strain on the elderly. Low family support is associated with higher perceived 

stress. Globalization has been accompanied by more flexible forms of work 

organization and the disruption of family and kinship networks (Phillipson, 1998). (As 

quoted by Bond and Corner 2004, pp.83).  In the study area only 34.3 percent of the 

male elderly think staying away from loved ones is life stressor while 65.7 percent do 

not consider this as life stressor. Same is for female elderly where 69.1 percent have 

stated that it is not at all a life stressor for them. It seems that elderly have negotiated 

with new life styles making new choices in the wake of globalization. The change is 

towards a post-modern world where sense of self is strengthening. This supports the 

modernization theory. Samanta (2014, pp.7) observes that living with spouse or living 

either with only children or with both children and spouse seems to be more beneficial 
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for older adult’s emotional wellbeing, happiness and higher levels of social engagement 

than living alone.  

Staying away from the loved ones may be due to rising conflict with children. 

Differences in principle and action between parents and children generate conflict. It 

may happen that parents do not conform and approve the actions of their children and 

children have different expectations from their parent. When the situation does not 

balance, conflict arises and the better arrangement is to live away and maintain cordial 

relation. In the study area it is observed that 28.5 percent male elderly respondents have 

conflict with son and daughter-in-law which contributes to stress and 71.5 percent report 

of having an amicable relationship and do not consider it as life stress (Fig 7.1). As for 

female elderly respondents, 76.4 percent reportedly are having an amicable relationship 

but 23.6 percent have experienced conflict and stress. Conflict between mother-in-law 

and daughter-in-law is very common due to differing personalities from different family 

background. This issues are mainly home-management issues over matters related to 

food habits, child rearing, traditions and customs. The causes of family strain are 

commonly said to be quarrels among the women as there is a kind of accepted 

quarrelling relation (Mandelbaum, 1970). (As quoted by Rabindranathan 2006, pp.60). 

Conflict between son and father is common and turns out to be distressing if son acts in 

deference to their parents’ wishes. The conflicts are generally over economic decisions 

and children’s ambivalence sets in where the differences cannot be resolved. Conflict 

between generations is termed as social conflict which is inevitable in the course of 

social relationship. This is due to the distribution of resources which is controlled by 

each succeeding generation. When children are young the resources are controlled by 

their parents and they are dependent on them. When they grow up they become 

independent and have a capacity to fend for themselves. This generates an imbalance of 

power between generations and conflicts arise. Conflicts between generations occur at 

this point because children acquire more resources to challenge parental control 

(Chadha and Malik 2007, pp. 21). The bond of affection and care which parents have 

provided over the years to their children turns out to be a valuable resource for the 

parents which also helps in resolving the differences and conflicts. 
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Conflicts may arise among the elderly who are staying under the same roof. It may seem 

that they are living happily together but that may not be the case. Marital conflict is a 

source of stress and depression as sometimes it leads to the sudden break of a lifelong 

relationship of trust and love which becomes unbearable (Dey 2021; pp. 521) (Fig 7.1). 

In the Darjeeling hills it has been found that marital conflict is not at all a life stress for 

the elderly, whether male and female. Only a small percentage of male elderly 

respondents (6.6%) and female elderly respondents (5.7%) have reported difficulty in 

adjusting with each other as their marital relationship is strained. It has been observed 

that polygamy is still prevalent in Darjeeling hills. The second wife is often referred to 

as “Kanchi Boori” (younger/little wife). The husband cohabiting with his wives 

generally leads one of them to attain a principal position being the favourite one. This 

gradually leads to condemnation of the other wife in spite of having children from the 

first wife. This leads to break-up between them steering divorce or separation (Dey 

2019, pp.453). Marital disenchantment may surface during the latter stages of the family 

life cycle, resulting in reduced satisfaction with the relationship, loss of intimacy, and 

less sharing of activities (Kart 1997, pp. 250). But from the present study it is seen that 

for majority of the elderly marital conflict is not a source of stress. Generally, the marital 

satisfaction is high among the elderly couples and only a few have mentioned about the 

marital discontent. Several researches have suggested that this pattern represents a 

supposedly typical marital life cycle in which satisfaction is high right after marriage, 

lower during the child-rearing years and high again during post parental period (Rollins 

and Cannon, 1974; Stinnett, 1972) (As Quoted by Kart 1997, pp. 250). 
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Fig 7.1. * Major Life Stressors of the Elderly Respondents 

  

 
              Source: Computed from field work, 2016-17                                       *Multiple Response          

During field survey 22.6 percent elderly male respondents have reported absence of 

family as life stressor while it is only 15 percent in case of female elderly respondents 

(Fig 7.1). One feels incomplete due to absence of family and this culminates into 

depression and the effect is anger. As we see from the above analysis, absence of family, 

conflict with family members, marital conflict, and staying away from loved ones fall 

under the same range. The results reveal that the above situations are not major life 

stressors for majority of the elderly, and do not necessarily contribute to psychological 

problems. Loneliness is a constellation of feelings, thoughts and behaviour that arise 

from aversive interpersonal experience and/or relational dissatisfaction (Dhillon and 

Samat 1992, pp. 219). 

Objective indicators such as material welfare, levels of income, and wealth are used to 

measure the quality of life. Objective indicators are those external to the individual and 

encompass measures of material living levels and their components (Easterlin and 

Angelescu 2012, pp.113). Influence on the level of subjective wellbeing like happiness, 

life satisfaction, esteem, individual fulfillment has a direct relation with income. 

Economic instability contributes to stress and tension. The economic stability in the 
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life of the elderly with respect to the objective indicators i.e. level of economic resources 

endures a continuous flow of instant satisfaction which is termed as domain satisfaction 

that has an effect on the subjective wellbeing. For instance, one can remain satisfied 

with one’s economic or financial income knowing that he/she is also going to enjoy 

pension and retirement benefits in later life. But those who are not contented with the 

economic expectations of the present and near future tend to suffer from tension and 

stress. In the study area 48.9 percent male elderly respondents have manifested that 

economic insecurity has a propensity to generate stress and strain among them, while 

45.7 percent female elderly respondents have expressed their financial worries leading 

to psychological tension (Fig 7.1).  

One source of stress begins at the time of retirement (Fig 7.1). Retirement is seen as a 

period of isolation if elderly persons are not engaged in new activities. It brings about a 

disruption in the daily routine of the elderly followed earlier. Post-retirement adjustment 

depends on the comfort at home and the capacity to cope with the changes. Often the 

feeling of diminished sense of work, power, prestige, and status enjoyed so far give rise 

to unwarranted emotional problem. The data on post-retirement stress in the study area 

show that 42.3 percent of male elderly respondents and only 10 percent of female elderly 

respondents suffer from such stress. The count of female elderly is less because majority 

of them have not been engaged in any profession. However, 57.7 percent of the male 

respondent’s state that retirement is not a source of stress. After retirement, to some 

extent the individuals become dependent on family members physically, emotionally 

and socially, especially if health conditions are not satisfactory. Therefore, retirement 

can also be viewed as a life event, in which the life of an able bodied individual changes 

almost overnight from active work life to an inactive life (Dhillon and Arora 1992, pp. 

196). 

Living environment implies the neighbourhood and community as such. It is an 

important indicator of life satisfaction and quality of life (Fig 7.1). Quality of 

neighbourhood is a composite measure reflecting a residential area that is quiet, has 

little traffic and is well maintained and landscaped (Kart 1997, pp. 408). Elderly people 

become more satisfied and contended if their neighbours and neighbourhood are cordial 
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and safe. In the study area, the environmental variables such as crime rate, disharmony 

among residents of different communities, suspicion of strangers, and burglary and theft 

have been reported by the elderly which has been discussed in details in the residential 

environment chapter (Chapter-5). This has contributed to stress to more than half of the 

male elderly respondents (51.8%) and a little less than half (45%) to the female 

respondents (Fig 7.1). If the fit between the individual and the living environment is not 

good the outcome is negative. Incompetent elderly who experience it often has the 

inability to deal with the environment and in turn it turns out to be a stress factor for 

them. As elderly are especially vulnerable after a certain age any negative 

environmental condition may deter their mental health. 

With modernization there has been a change in role and status of the elderly. 

Modernization theory in sociology to explain ageing was first proposed by Cowgill and 

Homes. They had analysed the status of the aged in different societies. The major 

hypothesis of this theory was that the role and status of the aged varies inversely 

according to the degree of modernization in a society. As social change occurs and 

society becomes more modernized, the elderly people lose functional roles, become 

devalued and ultimately lose status and security (Srivastava 2010, pp.113). This causes 

distress in old age and adjustment is negligible. 

Status and role are two interrelated concepts. With age the elderly tend to lose their roles 

earlier played. This leads to erosion of social identity and self-esteem of the elderly and 

if coupled with the concept of modernization this creates an impact on the individual’s 

self-image leading to depression and feeing of uselessness. As the young pioneers are 

more capable in every field than the elderly their position is devalued with low status. 

With better and advanced education, the children are more educated than their parents 

which leads to an inversion of status in the society. It seems modernization can 

adversely affect the status of the aged. But the case is not the same in the present study 

area. The findings reveal that only 19.7 percent of the male elderly respondents and 19.3 

percent of the female elderly respondents find status degradation as contributing to 

stress (Fig 7.1). Majority of the elderly in the hills do not reckon status degradation as 
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stress producing event in life. Societies imbued in tradition and modernization accord 

greater esteem to the elderly.  

Stress associated with work factor accounts for 19 percent male respondents and 15.7 

percent female elderly respondents who consider it as a life stressing event (Fig 7.1). 

On the contrary, retirement or an inactive life is often seen as a threat by the elderly. 

Changing occupational structure with technological innovation have opened up career 

avenues for the elderly. Machines and automation often reduce the physical burdens and 

stress associated with industrial jobs and open the jobs to women who were previously 

excluded, justly or not, on the basis of insufficient physical strength (Kart 1997, pp.315) 

Household chores often contribute additional stress to the elderly. Also grand 

parenthood is sometimes regarded as stress if their adult children are not being able to 

play on their parental role. Taking care of small children can prove to be a unique 

stressor particularly if the grandparents are very old. The type of care expected can be 

directly proportional to the level of stress felt by the grandparent (Hall 2007, pp. 248). 

The major transitions in the life of an individual from change in parental role to 

grandparenthood to retirement are certainly role transitions associated with stress. To 

achieve successful ageing one has to adapt and adjust to the changing roles. Those who 

cannot cope up with the stress move towards depression. 

There is a relationship between life stress and illness. Physical health coupled with 

functional disability creates a significant impact on the psychological health of the 

elderly (Fig7.1). Findings of Kart (1997, pp.126) suggest that depression may be 

triggered by loss of a loved one or by the onset of a physical disease. Physical disability 

or inability to do the activities of daily living (ADL) often results in psychological 

disturbances. Health and financial stability are often found as the best predictor of life 

satisfaction of the aged. 

Nearly half of the male elderly respondents (48.9%) in the study area have expressed 

their discontentment with health and regard it as their major life stressor. More than the 

male the female elderly (55%) have hinted at poor health conditions contributing to 

psychological disorder (Fig 7.1).  
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Health is as much a subjective as an objective phenomenon (Kart 1997, pp. 135). 

Stewart et al., (1996, pp.1874) observe that there is a decreasing average health but 

increasing variability in some of the more subjective components of health related 

quality of life such as psychological wellbeing.  

7.3. Effect of Positive Support and Social Engagement on the Elderly Respondents 

One measure to analyze the stress level is asking the respondents whether positive social 

engagement/ positive support reduces their stress level. It has always been seen that 

amicable family environment and positive relationship can act as a buffer against stress. 

There may be positive or negative aspects of relationship. Mere existence of a 

relationship does not support the fact that the relationship is supportive. Its presence is 

felt when the elderly pass through a period of support crisis. It is the positive social 

engagement in times of psychological distress which helps the elderly to overcome it 

neatly. Positive social connections and intimate relations are major source of emotional 

strength. As seen in the previous section that there are many life stressing events due to 

disruption of personal ties, retirement, conflictual interaction and more which are major 

sources of stress. 

Majority of (75.8 percent) male elderly respondents report that positive social 

engagement helps in reducing stress and 83.3 percent of female elderly respondents 

echoed the same sentiments (Fig 7.2). It is well established that good and qualitative 

relationships influence individual’s psychological wellbeing by providing love, care, 

support and assistance. Lack of theses intangible resources leads to negative physical 

and psychological consequence. They become more prone to social isolation and 

loneliness which affects their mental being. Older people are more likely to lose family 

members and friends and to be more vulnerable to loneliness, social isolation and the 

availability of a ‘smaller social pool’. (Kalache 2009, pp. 245). The above study 

uncovers the fact that healthy relationship or positive social engagement acts as a buffer 

to stress. 
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Fig 7.2. Diagrammatic Representation Showing Whether Positive Support and 

Social Engagement Reduces Stress 

 

 
Source: Computed from field work, 2016-17 

 

To find out precisely the mental health problem the above question was corroborated 

with another question that whether lack of positive support brings in depression. The 

results are more or less consistent to the above findings where 64 percent of the male 

elderly respondents and 76 percent of the female elderly respondents have stated that 

lack of positive support brings in depression (Table 7.2.). As a whole 70 percent of the 

respondents feel that lack of positive support brings in depression (Table 7.2.). 

Depression is a mental health disorder which crops up slowly due to various stress 

related events in life. Garcia and Miralles (2016) opine that “mental workout” i.e. 

interacting with others - playing a game for example - offers new stimuli and help 

prevent the depression that can come with solitude. 
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Table 7.2. Distribution of Elderly Respondents Showing Whether Lack of 

Positive Support Brings in Depression 

Sex 

Lack of positive 
support brings in 

depression 
Total Yes No 

Male  96(64%) 54(36%) 150(100%) 
Female 114(76%) 36(24%) 150(100%) 
Total 210(70%) 90(30%) 300(100%) 

                                              Computed from field work, 2016-17 

 

7.4. Depression in Geriatric Population of the Study Area 

This section tries to explore quality of life by combining the life stressing events and 

mental health status (depression). Depression is a cumulative manifestation of social, 

physical and mental factors and are interwoven and interdependent. In typical 

depressive episodes, the person suffers from lowering of mood, reduction of energy and 

decrease in activity. Capacity for enjoyment, interest and concentration is reduced. 

Sleep is usually disturbed and appetite diminished. Depending on the number and 

severity of symptoms, a depressive episode may be specified as mild, moderate and 

severe (The World Health Report, 2001). (Dey, 2019). 

Mild depressive episode: Two or three of the above symptoms are usually present. The 

person is usually distressed by these but will probably be able to continue with most 

activities. 

Moderate depressive episodes: Four or more of the above symptoms are usually 

present and the person is likely to have great difficulty in continuing with ordinary 

activities. 

Severe depressive episode: An episode of depression in which several of the symptoms 

are marked and distressing, typically loss of self-esteem and ideas of worthlessness or 

guilt. Suicidal thoughts and acts are common (The World Health Report, 2001). 

According to WHO, factors increasing depression risk in older adults include genetic 

susceptibility, chronic diseases and disability, pain, frustration with limitations in 

activities of daily living (ADL), personality traits (dependent, anxious or avoidant), 
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adverse life events (separation, divorce, bereavement, poverty, social isolation) and lack 

of adequate social support (The World Health Report, 2001). With age the elderly lose 

their mental power and become prone to cognitive decline, becomes cranky which 

results in disengagement and ultimately diagnosed with depression. (Dey, 2019). 

The purpose of the study is to assess the prevalence of depression among the elderly 

population of 60 years and above in Darjeeling hills taking into account the socio-

demographic characteristics of the elderly by using GDS-15 scale. (Dey, 2019). 

7.4.1. Data Collection Procedure 

The 300 elderly subjects have been interviewed by using a pre-structured questionnaire 

comprising the socio-demographic information covering a diverse set of parameters 

including age, sex, marital status, education, economic dependency level, living 

arrangement and activities of daily living (ADL). The second part comprises of a pre-

designed and pre-validated 15 item Geriatric Depression Scale (GDS) which is a self-

report scale developed by Yesavage JA. Using GDS-15, scores of 0-4 are considered 

normal; 5-8 indicate mild depression; 9-11 moderate depression and 12-15 severe 

depression (Sheikh and Yesavage, 1986). The GDS-15 (Shorter version of the scale) 

consists of 15 questions. The participants are asked to respond to 15 questions by 

answering yes or no on the basis of how they felt over the past week in their life. Each 

negative answer carries 1 point and thus the higher the score, the more are chances of 

having depression. A score of less than 5 is normal and more than 5 is suggestive of 

depression (Table 7.3.). The maximum score one could get is 15 which would indicate 

severe depression. Based on their scores, the study subjects are categorized as normal 

or depressed. (Dey, 2019). 

Table 7.3.  Range of the Prevalence of Depression 

 
Score Category 

0-4     (<5) Normal 
5-15   (>5) Depression present 
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7.4.2. Study Variables 

Depression is the dependent variable, the independent variable being the socio-

demographic characteristics displayed in Table 7.4. Socio-demographic information has 

been analyzed with the association of depression among the subjects as per the age-

group. 

Table 7.4. Socio-demographic Characteristics of Study Subjects (n=300) 

 

Characteristics 
No % 

Age Group 
60-69 172 57.3 
70-79 92 30.7 
80 and above 36 12 

Sex Male  150 50 
Female 150 50 

Marital 
Status 

Never married 11 3.7 
Married 160 53.3 
Widowed 117 39 
Divorced/Separated 12 4 

Educational 
level 

Illiterate 118 39.3 
Primary(I-IV) 54 18 
Upper primary(V-VIII) 57 19 
Secondary(IX-X) 35 11.7 
Higher Secondary(XI-
XII) 14 4.7 
Graduation 16 5.3 
P.G. & Professional 6 2 

Economic 
Dependency 

Independent 152 50.7 
Dependent 148 49.3 

Living 
Arrangement 

Living alone 19 6.3 
Living alone with 
servant 6 2 
Living with spouse only 43 14.3 
Living with spouse & 
servant 3 1 
Living with children 100 33.3 
Living with spouse & 
children 110 36.7 
Others 19 6.3 

Perform 
ADL 

Yes  284 94.7 
No 16 5.3 

                                         Computed from field work, 2016-17 
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7.4.3. Result 

Of the 300 elderly respondents, 161 (53.67%) are found to have depression (clubbing 

the mild, moderate and severe depression scores) as per the score by GDS scale (Table 

7.5.). Table 7.5. shows distribution of GDS-15 scores of the 300 elderly respondents. 

(Dey, 2019). 

Table 7.5. Prevalence of Depression among the Elderly Respondents as per 

Geriatric Depression Scale   

     
Depression per GDS 

score 
No. % 

Absent/Normal(0-4) 139 46.3 
Mild(5-8) 97 32.3 
Moderate(9-11) 42 14.0 
Severe(12-15) 22 7.3 

                            Computed from field work, 2016-17 

In the present study, the prevalence of depression increase with increasing age. It is 48.3 

percent in the age-group of 60-69 years, while 52.2 percent in the age-group of 70-79 

years and 83.3 percent in the 80 years and above age-group (Table 7.6.). The result is 

found to be statistically significant in the prevalence of depression between the different 

age-groups. It has been observed that the prevalence of depression is more among 

females (58.7%) than males (48.7%), the difference being around 10 percent more in 

females. The difference in the prevalence of depression and sex is however not 

statistically significant (Table 7.6). (Dey, 2019). 

The elderly respondents have been categorized into never married, married, widowed, 

and divorced/separated. Divorced and separated are clubbed into one group. It is 

observed that most of the widowed, divorced/separated suffer from depression. Out of 

117 widowed 77 have been found in depression and out of 12 divorced/ separated 10 

suffer from depression and the result is statistically significant (Table 7.6). (Dey, 2019). 

Among the illiterate elderly 72 percent suffer from depression. The number of 

depression cases is less among respondents with higher educational level, as 48.1 

percent of those who have studied up to primary school level and 45.6 percent of those 
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who have studied till upper primary level suffer from depression. The difference is 

statistically significant (Table 7.6). (Dey, 2019). 

The elderly respondents have been divided into two categories based on their financial 

status: dependent and independent. Depression is more prevalent among the elderly who 

are economically dependent on others (66.9%). The elderly are totally dependent on 

their family members for their livelihood and are not leading an economically 

productive lives. 40.8 percent of the economically independent respondents have 

depression. The elderly who are economically independent include those who earn their 

livelihood, however small it may be (old age pension, retired govt. employees and 

widow pension are also included). Among those who have to depend totally on others 

for their activities and daily living the depression status is as high as 93.75 percent, 

while it is 51.4 percent in those elderly who could carry out their activities of daily 

living. The difference is also statistically significant (Table 7.6). (Dey, 2019). 

The depression is high among the subjects who are living with others (79%) and living 

alone or with servants. It is least among those who live with their spouse and children 

(33.7%). The difference in the prevalence of depression between the various groups is 

statistically significant (Table 7.6). (Dey, 2019). 

During in-depth interview conducted in Darjeeling hills on the elderly it has been found 

that the prevalence of depression is common among the disabled and it increases as the 

dependency in the activities of daily living (ADL) increases. Disability is the inability 

to perform usual daily activities. More basic and at the same time more obligatory 

activities, such as bathing, dressing, toileting are termed as activities of daily living 

(ADLs) (Deeg 2007, pp. 196). 51.4 percent of the elderly who are capable of carrying 

out the activities of daily living independently have depression while it is 93.75 percent 

among the respondents having ADL disability (Table 7.6). (Dey, 2019). 
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Table 7.6. Socio-demographic Characteristics and Prevalence of Depression 

among the Elderly Respondents 

 

Variables 

Normal 
(n=139) 

Depression 
present 
(n=161) x2 p-value Significance 

  
No %   

No % 

Age Group 
60-69 89 51.7 83 48.3 

18.089 p<0.05 S 70-79 44 47.8 48 52.2 
80 and above 6 16.7 30 83.3 

Sex Male  77 51.3 73 48.7 4.215 p<0.05 NS Female 62 41.3 88 58.7 

Marital 
Status 

Never married 2 18.2 9 81.8 

39.862 p<0.001 S 
Married 95 59.4 65 40.6 
Widowed 40 34.2 77 65.8 
Divorced/ 
Separated 2 16.7 10 83.3 

Educational 
level 

Illiterate 33 28 85 72 

42.729 p<0.001 S 

Primary(I-IV) 28 51.9 26 48.1 
Upper 
primary(V-
VIII) 31 54.4 26 45.6 
Secondary(IX-
X) 17 48.6 18 51.4 
Higher 
Secondary(XI-
XII) 12 85.7 2 14.3 
Graduation 13 81.25 3 18.75 
P.G. & 
Professional 5 83.3 1 16.7 

Economic 
Dependency 

Independent 90 59.2 62 40.8 23.128 p<0.001 S Dependent 49 33.1 99 66.9 

Living 
Arrangement 

Living alone 6 31.6 13 68.4 

64.474 p<0.001 S 

Living alone 
with servant 1 16.7 5 83.3 
Living with 
spouse only 16 37.2 27 62.8 
Living with 
spouse & 
servant 3 100 0 0 
Living with 
children 36 36 64 64 
Living with 
spouse & 
children 73 66.3 37 33.7 
Others 4 21 15 79 

Perform 
ADL 

Yes  138 48.6 146 51.4 48.371 p<0.001 S No 1 6.25 15 93.75 
       Computed from field work, 2016-17                                              S signifies Significant                                                                                               
                                                                                                              NS signifies Not Significant 
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Table 7.7. lists individual GDS-15 items reported by the elderly. The most commonly 

endorsed symptom (61.3% of all subjects) is a positive response to the question, “Do 

you often feel helpless?” .71.3 percent of the elderly’s response is negative to the 

question, “Do you feel full of energy?’. The third most commonly endorsed symptom is 

a positive response to the question, “Do you prefer to stay at home rather than going 

out and doing new things?” was 57.7 percent of all subjects. 57.3 percent of the subjects 

feel that most people are better off than they are which reflects a feeling of hopelessness 

and dissatisfaction. (Dey, 2019). 

Table 7.7. Frequency of GDS-H items of the Elderly Respondents 

Depressive Symptoms(GDS-
H items) 

YES NO 

1. Are you basically satisfied 
with life? 

242(80.7%) 58(19.3%) 

2. Have you dropped many of 
your activities and interests? 

153(51%) 147(49%) 

3. Do you feel that your life is 
empty? 

121(40.3%) 179(59.7%) 

4. Do you often get bored? 81(27%) 219(73%) 
5. Are you in good spirits 
most of the time? 

208(69.3%) 92(30.7%) 

6. Are you afraid that 
something bad is going to 
happen to you? 

25(8.3%) 275(91.7%) 

7. Do you feel happy most of 
the time? 

151(50.3%) 149(49.7%) 

8. Do you often feel helpless? 184(61.3%) 116(38.7%) 
9. Do you prefer to stay at 
home rather than going out 
and doing new things? 

173(57.7%) 127(42.3%) 

10. Do you have more 
problems with memory than 
most        people? 

127(42.3%) 173(57.7%) 

11. Do you think it is 
wonderful to be alive? 

286(95.3%) 14(4.7%) 

12. Do you feel pretty 
worthless the way you are? 

69(23%) 231(77%) 

13. Do you feel full of 
energy? 

86(28.7%) 214(71.3%) 

14. Do you feel that your 
situation is hopeless? 

51(17%) 249 (83%) 

15. Do you think that most 
people are better off than you 
are? 

172(57.3%) 128(42.7%) 

                                     Computed from field work, 2016-17                                                                                      
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7.4.4. Discussion 

Depression in the old age is a common phenomenon. The overall prevalence of 

depression among the elderly in Darjeeling hills is found to be 53.67 percent. 

Swarnalatha (2013, pp. 1356) finds the prevalence of depression in Chittoor district of 

Andhra Pradesh to be 47 percent. In another study conducted by Kakrani et al., (2015, 

pp. 27) in the geriatric clinic OPD of Dr. D.Y. Patil Medical College, Pune among the 

hospital based patient shows the prevalence of depression at 54 percent. Depression is 

prevalent among older adults in the developed countries as well: an estimated 15 percent 

to 19 percent of Americans aged 65 and older suffer from depressive symptoms (Cahoon 

2012, pp. 22). (Dey, 2019). 

In the present study, the prevalence of depression was found to increase with increasing 

age. Depression in the age-group of 60-69 may be called early onset of depression. In 

the study area 48.3 percent has been found with depression considerably early (Table 

7.6). Those with a family history of depression are more likely to have early onset of 

depression, possibly implying that occurrence of disorder was genetically influenced 

(Heun et al., 2001). Those with early onset of depression may also have a higher 

prevalence of personality disorder or elevated score on personality traits such as 

neuroticism (Brodaty H et al., 2001). The other possible reasons are physical illness, 

disability to carry one’s task, change in social status, decreased self-esteem, loss of 

spouse and friends, financial crisis, negligence by the family members. After 

cerebrovascular disease (e.g. stroke, vascular dementia) depression is very common. 

The prevalence rates of depression in people with heart disease have estimated at 

approximately 20-25 percent (BPAC 2011, pp. 4). (Dey, 2019). 

The prevalence of depression in the present study has been found to be significantly 

higher in elderly females (58.7%) than in males (48.7%) (Table 7.6). In a study 

conducted by Sinha et al., (2013, pp.42) in Sembakkam village of Kancheepuram 

district of Tamil Nadu depression was more common in women (60%) than men 

(29.3%) and in the widowed (76.9%) compared to married. It has been estimated that 

the 12-month prevalence of depressive disorders is approximately 2 percent for men and 
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5 percent for women among adults aged over 65 years living in the community of New 

Zealand (BPAC, 2011; pp. 3). (Dey, 2019). 

It is seen from the present study that the divorced/separated (83.3% of them) are more 

affected by depression. Widowed older adults and never married also have high 

prevalence of depression in Darjeeling hills. This finding is consistent with the research 

findings of Sinha et al., (2013) conducted in Sembakkam village of Tamil Nadu. 

Loneliness and social isolation can be tracked for the cause of depression among the 

elderly. Positive social support is associated with lower rates of depression, and has 

been shown to buffer depression (Bazargan and Baugh, 2001). Bereavement over loss 

of partner, staying away from loved ones are the major life stressors. Role changes 

associated with spouse bereavement e.g. taking on task such as household management, 

social planning that were earlier done by spouse, may lead to a reduction of activities 

and an increase in negative self-evaluation particularly among older adults who are less 

flexible or less open to experience (Fiske et al., 2009, pp.11). The elderly who have lost 

their spouse (65.8%) suffer from depression because of the detachment of the emotional 

support which they used to receive (Table 7.6). This in turn has affected their 

psychological health. The rate of depression is high among the divorced and separated 

(83.3%) because the sudden break of a lifelong relationship which becomes unbearable 

to them leads to stress. (Dey, 2019). 

Economic resources have a great bearing on the life satisfaction and subjective 

wellbeing of the aged. The wellbeing is affected by the economic factors too. The 

financial status of the elderly decides the dependency and independency on the family 

members. In the present study, it is seen that 68 percent of the male and 33 percent of 

the female are independent. A majority of 66.7 percent of the females are dependent 

(Table 3.5.Chapter-3.). The association of high degree of depression may be an 

additional factor due to dependency. Particularly, at this age to attain a satisfactory 

living standard due to lack of resources or supported by others pushes them to a lowered 

mood state. In the present study, 66.9 percent of the subjects who were economically 

dependent on others have been found prone to depression (Table 7.6.). The income level 

keeps hold of the material satisfaction with respect to the standard of living. Satisfaction 
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implies the state of mind of those who are financially independent and able to procure 

materials, be it a necessity item or luxury item, in everyday life at their will and their 

financial resources are sufficient to satisfy their wants. The financial independency of 

the aged leads them to happiness where they feel they are not burden on anyone and can 

independently meet their needs and as a result the elderly who are independent are less 

prone to depression (40.8%, Table 7.6.). (Dey, 2019). 

The prevalence of depression has been found to be inversely proportional to the literacy 

status. There is a gradual decrease in the prevalence of depression as the literacy status 

increases. The difference in the prevalence of depression between the subjects of 

different educational level is statistically significant (x2= 42.729, p<0.001) (Table 7.6.). 

(Dey, 2019). 

The elderly in Darjeeling hills who are living with others and those living alone have 

high prevalence of depression. 68.4 percent of the elderly who live alone and 83.3 

percent who live alone with servants suffer depression. The lowest prevalence (33.7%) 

has been noticed among the elderly respondents who live with their spouse and children 

(Table 7.6.). The 2005-2006 National Family Health Survey in India examined living 

arrangements by household, which is defined by having separate cooking facilities even 

if older parents and adult children live in adjacent structures. The survey found that four 

out of five (78%) Indian aged 60 and older lived in the same household with their 

children, while about 14 percent lived with a spouse and 5 percent lived alone 

(Population Reference Bureau, 2012). Those who live alone or only with spouse is due 

to the social transformation in our way of living. A number of trends may explain these 

changes in living arrangements, such as, declining fertility leaving fewer children to 

look after the elderly, migration for employment that separates families leaving the 

elderly behind and moreover the role of individualism that have crept in the minds and 

lives of the younger generation. This has increased the lack of companionship causing 

loneliness associated with dissatisfaction. Loneliness can increase the risk of heart 

disease by a third. A million older people in Britain say they are chronically lonely, a 

figure expected to increase by 600,000 within two decades, and isolation has previously 

been linked to dementia and early death (Smyth 2016, pp.2). Over 1 million (11%) of 
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people aged 65 or over in the UK say they are always or often lonely (Hardy 2011, pp. 

1). According to the article ‘Loneliness tied to heart disease’ by Symth (2016) in The 

Telegraph on April 12, 2016, lonely people were 50 percent more likely to die early, a 

similar risk to smoking and drinking. Dr. Nicole Valtorta of the University of York 

analyzed data from 23 studies involving 180,000 people to conclude that lonely people 

were also more likely to get heart disease or have a stroke. The widow/widower 

respondents who live with children also have high degree of depression which reflects 

loss of spouse as a factor in feeling lonely and insecure. The difference in the prevalence 

of depression between the subjects in the present study who had different living 

arrangements was found to be statistically significant (x2= 64.474; p<0.001) (Table 

7.6.). (Dey, 2019). 

Inability to carry out one’s task (ADL disability) contributes to feeling low, negative, 

psychological problems, loneliness and isolation. This is prevalent much among the 

patients who are suffering from the most disabling conditions like stroke, 

musculoskeletal disorder, paralysis and other forms of disability. Differences in ADL 

prevalence may also stem from differences in the meaning of dependence and the 

availability of family help (Deeg 2007, pp. 196). The difference in the prevalence of 

depression with regards to the activities of daily living (ADL) in Darjeeling hills has 

been found to be statistically significant (x2= 48.37; p<0.001) (Table 7.6.). (Dey, 2019). 

Therefore, the common mental health conditions in older age are depression, anxiety 

and dementia. The diagnosis of depression has a prevalence of about 2 percent (Deeg 

2007, pp. 198). There is evidence that depression in people with dementia is seriously 

under recognized and undertreated, in part because of difficulties in relying on self-

report in this population as well as symptom overlap (Cahoon 2012, pp. 22). Hence, 

there is a need of screening for depression among the elderly by health professionals. 

An education and awareness of geriatric depression in the community, family and health 

personnel need to be reckoned. Improvement and recovery is possible only with the 

right diagnosis, treatment and management strategies. (Dey, 2019). 

 



272 
 

7.5. Wellbeing, Control and Self-Esteem 

Wellbeing is an umbrella term which denotes good for individual and is often used 

interchangeably with life satisfaction or happiness. The single most important thing 

about subjective wellbeing (SWB) is that it is positive. It is normal to feel good about 

themselves (Cummins et al., 2012, pp.79). Individuals have different images and 

notions which make one happy or unhappy; happy if they are met and unhappy if they 

are not met. The subjective wellbeing is simply finding about how the elderly feel and 

their life satisfaction. It is generally influenced by societal norms, structure and living 

condition which influences the QOL. 

Linked to personality factors but dependent on the social and physical environments are 

personal autonomy factors such as the ability to make one’s own choices, the ability to 

exercise control and the ability to control or negotiate one’s own physical or social 

environment (Allen et al., 1992. As quoted by Bond and Corner 2004, pp. 8). Personal 

perceptions, expectations and standards have an impact on the well-being of the elderly. 

Wellbeing is closely associated with personal control. A control enhancing experiment 

by Langer and Rodin (1976) (As quoted by Daatland and Hansen 2007, pp. 34) indicates 

how an increase in personal control can have a positive effect on wellbeing even among 

the frail elderly. To explore whether personal control is indeed inversely related to age 

the respondents were asked whether they had personal control despite loss of resources 

like financial and health. Findings in the study area reveal that in male elderly 

respondents of 60-69 and 70-79 age-group the personal control is threatened while 

among the male elderly of 80 and above perception is that in spite of loss of resources 

their personal control or mastery is still higher as 66.7% feel that personal control does 

not decline with age. Maintaining high subjective wellbeing in older years despite loss 

of resources may be taken as evidence of resilience and adaptive capacity among elders 

and as a strategy to maintain self-esteem when autonomy is threatened (Baltes and 

Baltes, 1990). (As quoted by Daatland and Hansen 2007, pp. 35). Psycho-analysts might 

see this as a self-defense strategy (Daatland and Hansen 2007, pp. 35). 

Personal control is weak in women as women’s scores decrease with age. With increase 

in age their personal control declines where it is observed that for the age-group 80 and 
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above 66.7 percent of the female respondents do not have mastery over the resources. 

Conversely it has been seen that male respondents of the same age-group have more 

control over the resources. This shows a negative effect for female of 80 and above as 

their mastery declines with age. 

Control is one important way in which individuals differ and it may be a contributory 

factor influencing the variability in patterns of adaptation in the context of ageing (Bond, 

2004; pp. 67). In Corner’s study (1999) (As quoted by Bond and Corner 2004, pp. 67) 

the dynamics of control are influenced by a number of factors within participant’s life 

histories and are linked to their feelings and experiences of their position as an older 

person in society. Personal control is seen to be associated with Cumming and Henry’s 

Disengagement theory, and Erikson’s theory of Ego Development. Subjective well-

being is often found to remain stable in late life despite losses in external and internal 

resources, or even to increase when the age-related losses are controlled for (adjusted 

life satisfaction) (Daatland and Hansen 2007, pp.35), but with age one’s control 

diminishes. Therefore, it is found that 54.3 percent of the elderly respondents feel that 

lack of personal control declines with age. Lack of personal control is associated with 

feelings of powerlessness, helplessness, fear and insecurity that may contribute to 

depression (Disch et al., 2007, pp.153).  

The respondents in the study area who have stated that personal control declines even 

when other resources are low were asked whether lack of personal control bring in fear, 

insecurity and powerlessness. 162 (54.3%) respondents have confirmed that personal 

control declines even when the resources are low and out of this 71 percent elderly 

respondents feel that this lack of personal control brings in a sense of fear and insecurity 

(Table 7.8). Majority of the male and female elderly respondents feel (male-70.3% and 

female-71.6%) that lack of personal control threatens their wellbeing. Major life 

stressors (death of spouse, loved ones and children; retirement) which can accumulate 

over time influence people’s sense of personal control over their environments (Disch 

et al., 2007, pp.153). Only a small section of elderly does not consider lack of personal 

control as fetching in fear and insecurity. 
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Table 7.8. Distribution of Elderly Respondents Showing Whether Lack of 

Personal Control bring in Fear and Insecurity 

 

Sex 

Lack of personal control 
bring in fear and 

insecurity 
Total Yes No 

Male(%within 
sex) 52(70.3%) 22(29.7%) 74[100%] 

Female(% 
within sex) 63(71.6%) 25(28.4%) 88[100%] 
Total 115(71%) 47(29%) 162[100%] 

                                     Computed from fieldwork, 2016-17 

 

An individual’s nature of self and identity is determined by personal experience and day 

to day circumstances. Quality of life of an individual is comprehended by examining 

one’s sense of personal identity. Older people are always involved in assessing again 

and again their physical self. It emerges from the lifetime experience and one’s 

psychological elements towards sense of self. With old age, a perception develops 

towards physical self like what are they capable and incapable of doing. For some 

people physical strength, or beauty, may play a large part in their self-concept and for 

these people physical change may cause particular difficulties, and failure to adjust may 

involve a painful loss of self-esteem (Brearley 1975, pp. 32). 

Self-esteem is an important dimension of wellbeing. One may experience higher or 

lower self-esteem in response to living conditions or situational constraints (Daatland 

and Hansen 2007, pp.37). Belief in various social axioms, stereotypic folk values about 

social relations impact self-esteem and life satisfaction. A study of Chinese students in 

Hong Kong illustrates the relationship. A cynical belief for example, kind hearted 

people usually suffer losses, is negatively correlated with self-esteem and life 

satisfaction (Ferriss 2010, pp. 37). Self-esteem is therefore influenced by the beliefs that 

are promoted in society. 

In this study of evaluation of self, the elderly respondents have been asked whether they 

suffer from low self-esteem and confidence in old age due to inability to manage on 
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their own. The results from the study area indicate that with increase in age majority of 

the elderly respondents (63%) have suffered from low self-esteem. This feeling of low 

autonomy and self-esteem is characterized by their self-evaluation on daily basis of life. 

The disabled respondents or respondents who cannot manage with their ADLs are more 

affected. An individual’s sense of self-esteem, well-being can be examined by their 

personal activity. Activity theory as suggested by Havighurst is an inverse theory of the 

disengagement theory. In one’s later years to remain happy, the old age individual needs 

to remain active. Active life of the aged increases their life satisfaction and has positive 

affect. It boosts one’s personal morale. Happiness in later life is achieved by denying 

the onset of old age and where the relationships, activities or roles of middle age are lost 

it is important to replace them with new ones in order to maintain life satisfaction (Bond 

2004, pp 75). Activity levels can decrease self-esteem and stride towards successful 

ageing. Research shows high levels of activity are good predictors of life satisfaction 

and personal morale (Kutner et al., 1956; Riechard et al., 1962; Maddox, 1963; Granny, 

1975; Tobin and Neugarten; 1961) (As quoted by Bond and Corner 2004, pp. 75). 

 

7.6. Happiness and Life Satisfaction Indicators of Quality of Life 

The overall satisfaction an individual has with his or her life is an important domain of 

quality of life. Subjective satisfaction is an important measure to judge the quality of 

life of the elderly. Life satisfaction, enjoying life, well-being, and fulfillment of wishes, 

morale, and self-esteem usually are subjective measures of QOL. Happiness is an 

important subject of life satisfaction and well-being. People have expectations of 

enjoying a good life contributing to their happiness which always remains an important 

domain of wellbeing. Overall happiness is the degree to which an individual judges the 

overall quality of his/her own life as a whole favourably (Veenhoven 2012, pp. 66). 

Often the point of an individual is not just to live but live with a purpose. Some try to 

seek the meaning of life from positive and negative experiences shared in life.  

The respondents have been asked to evaluate on the Likert scale whether they enjoy 

their life (Table 7.9.). The evaluation reveals that one-third of the respondents (33%) in 

the age- groups of 60-69 and 70-79 are enjoying life ‘moderately’. In the age-group of 
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80 and above, 44.4 percent reveal that they are enjoying life only ‘a little’. Overall about 

15 percent are very happy while 5 percent are found to be ‘extremely happy’ in their 

life. The heterogeneous life course experience determines the elderly to evaluate their 

life in different ways. This is strongly attached to one’s sense of self or self-identity.  

The meaning of life or one’s own QOL varies across sex also. It has been found that 

about one-third of male (32.7%) and female (33.3 %) moderately enjoy their life, while 

more than one-fourth are enjoying life only a little (Table 7.9). 

 

Table 7.9. Distribution of Elderly Respondents Showing Enjoying Life 

 

Sex 

Enjoy life 

Total Not at 
all A little A moderate 

amount Very much 
An 

extreme 
amount 

Male  27(18%) 45(30%) 49(32.7%) 21(14%) 8(5.3%) 150(100%) 
Female 21(14%) 46(30.7%) 50(33.3%) 25(16.7%) 8(5.3%) 150(100%) 
Total 48(16%) 91(30.3%) 99(33%) 46(15.3%) 16(5.3%) 300(100%) 

           Computed from fieldwork, 2016-17 

 

Happiness and enjoying life depends on the positive and negative episodes of life events. 

The life events are namely health, relationship, finance, and environment. When the life 

events act in a negative way stress is produced and when it acts in a positive way life 

satisfaction is achieved. Levels of stress and enjoying life have been cross-tabulated. It 

has been found that a sizeable number of respondents (45.8 %) experience very severe 

stress (Fig 7.3). Those who are enjoying life ‘a little’ or ‘moderately’ are experiencing 

stress in their current stage. This is understood that stress and enjoying life are inversely 

proportional because those who are enjoying their life in an ‘extreme amount’ are facing 

less stress. Only 6.3 percent are facing extreme stress in the category of enjoying life in 

an ‘extreme amount’ whereas 31.3 percent of them never faces stress (Fig 7.3).  
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Fig 7.3. Diagrammatic Representation Showing the Level of Stress and 

Enjoyment in Life of the Elderly Respondents 

 

 
Source: Computed from fieldwork, 2016-17 

 

The results with stress reflect the hedonic approach of wellbeing. It defines happiness 

in terms of attainment of pleasure and avoidance of pain. The concept of hedonic level 

concerns only the pleasantness experienced in affects that is pleasantness experienced 

in feelings, in emotions as well as in moods (Veenhoven 2012, pp. 66). The Dalai Lama 

opines that happiness is a mindset, an attitude, “a way we see” (Ferriss 2010, pp. 32). 

What an elderly feels most of the time can be judged by one’s self-appraisal or by 

meeting one’s inner conscious. Enjoyment of life can be achieved if there is satisfaction 

with oneself or with one’s life. This concurs with the eudemonic concept of happiness 

that includes ‘personal growth, meaning and serving a higher purpose’ as the basis for 

achieving happiness (Ferriss 2010, pp. 34). Maslow’s ego needs are the highest order of 

needs and are very similar to Aristotle’s theory of happiness that emphasizes self-

actualization and seeking happiness from within oneself, rather than extracting 

happiness from external and often transitory elements such as wealth (Ferriss 2010, 

pp.16).  

The results indicate that overall the old people are non-complainers as more than one-

third (35%) (Table 7.10) remarked that they are ‘satisfied’ with themselves when asked 
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whether they are satisfied with oneself. These are individual emotions as the evaluation 

of one’s own quality of life depends on one’s interpersonal experience as each person’s 

life is unique in its own way. The satisfaction with oneself shows that an individual’s 

perception is met and is contended.  

Table 7.10. Distribution of Elderly Respondents Showing their Level of 

Satisfaction with Oneself 

Satisfied with yourself 

Age-Group 
Very 
dissatisfied Dissatisfied 

Neither 
satisfied nor 
dissatisfied Satisfied 

Very 
satisfied Total 

60-69 16 (9.3) 20 (11.6) 57 (33.1) 
58 
(33.7) 21 (12.2) 

172 
(100) 

70-79 8 (8.7) 7 (7.6) 29 (31.5) 
32 
(34.8) 16 (17.4) 92 (100) 

80 and 
above 5 (13.9) 3 (8.3) 13 (36.1) 

15 
(41.7) 0 (0) 36 (100) 

Total 29 (9.7) 30 (10) 99 (33) 105 (35) 37 (12.3) 
300 
(100) 

[X² (8)=8.916, p=0.349; p>0.05] 
        Computed from fieldwork, 2016-17 

 

A bivariate analysis has been conducted to see the association between satisfaction with 

oneself and with the age-group of the elderly. It has been hypothesized that with increase 

in age, the elderly respondents will show greater satisfaction towards oneself. Chi-

square testifies the result insignificant. It shows that there is no significant association 

between age-groups of the elderly and satisfaction with oneself. [X2 (8)=8.916, p=0.349; 

p>0.05]. It therefore does not mean that with increase in age of the older people the 

individual satisfaction will be high. The individual satisfaction may be low with increase 

in age. 

Erikson (Brearley 1975, pp.21) has also contributed to the understanding of the psycho-

social stages of development where the last stage ego-integrity Vs despair covers the 

old age about sixty-five onwards. Before this last stage, 7 other stages are there 

describing the psycho-social stage of a child right from birth to old age. The successful 

resolution of all the 7 previous crises provides a person with a sense of satisfaction. He 

develops a positive outlook about himself and the outside world (Chatterjee 2000, 
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pp.80). Therefore, the majority of the respondents who have found satisfaction with 

themselves have a positive outlook. Respondents who have found that they are not 

satisfied with themselves i.e. they have not reached the stage of self-actualization and 

have failed to resolve successfully the previous crises of the developmental stages i.e. 

Erikson’s psycho-social stages of development. Consequently, this stage develops a 

sense of despair and depression. The elderly respondents who had portrayed a negative 

feeling about life satisfaction are still in despair stage and a transition from despair 

towards integrity is a matter of time. Brearley (1975, pp.22) states, the person who can 

look back on life and see a clear, logical pattern in which good or bad events each have 

their place in the final order is arguably a satisfied person. This does not mean that the 

contentment of maturity is backward looking but it also involves seeing the present 

against the relevance of the past and finding meaning in both (Brearley 1975, pp. 22). 

To find what happiness is for the elderly respondents, they have been asked to mark the 

most important event that contributes to happiness among busy life, good health, access 

to money and enjoying life with spouse and children (Table 7.11). The figures show that 

more than one-fourth (30.3%) of the respondents considered enjoying life with spouse 

and children and are in majority among the four responses. Very close to it is health 

(29.4%) where they consider good healthy life contributes to their happiness. Access to 

money was considered as important predictor of happiness by 27 percent of the elderly 

respondents. Only 13.3 percent of the elderly respondents opine that busy life gives 

them happiness (Table 7.11). 

Table 7.11. Happiness of the Elderly Respondents in the Study Area 

Happiness of the Elderly Frequency Percent 
Busy life 40 13.3 
Good health 88 29.4 
Access to money 81 27 
Enjoy life with spouse 
and children 91 30.3 
Total 300 100 

                                           Computed from fieldwork, 2016-17 
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As much as 30.8% percent of the elderly respondents in the age-group of 60-69 feel 

access to money contributes to their satisfaction (Fig 7.4). Majority of the elderly of 70-

79 age-group felt that enjoying life with spouse and children contributed to their 

happiness. Health was considered as most important factor contributing to their 

happiness as majority (44.4%) of the elderly responded good health as their happiness 

(Fig 7.4).   

Fig 7.4. Diagrammatic Representation of Elderly Respondents According to Age-

Groups and Events which contribute to Happiness 

 

Source:  Computed from fieldwork, 2016-17 

 

QOL is also dependent upon the individual’s subjective perception of his achievement, 

which most measurement scales fail to encompass in their efforts to limit themselves to 

domains such as functioning, the degree and quality of social and community 

interaction, psychological wellbeing, somatic sensation, symptoms, adjustment, coping 

and life satisfaction. Philosophers, social scientist and social gerontologists have a long 

history of concentrating on happiness, life satisfaction, independence and control and 

on the identification of the “good life” (Bowling 1996, pp.149-150). Clearly, happiness 

determines quality of life of the elderly. Similarly, things which took quality away from 

their life contributes the state of unhappiness. In order to elicit people’s view of the 
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things that gave quality to their lives, the respondents were asked to rank the ‘good 

things’ in order of magnitude. The ‘good things’ that gave quality of life in order of 

magnitude i.e. from 1st rank to last rank in the study area are: family network, health, 

finance, social network, independence, spiritual & religious wellbeing, home and 

neighbourhood environment, leisure activities and social roles (Table 7.12 and Fig 7.5.) 

From the study and on the elderly’s perspective of life it can be inferred that family 

network, good health and economic stability contribute as the top most good things that 

give quality to their life.  

 

Table 7.12. *Good Things which gave Quality to Life to the Elderly Respondents 

 

Good things that gave quality 
to life 

Total Rank 

Health 1861 2 
Family 1911 1 
Social 1355 4 
Leisure 812 8 
Finance 1756 3 
Home and Neighbourhood 824 7 
Independence 1152 5 
Spiritual Wellbeing 1131 6 

                                Computed from fieldwork, 2016-17          * Multiple Response Table 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



282 
 

Fig 7.5. Diagrammatic Representation of Good Things that gave Quality to Life 

 

 
Source:  Computed from fieldwork, 2016-17 

 

Bowling (2005a; 2005b) (As quoted by Bowling, 2007, pp. 15) states that QOL 

theoretically encompasses the individual’s physical health, psycho-social wellbeing and 

functioning, independence, control over life, material circumstances and external 

environment. 

All the above QOL indicators either raise or degrades the expectations of life. These 

indicators provide quality to their lives. It is increasingly important to reflect the views 

of the elderly regarding their quality of life and for this reason they have been asked to 

rate their quality of life based on the evaluation process in all the domain. The quality 

of life rating has been done on a 5-point Likert scale ranging from ‘very poor’ to ‘very 

good’ (Fig 7.6.). The people’s interpretation of QOL within the broad cross section of 

economic, health, family, social environment and psychological wellbeing help in 

enhancing their positive or negative social expectations of life. The findings indicate 

that more than one-third of the respondents (35%) rate their QOL as ‘neither poor nor 

good’, closely followed by 29 percent who rate their QOL as ‘good’. Next to this is 

‘poor’ QOL where 14.7 percent respondents have expressed their dissatisfaction. 11 

percent respondents rate their QOL as ‘very good’ and 10.3 percent as ‘very poor’. 
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Overall if we club the ‘very good’ and ‘good’ responses it is found that 40 percent 

respondents rate their QOL as ‘good’ and clubbing ‘very poor’ and ‘poor’ makes 25 

percent in ‘poor’ category of QOL. The comparison shows that majority of them rate 

their QOL as ‘neither good nor bad’ followed by ‘good’ quality of life rating and ‘poor’ 

quality of life rating. A high proportion of male and female elderly respondents have 

their QOL ‘neither poor nor good’ which indicates that some indicators of QOL needs 

to be raised in their life in order to achieve the position of a good quality of life. 

Fig 7.6. Quality of Life of the Elderly Respondents 

 
Source:  Computed from fieldwork, 2016-17 

 

7.7. Conclusion 

This chapter is built on a series of interrelated drivers of quality of life mostly 

emphasizing on the psychological well-being. The psychological well-being variables 

like life satisfaction, stressors, personal control, and independence are most emphasized. 

This chapter focusses on the subjective social indicators which influences the quality of 

life. 

The major life stressing events have been reviewed in the chapter and it has been 

observed that staying away from loved ones, absence of family for the single 

individuals, marital conflict and conflict with family members contribute as major life 

stressors. The health related problems are related to the life stressing events occurring 
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in the life of the elderly. It is known that positive social engagement or support reduces 

stress. To confront the stress level effect respondents were asked to give their views 

whether positive social engagement reduces their stress level or not. It has been found 

that majority of male and female elderly feel that positive support bring solace. The 

elderly who have suffered from positive support faced depression. Depression is a 

mental health disorder which crops up due to various stress related events. To measure 

depression a GDS 15 scale developed by Yesavage was used. Depression is absent 

among 46.3 percent of the respondents and is prevalent among the rest mildly or 

moderately or in severe form.  

The chapter also deals with the well-being and control of the elderly. Wellbeing is often 

used interchangeably with life satisfaction and happiness. It describes mainly the inner 

quality of life about their personal perception, expectations and standard. Findings on 

male elderly of 60-69 and 70-79 age-group reveal that their personal control is 

threatened but the perception of 80 and above reveals that in spite of loss of resources 

their personal control or mastery is high. Personal control is weak with women as with 

age elderly women have revealed lower scores. 54.3 percent of the elderly respondents 

feel that lack of personal control is associated with feelings of powerlessness, 

helplessness, fear and insecurity. Fear, insecurity also develops lower self-esteem. Low 

self-esteem and confidence often develops in old age particularly when the elderly are 

unable to manage on their own. To this it has been found that majority (63%) of the 

respondents have suffered from low self-esteem, low autonomy. This is particularly 

high with those who are unable to manage with their ADLs. Satisfaction with one’s life 

is an important domain to understand the quality of life. The subjective measure of QOL 

like wellbeing, fulfillment of wishes, morale, self-esteem all contribute to the 

eudemonic concept of happiness. The hedonic concept deals with the pleasantness 

experienced in feelings, emotions and moods. The findings stress the fact that the elderly 

in the study area are non-complainers and majority are satisfied with themselves. 

Satisfaction derives happiness and thus quality of life is achieved. In order to elicit the 

individual’s overall QOL it has been found that the good things which give quality to 

their life are family, health, and finance and majority rate their QOL as neither poor nor 

good. The findings imply that QOL in old age varies across age-group and sex and 



285 
 

confronting values and attitudes of the elderly is an important determinant and 

measurement of understanding QOL and wellbeing. 
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