
�
�



�

��
�

The effect of community-managed palliative care program on the 
quality of life of elderly in rural Tamil Nadu, Ind ia 

 

 

Abstract of research findings 

 

Research conducted using WHO-QOL BREF questionnaire 

 

 

December 2011 

 

 

 

 

 

 

 

Disclaimer: The study has been supported by HelpAge India and Cordaid. This report has been reviewed by 

Epidemiologists and researchers prior to its finalization. The content, analysis, opinions and recommendations 

are solely of the authors and do not necessarily reflect the views of HelpAge India.  

 

  



�

��
�

List of authors 

 

KP Rajendran (Team Leader) 

Director, Professional Healthcare Division, FourX4 Consulting (P) Ltd 

New Delhi, India 

 

Dr Amol R Dongre (Principal Investigator) 

Associate Professor, Department of Community Medicine 

Sri Manakula Vinayagar Medical College and Hospital, Pondicherry 

Puducherry, India 

 

Dr Suresh Kumar 

Director, Institute of Palliative Medicine 

Director, WHO Collaborating Centre for Community Participation in Palliative Care and 
Long Term Care 

Medical College, Calicut 

Kerala 

 

Dr Pradeep R Deshmukh 

Professor, Dr Sushila Nayar School of Public Health 

WHO Collaborating centre for Research and Training in Community Based Maternal 
Neonatal and Child Health 

Mahatma Gandhi Institute of Medical Sciences, Sewagram, Wardha 

Maharashtra, India 

 

 

 



�

��
�

Abstract 

HelpAge India has been working for well-being of the elderly in villages of Tamilnadu and 

Kollam District in Kerala.  Hence, a systematic community-based cross sectional study to 

compare quality of elderly life in project area vs. quality of life in control area was done to 

generate evidences for further program planning and policy formulation.  

A representative sample of 450 elderly (>60 years) was drawn by cluster sampling from the 

project and control area each by population proportional to size method. After obtaining 

written consent, WHOQOL-brief questionnaire was administered to measure four domains of 

quality of life – physical health, psychological, social relationships and environment. We 

have compared the quality of elderly life in project and control villages and did bivariate and 

multivariate analysis to determine the factors affecting the quality of elderly life in the project 

villages. 

We found that the model of ‘Community-based intervention’ through social mobilization of 

elderly, empowering elderly in taking care of elderly and active health care at village level 

through volunteers could bring significant change in perceived physical quality of life and 

psychological support among elderly in rural project area of Tamil Nadu. It also significantly 

contributed to perceived physical health among chronically sick elderly in Tamil Nadu.     

High prevalence self-reported chronic morbidities such as blood pressure, diabetes, heart 

disease and other vascular conditions are risk factors for development of complex conditions 

such as dementia – a chronic degenerative mental health conditions among elderly which 

causes progressive forgetfulness and raises new problems in the quality of elderly life. Hence, 

it is recommended to involve them in some activities which they can do. Social mobilization 

done by HelpAge India team, running elders for elderly foundation, allocating responsibilities 

to group members ensured the involvement of elderly for their own care. Health clinics at 

village level, physiotherapy units and partnership with district level government health 

system ensured continuum of medical care to sick elderly from village to secondary level.  

However, there was no effect on domains of social relationship and environment which also 

determines the quality of life. But, the respondents who received care by the project team 

perceived better ‘social relationship’ than those who did not get it. Most of the health 

conditions among elderly population are chronic in nature and require long term care and 

follow-up. It produces stress in patients and among their home level caregivers. Thus, 



�

��
�

involvement of caregivers (family members), educating them on the nature, progress and role 

of treatment available for chronic health conditions becomes an essential step for better 

adherence to the recommended advice. Further social mobilization and empowerment will 

ensure elderly friendly environment at family and community level.  

The findings suggest need to improve the readiness of government health facilities for sick 

elderly, development of partnership with the private providers and exploring the possibility of 

use of Indian System of Medicine (Ayurveda, Siddha, Unani etc) for chronic conditions like 

chronic joint pains. It requires integrated team work to ensure continuum of care from home 

to hospital. At village level, ‘support group’ of volunteers, Auxiliary Nurse Mid-wife, ASHA 

can ensure screening and referral of patients. At secondary level, project team has created 

helpdesk and palliative care centres at Taluk and District hospital through peoples 

participation for better care of elderly. Such initiatives should be strengthened for better care 

in health care facilities. Health care staff at various levels needs specialized training in 

geriatric care. 

Overall, the ‘social intervention’ model of HelpAge India based on social mobilization of 

elderly, village based care for elderly through support group of volunteers, self-help group 

members, nurse, doctor and physiotherapist was successful to improve the quality of elderly 

life and can be up-scaled in the other rural settings of India.     
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Introduction: 

HelpAge India has been working for the fitness and well-being of the elderly, including 

facilitating community owned and directed palliative care services in its programme villages 

in Tamilnadu and Kollam District in Kerala.  Hence, a systematic community-based study on 

comparison between quality of elderly life in project area vs. quality of life in control area or 

neighbouring non-project area would generate better evidences for further program planning 

and policy formulation.  

Material and Methods: 

The present cross-sectional evaluation study was undertaken in 52 project villages of 

HelpAge in rural Tamilnadu.  

A representative sample of 450 elderly (>60 years) was drawn by population proportional to 

size method from the project villages. Another sample of 450 elderly was drawn from the 

neighbouring control villages where Healpage project activities were not implemented. 

Trained investigators, after obtaining written consent from the respondent, administered the 

questionnaire. Questionnaire consisted of a WHOQOL-brief questionnaire to measure four 

domains of quality of life – physical health, psychological, social relationships and 

environment (Annexure 1). Ethical Clearance from Institutional Ethics Committee was 

obtained.  

We compared the quality of life of elderly in project and control villages. Apart from this, we 

did bivariate and multivariate analysis to determine the factors affecting the quality of life 

elderly in project villages. 
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Results: 

 Socio-demographic characteristics of sample in project and control villages: 

As seen in Table 1, 60-69 years of elderly constituted 61.9% of sample, followed by 70-79 

years (27.6%) and above 80 years (10.6%).  There were 554 (61.6%) women and 346 

(38.4%) men in the study sample.  

More than half (56%) were illiterate. Majority, 894 (94.4%) were Hindu by religion, 

remaining 35 (3.9%) were Muslim and 14 (1.6%) elderly were Christians.  

More than half of the sample in Project and Control area were not working presently and 

majority (82.9%) reported having below poverty line status.   

More than half of the elderly (55.7%) were married and staying with the partner, 42% 

reported widowed status, 2% were never married, one had a divorce and 2 had separated 

status.  

Majority, 609 (67.7%) were living in nuclear family, 200 (22.2%) were living in Joint family 

and 74 (8.4%) were living alone.  About 81 (9%) were covered by health insurance.  There 

was no significant difference in project villages and control villages with respect to age 

groups, gender, religion, occupation, socio-economic status, marital status and type of family. 

Noteworthy, 125 elderly (27.8%) were members in self-help groups in project villages and in 

control villages, 40 elderly (18.7%) were members in self-help groups (SHG). This difference 

was statistically significant (p<0.05) indicating significant social mobilization in the project 

villages.   

Thus, except for significant social mobilization in project villages, proportions of other 

variables are same in both project and control villages. This makes the groups comparable in 

further analysis.  
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Table 1 – Socio-demographic profile of the responding elderly in project and control villages in 
Tamil Nadu 

Socio-demographic 
characteristics  

Project villages 
n=450 

Control villages 
n=450 

Total 
n=900 

p value 

Age groups 
60-69 years 285 (63.3) 272 (60.4) 557 (61.9) 0.451 
70-79 years 123 (27.3) 125 (27.8) 248 (27.6) 
Above 80 years 42 (9.3) 53 (11.8) 95 (10.6) 
Gender 
Male 168 (37.3) 178 (39.6) 346 (38.4) 0.269 

Female 282 (62.7) 272 (60.4) 554 (61.6) 
Education 
Illiterate 242 (53.8) 262 (58.2) 504 (56.0)       0.101 
Literate 208 (46.2) 188 (41.8) 396 (44.0) 
Religion 
Hindu 420 (93.5) 429 (95.3) 849 (94.4) 0.553 
Muslim 20 (4.5) 15 (3.3) 35 (3.9) 
Christian 8 (1.8) 6 (1.3) 14 (1.6) 
Others 2 (0.2) 0 (0) 2 (0.2) 
Occupation 
Housework 90 (20) 113 (25.1) 203 (22.6) 0.092 
Agricultural work 49 (10.9) 70 (15.6) 119 (13.2) 
Labourer 19 (4.2) 20 (4.4) 39 (4.3) 
Fishing related 11 (2.4) 6 (1.3) 17 (1.9) 
Not working 268 (59.6) 230 (51.1) 498 (55.3) 
Job 12 (2.7) 10 (2.2) 22 (2.4) 
Animal rearing 1 (0.2) 1 (0.2) 2 (0.2) 
Socio-economic status (from ration card) 
Below Poverty Line 365 (81.3) 380 (84.4) 745 (82.9) 0.287 
Above Poverty Line         70 (15.6) 54 (12.0) 124 (13.8) 
Not known 14 (3.1) 16 (3.6) 30 (3.3) 
Marital status 
Married 257 (57.1) 244 (54.2) 501 (55.7) 0.396 
Never married 8 (1.8) 10 (2.2) 18 (2.0) 
Widowed 182 (40.4) 196 (43.6) 378 (42.0) 
Divorced 1 (0.2) 0 (0) 1 (0.1) 
Separated  2 (0.4) 0 (0) 2 (0.2) 
Type of family 
Joint 96 (21.3) 104 (23.1) 200 (22.2) 0.189 
Nuclear 317 (70.4) 292 (64.9) 609 (67.7) 
Living alone 30 (6.7) 46 (10.2) 76 (8.4) 
Staying separately in caretaker’s 
house 

7 (1.6) 8 (1.8) 15 (1.7) 

Health Insurance (Yes) 37 (8.2) 44 (9.8) 81 (9.0) 0.242 
Membership in Helpage SHG 
(Yes) 

81 (18.0) - - - 

Membership in other SHG (Yes) 44 (9.8) 40 (8.9) 84 (9.3) 0.362 
Overall membership in SHGs 125 (27.8) 40 (8.8) 165 (18.3) 0.001 
Figures in parenthesis are percentages 
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Status of utilization of government schemes in Project and control villages:  

About 66 (7.3%) elderly were getting benefit of pension scheme and 167 (18.6%) were 

getting benefit of old age pension scheme started by the Government of Tamil Nadu and 463 

(51.5%) were getting free food supply by the government.  There was no statistically 

significant difference in project and control villages with respect to utilization of government 

schemes (Table 2).  

Table 2: Status of utilization of government services in project and control villages of 
Tamil Nadu 
Schemes by 
governments 

Project villages 
n=450 

Control villages 
n=450 

Total 
n=900 

p value 

Benefit of pension 
schemes 

29 (6.5) 37 (8.2) 66 (7.3) 0.188 

Old age pension scheme 
by the government 

81 (18.0) 86 (19.1) 167 (18.6) 0.372 

Food (rice) supply by 
the government 

234 (52.1) 229 (50.9) 463 (51.5) 0.382 

Figures in parenthesis are percentages 

Self-reported chronic morbidities and health care seeking among elderly: 

Most common self-reported chronic morbidities among elderly in the project and control 

villages were chronic joint pain (61.3%), eye/ear problems (38.4%). The difference in 

prevalence of these chronic morbidities was not statistically significant in project and control 

villages. Other common morbidities were hypertension (20.7%) and diabetes (13.9%). The 

prevalence of hypertension and asthma was significantly low in project villages (Blood 

pressure - 17.6% in project villages vs. 23.8% in control villages and asthma – 5.1% in 

project villages vs. 9.3% in control villages). With respect to other chronic morbidities such 

as heart disease (4.4%), chronic respiratory illness (2.9%), stroke (1.2%), chronic mental 

illness (0.6%), there was no significant difference in prevalence in project and control 

villages (Table 3).  

Table 3: Self-reported chronic illnesses among elderly in project and control villages of Tamil 
Nadu 

Chronic morbidities Project villages 
n=450 

Control villages 
n=450 

Total 
n=900 

p value 

Hypertension (Blood 
pressure) 

79 (17.6) 107 (23.8) 186 (20.7) 0.012 

Diabetes 59 (13.1) 66 (14.7) 125 (13.9) 0.282 
Heart disease 21 (4.7) 19 (4.2) 40 (4.4) 0.436 
Asthma 23 (5.1) 42 (9.3) 65 (7.2) 0.010 
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Other chronic 
respiratory illness  

14 (3.1) 12 (2.7) 26 (2.9) 0.421 

Cancer 1 (0.2) 1 (0.2) 2 (0.2) 0.750 
Chronic Joint pain 273 (60.8) 278 (61.8) 551 (61.3) 0.408 
Stroke (paralysis) 4 (0.9) 7 (1.6) 11 (1.2) 0.273 
Chronic mental disease 2 (0.4) 3 (0.7) 5 (0.6) 0.500 
Chronic kidney disease 4 (0.9) 2 (0.4) 6 (0.7) 0.343 
Eye/Ear problems 179 (40.1) 165 (36.7) 344 (38.4) 0.165 
Figures in parenthesis are percentages 

In project villages, most of the chronically ill elderly 305 (46.5%) accessed government 

health care services, followed by private hospitals (31.4%). Five percent of elderly accessed 

health care by village based health clinics of HelpAge program. Noteworthy, 100 (15.2%) 

elderly were not taking any treatment. In control villages, half of the chronically sick elderly 

accessed government health care services, followed by private health care (29.7%). 

Noteworthy, 18.6% were found not taking any treatment. The utilization of Indian systems of 

Medicine was less than one percent in project villages and nearly two percent in control 

villages.  

Table 4: Health care seeking of chronically ill elderly in project area 

Health 
services 

HT Diabetes  Heart 
disease 

Asthma Other 
chronic 
respiratory 
illness 

Chronic 
Joint 
pain 

Stroke 
(paralysis) 

Chronic 
kidney 
disease 

Eye/Ear 
problems 

Total 

Govt 
hospital 

40 
(50.6) 

32 
(54.2) 

7 
(33.3) 

9 
(39.1) 

10 (71.4) 128 
(46.9) 

2 (50) 1 (25) 76 (42.5) 305 (46.5) 

Pvt. 
Hospital 

27 
(34.2) 

21 
(35.6) 

11 
(52.4) 

13 
(56.5) 

4 (28.6) 90 
(33.0) 

1 (25) 2 (50) 37 (20.7) 206 (31.4) 

Palliative 
care clinic 

7 
(8.8) 

4 (6.8) 1 (4.8) - - 10 (3.6) 1 (25) - 9 (5.1) 32 (4.8) 

Home 
treatment 

- - - - - 3(1.1) - - - 3 (0.5) 

ISM  - 1 (1.7) - - - 4(1.5) - 1 (25) - 6 (0.9) 
Pharmacist -   1 (4.3) - 3 (1.1) -  - 4 (0.6) 
Nothing 5 

(6.3) 
1 (1.7) 2 (9.5) - - 35 

(12.8) 
-  57 (31.8) 100 (15.2) 

Total 79 59 21 23 14 273 4 4 179 656 
One patient of cancer received treatment from Private hospital and for mental illness, one each received care from 
government hospital and one from private hospital. ISM – Indian System of Medicine 
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Table 5: Health care seeking of chronically ill elderly in control villages 

Health 
services 

HT Diabetes  Heart 
disease 

Asthma Other 
chronic 
respiratory 
illness 

Chronic 
Joint 
pain 

Stroke 
(paralysis) 

Chronic 
kidney 
disease 

Eye/Ear 
problems 

Total 

Govt 
hospital 

52 
(48.6) 

35 
(53.0) 

10 
(52.6) 

21 
(50.0) 

5 (41.7) 155 
(55.8) 

3 (42.9) 1 (33.3) 63 (38.2) 345 (49.3) 

Pvt. 
Hospital 

50 
(46.7) 

26 
(39.4) 

7 
(36.8) 

18 
(42.9) 

5 (41.7) 65 
(23.4) 

3 (42.9) 2 (66.7) 32 (19.4) 208 (29.7) 

Home 
treatment 

- - - - - 1(0.4) - - - 1 (0.1) 

ISM * 1 
(0.9) 

1 (1.5) 1 (5.3) - - 3 (1.1) 1 (14.3) - 6 (3.6) 13 (1.9) 

Pharmacist - 1 (1.5)  -  1(0.4) - - - 2 (0.3) 
Nothing 4 

(3.7) 
3 (4.5) 1 (5.3) 3 (7.1) 2 (16.7) 53 

(19.1) 
- - 64 (38.8) 130 (18.6) 

Total 107 66 19 42 12 278 7 3 165 699 
One patient of cancer received treatment from Private hospital for mental illness, two received care from 
government hospital and one received care from private hospital. ISM – Indian System of Medicine 

Out of 365 chronically ill patients, 31 (9.6%) received home care from medical doctor, 31 

(8.5%) got home care from Nurse, 24 (6.6%) received home visits, and 14 (3.8%) received 

physiotherapy. About 34 (9.3%) elderly got support for medicine, 16 (4.4%) got home care, 

12 (3.3%) elderly reported to be rehabilitated, 14 (3.8%) got food support and remaining 10 

each (2.7%) got health/disease education and referral services.  Noteworthy, out of 58, who 

availed services in last 30 day, six (10.3%) were highly satisfied, 47 (81%) were satisfied and 

five (8.6%) were not satisfied (Table 6).    

Table 6: Village level services from ‘palliative care program’ in last 30 days to elderly  

Home visits 

Volunteer 24 (6.6) 

Nurse 35 (9.6) 

Doctor 31 (8.5) 

Physiotherapy 14 (3.8) 

 Support from palliative care program 

Home care 16 (4.4) 

Medicine support 34 (9.3) 

Rehabilitation support 12 (3.3) 

Food 14 (3.8) 

Health\disease education 10 (2.7) 

Referral services 10 (2.7) 

 Satisfaction (n=58), who availed services in last 30 days 

Highly satisfied 6 (10.3) 

Satisfied 47 (81.0) 

Not satisfies 5 (8.6) 
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Quality of life among elderly in Project and control villages:  

The mean scores of ‘perceived physical health’ in project villages (10.47 + 1.80) was 

significantly higher than the mean score in control villages (10.17 + 1.82) (p=0.013). The 

mean scores of ‘perceived psychological health’ in project villages (10.13 +  2.25) was 

significantly higher than the mean score in control villages (9.8  + 2.29) (p=0.043).  There 

was no significant difference in mean scores of ‘perceived social relations’ and ‘perceived 

environment’ by elderly in project and control villages (Table 7).  

Table 7: Perceived quality of life among overall elderly in the project and control area in Tamil 
Nadu 

Domains of quality of life Project villages 
n=450 

(Mean + SD) 

Control villages 
n=450 

(Mean + SD) 

Total 
n=900 

(Mean + SD) 

p value 

Perceived physical health 10.47 + 1.80 10.17 + 1.82 10.32 + 1.82 0.013 

Perceived psychological 
health 

10.13 +  2.25 9.8  + 2.29 9.97 + 2.27 0.043 

Perceived social relations 6.48 +  1.38 6.69  +  2.48 6.58  +  2.43 0.199 
Perceived environment 10.69 +  2.32 10.86 +  2.31 10.78 +  2.31 0.281 
 

Table 8 gives perceived quality of life among elderly who has at least one of the chronic 

morbidities. The mean score for ‘perceived physical health’ among elderly in project villages 

(10.42 + 1.75) is higher than the mean score of perceived physical health among elderly in 

control villages (10.13 +  1.76) (p=0.024). There was no significant difference between mean 

scores of ‘perceived social relations’ and mean scores of ‘perceived environment’ among 

elderly with chronic morbidities in the project and control villages.  

Table 8: Perceived quality of life among elderly with chronic illnesses in the project and control 
area in Tamil Nadu 

Domains of quality of life Project villages 
n=365 

(Mean + SD) 

Control villages 
n=386 

(Mean + SD) 

p value 

Perceived physical health 10.42 +  1.75 10.13 +  1.76 0.024 

Perceived psychological health 10.0 + 2.22 9.75 + 2.25 0.123 
Perceived social relations 6.52 + 2.31 6.68 + 2.41 0.346 
Perceived environment 10.62 + 2.34 10.77  + 2.28 0.384 
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D.5: Determinants of quality of life among elderly – bivariate and multivariate analysis: 

Perceived physical health: 

The mean score of domain “perceived physical health” was significantly high (11.44) in 60-

69 years than age group of more than 70 years (10.49) (p=0.001). The mean score for males 

(11.55) was significantly higher than mean score for females (10.82) (p=0.002). The mean 

scores among literate (11.61) was significantly higher than mean scores among illiterate 

(10.44) (p=0.001).  The mean score was higher among working (11.94) than non-working 

elderly (10.87) (p=0.001). There were not differentials in mean scores for ‘perceived physical 

health’ among religious groups, socio-economic groups, health insurance status and type of 

family. However, the mean scores for married respondents (11.30) was significantly higher 

than mean scores among other group respondents (10.81) (p=0.040). The mean scores among 

elderly with morbidity (10.63) was significantly lower than mean scores among elderly 

without any morbidity (12.57) (p=0.001). 

Perceived psychological health: 

The mean score for ‘perceived psychological health’ in 60-69 years (10.75) was significantly 

higher than mean score among elderly above 70 years (10.08) (p=0.003). The mean score for 

perceived psychological health among males (10.92) was higher than females (10.25) 

(p=0.003).  The mean scores among literates (11.19) was significantly higher than mean score 

among illiterate (10.01) (p=0.001). The mean scores for perceived psychological health was 

high (11.10) among working people than mean score among those who were not working at 

present (10.35) (p=0.004). The mean score was significantly higher among married (10.81) 

than unmarried (10.09) elderly (p=0.001).  The mean score among residents of joint family 

member was significantly higher (11.41) than the mean scores among those who stay in 

nuclear family or joint family (10.38) (p=0.001). There were no differentials in mean scores 

with respect to socio-economic status, health insurance status and membership in social 

groups such as self-help groups. The mean scores of ‘perceived psychological health’ were 

significantly better among those who had no morbidity (11.38) and those who received care 

by HelpAge team (11.33) than mean scores among those who had chronic morbidity (10.36) 

and those who did not get care from help age team (10.44) (p=0.040).      

 

 



�

���
�

Perceived social relations: 

The mean scores for ‘perceived social relations’ was significantly high among age group of 

60-69 years (6.65) than the mean score among those above 70 years (6.17) (p=0.039).  The 

mean score was significantly higher among elderly males (6.89) than among females (6.23) 

(p=0.005). The mean score among literate was significantly high among literate (6.88) than 

among illiterate (6.23) (p=0.005). The mean score of perceived social relationship was high 

among working (7.39) than among those who are not working (6.24) (p=0.001). The mean 

scores were high among married (6.71), living in joint family (7.12) and those who were 

members in self-help groups (7.00) than among those who were unmarried (6.17), living in 

nuclear or living alone (6.17), and has no membership in self-help groups (6.28). There were 

no differentials for mean scores in religious groups, socio-economic status, health insurance 

status, any presence of absence of chronic morbidity. 

Perceived environment: 

The mean scores for ‘perceived environment’ among age group 60 to 69 years was 

significantly higher (10.94) than mean scores among age group more than 70 years (10.26) 

(p=0.003). The mean scores were significantly higher among literate (11.41), other religious 

age groups (11.41), among working elderly (11.29), among SHG members (11.22) than mean 

scores among illiterate (10.28), elderly who belong to Hindu religion (10.74), elderly who are 

not working (10.54) and those who were not SHG members (10.49) respectively. There were 

not significant differentials for family type, marital status, health insurance status, or any care 

given by HelpAge program. However, the mean score among elderly with chronic disease 

condition was significantly lower (10.70) than mean scores among those elderly who had 

chronic disease condition (11.17) (p=0.024) (Table 9).  
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Table 9: Determinants of domains of quality of life of elderly in project villages - bi-variate 
analysis 

Variables Physical health Psychological Social relations Environment 
Mean±SE p-value Mean±SE p-value Mean±SE p-value Mean±SE p-value 

Age group 
60-69 years 11.44 + 2.33 0.001 10.75 + 2.20 0.003 6.65 + 2.54 0.039 10.94 + 2.26 0.003 
>70 years 10.49 + 2.60 10.08 + 2.37 6.17 + 2.06 10.26 + 2.35 
Gender 
Male 11.55 + 2.50 0.002 10.92 + 2.33 0.003 6.89 + 2.60 0.005 10.88 + 2.22 0.203 
Female 10.82 + 2.42 10.25 + 2.22 6.23 + 2.21 10.59 + 2.37 
Education 
Illiterate 10.44 + 2.37 0.001 10.01 + 2.15 0.001 6.35 + 2.27 0.001 10.28 + 2.27 0.001 
Literate 11.61 + 2.39 11.19 + 2.30 6.88 + 2.60 11.41 + 2.21 
Religion         
Hindu 10.93 + 2.42 0.297 10.51 + 2.26 0.227 6.59 + 2.40 0.846 10.74 + 2.29 0.044 
Other 11.30 + 2.85 10.91 + 2.72 6.52 + 2.88 11.41 + 2.56 
Occupation 
Not working 10.87 + 2.47 0.001 10.35 + 2.29 0.004 6.24 + 2.20 0.001 10.54 + 2.27 0.006 
Working 11.94 + 2.31 11.10 + 2.17 7.39 + 2.82 11.29 + 2.40 
Socio-economic status 
BPL 11.07 + 2.48 0.704 10.41 + 2.27 0.076 6.51 + 2.36 0.578 10.64 + 2.33 0.324 
Others 11.18 + 2.43 10.90 + 2.32 6.35 + 2.46 10.92 + 2.27 
Marital status 
Married 11.30 + 2.40 0.040 10.81 + 2.25 0.001 6.71 + 2.45 0.019 10.80 + 2.28 0.250 
Others 10.81 + 2.54 10.09 + 2.26 6.17 + 2.26 10.55 + 2.36 
Type of family 
Joint 11.62 + 2.42 0.060 11.41 + 2.32 0.001 7.12 + 2.36 0.007 10.84 + 2.40 0.913 
Others 11.08 + 2.45 10.38 + 2.18 6.38 + 2.33 10.82 + 2.23 
Health insurance 
Yes  11.01 + 2.40 0.832 10.61 + 2.09 0.766 6.41 + 2.21 0.855 10.59 + 2.38 0.774 
No 11.10 + 2.48 10.49 + 2.30 6.48 + 2.40 10.70 + 2.32 
Membership in SHG 
Yes 11.33 + 2.46 0.197 10.74 + 2.24 0.175 7.00 + 2.38 0.004 11.22 + 2.18 0.003 
No 11.00 + 2.47 10.41 + 2.30 6.28 + 2.35 10.49 + 2.34 
Presence of morbidity 
No 12.57 + 2.43 0.001 11.38 + 2.41 0.001 6.48 + 2.76 0.568 11.17 + 2.32 0.024 
Yes 10.63 + 2.32 10.36 + 2.23 6.60 + 2.36 10.70 + 2.31 
Care by help age team 
Yes 11.65 + 2.26 0.198 11.33 + 2.13 0.040 7.4 2 + 2.23 0.025 10.75 + 1.86 0.903 
No 11.05 +2.48 10.44 + 2.28 6.41 + 2.38 10.69 + 2.35 
 

Multivariate analysis for project villages data:  

Perceived physical health and Perceived psychological support:  

The model for ‘physical quality of life’ and ‘psychological support’ reveals that the 

significant determinants in the project area are age, family type, education and presence of 

chronic morbidities. The model was statistically significant and explained 21.3% of variance 

of physical quality of life and 17.1% of psychological support. Variables such as gender, 

occupation, marital status, religion, SHG membership and socio-economic group did not 

contribute significantly to the physical quality of life and psychological support. Out of the 

significant determinants, type of family and presence of chronic morbidity is amenable to 

intervention. It underlines the need for active family support and care of chronically ill 
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elderly to improve the physical quality of life. This is a clear indication that in future, the 

project shall take up family level interventions so that active family support and care for 

chronically ill elderly is ensured. The capacity of program staff may be improved to support 

family and provide care to sick elderly.  

 

Perceived social relations: 

The model for ‘social relations’ revealed that significant determinants in the project area are - 

age, family type, working status and involvement with self-help groups. The model was 

statistically significant and explained 10.3% of variance of perceived social relations among 

elderly. Variables such as gender, education, religion, socio-economic status, marital status, 

health insurance, morbidities and socio-economic group did not contribute significantly to the 

social relations. Out of the significant determinants, type of family and presence of self-help 

group membership is amenable to intervention. It underlines the need for active family 

support and increasing the membership for self-help groups.  

 

Perceived environment: 

The model for ‘perceived environment’ reveals that the significant determinants in the project 

area are age, education, family type, and involvement with self-help groups. The model was 

statistically significant and explained 10.5% of variance of perceived social relations among 

elderly. Variables such as gender, religion, occupation, socio-economic status, marital status, 

health insurance, morbidities and socio-economic group did not contribute significantly to the 

social relations. Out of the significant determinants, once again, type of family and presence 

of self-help group membership is amenable to intervention. It signifies the need for active 

family support and increasing the membership for self-help groups. 
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Table 10: Determinants of domains of quality of life of elderly in project villages - Multivariate analysis 

 

Variables Physical health Psychological  Social relations  Environment 
B±SE p-value B±SE p-value B±SE p-value B±SE p-value 

Age group -0.07 + 0.02 0.001 -0.04 + 0.02 0.001 -0.03 + 0.01 0.001 -0.04 + 0.01 0.004 
Gender -0.49 + 0.29 0.085 -0.22 + 0.27 0.417 -0.58 +0.29 0.046 -0.03 +0.28 0.899 
Education 0.70 + 0.23 0.003 0.71 + 0.22 0.001 -0.23 + 0.23 0.320 0.82 + 0.23 0.001 
Religion 0.08 + 0.42 0.847 0.19 + 0.40 0.628 -0.23 + 0.44 0.596 0.41 +0.42 0.329 
Occupation 0.52 + 0.28 0.065 0.26 + 0.26 0.329 0.84 +0.28 0.004 0.49 + 0.28 0.081 
Socio-economic 
status 

0.10 + 0.27 0.712 0.37 +0. 26 0.148 -0.10 + 0.28 0.724 0.27 + 0.27 0.323 

Marital status 0.34 + 0.25 0.181 -0.12 + 0.24 0.615 -0.07 + 0.26 0.771 0.21 + 0.25 0.392 
Type of family -0.77 + 0.20 0.001 -1.00 + 0.19 0.001 -0.60 + 0.21 0.005 -0.55 + 0.20 0.001 
Health 
insurance 

0.23 + 0.39 0.554 -0.08 + 0.37 0.812 0.33 + 0.40 0.401 0.29 +0.39 0.450 

Membership in 
SHG 

-0.31 + 0.24 0.203 -0.31 + 0.22 0.166 -0.67 + 0.24 0.007 -0.75 + 0.24 0.002 

Presence of 
morbidity 

-1.75 + 0.27 0.001 -0.96 + 0.26 0.001 0.41 + 0.28 0.145 -0.36 + 0.27 0.186 

Care by help 
age team 

-0.26 + 0.43 0.542 -0.53 +0.40 0.189 -0.69 + 0.44 0.115 0.22 + 0.43 0.603 

 

Conclusions and recommendations:  

All four domains of perceived quality of life were found better in age group 60 to 69 years 

than age group 70 years and above. Most of the elderly had chronic morbidities which require 

long term care and follow-up. Findings suggest that presence of any chronic morbidity 

deteriorates quality of elderly life.  Elderly who live in joint family get better support and 

care than those who live alone or live in nuclear family. We also found that quality of life is 

better among those elderly who are doing or involved in some work activity. Noteworthy, we 

found that the model of ‘social intervention’ based on active health care at village level 

through volunteers, social mobilization of elderly and empowering elderly in taking care of 

elderly by the HelpAge India team worked well and brought about significant change in 

perceived physical quality of life and perceived psychological support among elderly in rural 

project area of Tamil Nadu. Also, it significantly contributed to perceived physical health 

among chronically sick elderly.    

It is to be noted that high prevalence self-reported chronic morbidities such as blood pressure, 

diabetes, heart disease and other vascular conditions are risk factors for development of 

complex conditions such as dementia – a chronic degenerative mental health conditions 

among elderly which causes progressive forgetfulness and raises new problems (reduced 

adaptability, problems in learning new things and inability to take decisions) in the quality of 

elderly life. In order to reduce the progress, it is recommended to involve them in some 
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activities which they can do. Social mobilization done by HelpAge India team, running elders 

for elderly foundation, allocating responsibilities to group members ensured the involvement 

of elderly for their own care. Health clinics at village level, physiotherapy units and 

partnership with district level government health system ensured continuum of medical care 

to sick elderly from village to secondary level. Field staff was found to play key role in 

giving psychological support to chronically sick elderly. 

Overall, there was no effect on domain of social relationship and environment. But, the 

respondents who received care by the project team perceived better ‘social relationship’ than 

those who did not get it. Most of the health conditions among elderly population are chronic 

in nature and require long term care and follow-up. It produces stress in patients and among 

their home level caregivers. Thus, involvement of caregivers (family members), educating 

them on the nature, progress and role of treatment available for chronic health conditions 

becomes an essential step for better adherence to the recommended advice. Further social 

mobilization will ensure elderly friendly environment at family and community level.  

Since we know that quality of life is better in relatively early phase of elderly life and among 

healthy elderly, it is recommended to have a screening program for all types of chronic health 

conditions in early phase. It will help in early detection of disease. It gives time to reduce the 

progress of disease conditions by putting patient on right medical treatment, follow-up, 

counselling of caregivers at household level. It should also be seen as an opportunity to 

promote health among those who do not have any disease conditions. To carry out this task, it 

requires resource mobilization and increasing the capacity of field staff. For capacity building 

of field staff, training modules and communication strategy has to be refined. 

There is need to improve the readiness of government health care system, partnership with 

private providers and mainstreaming Indian System of Medicine for elderly care. 

Apart from other project activities such as, medical care through village based team, follow-

up, risk factors reduction (reducing tobacco, alcohol consumption, promoting physical 

activity etc) among this chronically ill elderly has to be developed further. As mentioned 

previously, blood pressure, diabetes and other vascular conditions are risk factors for vascular 

dementia, mental health care for sick elderly and their caregivers has to be integrated with 

general health care of elderly. 

�
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Annexure -1 

WHOQOL-BREF domains 

Domain Facets incorporated within domains 

1. Physical health Activities of daily living 

Dependence on medical substances and medical aids 

Energy and fatigue 

Mobility 

Pain and discomfort 

Sleep and rest 

Work capacity 

2. Psychological Bodily image and appearance 

Negative feelings 

Positive feelings 

Self-esteem 

Spirituality / Religion / Personal belief 

Thinking, learning, memory and concentration 

3. Social relationships Personal relationships 

Social support 

Sexual activity 

4. Environment Financial resources 

Freedom, physical safety and security 

Health and social care: accessibility and quality 

Home environment 

Opportunities for acquiring new information and skills 

Participation in and opportunities for recreation / leisure activities  

Physical environment (pollution/noise/traffic/climate) 

Transport 

�
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Abstract 

HelpAge India has been working for well-being of the elderly in villages of Tamilnadu and 

Kollam District in Kerala.  Hence, a systematic community-based cross sectional study to 

compare quality of elderly life in project area vs. quality of life in control area was done to 

generate evidences for further program planning and policy formulation.  

A representative sample of 450 elderly (>60 years) was drawn by cluster sampling from the 

project and control area each by population proportional to size method. After obtaining 

written consent, WHOQOL-brief questionnaire was administered to measure four domains of 

quality of life – physical health, psychological, social relationships and environment. We 

have compared the quality of elderly life in project and control villages and did bivariate and 

multivariate analysis to determine the factors affecting the quality of elderly life in the project 

villages. 

The program is successful in achieving significant social mobilization of elderly for elderly 

care in project area. The most common chronic morbidities among elderly were blood 

pressure, chronic joint pain, diabetes and eye/ ear problems. Notably, most of them accessed 

health care from private health care facilities followed by government health care services. 

Utilization of Indian System of Medicine was five percent.  It signifies need for strengthening 

government health services to ensure good quality health care for chronically sick elderly. 

Apart from this, partnership with private providers, Indian System of Medicine is required.  

The model for ‘physical quality of life’ reveals that the significant determinants in the project 

area are age, gender and presence of chronic morbidities. The model for ‘perceived 

psychological support’ reveals variables such as gender, socio-economic group and type of 

family and presence of chronic morbidities as the significant determinants. It indicates 

support and home based care for chronically ill elderly. The model for ‘perceived social 

relations’ reveals that the significant determinants in the project area are age, education, 

socio-economic status and marital status. There is need to strengthen social mobilization and 

participation.  �

�
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Introduction: 

HelpAge India has been working for the fitness and well-being of the elderly, including 

facilitating community owned and directed palliative care services in its programme villages 

in Tamilnadu and Kollam District in Kerala.  Hence, a systematic community-based study on 

comparison between quality of elderly life in project area vs. quality of life in control area or 

neighbouring non-project area would generate better evidences for further program planning 

and policy formulation.  

Material and Methods: 

The present cross-sectional study was undertaken in 52 project villages of HelpAge in rural 

Tamilnadu.  

A representative sample of 450 elderly (>60 years) was drawn by population proportional to 

size method from the project villages. Another sample of 450 elderly was drawn from the 

neighbouring control villages where HelpAge project activities were not implemented. 

Trained investigators, after obtaining written consent from the respondent, administered the 

questionnaire. Questionnaire consisted of a WHOQOL-brief questionnaire to measure the 

perceived quality of life of elderly. Ethical Clearance from Institutional Ethics Committee 

was obtained.  

We compared the quality of life of elderly in project and control villages. Apart from this, we 

did bivariate and multivariate analysis to determine the factors affecting the quality of life 

elderly in project villages. 
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Results: 

The socio-demographic features of project and controls villages differed significantly in 

religion, occupation, socio-economic status and type of family. Hence, these two samples 

were not comparable for further analytical purpose. Thus, we restricted our analysis to the 

study sample.  

Socio-demographic characteristics of study sample: 

Out of 438 elderly, 239 (54.6%) were in 60-69 years and remaining 199 (45.4%) were 70 

years and more. About 180 (41.1%) were male and 258 (58.9%) were female respondents. 

Majority (80.4%) of the elderly were literate and remaining 19.6% were illiterate.  

Most of the elderly sample consisted of Christian (70.5%), followed by Hindu (23.7%) and 

Muslim (5.3%) religion. At the time of survey, 277 (63.2%) were not working, 70 (16%) 

were involved with fishing related work, and 50 (11.4%) were doing their routine household 

work and 11 (2.5%) were doing housework and 13 (3%) were working as labourers.  

Three fourth of elderly (74.2%) reported having below poverty line status and 25.3% reported 

above poverty line status. At the time of survey, 233 (53.2%) were married and were living 

with their spouse, 185 (42.2%) were widowed, 16 (3.7%) were never married and less than 

one percent each were divorced or separated.  

About 60 % of them were living in nuclear family and 34.7% were living in joint family and 

4.3% were living alone. Fifteen percent of them had membership in elderly self-help groups 

(SHG) of HelpAge each and overall, 18.7% elderly had membership self-help groups 

(Table1).   
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Table 1 – Socio-demographic profile among elderly in project villages in Kerala 

Socio-demographic characteristics  Project villages 
n=438 

Age groups  
60-69 years 239 (54.6) 
Above 70 years 199 (45.4) 
Gender  
Male 180 (41.1) 
Female 258 (58.9) 
Education  
Illiterate 86 (19.6) 
Literate 352 (80.4) 
Religion  
Hindu 104 (23.7) 
Muslim 23 (5.3) 
Christian 309 (70.5) 
Others 2 (0.4) 
Occupation  
Housework 50 (11.4) 
Agricultural work 11 (2.5) 
Labourer 13 (3.0) 
Fishing related 70 (16.0) 
Not working 277 (63.2) 
Job 14 (3.2) 
Animal rearing 3 (0.7) 
Socio-economic status (from ration card)  
Below Poverty Line 325 (74.2) 
Above Poverty Line 111 (25.3) 
Not known 2 (0.5) 
Marital status  
Married 233 (53.2) 
Never married 16 (3.7) 
Widowed 185 (42.2) 
Divorced 3 (0.7) 
Separated  1 (0.2) 
Type of family  
Joint 152 (34.7) 
Nuclear 263 (60.0) 
Living alone 19 (4.3) 
Staying separately in caretaker’s house 4 (0.9) 
Health Insurance (Yes) 64 (14.6) 
Membership in helpage SHG (Yes) 66 (15.0) 
Membership in other SHG (Yes) 36 (8.2) 
Overall membership in SHGs 82 (18.7) 
Figures in parenthesis are percentages 
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Utilization of schemes and government programs: 

Out of 438, 214 (48.9%) elderly were taking benefit of pension scheme, 118 (26.9%) were 

benefits of government pension scheme and 58 (13.2%) were getting benefit of food supply 

by the government (Table 2).  

Table 2: Status of utilization of government services in project villages in Kerala 

Schemes by governments Project villages 
n=438 

Benefit of pension schemes 214 (48.9) 
Old age pension scheme by the 
government 

118 (26.9) 

Food (rice) supply by the government 58 (13.2) 
Figures in parenthesis are percentages 

Chronic morbidities and health care seeking among elderly:  

About 314 (71.6%) elderly had at least one of the chronic morbidities at the time of survey. 

The most common morbidities among elderly were hypertension (57.3%), chronic joint pains 

(37.5%), and diabetes and eye/ear problems (32%) each. Heart disease (17.1%) and Asthama 

(11.4%) were other common causes of chronic morbidities (Table 3).  

Table 3: Self-reported chronic illnesses among elderly in project villages in Kerala  

Chronic morbidities Project villages 
n=438 

Hypertension (Blood pressure) 252 (57.3) 
Diabetes 140 (32.0) 
Heart disease 75 (17.1) 
Asthma 50 (11.4) 
Other chronic respiratory illness  28 (6.4) 
Cancer 8 (1.8) 
Chronic Joint pain 164 (37.5) 
Stroke (paralysis) 8 (1.8) 
Chronic mental disease 3 (0.7) 
Chronic kidney disease 6 (1.4) 
Eye/Ear problems 140 (32.0) 
Figures in parenthesis are percentages 
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Table 4: Health care seeking of chronically ill elderly in project area 

Health 
services 

HT 
 

Diabetes 
 

Heart 
disease 

 
Asthma 

Other 
chronic 

respiratory 
illness 

Chronic 
Joint 
pain 

Stroke 
(paralysis) 

Chronic 
kidney 
disease 

Eye/Ear 
problems Total 

Govt 
hospital 

85 
(35.4) 48 (35.2) 31 

(41.3) 
23 

(46.0) 9 (32.1) 32 (26.4) 1 (25) 0 (0) 19 (32.2) 248 (34.6) 

Pvt. 
Hospital 

139 
(57.9) 84 (61.7) 38 

(50.6) 
21 

(42.0) 15 (53.6) 61 (50.4) 3 (75) 2 (66.7) 37 (62.7) 400 (55.8) 

Palliative 
care clinic 

3 (1.2) 1 (0.7) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 4 (0.6) 

Home 
treatment 

5 (2.0) 0 (0) 0(0) 2 (4.0) 0 (0) 6 (5.0) 0 (0) 0 (0) 1 (1.7) 14 (1.9) 

ISM 7 (2.8) 1 (0.7) 2 (2.7) 1 (2.0) 1 (3.6) 19 (15.7) 0 (0) 1 (33.3) 1 (1.7) 33 (4.6) 
Nothing 1 (0.4) 2 (1.4) 4 (5.3) 3 (6.0) 3 (10.7) 3 (2.5) 0 (0) 0 (0) 1 (1.7) 17 (2.4) 

Total 240 136 75 50 28 121 4 3 59 716 
 

Out of 8 cancer patients, six were taking treat met from government hospital, one from private and one was doing nothing.  
Out of four patients of stroke, one was taking treatment from government hospital and three were taking treatment from 
private hospital. No one took treatment from pharmacist.   

Most of the chronically ill elderly took care from the private hospitals (55.8%), followed by 

government hospitals (34.6%). Five percent of elderly were taking treatment from Indian 

System of Medicines (ISM). Four elderly were seeking care from village based clinics of 

HelpAge. Noteworthy, no one was taking treatment from any pharmacist. About 17 (2.4%) 

were not doing any treatment (Table 4).  

Out of 314 (71.6%) chronically ill elderly, 16 (5.1%) received volunteer visit, 23 (7.3%) 

received care by nurse, 11 (3.5%) by medical doctor and four received physiotherapy in last 

30 days.  Nine (2.9%) received home care, 15 (4.8%) elderly received medicinal support, 12 

(3.8%) elderly received health education in last 30 days (Table 5).  

Table 5: Services from ‘palliative care program’ in last 30 days to elderly (314) 

 Home visits 

Volunteer 16 (5.1) 

Nurse 23 (7.3) 

Doctor 11(3.5) 

Physiotherapy 4 (1.3) 

Support from palliative care program 

Home care 9 (2.9) 

Medicine support 15 (4.8) 

Rehabilitation support 1 (0.3) 

Food 1 (0.3) 

Health\disease education 12 (3.8) 

Referral services 4 (1.3) 
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Determinants of quality of life among elderly – bivariate and multivariate analysis: 

Perceived physical health: 

The mean score of domain “perceived physical health” was significantly high (12.28) in 60-

69 years than age group of more than 70 years (11.65) (p=0.009). The mean score for males 

(12.42) was significantly higher than mean score for females (11.69) (p=0.003). The mean 

score for working elderly (12.40) was significantly higher than the mean score among non-

working elderly (11.75) (p=0.009). There were not differentials in mean scores for ‘perceived 

physical health’ among religious groups, socio-economic groups, education group, health 

insurance status, marital status, type of family, membership in self-help groups or care given 

by help age team. The mean scores among elderly with chronic morbidity (11.71) was 

significantly lower than mean scores among elderly without any chronic morbidity (12.69) 

(p=0.001). 

Perceived psychological support: 

The mean score for perceived psychological support in 60-69 years (11.67) was not 

significantly different than mean score among elderly above 70 years (11.31) (p=0.149). The 

mean score for perceived psychological health among males (11.83) was significantly higher 

than females (11.28) (p=0.028).  The mean scores among literate (11.65) elderly was 

significantly higher than mean score among illiterate elderly (10.93) (p=0.018). The mean 

score among elderly Hindus (12.20) was significantly higher than mean scores (11.29) of 

elderly of other religious group (p=0.001). The mean scores for perceived psychological 

health was high (11.85) among working elderly than mean score among those who were not 

working at present (11.31) (p=0.004). The mean score was significantly higher among elderly 

who were above poverty line (12.17) than those who were below poverty line (11.28) 

(p=0.001).  The mean score among residents of joint family member was significantly higher 

(11.41) than the mean scores among those who stay in nuclear family or joint family (10.38) 

(p=0.001).  

There were no differentials in mean scores with respect to marital status, health insurance 

status and membership in social groups such as self-help groups or care given by help age 

group. The mean scores of ‘perceived psychological health’ were significantly better among 

those who had no chronic morbidity (11.95) and those who had chronic morbidity (11.33) 

(p=0.022).  
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Perceived social relations: 

The mean scores for ‘perceived social relations’ was significantly high among age group of 

60-69 years (14.07) than the mean score among those above 70 years (12.67) (p=0.001).  The 

mean score was significantly higher among elderly male (13.78) than among elderly females 

(13.19) (p=0.038). The mean score among elderly who were literate (13.77) was higher than 

among illiterate elderly (12.07) (p=0.001). The mean score of perceived social relationship 

was high among working (13.53) than among those who are not working (13.38), but 

difference was not statistically significant. The mean scores were high among married (14.48) 

than unmarried (12.25) elderly (p=0.001).  

There were no differentials for mean scores in occupation groups, type of family, 

membership in self-help groups, religious groups, socio-economic status, health insurance 

status and any presence of absence of chronic morbidity. 

Perceived environment: 

The mean scores for ‘perceived environment’ among age group 60 to 69 years was 

significantly higher (12.05) than mean scores among age group more than 70 years (11.56) 

(p=0.023). The mean scores were significantly higher among elderly who were literate 

(11.93), elderly who belong to Hindu religion (12.46), and elderly who are above poverty line 

(12.19) than mean scores among illiterate (11.39), elderly who belong to other religion 

(11.63) and who are below poverty line respectively.  

There were not significant differentials for family type, occupation groups, marital status, 

health insurance status, morbidity group or any care given by the HelpAge team in Kerala.  
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Table 9: Determinants of domains of quality of life of elderly in project villages - bi-variate analysis 

Variables Physical health Psychological Social relations Environment 
Mean±SE p-value Mean±SE p-value Mean±SE p-value Mean±SE p-value 

Age group 
60-69 years 12.28 + 2.4 0.009 11.67 + 2.4 0.149 14.07 + 2.8 0.001 12.05 + 2.1 0.023 
>70 years 11.65 + 2.5 11.31 + 2.6 12.67 + 2.7 11.56 + 2.2 
Gender 
Male 12.42 + 2.5 0.003 11.83 + 2.4 0.028 13.78 + 3.0 0.038 11.87 + 2.1 0.740 
Female 11.69 + 2.4 11.28 + 2.6 13.19 + 2.7 11.80 + 2.3 
Education 
Illiterate 11.64 + 2.6 0.151 10.93 + 2.2 0.018 12.07 + 3.2 0.001 11.39 + 2.2 0.044 
Literate 12.08 + 2.4 11.65 + 2.6 13.77 + 2.7 11.93 + 2.2 
Religion         
Hindu 12.41 + 2.5 0.053 12.20 + 2.6 0.001 13.12 + 2.9 0.203 12.46 + 2.1 0.001 
Other 11.86 + 2.4 11.29 + 2.4 13.53 + 2.8 11.63 + 2.2 
Occupation 
Not working 11.75 + 2.4 0.009 11.31 + 2.4 0.034 13.38 + 2.7 0.607 11.72 + 2.1 0.200 
Working 12.40 + 2.5 11.85 + 2.7 13.53 + 3.1 12.00 + 2.4 
Socio-economic status 
BPL 11.87 + 2.4 0.078 11.28 + 2.4 0.001 13.30 + 3.00 0.107 11.70 + 2.1 0.046 
Others 12.35 + 2.6 12.17 + 2.7 13.81 + 2.5 12.19 + 2.3 
Marital status  
Married 12.10 + 2.4 0.353 11.63 + 2.4 0.269 14.48 + 2.8 0.001 11.79 + 2.2 0.752 
Others 11.87 + 2.5 11.36 + 2.6 12.25 + 2.4 11.86 + 2.2 
Type of family 
Joint 12.04 + 2.6 0.749 12.03 +2.5 0.002 13.68 + 2.7 0.188 12.00 + 2.3 0.219 
Others 11.96 + 2.4 11.23 + 2.4 13.30 + 2.9 11.73 + 2.1 
Health insurance 
Yes  11.98 + 2.3 0.962 11.42 + 3.02 0.771 14.03 + 2.9 0.077 11.69 + 2.0 0.602 
No 11.99 +2.5 11.52 + 2.4 13.35 + 2.8 11.85 + 2.2 
Membership in SHG 
Yes 12.00 + 2.1 0.965 11.81 + 2.4 0.238 13.45+ 3.2 0.953 12.23 + 2.4 0.070 
No 11.99 + 2.5 11.44 + 2.5 13.43 + 2.8 11.73 + 2.1 
Presence of morbidity 
No 12.69 + 2.5 0.001 11.95 +2.6 0.022 13.39 + 3.1 0.394 12.00 + 2.3 0.294 
Yes 11.71 +2.4 11.33 + 2.5 13.18 + 3.2 11.75 + 2.1 
Care by help age team 
Yes 11.61 + 2.9 0.554  11.55 +3.00 0.948 13.06 +2.8 0.614 12.13 + 2.7 0.592 
No 12.00 + 2.4 11.51 + 2.5 13.45 + 3.2 11.81 +2.2 
 

Multivariate analysis:  

Perceived physical health and Perceived psychological relations: 

The model for ‘physical quality of life’ reveals that the significant determinants of physical 

quality of life in the project area are age, gender and presence of chronic morbidities. The 

model was statistically significant and explained 10.6% of variance in dependent variable of 

physical quality of life.  

 

The model for ‘perceived psychological support’ reveals variables such as gender, socio-

economic group and type of family and presence of chronic morbidity as significant 

determinants. The model explains 10.2% variance in the dependent variable of perceived 

psychological support.   
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Out of the significant determinants, type of family and presence of chronic morbidity is 

amenable to intervention. It underlines the need for active family support and home-based 

care of chronically ill elderly to improve the physical quality of life and psychological 

support. This is a clear indication that in future, the project shall take up family level 

interventions so that active family support and care for chronically ill elderly at home and 

community level. The capacity of program staff may be improved to support family and 

provide care to sick elderly.  

 

Perceived social relations: 

The model for ‘perceived social relations’ reveals that the significant determinants in the 

project area are age, education, socio-economic status and marital status. The model was 

statistically significant and explained 21 % of variance of perceived social relations among 

elderly.  

 

Variables such as gender, occupation, type of family, health insurance, religion, presence of 

chronic morbidity and care given by program did not contribute significantly to the perceived 

social relations. It seems the needs of the elderly having higher age group with below poverty 

line status has to be addressed and targeted.  

 

Perceived environment: 

The model for ‘perceived environment’ reveals that the significant determinants in the project 

area were age and religion. Even though, the model was statistically significant, it explained 

only 0.6 % of variance of perceived social relations among elderly.  

Other variables such as gender, education, occupation, socio-economic status, type of family, 

marital status, health insurance, membership in SHGs morbidities and socio-economic group 

did not contribute significantly to the social relations. Further exploration for the 

determinants of perceived quality of environment by elderly in Kerala is required. It also 

signifies development and utilization of community-base for creating elderly friendly 

atmosphere at home and community level.  
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Table 10: Determinants of domains of quality of life of elderly in project villages - Multivariate analysis 

Variables Physical health r=10.6 Psychological (10.2) Social relations (21) Environment (0.6) 
B±SE p-value B±SE p-value B±SE p-value B±SE p-value 

Age group -0.064 + 0.01 0.001 -0.018+0.01 0.305 -0.068+0.01 0.001 -0.038+0.01 0.017 
Gender -0.948+0.26 0.001 -0.693+0.27 0.011 0.198+0.28 0.493 -0.349+0.24 0.149 
Education 0.266 + 0.30 0.377 0.519+0.30 0.092 1.002+0.32 0.002 0.446+0.27 0.104 
Religion -0.560+0.28 0.052   0.454+0.31 0.147 -0.838+0.26 0.001 
Occupation 0.410+0.25 0.103 0.264+0.25 0.304 -0.162+0.27 0.553 0.066+0.22 0.772 
Socio-economic 
status 

0.297+0.27 0.284 0.565+0.28 0.046 0.602+0.30 0.046 0.210+0.25 0.403 

Marital status 0.452+0.27 0.098 0.130+0.27 0.641 -1.809+0.29 0.001 0.360+0.24 0.146 
Type of family -0.021+0.17 0.932 -0.770+0.25 0.002 -0.186+0.26 0.485 -0.298+0.22 0.182 
Health 
insurance 

0.061+0.33 0.854 0.262+0.33 0.437 -0.326+0.35 0.363 0.240+0.30 0.423 

Membership in 
SHG 

-0.086+0.31 0.785 -0.458+0.32 0.153 -0.054+0.34 0.875 -0.439+0.28 0.124 

Presence of 
morbidity 

-1.015+0.26 0.001 -0.564+0.26 0.034 -0.227+0.28 0.422 -0.303+0.23 0.200 

Care by help 
age team 

0.349+0.65 0.592 0.124+0.66 0.852 0.231+0.70 0.745 -0.192+0.59 0.745 

 

Conclusions and recommendations: 

The program is successful in achieving significant social mobilization of elderly for elderly 

care in project area. The most common chronic morbidities among elderly were blood 

pressure, chronic joint pain, diabetes and eye/ ear problems. Notably, most of them accessed 

health care from private health care facilities followed by government health care services. 

Utilization of Indian System of Medicine was five percent.  It signifies need for developing 

active partnership with private and government health services to ensure good quality health 

care for chronically sick elderly. Presently, HelpAge is working actively with district level 

government health care facilities. Apart from strengthening partnership with the government 

health facilities in near future, mainstreaming private providers, Indian System of Medicine 

and strengthening capacity of field level staff for identification and referral of sick elderly 

may be undertaken.   

The model for ‘physical quality of life’ reveals that the significant determinants in the project 

area are age, gender and presence of chronic morbidities. The model for ‘perceived 

psychological support’ reveals variables such as gender, socio-economic group and type of 

family and presence of chronic morbidities as the significant determinants. It indicates 

support and home based care for chronically ill elderly. The capacity of program staff may be 

improved to support family and provide home based care to sick elderly by their care givers.  
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The model for ‘perceived social relations’ reveals that the significant determinants in the 

project area are age, education, socio-economic status and marital status. There is need to 

strengthen social mobilization and participation. The model on ‘perceived environment’ does 

not explain much variation in the dependent variable. Hence, further recommendations to 

improve the social and environmental dimensions of quality of life are difficult. It gives a hint 

to work for developing elderly friendly environment at household and community level. �
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