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Abstract: The non experimental study was conducted to analyze how geriatric population perceive themselves, among stratified 

random sample of 302 populations (153 male, 149 female) between 60-85 years of age, in the Urban, town and rural areas in and 

around Vishakhapatnam. Standardized Achenbach’s Older Adult Self Report (OASR) forms were used to collect data individually. T-

test, f-test and correlation was conducted on obtained data shows that age, marital status, religion and caste of the individual 

significantly influence the various domains of self evaluation. 
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1. Introduction 
 

“Viewed as a whole, the problem of ageing is no problem at 

all. It is only the pessimistic way of looking at a great 

triumph of civilization.” – Notestein, 1954. 

 

Ageing is experiencing childhood again for the people who 

are over 60 years. In 1989, sociologist and demographer 

Alfred survey predicted, “The 21
st
 century will be the 

century of the ageing of mankind.”Across the world, 

countries are experiencing population ageing. The growth 

rate of the elderly population is more rapid in developing 

countries like India than developed countries. The 

expectancy of life in India is much less than 60 years. 

Psychologically too, most Indians appear to consider 

themselves old earlier than the chronological age of 60 years 

and the Indian women regard themselves to be old even 

much earlier (Montross et al. 2006). According to Mayor 

(2006), “Some people use their chronological age as a 

criterion for their own aging whereas others use such 

physical symptoms as failing eye-sight or hearing, tendency 

to increase fatigue, decline in sexual potency etc. Still others 

assess their aging in terms of their capacity for work, their 

output in relation to standards set in earlier years, their lack 

of interest in competing with others, lack of motivation to do 

things or a tendency to reminisce and turn their thoughts to 

the past rather than dwell on the present or the future.” The 

acceptance of the fact that they are old develops in the aged 

an “old age complex” (Antonelli et al. 2000). Consequences 

and Management of Physical Health Problems in the Elderly 

despite the increase in human life expectancy 

(Oeppen&Vaupel, 2002) continues to place older adults at 

risk for experiencing depressive symptoms. 

 

Apart from demographic transitions, socio-economic and 

political changes, increased individualism have altered 

living conditions of the elderly. In this era of fast forward 

world, where nuclear families are the order of the day, old-

age is considered as a non productive phase of life. 

 

The huge gap between satisfied and unsatisfied aged lives 

has to be reinforced with the spirit of harmony. We strongly 

believe that there must be an increasing social responsibility 

to be shown and provide finest facilities to put the last 

touches on aged people. Our society need to work strongly 

and honestly to focus on policy matters to form great society 

to bring the power in our aged ones to get prepared to defeat 

old age and stand side by side and hand in hand with the 

younger generation shining and proud. 

 

Anxiety 

Anxiety is distinguished from fear, which is an appropriate 

cognitive and emotional response to a perceived threat and is 

related to the specific behaviors of fight-or-flight responses, 

defensive behavior or escape. David Barlow defines anxiety 

as "a future-oriented mood state in which one is ready or 

prepared to attempt to cope with upcoming negative events,"  

 

Depression 

Depression is a state of low mood and aversion to activity 

that can affect a person's thoughts, behavior, feelings and 

sense of well-being. Depressed people can feel sad, anxious, 

empty, hopeless, helpless, worthless, guilty, irritable or 

restless. 

 

Somatic Complaints 

Somatization disorder is a somatoform disorder 

characterized by recurring, multiple, and current, clinically 

significant complaints about somatic symptoms. Symptoms 

often include reports of pain, gastrointestinal distress, sexual 

problems, and pseudo-neurological symptoms such as 

amnesia or breathing difficulties. 

 

Memory 

Age-related decrements in memory performance are not 

attributed to impaired memory processes per se, but to a 

generalized age difference in speed of processing. In one 

study (Rahhal et al., 2002), subjects listened to multiple 

spoken statements that were identified as either true or false. 

Older adults were impaired at later recalling which speaker 

stated each item, but did not differ from younger adults in 

labeling statements as true or false. 

 

Cognitions 

In science, cognition is the set of all mental abilities and 

processes related to knowledge: attention, memory & 

working memory judgment & evaluation, reasoning & 

“computation‟, problem solving & decision making, 

comprehension &production of language, etc. 

 

Thoughts Problems 

Thought underlies many human actions and interactions, 

understanding its physical and metaphysical origins, 

processes, and effects have been a longstanding goal of 
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many academic disciplines including psychology, 

neuroscience, philosophy, artificial intelligence, biology, 

and sociology. 

 

2. Literature Survey 
 

Greenleigh and Lawrence (1952) studies about of the 

mental health of elderly people should be longitudinal 

because the problems of the aged are the outgrowth of 

earlier periods. The relationship of anatomical and 

physiological changes to mental health in old age is 

considered. In general it appears "that those who have 

adapted most successfully to their life situations during their 

early years adapt best to the stresses of the later years, 

including moderate and in some cases severe, brain 

changes." 

 

Bengt- Arnetz, Töres-Theorell and Arnetz (1983) 

research study deals with psychological, sociological and 

subjective health aspects of social isolation and under 

stimulation in institutional elderly people. In a controlled 

study over a 6 month period, a programme was devised in 

collaboration with residents of a senior citizens apartment 

building and its staff. The aim of the programme was to 

increase social activation and to encourage among the 

elderly an enhanced control over their daily lives. It was 

agreed that the programme implemented should involve no 

extra costs, overtime work or external resources. Most 

psychological and sociological variables were stable over 

the 6 month period. However, social activity level increased 

3-fold in the Experimental group compared with the Control 

group. The E-group also started to attend activities outside 

the actual programme, and in general spent more time out of 

doors. Seasonal variations were found in feelings of 

depression, visits to the country/summer houses, as well as 

visits by children and neighbors. There were no changes in 

psychosomatic or psychological complaints indices. 

However, feelings of restlessness decreased significantly in 

the E-group over the 6 month period compared with the C-

group. There was also a non-significant decrease over time 

in complaints of heart palpitations in the E-group. 

 

Krause and Neal (1987) conducted research study on effect 

of chronic financial strain and social support of the elderly 

people. The purpose of this study is twofold: one, to 

determine whether chronic financial strain is related to 

depressive symptoms among a random community sample 

of older adults, and two, to assess whether social support 

counterbalances or buffers the deleterious effects of 

financial strain. The findings suggest that elderly people 

suffering from financial strain are more likely to be 

depressed than are older adults with fewer financial 

problems. In addition, the data support the stress-buffering 

hypothesis, that is, that older people who have more 

informational support and who provide support to others, 

more often report fewer symptoms of depression as a result 

of financial strain than do elderly respondents who have less 

informational support and who do not provide support to 

others. Tangible and emotional support is found to be less 

effective coping resources when financial strain is present. 

 

Hart, Siobhan (1990) study give priority of understanding 

more about the health needs and health behaviour of elderly 

people is spelled out / considers some general problems 

surrounding health research and interventions with the 

elderly / these include the problem of defining this group of 

individuals as well as those arising from the common 

negative expectations and stereotypes regarding their health 

and their behavior looks at the epidemiology of health 

problems, the utilisation of health care resources, health and 

illness behaviour, and the different possibilities for primary, 

secondary and tertiary preventive initiatives. 

 

Brenda, et. al. (1996) study focused on Psychological 

status, including depressive symptoms, anxiety, and mastery, 

was measured in a community-based sample of 3,076 

persons aged 55 to 85 with various chronic diseases. Strong, 

linear associations were found between the number of 

chronic diseases and depressive symptoms and anxiety, 

indicating that psychological distress among elderly people 

is more apparent in the presence of (more) diseases. 

Furthermore, in contrast to general assumptions that mastery 

is a relatively stable state, our results indicate that mastery is 

affected by having chronic diseases. The 8 groups of 

chronically ill patients (with cardiac disease, peripheral 

atherosclerosis, stroke, diabetes, lung disease, osteoarthritis, 

rheumatoid arthritis, or cancer) did differ in their 

associations with psychological distress. Psychological 

distress is most frequently experienced by patients with 

osteoarthritis, rheumatoid arthritis, and stroke, whereas 

diabetic and cardiac patients appear to be the least 

psychologically distressed. Differences in disease 

characteristics, such as functional incapacitation and illness 

controllability, may partly explain these observed 

psychological differences across diseases. 

 

Chadha (1996) made a comparative study between male 

and female elderly on life satisfaction, loneliness, health, 

social support network, leisure time activities and on 

selected demographic variables. The sample size was 120 

elderly. 60 years and above in which males and females 

were equally represented. The study found no significant 

difference between males and females in terms of loneliness. 

However, in the area of life satisfaction and social support 

network, a significant difference was observed between 

males and females. In both cases, the elderly males occupied 

a favoured position. It may be commented that the study was 

an attempt to combine both psychological and social aspects 

of the problem of aging in the Indian context. 

 

Karen L. Dahlman, Teresa A. Ashman, Richard C. 

Mohs. (1999) study explores psychological assessment of 

elderly people and presents the context to understand the 

cognitive impact that occurs as a process of aging. At the 

time of assessing older adults, the concepts of normal aging 

versus degenerative decline should be considered. Some 

aged people change very little as they age, others a great 

deal, and still to others the changes occur in only a few 

areas. The assessment evaluation has been estimated by Mr. 

T.'s premorbid level of cognitive functioning to have been in 

the Superior range. It shows evidence on testing of 

impairments in memory and executive functioning relative 

to pre morbid cognitive functioning. However, brief passive 

attention and concentration, verbal functioning, and 

perceptual-motor functioning are consistent with estimated 

pre morbid cognitive functioning. Meanwhile, on a mood 
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assessment scale, Mr. T. acknowledged mild feelings of 

depression, particularly in connection with the death of his 

wife and the increasing physical frailty. Finally the overall 

clinical picture is most consistent with “pseudo dementia,” 

cognitive deficits secondary to depression. 

 

3. Methodology 
 

The methodology adopted for the present study is detailed in 

this chapter. The study was conducted on psychological 

health and general health of the old age people. Data was 

obtained from person‟s age group between 60-85 years of 

dwellers of Visakhapatnam urban, rural and tribal areas in 

Visakhapatnam district. 

 

ASEBA (Achenbach System of Empirically Based 

Assessment) 

 

Older Adult Self-Report For Ages 60 and Above 
The OASR obtains older adults' self-reports of diverse 

aspects of adaptive functioning and problems. Greatly 

improve assessment in contexts such as: psychiatric and 

psychological evaluations; medical care, including routine 

care and evaluation of functioning following events such as 

strokes, falls, and illnesses; following significant life 

changes, such as loss of a loved one, moves to retirement 

communities, assisted living, and nursing homes; and 

evaluations before and after planned changes and 

interventions. Especially helpful to have forms completed at 

regular intervals, such as 2 months, to determine if 

functioning is improving, worsening, or stable. 

 

The OASR obtains self-reports of diverse aspects of 

adaptive functioning and problems. The OABCL is a 

parallel form for obtaining reports from people who know 

the person being assessed, including spouse, partner, family 

members, friends, caregivers, home health aides, residential 

staff, and health care providers. 

 

The profiles for scoring the OASR and OABCL include 

normed scales for adaptive functioning empirically based 

syndromes, DSM-oriented scales, critical items, and total 

problems. The critical items scale consists of items of 

particular concern to clinicians. 

 

The eight subscales are the following: 

 

A. Personal Strengths. The twenty items in this subscale 

indicate the extent to which a person experiences his 

personal strengths. Example items:   I make good use of 

my time  

I take care of my appearance  

B. Anxious/Depressed. The twenty items in this 

subscale indicate the extent to which a person 

experiences his anxious / depressed. Example 

items:   I can’t get my mind off certain thoughts 

I am nervous or tense  

I think about the past too much  

C. Worries. The eight items in this subscale indicate the 

extent to which a person experiences his worries. 

Example items:  

I worry about my appearance  

I worry too much about my health  

D. Somatic Complaints. The fourteen in this subscale 

indicate the extent to which a person experiences his 

somatic complaints.  

Example items:  I use too much medication 

I feel sick a lot of the time 

E. Functional Impairment. The eleven in this subscale 

indicate the extent to which a person experiences his 

functional impairment. Example items: I have difficulty 

getting things done 

I am too dependent on others 

F. Memory/Cognition Problems. The nine in this 

subscale indicate the extent to which a person 

experiences memory / cognition problems. 

Example items:   I have trouble concentrating or 

paying attention. 

I feel confused or in a fog 

G. Thought Problems. The fifteen in this subscale 

indicate the extent to which a person experiences 

thought problems. Example items:     I am jealous 

of others  

My relations with neighbors are poor  

H. Irritable / Disinhibited. The twenty in this subscale 

indicate the extent to which a person experiences 

irritable / disinhibited. Example items: I argue a lot  

I am mean to others 

 

Reliability 
Reliability refers to agreement between repeated assessments 

of characteristics when the characteristics themselves are 

expected to remain constant. The test-retest reliability of 

ASEBA older adult forms was supported by 8-day test-retest 

rs that were in the .80s and .90s for most scales. The mean rs 

ranged from .88 for the OASR DSM-oriented scale adaptive 

functioning and empirically based scales. 

 

Good internal consistency was found for most scales, with 

mean alpha coefficients on the OASR of .84 for the 

empirically based problem scales, .76 for the DSM-oriented 

scale, .73 for the adaptive functioning scale. 

 

Cross-informant rs between OASR and OABCL scores 

averaged .51 for the empirically based problem scales, .44 

for the DSM-oriented scales, and .48 for the adaptive 

functioning scales. The mean Q correlation between OASR 

and OABCL Personal Strengths items = .37 and between 

problem items =.38. Consistent with findings from other 

instruments, the modest size of the cross-informant 

correlations indicates the need to obtain data from multiple 

informants whenever possible. OASR scores were 

significantly higher than OABCL scores on the 

Spouse/Partner and Personal Strengths scales, as well as on 

all but one problem scale. OASR scores were significantly 

lower than OABCL scores on the Friends scale. 

 

Sample 
The study was conducted on psychological health and 

general health of the old age people of Visakhapatnam 

district, Andhra Pradesh, India. The data was collected 

randomly from 302, elderly people in the age group 60 to 85 

years who are living in Visakhapatnam city, different urban, 

rural towns and tribal areas of Visakhapatnam district. In 

this sample, 153 male and 149 females were included. The 

particulars of age, duration of practice, health status and 
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medication are provided in the results section. 

 

Procedure and Data Collection 
First, consent was obtained from the participants in the study 

from different parts of urban, rural and tribal areas of the 

Visakhapatnam district. The researcher has explained the 

purpose of study and also explained about each measure. 

Subsequently, psychological scales were distributed and 

collected at a later date. Data was collected over the period 

of 6 months. Unfilled and missing data forms were not 

considered for the analysis. 

 

All the questionnaires were provided with Telugu translated 

version along with the Standard English questionnaires for 

enabling for better understanding. 

 

Data Analysis 
The data obtained from the sample of respondents was 

analyzed to achieve the objectives. Statistical analyses 

included descriptive statistics with regard to Older Adult 

Self-Report Inventory and General Health Questionnaire; 

comparison of the different categories of the sample (gender, 

age, educational qualifications and so on) with regard to 

general health questionnaire and Older Adult Self-Report 

scores for the different categories of participants from urban, 

rural and tribal areas of Visakhapatnam district. 

 

Data analysis was carried out by using the following 

statistical techniques. 

Data obtained from the samples was analyzed using the 

SPSS.  

Descriptive statistics were used to describe the data and find 

the mean values.  

„t-test‟ and One Way Analysis of Variance (ANOVA) was 

used to find significant difference among the groups.  

 

4. Result and Discussion 
 

The results of the study are presented in 2 sections dealing 

with the Self report and mental health status of older adults. 

A profile of the sample is provided initially. 

 

4.1. Profile of the Sample 

 

The study was done on a sample of 302 old age people that 

includes 153 males and 149 females (see table 1). The 

majority of the old age people are married (266; 88.1%). 

More than one third of the sample (109, 36.1%) is 

uneducated, those who are educated up to 12
th

 class are 93 

(30.8%), Degree holders are 51 (16.9%) and those who are 

higher qualifications are 49 (16.2%). The religious 

information indicates that the Hindus are 156 (51.7%) and 

Christians are 146 (48.3%). With regard to caste it is 

observed that the sample includes scheduled caste persons 

(n=69; 22.1%), scheduled tribes (n=104, 34.4%), other 

backward classes (n=79, 26.2%) and forward classes (n=50, 

16.6%). The information relating to place of residence tribal 

area persons 110 (36.4%), towns residence holders are 109 

(36.1%) and city dwelling people are 83 (27.5%) old age 

people majority living in nuclear family 176 (58.3%) and 

joint family holder 126(41.7%). 

 

 

Table 1: Sample Profile 
Variable Category Frequency % 

Gender 
Male 153 50.7 

Female 149 49.3 

Age Group 
60 to 65 years 155 51.3 

65 years above 147 48.7 

Education 

Uneducated 109 36.1 

Below Inter 93 30.8 

Degree 51 16.9 

Above Degree 49 16.2 

Place of Residence 

Tribal Area 110 36.4 

Town Area 109 36.1 

City Area 83 27.5 

Family Type 
Nuclear Family 176 58.3 

Joint Family 126 41.7 

Marital Status 

Married 266 88.1 

Unmarried 22 7.3 

Divorced 14 4.6 

Religion 
Hindu 156 51.7 

Christian 146 48.3 

Caste 

SC 69 22.8 

ST 104 34.4 

BC 79 26.2 

OC 50 16.6 

 

4.2. Section I:  Adult Self-Report 

 

The results regarding the influence of gender, age, 

educational qualifications, type of family, religion, place of 

residence and caste background on their Adult Self-Report 

are presented in the following pages. 

 

1) Age and Self-Report 

The findings regarding the influence of the age of the old 

people on self-report are presented in table 2. A significant 

influence of age is noted with the age group above 65 years 

reporting significantly higher scores on the 

anxious/depressed, somatic complaints, memory/cognition 

problems, thought problems and irritable/disinhibited 

dimensions. 

 

Table 2: Age and Self-Report 

Dimension   
60-65 years 

(N=155 

Above 

65(N=147) 
t-value 

Personal Strengths 
Mean 19.57 20.68 

1.86 
S.D. 5.71 4.56 

Anxious/Depressed 
Mean 16.54 18.85 

4.04** 
S.D. 5.09 4.83 

Worries 
Mean 7.05 7.41 

1.27 
S.D. 2.54 2.31 

Somatic Complaints 
Mean 4.72 5.19 

2.23* 
S.D. 1.77 1.8 

Functional 

Impairment 

Mean 9.72 10.23 
1.42 

S.D 3.13 3.07 

Memory/Cognition 

Problems 

Mean 7.23 8.1 
2.81** 

S.D. 2.78 2.53 

Thought Problems 
Mean 12.46 13.79 

2.572** 
S.D. 4.57 4.4 

Irritable/Disinhibited 
Mean 16.14 18.12 

3.611** 
S.D. 4.71 4.81 

Note: *p≤.05 level; **p≤.01 level 

 

2) Gender and Self-Report 

The findings regarding the influence of the gender of old age 
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people on their self-report are presented in table 3. It can be 

noted that there is no significant differences between male 

and female old people on any of the dimensions of adult 

self-report. 

 

Table 3: Gender and Self-Report 

Dimension   
Male 

(N=153) 

Female 

(N=149) 
t-value 

Personal Strengths 
Mean 20.1634 20.0671 

0.16 
S.D. 5.14712 5.28085 

Anxious/Depressed 
Mean 17.52 17.81 

0.48 
S.D. 5.28 4.91 

Worries 
Mean 7.33 7.12 

0.73 
S.D. 2.37 2.51 

Somatic Complaints 
Mean 4.83 5.07 

1.14 
S.D. 1.77 1.83 

Functional 

Impairment 

Mean 9.81 10.13 
0.9 

S.D 3.06 3.15 

Memory/Cognition 

Problems 

Mean 7.78 7.53 
0.81 

S.D. 2.76 2.62 

Thought Problems 
Mean 13.22 13 

0.42 
S.D. 4.63 4.45 

Irritable/Disinhibited 
Mean 17.18 17.04 

0.25 
S.D. 4.89 4.83 

 

3) Family type and Self-Report 

The findings regarding the influence of the type family of 

the old people on adult self-report are presented in table 4. It 

can be noted that though differences in self-reported 

problems among the two groups of old people are present, 

the differences are not statistically significant. 

 

Table 4: Family type and Self-Report 

Dimension 
 

NF 

(N=176) 

JF 

(N=126) 
t-value 

Personal Strengths 
Mean 20.83 19.11 

2.87** 
S.D. 5.28 4.93 

Anxious/Depressed 
Mean 17.68 17.65 

0.052 
S.D. 5.4 4.65 

Worries 
Mean 7.41 6.97 

1.544 
S.D. 2.38 2.49 

Somatic Complaints 
Mean 5.03 4.83 

0.982 
S.D. 1.91 1.62 

Functional 

Impairment 

Mean 10.1 9.78 
0.872 

S.D 3.2 2.97 

Memory/Cognition 

Problems 

Mean 7.8 7.46 
1.083 

S.D. 2.9 2.37 

Thought Problems 
Mean 13.03 13.22 

0.355 
S.D. 4.76 4.22 

Irritable/Disinhibited 
Mean 17.34 16.79 

0.965 
S.D. 4.93 4.75 

 

4) Religion and Self-Report  

The findings regarding the influence of the religion on the 

old peoples self-report are presented in table 5. It can be 

noted that old people who are Christians recorded more 

functional impairment than their older counterparts who are 

Hindus. An analysis indicates that old age people of 

Christian religion background face problem with functional 

impairment of Older Adult Self-Report compare with 

Hindus, but there are no significant difference in the 

dimension of anxious/ depressed, worries, somatic 

complaints, functional impairment, memory/cognition 

problems, thought problems and irritable/disinhibited. 

 

Table 5: Religion and Self-Report 
Dimension  Hindus 

(N=156) 

Christians 

(N=146) 

t-

value 

Personal Strengths Mean 20.48 19.72 1.26 

S.D. 5.23 5.15 

Anxious/ Depressed Mean 17.53 17.81 .48 

S.D. 5.40 4.75 

Worries Mean 7.22 7.23 .05 

S.D. 2.50 2.37 

Somatic Complaints Mean 4.85 5.05 .94 

S.D. 1.76 1.84 

Functional 

Impairment 

Mean 9.61 10.34 2.06* 

S.D. 3.11 3.07 

Memory/Cognition 

Problems 

Mean 7.62 7.69 .24 

S.D. 2.79 2.60 

Thought Problems Mean 13.12 13.09 .06 

S.D. 4.89 4.14 

Irritable/ Disinhibited Mean 17.07 17.15 .13 

S.D. 5.39 4.22 

Note: *p≤.05 level; **p≤.01 level 

 

5) Educational status and Self-Report 

The results regarding the influence of educational 

qualifications of old age people on their older adult self-

report are presented in table 6. It can be seen from the table 

that educational background old age people significantly 

influenced all the dimensions of adult self-report, except the 

somatic complaints dimension. An analysis showed that 

uneducated old people reported significantly lower scores 

on the dimensions of anxious/depressed, worries, functional 

impairment, memory/cognition problems, thought problems 

and irritable/disinhibited. 

 

Table 6: Educational status and Self-Report 
Dimension  Educat

ed 

(N=109

) 

Belo

w 

 Inter 

(N=9

3) 

Degre

e 

(N=5

1) 

Abov

e  

Degre

e 

(N=4

9) 

f- 

value 

Personal 

 Strengths 

Mea

n 18.20 22.02 20.12 20.12 

10.15*

* 

S.D. 5.37 5.51 3.38 4.36 

Anxious/ 

Depressed 

Mea

n 16.55 18.10 18.62 18.32 

2.90* 

S.D. 4.78 5.72 4.67 4.60 

Worries Mea

n 6.45 7.65 7.45 7.91 

6.33** 

S.D. 2.59 2.28 2.10 2.30 

Somatic 

Complaints 

Mea

n 4.92 4.91 5.05 4.97 

.08 

S.D. 1.84 1.82 1.62 1.88 

Functional 

Impairment 

Mea

n 9.14 9.84 10.62 11.34 

6.94** 

S.D. 2.89 2.97 3.30 3.07 

Memory/Cogni

tion Problems 

Mea

n 6.88 7.70 8.88 8.00 

7.12** 

S.D. 2.43 2.64 2.35 3.17 

Thought 

Problems 

Mea

n 11.94 12.35 15.50 14.65 

10.86*

* 

S.D. 4.28 4.96 4.07 3.23 

Note: *p≤.05 level; **p≤.01 level 

 

6) Place of residence and Self-Report 

Table 7 shows the results regarding the influence of the 

Paper ID: ART2019631 DOI: 10.21275/ART2019631 1040 

www.ijsr.net
http://creativecommons.org/licenses/by/4.0/


International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

Index Copernicus Value (2016): 79.57 | Impact Factor (2017): 7.296 

Volume 7 Issue 8, August 2018 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

place of residence of the old age people on their adult self-

report. It can be noted that old people residing in tribal areas 

as compared to those living in towns and cities have 

significantly lower scores on all the dimensions of self-

report. An analysis of the individual items showed that old 

age people from the town and city areas report significantly 

more personal strength, anxious/ depressed, worries, 

somatic complaints, functional impairment, 

memory/cognition problems, thought problems and 

irritable/disinhibited than those living in tribal areas. 

 

Table 7:  Place of residence and Self-Report 
Dimension  Tribal Area 

(N=156) 

Town 

(N=146) 

City f-value 

Personal Strengths Mean 17.36 21.92 21.38 28.98** 

S.D. 5.24 4.37 4.63 

Anxious/ Depressed Mean 15.32 19.07 18.92 20.67** 

S.D. 4.21 5.21 4.93 

Worries Mean 5.86 8.00 8.02 32.98** 

S.D. 2.22 2.18 2.24 

Somatic Complaints Mean 4.55 5.13 5.24 4.41* 

S.D. 1.65 1.86 1.83 

Functional 

Impairment 

Mean 8.80 10.41 10.93 14.04** 

S.D. 2.46 3.53 2.81 

Memory/Cognition 

Problems 

Mean 6.21 8.22 8.81 30.91** 

S.D. 1.94 2.73 2.69 

Thought Problems Mean 10.75 13.97 15.10 29.53** 

S.D. 3.60 4.47 4.41 

Irritable/ 

Disinhibited 

Mean 14.63 18.43 18.66 26.30** 

S.D. 3.77 4.85 4.86 

Note: *p≤.05 level; **p≤.01 level 

 

7) Marital Status and Self-Report 

The table 8 provides the findings regarding the influence of 

the marital status of the old people on their adult self-

report. The table shows that there is no significant 

difference between the married and unmarried the old 

people on their adult self-report. In other words, old 

persons, regardless of being married or unmarried have 

more or less same level of problems with regard to the 

dimensions of personal strengths, anxious/depressed, 

worries, somatic complaints, functional impairment, 

memory/cognition problems, thought problems and 

irritable/disinhibited. 

 

Table 8: Marital status and Self-Report 

Dimension 
 

Married 

(N=226) 

Unmarried 

(N=22) 

Divorce 

(N=14) 

t-

value 

Personal Strengths 
Mean 20.25 18.77 19.5 

0.93 
S.D. 5.34 4.31 3.45 

Anxious/Depressed 
Mean 17.6 17.36 19.28 

0.76 S.D. 5.2 4.45 3.72 

Worries 
Mean 7.26 7.04 6.85 

0.25 
S.D. 2.49 1.88 2.1 

Somatic Complaints 
Mean 4.9 5.13 5.5 

0.83 
S.D. 1.77 2.12 1.82 

Functional 

Impairment 

Mean 9.95 10.04 10.21 
0.05 

S.D 3.15 2.64 3.16 

Memory/Cognition 

Problems 

Mean 7.52 7.5 9.21 
2.47 

S.D. 2.7 2.85 1.67 

Thought Problems 
Mean 13.02 13.18 14.71 

0.92 
S.D. 4.59 3.98 4.14 

Irritable/Disinhibited 
Mean 16.99 18.22 17.64 

0.742 
S.D. 4.93 3.89 4.87 

 

8) Caste background and Self-Report 

Table 9 shows the results regarding the influence of the caste 

background of the old age people on their older adult self-

report. It can be noted that scheduled caste, backward class, 

and open caste old age people experience significantly 

higher level all dimension of older adult self-report than 

those from tribal areas. An analysis of the individual items 

showed that old age people from the town and city areas 

report more personal strengths, anxious/ depressed, worries, 

somatic complaints, functional impairment, 

memory/cognition problems, thought problems and 

irritable/disinhibited than compare with the tribal peoples. 

It‟s showed that the caste shows lesser importance of tribal 

area old age compared with scheduled caste, backward class, 

and open caste old age people. 

Table 9: Caste background and Self-Report 

Dimension  
ST 

(N=109) 

SC 

(N=93) 

BC 

(N=51) 

OC 

(N=49) 
f-value 

Personal 

Strengths 

Mean 16.82 21.15 22.46 21.80 
27.71** 

S.D. 4.48 4.99 5.02 3.60 

Anxious/ 

Depressed 

Mean 15.86 18.56 18.67 18.60 
7.02** 

S.D. 3.92 4.53 6.03 5.47 

Worries 
Mean 5.87 8.07 7.84 7.92 

19.49** 
S.D. 2.23 2.18 2.16 2.45 

Somatic 

Complaints 

Mean 4.62 5.28 4.73 5.52 
4.11** 

S.D. 1.70 1.96 1.90 1.37 

Functional 

Impairment 

Mean 8.99 10.86 10.39 10.10 
6.18** 

S.D. 2.37 3.39 3.28 3.30 

Memory/ 

Cognition 

Problems 

Mean 6.88 7.70 8.88 8.00 

11.45* 
S.D. 2.03 3.01 2.57 2.85 

Thought 

Problems 

Mean 11.22 14.62 13.43 14.46 
11.20** 

S.D. 3.31 4.45 4.86 5.03 

Irritable/ 

Disinhibited 

Mean 15.06 18.88 17.51 18.28 
11.41** 

S.D. 3.64 4.68 4.85 5.85 

Note: *p≤.05 level; **p≤.0.01 

 

5. Summary & Conclusion 
 

“The golden age is before us, not behind us.”-St. Simon 

 

The World Health Organization (WHO) postulates three 

components in its definition of health - the mental, the 

physical, and the social components. While the physical 

component features both subjective dimension and 

objectively measurable basis, the social, and especially the 

psychological components of health in the mentally healthy 

population are primarily accessible through subjective 

assessment of a person. Therefore, the “psychological 

method” is vital to the assessment of the quality of health, 

including its conversion in the form of psychological well-

being. 

 

6. Major Findings of the Research Study 
 

The findings of the study are presented separately for Self 

Report and Mental health status. 

1) A significant influence of age is noted with the age group 

above 65 years reporting significantly higher scores on 

the anxious / depressed, somatic complaints, memory / 

cognition problems, thought problems and 

irritable/disinhibited dimensions.  

2) That there is no significant difference between male and 

female old people on any of the dimensions of adult self-
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report. It can be noted that though differences in self-

reported problems among the two groups of old people, 

the differences are not statistically significant.  

3) It can be noted that old people who are Christians 

recorded more functional impairment than their older 

counterparts who are Hindus, but there are no significant 

difference in the dimension of anxious/depressed, 

worries, somatic complaints, memory/ cognition 

problems, thought problems and irritable / disinhibited.  

4) The analysis showed that uneducated old people reported 

significantly lower scores on the dimensions of 

anxious/depressed, worries, functional impairment, 

memory/cognition problems, thought problems and 

irritable/disinhibited.  

5) The result shows that old age people from the town and 

city areas report significantly more personal strength, 

anxious/ depressed, worries, somatic complaints, 

functional impairment, memory / cognition. 

6) The findings show that there is no significant difference 

between the married and unmarried the old people on 

their adult self-report. In other words, old persons, 

regardless of being married or unmarried have more or 

less same level of problems with regard to the 

dimensions of personal strengths, anxious/depressed, 

worries, somatic complaints, functional impairment, 

memory/cognition problems, thought problems and 

irritable/disinhibited.  

7) It can be noted that scheduled caste, backward class, and 

open caste old age people experience significantly higher 

level all dimension of older adult self-report than those 

from tribal areas. It‟s showed that the caste shows lesser 

importance of tribal area old age compared with 

scheduled caste, backward class, and open caste old age 

people.  

 

7. Future Scope 
 

Further study is necessary to understand how the self- report 

of elderly is related to their physical health. 

 

The larger population sample would lead to a more 

comprehensive and concrete results, hence the population 

size has be to expanded.  

 

Besides self-report form information about quality of life 

would help connect dots of geriatric patients better. 
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