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Abstract:

Background: India is in the process of rapid
demographic progression of increased life expectancy
and aging with geriatric population of 7.2 percent
which is estimated to rise to 20 percent in 2050. With
increasing geriatric population elderly with dementia
and associated depressiveillnessare expectedtorisein
number to almost an epidemic. Among the morbidity
encountered in elderly, depressive disorders are
common. Aim & Objectives: The present study was
conducted with the objective to assess the extent and
degree of depression in elderly, and study some
correl atesassociated with depressioninthem. Material
& Methods: The study was carried out at geriatric
clinic of Dr. D. Y. Patil Medical College, Pune under
the guidance of department of community medicine.
Methodology: Therandomly selected elderly abovethe
age of 60 years attending the clinic and willing to
participate in study were administered the
guestionnaire of Geriatric Depression Scale (GDS),
scores were given, based on which the subjects were
categorized as mild, moderate and severe. Those with
score >5 were considered as suggestive of depression
and somefactorsstudied wereanalysedto find out their
association with depression. Results: It was reveaed
that the proportion of elderly having depression was
52.4% with 84.6% of depressed in age group of 76-80
years. Moderate to severe type was more commonly
seen in illiterate; however some degree of depression
waspresentin all elderly irrespective of literacy status.
Moderate to severe type was seen more commonly in
elderly living in nuclear families (23.8%), and living
alone (33.3%). Thus more than half of elderly studied
were having depression, and it was observed that asthe
age advanced the degree of depression significantly
increased. Some of the factors studied like low

education status, poor economic status, nuclear family
status, single status, loneliness, were associated with
depression. The GDS Scale can be considered asatool
for early detection and prompt action. Conclusion: The
prevalence of depression in elderly is a matter of
concern. The GDS can be used asasimple, easy to use,
non-intervention based tool for early detection and
prompt action. Tackling the health related issues like
depression along with social and income security will
go along way in adding life to their years instead of
yearstolifeof elderly.

Keywords: Elderly Depression, GDS, Screening Tool
for Depression

Introduction:

Popul ation aging isone of the greatest triumphs of
humanity, butisthegreatest challengeaswell. The
biggest achievement of the last century was
greater longevity that has resulted in increasing
geriatric population worldwide. By 2025 the
elderly population globaly is expected to rise
more than 1.2 billion with 840 millions in the
developing countries[1].

Indiaisin the process of rapid demographic aging
The country haswitnessed an improvement inlife
expectancy at all ages and along with decrease in
fertility rates, it hasresulted in increasing elderly
population. India, the second most populous
country in the world is home for more than 76
million people aged 60 years and above i.e. the
geriatric population is 7.2% of the total
population. By 2030, the geriatric population will
be 195 million which is estimated to rise to 308
million by 2050 constituting about 20% of the
total population[2].
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In India, currently at least 3.7 million elderly
people are living with dementia which is
associated with depressiveillness, and the country
isonthe brink of avirtual dementiaepidemic; the
number is expected to increase two-fold by 2030
and three-fold by 2050 due to increasing number
of depressive illness in the elderly age group. In
India, the annual cost of taking care of a person
with depression associated dementia has been
estimated to be INR 43,285; which is met as an
extraburdenonthefamilies[3].

The World Heath Organization (WHO) has
estimated that the overal prevalence rate of
depressive disorders among the elderly generally
varies between 10 and 20%, depending on the
cultural situations [4, 5]. The community-based
mental health studiesin India have revealed that
the point prevalence of depressive disorders in
elderly Indian population varies between 13% and
25% [6, 7]. Depression is not a natura part of
aging. There is presumptive evidence that
ecological, cultura and socia factors have
considerable influence on the incidence and
clinical manifestationsof depression.

| schemic heart diseases are major causes of death
inelderly. Thevariouslifestylerelated risk factors
are associated with it in elderly as well.
Depression is also an independent risk factor for
theonset of cardiovascular disease[g].
Additionally mental illness is associated with
increase in frequency of risk factors such as
obesity, hypertension, poor diet, physical
inactivity, hazardous drinking and tobacco use
which are considered as the diseases of tomorrow
[9,10].

A study was undertaken to assess the extent and
degree of depression in elderly by using a
screeningtool, find out some correl ates associ ated
withit and refer those with depression for in depth
psychological assessment.

M aterial and M ethods;

The study was conducted at the geriatric clinic of
Dr.D.Y. Patil Medical Collegeunder theguidance
of Department of Community Medicine. The
patients attending the clinic were randomly
selected and the information about their
identification, their educational status, economic
dependence, family typeetc. wascollected.

After explaining the purpose of the study they
were administered the questionnaire and the
scoresweregiven. Informed consent was obtai ned
from patients before the information was
collected. Permission from head of institute was
taken and ethical clearance was obtained from
Institutional Ethics Committee of the college
before starting the study.

The study was designed as hospital based patient
population study. Individuals above 60 years of
age and both sexes who were visiting geriatric
clinic OPD of Dr. D. Y. Patil Medical College,
Pune. Thestudy was undertaken from 1% July 2014
to 31° August 2014 intheperiod of 2 months.
Sampl e size calcul ation was considered by taking
the prevalence of 25%, the sample for study was
considered to be around 75 [sample size was
considered as100]

Elderly above 60 years who were interested to
participate in the study wereincluded. Those who
were not willing to participate, patients with
severe mental deterioration, severe cognitive
impairment, deafness or severe physical
morbidity wereexcluded.

DataCollection Procedure:

Information was collected on predesigned,
structured proforma. Information collection was
done by using the questionnairetrandated inlocal
language.

Based on the positive and negative correct answers,
scores were given and assessment was made about
the extent of depression. The GDS-15 score of >5
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issuggestive of depression. (Score: 0-4-normal, 5-
8mild, 9-11 moderate, 12-15 severe) [11]. So, with
the help of this assessment tool the patients having
suggestion of depression were identified, referred
and counselled whenever needed.

Socio demographic profile of the subjects studied
was analyzed, and proportion of depressed elderly
and the degree of depression was assessed as per
the age group. For further analysis of correlates
associated with depression, moderate and seve-
rely depressed groups were clubbed together as
thenumber wasless.

The data was analyzed as per the type of family,
marital status, educational status, etc. After
categorizing, mild depression cases were referred
for counseling whilemoderateto severeoneswere
referred to specialistsfor expert care.

Religion
i Hindu

| Muslim
i Buddha

Living Arrangement

m Alone

m With spouse only

B With spouse & children
B With children only

m Nuclear

Statistical Analysis:

Data collected was analyzed using SPSS-20
softwarewith appropriate statistical tests.

The Geriatric depression scale is found to have
92% sensitivity and 89% specificity when
evaluated against diagnostic criteria. The validity
and reliability of the tool has been supported
through both clinical practiceand research[11].

Results:

Majority of the study participants (50.5%) werein
the age group of 60-65 years. The study sample
comprised of 56.3 % of femaes. Most common
religion was Hindu (91.3%). The percentage of
study participants who were married was 76.7 %
and most of them (81.6%) were economicaly
dependent. Very few (19.4%) were getting

Education

o llliterate

® Primary to
higher
sacondary

school
W Graduate &
Above

Type of Family

= loint

» Extended

Fig. 1. Socio-demographic Profile of the Elderly
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pension. Only 5.8% of the study participants were
living alone and rest all were living either with
their spouseor children asshowninFig. 1. Most of
the study participants were from upper lower
(34%) and upper middle (32%) class family.
Majority of elderly i.e. 62.1% of them were not
working.

The association of the socio demographic factors
was studied with depression. Though the trend
was evident with all thefactors, level of statistical
significance could not be seen except between the
age group and degree of depression which was
statistically significant as seen in the following
tables.

Among thel03 elderly studied 54 (52.4%) were
found to be having depression as per the score by
GDS scale. It was observed that out of 13 elderly
study participants in 76 to 80 years of age,

11(84.6%) were depressed. Therate of depression
increasedwithincreasing age. (Tablel)

M oderate to severe depression was most common
intheagegroup of 71-75yearsold subjectsandthe
differencewasstatistically significant (Table 2).

Moderate to severe depression was more
commonly observed in illiterate participantsi. e.
25.8% as compared to literate. However some
degree of depression i.e. mild degree was seen in
all elderly irrespective of literacy status (26.3% to
35.5%) as seen in Table 3. The differences
however werenot statistically significant.

M oderate to severe depression was observed to be
more in the elderly who were from nuclear
families and mild depression in those who were
from extended families in Table 4. These
differences however were not statistically
significant.

Table 1: Age Group and Depression

Age De;z(r)/ised Non-I%;E) )ressed Total (%)
60-65 | 23(44.2) 29(55.8) 52 (100%)
66-70 | 10(52.6) 9(47.4) 19(100%)
71-75 | 10(52.6) 9(47.4) 19(100%)
76-80 | 11(84.6) 2(15.4) 13(100%)
Total | 54(52.4) 49(47.6) 103(100%)

x’= 6.802, P=0.078

Table 2: Age Group and Degree of Depression

Age | Normal (%) | Mild (%) | Moderateto Severe (%) | Total (%)
60-65 29 (55.8) 14(26.9) 9(17.3) 52(100%)
66-70 9(47.4) 7(36.8) 3(15.8) 19(100%)
71-75 10(52.6) 3(15.8) 6(31.6) 19(100%)
76-80 2(15.4) 9(69.2) 2(15.4) 13(100%)
Total 50(48.5) 33(32.0) 20(19.4) 103(100%)

x’= 13.119, P =0. 041
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It was observed that most of the study participants
who were widowed, divorced & separated were
suffering from mild depression (50%) whereas
amost equal percentage in both categories
(married 19% and widowed, divorced & separated
20.8%) were suffering from moderate to severe
depressioninTableb.

Most of the study participants (50%) living with
their children were suffering from mild depression.
M oderate to severe depression was more common

(33.3%) in study participants who were living
alonein Table 6. Therewas no association between
marital status, living arrangement and proportion
of personswith depression.

Discussion:

ThedemographictransitioninIndiaispredictedto
transform the current popul ation “pyramid” into a
“pillar” by theyear 2050,thisgeriatric boom needs
agreater demand on already overstretched burden
on heath budget and has been identified as one of

Table 3: Depression and Educational Status

Educational status Normal (%) | Mild (%) | Moderateto Severe (%) | Total (%)
[lliterate 12(38.7) 11(35.5) 8(25.8) 31(100%)
Primary and secondary School 28(52.8) 17(32.1) 8(15.1) 53(100%)
Graduation and above 10(52.6) 5(26.3) 4(21.1) 19(100%)
Total 50(48.5) 33(32.0) 20(19.4) 103(100%)

x*= 2.381, P=0.666
Table 4: Depression and Type of Family

Typeof family | Normal (%) | Mild (%) | Moderateto Severe (%) | Total (%)

Nuclear 20(47.6) 12(28.6) 10(23.8) 42(100%)

Joint 21(55.3) 9(23.7) 8(21.1) 38(100%)

Extended 9(39.1) 12(52.2) 2(8.7) 23(100%)

Total 50(48.5) 33(32.0) 20(19.4) 103(100%)

x*= 6.508, P=0.164
Table 5: Depression and Marital Status
Marital Status Normal (%) | Mild (%) | Moderateto Severe (%) | Total (%)
Married 43(54.4) 21(26.6) 15(19.0) 79(100%)
Widowed, Divorced and o
Separ ated 7(29.2) 12(50.0) 5(20.8) 24(100%)
Total 50(48.5) 33(32.0) 20(19.4) 103(100%)
x*= 5.603 P=0.061
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Table 6: Depression and Living Arrangement

Living arrangement Normal (%) | Mild (%) | Moderateto Severe (%) | Total (%)
Alone 2(33.3) 2(33.3) 2(33.30) 6(100%)
With Spouse Only 6(46.2) 3(23.1) 4(30.8) 13(100%)
With Spouse and Children 37(56.) 19(28.8) 10(15.2) 66(100%)
With children Only 5(27.8) 9(50.0) 4(22.2) 18(100%)
Total 50(48.5) 33(32.0) 20(19.4) 103(100%)

¥*= 5.603 P=0.061

the top challenges under primary health care [1].
WHO has highlighted the issue of geriatric health
over the years, with World Health Day themes as
Add life to years (1982), and Hedthy living:
Everyone a winner (1986), then Active aging-
makes the difference (1999) [12]. Depression is
often reversible with prompt recognition and
appropriate treatment. However, if left untreated,
it may result in the onset of physical, cognitive,
functional, and social impairment, as well as
decreased quality of life, delayed recovery from
medical illness and surgery, increased health care
utilization, and suicide.

In the present study among the elderly studied 54
i.e. 52.4% were depressed. A high proportion of
moderate to severe type of depression is seen in
the age group of 71-75 years and more (Table 1
and 2). Using the GDS scale in another study
among 678 elderly studied 61.4 % scored positive
for depression [13]. With increasing age afeeling
of isolation from society and hopelessness are
important agonizing problems of old age due to
which elderly are proned to depression. In other
studies [13, 14] there is no relationship between
age and prevalence of depression but in our study
there is significant association between age and
depression asalmost 84% among theelderly arein
age group of 76-80 years and more are signific-
antly associated with severity of depression (Table
land?2).

In one study it was reveal ed that out of 60 elderly

respondents, 16(26.67%) were normal,
23(38.33%) were in moderate depression and
21(35.00%) were in severe depression [15].
Others observed that 27% were normal, 7% were
border line and 66% were depressed. Depression
wasfoundto bemoreinfemales75%][16].

Some researchers revealed that out of 32(27.6%)
persons diagnosed with depression, 24 were of
mild severity and rests 8 were of moderate
severity. Depression tends to be diminishing with
advancing age[17].

A meta-analysisfound thedepressioninelderly to
be more in India 18.2 % which was significantly
higher than therest of theworld. Less competitive
lifestyles improved mental health facilities with
integration with primary health care could be
responsible for lesser prevalence rates in some
developed Asian countries[18].

Thus different workers have reported varying
prevalence of depressionin elderly, which may be
duetodifferencein methodol ogy and scal esused.

The education of elderly is important factor
associated with depressionin old age, in our study
severe depression was common in illiterate
subjects as they were observed to be having mild
to moderate depression (Table 3). Multiple
logistic analysis revealed in a study that the
significant independent predictors of depression
were higher age, low education and financial
dependence, unemployment and illiteracy and
were seen to be associated these factors [13, 14,
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17]. Hliteracy leads to unproductive life and
greater difficulty in getting jobs making them
dependent onthe other family members.

Support of thefamily inthe older ageisimportant,
elderly living with their children and grand-
children feel more comfortable. In our study
elderly from nuclear families seem to be having
moderate to severe depression (Table 4). Some
studies found that 32 (53.33%) were living in
nuclear family, 22(36.67%) were living in joint
family, 6 (10.00%) wereliving in extended family.
Similarly in another study, it wasreveal ed that out
of 698 elderly studied 73.74% elderly wereliving
injointfamilies[15,19].

Depression in the late life occursin the context of
numerous social, developmental and biological
diversities which include the instances like death
of spouse, retirement etc. In our study it was seen
that most of elderly who were widowed, divorced
and separated were suffering from depression
(Table 5). Death of the spouse renders them
vulnerable to mental stress; widowhood has been
strongly associated with depression in severd
studies[20, 21].

Inastudy at Surat 74.4 % more unmarried elderly
were having depression as compared to 18.2%
married elderly and difference was significant
statistically intwo groups[22].

Majority of elderly are usually living with family
members, it shows that there exist strong family
support system in rural areas but in urban areas it
may not be true. Elderly living with spouse and
children get more emotional support than elderly
living alone. Living alone can be taken as a
surrogate measure of lonelinesswhich may bedue
to the fact that the traditional care takers like
sons/daughters and daughter in laws working
outside home leaving them alone at home most of
thetimeintheday.

Some researchers observed that their living
arrangement was such that, out of 600 elderly, 205
(68.33%) elderly couples were there, 120 (20%)
elderly were staying with their children, whereas

31 (5.27%) with relatives and 39 (6.5%) were
staying aone. Other researchers found that
9(2.49%) person were living with their distant
relatives, 13 (3.60%) were living aone, 35
(9.69%) were living with their spouse, 175
(48.47%) couples were living with their family.
Lonelinessinthelivesof elderly can be major risk
factor for occurrence of depression, dueto loss of
loved ones like wife, child or close friends; these
findings were seen in a study with overall
prevalenceof depression 58.5%[23, 24].

The depression in elderly often goes undetected
and is considered to be norma part of aging
process and anatural reaction to chronicillness. It
is taken as stereotyping as elderly are considered
as less energetic, less valuable to potentia
employer; this attitude by family members can
lead to discrimination and itself can become
important factor for depression. GDS can betaken
asatool whichissimple, easy to use, without any
intervention. GDS-15 is designed specifically to
screen depression among elderly. It can be used as
a valid public health instrument, which can be
utilized as atool to assess elderly about presence
of depressionfor further referral to specialists.

Conclusion and Recommendations:
Theprevalence of depressioninelderly isfoundto
be quite high, and it increases asthe age advances,
therefore elderly can be considered as vulnerable
population for depression. The GDS can be taken
as a simple, easy to use screening tool for its
detection and prompt action. This scale can be
incorporated inthe ComprehensiveHealth Card to
be used for the regular monitoring of their health.
Counseling sessions should be made available in
the Geriatric Clinic, involving family members so
that elderly can be considered as asset rather than
liability.

Acknowledgement:

The above study was approved and sponsored by
Indian Council of Medical Research (ICMR) as a
part of Short Term Student'sresearch (STS) project.

© Journal of Krishna I nstitute of Medical Sciences University 30



JKIMSU, Voal. 4, No. 3, July-September, 2015

Vandana A. Kakrani et. al.

10.

11.

12.

13.

14.

References

WHO, Primary Health care: Indian scenario, Geneva;
WHO 2008.

Zile Singh. Aging: The Triumph of Humanity- are we
prepared to face the challenge? Indian Journal of
Public Health 2012; 56(3):189-195.

RabindraNath Sinha: Make dementia a public health
priority inIndia. Indian Journal of Public Health 2011,
55(2): 67-69.

Rangaswamy SM. Geneva, Switzerland: The World
Health Organization; 2001. World Health Report:
Mental Health: New understanding New Hope.

Wig NN. World Health Day, 2001. Indian J Psychiatry
2001; 43:1-4.

Nandi DN, Ajmany S, Ganguli H, Banerjee G, Bora
GC, GhoshA. Thelncidence of mental disordersinone
year in a rural community in West Bengal. Indian J
Psychiatry 1976; 18:79-87.

Ramachandran V, Menon Sarada M, Arunagiri S.
Socio-cultural factorsin late onset Depression. Indian
JPsychiatry 1982;24:268-73

Van Der Kooy K, Van Hout H, Marwijk et al.
Depression and the risk for cardiovascular diseases:
systematic review and meta-analysis. Inst J Geriatric
Psychiatry 2007;22:613-26

Noriwen A, Nefs G, Carmlau | et al. Prevalence of
depression in individuals with impaired glucose
metabolism or undiagnosed diabetes. Diabetes Care
2011;34:752-62

Prince M, Patel V, Saxena S et al. No health without
mental health. Lancet; 370: 859-77.

Greg SA. The Geriatric Depression Scale (GDS) 2012;
4. http://consultgerirn.org/uploads/File/trythis/
try_this_4.pdf

WHO Active aging: A policy framework Non
communicable Disease Prevention and health
Promoation, Aging and lifecourse, Geneva, Switzerland
WHO 2002.

Akhtar H1, Khan AM, Vaidhyanathan KV, Chhabra P,
Kannan AT. Sociodemographic predictors of
depression among the elderly patients attending
outpatient departments of atertiary hospital in North
India. IntJPrevMed 2013; 4(8): 971-975.

Nair Sregjith S, Hiremath SG, Ramesh, Pooja, Nair
Sreekanth S. Depression among Geriatrics: Prevalence

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

and associated factors. Int J Curr Res Rev 2013; 5(8):
110-112.

Saroj, ShakuntlaPunia, Chandra K. Singh, Shanti
Balda. Psycho-Social Status of Senior Citizen and
Related Factors. JHumEcol 2007; 22(3):255-259.
Thilakavathi S, Uenkatarao T, Ramakrishnan R, Suresh
Kumar SK, Gupte MD. A study on psycho-social
aspectsof geriatric peopleinarural area. Indian J Prev
Soc Med 1999; 30(2):66-73.

Singh VB, Nayak KC, Kataria DK, Verma SK, Jain P,
Sidhu D et al. Psychiatric co-morbidities in patients
attending geriatric clinic at a tertiary care hospital.
Journal of the Indian Academy of Geriatrics 2005;
1(2):65-68.

BaruaA, Ghosh MK, Kar N, Basilio MA. Depressive
disordersin elderly: An estimation of thispublic health
problem. JIMSA 2011, 24 (4):193-194.

PaddaAS, MohanV, Jagjit Singh, Deepti SS, Gurmeet
Singh, Dhillon HS. Health Profile of Aged Personsin
Urban and Rura Field Practice Areas of Medical
Collage, Amritsar. Indian J Comm Med 1998;
23(2):72-76.

Zinoosk S, Shrchter SR, Sledge PA, PaulusM, Judd L L.
The spectrum of depressive phenomenon after spousal
bereavement. J Clin Psych 1994; 55 (supp):29-36.
Turvey CL ,Carney C, Arndt S, Wallace RB, Herzog R.
Conjugal lossand syndromal depressionin asample of
elderly aged 70 years or older. Am J Psychiatry 1999;
156(10):1596-1601.

Minicuci N, Maggi N, Pawan M, Engi G, Crepaldi G.
prevalence rate and correl ates of depressive symptoms
in older individuals. J Gerontol A Biol Sci Med <
2002; 57(3): M155-161.

JariwalaV, Bansal RK, Patel S, TamakuwalaB. A study
of depression among aged in Surat City. Nat J Comm
Med 2010; 1(1): 47-49.

Kishore S, Garg BS. Socio-medical Problems of Aged
Population in a Rural Area of Wardha District. Indian
Journal of Public Health 1997; 41(2):43-48.

Bhatia SPS, Swami HM, Thakur JS, BhatiaV. A Study
of Health Problems and L oneliness among the Elderly
in Chandigarh. Indian J Comm Med 2007; 32(4):255-
258.

"Author for Correspondence: Dr. Atul V. Desale, Department of Community Medicine, Dr. D. Y. Patil Medical College,
Pimpri, Pune-411018 (Maharashtra) India Cell: 8446146689 Email: dr.a.v.desale@gmail.com

© Journal of Krishna I nstitute of Medical Sciences University

31



