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ABSTRACT 

Old age can be a bliss as well as curse. Physical health and mental health cannot be separated 

from each other; deterioration in physical health may result into negative thought processes and 

vice versa. In this research an attempt was made to understand the relation between functionality 

and depression. A sample size of 1016 older people was taken from Delhi and NCR. Modified 

Lachs Protocol for Activities of Daily Living (ADL) score, the instrumental activities of daily 

living score (IADL) and GDS was used for assessment. A significant difference at p < 0.5 found 

in IADL at 70+ and significant difference at p < 0.5 in ADL at the age of 80 and above. It is 

found that functionality in terms of ADL and IADL reduces with age however depression varies 

with different sociological and cultural factors.         

Keywords: Biological factors and depression, Depression among elderly, Functionality and 

depression, Socio-cultural factors and depression. 

 

INTRODUCTION 

“Mental health and physical health both are equally important for the overall well-being of 

people living in any society or country. Advances in neuroscience and behavioral sciences 

medicine have shown that, like many physical illnesses,  psychological and behavioral disorders 

are the result of a complex interaction between biological, psychological and social factors”.
1 

The loss of function and disability in old age is a dynamic social phenomenon that relate to the 

individual’s physiological and psychological conditions in the milieu of their socioeconomic 

position, cultural norms and broader environmental contexts.
(2, 3)

 Aging raises a host of 
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fascinating issues which have come into focus due to the increasing share of older people in the 

Indian society.
(14-17)

 Although depression is not a part of aging but less severe depression is 

accepted in old age as a response to the life stressors.
(4-9)

The concept of ageing is relative and 

highly subjective. Ageing is perceived differently by different people. In the 21
st
 century it is 

more a social construct and is defined differently in different cultural and social contexts, along 

with it, tremendous advancement in medical and technological field is also changing the 

perception of society towards aging
18

. An athlete of 30 years feels old; several institutions 

consider the 60 years of age as the retirement age; menopause is considered by many women as a 

gateway to old age even if they are chronologically only 40 years.
(10-12)

 That is why age 

nowadays is more a social construct rather than physiological.
18

  

 

Functionality – what does it mean? 

Functionality is also a subjective concept which is relative to an individual person and his actual 

and perceived role. It may be visualized as not merely an absence of impairment, handicap, 

disease or disability but a state of complete ability to function with a sound mind and body in a 

suitable physical and social environment.
13

. Thus functionality is not merely an ability to carry 

out physical life functions but also a state of total mental and psychological health that allow an 

individual to function in his environment to be socially and personally independent besides being 

able to contribute to the advancement of the society in which he lives
3
.  

 

Depression 

People lose most of their life in raising children and pursuing careers. Therefore old age is a 

period of rest, reflection and opportunity to involve in things of interest. But unfortunately, 

golden years are not always so gainful. Later life is associated with events such as chronic and 

prolonged medical diseases,
(30-32)

 loss of friends and loved ones and the inability to take part in 

activities of interest. It hits not only physical well-being but also emotional well-being of an 

individual.
(22-27)

 In US 34 million older people aged 60+ are suffering from depression
19

. Most of 

the times people are not aware of signs of depression or are fearful of admitting it because of 

social stigma attached to mental illness in old age.
20

 

Deterioration in physical health such as sense a loss of control over his or her life due to poor 

eyesight, hearing impairment, loss of muscle strength, wrinkles on body and other physical 

changes, often multiplies with external pressures such as limited financial resources and poor 

relations with family members.
(20, 35)

 Such circumstances often generate negative emotions such 

as sadness, anxiety, loneliness and lowered self-esteem, which in turn lead to social withdrawal 

and apathy
21

. 

Chronic depression is more recurring and persistent and is found to be highly associated with 

level of satisfaction.  It has both physical and mental consequences that may complicate an older 

adult's existing health condition and give rise to new problems.
35

 Many studies suggest that 

lower concentrations of foliate in the blood and nervous system may contribute to depression and 

dementia. It has effects on life satisfaction, mortality rate, cardiovascular diseases
(36, 29)

 and rate 

of recovery from diseases. In addition to biological deterioration and co-morbidities
(30-32)

 the 
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feelings of hopelessness and isolation that often  trigger thoughts of suicide
33

  among older 

adults.
34

  

Potentially harmful effects of depression affect the functional status of older people in many 

ways. Depression not only obstructs hope and optimism
39

 to solve daily hurdles of life but also 

instigates negative thought processes which results into irritating behavior, blaming attitude, 

constraints in interpersonal relationships.
45

 The intensity of the problem doubled due to its 

association with high rate of dependency both physical and economic on related others. That is 

why depression affects the life of the individual suffering with it as well as of those who are 

related to him in one or the other way.
(41-43)

 Depressed older adults also  suffer from  insomnia 

and memory loss.
40

 Usually they  have longer than normal reaction times, increasing the 

possibility of hazards associated with cooking, driving, self-medication and other tasks that 

require full  awareness.
44

 Therefore this study is an attempt to understand the relationship of 

functional status, socioeconomic and cultural  factors with depression in late life. 

METHODOLOGY The present study was a prospective cross sectional study assessing the 

functional status of 1016 older individuals at a given point in time. This was a community-based 

study conducted in the National Capital Region of Delhi.  

 

OBJECTIVES 

 

1. To assess the prevalence of depression across older people of different age, gender, marital     

      status, living arrangement and socioeconomic status.  

2. To assess the relationship between functional status and depression.  

 Inclusion criteria 

In this research study all the people of 60 years and above from upper middle and lower 

socioeconomic class are included. 

Exclusion criteria 

Older people who were below the age of 60 years  and came to Delhi just to spend holidays with 

their children at the time when interviews were conducted but were not the permanent residents 

of Delhi are excluded from the study.  

Tools 

Modified Lach protocol for IADL and ADL 

Geriatric Depression scale Procedure for data collection 

The present study was conducted between 2005 and 2008, in a semi-urban lower and middle 

socio-economic class population in Delhi. It was a task force project funded by Indian Council of 

Medical Research to All India Institute of Medical Sciences (New Delhi) and Department of 

Psychology (University of Delhi).  

The subjects were first identified through the voter list issued by the government of National 

Capital Territory of Delhi. The prospective sample was defined from the voters list and subjects 

were identified by random sampling with reasonable scope in case of absence and death of the 
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identified subject. Consent was taken from the subjects and their family after explaining to them, 

the objectives of the study, its methodology, advantages and disadvantages besides giving them 

the option to refuse to participate.  The subjects were visited first by one of the research team 

(clinical group or psychology group).  

First the subjects were made at ease through a rapport building process so that the subjects can 

express their mind without anxiety and doubt of being strangers talking to them. All the doubts 

of the subjects were clarified if any before administering the questionnaires. On the first visit, the 

research team established a rapport with the subject and the family and collected information on 

personal identification, education, socioeconomic status, family income, family structure, family 

environment, access to social services, access to health services and health care practices etc. 

Subsequently, each research team followed its protocol (prescribed questionnaires). After 

completion of its set of questionnaires the case/family was introduced to the second team. 

The questionnaires were all administered by visiting two or three times to the respondent’s 

residence depending upon the level of fatigue and comfort of the respondent. To avoid making 

the assessment process tiring and monotonous, the questionnaires were administered in an 

informal setting. To prevent the person from becoming overwhelmed by the questions in the 

assessment procedure, an effort was made to elicit the needed information in the course of the 

conversation itself.  

Distribution of the population 

Distribution of population (N=1016) characterized on the basis of age, gender, marital status, 

living arrangement and education. The age was categorized into five groups-Young-Old (60-65 

years), Old (65-70 years) and Old-Old (71-75 years), Older-Old (76-80) and Oldest-Old (81+). 

The population was divided on the basis of gender namely male and female. The whole 

population was categorized into three groups illiterate, primary/ secondary and graduate and 

above on the basis of education. The marital status was categorized as married with spouse 

living, married but widowed and alone/never married. 

 

 

 

ANALYSIS 

Profile of physical function of population 

The functional profile of the older individuals was evaluated using the Modified Lachs Protocol 

for Activities of Daily Living (ADL) score and the instrumental activities of daily living score 

(IADL) to determine the functionality in daily life. Most of the indicators of functionality show a 

significant difference across the age categories used to study the older subjects. In the current 

study 864 (85%) of the individual subjects were independent and 152 (15%) had limited 

dependence. In the current study it is found that 376 (37%) subjects were completely 

independent in incremental activities of daily living whereas 40 (3.9%) were totally dependent 

on others, 600 (59.1%) had limited dependence for incremental activities of daily living. The 
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results show that 34% older people were depressed and 91.8% reported incontinence. Table I 

provides a parameter of functional independence from young old to oldest old. The parenthesis 

indicate the standard deviation of observations recorded in the particular age category. The 

variables marked * indicate those that are statistically significant within the age groups as 

compared to the baseline category of 60-69 years using one way ANOVA, using Bonferroni Post 

Hoc test with p < 0.5. 

Table- I Functional status of the study population (n=1016) 

 
60-64 

(n=501) 

65-69 

(n=281) 

70-74 

(n=107) 

75-79 

(n=78) 
80+ (n=49) 

Total 

(n=1016) 

Total 

IADL 
6.28(2.47) 6.11(2.47) 5.46(2.37)* 5.18(2.21)* 4.04(2.66)* 5.75(2.45) 

ADL 

Score 
19.72(1.37) 19.47(1.73) 19.47(1.69) 19.22(2.42) 18.41(3.55)* 19.43(1.96) 

Legend for table I: Data is presented as mean (+ standard deviation). The variables marked 
#
 

indicate those that are statistically significant across the age groups with p < 0.5. 

 

Profile of Psychological function – Depression 

The data collected on self reported depression shows depression in 34% (345 subjects) 

population from the sample studied. Table II shows the results of data collected by administering 

GDS 67.2% older people were in a normal range, 16.3% had mild depression and 16.4% had 

severe depression.  

 

Table- II Depression across various age groups 

Age categories Depression 

 Normal 
Mild 

depression 

Severe 

Depression 

Age 60 - 64 247(24.3) 55(5.4) 56(5.5) 

Age 65 - 69 171(16.8) 42(4.1) 32(3.1) 

Age 70 - 74 145(14.3) 38(3.7) 45(4.4) 

Age 75 - 79 49(4.8) 12(1.2) 26(2.6) 

Age 80 + 71(7.0) 19(1.9) 8(0.8) 
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Total 683(67.2) 166(16.3) 167(16.4) 

Legend: data presented in the table shows frequency (percentage) of the population studied. 

The results shown in (Table III) are the comparison of gender on depression.It is found that 9% 

woman and 7.5% men are under severe depression however 7.7% females and 8.7% males are 

under mild depression 

 

Table- III Depression across gender 

 Depression 

 Normal 
Mild 

depression 

Severe 

Depression 

Female 354(34.8) 78(7.7) 91(9.0) 

Male 329(32.4) 88(8.7) 76(7.5) 

 683(67.2) 166(16.3) 167(16.4) 

Legend: data presented in the table shows frequency (percentage) of the population. 

 

Table-IV Depression across marital status 

Marital statuses Depression 

 
Normal 

Mild 

depression 

Severe 

Depression 

Married  431(42.4) 108 (10.6) 95 (9.4) 

Married but 

widowed 
247(24.3) 57(5.6) 72(7.1) 

Married but 

separated 
3(0.3) - - 

Never Married 2(0.2) 1(0.1) - 

Total 683(67.2) 166(16.3) 167(16.4) 

Legend: data presented in the table shows frequency (percentage) of the population studied. 

 

Table-V Depression across living arrangement 
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Living 

arrangement 
Depression 

 Normal 
Mild 

depression 

Severe 

Depression 

Living with 

spouse 
63(6.2) 16(1.6) 13(1.3) 

Living with 

spouse and 

children 

380(37.4) 92(9.1) 83(8.2) 

Living alone 240(23.6) 58(5.7) 71(7.0) 

Total 683(67.2) 166(16.3) 167(16.4) 

Legend: data presented in the table shows frequency (percentage) of the population studied. 

 

It is found that depression is more among group of married with spouse living (20%) as compare 

to the group of married but widowed (12.7%) as shown in (Table IV). Among those  
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Table-VI Depression across socioeconomic status 

Socioeconomic 

status 
Depression 

 Normal Mild depression 
Severe 

Depression 

Lower SEC 386(38) 90(8.9) 97(9.5) 

Lower Middle 

SEC 
109(10.7) 23(2.3) 19(1.9) 

Upper middle 

SEC 
137(13.5) 41(4) 30(3) 

Upper SEC 51(5) 12(1.2) 21(2.1) 

Total 683(67.2) 166(16.3) 167(16.4) 

Legend: data presented in the table shows frequency (percentage) of the population studied. 

 

living with spouse and children 9.1% had mild depression and 8.2% had severe depression. It is 

found that depression was lesser among those living with spouse only (i.e. 1.6% and 1.3% mild 

and severe depression respectively). Table VI shows that older people of lower section shown 

more depression when compared with the other classes of socioeconomic status. 

 

DISCUSSION 

The present study shows that depression lowers the functional status in older people.  A 

significant correlation  is found between self reported depression and functional status when this  

is measured by ADL (correlation coefficient r, -0.14; p, <0.001) but not by IADL (r, -0.2; p, 0.4) 

However on studying the correlation with objectively assessed GDS, we found that individuals 

with higher GDS scores showed significant negative correlation with functional status as 

measured by ADL (correlation coefficient r, -0.15; p, <0.001); IADL (correlation coefficient r, -

0.13; p, <0.001, similar findings have been reported by other researchers.
(19, 70)

 A strong 

association between functional dependence, impaired cognition and prevalence of depression has 

been noted in similar population by Ganguli et al (1999).
36

 An older age, female sex, a lower 

socio-economic class, dependent functional status, the prolonged co-morbidities, loneliness 

feeling and being married or divorced were found to be significant predictors for  functional 

dependence and prevalence of depression among older people.
49 

Functionality, Depression and Age 

The comparison of depression among the older people of different age groups shows that 75-79 

age groups
36

 has significantly high depression when compared with the baseline group i.e. 60-64. 

ADL and IADL level significantly deteriorates with age
(36, 37)

 As a result age increase leads to 

the possibilities of physical dysfunction and lowered self autonomy as well as status of older 
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people.
50

 Also it is found that people are suffering more with perceived depression rather than 

actual. A longitudinal study done by -Jeon & Dunkle (2009)
51

 showed that changes in positive 

life events, daily hassles (worries), and environmental mastery were significantly -affect  late-life 

depression.
52 

Functionality depression and Gender 

The results show that there is no significant difference among the older male and female on the 

variable depression although number of females suffering from depression is higher than males. 

There are researches which -support the findings of this research and say that the prevalence of 

depressive is higher in women than in men.
(36-37, 53)

 It is majorly because of the lower social 

status of women in the society and is well evident in this study. Tremendous suppression of 

desires and potentialities and unwanted dependence are responsible for high depression among 

females in society. However in another study It was found that in  women and the young-old (55-

64) the associations between physical health and depression were insignificant, however, in men 

and the old-old (75+) all associations were highly significant 
52 

Functionality, Depression and Living arrangement 

In this research it is found that those who are living alone have no social support system and are 

suffering from depression. According to social disengagement theory older people who are not 

engaging themselves in social activities are depressed.
46

 Older people who are living alone with 

their physical limitations and owe the responsibility of rearing themselves with limited resources 

are suffering more from severe depression as compared to widowers who are living with 

children.
(46-48)

 In studies from China and Japan, emotional support from children was positively 

associated with parent's self-rated health. Depression was found to be associated with low 

emotional support from relevant others, reception of instrumental help
38

 and being a widower 

who did not share living arrangements with children.
(53-55)

 In the absence of community based 

formal care system those who have no close family, no children or poor relationships with their 

children tend to be isolated with few social resources and have high rate of prevalence of 

depression.
56

  

Also it is found that older couple living with children are found in severe depression. It is 

majorly due to the changes in value system of family and socio-economic pressure in today’s 

contemporary society.
58

 In today’s scenario older people are considered as a burden on the 

family and society as a whole. Nuclear family system, economic constraints, women 

participation in workforce brought major changes in the family value system and lowered the 

status of elderly member of the family because of his functional and financial dependence,
(57, 59)

 

Less availability of old age homes as well as stigma associated with older parents going to old 

age home worsened the condition of elderly couple who are abused by their own close relatives. 

There is a strong need for community based services and old age homes in the society. The 

emotional support from family increases the utilization of health practices reduces stress and 

facilitates access to formal and informal care system.
(60,61)

  In the absence of formal care system 

as well as community services for older citizens, cases of elder abuse are rapidly increasing in 

the society. Therefore, in a highly collectivist society like Singapore
62

 and India values of family 

unity and interdependence are encouraged, living alone would have a negative effect on   

psychological and physical health of the elderly. 
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Functionality, Depression and Socio-economic status 

It has been found in many research studies that depression among older adults result into 

functional impairment, poor quality of life,  excessive use of health services, and increase in rate 

of mortality.
(63-67)

 Also people belong to low socio-economic level are suffering more from 

depression when compared with people of middle and high socio-economic strata. However low 

socioeconomic status, loss of spouse, living alone, chronic co-morbidities, cognitive impairment, 

poor ADL and IADL are the potentially modifiable risk factors for depression in the geriatric 

population.
(68,69)

 Some kind of financial security may help geriatric population to maintain a 

decent life which in turn boosts mental health.  

CONCLUSION 

This study shows that outcome of depression is determined more by socio-economic and cultural 

factors as compare to biological or hereditary factor and it could be one of the reasons for its 

high prevalence of depression in society. Social programs and health care programs usually fails 

or found to be lesser effective because of huge size of population, unwillingness of the society to 

change and absence of holistic perspective in therapeutic intervention programs. The root cause 

of poor mental health lies within the attitude of people towards their older citizens at societal 

level. The society is developing, per capita income is increasing, people are adopting different 

strategies to cope up with increasing demands for quality of life but in this process the traditional 

values are losing their space where people give utmost value to the experience of the most 

elderly person of the family. Unfortunately it has been replaced by the most ignorant members of 

the family who don’t know what is happening in the world, how to use technology and earn 

money quickly. Therefore intervention programs need to be run at family level and school level 

to move forward with traditional values and promote a balanced outlook in the society.   

SUGGESSTIONS 

 There is a lack of proper screening of Geriatric population to identify people with high risk of 

depression. 

 Some of the predictors of depression are potentially modifiable. Therefore interventions should 

be designed to target potentially modifiable variables and reduce risk of depression. 

 Work should be done in the areas of counseling and support, individual and family therapy for 

dealing with poor functionality. 

  Older people should be encouraged to consult a doctor before making changes in their life style. 

 There is a need of a psychologist who specializes in aging issues to help older people in 

developing individual strategies to combat depression. 

 Society should come forward to boost the self esteem of its grey haired citizens and try to make 

them more socially productive and happy. 

 Policy should be formed in a way which reduced the possibilities of depression and address other 

health related issues of older citizens.  
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