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A Comparative Study of Depression and Associated Risk
Factors among Elderly Inmates of Old Age Homes and
Community of Rajkot: A Gujarati Version of the Geriatric
Depression Scale-Short Form (GDS-G)
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Background: The prevalence of depression among elderly people varies across different setups such as old age homes (OAHs), community, and
medical clinics. Aims: The aim of this study was to compare the epidemiological factors pertaining to depression among elderly residents of OAHs
and community, using a new Gujarati version of the Geriatric Depression Scale-Short Form (GDS-G). Settings and Design: A cross-sectional,
epidemiological study conducted in an urban setup of Western India. Materials and Methods: All the eligible 88 elderly residents of all the
six OAHs and 180 elderly residents from the same city were administered a pretested semistructured questionnaire having the GDS-G form.
Statistical Analysis: Descriptive statistics, odds ratio, Spearman’s rank correlation test. Results: The elderly of OAHs were more depressed
compared to those of community (odds ratio = 1.84; 95% confidence interval = 1.09-3.06). Older age, females, weaker family ties, economic
maladies, poorer self-perception of health status, presence of chronic ailments, absence of recreational activity, lack of prayers, impaired sleep,
history of addiction emerged as the predictors of depression in both the setups. More health complaints and a later self-perception of visit to a
doctor were found among the depressed than the nondepressed in both the setups. Conclusions: Depressive symptoms were quite high among
the elderly in both the setups. Special attention should be given toward health checkups of depressed persons in the OAH and improvement
of family ties among depressed persons of the community.
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population of India makes the burden of depression increase
over time. Studies using different screening criterion have been
conducted at various setups such as community, psychiatric
clinics, outpatient departments, and old age homes (OAHs)
to gauge the prevalence of depression among the elderly.
However, they have revealed a varying range of prevalence

INTRODUCTION

The global share of people aged >60 years has increased
from 9.2% (1990) to 11.7% (2013) and is projected to
reach 21.1% of the world’s population by 2050. Globally,
the number of people >60 years is expected to more than

double, from 841 million people in 2013 to more than
2 billion in 2050.M Although India was ranked 105" in the
global country-wise ranking of percentage of population
aged >60 years (8.2%),!"! the sheer large numbers of elderly
population in India (96 million) coupled with the ever
increasing life expectancy make it the second largest country
of the elderly in the world.

Depression is among the most common psychiatric disorders
among the elderly.”” The ever-increasing proportion of elderly
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of depression throughout the country.” Studies in similar
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geographical locations using the same set of tools to evaluate
depression across multiple setups can provide comparative
insights into the scenario of depression.

Hence, this study was planned out to provide a comparative
scenario of depression and its associates among elderly
residents of OAHs and the community in the same geographical
location.

MarteriALs AND METHODS

Sampling technique

All the elderly residents (>60 years of age)™ of all the six OAHs
of Rajkot city were studied. Elderly who had any demonstrative
hearing, understanding, speech impairment, or refusing to be
part of the study were excluded. A total of 88 elderly residents
were thus obtained from the OAHs. To get details of the elderly
of the community, it was decided to have twice the number of
elderly from the community as that obtained from the OAHs.
Hence, a total of 176 elderly residents were to be studied. It
was decided to have an equal representation of the elderly
residing in the 'slum/semi-slum' and 'non-slum' areas of the
entire city. Multistage sampling method was used to select
the households. Stage I: all the three 'zones' (East, West, and
Central) as demarcated by the Rajkot Municipal Corporation
were included in the study. Stage 2: from each 'zone,' two
'slum/semi-slum' and two 'mon-slum' areas were selected by
simple random sampling. Hence, from each 'zone,' four areas
were selected. Stage 3: from each area, 15 elderly persons were
selected,; totaling up to 180 elderly persons across the 12 areas of
the city. Stage 4: after reaching the center point of the area, the
first nearest household on the East (purposively) was selected as
the starting point. All the elderly persons within one household
were covered and then adjacent households were visited till 15
elderly persons from one area were obtained. Standard ethical
protocol was adhered to at all stages of the study.

Study instruments

A pretested, semistructured interview schedule was used. Sleep
duration <7 hours within a period of 24 hours was considered
as 'impaired sleep.'™ Enquiries into common preexisting
chronic health ailments were made. A 7-point Likert scale was
used to enquire as to which stage of illness the elderly would
be most likely to visit a doctor. Guidelines of the VII'"" Joint
National Committee on Prevention, Detection, Evaluation,
and Treatment of High Blood Pressure (JNC-VII) were used
for classifying blood pressure.[®)

The study used the 15-item Geriatric Depression rating Scale
Short Form (GDS-15/GDS-SF) for screening for depression in
the elderly population.!”” GDS-SF has shown good sensitivity
and specificity for predicting depressive disorders in different
settings.®1% Keeping the local language proficiency, it
was decided to use Gujarati version of the questions for
assessing depression and emotional well-being. The Gujarati
version (GDS-G) had been extensively reviewed and reframed
before the actual start of this study.

Statistical analysis

The data were entered and analyzed using Epi Info software
version 3.5.11") and MS Office Excel 2007. For all analyses,
the level of statistical significance was defined as P < 0.05.

ResuLts

Profile of depression

Table 1 shows that the association of depression was
significantly more (odds ratio [OR] = 1.84; 95% confidence
interval [CI] = 1.09-3.06) among the elderly of OAHs (46.6%)
as compared to community (32.2%). The proportion of males
and females being depressed was more in OAHs (46.7% males
and 46.6% females), than in community (24.7% males and
37.9% females). A positive correlation was found with rising
age and levels of depression in both settings (OAH: Spearman’s
rho = 0.38, P = 0.00; Community: Spearman’s rho = 0.32,
P =0.00).

It is pertinent to note that though feeling of 'being neglected by
their family members' was significantly more among the elderly
of OAHs than community (OR = 3.81; 95% CI = 2.16-6.74),
the prevalence of depression was more among those grousing
such a feeling of neglect by family members and yet staying in
community (67.9%), rather than in OAHs (54.3%).

Although the feeling of 'being a burden to the family' was
significantly higher (OR =2.20; 95% CI = 1.25-3.87) among
inmates of OAH, the prevalence of depression was higher
among those harboring such a feeling in community (69.4%)
than in OAHs (52.9%).

The 'feeling of loneliness' was significantly higher (OR = 1.89;
95% CI = 1.09-3.26) among residents of OAHs. However,
the prevalence of depression was higher among those elderly
persons who inspite of staying in community (86.7%) had
a 'feeling of loneliness' as compared to those having such a
feeling but staying in OAHs (79.4%).

There was a negative correlation between “monthly income
received now” and the levels of depression in both setups (OAH:
Spearman’s tho =—0.223, P=0.037; Community: Spearman’s
rho=-0.346, P =0.000).

Health status

The prevalence of depression in both OAH and
community decreased as one proceeded from the bottom
level (not-healthy) to the top tier (mostly-healthy) of the
pyramid of 'self-perception of health-status' [Table 2]. The
presence of health complaints was more among depressed
in both setups. A larger proportion of elderly persons who
were suffering from diabetes mellitus, hypertension, and
ischemic heart disease were found depressed in OAHs than
in community. The prevalence of depression among those
who had 'mormal and pre-hypertension' was (13/36) 36.1%
for inmates of OAHs as compared to (25/97) 25.8% for the
elderly of community. The presence of depression among
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Table 1: Profile of depression among elderly inmates of old age homes and community

Feelings experienced OAH, n/N (%) Community, n/N (%) OR 95% CI
Depression present 41/88 (46.6) 58/180 (32.2) 1.84 1.09-3.06
Neglect
Neglected by family members 46/74* (62.2) 53/176* (30.1) 3.81 2.16-6.74
Depression present among those feeling neglected 25/46 (54.3) 36/53 (67.9) 0.56 0.25-1.27
Burden
Feeling of burden to family 34/74% (45.9) 49/176* (27.9) 2.20 1.25-3.87
Depression present among those feeling of being a burden to family 18/34 (52.9) 34/49 (69.4) 0.50 0.20-1.23
Loneliness
Feeling of loneliness 34/88 (38.6) 45/180 (25.0) 1.89 1.09-3.26
Depression present among those feeling lonely 27/34 (79.4) 39/45 (86.7) 0.59 0.18-1.96
Financial independence
Deprived of financial independence 48/88 (54.5) 54/180 (30.0) 2.80 1.65-4.74
Depression present among those feeling deprived of financial independence 29/48 (60.4) 30/54 (55.6) 1.22 0.55-2.69
Financial security
Worried of financial security 20/88 (22.7) 25/180 (13.9) 1.82 0.94-3.50
Depression present among those worried of financial security 16/20 (80.0) 18/25 (72.0) 1.56 0.38-6.31
*No family members present: OAH - 14 inmates; Community - 4 persons. OAH: Old age homes, OR: Odds ratio, CI: Confidence interval
Table 2: Health status of the depressed elderly inmates of old age homes and community
Characteristic OAH (N=41),n (%) Community (N=58),n (%) OR 95% ClI
Self-perception of health status (n/N)
Depression among those feeling “mostly-healthy” 3/28 (10.7) 9/81 (11.1) - -
Depression among those feeling “somewhat-healthy” 17/32 (53.1) 20/59 (33.9) - -
Depression among those feeling “not-healthy”* 21/28 (75.0) 29/40 (72.2) - -
Presence of health complaints
Persons with depression 40/41 (97.6) 56/58 (96.6) 1.43 0.12-16.30
Persons without depression 42/47 (89.4) 94/122 (77.0) 2.50 0.90-6.93
Depression among persons with prediagnosed chronic ailments (n/N)
Diabetes mellitus 10/17 (58.8) 7/17 (41.2) 2.04 0.52-7.99
Hypertension 10/22 (45.5) 16/47 (34.0) 1.62 0.57-4.54
Ischemic heart disease 7/12 (58.3) 6/14 (42.9) 1.87 0.39-8.89
Arthritis 12/26 (46.2) 15/32 (46.9) 0.97 0.34-2.74
Blood pressure measurement
Normal and prehypertension 13 (31.7) 25 (43.1) 0.62 0.27-1.42
Hypertension (Stage I and II) 28 (68.3) 33 (56.9)

*Depression among healthy versus not healthy: OAH: OR=0.17, 95% CI=0.06-0.46, Community: OR=0.09, 95% CI=0.04-0.22. OR: Odds ratio,

CI: Confidence interval, OAH: Old age homes

those who had 'stage I and stage II hypertension' was higher
in the residents of OAHs (28/52: 53.8%) as compared to
community (33/83: 39.8%).

The median level of 'self-perception of illness, prompting an
elderly to visit a doctor' was for a later stage of illness, among
depressed (OAH - five; community - four) as compared to
not-depressed (OAH - two; community - two).

Other activities

Asignificant association (OR=2.39,95% CI=1.36-4.22) was
found in the pursuit of recreational activity and the absence
of depression in both setups [Table 3]. A larger proportion
of depressed persons of OAH pursued some recreational
activity as compared to those of community (OR = 4.87,
95% CI = 1.52-15.6). The prevalence of addiction was
comparatively more among depressed (vs. nondepressed) in

OAH (46.3%vs.31.9%: OR=1.84,95% CI1=0.77-4.38) and
community (50.0% vs. 27.9%: OR =2.58,95% CI=1.35—
4.95). A greater proportion of those who having impaired
sleep were found to be depressed, both in OAHs (62.9%)
and community (81.1%). A significant association was found
between the presence of impaired sleep and depression
among the elderly of OAH (62.9% vs. 39.3%: OR = 2.62,
95% CI = 1.03-6.68) and community (81.1% vs. 19.6%:
OR =17.60, 95% CI=7.01-44.19).

Discussion

The prevalence of depression was found to be high in both
setups. The levels of depression increased with age in both
settings. Rising age has been found as a significant predictor
of depression in several studies.[>!”]
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Table 3: Activities pursued by depressed elderly inmates of old age homes and community

Type of activity OAH, n/N (%) Community, n/N (%) OR 95% CI
Recreational activity
Depression among those who pursue recreational activity 37/83* (44.6) 38/151%* (25.2) 2.39 1.36-4.22
Recreational activity pursued by the depressed 37/41 (90.2) 38/58 (65.5) 4.87 1.52-15.6
Addiction of tobacco/alcohol
Addiction among the elderly 34/88 (38.6) 63/180 (35.0) 1.17 0.69-1.98
Addiction among the depressed 19/41 (46.3) 29/58 (50.0) 0.864 0.39-1.92
Addiction among the nondepressed 15/47 (31.9) 34/122 (27.9) 1.213 0.59-2.52
Prayer
Praying by the depressed 28/41 (68.3) 36/58 (62.1) 1.316 0.57-3.06
Depression among those who pray 28/64 (43.8) 36/120 (30.0) 1.815 0.97-3.41
Depression among those who do not pray 13/24 (54.2) 22/60 (36.7) 2.041 0.78-5.33
Sleep duration
Depression among those sleeping <7 hours 17/27 (62.9) 30/37 (81.1) 0.39 0.13-1.23
Depression among those sleeping >7 hours 24/61 (39.3) 28/143 (19.6) 2.65 1.38-5.15

*No recreational activity pursued: OAH-5 inmates; Community: 29 persons. OAH: Old age homes, OR: Odds ratio, CI: Confidence interval

The prevalence of depression was more among the elderly
who had a feeling of 'being neglected by their family
members,' 'being a burden to the family members,' and yet
having to stay in the community. Studies have ascribed this
depression to the loss of earning status, hence becoming a
passive decision-maker, who often gets ignored in family
decision-making process, which aggravates their loss of
dignity compounded by breakdown of family ties, lowering
self-esteem and heightening feeling of neglect.!'!*)

The prevalence of depression was higher among those elderly
persons who inspite of staying in the community harbored
a 'feeling of loneliness' as compared to those having such
a feeling and staying in OAHs. These findings accurately
reciprocate the feelings of the inmates of OAHs, who have
confessed that their loneliness had forced them to shift to an
OAH from community.[!415:2021]

Levels of depression increased as monthly income received
by the elderly decreased. The WHO lists nine subcomponents
pertaining toward detection of “financial abuse” among elderly
person.?2l A study by Chou et al. revealed that elderly people
living alone had higher levels of financial strain and more
depressive symptoms.?*!

The prevalence of depression in both settings decreased as
one’s self perception of health status improved. A meta-analysis
found that elderly people with poor self-rated health had
higher risk of depression than those with good self-rated
health (RR = 2.40; 95% CI = 1.94-2.97).4 Bodhare et al.
found a significant association (P = 0.01) between perceived
poor health status and depression. In a study among the
elderly of South Korea, Woo et al. found that self-assessed
health status was a good predictor of mortality and functional
ability.

Health complaints were more among depressed than
nondepressed in both settings. A quantitative meta-analysis
showed that compared with those elderly persons without

chronic diseases, those with chronic diseases had a higher risk
for depression (RR = 1.53; 95% CI = 1.20-1.97).24 A study
by Akhtar ef al. study showed that the presence of any chronic
health problem increased risk of depression (OR = 1.43; 95%
CI = 1.01-2.02).I'% Joshi et al. found an inverse relationship
between number of physical morbidities and psychological
well-being.?”

The prevalence of depression was higher in those who 'did not
pray' as compared to those who 'prayed' in both locales. Patel
et al. highlighted the importance of prayer as a potentially
effective intervention in dealing with depression among the
elderly.l"

A greater proportion of those elderly persons having 'impaired
sleep' was found depressed in both settings. Sleep problem has
been recommended as one of the indicators of 'behavioral and
emotional abuse' among the elderly by the WHO.?

Limitations

GDS-15 is a well-recognized tool to detect depression in
various settings:®*1% however, no Gujarati version of it was
available at the time of conducting the study. Hence, this
study developed a Gujarati version of the GDS-15 scale using
forward translation, back translation, pretesting, and cognitive
interviewing techniques.?®! However, this process had not
been validated.

CONCLUSIONS

Older age, females, weaker family ties, economic maladies,
poorer self-perception of health status, chronic ailments,
absence of recreational activity, lack of prayers, impaired sleep,
history of addiction emerged as predictors of depression in
both setups. Special attention should be given toward health
checkups of depressed persons in OAHs and improvement of
family ties among depressed persons residing in community.
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