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Introduction

Aging is a universal process and it affects every individual, family, 
community, and society. It is a normal, progressive, and irreversible 
process. Sir James Sterling Ross commented, “You do not heal old 
age, you protect it, you promote it and you extend it.” These are the 
principles of Preventive Medicine. With aging due to structural changes, 
deterioration in the functional capacity of  an individual occurs.[1]

The world’s population is aging, and virtually, every country in 
the world is experiencing growth in the number and proportion 

of  older persons in their populations due to decreased fertility 
and reduction in mortality, particularly at older ages leading 
to a longer life span of  individuals.[2,3] Population aging refers 
to the increasing share of  older persons in the population 
which has poised to become one of  the most significant social 
transformations of  the twenty‑first century. Moreover, since 
corona virus disease (COVID‑19) is a new disease in humans, 
and the pandemic is ongoing, the available studies of  its impact 
on older persons remain inconclusive.[4]

The United Nations uses 60 years to refer to older people. But 
in many developed countries, the age of  65 is used as a reference 
point for older persons as this is the age at which people become 
eligible for old‑age social security benefits.[4] In India, as per the 
“National Policy on Older People,” a senior citizen is defined as 
a person who is 60 years old or above.[5]
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Globally, there were 727 million persons aged 65 years or over in 
2020. It is projected that the number of  older persons worldwide 
in the next three decades will be more than double the 2020 
figure, that is, reaching over 1.5 billion in 2050. All regions will 
see an increase in the size of  the older population between 2020 
and 2050.[4]

With the rise in the elderly population, the concern about the 
problems faced by the aged people is also obvious. According 
to different researches, the major problems of  the aged people 
include economic problems  (lack of  employment or income) 
leading to low self‑esteem, physiological problems  (lack of  
stamina) leading to behavioral and attitudinal changes, housing 
problems due to failing eyesight, forgetfulness, etc.[5]

All these problems profoundly affect the quality of  life (QOL) 
of  the elderly. The World Health Organization defined QOL as 
“an individual’s perception of  life in the context of  culture and 
value system in which he or she lives and in relation to his or 
her goals, expectations, standards and concerns.”[6] lt is, thus, a 
broad concept covering the individual’s physical health, mental 
state, level of  independence, social relationships, personal 
beliefs, and their relationship to the salient features in the 
environment.[7] Diener et al.[8] stated: “People react differently to 
the same circumstances, and they evaluate conditions based on 
their unique expectations, values, and previous experiences.” The 
WHOQOL‑BREF Scale supports this subjective measurement 
of  QOL.[9]

The health status has a substantial influence on the QOL in the 
elderly population. Both perceived health and chronic illness 
are major elements of  health status because perceived health 
declines with age and chronic health problems increase with age. 
Furthermore, there is a growing body of  evidence indicating that 
older people are at risk for multiple comorbidities.[10] Functional 
decline along with economic dependence, social cut‑off, and 
autonomy of  the young generation compromises the QOL of  
the elderly.

The Government has undertaken various new initiatives to 
improve the life of  the elderly which include the National 
Action Plan for the Welfare of  Senior Citizens (NAPSrC) which 
was launched on April 1, 2020. Another effort on the list is 
introducing National Awards for Senior Citizens (Vayoshreshtha 
Samman) on January 22, 2013, to showcase the Government’s 
concern for senior citizens and its commitment toward the senior 
citizens to strengthen their legitimate place in the society.[5]

The current statistics for the elderly give a prelude to a new 
set of  medical, social, and economic problems that could arise 
if  a timely initiative in this direction is not taken. The primary 
care physicians face difficulty in handling the elderly patients in 
comparison to the younger patients because the elderly patients 
have more physiological and emotional problems along with 
medical conditions and illnesses. In the elderly, the physicians 
should not just be concerned about increasing the life span by 

treating the underlying disease alone but also improving the QOL 
by tackling the psychological, emotional, security, and other issues 
concerning them. So, the present study was planned to know the 
QOL of  the elderly.

Furthermore, to mitigate the ill effects of  the aging population, 
all their problems need to be tackled at the primary health care 
level and by giving more inputs to the scarce resources for social 
policies and programs for the elderly.

In the northern part of  India, including Haryana, the QOL of  
the elderly population needs to be explored. This research is an 
attempt to study the factors affecting the QOL of  the old age 
people residing in the rural areas of  Haryana which in turn can 
also help the primary health care physicians while dealing with 
the elderly population.

Material and Methods

Type of study
A descriptive cross‑sectional study was conducted in five Primary 
Health Centers (PHCs), areas served by the Community Health 
Center (CHC), Dighal, Jhajjar, Haryana. Out of  the five PHCs 
two PHCs were selected randomly and from each PHC, two 
sub‑centers and from each sub‑center one anganwadi centre 
(AWC) [Figure 1] was selected by simple random sampling; 100 
study subjects from each selected AWC were included in the study.

Sample size
The sample size was calculated as 400 subjects using the prevalence 
of  good QOL in the geriatric population to be 34% and an 
allowable error of  15%.[11] A sub‑center‑wise list of  the geriatric 
persons who were 60 years and above was prepared with the help 
of  the multi purpose health worker (MPHW) from the village 
information and survey register. A total of  100 study subjects were 
selected by simple random sampling from each selected AWC. 
Informed written consent was obtained from the respondent 
before inclusion in the study. The study subjects were contacted 

CHC
Dighal( 5
PHCs)

2 PHCs

4 Sub -
Cenrtres

1 AWCs
from

each Sub -
centre

Figure 1: Sampling technique
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through house‑to‑house visits by the investigator. If  the investigator 
was not able to contact the selected subject during two consecutive 
home visits, another study subject was selected randomly. From 
each household, only one study subject was enrolled for the 
study. Data were collected on the sociodemographic factors that 
include age, sex, education, occupation, and marital status using 
a pre‑tested semi‑structured schedule. The socioeconomic status 
was determined using a Modified BG Prasad scale[12] and the QOL 
was assessed by using the WHOQOL‑BREF scale.[6] The questions 
of  different domains of  the instrument were scored according to 
the Likert response scale. The raw scores of  all four domains were 
converted into the final scores which lie between 0 and 100 (the 
higher the score, the better is the supposed QOL of  the elderly 
for that domain). Overall, the QOL was calculated by the sum 
of  the final scores of  all four domains (physical, psychological, 
social relationships, environmental) and converting it into a scale 
of  0–100.[6] It was further divided into five categories to identify 
the levels of  the QOL (Very Poor: 0–20, Poor: 20–40, Average: 
40–60, Good: 60–80, Very Good: 80–100.[13]

Statistical analysis
Data analysis was performed using the Statistical Package for 
Social Sciences (SPSS) version 20.0 software.

Results

Table 1 reveals that the mean scores of  the males in all domains 
were found higher than the females and were found statistically 
significant (P < 0.05) which indicates better QOL of  the males 
compared to the females.

The study participants who belonged to the backward classes 
had a higher mean score compared to the general category and 
scheduled castes (SCs)/scheduled tribes (STs). The elderly living 
with their partners and in a joint family enjoyed a better QOL 
in the social relationships domain (P < 0.01). While the elderly 
residing with their children had better QOL in the physical health 
and psychological domains, study participants of  age group 60–
65 years enjoyed a better QOL in the physical health and social 
relationships domains. The post‑graduates and above enjoyed a 
better QOL in all domains compared to others who had lower 
qualifications. The study participants of  the upper‑middle socio 
economic status (SES) who were involved in any business/private 
work enjoyed better QOL in physical health and psychological 
domains. The retired persons had better QOL in social 
relationships and environmental domains. The upper class had 
a better environmental domain of  QOL. The study participants 
who were dependent on others had poor quality in physical health, 
psychological, and environmental domains. The elderly having 
any health problem showed the worst QOL in all four domains. 
Physical health, psychological, and environmental domains of  
QOL were found adversely affected if  the family member of  the 
study participants had any health problems [Table 1].

On analyzing the relationship between the sociodemographic 
factors and QOL, it was found that education, age, caste, 

marital status, occupation, and socioeconomic status exhibited a 
significant relationship with different domains of  QOL [Table 2].

Education showed a significant negative correlation with all the 
four domains of  QOL. The results suggested that with a decline 
in education (from postgraduate to illiterate) the QOL of  the 
study participants deteriorated further. The age and marital status 
of  the study subjects exhibited a significant negative correlation 
with the social relationships domain of  QOL. This suggested 
that with increasing age, the social relationships of  the study 
participants were adversely affected. The caste of  the study 
participants showed a significant negative correlation with the 
psychological and social relationships domains of  QOL. This 
indicates that QOL in these two domains was adversely affected 
when the caste status moved from the general category to SCs/
STs. The occupation of  the study participants showed a positive 
correlation with all four domains of  QOL. It means that as the 
occupation moved from unemployed to business/private work, 
the QOL of  the participants improved [Table 2].

As per the coefficient of  determination values  (R2) seen in 
Table 3, from the best‑fit regression model for physical health 
QOL considering any health problem  (AHP), education  (E), 
family member having any health problem (FMAHP), residing 
with children (RWC), financial dependency (FD), occupation (O), 
and age group (AG) together explained 25.9% of  the variance (R2 
=0.259). From the best‑fit regression model for psychological 
QOL considering education  (E), family member having any 
health problem  (FMAHP), residing with children  (RWC), 
financial dependency (FD), any health problem (AHP), type of  
family (TOF), occupation (O) and socioeconomic status (SES) 
together explained 20% of  the variance  (R2 =0.200). Marital 
status  (MS), education  (E), family member having any health 
problem (FMAHP), any health problem (AHP), caste (C), sex (S), 
and religion  (R) considered together in the regression model 
could explain 26.2% change in the variance (R2 =.262) in social 
relationships QOL. Education (E), socioeconomic status (SES), 
financial dependency (FD), any health problem (AHP), duration 
of  health problem of  family member  (DOHPFM), and 
duration of  health problem of  the study participant (DOHP) 
considered together explained 19.8% of  the variance (R2 =.198) 
in environmental QOL.

Discussion

The mean age of  the study participants in the present study was 
66.98 ± 6.89 years. A similar finding was reported by Hameed 
et  al.[14] in which they reported the mean age of  the study 
participants as 66.86 ± 6.3 years.

The married participants living with their partners had statistically 
significantly higher mean scores in the social relationships domain 
of  QOL while those residing with their children had better scores 
in the physical health and psychological domains. Thadathil 
et al.[15] in their study observed that the study participants who 
were living with their partner had better QOL in all four domains. 
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Table 1: Distribution of the sociodemographic factors among domain‑wise quality of life
Sociodemographic characteristics Domain‑wise QOL mean score

Frequency (%) Physical health Psychological Social relationships Environmental 
Sex

Male
Female
P

190 (47.5)
210 (52.5)

63.36±16.72
58.42±14.59

0.002**

53.92±13.65
50.60±12.38

0.011*

57.73±18.34
46.77±17.32

0.000**

65.14±14.19
60.52±13.84

0.001**
Age group (in years)

60‑65
65‑70
70‑75
75‑80
>80
P

220 (55)
69 (17.3)
62 (15.5)
20 (5.0)
29 (7.2)

63.26±15.24
58.28±17.03
57.85±15.08
54.20±14.38
58.48±17.00

0.009**

52.86±12.17
53.80±15.81
49.00±12.93
48.25±12.73
52.66±12.47

0.128

53.98±18.43
53.39±19.84
48.29±17.36
50.00±14.74
42.62±18.94

0.011*

63.46±14.00
62.38±15.42
59.87±13.47
59.65±9.47
66.03±16.10

0.225
Caste

General
Backward Classes
Schedule Castes/Scheduled Tribes
P

294 (73.5)
59 (14.8)
47 (11.8)

60.93±15.52
64.42±15.52
55.15±16.77

0.010*

52.57±12.79
54.56±13.71
46.72±12.91

0.005**

52.81±18.88
57.22±15.24
40.17±16.09

0.000**

62.84±14.30
65.98±12.78
57.85±14.05

0.013*
Marital status

Unmarried
Married
Separated
Divorced
Widowed
P

2 (0.5)
278 (69.5)

1 (0.3)
3 (0.8)

116 (29.0)

50.00±26.87
61.24±15.57

69.00
81.33±22.75
59.21±15.87

0.105

37.50±26.13
52.49±13.09

56.00
60.67±14.43
51.43±12.84

0.356 

56.50±17.68
56.61±17.30

44.00
54.33±13.05
40.80±17.21

0.000**

62.50±9.19
62.96±14.46

63.00
66.67±12.90
62.02±13.77

0.963
Living with partner

Yes
No
P

263 (65.5)
137 (34.5)

61.16±15.70
60.01±16.08

0.490 

52.65±13.03
51.27±13.19

0.317 

56.96±17.34
42.40±17.23

0.000**

62.98±14.37
62.20±13.85

0.600 
Residing with children

Yes
No
P

355 (88.5)
45 (11.5)

61.54±15.80
54.67±14.71

0.006**

52.96±12.77
46.00±14.04

0.001**

52.05±18.56
51.40±19.24

0.826

63.17±14.17
59.11±13.86

0.070
Type of  family

Joint
Nuclear
P

295 (73.8)
105 (26.2)

60.85±15.48
60.51±16.80

0.850

51.93±12.64
52.89±14.30

0.519

50.64±17.60
55.73±20.84

0.016*

62.24±13.63
64.05±15.62

0.263
Education

Post‑ graduation and above
Graduation or professional degree
Senior secondary
Secondary
Primary
Illiterate
P

2 (0.5)
12 (3.0)
24 (6.0)
73 (18.3)
108 (27.0)
181 (45.3)

75.00±8.49
74.08±10.88
60.88±14.91
66.90±13.99
61.32±15.67
56.90±15.80

0.000** 

66.00±4.24
63.08±10.52
51.67±15.66
56.79±13.23
52.76±12.44
49.16±12.29

0.000** 

72.00±4.24
68.83±16.80
54.46±21.10
59.78±17.03
55.81±16.35
44.87±17.61

0.000** 

81.00±0.00
77.83±12.81
65.29±11.36
68.11±12.57
61.67±13.30
59.62±14.45

0.000** 
Occupation

Unemployed/Homemaker
Agriculture/Farmer
Retired
Shopkeeper
Laborer
Private work
P

201 (50.2)
121 (30.3)
29 (7.2)
9 (2.3)
11 (2.8)
29 (7.2)

58.15±14.44
60.83±17.79
66.38±15.92
64.78±10.73
62.09±10.25
71.28±13.88

0.000** 

50.45±12.18
51.16±14.28
58.52±12.27
55.67±7.95
49.00±8.14
62.21±11.59

0.000**

47.84±17.45
54.26±19.81
61.03±17.48
59.67±17.04
51.27±14.49
59.97±17.32

0.000** 

61.28±13.61
62.16±14.33
72.07±14.75
61.89±14.26
53.64±11.14
69.31±12.57

0.000** 
Socioeconomic status

Upper
Upper Middle
Lower Middle
Upper Lower
Lower
P

73 (18.2)
79 (19.7)
97 (24.3)
95 (23.8)
56 (14.0)

62.52±16.02
65.42±16.30
60.89±14.16
57.42±16.56
57.38±14.73

0.005** 

54.55±12.31
54.96±13.01
52.14±13.14
49.84±14.32
49.18±10.69

0.017*

52.56±17.06
56.44±16.65
51.85±18.82
48.76±21.63
50.59±16.48

0.099 

67.53±13.73
66.01±12.88
63.62±14.14
59.35±13.55
55.93±14.13

0.000** 

Contd...
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Kaur et al.[16] in their study found that QOL was better in the study 
subjects who were living with their partners because the elderly 
people feel less neglected and there is better interaction, bonding, 
and sharing of  responsibilities in a joint family compared to the 
nuclear one.

The elderly, who were residing with their children, had statistically 
significantly higher mean scores in the physical health and 
psychological domains of  QOL. Ghosh et al.[17] in their study 
observed that the study participants who were residing with their 
children had better QOL in all four domains.

The study participants living in a joint family had a higher 
mean score in the social relationships domain. This may be 

because of  better self‑esteem, physical, social, and emotional 
support provided by the family members, leading to better social 
relationships of  the elderly. The younger generation hardly gets 
time to interact with their elderly family members, whereas, in 
a joint family, there are more people, more social connectivity, 
and sharing of  responsibilities. Thadathil et al.[15] in their study 
found similar findings, that is, better social relationships domain 
of  QOL among the study participants who had a joint family.

In our study, the study participants who were in the age group of  
60–65 years had a higher and statistically significant (P < 0.01) 
mean score in the physical health and social relationships 
domains of  QOL. Almost similar findings were observed in a 
study conducted by Mudey et al.[18] in which they found better 

Table 1: Contd...
Sociodemographic characteristics Domain‑wise QOL mean score

Frequency (%) Physical health Psychological Social relationships Environmental 
Financial dependency

Yes
No
P

51 (37.8)
349 (72.2)

57.45±14.57
62.78±16.22

0.001**

48.87±12.71
54.18±12.92

0.000**

49.87±19.79
53.25±17.78

0.079 

58.48±13.61
65.28±13.93

0.000** 
Participant having any health problem

Yes
No
P

220 (55.0)
180 (45.0)

54.81±15.00
67.09±14.14

0.000**

49.64±12.68
54.88±13.00

0.000**

48.95±18.28
55.19±18.46

0.001**

60.17±14.44
65.42±13.41

0.000**
Family member having any health problem

Yes
No
P

90 (22.5)
310 (77.5)

55.57±13.98
62.22±16.04

0.001**

48.21±13.15
53.33±12.86

0.001**

49.64±19.25
52.65±18.40

0.178

59.60±14.44
63.62±14.00

0.018*
Duration of  health problem of  family member (in years)

<1
1‑5
5‑10
>10
P

15 (16.66)
34 (37.78)
22 (24.44)
19 (21.12)

55.13±11.02
53.97±16.28
59.27±13.43
55.42±12.39

0.010*

48.00±9.73
46.03±14.24
52.41±12.99
47.42±13.50

0.007**

49.60±14.14
49.47±22.56
57.91±14.86
40.42±17.68

0.028*

59.20±12.72
59.85±15.82
61.50±14.04
57.26±14.34

0.162
*Significance at P<0.05, **Significance at P<0.01

Table 3: Linear regression for factors correlated with domains of QOL
QOL domain Variable β R2 P
Physical health AHP + E + FMAHP + RWC + FD + O + AG ‑0.087 0.259 <.01
Psychological E + FMAHP + RWC + FD + AHP + TOF + O + SES ‑0.103 0.200 <.01
Social relationships MS + E + FMAHP + AHP + C + S + R 0.090 0.262 <.01
Environmental E + SES + FD + AHP + DOHPFM + DOHP 0.185 0.198 <.01
β ‑ Regression coefficient, R2 ‑ coefficient of  determination. AHP‑ Any health problem, E ‑ Education, FMAHP ‑ Family member having any health problem, RWC ‑ Residing with children, FD ‑ Financial 
dependency, O ‑ Occupation, AG ‑ Age group, TOF ‑ Type of  family, SES ‑ Socioeconomic status, MS ‑ Marital status, C ‑ Caste, S ‑ Sex, R ‑ Religion, DOHPFM ‑ Duration of  health problem of  family member, 
DOHP ‑ Duration of  health problem of  study participant

Table 2: Correlation between the sociodemographic variables and domains of quality of life
Variable Physical health Psychological Social relationships Environmental 

Correlation 
coefficient (r)

P Correlation 
coefficient (r)

P Correlation 
coefficient (r)

P Correlation 
coefficient (r)

P

Caste ‑0.072 0.151 ‑0.104* 0.038 ‑0.157** 0.002 0.068 0.175
Marital status ‑0.045 0.369 ‑0.025 0.624 0.383** 0.000 ‑0.028 0.574
Age group ‑0.151** 0.002 ‑0.071 156 ‑0.169** 0.001 ‑0.025 0.621
Education ‑0.250** 0.000 ‑0.236** 0.000 ‑0.333** 0.000 ‑0.282** 0.000
Occupation 0.223** 0.000 0.220** 0.000 0.200** 0.000 0.124* 0.013
SES ‑0.159** 0.001 ‑0.164** 0.001 ‑0.092 0.066 ‑0.275** 0.000
*significant, **highly significant
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physical and social relationships domains of  QOL in the age 
group of  60–70 years. Karmakar et al.[19] and Hameed et al.[14] in 
their studies reported better physical health domain in the age 
group of  60–70 years.

The study subjects who were post‑graduates and above along 
with upper‑middle‑class  SES had a higher mean score in all 
four domains of  QOL compared to others because they have 
better access to the information and health care system which 
adds to their QOL. Education makes a better understanding 
of  their aging process and better accommodation of  lifestyle 
changes and nutritional habits in a positive direction. Higher 
education also leads to better occupation and a high SES which, 
in turn, causes better QOL. Similar findings were observed by 
Qadri et  al.[20], Hameed et  al.,[14] and Mudey et  al.[18] The study 
participants who were involved in any business/private work 
had a better and statistically significant (P < 0.01) higher mean 
score in the physical health domain of  QOL. The retired persons 
had a higher and statistically significant (P < 0.01) mean score 
in social relationships and environmental domains. This may 
be because getting involved in a job helps them to maintain 
their physical health and earnings which leads to a high level 
of  self‑esteem which in turn leads to life satisfaction and better 
QOL in the physical and psychological domains. The retired 
study participants have enough time to take care of  their social 
relationships creating a better environment.

The elderly who were financially dependent had a statistically 
significant lower mean score in physical health, psychological, 
and environmental domains. This may be because financial 
independence brings the power of  autonomy, opportunities to 
fulfill the needs in an independent and more satisfactory way 
explaining better QOL. Similar findings were reported by Kaur 
et al.[16] and Sowmiya et al.[21]

The mean score of  the study participants who had any health 
problems was statistically significantly lower  (p < 0.01) in all 
four domains of  QOL. Health problems can cause physical 
dependence which limits movements and, in turn, can lead to 
economic dependence and psychological ill‑health. This results 
in poor QOL. A  similar finding was observed by Thadathil 
et al.[15] in which they reported that the QOL in all four domains 
was adversely affected if  the study participants had any health 
problems.

Our study showed that the duration of  health problems of  
the elderly was significantly associated with the QOL. The 
study participants who had duration of  illness of  less than 
1 year showed a higher and statistically significant mean score 
in the physical domain of  the QOL compared to others who 
were suffering for more than a year. In social relationships and 
environmental domains of  the QOL, the mean scores were 
higher in those elderly who had the duration of  illness of  more 
than 10  years compared to others and the differences in the 
means were statistically significant. The psychological domain 
was better in participants who had the duration of  illness of  

5–10 years compared to the other study participants. The means 
scores in all four domains were statistically significant with the 
duration of  the disease.

In the present study, it was observed that the physical health, 
psychological, and environmental domains of  the QOL were 
adversely affected if  their family members had any health 
problems. The differences in the mean found were statistically 
significant. This is probably because having an ill or disabled 
relative imposes a burden on the family caregivers and 
non‑caregiving family members. These “spill‑over” effects of  
illness affect many aspects of  the family member’s life, from 
physical to psychological and environmental domains.

The present study observed that the mean scores of  physical 
health, psychological, and social relationships domains were 
higher and statistically significant  (P  <  0.05) in the study 
participants whose family members had any health problems for 
5–10 years. This may be probably because of  their adaption to 
the home environment and getting involved in other recreational/
leisure activities, causing better QOL in these domains.

Correlation
The socioeconomic status showed a significant negative 
correlation with the physical health, psychological, and 
environmental domains of  QOL. This suggested that with a 
decrease in SES, the QOL of  the study participants decreases 
in these three domains. A similar finding was observed by Naing 
et al.[22] in which they found that an increase in the family income 
of  the study participants was positively correlated.

Regression
The study subjects having no health problems contribute better 
to the QOL. A similar finding was observed by Deshmukh et al.[23] 
The regression analysis exhibited that the financial dependency 
status of  the study participants made a positive contribution to 
the QOL in physical health, psychological, and environmental 
domains. This suggests that as the status moved from yes to 
no, the QOL in these three domains became better. Dasgupta 
et al. ([24] also reported FD as a predictor of  QOL.

The age group of  the study participants made a negative 
contribution to the physical health domain of  the QOL. This 
indicates that as the age group advances, it worsens the QOL of  
the study participants in the physical health domain. A similar 
finding was observed by Deshmukh et al.[23] Caste and gender 
contributed negatively to the social relationships domain of  
QOL. Deshmukh et al.[23] revealed similar findings regarding the 
sex of  the participants.

Conclusion

With the advancement of  age, the health status of  an individual 
does not remain the same nor does the income, and thus, the 
QOL deteriorates. The elderly women are having an even worst 
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scenario. Higher education and higher socioeconomic status 
of  the study participants help them live a better QOL. Those 
participants who were married and were busy in any kind of  
work experienced a better QOL. Overall, government and 
policymakers should give proper attention to the seriousness of  
the issue and proper welfare schemes for the elderly.
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