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ABSTRACT

Background: Population aging is a global phenomenon. In India, the size of the elderly population is growing fast. Many older
adults have multiple medical conditions. Understanding elderly health problems and health-seeking behavior is prerequisite for
proving comprehensive geriatric care to them. Objectives: To assess the morbidity pattern and study the health-seeking behavior
of the elderly people of Shimla district in Himachal Pradesh. Materials and Methods: A total of 400 elderly people aged 60 years
and above were selected from urban and rural areas of Shimla hills in North India by simple random sampling. Statistical software
Epi info software version 3.2 was used for analyzing data. Descriptive statistics were used to describe sociodemographic and
morbidity variables. Results: The most common morbidity identified among them were musculoskeletal problems (55.0%) followed
by hypertension (40.5%). Two third were seeking treatment for their health problems. Among older persons not seeking treatment
for their medical condition, most considered these morbidities as an age-related phenomenon. Many perceived that the health
services were too far. Conclusion: The high morbidity load among elderly in the present study stresses for efforts to provide better
health care to them and thus ensure that they remain active members of our society. Residence emerged out to be most significant
determinant of healthcare-seeking behavior. Policy makers must focus on rural elderly and their beliefs which prevent them from
seeking healthcare.
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Introduction deterioration of many organs and systems. It leads to a lower
effectiveness of physiological functions accompanied by an

Worldwide increase in longevity has shifted the age distribution jncrease in risk factors for various diseases. A fall in bone mass
toward older populations."! In India the size of the eldetly

) : : i leads to osteoporosis and fractures, cartilage degeneration leads
population, that is, persons above the age of 60 years is growing

to musculoskeletal problems, muscle loss leads to functional
fast. The absolute number in India increased from 76 millions in

2001 to 100 millions in 2011. Like other Indian states, Himachal
Pradesh, a hilly state of North India is witnessing a progressive
increase in proportion of aged people from 8% in 2001 to 10.2%
in 2011 (census data).>’

weakness, a decline in immune function cause increases in
infections and cancer, and increased neuronal degeneration leads
to decline of cognitive function and dementia. Health-secking
behavior in terms of illness behavior refers to those activities
undertaken by individuals in response to symptom experience.

Elderly patients are generally perceived to be more reluctant to

Population aging generates many challenges and sparks concerns sl

about the pace of future economic growth, the operation and seek health care for ailments.
financial integrity of healthcare and pension systems, and

the well-being of the elderly.” Aging leads to a generalized The state of Himachal Pradesh is predominantly hilly. Poor road

connectivity, difficult hilly terrain, and small scattered settlements

Access this article online contribute to problems of access to health services. Shimla, the
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government hospitals. Though there are out-patient geriatric
units in these hospitals, they are virtually nonfunctional owing
to shortage of manpower and resources. Also, in Shimla district
there are no specific geriatric services in primary and secondary
levels of care. Elderly living in hilly terrain may have different
perceived needs and morbidity pattern. During the past decade,
there are numerous studies highlighting the morbidity pattern in
different geographical areas of India, but none relating to this
hilly state of North India. The results of this study are expected
to help policy makers in planning specialized services for elderly
residing in this area of North India. With this background,
we did a study to assess the morbidity pattern and study the
health-secking behavior in aged population of Shimla district
in Himachal Pradesh.

Materials and Methods

This was a descriptive cross-sectional study conducted among
rural and urban elderly population aged 60 years and above
residing in Shimla hills located in North India. The study
was done over a period of one year (2010-2011). The sample
size was calculated based on the formula 4 pq/L% Due to
lack of information on morbidity and health-secking among
elderly in the study area, the calculation was based on the
assumption of prevalence to be 50%. Assuming a confidence
level of 95% and at a precision of 7%, the total sample size
was 196 elderly. (200 elderly from urban areas and 200 elderly
from rural areas of district Shimla of Himachal Pradesh).
The study sample was obtained by multistage simple random
sampling. In urban area (Shimla city), five wards were selected
out of the 25 wards by simple random sampling. A total of
40 older persons were selected from each ward. Each of
the selected wards was divided into four parts with equal
population (approximately) so that from all the parts equal
numbers of subjects were enrolled for the study. For each part,
one house was selected randomly. Starting from this house,
every nearest next house was surveyed until 10 subjects were
enrolled for the study. A similar procedure was applied in
the remaining parts of the ward. In rural areas (Mashobra),
out of the 15 subcenter villages, five were selected by simple
random sampling. A total of 40 older persons were selected
from each selected village. With the help of key informants,
sampled villages were geographically divided into four parts
with equal population (approximately). For each part, one
house was selected randomly. Starting from this house, every
nearest next house was surveyed until 10 subjects were enrolled
for the study. A similar procedure was applied in the remaining
parts of the ward.

Data on sociodemographic factors and included age, gender,
marital status, level of education, type of family, and living
arrangement was collected. Marital status was categorized as
married or widowed. Level of education was categorized as
illiterate or literate. Socioeconomic status was recorded and
classified as those belonging to below poverty line and above
poverty line. Health status among the older persons was assessed
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through self-reported data on history of illness followed by
examination by the physician. Informed, written consent for
participation was obtained from each individual. Only those
elderly who were found to have some health problem were asked
questions about health-secking behavior. Respondents were asked
“Do you seek healthcate for your health problem Yes/No?” If
the answer was affirmative, then the type of healthcare sought
was enquired like allopathic, homeopathic, ayurveda, and so on.
If the study subject said they did not seck healthcare, then the
reasons for the same was ascertained from the list of options in
the pretested questionnaire.

Statistical software Epi info software version 3.2 was used for
analyzing data. Descriptive statistics were used to describe
sociodemographic and morbidity variables. One sample #test
was used for comparisons between mean morbidities. Logistic
regression model was applied to determine the predictors the
health-seeking behavior after adjusting for common confounders.
Differences among groups were considered statistically
significant at P more than 0.05 Ethical clearance was sought
from the Institute Ethics Committee of Indira Gandhi Medical
College, Shimla.

Results

The mean age of the sample studied was 69.01 years, with age
ranging from 60 to 90 years. The mean age of the study subjects
in the urban areas was 68.5 years and in rural areas 69.5 years.
Females represented 51% of the study sample. A total of 27.5%
study participants were leading widowed life and 49.8% older
persons were illiterate. Majority of the older persons (89.5%)
were living in joint families. Most common living arrangement
was living with spouse and children (65%) followed by living
with children (24.8%) [Table 1].

A large number of the subjects (84%) were suffering from
at least one medical problem. Out of the 400 study subjects,
61 (15.3%) had one morbidity, 102 (25.5%) had two morbidities,
79 (19.7%) had three morbidities, and 94 (23.5%) had four to
six morbidities. More women (88%) than men (80%) had at
least one morbidity. The most frequent health problem was
musculoskeletal problem, comprising 55% of the problems
followed by hypertension in 40.5% of the older persons. Cataract
and dental problems ranked third affecting 30% older persons.
Anaemia comprised of the fourth morbidity affecting 16.5%
of the study population. A significantly higher proportion
of women suffered from musculoskeletal problems (females:
66.7% vs. males: 42.7%), hypertension (females: 48% vs.
males: 32.7%), diabetes (females: 7.8% vs. males: 3.6%), while
chronic obstructive pulmonary disease (males: 14.3% vs.
females: 0.4%) was observed more in men. Hypertension was
more prevalent in urban eldetly (56%) as compared with rural
counterparts (25%) [Table 2].

The mean number of morbidities among older persons in the
present study was 2.34. There was higher mean number of
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Table 1: Sociodemographic characteristics of the elderly
study population of Shimla district of Himachal Pradesh

Table 3: Relationship of mean number of morbidities
with sociodemographic variables

Variable Urban Rural Total Sociodemographic N=400 Mean number Significance
N=200 N=200 N=400 variable of morbidities
Age group Age
60-69 125 (62.5) 117 (58.5) 242 (60.5) <75 years 316 1.8441.29 P<0.05
70-79 60 (30.0) 60 (30.0) 120 (30.0) >75 years 84 4174191
80 and above 15 (7.5) 22 (11.0) 38 (9.5) Sex
Marital status Male 196 2.06£1.60 P<0.05
Married 143 (71.5) 147 (73.5) 290 (72.5) Female 204 2.58+1.54
Widowed 57 (28.5) 53 (26.5) 110275  Residence
Education status Urban 200 2.45t1.61 P<0.05
Literate 131 (65.5) 70 (35.0) 201 (51.2) Rural 200 2.20£1.56
Illiterate 69 (34.5) 130 (65) 199 (49.8) Marital status
Family type Married 290 1.90%1.39 P<0.05
Nuclear 27 (13.5) 14 (7) 41 (10.5) Widowed 110 2.76+1.67
Joint 173 (86.5) 186 (93) 359 (89.5)
Living arrangement
Own house 174 (87) 196 (98) 370 (92.5) Table 4: Distribution of study subjects by preference
Children’s house 15 (7.5) 42 19 (4.7) of system of medicine and reasons for not seeking
Rented 11 (5.55) 00.0) 11(28) healthcare among elderly
Socioeconomic status Seeking healthcare for their medical problems (#=221)
Above poverty line 169 (79.5) 132 (66) 301 (72.8) System of medicine
Below poverty line 31 (20.5) 68 (34) 99 (27.2) Allopathic 180 (81.4)
*Figures in parenthesis denote percentages Ayurveda 25 (1 1 '3>
Homeopathic 16 (7.3)
Table 2: Prevalence of morbidity conditions stratified by Type of health facility preferred
residence and gender PHC/CHC/Govt hospital 134 (60.7)
Morbidity Residence Gender Total Private practioner 59 (26.7)
Usban Rural Male  Female N=400 ()x*erithe—counter drugs A ‘ 28 (12.6)
N=200 N=200 N=196 N=204 N;t seeking healthcare for their medical problems (#=115)
casons
gzzjzrlzzkeletal 107 (53.5) 113 (56.5) 84 (42.9) 136 (66.7) 220 (55.0) Discase due 0 e 5 06
Hypertension ~ 112(56) 50 (25) G4 (32.7) 98 (48) 162 (40.5) Health services too far 22 (19.1)
Cataract 46.(23) 74 (37) 57(29.1) 63 (30.9) 120 (30.0) Trust god for healing 18 (15.8)
Dental problems 54 (27) 66 (33) 57 (29.1) 63 (30.9) 120 (30.0) Lack of money , 760
Anaemia 3015 36(18) 19(9.7) 43 (2L1) 66 (16.5) No body to take to hospital 4(3:9)
Acid peptic 35(17.5)  15(7.5) 24(122) 26 (127) 51 (12.8) Poor attitude of healthcare workers 760
disorders No trust in healthcate 0 (0.0
Ischemic heart 23 (115) 9 (43 14(7.1) 1888 32 (8.0) *Figures in parenthesis denote percentages, PHC: Primary Health Center; CHC: Community Health Center
disease
COPD 15(7.5)  14(7) 28(143) 1(0.5 29 (7.3) Nearly two third (65.8%) were secking treatment for
DM 19 (9.5) 42 736 16(7.8)  23(5.8) their health problems. Majority of the older persons
Senile deafness 6 (3) 12 (6) 8(4.1) 1049 18(4.5) preferred allopathic medicine (81.2%) followed by ayurvedic
Asthma 8 (4 84 841 839 1640 medicines (11.3%) and homeopathic medicine (7.3%) for
Corneal opacity 3 (1.5) 315 315 0 3008 their health problems. Most of the older persons preferred
Stroke 2 1(0.5) 42 2 6 (1.5 going to a PHC/CHC/Govt. hospital for treatment for
Pulmonary TB 105 20 105 21 308) their illness. There was considerable use of over-the-counter
Others BE5 16 1366 16078 29073 drugs (12.5%). Among older persons not seeking treatment
Mean number 2.45 2.20 2.58 2.06 2.34

of morbidities

*Figures in parenthesis denote percentages. COPD: Chronic obstructive pulmonary disease; DM: Diabetes
mellitus; TB: Tuberculosis

morbidities in urban study subjects (2.45) as compared with
rural study subjects (2.20). The mean number of morbidities
increased with age. Females had more number of morbidities
as compared with males. Widowed had more mean number of
morbidities than married older persons [Table 3].
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for their medical condition, most considered these morbidities
were an age-related phenomenon. Many perceived that the
health services were too far [Table 4].

In the logistic regression model, significantly more elderly
living in urban area (odds ratio = 6.7) were secking healthcare
for medical problems as compared with rural counterparts.
Gender, literacy, income, and marital status wete not found to be
significantly related to health-secking behavior [Table 5].
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Table 5: Multivariate logistic regression model for
health-seeking behavior among elderly subjects

Variable Odds ratio of 95% CI
health-seeking behavior

Age group

60-69 (1=123) 1

70-79 (n=1713) 0.5 (0.2-0.9)

80 years and above (#=25) 0.7 (0.3-1.0)
Residence

Rural (#=108) 1

Utban (#»=113) 6.8* (3.8-11.9)
Gender

Male (»=103) 1

Female (»=118) 1.1 (0.6-1.7)
Marital status

Married (#=153) 1

Widowed (#=68) 1.7 (0.9-3.2)
Education status

Illiterate (#»=107) 1

Literate (#=114) 1.1 (0.6-2.2)
Type of family

Nuclear (#=31) 1

Joint (»=190) 1.02 (0.4-2.3)
Socio-economic status

Above poverty line (#=160) 1

Below poverty line (#=55) 0.8 (0.4-1.4)
*Significant at P<0.05, CI: Confidence interval

Discussion

The present community-based study recorded a high prevalence
of morbidity (84%) in the study population. In agreement
with our finding, studies carried out among older persons in
Northern India, Eastern India,® and North-east India,” have
reported presence of high morbidity (88.9% and 88%, 68.5%,
respectively). Studies from other countties """ have reported
presence of morbidity in 77%-95% of the older subjects. An
important factor as to why morbidity pattern is high in the present
study is the geography of the region. A hilly terrain may be scenic
to the eyes, but it is a tough deal for those who dwell here. The
hardships elderly face all their life translates into higher medical
problems like musculoskeletal diseases. Another reason may be
the socioeconomic problems and the literacy status. Many may
evade cost of treatment and have some preconceived beliefs of
aging which may increase multimorbidity in them.

Regarding health problems, more than half of older persons (55%0)
in the present study were suffering from musculoskeletal
problems. This current data are consistent with other studies
among older persons in Indial"*'" and the world.!"'>'%"1 In the
present study, hypertension was registered as the second most
common morbidity (40.5%). Similar finding has been reported
in a study among older persons in Indial>'" and abroad."** The
presence of hypertension among the older persons in urban
areas (56%) was about twice that in rural areas (25%). This
might be explained by the fact that people in rural areas practice
farming and manual labor and this lower the rate of obesity. This
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finding is similar to what was observed in a study by Liu ez a/,.”"
The leading cause of diminished vision in developing countries
is cataract, which was observed in 30% of the older persons in
our study. Studies from India®?! and other countries!'®*!l have
observed cataract in 21%-37% of the older study subjects. In
the present study, 30.0% of the older study subjects had dental
problems. Comparable prevalence has been reported in other

studies.***!

Our study observed a significantly higher mean number
of morbidities in urban study subjects as compared with
rural counterparts. The mean numbers of morbidities were
significantly higher among female elderly as compared with
male eldetly. Studies among older persons in India®*! and other
countries!""'? have reported similar finding. As older women
were more likely than older men to be unemployed, and/or
widowed, and to engage in less exercise, it is probable to explain
their poorer health status in the study. In our study, we found the
mean number of morbidities were significantly more in widowed
older persons as compared with married subjects. Similar finding
has been reported in a study by Shankar ez 2/, in rural area of
Varanasi which observed that compared to married people higher
percentage of widowed suffered from more old age-related
morbidities. The present study observed that with advancing
age number of morbidities increased. This is in agreement with
a study,®¥ which observed that the prevalence of old age-related
morbidities increased with advancing age significantly. Joshi
et al.," reported that the age was among the important factors
which predict increased morbidity.

Logistic regression model result revealed that urban rural
regional difference was the most important predictor of
treatment-secking behavior. This may be explained by better
access to medical services in urban areas. We observed no gender
and socioeconomic status differences in treatment-seeking
practices. Similar observation was reported by Goswami ¢7 al.
in their study.”
those older persons who were not taking medication for their

I In the present study, the main reason given by

health status was that they felt diseases are an expected part of
aging. Goodwin e al,?? in a study on aging versus disease, the
opinions of older persons; observed that substantial proportions
of the subjects considered diseases to be a normal part of
aging, Sarkisian e/ a/.,”" conducted a study on the association
between expectations regarding aging and beliefs regarding
healthcare-seeking behavior among older adults in Los Angeles
and found that more than 50% of participants felt it was an
expected part of aging to have more aches and pains. Contrary to
our finding, a study among older persons in Nairobi reported that
the main reason given by older persons for not secking treatment

for medical conditions was lack of money.

The most common source of healthcare in our study was
the government facility followed by private healthcare facility.
We found that 12.6% of the older subjects were secking
over-the-counter drugs when ill. Similar observation was
made in a study among elderly in India, which reported 10%
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of the older persons were secking ovet-the-counter drugs.”!
Studies worldwide have documented high number of elderly
seeking over-the-counter drugs for this illness.”®*! The use of
over-the-counter drugs is indicative of inefficient health facilities
in meeting the health needs of the older persons.

Conclusions and Recommendations

The high morbidity load among elderly in the present study
stresses for efforts to provide specialized healthcare to them,
and thus ensure that they remain active members of our
society. Eldetly need help and support of the medical fraternity.
Geriatric assessment should be done regularly. Among elderly;
oldest old, female elderly, and widowed are the vulnerable group
that need more attention.

Further, the study shows that elderly living in rural areas are the

most vulnerable group in their healthcare-seeking behavior. To

facilitate, this policy makers must focus more on rural elderly

and their beliefs which prevent them from secking healthcare.

To tackle the issue of use of over-the-counter drugs, the existing

laws should be strictly enforced and should govern the distribution

of over-the-counter drugs. What this study adds is as follows:

1. This study adds to the growing body of literature on
morbidity and health -secking behavior of elderly in India.

2. High morbidity load among elderly in the present study
stresses for efforts to provide specialized health care to
them, and thus ensure that they remain active members of
our society.

3. Elderly living in rural areas are the most vulnerable group in
their healthcare-secking behaviour.

4. Health care strategies specific to the elderly needs in the study
area need to be formulated and tested.
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