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VARIATION IN MARITAL STATUS AND THEIR RELATION
TO NARCISSISM AND HAPPINESS AMONG WOMEN
Sraboni Chatterjee*

ABSTRACT
A sample of 150 aged women (50 married, 50 divorcees and 50
spinsters) was selected to determine their psychosocial proﬁles.
The variables selected for this study were narcissism and
happiness. Data analysis revealed interesting ﬁndings that married
women were found to be more sociable and happy in adjustment
context. Less hassles and less anxiety illuminated their lives with
more enjoyment and more harmonious relations and less
narcissistic manifestation in behaviour pattern. On the other hand,
less orientation towards social acceptance make never-married
women easy victims of impaired quality of life, higher authoritative
attitude, exhibitionism, vanity and narcissism that leads to less
commitment to relationships. Also, they have a tendency to exhibit
lack of empathy, marked levels of hostility. Higher narcissism,
superiority, exploitativeness magniﬁed image of self in divorced
elderly's lives invite relationship struggle. The life sketch of
divorcees indicates that the circumstances in which their personal
inadequacies are evaluated and failure is experienced put an extra
threat to their self-images and as a result of poor interpersonal
relationships, they become easy victims of anxiety.
Key words: Psychosocial proﬁle, marital status, aged women.

* Assistant Professor, Bijoy Krishna Girls' College, Howrah.
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INTRODUCTION
The universe is embarked with abundance of resources in the line of
physical and mental, political, economics, and religious, spiritual and
so on. The concept of ability aims and aspirations are bounded with
inmates. The human, the topper at the evolutionary ladder owing to
their rationality are designers of life. The fabric layout of life endorses
their attempts to achieve something of their choice. The outcome is
either in afﬁrmative, resulting in satisfaction, satiation and happiness
or else in negative, in tune of frustration or depression borne out of
failure. The set goal of life, both in instinctive term and social
emotional term is to be 'happy'. The folds of happiness being either
materialistic or else realization-based inner achievements, the
average mass of the society with their limited personal resources go
for the former kind of happiness. Psychologically in the realm of wellbeing, this is also of no less importance. Happiness may be closely
related to yet another personality component, namely narcissism.
Narcissism describes the character trait of self love, based on selfimage or ego. Narcissism is an emotional investment into the self.
When normal, it leads to sustained self- regard and mature
aspirations. When pathological, it is accompanied by inordinate
demands upon the self, excessive dependence upon others, and
deteriorated capacity for interpersonal relations. Considering the
earlier knowledge the present study is an attempt to probe this kind
of happiness frames in older women, keeping mind their marital
status.
“What is happiness”? The question is probably as old as mankind
itself. The greatest human minds have struggled with this issue.
'Happiness is a term that conveys several different meanings
including momentary joy, satisfaction with life and long-term
enjoyment. The term is also used as a popular and short-hand way of
speaking about subjective well-being' (Friedman, 1998).
Positive psychology works under the assumption that happiness is a
scientiﬁcally unwieldy term and that its serious study involves
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dissolving whole into at least three distinct better deﬁned roots to
happiness (Seligman, 2002).
1. Positive emotions and pleasure.
2. Engagement and
3. Meaning.
Argyle (2001) presented a tripartite conceptualization of
happiness:
1. The average level of satisfaction over a speciﬁc time period.
2. The frequency and degree of positive affect.
3. The relative absence of negative affect as depression and
anxiety.
Again, Veenhoven (1994) stated, “happiness can be regarded as
a trait if it meets three criteria (of)
1. Temporal stability.
2. Cross situational consistency.
3. Inner causation.
Happiness involves a general average level of contentment and
well-being, with a high frequency of positive feelings such as good
humor, joy, laughter. Hope and enthusiasm, coupled with relative
freedom from negative feelings such as sadness, worry, anxiety,
anger, irritability, dependency and despair.
Happiness can be described as a presence of more positive than
negative events in our lives, and, more important, the ability, when
negative feelings occur, to allow them only a minimal effect on our
emotions (and on our bodies as well).
Happiness depends on the personality (both genetically and
culturally determined), an individual disposition, and behavioural
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traits that make a person more resilient to adversity and more prone
to enthusiasm, laughter and good humor.
Happiness is a match between our life expectations and our deeds; it
is the result not of chance but of using for the best all the
opportunities that we encounter in our lives.
Happiness is a satisfaction of our different needs. Some needs are
more important than others, but happiness is associated with
fulﬁllment of different needs at different levels. The best known
schema, created by Maslow (1954), is set up of a conceptual;
pyramid. Needs must be satisﬁed in order of priority; ﬁrst
physiological needs (food, water, rest) and safety (shelter, protection
against enemies and dangers); then love and belongingness (for
example the search for positive affect, social participation); esteem
(self-esteem and the search for the respect of others); and ﬁnally,
self-fulﬁllment (self-sufﬁciency, vitality, creativity, meaningfulness
and so on).
Considering the above discussions, Lucas and Diener (2000),
pointed out that pleasant affect tends to decline with age, but life
satisfaction and negative affect do not change with age. Cummins
(2000) says Australian research shows a U-shape happiness curve
only applies to people who do not have good relationships. Thus,
ﬁndings suggest that, social support and quality of life are
responsible for poor psychological adjustment and low levels of
happiness.
Literature survey about happiness and unhappiness in old age
revealed that aged persons carry over attitudes formed earlier as a
result of success and failure of their past achievements and
adjustments (Barrett, 1972). Foster et al (2003) examined the
association among narcissism, age, ethnicity, world region, gender
using a large (N=3445) sample, and suggested that narcissism
declines in older participants and females report being less
narcissistic than males. Thomas (2009) investigated the separate
effects of several dimensions of giving and receiving social support
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on the well-being of older adults, with hypotheses guided by
identity theory. Data derive from the Social Networks in Adult Life
survey, a national probability sample of older adults (N = 689).
Ordinary least squares regression was used to examine the impact
of total support, size of support network, number of types of
support, and types of alter support relationships—both given and
received—on well-being. Providing support to others is beneﬁcial
to older adults' well-being, as illustrated in the relatively strong,
positive associations of total support given, the number of types of
support given, and support given to friends and children on wellbeing. Receiving support was less important to well-being except
when received from a spouse or sibling. Evidence from this
analysis provides support for hypotheses predicted by identity
theory, which highlights the importance of examining, giving and
receiving support net of the other, and suggests that it is often
better for the well-being of older adults to give than to receive. In
another study, Sotgiu , Galati and Rognoni (2011) investigated the
subjective representation of the components of happiness and
their attainment in older adults from two countries with different
economic well-being and cultural orientations: Italy and Cuba. Two
hundred and nine Italians and 186 Cubans completed a
questionnaire. Respondents were asked to write down at least ﬁve
components that made them feel happy. A measure of overall
happiness was also obtained by asking the subjects to rate to what
extent they had attained each component in their life and
calculating their mean. The results showed that there was
agreement amongst the participants over their choice of
components used to represent happiness; however, there were
cross-cultural differences regarding the frequency of citation and
importance of these components. The fact of living in Italy or Cuba
was not a predictor of overall happiness, despite the difference in
national income. Considering Indian literature among several
studies, Sahu and Rath (2003) examine the perceived selfefﬁcacy of working and non-working women in the context of
involvement. An attempt was also made to examine the
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association between self-efﬁcacy and well-being. A total 240 woman
(120 working and 120 non-working, aged 30-55 years) participated
in the study. The non-working women were categorized into involved
and less involved groups on the basis of their median split of their
scores on family involvement. Results indicated that working
women's higher self-efﬁcacy compared to non-working women.
Similarly involved women showed more self-efﬁcacy than noninvolved women. Dubey, Bhasin, Gupta and Sharma (2011)
conducted a study to understand the feeling of the elderly residing in
the old age homes and within the family setup in Jammu. The sample
of elderly women was selected using the “Purposive sampling”
technique to select 30 elderly women from the old age home as well
as a similar number from the family setups. The data was collected
using a specially designed interview schedule and observation
technique through a house- to-house survey for those residing in the
families. Non-working status of these women and above 60 years of
age was criteria for sample selection. Results of the study revealed
that most of the elderly felt the attitude of the younger generation to
be unsatisfactory towards them especially those who were in old age
homes in terms of getting respect, love and affection from the family
members instead they were considered as burden for others.
Women living in the families had a positive attitude towards old age.
The social relationship of the elderly women living in families and
those living in old age home also differed. Noticeably; there was a fall
in the overall efﬁciency, sociability, degree of involvement in work
and hobbies. On the other hand, better social relations were
maintained by the family dwellers because they had regular
interaction, expressions of feelings and support from the family.
Narcissism refers to a “pervasive pattern of grandiosity” that is
characterized by arrogant behaviours, feelings of entitlement and
superiority and a lack of sympathy for or concern about others (APA,
1994). A current investigation examined the association among
narcissism, age, ethnicity, world region, gender using a large
(n=3445) sample, suggesting that narcissism declines in older
participants and males report being more narcissistic than females
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(Foster, Campbell and Twenge, 2003). Hotchkiss (2005)
summarizes the history of narcissism theory and offers thumbnail
sketches of what narcissism looks like from the respective of
several major theorists. From these conceptualizations are derived
six key concepts that recur in narcissism theory, which are as
follows:
(1) Differentiation
(2) Internal objects
(3) Primitive defenses;
(4) Envy;
(5) Superego development
(6) Affect regulation.
The word narcissism is derived from a great myth which is about
Narcissus, a handsome Greek Youth, who rejected the desperate
advance of the nymph echo. As punishment, he was deemed to fall
in love with his own reﬂection in a pool of water. Unable to
consummate his love, Narcissus pined away and changed into the
ﬂower that bears his name, the Narcissus (Sanyal, 2005). In other
words, it relates to an exaggerated self love. However the term may
consist of a variety of meaning depending on the orientation
Lubit (2002) compared healthy and destructive narcissism in
relation to their long-term impact on organizations.

Sraboni Chatterjee
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Table: I Chief personality features of healthy versus
destructive narcissists
Characteristic

Healthy Narcissism

Destructive Narcissism

High outward selfSelf-conﬁdence

An unrealistic sense of

conﬁdence in line with

superiority ("Grandiose")

reality
Desire for power,
wealth and

May enjoy power

Pursues power at all costs, lacks
normal inhibitions in its pursuit

admiration

Concerns limited to expressing

Real concern for others
Relationships

and their ideas; does not
exploit or devalue others

socially appropriate response
when convenient; devalues and
exploits others without remorse

Ability to follow a

Has values; follows

Lacks values; easily bored; often

consistent path

through on plans

changes course

Healthy childhood with
Foundation

support for self-esteem
and appropriate limits on
behaviour towards others

Traumatic childhood
undercutting true sense of selfesteem and/or learning that
he/she doesn't need to be
considerate of others

Foster et. al. (2003) studied individual differences in narcissism and
their results showed that:
· narcissism declines in older participants
· which was consistent with previous ﬁndings where males report

being more narcissistic than females,
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· that ethnic differences in reported narcissism are generally
comparable to those found in the self-esteem literature, and
· That world region appears to exert inﬂuence on narcissism, with

participants from more individualistic societies reporting more
narcissism than collectivistic ones.
Elke, Hans-Werner, Martina (2011) examined the relationships
on narcissism and perceived inequity in attractiveness in romantic
relationships. In three studies of romantic relationships (N = 253, N
= 81, and N = 98) the hypothesis was tested that high narcissists,
relative to low narcissists, distort the assessment of equity in
attractiveness. Narcissism was measured by the Narcissistic
Personality Inventory. In Study 1 the hypothesis was conﬁrmed. In
Study 2 it was shown that although narcissism correlated
signiﬁcantly with self-esteem, it was the unique variance in
narcissism which predicted the tendency to feel under beneﬁted in
respect to attractiveness. Finally in Study 3, dyadic data were
analyzed on the basis of the Actor-Partner Interdependence
Model. The data of 49 couples who lived together were included.
The dyadic analysis indicated that actor narcissism exerted the
expected inﬂuence on perceived inequity in attractiveness,
whereas partner narcissism explained no additional variance.
High narcissists felt more under beneﬁted than low narcissists.
The analysis of dyadic data in Study 3 indicates that the link
between narcissism and equity in attractiveness turns out to be an
intrapersonal phenomenon because only actor narcissism, not
partner narcissism, is signiﬁcantly correlated with perceived
inequity. In addition, partial intra class correlations revealed that if
one partner tended to feel under beneﬁted, the other partner
tended to feel over beneﬁted. The results are explained on the
basis of the agentic model of narcissism. All three studies
consistently revealed a gender effect indicating that women felt
more under beneﬁted than men in terms of attractiveness. Lam
(2012) in a study examined a) whether people's narcissism is
related to their partners' relationship satisfaction and b) whether
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the link between narcissism and partner's satisfaction can be
explained by the discrepancy in narcissists' perception about
various aspects of their relationship.150 (75 pairs romantic partner)
aged individuals from different areas in Hong Kong were
conveniently invited to complete a password-protected online
questionnaire. Their levels of narcissism, perception discrepancies
for positive events and negative events, relationship satisfaction,
and self-esteem were measured. It was found that narcissists have
more times of romantic relationship and short relationship duration.
Narcissists' partners were found less satisﬁed with their relationship.
Bootstrapping mediation analysis controlling for self-esteem, age,
and education background indicated that perception discrepancies
for positive events mediated the relationship between narcissism
and partner's relationship satisfaction while perception
discrepancies for negative events did not. The current ﬁndings show
that narcissists possessed large perception discrepancies in
evaluating their own feelings and their partners'. Such discrepancies
help explain why people's narcissism reduces the relationship
satisfaction of their partners. From the view point of Indian
literature, Mukherjee and Ghosh (2008) attempted to ﬁnd whether
patients with breast cancer differ signiﬁcantly from the patients with
cervical cancer with respect to narcissism, marital quality of life and
their coping styles. The study includes three sample groups, namely
the breast cancer group (Mean Age-44.9), the cervical cancer (Mean
Age-47.2) group and the cancer- free group was matched following
the inclusion criteria. The sample size was 15 (n=15) in each group.
The data were collected from Barasat Cancer Research and Welfare
Center. The Narcissism Scale, Marital Quality Scale and the Coping
Concerns Checklist-short form were used in the study. Findings
show that with respect to marital quality of life the cervical cancer
group has been found to differ signiﬁcantly from the cancer- free
group. With respect to Narcissism, no signiﬁcant difference has been
found amongst these groups. Qualitative analyses indicate that the
two groups of patients exhibited somewhat different patterns of
concerns related to the disease and coping strategies.
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In this present context, the study of narcissism is felt to be
important as its concept has been extended from the restricted
domain of mental illness to encompass many tendencies among
ostensibly normal individuals (Wallace and Baumeister, 2002).
The construct has been found to be closely related with
performance and self regard. Different types of work styles and
consequent professional demands have been found to inﬂuence
their narcissistic compositions among other personality traits.
Ageing may be understood in the context of different elderly
samples like those of married and never-married to have a better
view of their differential ageing proﬁles, with effectiveness or
ineffectiveness in certain respects. Married elderly partners
constitute a bulk of the elderly population. To unfurl their psyche
from the personality perspective, they form a chunk of the sample
in the present investigation. In fact, marriage has been deﬁned as a
more or less durable connection between male and female, lasting
beyond the mere act of propagation till after birth of offspring. With
family environment, marriage is seen as instrumental in fulﬁlling
such personal needs as affection, security and maintaining life
style (Nye, 1967). Love, companionship, escape from loneliness
and unhappy home situation are few other reason that may
constitute a person's dispositions for marriage (Bowman, 1974).
Sociologists have studied the change in attitude towards marriage
in the last few decades. It was found that in last ten to twenty years,
individuals' attitudes have changed from viewing marriage as a
sacrosanct, solemnized primarily for the good of the individual and
for his personal happiness and satisfaction.
Though the position of women in Indian society is of a complex
nature which differs with respect to religious, social customs,
economic level of community and heritage effects, even then it is
not derivable that status of women in India has undergone some
changes in recent years with increasing details of freedom and
equality. The comprehensive change can be perceived all over the
world but it may vary from society to society and culture to culture.
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Yet it is a fact that a large number of women continue to remain
underprivileged and are still humiliated, harassed and tortured.

ranging from their inability to select the right mate to their inability to
make the marriage work.

Virtually all societies consider married life the most desirable type of
existence- and advocate relatively stable union between husband
and wife. The marital union involves such activities as living together,
having children and rearing them. But surprisingly it varies from
society to society. In some societies it is almost unknown for a
woman not to marry, and marry, moreover, at once soon after the
onset of puberty. In others a good number of women remain single
for life.

The present investigation aims to study psychosocial proﬁle of
married, divorcee and spinster elderly women with respect to key
variables of happiness and narcissism. The utility of the present
study seems to be manifold in character for which fruitful use of the
results of the present study is expected to prove worthwhile for the
betterment of human beings individually as well as social welfare.

It is common knowledge and experience that never married women
constitute a special human category which is different from such
social categories as divorced and widowed women. Their life style,
attitudes, behaviour patterns, purpose for savings and
accumulation, patterns of spending, relation with relatives, plans and
attitudes after and towards retirement, sexual needs, religious
beliefs, and values are likely to be different from those who are
belonging to married categories. The low level of happiness of the
single woman is likely to be attributable either to lack of gratiﬁcations
associated with marriage, or to the difﬁculties of living in a marriage
oriented world. It is the primary arena of identity and self-realization;
providing “back stage” areas for personal control and intimacy
(Laslett, 1978). To the extent that marriage is successful in fulﬁlling
these needs, the never- married may be less happy, precisely
because they lack this “signiﬁcant validating relationships”.

To locate, the difference, if there is any, between married, divorcee
and spinster aged women with regard to happiness and
narcissism.

Divorced elderlies on another pole do form a signiﬁcant portion of the
elderly population. The process of divorce calls forth a number of
constituent changes in the personality of individuals in the long run.
This necessitates their inclusion in the present sample in the current
investigation to disentangle and understand their psyche from
mental health perspective. The breakup of any intimate relationship
is painful, especially a marriage for which both partners once held
such high hopes, and especially when children are involved.
Individuals in an unhappy marriage are concerned with failure,

Considering these the present study purports to examine

METHOD
A total number of hundred and ﬁfty aged women among which ﬁfty
belonging to each group namely married, divorcee and spinster
aged women were selected. The subjects were selected on the
basis of the following criteria:
Inclusion Criteria:
Sex- Female
Age- 50 - 60 years
Educational level- Graduation
Working status-Working at government ofﬁces and private
sectors
Marital Status-Married/Divorcee/ Unmarried
All of them were from middle class socio- economic status,
belonging to the Hinduism religion were Bengali.
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Exclusion Criteria:
Marital Status-Remarried/Widowed
Working Status- Retired
Clinical Status- Presence of psychopathological symptoms
Candidate who not yet reached menopausal state was
excluded.
Tools Used:
i) Information Blank- Consisting of informations like name, age,
sex, religion, mother tongue, marital status, education, family
history, working status, personal hobby, future economic plan, and
major illness.
ii) General Health Questionnaire (GHQ) by Goldberg and Hiller
(1979) is used for eliciting psychiatric morbidity among the subsamples. GHQ-28 containing 28 items is derived from factor
analysis of GHQ-60 and consists of four subscales; each subscale
assesses separate factors like somatic symptom, anxiety and
insomnia, social dysfunction and severe depression. It is as good as
any other version of GHQ as a case detector. At the same time it
gives scale sub-scores. Each item has four response alternatives. In
GHQ, correlation co-efﬁcient of each item with total score is
signiﬁcant at 0.01 level. The split-half reliability is 0.97. Its sensitivity
and speciﬁcity are 1 and 0.88 respectively.
iii) The Oxford Happiness Questionnaire (OHQ) by Hills and
Argyle (2002). An improved instrument OHQ has been derived from
the Oxford Happiness Inventory (OHI). It consists of 29 items, each
presented as a single statement which can be endorsed on a uniform
six point Likert scale. Sequential orthogonal factor analyses of the
OHQ identiﬁed a single higher order factor, which suggests that the
construct of well-being it measures is uni-dimensional. OHQ is a self
administering questionnaire and instructions are given in the
beginning of the questionnaire. There is no time-limit to complete it.
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The OHQ has high scale reliabilities with values of α (168) = 0.91
respectively. The inter- item correlation for the OHQ ranged from 0.04 to 0.65. Highly signiﬁcant difference (p<0.01) was obtained
between high and low group of OHQ score for every item of OHQ
(Hills and Argyle, 2002). This indicates that all items of OHQ are
making a valid contribution to the measurement of overall
happiness.

iv)

Narcissistic Personality Inventory (NPI) by Raskin and

Hall (1979). It is a forty item measure that assesses narcissism as
a normally distributed personality trait (Raskin and Hall 1979).
The NPI distinguishes seven different aspects of narcissism,
namely:

· Authority
· Self-Sufﬁciency
· Superiority
· Entitlement
· Exhibitionism
· Exploitativeness
· Vanity
The NPI is a self-administering test. There is no time-limit to
complete it. The instructions to complete the questionnaire
precede the items. Cronbach's α for internal consistency for NPI
was 0.81.The NPI has been used widely and shows satisfactory
convergent and discriminant validity (Bushman and Baumeister,
1998; Emmons, 1987; Morf and Rhodewalt, 1993; Rhodewalt
et.al, 1998; Rhodewalt and Morf, 1998).
Procedure
Preparation of information Schedule:
An information blank / questionnaire in the form of information
schedule were prepared at ﬁrst in order to elicit certain basic
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information regarding the respondent. The proposed criteria for
preparation of information schedule were as follows:

Questionnaire was administered and following instructions were
given.

a) Personal Identity

“You have a questionnaire, where twenty-eight questions are
given. In each statement there are four alternatives. We would like
to know if you have

b) Educational level
c) Family Background
d) Information regarding profession
e) History of physical illness
f) Proﬁle of interpersonal relationships
Several items under each category were written and the responses
were free choice type or open ended and the multiple choice type.
Administration
To conduct the study, ﬁrst consents were taken from subjects
individually. The questionnaires were administered in a single
session; the questionnaires were ﬁlled in the presence of only the
assessor so that any clariﬁcation could be done immediately.
Sufﬁcient amount of rest was provided in between each of the
questionnaires whenever required, to prevent the creeping of
fatigue, boredom and monotony on the part of the subjects. The time
taken to administer all the questionnaires to each of the subjects was
approximately one and half hour.
Actual Procedural Technique:
The subjects were approached individually. First, the Information
Schedule was handed over to each individual. “Today we would be
starting our test session. Please be co-operative. All the information
provided by you will be strictly conﬁdential. So please do not hesitate
in answering those freely.”
After the information schedule was ﬁnished, ten minutes rest period
was allowed to the respondents. Then the General Health

had any medical complaints, and how your health has been in
general, over the past few weeks. Remember that we want to know
about the present and recent complaints, not those that you had in
the past.
Please be free and frank in your answers and return the
questionnaire to me as you ﬁnish answering all the statements”.
After that with sufﬁcient time-gap the rest of the questionnaires
were randomly administered to all the respondents.
The instructions for the other questionnaires are as follows:
The Oxford Happiness Questionnaire: There are twenty-nine
statements about happiness. Each statement has six alternatives:
(1) Strongly Disagree (2) Moderately Disagree (3) Slightly
Disagree (4) Slightly Agree (5) Moderately Agree (6) Strongly
Agree. Read each statement carefully because some are phrased
positively and others negatively. Do not take too long over
individual questions; there are no right and wrong answers and no
trick questions. The ﬁrst answer that comes to your head is
probably the right one for you. Please indicate how much you agree
or disagree with each by entering the above mentioned number. If
you ﬁnd some of the questions difﬁcult, please give the answer that
is true for you in general or for most of the time”.
The Narcissistic Personality Inventory: “Following there are
forty pairs of attitudes, choose the one that you most agree with.
Mark your answer by writing either A or B in the space provided.
Only mark one answer for each attitude pair, and please do not skip
any items.”
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Precautions

Method of analysis

a) During the administration of each questionnaire, it was checked
by the investigator whether the respondents were relaxed and willing
to participate. If there was any tension on the part of any respondent,
he/she was not forced to participate for that day, but a second
appointment was ﬁxed with her.

Data analyses were done by the methods described below:
Descriptive Statistics: Computation of mean and S.D
Inferential Statistics: Post-hoc tukey test.

b) The respondents were made to sit in a well-lit and airy room and
made to feel comfortable. One respondent at a time was given the
questionnaire.

RESULT: Table-1 Showing the mean and standard deviations
of different study groups namely- married, divorcee and
spinster with respect to the selected variables and their
respective dimensions.
Variables

c) No time limit was given to the respondents while answering the
questionnaires. However, it was found that most of the respondents
covered the questionnaires within scheduled time.

Married

Divorcee

Spinster

(n=50)

(n=50)

(n=50)

Mean

Standard

Mean

Standard

deviation

deviation

s

s

Mean

Standard
deviations

d) It was noted that each individual being tested should interpret the
questions for themselves. The investigator answered questions
about any particular item.

Happiness

144.82

4.50

62.96

3.04

30.64

1.89

e) It was assured to the respondents that the results of tests would be
treated in strict conﬁdence.

Authority

3.50

.97

2.88

.85

4.08

.57

Self-

2.88

.77

2.68

1.87

4.92

.80

Superiority

2.80

.99

3.14

.88

2.18

.44

Exhibitionism

2.76

1.17

2.64

1.57

7.18

.69

Exploitativenes

1.90

.68

2.28

1.03

2.02

.14

Vanity

1.96

.78

2.78

.89

4.26

.63

Entitlement

2.30

.91

.50

.54

1.04

.20

Narcissism

18.10

4.47

16.90

3.44

25.68

1.75

f) Lastly, the respondents were asked to answer the question freely,
frankly and honestly.
After the collection of data, scoring was done for each test and the
scores were subjected to statistical analysis.
Sampling
Purposive sampling was followed for the present study.
Analysis
Scoring, Tabulations and Statistical analyses
Data for each of the questionnaires were scored following the
scoring schedule for each of them accordingly. The scores were
tabulated and statistical analyses were carried out that are
presented in the section entitled “Results”.

sufﬁciency

s
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Table-2 Mean difference obtained from Post–Hoc Tukey test
showing the signiﬁcance of the difference between females of
different study groups corresponding to the selected variables
and their respective dimensions
Variables

Groups

Combination of

Mean Difference

Groups

Obtained from Post
Hoc Tukey Test

Happiness

Authority

Married(n=50)

Married and Divorcee

81.86**

Divorcee(n=50)

Married and Spinster

114.18**

Spinster(n=50)

Divorcee and Spinster

32.32**

Married(n=50)

Married and Divorcee

.62**

Divorcee(n=50)

Married and Spinster

.58**

Spinster(n=50)

Divorcee and Spinster

1.20**

Married(n=50)

Married and Divorcee

.20

Divorcee(n=50)

Married and Spinster

2.04**

Spinster(n=50)

Divorcee and Spinster

2.24**

Married(n=50)

Married and Divorcee

.34

Divorcee(n=50)

Married and Spinster

.62**

Spinster(n=50)

Divorcee and Spinster

.96**

Married(n=50)

Married and Divorcee

.12

Divorcee(n=50)

Married and Spinster

4.42**
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Considering the statistical description of both tables it can be
commented that married elderly females receives higher mean
magnitude in case of happiness than their counterparts namely
divorcee and spinster. It also indicates signiﬁcant mean differences
with respect to happiness among the three groups. From the
perspective of narcissism it was found that in case of authority, selfsufﬁciency, exhibitionism, vanity and overall narcissism spinster
aged receives higher magnitudinal trend than their counterparts.
On the other pole in case of entitlement married elderly females
and in superiority and exploitativeness divorced elderly females
receives the higher score than their comparative sub samples.
Result table also indicates that signiﬁcant mean differences with
respect to narcissism among the three groups.
DISCUSSION
Happiness

Self-sufﬁciency

Superiority

Exhibitionism

*p<0.05 level of signiﬁcance, **p<0.01 level of signiﬁcance

The total set of data was analyzed in terms of the descriptive
statistics of mean and standard deviations of all the selected
groups of samples. The signiﬁcant differences obtained from Ftest, Post–Hoc Tukey test in many instances of the selected
variables of the study satisﬁed the theoretical assumptions that
“Aging as developmental phase” is expected to have more of
problems than earlier stages of life (Patel, 1997; Jamuna, 1988).
In the present study, signiﬁcant differences were found to exist
between the selected groups (i.e. married, divorcee and spinster)
in terms of variables like happiness and narcissism. The ﬁndings
are in line with other earlier supportive studies (Patel, 1998; Kanner
et.al.1981); the possible reasons or probable contradictory factors
behind the obtained differences may be offered in the following
fashion:
Happiness
Highest scores in happiness for married aged women (Mean=
144.82 and S.D=4.50) (Table-I) reveals that their pleasant affect
prompt them to smell the fragrance of marital satisfaction across a
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multitude of life domains (Diener, 1984; Diener, Suh, Lucas and
Smith, 1999). Their mitigation of interpersonal behaviour is the key
component of secured life styles. Actually, their involvement in life
circumstances such as friendships and work status help them to
carry on stability in conjugal relationships and erase the negative
effects from their core lives (Easterlin, 2003). Positive perspective
in the emotionally involved life context helps them to have a feeling of
bliss in the emotional context of conjugal life (Wilcox, Evenson,
Agagaki, Waessertheil, 2003; Prakash, 1998).
Fig1: Showing the position of three groups in terms
of happiness

160
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140
120
100
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M
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Accidental transition in the life of divorcees (Mean=62.96 and
S.D=3.04) (Table-1) increases excessive work family conﬂict
(Aryee, Luk, Leung and Lo, 1999; Frone et.al., 1992; Noor, 2003).
Separation from husband actually destroys their emotional makeup. Beside this, society views them from a negative angle that lowers
happiness in them.
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happiness (Mean=30.46 and S.D=1.89) (Table-1) among them.
Unmarried status is simply not being appreciated in our society;
this regressive negative feeling basically creates excessive sense
of being hassled and impairs the quality of life by decreasing
motivation and impairs problem solving (Johnson et. al, 2000 and
Rook, et, al.1990; Umberson, 1987, 1992).

Narcissism
Never-married women receives highest scores (Mean=25.68 and
S.D=1.75) (Table-1) with respect to narcissism. Due to
interpersonally inept they make good ﬁrst impressions, yet are
eventually regarded negatively as arrogant and self- centered
(Paulhus, 1998: Robins and Beer, 2001). Due to less
commitment to relationships, they have a tendency to exhibit lack
of empathy, marked levels of hostility, especially in the face of
failure feedback or social rejection (Twenge and Campbell, 2003;
Bushman and Baumeister, 1998). They tend to, lash out with
aggression when they are rejected or insulted (Bushman and
Baumeister, 1998; Twenge and Campbell, 2003). Literature also
revealed that many of these behaviours can potentially be
explained by the link between narcissism and impulsivity (Vazire
and Funder, 2006; Kernberg 1975; Kohut 1966, 1977). They
reported that this apparent grandiosity seems to be the covering or
underlying feelings of insecurity or inferiority.
Fig 2: Showing the position of three groups in terms
of narcissism

30
25.68
25
20
Mean Scores

18.1

16.9
M

15

Series1
Series2

Beside them, due to negative self-image, frustration, anxiety nevermarried women are easy victim of excessive daily hassles (Diener
and Emmons, 1984; Green, Salovey and Truax, 1999;
Moskowitz and Cote, 1995) which ultimately leads to least
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Self-esteem of divorced females (Mean=16.90 and S.D=3.44)
(Table-1) becomes fragile; as a result they feel easily hurt and
threatened (Horney, 1939). Basically, they see themselves in an
unrealistically positive way and want to accuse others being the
cause of their failures or engage arrogant social behaviour
(Paulhus, 1998) and react with hostility towards others (Bushman
and Baumeister, 1998; Dimaggio. 2002; Rhodewalt and Morf,
1998).
On the other hand, literature suggests that elderly married females
(Mean=18.10 and S.D=4.47) (Table-1) can be quite healthy
(Campbell, 2001). They tend to report high trait of self-esteem
(Campbell, Reeder, Sedikides and Elliot, 2000) and such positive
regard for self seems to confer upon their relative psychological
beneﬁt. Due to possession of greater sociability (Clarke-Stewart,
1973; Rothbaum, 1988) they display better self-regulation
(Stayton, Hogan and Ainsworth, 1971) than other counterparts.
The reason may be that, their more or less satisﬁed marital life
prompts them to have a sense of security, deﬁnitely a sense of high
self-esteem, meaning that they are able to carry on in conjugal
relationship context, signifying a special set of narcissism and
specially entitlement trait. Basically, this satisfaction creates a selfpride in them which they express openly (Brown and Zeigler-Hill,
2004). Literature also suggests that their concern about social
dominance and admiration (Morf and Rhodewalt, 2001) enhances
high levels of self-esteem which ultimately process narcissistic
attitude among them.
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Exhibitionism
Vanity
Narcissism
Unmarried women have lower:
Happiness
Superiority
Entitlement
Married women have higher
Happiness
Entitlement
Married women have lower
Authority
Self-sufﬁciency
Exhibitionism
Exploitativeness
Vanity
Narcissism
Divorced women have higher
Superiority

CONCLUDING COMMENTS

Exploitativeness

In sum, the research project has unveiled the following
informations:

Divorced women have lower

Unmarried women have higher

Entitlement

Authority

Narcissism

Self-sufﬁciency

Happiness
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IMPLICATIONS OF THE PRESENT STUDY
The present ﬁndings are of immense value in understanding the
mental proﬁles of three groups of aged females.
2. The ﬁndings are also helpful for individual counseling in particular
and family counseling in general if and when they are in
requirement.
3. The ﬁndings seem to provide general awareness regarding
speciﬁc socio-emotional status of three groups of aged individuals
that would prompt us to take certain resolution to help them in
required social direction in life, so that nature of their stay will
improve qualitatively in the long run.
In our country, probably no such systematic large scale study
incorporating the mosaic pattern of the selected variables in respect
of the psychology of ageing has been conducted before, so the
research might be a contribution, reﬂected through this study and
can deﬁnitely be claimed to be a new and original one in this arena.
LIMITATIONS OF THE PRESENT STUDY
No research is free from its limitations. This study is also not an
exception to this. The important limitations are as follows.
1. In the context of present investigation, it would have been ideal to
conduct a longitudinal study rather than a cross-sectional one to see
the changes in certain psychosocial dimensions associated with
marital status. However, limitation of funds and time hindered such
plans.
2. Another limitation of the study is that besides the urban
population, the rural population, too, could be studied in order to
obtain an overall perspective of marital status on ageing in different
cultures as well as in societies.
3. Besides, the variables of happiness, narcissism and certain other
variables could also be considered for the present investigation.
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Variables such as depression, loneliness, adjustment, lifesatisfaction, locus of control, value system associated with aged
individuals and their marital status could be interesting grounds for
the investigation.
4. The sample included in this study involved working individuals; if
a reasonable segment of house-wives could have been included
then the speciﬁc ﬁndings would have borne more socio-emotional
relevance in our culture-speciﬁc situation.
5. A larger sample size would have been better to warrant
generalizations of the present ﬁndings as the present study
essentially supports the idiographic research.
6. A number of questionnaires were used in this study. However,
questionnaires may invite falsiﬁcation and faking behaviour on the
part of the subjects.
But unfortunately, the present study, being a time-bound one, did
not permit the investigator to study the effect of marriage on aged
individuals in such broader perspectives. It is therefore, left to
future researchers working in this area who can make the use of
these variables and make some additional new observations in the
process of ageing.

SUGGESTIONS FOR THE FURTHER RESEARCH
After a thorough investigation on the problems and different
aspects of the psychology of ageing in context of different marital
status, the researcher is of the opinion that the present study
seems to have opened newer avenues in the ﬁeld that remain to be
explored.
1. Further research studies in this area may highlight on other
aspects of the personality (e.g. locus of control, resilience,
emotional intelligence, relationship proﬁle, aggression, value
proﬁle) to attain a global psychosocial picture of elderly personnels
differing in their marital status.
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COGNITIVE IMPAIRMENT AND ITS ASSOCIATED
FACTORS AMONG GERIATRIC POPULATION IN
A DAYCARE CENTER OF KOLKATA
Abhik Sinha*

ABSTRACT
Cognitive impairment is an important issue for the geriatric
population . Growing population of geriatric age group is now a
concern for both developed and developing countries . The
geriatric population in India which was 7.7% in 2001 has increased
up to nearly 8.14% in 2011 and is expected to go up to 8.94% in
2016 .In this context the study was planned with the objectives of :
to ﬁnd out the level of cognitive impairment in the study population
and to assess the sociodemographic proﬁle of the study population
. This was a cross sectional descriptive study done in the day care
centres of Calcutta Metropolitan Institute of Gerontology (CMIG).
There were total 100 inmates in the two day care centres under
CMIG in Kolkata which constituted the study population . The
duration of the study was for 3 months (September to November
2014). In the present study 6 % of the geriatric population under
study were found to have cognitive impairment .Moderate and
severe cognitive impairment were absent in the study population
.MMSE score was found to be unrelated with gender .Hypertension
and diabetes were found to be the signiﬁcant predictors of the
MMSE score in the study population .
Key words : cognitive impairment, geriatric, MMSE, kolkata
MBBS (Gold medalist), MD, PGDGM, Assistant Professor, Community Medicine
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INTRODUCTION
In the present world of ours, non-communicable diseases are
becoming more and more important health concerns both in
developing and developed countries. There are several reasons
which are contributing to the present situation. Life expectancy is
increasing in most countries and a greater number of people are
living to older ages and thus are at greater risk to chronic diseases of
various kinds.
Growing population of geriatric age group is now a concern for both
developed and developing countries. The aging population is
growing rapidly, those above 85 years are growing 6 times faster
than the general population and for those above 100 the rate is 10
times faster. In the UK by the end of 2007 people over 65 years of
age has outnumbered those below 16 years 1. In India for the year
2003 the SRS estimates had shown 7.2 % of total population were
2
above 60 years . It is being expected to rise up to 137 million in 2021
The geriatric population in India which was 7.7% in 2001 has
increased up to nearly 8.14% in 2011 and is expected to go up to
8.94% in 2016. With the rising life expectancy the proportion of the
2
elderly population is expected to grow more.
Globally dementia affects 36 million people. About 10% of people
develop the disease at some point in their lives. It becomes more
common with age. About 3% of people between the ages of 65-74
have dementia, 19% between 75 and 84 and nearly half of them are
85 years of age. The mental health of aging persons in India is
receiving growing attention as the country is projected to be the
home of one of the world's largest populations of elders 3.
In light of this rapidly increasing population, dementia and cognitive
impairment are expected to increase as well. A comprehensive
review of mental health conditions in India across the lifespan
4
summarizes the growing problem of dementia . Prevalence rates of
dementia in India over the past two decades ranged from
4
approximately 1.4% among those 65 years and older to 3.5%
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among those 60 years and older5 in rural settings; in urban settings,
prevalence rates were reported as 2.44% among those 65 years
6
and older . Recently, however, crude prevalence rates of dementia
in India have been reported as high as 10.6% in persons 65 and
7
older living in rural areas and 7.5% for those in urban areas .Early
detection of cognitive impairment and dementia is critical to its
management and will require developing the capacity to efﬁciently
8
evaluate and manage occurrence of disease .
Evaluations must be able to provide differential diagnoses of
speciﬁc subtypes of dementia and impairment and be sensitive
enough to capture staging of disease severity in order to direct
appropriate interventions. Among developing countries, as
elsewhere, Alzheimer's disease and vascular dementia are the two
most common types of dementia observed 9.
Studies on cognitive impairment and dementia is sparse in this part
of the country . In this context the study was planned with the
following objectives .

OBJECTIVES
1.
To ﬁnd out the level of cognitive impairment in the study
population.

To assess the sociodemographic proﬁle of the study
population.
2.

Material and Methods
This was a cross sectional descriptive study done in the day care
centres of Calcutta Metropolitan Institute of Gerontology (CMIG).
A list of all the day care centers of Kolkata was obtained . Out of the
list one was selected by simple random sampling which came to
be CMIG . All the inmates of the day care centre were covered as
the study population. There were total 100 inmates in the two day
care centres under CMIG in Kolkata. The day care centres are
located in Beleghata and Kasba respectively. The ethical
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clearance was taken from the concerned authorities of CMIG and
Calcutta National Medical College . All the inmates gave informal
consent to our study.

Analyzing the MMSE score in the study population 94 % had no
dementia, 6% had mild dementia. There were no case of moderate
and severe dementia in the study population.

They were interviewed with the MMSE screening tool for dementia
for dementia screening. The mini mental state examination (MMSE)
is the most commonly used instrument for screening cognitive
function. This examination is not suitable for making a diagnosis but
can be used to indicate the presence of cognitive impairment, such as
in a person with suspected dementia or following a head injury. The
MMSE is far more sensitive in detecting cognitive impairment than
the use of informal questioning or overall impression of a patient's
orientation.The test takes only about 10 minutes .The MMSE
provides measures of orientation, registration (immediate memory),
short-term memory (but not long-term memory) as well as language
functioning.

21 % of the study population had history of diabetes and 26 % had
history of hypertension . The mean MMSE score among those with
history of diabetes was 26.00 ±2.02 and those without diabetes
was 29.2 ±0.77 .The difference was statistically signiﬁcant
(t=11.55,p<0.001).

RESULTS
This cross sectional study done on 100 geriatric inmates in two day
care centres under CMIG revealed 96 (96%) were females and 4
(4%) were males. The mean age of the study population was 73.43
years with a standard deviation 4.54 years. The mean age of the
females under study were 73.58±4.45 years and that of the males
were 66.02±0.8 years. The analysis of the educational status of the
study population revealed that 45% were illiterate, 28% were just
literate, 10% were below primary, 7% were primary, 10% were
middle school and above . All of them belong to below poverty line
according to the criteria of selection of the day care centers .
Regarding family type 48% belong to nuclear family and 52% belong
to joint family. 99% were right handed and 1% was left handed.
The mean MMSE score of the study population was 28.21 ± 1.96.
Mean score among the females were 28.19 ± 1.97 and that of the
males under study was 29.0 ± 0.06. The difference was not
statistically signiﬁcant (t=0.574,p=0.568 )

26 % of the study population had history of hypertension . The
mean MMSE score among those with history of hypertension was
27.83 ±1.98 and those without hypertension was 28.65 ±1 .87 .The
difference was statistically signiﬁcant (t=2.118,p =0.037 ).
45 % of the study population were literate .Mean MMSE score
among the literate was 28.20 ±2 .2 and among the illiterate was
28.22 ± 1.63 .The difference was not statistically signiﬁcant
(t=0.058,p =0.935 ).
When logistic regression analysis was done making dementia and
no dementia as dichotomous outcome variables then the result
revealed that hypertension and diabetes were found to be
signiﬁcant predictors in determining MMSE score in the study
population.

Discussion
In this cross sectional study conducted on 100 geriatric population
6 % of the study population had mild cognitive impairment.
Prevalence rates of dementia/cognitive impairment in India over
the past two decades ranged from approximately 1.4% among
4
6
those 65 years and older to 3.5% among those 60 years and older
in rural settings; in urban settings, prevalence rates were reported
7
as 2.44% among those 65 years and older . Recently, however,
crude prevalence rates of dementia in India have been reported as
high as 10.6% in persons 65 and older living in rural areas and
7.5% for those in urban areas 8. As a whole in the study the females
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outnumbered the males which is different from Nair et al where ,
there were more males than females 9.

cases, age was also estimated. Such a limitation has been found in
other studies conducted in India, as well 14.

In the present study 21 % of the study population had history of
diabetes and 26 % had history of hypertension. In the study by Nair
10
et al
among the comorbidities assessed in this population,
hypertension surfaced as the most common medical comorbidity in
both the clinical and comparison groups. The prevalence of
hypertension in the Indian population is receiving increased
attention, as it may become a serious health concern among the
nation's population of older adults 10,11. Hypertension has been found
to be a signiﬁcantly higher risk factor for vascular dementia than AD
in other urban Indian samples 12.

Conclusion

In the present study 45 % were illiterate .This is probably not
surprising in a setting where illiteracy is high and education is low
similarly found in study by Nair et al 10. Educational achievement is
rapidly changing in India as is life expectancy, and with this, we may
expect to see a shift in the demographic characteristics of the clinical
population . In the clinical setting, the demand for normative data to
characterize subtle deﬁcits may be greatest within the average
educational spectrum and across many cultural factors. Future
studies that hope to capture the earliest cognitive changes in healthy
populations should be mindful of the high rate of illiteracy in India,
and prepare a diverse battery of neuropsychological measures
accordingly taking into account the education, language, and
concepts within the culture to truly make the evaluation bias free.
In several cases, participants had never encountered a testing
situation before, a limitation commonly observed in developing
countries 13 and while great care was taken to provide adequate
explanation and comfort in the testing environment, performance
may have been affected by the novelty of the situation. Future
research studies and memory clinics should explain the nature of the
tests and address any anxiety related to assessment prior to the
testing. Among several participants, exact birthdates were unknown
but estimated by the participant and his or her family, and in some

In the present study 6 % of the geriatric population under study
were found to have cognitive impairment. Moderate and Severe
cognitive impairment were absent in the study population .MMSE
score was found to be unrelated with gender .Hypertension and
diabetes were found to be the signiﬁcant predictors of the MMSE
score in the study population .
The establishment of specialized memory clinics and community
based surveys in this regard can provide the capacity to identify
and treat dementia in the population and can also act as a resource
from which information about disease and its management can be
shared with other practitioners and throughout the community.
Figure 1: Distribution of the study population according to
gender(n=100)
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Table 1: Distribution of the study population according to cognitive
impairment as found in the study (n=100 )
Cognitive
Impairment
Nil
Mild
Moderate
Severe
Total

Number

Percentage

Total

94
6
100

94
6
100

94
6
100

Table 2: Distribution of the study population according to the
educational level (n=100)
Educational level
Illiterate
Just literate
Below Primary
Primary
Middle School
Secondary
Higher Secondary and
above
Total

Number
45
28
10
7
9
1
-

Percentage
45
28
10
7
9
1
-

Total
45
28
10
7
9
1
-

100

100

100
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AGED CARE AND CITY BEAUTIFUL:
A STUDY OF SELECT OAHS IN CHANDIGARH.
Naveen Sharma*

ABSTRACT
Today, India is home to one out of every ten senior citizens of the
world. Old age is not the phenomenon of modern times; it existed in
all ages and in all parts of the world. The problem has become
acute because of urbanization, stress on material comforts,
change in family values and a number of other factors leading to
nuclear families where personal comforts take precedence of
everything else. Three factors have been important in declining
mortality which has lead to increased old population. They are
income growth, improvement in medical technology and public
health Programme. Indian aged population is currently the second
largest in the world.

* Department of Public Administration, Panjab University Chandigarh
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INTRODUCTION
Older persons occupy a unique place in society. In the older times,
they used to be authority in family having decision-making power.
Domain of agricultural economy and joint family system were two
main reasons which contributed to this status in family. However, the
social structure has undergone a drastic change. The agricultural
economy has now turned into industrial economy and joint family
system is replaced by nuclear family system. These types of socioeconomic changes have a profound impact on the condition of
elderly persons. The dilemma of the elderly can be explained in the
development of science and technology, adds improvement into life.
The migration of people from rural areas to urban makes aged lonely
and socially alienated.Due to the breakdown of joint family system in
society, the elderly suffers from lack of emotional and socioeconomic support from their children. These system forces the
elderly people to go to old age homes, day care centers and
religious institutes.
Today, various researches are going on concerning the problems of
aged. Ageing is not the trend of modern times. But the problem has
become acute because of urbanization, stress on material comforts,
change in family values and a number of other factors leading to
nuclear families where personal comforts take precedence of
everything else. Largely, three factors have played an important role
in declining mortality rate, which in turn, lead to increase in
population of elderly. They are income growth, improvement in
medical technology and public health programme. Population of
aged in India is currently the second largest in the world.
India is one of the few countries in the world where men outnumber
women of all ages since last 70 years. Based on the existing
problems of ageing, there is a need to pay greater attention to
increase awareness on issues concerning the aged.

Ageing & Society Vol XXIII No. III & IV

49

OBJECTIVES OF THE STUDY
· To know the facilities given by the old age homes to the inmates.
· To know the problems faced by the management of homes to
fulﬁll their purposes.
· To know the reasons why older persons seeks refuge to old age
homes.
· To know the satisfaction level of inmates regarding the facilities of
OAHs.
There are three old age homes OAH-1 represent the government
controlled Old Age Home i.e. home for the destitute sector -15,
Chandigarh ( free of cost), OAH-2 represent government
controlled home, Old Age Home sec- 30 Chandigarh,(which is pay
and stay) and OAH-3 represent the privately managed Old Age
Home, Shri Satya Sai Old Age home( which is voluntarily paid).
Table no: 1 : Total Strength of Old Age Homes
Name of OAHs

Present strength of inmates & kind of OAHs

OAH-1

30

Free of cost

OAH-2

28

Pay and stay

OAH-3

07

Voluntarily paid
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Facilities and Service Provision
Table No: 2: Provision of Various Services and Facilities
in the Homes
Service and Facilities
Homes

Response by Management
OAH-1

OAH-2

OAH-3

Hospital/ Dispensary facility

Yes

Yes

No

Regular visit of doctor/ nurse

Yes

Yes

Yes

No

No

No

Yes

No

Yes

a) Washing machine provided
availability.

No

No

No

b) Washer man (Dhobi)/Paid staff

Yes

Yes

Yes

c) Self (by inmates)

Yes

Yes

Yes

a) Completely done by paid staff
of institute.

Yes

Yes

Yes

b) Done by paid staff partially and
inmates are expected to clean

No

No

No

a) Done by paid staff completely

Yes

Yes

Yes

b) Done by paid staff partially and
inmates are expected to clean

No

No

No

a) Common TV room

Yes

No

Yes

b) Provision for
each room

No

Yes

No

Yes

Yes

Yes

Katha, bhajans, prayer

Yes

Yes

Yes

Trips to religious places

Yes

No

Yes

Medical facility

Kitchen facility
a) Inmates allowed to participate
in cooking
b) Inmates decide the menu
Laundry facility

Cleaning of utensils

utensils used by themselves.
Sweeping and Mopping

their rooms themselves.
Provision of entertainment
Separate TV in

Library
Newspapers,

Magazines,

Religious books.
Religious activities
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The table no.2 reveals the information regarding facilities and
services provided by homes. Being residential in nature, old age
home provided all the facilities and services that were necessary
for daily living. An assessment of medical facility indicated that in
both OAH-1 and OAH-2 had access to dispensary facility managed
by two full-time doctors, two patients bed, an oxygen cylinder, a
nebulizer, a weighing machine, a thermometer, a blood pressure
instrument, a wheel chair and a ﬁrst-aid kit, but it was different in
case of OAH-3 where not any dispensary was found. The food
provided to the residents was prepared with utmost care of hygiene
and nutrition. The menu of the meal was decided by the
management with the consent of inmates in all the three OAHs.
The food items were prepared in accordance to the daily nutritional
requirements and taste preference of the residents. The residents
had three meals daily. The food served included assorted pulses,
green leafy vegetables, seasonal fruits, eggs, bread, daliya, juices,
soups, salads. The management of home did not allow the inmates
to participate in kitchen with cook and helpers because of two
reasons: Firstly, they were too old to work, as they could not even
carry the utensils properly. Secondly, due to the age factor their
memory was weak; sometimes they forgot to put accurate
proportion of ingredients in the meal, so it might create problem
amongst the inmates. The facilities and services such as laundry,
cleaning of utensils, sweeping and mopping was done by paid staff
employed for the purpose. Old age homes did have facilities for
entertainment, sports and games. There was common T.V. room
for all inmates in each home. There was provision of library having
variety of religious books, magazines and newspapers in each
home. Regarding trips to religious places, movies or picnic, there
was no such provision for outing because of unavailability of
sufﬁcient fund except OAH-3. During the leisure time, elderly spent
their time in playing cards and carom board.
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Financial, Infrastructural and other Problems Experienced by
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Management of Old Age Homes.

inadequate funds and delay in grants given by the government
affected the daily activities of the homes.

Table No. 4: Problems Faced by the Management

Perspective of the elderly living in Old Age Home
Demographic Proﬁle of the Elderly Inmates

Nature of problem

Response

(Homes )

OAH-1

OAH-2

OAH-3

Inadequate staff

Yes

No

No

Unable to care for inmates who

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

Inadequate funds for medical care

Yes

Yes

Yes

Delay in receipt of grant from

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

require prolonged hospitalization
Lack of discipli ne among inmates
and do not like to do assigned
work
Funds
Inadequate grant to meet
expenses

government
Infrastructural facilities
Inadequate space to meet the
growing

demand

Inadequate water, electricity
supply
Building requires repair
Dealing with relatives of inmates
Relatives’
privileges

demand special

Table no.4 states that there was no proper provision for the care of
inmates who need prolonged hospitalization in OAH-1 and OAH-2
and OAH-3 as there were only small dispensaries in both the homes
(OAH-1 and OAH-2). In emergency, the inmates were shifted to
hospitals which were far away from homes. Regarding ﬁnancial
problem, management of all the old age homes reported that

Table No. 5: Demographic Proﬁle of the Respondents
Home (1,2and3)
Sex of the inmates

OAH-1
Frequency/
Percentage
Male
16(53.3)
Female
14(46.7)
Total
30(100)
Age of the inmates (years)
60-64
4(13.3)
65-69
5(16.6)
70-74
1(3.3)
75-79
3(10)
80-84
8(26.6)
85-89
9(30)
90-94
-95 above
-Total
30(100)

OAH-2
Frequency/
Percentage
18(64.2)
10(35.8)
28(100)
12(42.8)
5(17.8)
5(17.8)
-3(10.71)
3(10.71)
--28(100)

5(17.8)
--2(28.5)
--07(100)

Place of Residence

Frequency/
Percentage
23(82.2)
05(17.8)
28(100)

Frequency/
Percentage
07(100)
-07(100)

City/ Town
Village
Total

Frequency/
Percentage
28(93.3)
02(6.7)
30(100)

OAH-3
Frequency/
Percentage
04(57.2)
03(42.8)
07 (100)
2(28.5)

It is evident from the table that in all the OAHs majority of the
respondents were males. The reason for more males and less
number of females in the old age homes was that, females serve as
helping hand in domestic chores as compared to males, Therefore,
an elderly man seems to be a burden on family. As far as age wise
majority of the respondents was concerned, it was found that
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majority of the respondents were in the age group of 65-69 years in
OAH-2 followed by age group 85-89 years in OAH-1 and 80-84
years in OAH-1. Regarding place of stay, it was found that majority of
the respondents of all the three homes had urban background and
only minority of the respondents had rural background.

Table No. 6 : Inmates Suffering from Diseases

Suffering from
disease
Yes
No

OAH-1

OAH-2

An attempt had been made to know about the various factors which
forced the elderly people to opt for institutional living.
Table No. 8 : Reasons for Institutional Living
OAH-1
Frequency/
Percentage
10(33.3)

OAH-2
Frequency/
Percentage
15(53.5)

OAH-3
Frequency/
Percentage
05(71.4)

Burden on family members

05(16.6)

06(21.4)

--

Issueless

01(3.3)

---

--

Having only daughters

03(10)

07(25)

02(28.6)

Egoism

01(3.3)

--

--

--

--

--

10(33.3)

--

--

--

--

--

30(100)

28(100)

07(100)

Problem in family/peace of mind

OAH-3

Frequency/
Percentage

Frequency/
Percentage

Frequency/
Percentage

30(100)

28(100)

07(100)

--

--

--

30(100)

28(100)

07(100)

Life of dignity
Taken care of basic needs
Companionship
Total

Total

Table No. 7 : Nature of Diseases of the Elderly Inmates
Home
Nature of disease
Geriatric diseases
Chronic diseases
Total

OAH-1
Frequency/
Percentage
12(40)
18(60)
30(100)

OAH-2
Frequency/
Percentage
17(60.7)
11(39.2)
28(100)

OAH-3
Frequency/
Percentage
04(57.2)
03(42.8)
07(100)

While considering the health status of elderly in old age homes, it
was revealed that in all the old age homes inmates were suffering
from various diseases and some of the inmates were suffered from
geriatric (like weak eyesight, hearing problem, muscular pain etc)
and some were suffering from chronic diseases (like heart problems,
diabetes, blood pressure etc). It was found that majority of the
inmates of all old age homes were suffering from geriatric diseases.
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Reasons for Institutional Living

Homes
Reasons for institutional living

Health Status

Home
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While analyzing the reasons for institutional living, it was noticed
that having only daughters and adjustment problem in family were
the main factor for living in old age home. On asking about these
factors, some respondents reported that they had only daughter, so
they could not live with their daughters after their marriage. Those
respondents who had sons said that they faced unhealthy
relationships with their daughter-in-law and sons which caused
adjustment problems forcing them to shift to the old age homes.
The other reason was the feeling of loneliness experienced by the
elderly after the death of their spouse. However, egoism was
another cause for institutional living, some of the respondents
reported that they did not want to be a burden on their children in old
age.
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Respondents' perception about facilities at OAH
Table No. 9 : Respondents' Perception about Facilities at OAH
Name

OAH-1 (Government OAH-2 (Government OAH-3 (Privately

of

OAH)

OAH)

managed OAH)

home
Respon Dissati
dent

sﬁed

Satisf Tot Dissati

Satisf Tot Dissati

Satisf Tot

ied

ied

ied

al

sﬁed

al

sﬁed

al

percept
ion
about
facilitie
s at
OAH
05

25

30

Local

--

30

30

06

22

28

05

02

07

-

28

28

--

07

07

-

28

28

--

--

07

--

30

30
-

Sewera

--

30

30

--

28

28

--

07

07

--

30

30

--

28

28

--

07

07

--

--

30

--

--

28

--

--

07

25

05

30 22

06

28

--

07

07

ge
Electricit
y
Mobility
aids
Recreati
onal
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The table reveals that majority of the respondents of OAH-1 and
OAH-2 expressed their satisfaction so far as medical facilities were
concerned. Unavailability of doctors, less stock of medicines in the
dispensary, lack of nurses and wardens were the main reasons for
the dissatisfaction among inmates regarding medical facilities in
OAH-3. It was also found that respondents of all the old age homes
were satisﬁed with the local facilities like Gurudwara, temples,
parks for walk, market, post ofﬁce and bus stand facilities were
easily approachable from old age home. The inmates of all the
three old age homes were satisﬁed by water, electricity and
sewerage facilities of homes. There was a provision of ﬁltered
water for the inmates. The respondents were provided with the
facility of wheel chair and walking stick. As far as recreational
facilities were concerned, indoor games like ludo, carom board
were there but respondents reported that they never had an
experience of going for an excursion trip except OAH-3.

Quality of Food

Medical

Water
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Food is the basic requirement of human beings for survival. It is
just not enough to get three meals a day but what is important is
quality of food. Therefore, it becomes essential to know whether
inmates get fresh and nutritional food, as stale and discarded food
makes one highly prone to infectious diseases. A diet containing a
moderate amount of protein-rich food such as beef, ﬁsh, pork,
chicken, dairy or nuts may help slow the deterioration of elderly
people's muscles.
In relation to Nutrition, a healthy balanced diet, adequate ﬂuid
intakes and moderate physical activity are key modiﬁable risk
factors that can offset the development of frailty in seniors. Unlike
their younger counterparts, some seniors start to lose body
weight, particularly lean body mass, as they get older. The energy
density of the diet is a key factor in maintaining body weight,
particularly in seniors whose appetite is decreased.
Nutrition is important at every stage of life. Eating well provides us
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with the energy needed for daily living and is a key part of achieving
good health. For older adults, consuming a variety of nutrientpacked foods has been linked to reduced risks for developing
chronic health conditions, such as osteoporosis, arthritis, obesity,
high blood pressure, diabetes, heart disease, and certain types of
cancer.
Table No. 10 : Quality of Food
Name

OAH-1

OAH-2

OAH-3

Respon Dissati

Satisf Tot Dissati

Satisf Tot Dissati

Satisf Tot

ied

ied

ied

of
home
dent

sﬁed

al

sﬁed

al

sﬁed

al
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It is evident from the table that majority of the respondents of
theOAH-1, OAH-2 and OAH-3 showed their satisfaction in regard
to quality of food and also reported that they were getting hygienic
food. Regarding nutritional value of food, all the respondents of old
age homes were satisﬁed. Most of the respondents of all the
homes were satisﬁed by the variety of food given by home but
some of the respondents reported that despite the menu was
decided by the inmates and management of home, the food was
not served in variety as set in menu by them. Mix response was
given by the respondents of regarding food according to their
requirements i.e. there was no provision of special food for sick or
fasting people. The respondents reported that they did not get eggs
and fruits regularly.

Expectations and Suggestions for Improving OAH

percept
ion

Table No. 11: Expectations and Suggestions for Improving OAH

about

OAH-1
Frequency
Percentage
--

OAH-2
Frequency
Percentage
--

OAH-3
Frequency
Percentage
--

Excursion trips

30

30

--

Efﬁcient management

--

--

--

Qualiﬁed and well behaved staff

30

28

07

Transport facility

--

--

--

n of

Free medical treatment

--

--

--

food

Personal rooms

--

--

--

g to

No suggestions

--

--

--

require

Total

60*

58*

07*

quality
of food
Hygieni

07

23

30

Nutrition 02

28

30

06

22

28

07

07

28

28

07

07

c
al food
Variety

28

02

30

14

16

30

28

28

07

07

15

28

07

07

in food
Provisio

13

accordin

ment
Fresh

05

25

30

06

22

28

07

07

Name of home
Expectations and Suggestions
for Improving OAH
Improvement in quality of food
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The table makes it clear that well behaved and qualiﬁed staff should
be appointed, some respondents complained that sometimes staff
members misbehaved with them and used harsh and abusive
language, rude and authoritarian behavior and intentionally staff
delayed their work. However, majority of the respondents of all the
old age homes suggested that management should plan for
excursion trips. Regarding management, some of the respondents
of old age homes were not satisfying with the efﬁciency of
management. According to them, management never took steps
regarding their problems seriously and they never showed its
interest to resolve their problems.

Conclusion
The results of the study revealed that management of old age homes
should give their attention towards various facilities such as
Warden's response towards emergency call bell, the procedure for
the admission of applicants should be more ﬂexible so that more the
older people would take beneﬁts easily, Ambulance service should
be improved, conditions of living place should be favorable
according to the need of inmates. Management should also give
attention towards employee's cooperativeness, trustful and have
ability to take care of elders. Various voluntary organizations and
NGOs are also engaged in the welfare of the older persons like help
age India who setup the guidelines for the establishment of old age
homes and day care centers. There are various governmental
schemes for the welfare of the older persons. Various Programmes
for Care of Older Persons like the National Policy on Older Persons,
National Council for Older Persons (NCOP), An Integrated
Programme for Older Persons , Scheme of Assistance to Panchayati
Raj Institutions/Voluntary Organizations/Self Help Groups for
Construction of old age homes/multi service centers for older
persons. Old age social and income security scheme (OASIS),
Indira Gandhi National Old Age Pension Scheme. Various agencies
like, Age Well foundation, Age care India, Help age India, Social Help
Assistance (ASHA), Caritas India, Geriatric society of India, who
serve the welfare services for older persons. The aim of the paper is
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to improve the quality of the older persons by providing basic
amenities like shelter, food, medical care and entertainment
opportunities and by encouraging productive and active ageing
through providing support for capacity building of government/
non-governmental organizations/ Panchayati Raj Institutions/ local
bodies and the community at large.
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META ANALYSIS OF TELE HEALTH CARE
SERVICES IN WEST BENGAL
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ABSTRACT
At the core of the well-being of the elderly is their health - both
physical and mental. With the passage of time health burden of of
the elderly is waxing. In contrast, the trained workforce to extend
health care to the ageing population in India is meagre and grossly
inadequate. Technology can play a major role in ameliorating this
issue. This work deals with meta analysis of health care models
and measures its social acceptance within a target group of elderly
in West Bengal.
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1. INTRODUCTION
Tele Health care is not any fantasy to deliver health care services
through telecommunication carrier systems.
The deﬁnition of tele health care is still unfolding. Precisely, at this
stage, any enhancement of the existing health care services through
ICT tools may be termed as tele health care model. ICT stands for
information & communication technology, born out of the osmosis of
computer technology & Tele communication.
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Prodesh . It is further reported that more than 37% of elderly in rural
West Bengal & 28 % in urban areas of West Bengal have reported
their health as poor . Self rated current health status of West
Bengal by age & sex is shown in Figure 1.
FIGURE -1

This dissertation is a meta analysis of tele health care models . The
objective is to ﬁnd how I.C.T. intervention can improve the existing
health care delivery system to elderly is our society

2. Deliverables of this paper
To evolve a tele health care model which is:
*Technically feasible.
*Acceptable to the elder population.
*Economically viable.
This project work also ﬁnds an Effective delivery model, with list
complexity and adequate friendliness to the elderly.
3. Back Drop:Ageing comes is life within an envelope of several problems but at
the core of well-being of the elderly is their health –Both physical &
mental [1].
3.1 The elderly in West Bengal are seen have one of the worst
health condition in our country – United Nation Fund for Population
Ageing UNFPA report(Building Knowledge base for population
ageing in India in the selected states 2011) indicates that the status
of elderly health conditions in West Bengal – acute illness, chronic
health condition & functional limitations are inferior compared to the
States –Tamilnadu,Maharastra, Panjub, Kerala & Himachal

3.2 There are signiﬁcant functional limitations both in ADL & IADL
activities in rural areas Fig.2 & Fig. 3. This trend is increasing
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The UNFPA report referred in this study is the ﬁrst comprehensive
and scientiﬁc compilation on the assessment of the health burden
of the elderly in the state of West Bengal. This report has surfaced
the mental health of the elderly- has been a neglected area in the
present health care system, whereas the problem emerging as a
social epidemiology. Thus the need of the hour is to integrate
geriatric counseling at the primary health care level to address the
issues of physiological condition of the elderly as well.
In general it is recommended that geriatric health care including
mental health should be integrated with the primary health care
system.
3.3 . Another area of UNFPA to combat with the growing burden of
geriatric health care in the state and country is the burden of age
related health issues and the spread of available workforce
including physicians [2].
Workforce for geriatric health care

Fig3

Physician
1/1000

Nurse
0.8/1000

Hospital/healthcare
1/1000

Health care areas for the elderly in West Bengal have been found to
be dismal in the UNFPA report. Geriatric health care has not yet
gained momentum and geriatric counseling has not been
conceived in the existing health care models.
The concept of health care has different implication for the APL and
BPL families. Primary data collected by CMIG initiative to
contribute the UNFPA report indicates the word health insurance is
missing from BPL category elderly persons. However, responses
to Rashthrya Sastha Bima Yojana RSBY for BPL in West Bengal
are encouraging. 8.5% of registered BPL is elderly, 8.3% in rural &
0.2% in urban are registered in RSBY. This IT enabled health
insurance programme provides cashless insurance for
hospitalization in Govt. hospitals as well as private hospitals. They
are required to pay Rs. 30/- as annual premium.
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3.4. Approach of framing this paper.

Maharashrea Model:

Three health care delivery models are analyzed in our country:

This model has been initiated by CARE –NGO. It ishas a hub-andspoke model for tele-health delivery. It operates a central hub,
based in Yavatmal district of Maharashtra that serves 40 villages
(spokes) in nearby areas. It serves close to 1000-1200 patients per
month across its various primary care centres. Each of the forty
primary care centres (spoke) provides diagnostic services for basic
ailments such as high blood pressure, diabetes, anaemia etc. In
addition to clinical services, it also provides drugs, sanitary napkins
and nutritional supplements to the rural patients. The spokes are
manned by the 'Village Health Champion' (VHC), who is a married
woman based in the village, and is trained by CARE in providing
basic diagnostics.

Model 1 is operation al in Maharashtra rural area
Model 2 is operational in U.P. rural area &
Model 3 is operational in Punjab rural area.
The following variables are analyzed:
A. Technology platform
B. Training of workforce
C. Accuracy of diagnosis
D. Talent attraction
E. Social acceptance: How much medical care can be delivered
through tele communication system.
F.Tele health infrastructure in INDIA
G. How much medical care can be delivered through tele
communication system.
H. Economics of health care
I . Tools and techniques
Meta analysis has been tested (stability analysis) with 10
respondents belonging to age group of 60-70 years. All of them are
having medical insurance.
3.5. Findings
Out of 3 models the Maharashtra model earns 100% acceptance of
the group selected for stability analysis. It reveals that the existing
telecom network in the country – mobile as well as backbone
broadband network can enhance the primary health care services
up to the grassroots level in Maharashtra model narrated below.

The primary care centres are serviced by a central hub located in
the town of Yavatmal. The hub has an advanced diagnostic lab that
houses equipment for blood tests, ECG, USG etc. The hub also
has a well-stocked pharmacy used to supply drugs to the primary
care centres. Doctors see patients at the hub at speciﬁed hours
during the day.
CARE appoints one rural health worker for each village. The health
worker, also called Village Health Champion (VHC) is a female who
has considerable social equity in the village. She is responsible for
undertaking day-to-day visits to patients in the village, primary care
treatment and screening, insurance enrolments etc. For patients
requiring treatment, she captures the symptoms on a standardized
diagnosis form and informs the remote doctor of the same, who
then prescribes the medicine that is delivered to the patient by the
VHC. All cluster coordinators report to the project manager who is
responsible for coordination of activities across all villages.
Local community provides physical space for the primary care
centre in each village, which is usually housed in pre-existing
facilities such as the 'Anganwadi'. The VHC is available for
approximately four hours each Monday in the primary care centre
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where villagers can come and consult her. On other days, the VHC
visits the nearby communities to gather information about the
general state of health of the people and to check on any patients
who were unable to visit her. As mentioned in the earlier section, in
cases where patients require medication and further consultation,
the VHC captures symptoms on a standardized diagnosis form and
informs the remote doctor of the same, who then prescribes the
medicine that is delivered to the patient by the VHC.
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- For X-ray and Ultrasound, patients are referred to a nearby
hospital.
The Village Health Champion carries a kit that includes the
following:
- Blood Pressure monitor
- Weighing machine

The hub has the following physical infrastructure:

- Thermometer

- Front ofﬁce

- Anemia kit

- 3 beds

- Blood glucose monitor

- Pharmacy

- Drugs

- 2 chambers for visiting physicians

- First aid kit

- Administration space

In the current model, only basic technology is used to provide
health access to the rural population. Technology does not seem to
play a key role in the provision of services, other than providing a
communication channel between the rural patients and medical
practitioners. CARE is currently piloting handheld devices that
would be given to a sample of VHCs. As of December 2011, 8
VHCs had been given these handheld devices for use under the
pilot program. The handheld point-of-care devices have Java or
Android-based applications built in to support various tasks (such
as disease identiﬁcation, recording information on past health.
Symptoms, insurance etc. currently manually performed by the
VHCs. The device would have a built-in decision-support system to
assist the VHC in her decision-making. The device would be used
to record medical and micro-insurance transactions. To enable
easy adoption of devices, the applications are being built in local
languages. Each handheld devices costs approx. INR 23,000 to
procure. In the near future, CARE is planning to migrate to android
smartphones/tablets in the scale up program of villages in the
states of Andhra Pradesh and Odisha.

The staff members (all reporting to cluster coordinator) at hub are:
- Front ofﬁce person
- Administrator
- Pharmacist
- Micro-insurance ofﬁcer
- Supply chain executive
- Lab technician
Technology infrastructure components at the hub include:
- ECG machine
- Laboratory
- Blood pressure monitoring equipment
- Blood sugar (glucose) monitor
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65% of the primary care problems are treated at the village level by
the village health champion and 35% at hub clinic. Villages are now
connected 24 X 7 and CARE Hospitals Doctor attend calls of health
workers at any time of the day, if required.
Revenue model
Annual premium
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typically sold below MRP at village health centers, but sold at MRP
at town-based hospitals. CARE also operates a micro-insurance
model that has helped to increase the patient enrolment rates.
CARE Foundation currently funds 25% of all costs incurred, while
the rest 75% funding comes from external donors. It is planned to
make the model self-sustainable in the next 2 years.

Rs. 300

Approximately 1000 families (~4000 persons) are currently
enrolled in these schemes.

High one-time cost

Some of the diseases covered under the insurance scheme are:

Low enrolment rates

Minor cough and cold/ﬂu

Low enrolment even after introduction of health savings card

Diarrhoea/Dysentery
Constipation

Semi-annual premium

Joint pains

Rs. 150

Stomach ache

Recently introduced

Headache

Relatively higher enrolment levels

First aid
IV ﬂuid requirements

Monthly premium

Fever

Rs. 30

General weakness

Low one-time cost
Highest enrolment rates
The villagers are typically charged Rs. 10 per consultation by the
VHC. At the town level (Hub), they are charged Rs. 20 per
consultation. Average total cost of treatment (as reported by CARE)
is Rs. 37 including consultation, drugs and basic lab investigations.
CARE also operates a cost-plus drug pricing model at village level,
depending on affordability levels of local community. Drugs are

Most of the covered diseases require patients to visit the
hub/specialist clinic. Medicines are provided to insured patients at
reduced cost.
There are 5-6 hospitals in the nearby areas which honour the
micro-insurance cover. According to ﬁgures reported by CARE,
value added services provided to the micro-insurance members
beneﬁt each insured family by more than Rs.140 (apart from
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savings on transportation costs, loss of wages etc.) A self-reported
snapshot of micro-insurance indicators for the period June 2010 to
November 2011 is given below: Indicator Results Members
enrolled 765 policies (4336 lives) Premium collection Rs. 249,012
Net operating income Rs. 93,590 Overall incurred claims ratio 72%
Claims ratio at hub clinic level 50.5% Claims ratio at VHC hub clinic
level 49.5% Renewal rate ratio Not yet started Coverage ratio 9.5%
Claims rejection ratio 0 Frequency of per-capita claims 1.28
Major challenges of Tele health Care shown in the Rader
Diagram ﬁgure.
This meta-analysis reveals the major challenges. Scores are ﬁgured
in the Rader Diagram

A
2

B
8

C
9

D
6

E
10

F
3

G
7

H
5

Challenges are signiﬁcantly large with variable C(Accuracy of
diagonosis) & variable E (Social Acceptance).
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Concluding remarks
· CMIG plays a pivotal role with variable B in training of workforce for
the health care both physical and mental.
· The group selected for the stability test of this analysis
unanimously opine that they would be welcoming if their existing
medical policy is supplemented by a Tele care module where the
trained geriatric animator will bring home delivery of medical care in
the tune of Maharashtra Tele Health Care model.
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