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Abstract 
This study aimed to investigate the relationship between socio-demographic variables, depression, and 
Quality of Life (QoL) in individuals aged 60 years and older. The research involved a sample of 98 
elderly participants, including both males and females. The data for this study were collected through 
validated instruments, including the World Health Organization's WHOQOL-BREF, a short-form of 
the Geriatric Depression Scale (GDS-15), and various socio-demographic variables. Several statistical 
techniques, such as correlation coefficients and regression analysis, were employed to analyze the 
collected data. The findings of the study revealed several significant relationships. There was a strong 
relationship between depression and various socio-demographic variables, including marital status, 
education, chronic illness, income, and physical dependency. This suggests that these factors are 
closely linked to the presence and severity of depression in older adults. Regression analysis indicated 
that depression, along with certain socio-demographic variables like income, physical dependency, and 
age, significantly influenced the quality of life among older adults. This implies that these factors have 
a notable impact on an individual's overall well-being and satisfaction with life. Understanding these 
relationships between socio-demographic factors, depression, and QoL in older adults is valuable for 
healthcare professionals and policymakers. It can help in identifying at-risk individuals and developing 
targeted interventions to improve the mental and emotional well-being of older populations, ultimately 
enhancing their quality of life. 
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Introduction 
Ageing is often viewed as an ongoing process of human development. The geriatric 
population is typically defined as individuals aged 60 or 65 years and older. This phase is 
commonly seen as the culmination of a person's natural lifespan or the twilight years. During 
this stage, individuals tend to reflect on their life, draw upon past accomplishments and 
experiences, and approach the final chapters of their life journey. 
According to the World Health Organization (WHO), the proportion of the global population 
aged over 60 is expected to nearly double, increasing from 12% in 2015 to 22% by 2050. It 
is also anticipated that, by the year 2020, the number of people aged 60 and older will 
surpass the number of children under 5 years of age. Based on the 2011 population census in 
India, there are approximately 104 million elderly individuals, comprising 53 million 
females and 51 million males. The percentage of elderly individuals in the population has 
risen from 5.6% in 1961 to 8.5% in 2011. Projections indicate that by 2050, the elderly 
population in India will account for 19% of the total population. The majority of elderly 
individuals have accumulated a wealth of life experiences and generally express contentment 
with their lives, even in the presence of illnesses or physical challenges. Nevertheless, 
significant life changes, which can manifest at both the physical and cognitive levels during 
older age, may trigger feelings of discomfort, stress, and sadness. In recent times, there has 
been a growing emphasis on understanding the effects of both physical and mental health 
conditions on overall quality of life. 

 

Geriatric age (old age) 
Geriatric age, also known as old age, is a stage in an individual's life cycle that encompasses 
a range of predictable life events, including both physical and cognitive changes. These 
changes vary among individuals and across cultures, as do the associated responsibilities and 
expectations. The physical and cognitive changes in geriatric individuals are often quite 
noticeable. Examples of these changes include skin wrinkling, graying of hair, balding, tooth 
loss, diminished vision, limited mobility, slower information processing, and conditions such 
as dementia (as noted by Baltes in 1991) [4]. Similar to factors like race, gender, and socio- 
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economic status, age also plays a role in societal hierarchies, 

with certain age groups being more valued than others (as 

observed by Riley in 1978) [33]. Age can serve as both a 

unifying and segregating force in society. The identification 

with specific age groups can sometimes lead to negative 

perceptions of aging among younger adults, resulting in a 

broad division between older and younger adults across 

spatial, institutional, and cultural domains (as discussed by 

Packer and Chasteen in 2006) [34]. Aging is a lifelong 

process encompassing physical, psychological, and social 

changes. Throughout this maturation process, individuals 

experience shifts in their levels of dependence and 

independence. 

 

Physical changes 

Physical changes associated with the aging process can be 

categorized as primary or secondary. Primary aging is a 

natural outcome of the gradual accumulation and impact of 

molecular and cellular damage over time. These primary 

factors are beyond our control and cannot be modified. In 

contrast, secondary aging is a result of poor lifestyle habits 

such as lack of exercise and inadequate nutrition. These 

factors are controllable and modifiable. Secondary aging 

contributes to a decrease in physical capacity, an elevated 

risk of physical ailments, disabilities, and diseases (as 

discussed by Whitbourne and Whitbourne in 2010) [35]. The 

prospect of growing old can indeed be intimidating, 

especially when it comes to physical changes and the 

associated fears, such as restricted mobility, diminishing 

energy levels, and the loss of hearing and vision. However, 

these changes may become less daunting if people can 

accept them as a natural part of the aging process. 

 

Social and Psychological Changes 

Social and psychological changes in later life can bring 

about unique stressors and challenges. While people of all 

ages encounter stressful events or conditions in their 

surroundings, older individuals often face a greater 

prevalence of such challenges due to several factors. Firstly, 

as people age, they commonly experience a significant 

decline in functional abilities. Age-related diseases, the loss 

of loved ones, reduced work capacities, and the shift in 

social and financial status upon retirement are additional 

stressors that are frequently encountered by the elderly. 

These stressors can collectively contribute to feelings of 

insignificance, loneliness, depression, and a diminished 

quality of life among the elderly, as highlighted by Barua et 

al. in 2011 [8]. Consequently, the elderly population is 

particularly vulnerable, as they must navigate not only the 

physical aspects of biological aging but also the complex 

challenges that impact their psychological and social well-

being. 

 

Stereo type around aging 

Stereotypes related to aging are generalized ideas or beliefs 

about a specific group of people, which may be partially 

true or entirely false. These stereotypes play a significant 

role in shaping how individuals perceive themselves and 

others. Age-related stereotypes involve making assumptions 

and generalizations about the behaviors and experiences of 

older individuals, often without considering their individual 

differences or unique situations. These stereotypes can vary 

across different cultures and evolve over time, and they can 

take on positive, negative, or neutral characteristics (as 

noted by Ory et al. in 2003) [36]. Negative stereotypes about 

aging often depict it as a period of ill health, loneliness, 

dependency, and declining physical and mental functioning. 

Conversely, positive stereotypes portray aging as a time of 

vast life experiences, an opportunity to enjoy life, reduced 

responsibilities, and increased wisdom. Negative age 

stereotyping can have detrimental effects on the physical 

health, mental well-being, overall quality of life, and self-

perception of older adults, both consciously and 

subconsciously (as discussed by Meisner in 2012) [37]. It can 

influence older individuals' motivation to live, potentially 

making them less inclined to accept medical treatments that 

could extend their lifespan. This also impacts health-related 

behavior, as some older adults may refrain from seeking 

help from healthcare professionals for issues like hearing 

loss because they believe such conditions are normal and 

inevitable consequences of the aging process (as highlighted 

by Levy in 2006) [26]. 

 

Challenges Faced by Elderly 

Elderly individuals face a range of challenges, and while 

some remain self-sufficient, others require care and support. 

One significant challenge is the gradual loss of 

independence, which can result from various factors, 

including diminishing physical abilities, age discrimination, 

retirement, and financial constraints. 

Another pressing social issue is the mistreatment and abuse 

of the elderly. The physical fragility that often comes with 

aging can render them dependent on others for everyday 

tasks like eating, toileting, and mobility. Providing care for 

the elderly can be more complex than caring for children 

due to their lifetime of experiences, knowledge, and fully 

developed personalities. The rapid industrialization and 

globalization of society have introduced significant changes 

in both the workplace and personal lives. The evolving 

technological landscape requires new skill sets that many 

elderly individuals may not possess. Younger adults often 

relocate to different cities or states in search of better job 

opportunities, while the elderly may lack the physical 

stamina to work outside the home. Consequently, older 

individuals living separately from their grown children has 

become a noticeable trend (as discussed by Acierno in 2010) 
[1]. This trend can be attributed to various factors, including 

the perception of older people as potentially burdensome 

due to their increased care needs. 

Erik H. Erikson (1902-1994), gave a theory on psychosocial 

development. He divided an individual’s life span into eight 

phases. Each phase represents its specific challenge that 

must be overcome. In the final stage or eighth stage i.e. the 

geriatric, the main challenge is integrity over despair. 

Individuals reflect back on their life they have lived and 

come up with either a sense of fulfilment or a sense of regret 

and despair from a life well lived and a life misspent 

respectively. They may have to confront regrets, 

disappointments or that they will never reach certain career 

goals. Some might feel proud of their accomplishments with 

a sense of integrity. Individuals with a strong sense of 

integrity would be able to embrace the new phase in life 

with a tremendous potential for creativity. They would 

engage themselves in learning new skills, activities, and 

prepare for the end of life.  

 

Quality of life (QoL) 

Erik H. Erikson, a prominent psychologist, developed a 
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theory of psychosocial development that spans an 

individual's entire lifespan and consists of eight distinct 

stages. Each stage represents a unique challenge that must 

be successfully navigated. In the final stage, known as the 

geriatric stage or the eighth stage, individuals confront the 

challenge of "integrity versus despair." 

During this phase, individuals reflect on the life they have 

lived and evaluate it. They may either experience a sense of 

fulfillment, indicating integrity, or a sense of regret and 

despair from a life they perceive as misspent. In this stage, 

people may grapple with regrets, unfulfilled aspirations, or a 

realization that certain career goals may never be achieved. 

Some individuals, however, can take pride in their 

accomplishments and feel a sense of integrity. 

Individuals who successfully achieve a strong sense of 

integrity are better prepared to embrace the new phase of 

life. They often exhibit a significant potential for creativity 

and engage in activities such as learning new skills, 

pursuing new interests, and preparing for the end of life with 

a sense of acceptance and readiness. This phase is 

characterized by a deep reflection on one's life and the 

ability to find meaning and satisfaction in the experiences 

and choices made throughout life. 

 

Factors influencing quality of life 

Quality of life is influenced by objective factors and 

subjective factors. The objective factors include income, 

employment, marital status, education, health and other 

environmental circumstances. The subjective factors include 

perception of overall quality of life, individual experiences 

and values, and proxy indicators such as well-being, 

happiness and life satisfaction. Eating healthy food, physical 

activities, regular medical check-up and health care facilities 

are essential for healthy life. However inability to consume 

healthy food due to lack of income and lack of healthcare 

facilities can lead to illness or disease that can influence the 

quality of life. Education plays an important role in 

providing knowledge, skills and experiences to participate 

effectively and efficiently in society, in getting better job 

opportunities and earn enough money. Higher income helps 

in achieving higher living standard. Thereby both higher 

education and income helps in improving quality of life 

[Bowling and Windsor, 2001] [13].  

 

Depression 

Depression can occur in the older adults, but it is not a 

normal part of growing older. It is a treatable medical 

condition just like diabetes and hypertension. According to 

the Centers for Disease Control and Prevention (CDC), 

major depression affects less than 1% to about 5% of the 

general elderly population, 13.5% in elderly who require 

home healthcare, and 11.5% in hospital care. The 

prevalence of depression in elderly is comparatively high in 

India ranging from 11.6% to 31.1% [Barua A et al., 2011] 
[8]. According to American Psychiatric Association, 

depression is most common medical illness which 

negatively affects the way one think, feels and act. The 

characteristic feature of a major depressive episode is a 

period of at least two weeks when the person experiences 

either depressed mood (most of the day, nearly every day) 

or loss of interest or pleasure in nearly all activities once 

enjoyed. American Association for Geriatric Psychiatry has 

given symptoms of depression which include:  

 

 Persistent sadness 

 Feeling slowed down. 

 Frequent tearfulness. 

 Feeling worthless or helpless. 

 Withdrawal from social activities. 

 Weight changes (loss or gain). 

 Pacing or fidgeting. 

 Difficulty sleeping. 

 Difficulty concentrating. 

 Excessive worries about finances and health problems. 

 Unexplained physical pains. 

 

Review of literature 
It deals with literature survey of existing volumes of similar 

or related subjects that helped in shaping the theoretical 

position of the research project. It will give us an idea about 

the researches in the present area. The following studies 

provide us with the knowledge of the general 

conceptualization and specific challenges which can be 

expected in the ongoing research, and also helps the 

investigator to understand the problem from different 

dimensions. 

Aassessed the reliability and validity of the World Health 

Organization, the WHOQOL-BREF, and its association 

with a number of clinical and socio- demographic factors in 

elderly depressed patients. The diagnostic assessment made 

using the Composite International Diagnostic Interview 

(CIDI) in 39 elderly patients. Also, they were independently 

assessed on a variety of measures including the WHOQOL-

BREF (26-item), Hamilton Depression Rating Scale (HAM-

D), Geriatric Depression Scale (GDS), Mini- mental State 

Examination (MMSE), Modified Barthel Index (MBI), 

measures of physical health status and social relationships 

and Instrumental activities of daily living (IADL). The study 

demonstrated satisfactory reliability and validity in 3 out of 

4 domains of WHOQOL- BREF. Poor validity was seen in 

the social relationship domain. A strong correlation was 

seen in quality of life scores with the severity of depression 

whereas no relationship was seen between diagnostic co-

morbidity and quality of life scores.  

Buvneshkumar et al., 2018 [14] estimated the prevalence of 

depression in Kattankulathur block (Tamil Nadu) and 

factors are associated with depression among elderly. About 

690 elderly subjects screened using Mini-cog assessment for 

dementia and post that depression using geriatric depression 

scale (GDS)-30 and socio-demographic profile variable 

collected. The overall prevalence of depression was 

estimated to be 35.5%. Socio-demographic factors such as 

female sex, nuclear family, loss of spouse, unemployed 

status, low socioeconomic status, chronic illness, and life 

events such as conflicts in family, death of the family 

member or close relative were significantly associated with 

depression.  

A community based cross-sectional study by Karmakar N et 

al., 2018 [22] to find association between socio-demographic 

factors and different domains of quality of life in geriatric 

population. A sample size of 76 elderly aged 60 and above 

from rural areas of Madhupur, Sepahijala district, Tripura 

was questioned using WHOQOL-BREF scale. As per the 

study, social relationship domain scored better whereas 

psychological domain was affected worst as compared to 

other domains. The scores for psychological domain were 

better in high income individuals whereas social domain 

scores were better in male, illiterate and high income 
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individuals.  

Kavithai et al., 2018 [23] studied depression among elderly 

using geriatric depression scale-15 and its influencing 

factors in rural areas of Puducherry, India. A structured 

questionnaire was used to collect data on clinic-

psychological and socio-demographic variables. Cognitive 

impairment screened using Hindi mental state examination 

scale (HMSE) and depression using Geriatric Depression 

Scale (GDS-15) in 360 elderly individuals. Less than half 

(41.4%) of them were found to have risk of developing 

depression. Significant factors for risk of depression 

includes being female gender, illiterate, unemployed, 

widow/single, having sleep problems, physical dependency 

and cognitive impairment.  

Measured the prevalence of depression among in the rural 

setting and identified associated social factors with 

depression. Data was collected from 162 elderly aged 60 

years and above through a structured interviewer 

administered questionnaire and short form of geriatric 

depression scale (GDS-S). The prevalence of depression 

found to be 52.5%. The social factors mainly associated 

were low socio-economic and single status. Increasing age 

also indicated slight risk for developing depression. All the 

above studies suggested a strong relationship various socio-

demographic variables and depression; impact of socio-

demographic factors on quality of life. The socio- 

demographic variables included in various studies were age, 

gender, marital status, education level, religion, 

employment, living arrangement, physical dependency, co-

morbid conditions, traumatic life events, sleep quality and 

financial status (income). A very few studies have been 

conducted on effect of depression on quality of life and 

none of them have been conducted in Indian context. Thus, 

the focus of this study is to determine the effect of 

depression on quality of life and to verify impact of socio-

demographic factors on depression and quality of life in the 

Faridabad city.  

 

Research methodology 

Objectives 

 To assess the level of depression among elderly people 

in Faridabad city.  

 To assess the quality of life (QOL) among elderly 

people in Faridabad city.  

 To study the effect of selected socio-demographic 

variables on depression among elderly people in 

Faridabad city.  

 To examine the contribution of selected number of 

socio-demographic factors and depression on quality of 

life (QOL) among elderly people and further to find out 

exact variance explained by each factors in predicting 

quality of life.  

 

Hypotheses 

The proposed hypotheses are following: 

 

Alternative H1 

There would be a positive relation between increasing age 

and level of depression among elderly.  

Alternative H2 

There would be an inverse relationship between increasing 

age and quality of life (QOL) among elderly.  

 

Null H3 

There would be a significant association between selected 

socio-demographic and depression among elderly  

 

Alternative H4 

The quality of life of the elderly people would be 

significantly predicted by socio-demographic factors and 

depression.  

 

Operational Definition 

Quality of life: Quality of life (QOL) can be defined as 

‘Individuals perceptions of their position in life in relation to 

their goals, expectations, standards or concerns’ [WHO].  

Geriatric people defined an age band of older adults. The 

geriatric is considered as 60 years and above in most of the 

countries in the world.  

 

Depression 

Depression is a common mental disorder, characterized by 

persistent sadness and a lack of interest or pleasure in 

previously rewarding or enjoyable activities [WHO].  

 

Sampling Procedure 

The sample for the study was taken from Faridabad city, 

Haryana. The researcher used the convenience sampling and 

a sample size of 98 was drawn from the community living in 

the Faridabad city. 

 

Inclusion criteria 

People above age of 60 years, both sexes and those who are 

willing to participate were included.  

 

Exclusion criteria 

People below age of 60 years, people with severe medical or 

psychological condition and unwillingness to participate in 

the study.  

 

Study design 
This study is based on the cross-sectional study design. A 

cross-sectional study is a type of observational study that 

analyzes data from a population, or a representative subset, 

at a specific point in time i.e. cross-sectional data.  

 

Tool used for data collection 
To achieve the objectives of the study following tools were 

used:  

1. Socio-demographic data sheet. 

2. The short- form of Geriatric Depression Scale (GDS-

15). 

3. WHOQOL BREF. 

 

Socio-demographic data sheet 

A socio-demographic data sheet was constructed to collect 

information regarding:  

 
Participant’s age Gender Educational qualification 

Marital status Living arrangement Number of dependents 

Chronic illness (self-reported) Employment status Monthly/family income (financial support) 

Physical dependency for routine activities   
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The short form of geriatric depression scale (GDS-15) 

Geriatric Depression Scale (GDS), first created by Yesavage 

et al., 1982 [32]. It has been tested and administered in 

screening depression among older adults. A Short Form 

GDS was developed in 1986, it consists of 15 questions. It is 

a self-reported inventory and takes about 5 to 7 minutes to 

complete. It consisted of 15 dichotomous questions which 

determine how the subject felt over the past week. Out of 

these 15 items, 10 questions (2, 3, 4, 6, 8, 9, 10, 12, 14, 15) 

indicate the presence of depression when answered ‘yes’ 

(positively), while the rest (question numbers 1, 5, 7, 11, 13) 

indicated depression when answered ‘no’ (negatively). 

GDS-15, just as GDS-30, is a beneficial scale in 

determining depression in older adults.  

 

Reliability and Validity 

The short form of the scale i.e. GDS-15 (a=0.92) has 

significant correlation with the main scale GDS-30 (r=0.58). 

As per receiver operating curve (ROC) analysis, GDS-15 

has a sensitivity of 0.9 and a specificity of 0.84 [Malakouti, 

2006] [28].  

 

Scoring 

10 questions (2, 3, 4, 6, 8, 9, 10, 12, 14, 15) indicate the 

presence of depression when answered positively, while the 

rest (question numbers 1, 5, 7, 11, 13) indicated depression 

when answered negatively The score range varies from 0 to 

15 and can be classified into various categories- score 

between 0-4 as normal; 5-8 indicates mild depression; 9-11 

indicates moderate depression and 12-15 indicates severe 

depression. 

 

WHOQOL-BREF 

World health organisation developed world health 

organisation quality of life (WHOQOL) - 100 and 

WHOQOL-BREF instrument to measure quality of life. 

WHOQOL-100 comprises of 100 questions which covers 

six broad domains of quality of life namely, physical health, 

psychological health, level of independence, social relations, 

environment and spirituality/religion/personal belief. 

WHOQOL-BREF is an abbreviated 26 items version of 

WHOQOL-100 and assesses four major domains namely 

physical, psychological, social relationship and 

environment. These tools are available in over 20 different 

languages. All the items are captured on a five point likert 

scale. The WHOQOL instruments focus on individual’s 

perception of their well-being, work-life balance, social 

relationship, satisfaction and issues that are important to a 

person’s quality of life. [WHOQOL: User’s manual].  

 

Reliability and Validity 

For each of the four domains, cronbach alpha values scores 

ranged from .66 to .84, thereby demonstrating good internal 

consistency. Though, the internal reliability for three 

domains was above 0.70, except for the domain ‘Social 

Relationships’ which has internal reliability score as 0.533. 

All domains has test–retest reliability significant at p< 0.01 

level, indicating good stability of the scale. WHOQOL-

BREF domain scores have been shown to correlate with the 

WHOQOL-100 domain scores at around 0.9.  

 

Scoring 

Out of 26 items, two items are overall quality of life and 

general health and rest 24 items have been divided into four 

domains i.e. physical health (7 items), psychological health 

(6 items), environmental domain (8 items) and social 

domain (3 items). Each of the 26 items is presented on five 

point Likert scale- 1= very unsatisfied to 5= very satisfied. 

WHOQOL- BREF domain scores are calculated by 

calculating the mean of all items included in each domain 

and then multiplying it by a factor of four. These scores are 

then transformed to a 0- 100 scale for analysis. The 

following values of scores were extracted from the reviewed 

studies and are applied in the current study: score ≤ 45, low 

QOL; score 46 to 65, moderate QOL; and score > 65 

suggests relatively high QoL [Bani-Issa, 2011] [5]. The long 

detailed interviews and testing batteries are not tolerated 

well by many elderly due to fatigue. Hence, the short 

version of the GDS and WHOQOL-BREF are preferred in 

the present study. 

 

Statistical techniques 

In this study, data was entered into the excel spread sheet 

and analysed using statistical package for social sciences 

(SPSS) version 17. A multivariate analysis and regression 

analysis was conducted to determine the correlation between 

the socio-demographic variables and depression and impact 

of depression and socio-demographic variables on the 

quality of life.  

 

Result 

This study highlighted the association of socio-demographic 

factors with depression and impact of socio-demographic 

factors and depression on the quality of life of the study 

population. The frequency distribution of socio-

demographic factors of the study group was (n=98). The 

study group comprised of majority (59%) of males, less than 

half (40.8%) of male and female were in age group 60 to 65 

years and their mean age was 67.70 years with Standard 

deviation (SD) of 5.59. Regarding marital status, majority 

(68%) of them were married and more than half of them 

(53%) lives with spouse and children. The majority (77.5%) 

of them were unemployed (non-working). Regarding 

education, 21.4% had done graduation or post-graduation, 

20.4% were illiterate while 17.34% could read and write. 

Majority (78.5%) of them were not physically dependent on 

others for their routine activities and more than half (52. 

5%) of them were taking care of dependents (number 1 to 

5). More than half (58%) did not suffer from any chronic 

illness (self-reported) and 26.5% of them refused to reveal 

about their income or financial support. 24.5% of the elderly 

had income below 10 thousand per month to support their 

daily lives. The study revealed distribution of elderly in 

quality of life domains. Physical health domain (54%) and 

psychological health domain (39.8%) of study group were 

rated at moderate level whereas social domain and 

environmental domain were rated at low level with 40.8% 

and 37.7% respectively.  

 

H1: There would be a positive relation between 

increasing age and level of depression among elderly 

This hypothesis has been proved. A significant correlation 

(.246) between age and the geriatric depression score (GDS 

score) at the 0.05 level was observed in the current study. 

Also, higher depression (63.7%) could be seen among 

elderly above 75 years of age as compared to the lower age 

groups. 

H2: There would be an inverse relationship between 
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increasing age and quality of life (QOL) among elderly 

This hypothesis is rejected as no significant inverse 

relationship (.029) was observed between the increasing age 

and overall quality of life in the study group.  

 

H3: There would be a significant association between 

selected socio-demographic and depression among 

elderly 

This hypothesis has been proved. Results demonstrate 

significant association between age and depression through 

a correlation coefficient .246 at the 0.05 level. A significant 

relationship between depression and marital status, 

education, chronic illness, income and physical dependency 

were found to be .479, -.526, -.426, -.369 and -.566 at the 

0.01 level respectively. Whereas socio-demographic 

variables such as gender, living arrangement, number of 

dependents and employment status were found to have no 

influence on the depression in the study group.  

 

H4: The quality of life of the elderly people would be 

significantly predicted by socio- demographic factors 

and depression 

This hypothesis has been proved through a regression 

analysis. The quality of life of the elderly people in the 

study group was significantly predicted by the depression. 

Among the socio-demographic variables- monthly income, 

physical dependency and age significantly predicted the 

quality of life of the elderly people.  

 

Discussion 

The present study was conducted to determine the impact of 

socio-demographic factors and depression on the quality of 

life among elderly in the Faridabad city, Haryana. The older 

adults aged 60 and above were included in the current study. 

The mean age of study participants was 67.70 ± 5.59 years. 

The present study has highlighted the association of socio-

demographic variables with depression and association of 

socio-demographic factors and depression with the quality 

of life of the study population. Changes in the physical, 

mental and social health continues throughout an 

individual’s life. But when an individual reaches an age of 

60 years or above (considered being geriatric), these 

changes are significant. There are physical changes in the 

body such as wrinkling of the skin, vision and hearing loss, 

health issues and fragility; there are emotional and social 

changes such as increased chances of losing spouse, 

dependency on others, living alone and loss of job 

opportunities or unemployment.  

In the present study, a significant association between age 

and depression through a correlation coefficient .246 at the 

0.05 level was observed. This proves our hypothesis that 

depression increases with an increase in age (H1). Also we 

could see an increasing trend of depression with increasing 

age. In accordance to this finding, Barua A et al. (2010) [6] 

found depression to be relatively more in elderly aged more 

than 70 years. Also, study conducted by Paul N et al. (2018) 

indicated risk for developing depression with increasing 

age.  

A significant relationship between depression and marital 

status, education, chronic illness, income and physical 

dependency were found to be .479, -.526, -.426, -.369 and -

.566 at the 0.01 level respectively, which proves our 

hypothesis (H3). Whereas certain socio- demographic 

variables such as gender, living arrangement, number of 

dependents and employment status were found to have no 

influence on the depression in the study group. In 

accordance to above findings, Barua A et al. (2010) [6] 

found a significant association of depression with older age 

group, female sex, poor financial status, loss of spouse, 

living alone, dependency and chronic illness. Arumugam et 

al. (2013) [2] observed significant association of with 

geriatric depression with loss of a spouse, illiteracy and 

financial dependence in both rural and urban slum 

community. Also, found that depression was significantly 

associated with female gender, increasing age, singles, 

staying alone, illiterate, low socio-economic group and 

those with stressful life events.  

First thought that comes in mind regarding geriatric is 

deteriorating health, physical illness, loneliness and neglect. 

There is increasing trend of nuclear families in the modern 

societies. This leads to older adults to experience a terrible 

feeling of redundancy. The situation becomes grave when 

elderly finds themselves left alone without anyone to look 

after them. In the present study, the hypothesis (H2) stating 

that with increase in age would result in decrease in overall 

quality of life in the study group has been rejected though 

age is a predominant predictor of quality of life. Present 

study showed that monthly income, physical dependency 

and age significantly predicts the quality of life of the 

elderly people (H4). In accordance to these finding, found 

that functional ability have positive correlation with 

perceived quality of life. Datta D et al. (2015) [19] in their 

study observed that quality of life score improved 

significantly with increase in the income and for the 

independent elderly population than those who were 

dependent.  

Depression in elderly causes a severe structural and 

functional limitation which in turn affects the quality of life. 

An elderly patient suffering from depression often has a 

combination of psychological, physical and social unmet 

needs. In the present study, depression found to be a 

significant predictor for the quality of life of the elderly 

people (H4). In accordance to this finding, study conducted 

by Naumann & Byrne (2004) [38] found a strong correlation 

between quality of life scores with the severity of depression 

in older adults.  

Hence, from the above study it is clearly seen that the socio-

demographic factors such as age, marital status, education, 

chronic illness, income and physical dependency have a 

strong relationship with the depression; however there is no 

impact of gender, living arrangement, number of dependents 

and employment status on depression. Variables like 

monthly income, physical dependency and age; depression 

significantly predicts the quality of life of study population 

whereas marital status, gender, living arrangement, number 

of dependents, education, chronic illness and employment 

status showed no influence on quality of life of study 

population.  

 

Conclusions 
Based on the current research study and its result, it is 

concluded that socio-demographic variables and depression 

affects the quality of life in older adults. The socio-

demographic variables like marital status, education, 

income, chronic illness and physical dependency has a 

strong relationship with depression. Whereas variables like 

gender, employment status, living arrangement and number 

of dependents has not shown any association with 

https://www.multisubjectjournal.com/


International Journal of Multidisciplinary Trends https://www.multisubjectjournal.com 

~ 221 ~ 

depression. The study group scored moderately on physical 

and psychological domains and low on social and 

environmental domains of quality of life. The variable like 

income, physical dependency, age and depression strongly 

predicts the quality of life of older adults. Also, alternative 

hypothesis regarding inverse relationship between 

increasing age and quality of life (QOL) among elderly has 

been rejected and remaining hypothesis has been accepted. 

The small size of the research sample made it 

disadvantageous in generalizing the results of the study. 

 

Implications 

 It provides the opportunities to develop better 

understanding about various factors affecting 

depression in elderly which will help in creating a 

positive environment for them.  

 The study gave light on how elderly perceive their 

quality of life and the factors affecting it.  

 It will help to create a program/policy for elderly that 

allow them to develop psychological well-being.  

 

Limitations 
The investigator has put in a lot of effort to bring out the 

research work without any limitation but it is not completely 

possible to avoid some unavoidable errors. Thus, the 

investigator feels a few limitations as follows:  

 Study may be conducted on large population to increase 

its comprehensiveness.  

 The sample was taken from one particular city hence 

the opinion may be geographically biased and the 

finding of the study cannot be broadly generalized 

across populations.  

 Qualitative analysis of quality of life could have proved 

more useful.  

 In the present investigation, the cross-sectional 

approach to the study impact of socio-demographic 

factors and depression on quality of life of elderly was 

used rather than the longitudinal approach.  

 The WHOQOL-BREF does not allow assessment of the 

individual facets within these domains. 

 No formal diagnosis of depression was made in the 

study sample. Self-report inventory was used for 

determining the level of depressive symptoms in the 

elderly persons.  

 

Future suggestions 

 Longitudinal studies on a larger group of elderly men 

and women are needed in future considering the above 

limitations.  

 A similar study needs to be conducted on a larger 

section of the elderly population as sample size in 

present study was small.  

 Both male and female ratio in the sample should be 

equivalent for determining gender differences.  

 The study was confined only to Faridabad city, it is 

therefore suggested that study may be conducted on 

other cities also to increase comprehensiveness of its 

conclusions.  

 A study should be conducted to find out the remedial 

measures for the depression and to increase quality of 

life of elderly population.  

 Future studies can focus on qualitative analysis along 

with quantitative data collection.  

 As an extension to this research, it is recommended to 

conduct personal interviews and combine the learning 

to derive the right set of inference related to this 

research.  
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