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CHAPTER - I 

       INTRODUCTION 

 
1. Introduction :  



 
 

 Life is a continuous process of growth beginning from infancy and coming to old age 

through childhood and adulthood and ultimately terminates with the death of an individual 

(Bhatia, 1983). The scientific study of human development is fragmented and incomplete. An 

examination of the literature indicates that some stages of human development have been 

studied more thoroughly than others. But recently research on aging has gained importance 

and greater recognition is given to the aged by the biological scientists, social scientists, 

government agencies and social workers. This is due to the rapid increase in the aged 

population remain unclear. Human beings by and large to think about their old age by the time 

they are between 50 and 60 years of age.  The gradual change in appearance, the greying of 

hair, the diminishing capacity for physical work and above all the feeling that one’s erratic 

values are decreasing make the individual perceive that a peak has been reached and the 

descent has started to begin. 

             Older people think and move slowly. They do not think as well as they used or as 

creatively. They are boung to themselves and their past and can no longer change or grow. 

They can learn neither well nor swiftly and even if they could, they would not wish to. Tied to 

their personal traditions and growing conservatism, they dislike innovations and are not 

disposed to favour new ideas. Not only can they not move forward, they often move backward. 

They enter a second childhood, often caught in increasing egocentricity and demanding more 

from their environment than they are willing to give to it. They become irritable and 

cantankerous, yet shallow and enfeebled. They live in their past. They are aimless and 

wandering of mind, reminiscing and garrulous. Indeed, they are studies in decline, pictures of 

mental and physical failure. They have lost and cannot replace friends, spouse, job, status, 

power, influence, income. They are often stricken by diseases that restrict their movement, their 

enjoyment of food, the pleasures of well-being. Sexual interest and activity decline. The body 

shrinks; so does the flow of blood to the brain, which does not utilize oxygen or sugar at the 

same rate as formerly. Feeble, uninteresting, they await death, a burden to society, to family 

and to themselves. During old age, there are certain problems of mental health and adjustment 

resulting from these physical and mental decline. 

2. Theories of Aging : 

2.1 Behaviourism Theory : 



 
 

 Behaviourism (or learning theory) has been the premier theoretical system that has 

shaped modern psychology. To its originators, a single axiom captured the essence of their 

revolutionary world view-the environment determines human actions. To understand behaviour, 

we should look to the rewards a person is exposed to in the outside world. 

 Traditionally, behaviourists have forcefully argued against the importance of biology. Our 

actions   are changeable, not determined by our genes or immutable givens at birth. 

Behaviourists have concentrated on what could be directly measured, preferring actions to 

feelings, needs, and fantasies. They deemphasized the past : The key to changing behaviour 

lies not so much in exploring a person’s history but in rearranging his or her current life. In their 

view, a small handful of mechanisms explain how we act. Responses are either acquired 

directly, through classical or operant conditioning, or indirectly, through modelling (observational 

learning). 

 Classical Conditioning, the most primitive type of learning, involves involuntary 

responses, actions, or physiological reactions outside conscious control. Here the responses 

elicited by one stimulus are paired with another. After a number of pairings or in many cases 

even one association, a connection is formed and the response is now elicited by the new 

stimulus alone. 

Classical conditioning explains why we salivate when we smell a steak sizzling on the 

grill. It accounts for that happy feeling that (it is hoped) wells up when as elderly alumni we one 

once again set foot on the campus where we spent those wonderful college years. In actual 

practice, however, behaviourists most often invoke this type of learning to explain the presence 

of “unreasonable” negative emotional reactions-for instance, the intense fear of leaving her 

house 75-year-old Mrs. Smith develops after falling at the corner of Main and Vine. According to 

the simplified model, falling, a stimulus evoking the response of fear occurred in conjunction 

with being at main and Vine. Because of this pairing, the initially neutral stimulus of being at that 

corner was classically conditioned to fear. 

 But why does the fall at Main and Vine evolve into the fear of going out at all? To answer 

this question, the behaviourist might use another important concept, generalization. 

Generalization refers to the fact that once a response is learned in one situation it tends to 

spread to others along a dimension of similarity. So, in our example, fear learned in connection 

with Main and Vine generalized to all streets and then to setting foot outside the house. 



 
 

Furthermore, we might even expect Mrs. Smith to feel a twinge of fear when walking around in 

her house. 

 The experience of the fall may also involve the second major type of learning, operant 

conditioning, if it then causes avoidance that it, Mrs. Smith’s refusing to set foot out of the door. 

While physiological or involuntary reactions can be operant conditioned, too, in general, operant 

(or instrumental) conditioning is the major mechanism behaviourists have used to explain our 

conscious or voluntary actions. Here the principle is simple. Actions that are rewarded, or 

reinforced, will tend to recur. Those that are not reinforced will extinguish (that is, disappear). In 

the example, relief from fear would be a potent reinforce and maintain Mrs. Smith’s response of 

never venturing out. 

 Traditionally, behaviourists have viewed operant conditioning, with its 

simple explanatory principle of direct reinforcement, as possibly accounting for all voluntary 

behaviour. It can explain responses as varied as a physically able nursing home resident’s 

refusing to walk or an elderly mathematician’s working long hours in her field after her 

retirement.                       Because of the 

prevalence with which operant conditioning has been used to understand the actions of older 

adults, it is important to look at this type of learning in slightly more detail. For instance, what do 

we need to know about reinforcement when using the operant approach? Several essentials 

can be illustrated by using the two very different responses just described. 

          First, although some rewards, such as money or praise, tend to be reinforcing for most 

people, often what constitutes a reinforcer is variable and person- specific. Each of us has his 

or her hierarchy of reinforcement, those events ranked from least to most important in 

motivating  us. In the case of the nursing home resident, attention from the staff is likely to be 

high on that list, as this attention is what seems to be motivating his refusal to walk. On the 

scientist’s hierarchy, the same reinforce may not appear at all. For the scientist the reward 

seems to be the possibility of making an important discovery. But still we  cannot be sure. The 

nursing home occupant might refuse to walk because this allows him to avoid a disliked 

resident whose room is down the hall or because of an altruistic desire to keep a sick roommate 

company. The scientist’s work might have a far from lofty cause; she might be avoiding the 

boredom of household responsibilities, or perhaps avoiding a disliked spouse. So a second 



 
 

principle about reinforcement is that the reinforcer can best be determined only a quite objective 

criterion-an event is a reinforce if it increases the probability of the preceding behaviour. 

 Finally, the frequency or schedule with which reinforcement is delivered has a crucial 

impact. Different schedules of reinforcement, such as being rewarded after every response, at 

predictable intervals, or at unpredictable intervals, produce profoundly variable patterns of 

behaviour. 

          For instance, if the actions of the nursing home resident and mathematician were 

resistant to extinction (that is, continued for a long time in the absence of a current reward), we 

would expect a variable - ratio reinforcement schedule to be the cause. This is a quite common 

pattern in daily living. Rewards come at unpredictable intervals and so people learn 

persistence, the idea that if they keep responding they will eventually gets what they want. We 

would imagine that the nursing home staff sometimes coaxed or pleaded with the resident to try 

to walk then let him use a wheelchair when a nurse was particularly rushed. We would envision 

the mathematician as understanding the hit-or-miss quality of scientific discovery. This would 

teach her a lesson of a superficially different type: only sometime do ideas have merit and only 

sometimes does hard   work result in tangible rewards. 

 Actually, when  used in conjunction with the concept of generalization, this most 

prevalent reinforcement schedule helps   us understands the gerontological finding  that 

personality traits such as “dependency”  or “The tendency to work hard” can be quite stable 

from youth to old age (see Chapter 7). Not only may behaviour that is periodically reinforced 

tend to persist over months or even years, it may generalize to the different life circumstances 

old age can bring explaining why though now she needs help cooking and dressing, a woman 

refuses to give up her independence and move in with her daughter; making sense of why, 

despite being retired and finally able to relax, an older man frantically fills his day with 

appointments just as he did during his working years. 

             So as we explore the “facts” about behavioural consistency in the following chapters, 

keep in mind the concepts of variable reinforcement and generalization. In addition, the 

concepts of nonreinforcement and extinction may partly explain many instances of late-life 

behavioural change-losses as different as IQ decrements after a person experiences a heart 

attack (see chapter 5), or hearing impairment (see chapter 3), or because society no longer 

sees her as sexually attractive, why an older  woman’s sexual feelings tend to erode (see 



 
 

chapter 7). But a behaviourist would be remiss in looking only to direct reinforcement in 

explaining these or any other examples of late-life behaviour because there is another way the 

responses of any older person might also be learned-by modelling. 

            In modelling, responses are learned by observation, by imitating what others do. People 

tend to imitate behaviours they see being reinforced. Other factors, such as the similarity of the 

model to the learner, may make this type of imitative learning more likely to occur. For instance, 

in our examples, Mrs. Smith may have developed her fear of leaving the house after learning 

that an elderly neighbour, just like herself, broke her hip and had to enter a nursing home after 

falling on the street. The mathematician may have learned to work long hours by observing the 

behaviour of an admired colleague and seeing the many false leads for every genuine 

breakthrough made by this eminent man. The attention the staffs give to the nursing home 

resident’s bedridden roommate may really by producing the resident’s refusal to walk. If he acts 

incapable he can have this important reinforcer, too. 

             So behaviourists have looked to events occurring directly to the person, and to 

exposure to models to understand older people. As described in Box 1-2, they have used this 

same perspective in engineering behavioural change. Though out this book, we will see how 

the principles just described are employed to treat specific problems, promote functioning and 

improve the quality of life in old age. 

 Before turning from this very brief description, I must emphasize a crucial 

final fact about the laws of learning and the behavioural perspective on late life. The principles 

of learning are neutral and universal. The same mechanisms explain actions praised as good, 

derided as bad, or labelled as “typical” of later life. For instance, a nonbehaviourist might view 

Mrs. Smith or the nursing home resident quite negatively-as “neurotic” people. The 

mathematician, on the other hand, might be admired for her devotion to her field and her 

strength of character. And someone else viewing the actions of these older people might make 

another seemingly logical inference: The first two older adults’ actions could be seen as the 

excessive caution or obstinacy of old age; the mathematician’s as the wisdom advancing years 

bring. 

 But behaviourists bring a totally different perspective to traits, actions and attributes that 

we  tend to view as characterological, either as a fixed part of person or-more central to our 



 
 

discussion-as natural or intrinsic to late life. Whereas others nod knowingly about “the wise 

older scientist,” the “typically stubborn” nursing home resident, or the “predictably too cautious” 

older person afraid to go out, behaviourists see responses shaped by the universal laws of 

learning. There are not attributes inherent in people or aging. If it appears that there is a fixed 

(“wise,” “cautious”or obstinate”) elderly way to behave, it is because older people tend   to be 

exposed to similar environments and to have similar behaviours reinforced. 

 This nonevaluative approach is quite different from the perspective our second major 

psychological framework-psychoanalytic theory-brings to under standing later life and older 

adults. 



2.2 Psychoanalytic Theory : 

  The principles that have formed the basis of modern learning theory are succinct, simple 

and easily spelled out. This economy of precepts does not apply to the psychoanalytic 

approach. Psychoanalytic theory is a diverse amalgam of ideas-a system that has been added 

to, modified, and amended from its very inception. 

 This means that people who subscribe to this rich theory of human behaviour may 

disagree radically on specifics. However, they do share some basic beliefs. They, believe that 

what happens in childhood is important to psychological health. Typically, they believe that 

personality is basically formed a t a quite early age (5 or earlier) and then remains relatively 

stable throughout life. They think that personality has a definite structure. It has conscious and 

unconscious aspects. The deepest layer of personality, the unconscious, is a very important 

determinant of human behaviour. 

In addition to having conscious and unconscious   components, personality also has 

three parts: the id, the ego and the superego. The id is present at birth. It is the mass of 

instincts, wishes and needs we have when we enter the world. The ego and superego evolve 

during early childhood. The ego, the largely conscious, reality-oriented part of the personality, is 

formed when children realize that their needs cannot be immediately satisfied. Gratification 

must yield to the requirements of the outside world. Ego functions involve logic,   reasoning, 

thinking and planning; in other words, getting what we want in an ordered, realistic way. The 

superego develops next. It is the moral arm of the personality, the unconscious internalization 

of parental and societal prohibitions, norms and ideals. 



 
 

 In sum, during the first crucial 5 years of life, we learn to conform to the requirements of 

being a human being. Desires must be adapted to reality. Sometimes they must be abandoned 

altogether in order to live a moral, ethical life.  

 According to this theory, our parents are responsible for the adequacy of these 

accommodations and so for our lifelong mental health. If they are empathic and sensitive during 

these crucial early childhood years, we will develop a strong ego that will enable us to weather 

and adapt to all the crises of living, including those of late life. If our parents are insensitive or 

for some other reason their caretaking ability is impaired, our ego formation will not be optimal 

and we will be prone to the eruption of the unconscious, likely to develop problems when 

encountering the stresses of old age. (As is true of behaviourists, today’s choanalytic theorists 

are much less rigid about these ideas. They often grant that genetic predispositions can play a 

significant role in mental disorders, are less likely to blame parents alone and even admit that 

events after early childhood can cause basic personality change.) 

            Thus, according to the traditional theory, stressful events endemic in late life-becoming 

ill, being widowed, retiring-are tests of psychological functioning. These stresses strain the 

capacity of the ego to adapt. It is here, if our childhood experiences have not been ideal, that 

we are most likely to use defence mechanisms to cope and to develop psychological problems. 

 So, for traditional psychoanalysts, the way a person behaves in old age is consistent  

with a lifelong behavioural pattern, or personality style (Berezi, 1972). Late life is a time of 

external stress and therefore much potential psychological disturbance. To understand 

behaviour we must look beneath the surface: What unconscious needs, fantasies and wishes 

are motivating the person’s surface response? We can more clearly understand this very 

different perspective on old age by exploring briefly the way that an ultratraditional 

psychoanalyst might view the behaviour of the three older people described in the last section. 

 The psychoanalyst would see Mrs. Smith’s fear of leaving her house and the nursing 

home resident’s refusal to walk as symptoms arising out of an unconscious wish. For instance, 

in Mrs. Smith’s case, the analyst might hypothesize that the fall stimulated a powerful childhood 

yearning to be taken care of, a desire as foreign to the older woman’s self-image as an 

independent adult that she cannot consciously admit it. Not going out of her house would be an   



 
 

ideal psychological solution-one that both permits the true desire to remain unconscious and 

also satisfies it by having Mrs. Smith’s children take care of her shopping and outside chores. 

For the nursing home resident, the wish might be the need to punish a rejecting parent, a 

lifelong desire that becomes activated in any situation where other people are in control. In this 

case, the stress of being institutionalized plus the similarity of the nursing home environment to 

the dependent one of early life would be seen as evoking an “acting out” symptom of this type. 

 In both instances, however, our very traditional psychoanalyst would feel that these 

hypotheses can be confirmed only be examining each person’s childhood. In the specific 

events, experiences and themes of those long-distant earliest years would lie the key to these 

pathological symptoms. 

 Our cases also illustrate the scenario that, according to this model of human behaviour, 

produces psychological symptoms at any age. A highly stressful event in the present-here 

falling in the street and entering nursing home-taxes the ability of the adult part of the 

personality, the ego, to   remain firmly in control. Because of deficiencies in childhood 

experiences, ego formation has not been ideal. So the unconscious desire wins. The sign its 

victory over the reality-oriented part of personality is the symptom or psychological problem 

itself. Furthermore, firmly believing that each personality   is stable or fixed, our psychoanalyst 

would predict that similar episodes probably punctuated each older person’s past. Earlier life 

stresses would have had the same tendency to provoke a psychological disorder. In fact, they 

would have produced symptoms having an identical meaning to those being observed now. 

 Our psychoanalyst would bring the same [respective to understanding the third older 

person, the dedicated mathematician : Her pattern of hard work would also have its roots in a 

particular set of long-unconscious childhood needs. However, because her behaviour seems 

appropriate and mature, this analyst might put her in a different category than the two other 

older people: “Although once again we could only know for certain by thoroughly investigating 

her childhood, the scientist’s actions do imply an ego in full control, the psychoanalytic criterion 

of genuine mental health.” 



 
 

 

2.3 Jung’s Theory : 
 Jung’s positive ideas about late life are intrinsic to his well-developed 

theory of what motivates human beings (see Mattoon, 1981). Once Freud’s enthusiastic 

protégé, Jung abandoned the psychoanalytic movement in 1912 and set up his own very 

different psychoanalytic school. Jung’s disagreement with Freid ventured on his mentor’s idea 

that all psychological development takes place by the age of 5. Jung violently opposed this 

retrospective (past-oriented) approach to life: Who we are as adults cannot simply by a 

reflection of infantile needs; the present and future are centrally important too. As a natural 

outgrowth of this prospective (future-oriented) view of human nature, Jung was especially 

interested in exploring psychological growth during the second half of life. 

 Jung hypothesized that midlife (age 40 or so) is an important emotional turning point. In 

fact we can trace the origin of the now familiar concept of the “midlife crisis” to Jung’s ideas 

about adult development. He begins his discussion with the time of life from puberty to about 

the mid-30s. During this period, which he calls youth but we would call young adulthood, our life 

thrust is to establish ourselves, We are energetic, passionate, self-absorbed - concerned with 

satisfying our sexuality, obsessed with carving out our niche in the world. In our late 30s 

physical and sexual energy begin to wane. We are now settled. We know the shape of our 

capacities, the contours of what we can do. We either are successful or perhaps beginning to 

make peace with idea of not setting the world on flame. So a kind of turning inward naturally 

occurs. Introspection and contemplation become ascendant. Relationships, understanding the 

meaning of life and giving to others become our predominant concerns. 

 Jung believes that negotiating this transition is hazardous. Many people are unable to 

relinquish “the psychology of the youthful phase” and continue this orientation into middle and 

later life. They stagnate, becoming vain, unhappy, and rigid. However, if development proceeds 

in an ideal way, a pinnacle is reached. We can be transformed into a spiritual being. 

 Jung believes that this reorientation completes us psychologically. We can accept and 

integrate all the facets of our personality, even ones that we had previously denied. Thus, a 



 
 

natural outgrowth of this midlife change is less differentiation between the sexes. Men become 

more tolerant of the previously repressed feminine component of their personality. Women give 

more play to their deemphasized masculine side. 

Jung also believes that this transition has a major function. It occurs in order to prepare 

us for impending death, an event he views not as the low point but as the culmination of life. 

This same assumption about the purpose of personality change in our later years, shorn of 

jung’s mystical elevation of death into an ultimate good, is shared by our second psychoanalytic 

observer of old age, Erik Erikson. 

2.4 Erikson’s Theory : 
 Erikson’s hypotheses about late-life psychological development, unlike Jung’s, are not 

embedded in a theory that stresses the inherent value of the future compared with the earlier 

years. According to Erikson, there are eight critical turning point or steps of development we go 

through from birth to old age, each tied to a particular chronological period of life. The past is 

still critically important. A person cannot master the issue of a later stage unless, on balance, 

the developmental cries of the previous ones have been traversed. The developmental crisis of 

life’s eighth stage is ego integrity versus despair. Here is how Erikson  describes the late-life 

pinnacle of ego integrity : 

 It is a post-narcissistic love of human ego-not of the self—as an experience which 

conveys some world order and spiritual sense....It is the acceptance of one’s one and only life 

cycle as something had to be   and that, by necessity, permitted of no substitutions.....It is a 

comradeship with the ordering ways of distant times and different pursuits....[but] the possessor 

of integrity is ready to defend the dignity of his own life style against all physical and economic 

threats......Ego integrity, therefore, implies an emotional integration which permits participation 

by followership as well as acceptance of the responsibilities of leadership. 

 So Erikson describes the developmental goal of old age in a very similar 

way as Jung did. As is true of Jung’s ideally integrated spiritual person, the person who has 

reached ego integrity has transcended egotism and self-interest 

to fully accept his or her place in the scheme of life. For Erikson, however, achieving this inner 

balance and harmony depends on a specific process: being able to accept one’s past. 



 
 

 According to Erikson, the person who has achieved ego integrity is able to accept death. 

A quite different fate befalls the older adult wracked with regret about past mistakes made, 

dreams unfulfilled. Frustrated and bitter because it is too late to make amends for the years 

poorly spent, this older person is desperately afraid of dying. In Erikson’s evocative words, the 

emotion that haunts this individual’s final days is despair.   

 

 

2.5 Biological Theories of Aging : 
 Scientists interested in the biology of aging want to understand what causes the pattern 

just described-the typical characteristics of normal aging; the close association of advancing 

age with illness and particularly with certain types of chronic conditions; the maximum human 

life span and its relationship to that of other species (Brash & Hart, 1978). To be plausible, any 

hypothesis should explain or at least be compatible with as many of these facts about physical 

aging as possible. To delve into the numerous fascinating theories of why our body ages is well 

beyond that scope of this psychologically oriented book. (I urge reader who want to explore this 

topic to consult any of these excellent review articles: Busse, 1977; Busse & Blazer, 1980; 

Comfort, 1979; Hall, 1976; Martin, G., 1985; Shock, 1977). However, I will briefly mention a few 

hypotheses, theories cantering around changes in the basic units of our body-our cells. 

 Our body is composed of two constituents: cells, either able to divide or 

nondividing, and intercellular connective tissue whose main constituents are fibrous proteins 

called collagen and elastic. Most biologists assume that problems and processes within our 

cells are the root cause of aging and death. However, some argue that changes in the collagen-

rich substance that surrounds our cells may be an important factor, too. As we grow old, the 

normally pliable collagen 

and elastin molecules form cross-links and so become stiffer. This loss of elasticity is partly 

responsible for benign signs of aging such as wrinkled skin. It also causes potentially life-

threatening changes such as arteriosclerosis (the loss of elasticity of artery walls). Biologist 

Robert Kohn (1978, 1985) suggests that stiffened collagen and elastin may in itself be an 

important cause of aging and death because by making our tissues more rigid and less 

permeable, it impairs the passage of materials throughout our body and so may prevent needed 

nutrients from getting to our cells. 



 
 

 The different cellular hypotheses about why we age can be grouped into two categories: 

theories that postulate that aging and death occur because of randomly occurring cellular 

damage and theories that postulate that a specific preset biological program orchestrates and 

oversees the process (Marx, 1974a, b). 

 

 

2.6 Random-Damage Theories of Aging : 

 According to gerontologists who subscribe to random-damage theories of aging, 

accumulating mistakes in our cells ability to produce proteins are the main cause of aging and 

death. Protein molecules are vital because they form the basis of all cellular reactions and 

functions. DNA, the genetic material in the nucleus of each cell, programs how our bodies 

develop and work by serving as the blueprint from which these molecules are produced. The 

DNA molecule must uncoil and coil again in the process of producing proteins. But in this 

repeated uncoiling and reconstituting, the DNA molecule tends to develop changes in its 

structure. These changes, called mutations, probably occur continuously in the course of our 

being exposed to environmental insults and the cells’ work. Because they were responsible for 

our evolution from one-celled organisms, mutations are obviously not all bad. However, most 

are deleterious. If their harmful effects are important or widespread enough, they will cause so 

many defective proteins to be produced that the cell will die. 

Our cells have repair mechanisms to correct these spontaneously occurring DNA 

mistakes, but as we age the DNA mistakes may become more frequent and he repair system 

itself may not work as efficiently. So, over time, unrepaired damage accelerates. 

 According to this scenario the physical changes we experience as we age are the visible 

signs of this accelerating DNA damage. As more DNA mistakes accumulate, more faulty 

proteins are produced and more of our cells malfunction and i.e. eventually, enough cells or 

enough critically important ones are lost from our body to cause our death. 

 In interesting support of this theory, the maximum life span of a given mammal turns out 

to be related to the strength of its DNA - damage - control capacities when its cells are 



 
 

subjected to the  deleterious effects of ionizing radiation in the laboratory (radiation causes the 

DNA molecule to mutate). Mice with a maximum life span of only 3.3 years have the most 

fragile DNA of any mammal. In contrast, we human beings have the most resilient DNA, and 

the longest life span. 

 Other biologists, who agree that aging and death are caused by random cellular 

damage, believe that the DNA mutation rate-at least outside of the laboratory-is too slow to 

cause the basic problem. They feel that the most important damage probably occurs further 

down in the system. Furthermore, they argue that the environmental substances that cause 

DNA to mutate, such as radssiation, affect the genetic material of dividing cells the most, 

whereas impaired or destroyed postmitotic (nondividing) cells are responsible for the most 

dramatic symptoms of aging. critically important parts of our body, such as our brain and spinal 

cord, are made up of postmitotic cells. Some gerontologists (Hall, 1976) point out that since 

changes in these structures are most likely to result in our death, an adequate theory of why we 

age should specifically account for what causes postmitotic cells to malfunction and die. 
 

2.7 Programmed-Aging Theories : 

 Random-damage theories of aging assume that there is no master plan that causes us 

to age and die. In contrast, there us another, equally reasonable idea : Old age, like growth, is 

specifically programmed and timed. Biologists who believe in programmed-aging theories have 

different ideas about where our “aging timer” is located, what sets it off and what operates it. 

What they do agree on, though, is that the orderly, predictable quality of the physical changes 

we undergo as we advance in years suggests that the aging process must be orchestrated by a 

coordinated, overall plan. And the fact that each species has a fixed life span suggests that 

some sort of genetic programming must be involved in aging and death (Hayflick, 1987). 

 An aging and death “clock” set to go off at a certain time might be located in the DNA of 

each cell. Or the clock might be more centralized, placed in a system responsible for 

coordinating many bodily functions. If a centralized aging clock really does exist, two places in 



 
 

particular, because they have such a widespread influence on the body, seem especially likely 

places for it to reside : the hypothalamus and the immune system. 
 

2.8 The Hypothalamus as an Aging Clock : 

 The hypothalamus is a tiny structure in the brain that has effects on the body far beyond 

its size. It is responsible for coordinating essential bodily functions, such a eating, sexual 

behaviour, temperature regulation and emotional expression. It has a key role in regulating 

physical growth, sexual development and reproduction. This important structure is responsible 

for the death of at least one critical body system. By shutting off the production of estrogen at 

about age 50, it ushers in menopause and so ends a woman’s capacity to conceive and bear a 

child (see chapter 7). Its far-ranging effects on many other organs make it a good candidate to 

regulate many other manifestations of aging too, harbouring the clock or series of clocks that 

times our death (Comfort, 1979). 
 

2.9  The Immune System as an Aging Clock : 

 Our immune system, spread out over our body tissue, has the crucial job of protecting us 

against foreign substances such as viruses or bacteria. In response to any alien substance, 

either a micro organism or incipient cancer (cancer cells are also foreign to our body’s tissue), 

the immune system responds rapidly, producing differentiated “killer cells”  and specialized 

molecules called antibodies tailored to kill the invader cells. The thymus, a gland involved in the 

intricate immune response, slowly disappears during adulthood. Biologist Roy L. Walford )1969) 

has suggested that this gland may be an aging pacemaker because its disappearance can 

signal a weakening of the immune system that has far-ranging effects. 

 A well-turned immune system must make a delicate differentiation-recognize and get rid 

of foreign substance and at the same time spare our own cells. According to Walford, as our 

immune system weakens, deficiencies develop in both of these functions. Impairments in our 

aging immune system’s ability to stave off foreign attack partly explains why older people are 

more susceptible to dying from infectious illnesses and also to getting cancer. Deficiencies in 



 
 

our immune system’s ability to recognize our own cells may cause it to attacks our own tissues-

accelerating cell loss. This assault on our body’s own cells, called an autoimmune response, 

may be partly responsible for a variety of age-related diseases, illnesses as different as 

diabetes and dementia. So, by looking at the type of damage a faulty immune system can 

wreak, we can explain many of the distinctive illnesses that befall us as we advance in years. 
 

3. Mental Health : 

3.1 Meaningof Mental Health : 

 According to a W.H.O. expert committee on mental health “Mental health implies the 

capacity in an individual to form harmonious relations with others, to participate in or contribute 

constructively to change in his social and physical environment and fully realize his 

potentialities” 

 According to Sullivan, a healthy person is one who has syntaxes (non-parataxis) 

relationships with others and who reacts to people as they really are, not as symbols of past 

relationships. Thus emphasis is on interpersonal relationships. Alder defined a healthy 

personality as one which experiences a sense of identification or one-ness with mankind 

pathology involves neurotic striving for power as compensation against feelings of inferiority 

and helplessness. 

 Allport (1961) gave six salient features for a sound healthy personality. 

 1. Extension of the sense of self 

 2. Capable of intimacy, respect and compassion when relating to others. 

 3. Emotional security (self-acceptance) 

 4. Realistic perception and skills 

 5. Self-objectification, i.e. insight and humour 

 6. A unifying philosophy of life a sense of direction and purpose in life. 

 Korchin (1976) believes that the concept of psychological health must focus on the ideal 

state, i.e. emphasis on the “positive well-being” rather than on disease, statistical or conformity 

criteria. Godoy, Fernander, Garcia and Gonzaler (1983), argued that health must be defined as 



 
 

a state of physical, social and psychological well-being rather than simply as an absence of 

illness or infirmity. They also stressed the importance of development of human potentials 

illness is considered to be a reflection of individual response to stress and change in the social 

cultural, economic and psychological environment. 
 Mental health has been defined in different was by different psychologists. For Dubos 

health implies “a modus vivendi enabling imperfect men to achieve a rewarding and not too 

painful existence; while they cope with an imperfect word” whereas, disease connotes, “Failure 

or disturbance in the organism as a whole or any of its systems” Thus it is believed that if signs 

of adjective failure are absent a person is psychologically healthy. 

          Jahoda (1958) emphasized positive striving as the most important quality of health and 

outlined three basic features of mental health-mastery of environment, a unified or integrated 

personality and the accurate perception of oneself and the external world. 

          Foots and cottrell (1955) emphasized interpersonal competence, that is the social skill 

which give the individual effective control over his interpersonal affairs and help him develop 

optimally along self-chosen lines. Erik Fromm (1955) like Maslow has given more importance to 

the kind of society in which a healthy personality can grow according to him there are universal 

criteria of mental health valid for human race. A number of basic human needs (sense of 

belonging transcend vice, sense of being an integral part of the world and identity) must be 

gratified in order for man to reach optimal functioning. 

 Shoben (1957) proposed a model of “integrative adjustment” which is 

characterized by self-control” personal responsibility, social responsibility, democratic social 

interests and ideals. Roger (1963) emphasized on the capacity for awareness and openness to 

experience, as criterion for a fully functioning person. 

 Freud lays importance on a persons ability “to love and work” as evidence of a balanced 

and healthy personality by love Freud meant generosity, intimacy, trust, pleasure in the 

happiness of others and sexual love “work” means productive efforts which give meaning to life 

and makes one’s existence meaningful more in terms of the absence of pathology, than the 

presence of valuable attributes. Abraham (1949). Reich (1949 and Jones (1942) shared with 



 
 

Freud the tendency to think of health ass the absence of pathology. The implicit Freudian 

concept of psychological health is usually expressed as the “genital character” as contrasted 

with the oral or anal character. In the Freudian view of genital character the ego emerges as the 

powerful controlling agent of the personality with full control over the primitive impulses. The 

prudential sexual urges are not repressed but transformed into safe and acceptable expression, 

due to which the person is capable of rational behaviour in accord to the realities of the 

situations. Thus Freud’s concept of mental health lays emphasis on sexual adequacy also as a 

sign of health. 

 Erikson (1950) systematically analysed development from infancy to adulthood and at 

each psychosexual stage presented a polarity of pathology and  health, based on the manner in 

which the infertile erotic needs and the social attitudes connected with them are expressed. In 

defining the concept of health, Erikson used the term ego identity. According to him only that 

person who was emerged positively from every development crisis at each psycho-sexual stage 

can develop a healthy ego identity, which further leads to a balanced person. 

 From her many definition of mental health, Jahoda (1958) gave the following as criteria 

of positive mental health. 

1. Attitude towards the self-it includes acceptance by the individual of his own self. 

2. Growth, development and self-actualisation-the extent to which the individual utilises his 

abilities. 

3. Integration the extent to which the psychic forces are balanced. 

4. Autonomy person is self reliant and is able to decide what suits his own needs best. 

5. Perception of ability freedom from need distortion and existence of empathy. 

6. Environment mastery adequacy in interpersonal relationships adoption and adjustment and 

efficiency in problem solving. 
 

3.2 Traits of Mental Health : 



 
 

 Mental health like physical health is also a condition. And this condition can be 

recognised by its characteristics features. Roughly speaking a mentally healthy individual would 

exhibit the following symptoms. 

Adjustability : 
 It has been painted out earlier also that one special characteristics of a 

mentally healthy individual is that he adjusts to a new situation with least delay and disturbance. 

He makes the fullest possible use of existing opportunities and adjusts to every new situation 

that presents itself. This does not mean that he is a rolling stone that gathers no moss, but has 

his own ideas, notions, and opinions, is a cool individual who deals coolly and patiently with 

every novel circumstance, without fear, disturbance, anxiety, complaint or desire to avoid them. 

He is aware of the fact that change is the principle of life; he is ever prepared for change and 

always finds some suitable mode of adjustment 

Self-Evaluation : 

           A mentally healthy individual evaluating himself properly is aware of his limitation. He 

easily accepts his faults and makes efforts to get rid himself of them. He introspects so that the 

may analyze his problems, prejudices, difficulties etc and reduces them to a minimum. 

Maturity : 

 Intellectual and emotional maturity is another peculiar sign of mentally healthy individual. 

The mature mind is constantly engaged in increasing his fund of knowledge, behaves  

responsibly, expresses his thoughts and feelings with clarity and is prepared to sympathize with 

others feeling and view points. The healthy individual behaves like a balanced, cultured and 

sensible adult in all matters. 
 

Absence of Extremism : 

 Aristotle believed that the ideal man lacks excess in any and every direction and the 

principle that excess of anything is bad is a golden rule as far as mental health is concerned. 

What ever the instinct, if it is allowed to dominate an individual, it will bring him to harm and 

endanger his mental health. Hence, in order to maintain mental health, one’s life should be 



 
 

integrated, interests should be wide and the personality balanced extremism is no well wishes 

of mental health. 
 

Regular Life : 

 Habits are an important element in maintaining mental health forming proper habits in 

matters of food, clothing and the normal routine of daily life leads to their becoming systematic 

and regulated, which in the long run, economizes upon energy and time healthy persons 

performs most of the common function of life with quick assurance and show of neutrality, 

without any bother and fuss. Their life is a model or regularity, balance and measured 

calculation. 

Satisfactory Social Adjustment : 

 A healthy individual maintains good adjustment with social situations, and is engaged in 

some or the other project intended to benefit society. And this is because in modern society the 

proper development of everyone’s personality can take placing only it there is mutual 

cooperation. The grater the balance of these social relationships and the greater simplicity the 

better will be the individual’s mental health. 
 

Satisfaction From Chief Occupation : 
 For mental health it is essential that everyone should find satisfaction from his chief 

occupation, his vocation. Money is the result of work but if one works only for it, that much time 

is obviously a waste. If the work interests an individual, it will yield more money, but the same 

time, a proper illustration of time will bring an increase in his pleasure and happiness. In fact, if 

one works for interest and maintains it even in the event of a loss in trade or at least the pain of 

loss is considerably lessened. Health is always, in a given context, dependent upon existing 

condition, which are themselves related to the changes taking place in the environment. 

 There are two schools of thoughts concerning mental health. The first 

largely represented by the medical profession , thinks about mental health as the absence of 

mental disease, the second school is represented by psychologists, the teaching profession 

and the psychoanalysts, who have a more positive approach and regard mental health as the 

presence of certain psychological characteristics and their effective use. How ever, broadly 



 
 

three major ideas have been suggested as criteria’s for a healthy when he understand himself 

and his own motivations, drives, wishes and desires. This leads a person to accept himself and 

recognise his liabilities and assets, his past and present behaviour in a socio-culturally 

approved way. The second criteria about a healthy self, views the person from a long time 

perspective, embracing his entire life span. It has to do with what a person makes of himself, 

and is often described as self actualisation; growth or acquiring his self the third idea is 

concerned with the process called integration of personality. 

             A world health organization (W.H.O.) Expert committee on mental health had its first 

meeting in 1949 to formulate the principles that should govern the activities of W.H.O. in the 

mental health field. In view of the tremendous needs and the shortage of psychiatric personnel 

and facilities throughout the world, the committee considered that it would be impossible to 

provide therapeutic facilities for all the needy people of the world with in    the foreseeable 

future. As a consequence the committee placed great emphasis upon the promotion of the 

general welfare and physical health of people as well as upon the development and application 

of mental health resources as rapidly as conditions would permit.   

        The committee has conducted studies and issued expert committee reports on such topics 

as alcoholism, drug addiction, maternal deprivation, mental hospital organization, the 

psychiatric aspects of delinquency and crime, and  the development of community health 

facilities W.H.O. has assisted with the development of psychiatric facilities in member state by 

making consultants available, providing training grants, and sponsoring conferences, both 

world-wide and local in scope since its inception, W.H.O. has made and is continuing to make 

many significant contributions to world mental health. 

          W.H.O. Has headquarters in Geneva and regional offices for Africa, the Americas, South 

east Asia, Europe, the Eastern Mediterranean, and the western pacific. Hence its activities 

extend into areas with diverse physical environments, types of social organization and 

psychiatric facilities. In its work, W.H.O. does not try to impose a predetermined plan on this 

diversity; rather it works toward “discovering, or uncovering, the basic needs of member states 

or of whole region and delineating. Thos areas where effort may be most usefully expended” 

W.H.O., 1962p78) In helping member states with consultative or other assistance, W.H.O. also 



 
 

strives to makes its services available over a period of several years to insure continuity and 

success for the programs which are undertaken. 

             In 1948, at an international congress of mental health held in London, the world 

federation for mental health was established. The federation consists of a group of 

governmental organisations and individual concerned with the promotion of mental health 

throughout the world. Its establishment represented an important step toward furthering 

cooperation between government and non-governmental mental health efforts at the 

international level and more than forty different countries are represented in its membership. 

The federation has been granted consultative status by both W.H.O. and UNESCO (United 

Nationals Educational Scientific, and Culture Organization) and assists the U.N. (United 

Nations) agencies by collecting information on mental health condition all over the world. It has 

undertaken various studies, including world wide studies of childhood mental health and of the 

industrialization. In addition, it seeks to aid underdeveloped countries through consultation with 

local health groups and to broaden their vision of the advances that are now within their reach. 

 The twelfth and thirteenth annual meetings of the World Federation for Mental Health 

both of which fell within the world mental health year 1959-60-were devoted to planning for 

mental health and action papers presented at these conference cover a wide range of topics 

and plans in the mental health field they have been published in one volume, planning and 

action for mental health. 

 Health and illness are seen to exist along a continuum health is equated with an 

optimum stable balance and illness is seen degree of departure from the satisfactory 

homeostatic functioning of the system. Human health and diseases are a continuum of 

psychobiological states, determined to a varying extent by biophysical and social variables. 

There is no sharp boundary between health and disease normal and abnormal before we go on 

to defining mental health we need to study the different approaches by different schools of 

thoughts to mental health and pathology. These different approaches have led to the 

emergence of different models of mental health which provide a better focus on the dynamics of 

mental health problems in the present context. 



 
 

 

3.3 Models of Mental Health : 

 A brief review of the basic models of mental health is given below. 

  Medical or Biological Model : 

 Many contemporaries have used the model of physical illness as the basis for defining 

deviant behaviour as Maher (1966) has noted “Deviant behaviour is termed pathological and is 

classified on the basis of symptoms the classification being called diagnosis. The progress 

designed to change the behaviour are called therapies and are applied to patients in mental 

hospitals. If the deviant behaviour ceases, the patient is described as cured”, However in later 

years, this mode has undergone a barrage of criticism initiated by S2 a S2 (1960) and 

supported by Mowrer (1966) and others. Ullman and Kranser (1965)  have also questioned the 

validity of the medical model. 

  Psycho-Analytical or Dynamic Model : 
 The concept of mental health has been related to a balanced personality. 

As a result, balanced id-ego-superego triad with ego holding a firm grip on external reality is 

considered to be tantamount to mental health. Fraud conjectured that personality development 

can be traced to the expression of biological or sexual energy (libido) and the sources of 

gratification towards which that energy is directed. He explained psychological development as 

passing through a series of psychosexual stages. The stages were determined primarily by the 

focus on the expression of libidinal energy on various parts of the body (i.e. oral anal and 

genital areas), as a source of gratification, as well ass, by the psychic mechanisms assumed to 

be operative during   these stages. 

       Other psychoanalytic system include the individual psychology of Alder (1926-1929) the 

analytic psychology of Jung (1953), the interpersonal theory of psychiatry of Sullivan (1953), the 

humanistic psychoanalysis of From (1941), and the neo-Freudianism of Horney (1937-1945). 

           The most vigorous critics of the dynamic approach are the behaviouristic, who hold that 

Freudian concepts can neither be proved or disproved, i.e. it can’t be empirically tested Mowrer 

(1961), holds that the impulse or repression theory of neurosis as given by Simund Freaud is 



 
 

erroneous as the feels that the feeling of guilt is the central concept in the development of 

neurosis. 

 Statistical Model : 
 This approach measures specific characteristics of people, such as 

personality traits, syndromes and ways of behaving, and the distribution of these characteristics 

in the population curve which depicts the majority of people being in the middle as far as any 

particular characteristic is concerned and very few people fall in at either of the extremes. A 

normal person implies that he/she does not deviate from the average in a behaviour patterns 

who deviate, i.e., are judged abnormal Eysenck (1952,1960) utilising a dimensional approach 

with in  the statistical model measured three dimensions of personality introversion-extroversion 

neuroticism and psychotics Cattell (1961,1962,1963,1966), terms this approach as multivariate 

experimental psychology and has applied it is measuring anxiety and neuroticism Criertin 

(1952,1961) and Zubinet al (1961) gave the type factor approach. They applied factor analytic 

techniques to define behaviour patterns and syndromes, with a precision unobtainable by other 

psychiatric methods. However the statistical methods by it self is inadequate; because it just 

analyses the data and does not decide what type is too observed. 



 Learning Theory Model : 

 This model views psychopathology as a set of learned maladaptive or faulty behaviour 

which a person develops because the environment reinforces them. Wolpe (1958, 1969), for 

example, maintains that neurotic behaviour is essentially based on persistent habits of learnt or 

conditioned unadaptive behaviour which is acquired in situations which generate anxiety. 

Dollard and Miller (1950), have effectively synthesised Freud’s dynamic model with that of 

learning theory Maher (1966) in his “principles of psychopathology” has also successfully 

related learning model to psychopathology. Bandra (1962) also explained maladaptive 

behaviour through social learning theory. 

 This theory has been criticised on a number of grounds including, failure to include data 

on subjective experience failure to tackle more complex dimensions of behaviour such as love, 

courage, faith, hope despair  etc. failure to deal with the problems of values and meaning in 



 
 

human existence and failure in initiating personality restructuring in the process of behaviour 

therapy. 
 

 Humanistic Model : 

 The humanistic model is characterised by its general orientation towards human beings 

and their potentialities as by any coherent test of principles of personality development and 

functioning. According to this model, psychopathology is essentially the blocking or distortion of 

personal growth, which is generally due to one of the given factors. 

 1. The exaggerated use of ego-defence mechanisms, due to which, the individual 

becomes increasingly out of touch with reality. 

 2. Unfavourable social conditions and faculty learning. 

 3. Excessive stress. 

 The humanistic model has been criticised for diffuseness and lack of scientific rigour in 

its conceptualisations. 
 

 Socio-Cultural Model : 

 The chief exponent of this model is Mead (1953), Coleman (1976) states that, by the 

beginning of the present century, sociology and anthropology had emerged as independent 

scientific disciplines and were making rapid strides in understanding the role of socio-cultural 

factors in human development and behaviour though the efforts Mead and other contributors 

like, Ruth Benedict, Ralph Linton, Abraham kurdiner and Franz boas, it became clear that there 

is a relationship between socio-cultural factors and mental disorders it was also seen that 

patterns of both physical and mental disorders in a given society may change overtime as 

socio-cultural conditions change. 
 

 Existential Model : 

 This model emphasises on our uniqueness as individuals, our quest for values and 

meaning, and our freedom for self-direction and self-fulfilment. However, the existential model 

represents a some what less optimistic view of human beings, and places more emphasis on 



 
 

the irrational tendencies of human nature and the difficulties inherent in self-fulfilment, 

particularly in our bureaucratic and dehumanising impersonalising mass society. The 

existentialist place more faith in the inner experience of the individual, than modern science, in 

their attempt to understand human problems. Thorne (1963) constructed the existential theory 

of anxiety. Other prominent existentialists are, Frankle (1967, 1963) may (1959, 1961, 1967, 

1969) Boss (1962, 1963) Strauss (1961, 1966) and Binswanger (1963). 
 

 Moral Model : 

 The chief exponent of the moral model of psycho-pathological behaviour is Mowrer 

According to him “so long as well subscribe to the view that, neurosis is a bonafide illness, 

without moral implications or dimension our position will, of necessity, continue to be an 

awkward one. And it is here that I suggest that as between the concept of sin (however 

unsatisfactory it may be in some ways) and that of sickness, sin is indeed lesser of the two 

evils”. 

 As long as a person lives under the shadow of real unpack knowledge guilt, he cannot 

“accept him self” and all our efforts to reassure him will avail nothing. But, the moment (with or 

without assistance) he begins to accept his guilt and sinfulness, the possibility of radical 

reformation opens up, and with this individual passes from deep pervasive self-rejection and 

self-hatred to a new freedom of self-respect and peace. 

 We will find that, with in psychology, the philosophy about the basic nature of man has 

undergone a change from the negativistic view of humanists. However, each has its impact on 

searches for etiological as well as therapeutic and preventive searches. Each has 

demonstrated its efficiency for specific problems. Which are, psychoanalysis for maladaptive 

behaviour caused by inaccessible factors, behaviouristic and existential models focus for 

everyday coping problems, while the humanistic and existential models focus on the value 

problems of contemporary life. Thus, it becomes safer to adopt a global approach in which all 

different models are incorporated. 



 
 

 However, the integrative approach is more innovative, which is echoed in the policy of 

W.H.O. too, which laid down the guiding principle of a “sound mind in a sound body, and a 

sound body in a sound society”. The interdisciplinary view requires a need for and acceptance 

of a unified synergetic view of man and his world. Such an approach has been advocated by 

miller (1965) when he proposes a “general system theory”, which does not view individual as 

distinct from their environment but, rather as integral and interacting part of a whole, which is 

larger and more potent than its components. This theory does not deal with current problems 

but also forecasts the type of future problems and provides a sound basis for shaping a ‘good’ 

future of man (Fostering and helping to ensure his well-being and fulfilment). It appears to be an 

extension of the interdisciplinary view and goes beyond their view in terms of explanatory 

principles and capabilities of prediction and control.  
 

4. The Older Person and The Mental Health System : 

 Unfortunately, this is not happing. People over age 65, in proportion to their numbers, 

are getting relatively little psychological care. They visit mental health clinics and private 

psychotherapists much less frequently than young or middle-aged adults do. When they do 

come, their problems tend to be more serious. They are usually given medications, not 

psychotherapy and are more likely to be seen briefly, perhaps dropping out of treatment 

prematurely without their problems being resolved (Gallagher & Thompson, 1982; Goldstrom  et 

al., 1987; Kahn, 1977; Lowy, 1980). 

 Despite a heightened interest in the mental health needs of the elderly during the past 15 

years, these bleak facts have not changed. In the early 1970s, despite comprising more than 

10% of the population, the elderly accounted for only 4% of the visits to community mental 

health centers (Redick & Taube, 1980). A decade later, an American Psychological Association 

survey showed an only minimal increase: about 6% of these sessions took place with people 

over age 65 (Flemming, Buchanan, Santos & Rickards, 1984). 
 The same is true of outpatient visit to private psychiatrists. Only about 4% of the 

caseload of private psychiatrists is composed of older adults (Schurman, Kramer & Mitchell, 



 
 

1985). Considering that the fraction of older Americans has inched toward 12% in this period, 

this is under representation indeed. 

 Even under optimal conditions, when psychological services are easily 

accessible and primary care doctors are sensitive to their patient’s mental health concerns, the 

same situation prevails. In one study, researchers (Goldstrom et al., 1987) examined how 

frequently the older people who used an innovative community health center affiliated with a 

teaching hospital visited the mental health specialists the center employed. While diagnosed 

just as frequently as patients under 65 as having mental disorders, the older patients used the 

center-based psychological services less often. Less than one-half labelled with an emotional 

disorder actually went for help, a much smaller proportion than was true of the middle-aged or 

younger adults. Furthermore, when the elderly did contact the mental health unit, they came for 

fewer sessions.  

          The pattern of under use was particularly striking for people whose problems were less 

likely to require immediate hospitalization-those with neuroses, personality disorders, or 

problems with alcohol or drug. While most of the older patients diagnosed as having an 

emotional disorder had a problem of this type, only one in three of these went for psychological 

help. However, when the problem was a psychosis, the person did tend to be seen at the 

mental health unit at least once. This illustrates yet another point about the mental health care 

of older adults. Older people who do enter the mental health system are those with the most 

server disorders-problems more likely to be seen as chronic or “hopeless” and to be treated by 

medications not psychotherapy, conditions that are more likely to warrant inpatient not 

outpatient care. 

 Older people are concentrated at its lowest rungs. While at the upper end of the 

hierarchy-outpatient services-the elderly are markedly underrepresented; older people make up 

a whopping 30% of the residents of state and county mental hospitals (Pfeiffer, 1976). Sate and 

county hospitals are places of last resort in the mental health system, serving chronic, severely 

disturbed, often impoverished patients. The care provided in theses institutions is often 

custodial. Residents are simply housed, fed and given medications. In the office of a private 

practitioner the patients tends to be vigorously treated; in these institutions, just “Warehoused.” 

 Older persons with illnesses such as dementia or schizophrenia used to be 

regularly sent to the many large psychiatric facilities that dotted the countryside. However, for 



 
 

the past 2 decades, these seriously disturbed people (along with the mentally ill and 

socioeconomically deprived of any age) have typically met a different fat. During the 1960s a 

reform movement succeeded in closing the doors of many state and country mental hospitals. A 

nationwide network of community mental health centers was set up in the hope that withregular 

outpatient care and the use of the promising new antipsychotic medications; even the severely 

mentally ill could live productive lives in the community. Unfortunately, however, these high 

hopes did not often materialize. As the droves of psychotic homeless propel in our large cities 

bear tragic testament, many people in critical need probably got no mental health services at 

all. Or, if they were over age 65, they were sent to another custodial impatient setting, the 

nursing home. 

           Nursing homes have become the (often unwilling) repository of the mentally ill elderly. 

The vast majority of psychologically disturbed older people who live in institutions now live in 

nursing homes (Sherwood & Mor, 1980). However, with a few notable exceptions, from the 

viewpoint of getting adequate mental health care, nursing homes may be even more malignant 

than the large psychiatric institutions they replaced. They combine many of the negative 

qualities of the old instituions0being custodial, impersonal, perhaps promoting excess 

disabilities-with a mission that is defined as serving  the physically, not mentally, impaired. So 

despite emotional problems being rampant nursing home the odds of being regularly seen by a 

mental health professional are probably lower than they ever were. 

 

4.1 Changing in Old age : 

 Physical Changes : 

 The physical changes that occur in adulthood affect appearance, the nervous system, 

vision and hearing, hormone functioning and health. Unless we indicate otherwise, the following 

summary of trends is based on the work of Susan Krauss Whitbourne (1996), a leading 

researcher in adult psychology and aging. 
 

 Changes In Appearance : 

 



 
 

 Height is stable in adulthood, although it does tend to decline by an inch or 

so after age 55, as the spinal column “settles.” Wight is more variable and tends to increase in 

most adults up through the mid-50sm when a gradual decline typically begins. Although weight 

often goes down late in life, the percentage of body weight that is fat tends increase throughout 

adulthood, much to the chagrin of many. The skin of the face and body tends to wrinkle and 

sag. The appearance of the face may changes, as the nose and ears tend to become longer 

and wider and the jaw appears to shrink. Hair tends to thin out and become gray in both 

genders and many males have to confront receding hairlines and baldness. 

 The net impact of these changes is that many older people view themselves as less 

attractive. This unfortunate reality is probably aggravated by the media’s obsession with 

youthful attractiveness. Older women suffer more than older men as a result of the decline in 

physical attractiveness because much of a woman’s worth is determined by her physical 

attractiveness to men, her social status decline along with her attractiveness. In contrast, older 

men don’t have to rely on their looks for social status; instead, they can use their occupational 

achievements and money. 

 

 Sensory Changes : 
 The most important changes in sensory reception occur in hearing and vision. Hearing 

problems and visual impairments become common, with men exhibiting higher frequencies of 

both. Noticeable hearing losses do not usually show up until people reach their 50s. Whereas 

the vast majority of the elderly require corrective treatment for visual losses, only about a third 

of older adults suffer hearing losses that require corrective treatment. 

 The proportion of people with 20/20 vision declines steadily as go 

increases. From about age 30 to   the mid-60s, most people become increasingly farsighted. 

After the mid-60s, the trend is toward greater nearsightedness. Depth perception begins to 

decline in the mid-40s. As well, older people commonly have difficulty adapting to darkness, 

experience poor recovery from glare and have reduced peripheral vision. These changes in 

vision may be responsible for accidents in and outside the home, but they most seriously affect 

driving ability (particularly at night). Drivers over 65 have a high proportion of car accidents, 

which are typically caused by failing to obey traffic signs, not yielding the right of way and 

making improper turns, rather than speeding (Kline et al., 1992). 



 
 

 In addition, small sensory losses in touch, baste and smell have been detected, usually 

after age 50. These losses generally have little impact on day-to-day functioning, although older 

people often complain that heir food is somewhat tasteless. In contrast, visual and hearing 

losses often interpersonal interaction more awkward and difficult, thus promoting social 

withdrawal in some. 
 

 Neurological Changes : 
 The nervous system is composed of neurons, individual cells that receive, integrate and 

transmit information. The number of active neurons in the brain declines steadily during 

adulthood. As neurons die, the brain decreases in both weight and volume, especially after age 

50. Although this progressive neuronal loss sounds alarming, it is a normal part of the aging 

process. Its functional significance is the subject of some debate, but it doesn’t appear to 

contribute to any of the age-related dementias. Dementia is an abnormal condition marked by 

multiple cognitive deficits that include memory impairment. Dementia can be caused by quite a 

variety  of disorders, such as Alzheimer’s disease, Parkinson’s disease and AIDS, to name just 

a few. Because some of these diseases are more prevalent in older adults, dementia is seen in 

about 15% of people over age 65 (Elias, Elias & Elias, 1990). However, it is important to 

emphasize that dementia and “senility” are not part of the normal aging process. As Cavanaugh 

(1993) notes, “The term senility has no valid medical or psychological meaning and its 

continued used simply perpetuates the myth that drastic mental decline is a product of normal 

aging”. 

 Alzheimer’s disease accounts for about 50%-60% of all cases of dementia. 

Some 5%-7% of adults over age 65 have the disease; this number grows to about 15% precise 

causes of Alzheimer’s disease are not yet known, it is associated with changes in brain 

chemistry (Davis et al., 1999) and structure (Knowles et al., 1999). It is a vicious affliction that 

can strike during middle age (40-65) or later in life (after 65).The disease is one of progressive 

deterioration, ending in death and it takes, on average, from 8 to 10 years to run its course. 

There is not yet a cure for the disease. On a hopeful note, progress on the Alzheimer’s puzzle 

is being made, thanks in part to a group of elderly Catholic nuns in a Minnesota convent (Nash, 

1997).In 1986, these women agreed to serve as research subjects in a longitudinal study of 

Alzheimer’s disease and on death, to donate their brains to this scientific project. Among other 



 
 

findings from the ongoing Nun Study is a strong association between a high frequency of small 

strokes and severe confusion and memory loss. 

 The beginnings of Alzheimer’s disease are so subtle that they are difficult to detect. 

Individuals often forget common words, may report reduced energy and may lose their temper. 

Understandably, depression also often appears early on (Mulsant & ganguli, 1999).Later, 

obvious problems begin to emerge, including difficulties in speaking, comprehending and 

performing complicated tasks. Individuals don’s seem to have trouble with familiar activities. 

from this point, profound memory loss develops, especially for recent events. For example, 

patients may forget the time, date, current season of the year and where they are. They may 

also fail to recognize familiar people, something particularly devastating to family and friends. 

Sometimes, they experience hallucinations, delusions and paranoid thoughts. Later, victims 

become completely disoriented and lose control of bladder and bowel functions. At this point, 

they are unable to care for themselves at all. The disease is eventually fatal. Understandably, 

fear of Alzheimer’s disease is a significant problem among healthy older adults (Youngjohn & 

Crook, 1996). 
 

 Hormonal Changes : 

 Although age-related changes occur in hormonal functioning, their significance is not well 

understood. They do not appear to be the chief cause of declining sexual activity during the 

later years. rather, this decline reflects the acceptance of social norms that older people don’t 

have sexual desires and that sexual activity in the elderly is “inappropriate.” for women, 

decreased sexual activity may simply reflect lack of opportunity, as the proportion of widows 

increases dramatically with age. The vast majority of older adults remain physically capable of 

engaging in rewarding sexual encounters, although arousal tends to be somewhat slower and 

less intense. 

 Among women, menopause is a rather dramatic transition that typically occurs in the 

early 50s. Menopause is the time when menstruation cases. It is tied to a decrease in the 



 
 

production of estrogens. Not so long ago, menopause was almost universally associated with 

server emotional strain. However, it is now clear that women’s reactions to menopause vary 

greatly, depending on their expectations (Matthews, 1992). Most women suffer little 

psychological distress (McKinlay, McKinlay, & Brambilla,1987). Episodes of moderate physical 

discomfort (“hot flashes” and “night sweats”) during the transitional phase are fairly common but 

are typically no more troublesome than menstruation itself. Vaginal dryness, which can make 

intercourse painful, can be relieved by a water-based lubricant (K-Y Jelly, for example). The 

decrease in estrogen is also tied to loss of bone men to osteoporosis and bone fractures (Masi 

& Bilezikian,1997). 
 The loss of fertility that accompanies menopause is not usually traumatic, 

since it comes at an age when few women would realistically plan to have more children. 

Women who do experience emotional distress more often attribute it to a perceived loss of 

physical attractiveness than to a loss of reproductive capacity. Although the idea of a “male 

menopause,” has generated much discussion in recent years, there really is no equivalent 

experience among men. Significant endocrine changes do occur in males in their later years, 

but these changes are gradual and are largely unrelated to physical or psychological distress. 

Although sperm production decline between the ages of 25 and 60, older men are still capable 

of fathering children (Murray & Meacham, 1993). 

 Changes In Health Status : 

 The quality of health diminishes with increasing age. There are many reasons for this 

trend. Vital organ systems lose some of their functional capacity. Vulnerability to some diseases 

(such as heart disease) increases with age. For other diseases (such as pneumonia), the 

vulnerability may remain unchanged, but their effects may be more serious. In any case, there 

is a clear trend in the direction of declining health. The proportion of people with a chronic 

health problem climbs steadily with age. As you can see in Figure 11.7, common chronic health 

problems among those over 65 are arthritis, heart conditions, hypertension and hearing 

impairment. 



 
 

 factors such as lifestyle differences and access to and affordability of health care 

obviously play an important role in maintaining good health. Among the elderly, the affluent 

have better health than the poor and whites are healthier than African Americans (Gelfand, 

1994). The health of elderly Hispanic seems to fall between that of whites and African 

Americans. Native Americans fare the worst. 

 Most older people live independently-at least until they reach 85. Relatively few elderly 

Americans live in nursing homes, although these numbers do increase with age (U.S. 

Department of Health and Human Services, 2001). However, with “the graying of America” due 

to the aging of the baby boomer generation, the number of elderly individuals needing nursing 

home care is expected to soar (Kunkel & Appelbaum, 1992). Nursing home use varies across 

ethnic groups, typically because of the availability of family members to care for the frail elderly 

(Doty, 1992). For instance, African American and Asian American families are more likely to 

care for the elderly at home than white families are. 

 Although it’s a given that everyone ages, people can improve their health regardless of 

age. For one thing, those who exercise tend to be healthier and live longer than those who do 

not (Surgeon general, 1996). Regular exercise during adulthood has been shown to protect 

against hypertension, heart disease and osteoporosis (Hill, Storandt & Malley, 1993). Because 

it increases the strength and flexibility of joints and muscles, exercise also reduces the chance 

of injuries. Regular aerobic exercise also promotes lower stress levels, more positive moods 

and better cognitive functioning (Surgeon General, 1996). People can also increase the 

likelihood of maintaining their health by eating a health by eating a healthy diet. You can learn 

more about exercise and nutrition in Chapter 14.   

 Cognitive Changes : 

 It is commonly believed that intelligence drops during middle age and that memory lapse 

becomes more frequent in the later years. Are these notions accurate? Let’s review the 

evidence. 

 Intelligence : 



 
 

 Researchers have long been interested in whether general intelligence, as measured by 

IQ tests, remains stable throughout the adult years. The current evidence suggests that IQ is 

fairly stable throughout most of adulthood, with most decline beginning after age 60 (Schaie, 

1994). Still, there are large individual differences in IQ fluctuations. It’s important to note that 

findings are typically based on average test scores, which can be dragged down by a small 

group of people who experience declines. When Schaie (1990) calculated the percentage of 

people who maintained stable performance on various mental abilities (see Figure 11.8), he 

found that about 80% showed no decline by age 60 and that about two-thirds were still stable 

through age 81. Older individuals who maintain higher levels of cognitive functioning have good 

physical health, above-average education and occupations, plenty of intellectual and social 

stimulation and are satisfied with their life accomplishments in midlife or early old age (Schaie, 

1994). 
 

 Information Processing And Problem Solving : 

 Although intelligence is more stable during adulthood than widely believed, some 

significant cognitive changes do take place. These changes are most apparent in specific 

aspects of information processing and problem solving. 

 There is ample evidence that the ability to narrow one’s focus of attention diminishes 

somewhat with increasing age, as does the ability to handle simultaneous multiple inputs 

(Hartely & McKenzie, 1991; Kausler, 1994). These changes may be due to decreased efficiency 

in filtering out irrelevant stimuli. Most of the studies have simply compared extreme age groups 

(very young participants against very old participants). Thus, it’s not clear at what age these 

changes tend to emerge. 

 In the cognitive domain, age seems to take its toll on speed first. Many studies indicate 

that speed in learning, solving problems, retrieving memories and processing information tends 

to decline with age, probably beginning in middle adulthood (Verhaegen & salthouse, 1997). 

The general nature of this trend (across differing tasks) suggests that it may be a result of age 



 
 

related changes in neurological functioning (Birren & Fisher, 1995), but not all agree with this 

view (Bashore, Ridderinkhof, & van der Molen, 1997). 

 Overall success on both practical and laboratory problem-solving tasks appears to 

decrease as people grow older (Sinnott, 1989). For the most part, problem-solving ability is 

unimpaired if older people are given adequate time to compensate for their reduced speed in 

information processing. Furthermore, many of the age0related decrements in cognitive 

functioning can be partly compensated for by increases in older adults’ knowledge. 
 It should be emphasized that many people remain capable of great 

intellectual accomplishment in their later years (Simonton, 1997). This fact was verified in a 

study of scholarly, scientific and artistic productivity that examined lifelong patterns of work 

among 738 men who lived at least through the age of 79 (Dennis, 1966). Figure 11.9 plots the 

percentage of professional works completed by these men in their 20s, 30s, 40s, 50s, 60s and 

70s. As you can see, in most professions the 40s decade was the most productive. However, in 

many areas productivity was remarkably stable through the 60s and even the 70s. Other 

researchers have focused on the quality, rather than the quantity, of output. They typically find 

that “masterpieces” occur at the same relative frequency among the works of creators of all 

ages (Simonton, 1997). 

 





 Memory : 

 Many older people complain about memory. And it does seem that the capacity of short-

term or working memory decreases as people age (Craik & Jacoby, 1996). Also, as we noted, 

the speed of processing information slows with age. This combination of less working memory 

capacity and slower processing seems to underlie older adults’ poorer performance on complex 

tasks that demand considerable cognitive effort and resources. On tasks that don’t require 

much mental effort (recognizing a familiar face, for example), age-related declines are minimal. 
 The memory losses associated with aging are moderate and are not universal. However, 

individuals’ beliefs about their memory abilities can produce self-fulfilling prophecies. In one 



 
 

study, individuals who believed that memory gets worse with estimated large self-declines in 

memory compared to people who believed that memory declines only a little with age 

(Cavanaugh, Feldman, & Hertzog, 1998). 

 Cultural attitudes about aging have been shown to affect memory in the 

elderly. In an interesting study, researchers looked at memory performance in younger people 

(20s) and older people (late 50s to 90s). The participants were selected from three cultural 

groups with differing views of older people: hearing Americans (who hold negative views about 

aging), deaf Americans (who have generally positive views about aging), and hearing Chinese 

(who hold positive views about aging). As you can see in Figure 11.10, there were basically no 

differences in memory among the younger participants from the three different cultures. In 

contrast, older Chinese participants performed significantly better than older hearing and deaf 

Americans. Thus, as we noted in Chapter 6, stereotypes (in this case, about the elderly) can 

produce self-fulfilling prophecies, for better and for worse. 

            A popular misconception is that older people have vivid recollections of events in the 

distant past while being forgetful about recent events. In actuality, there is no evidence that the 

elderly have more numerous, or more vivid, early memories (Kausler, 1994; Rabbitt & 

McGinnis, 1988). In fact, memories of events long ago may be loose reconstructions that are 

less accurate than people assume. 

 

 Personality Changes : 
 Psychologists have engaged in lively debate about whether personality 

remains stable in adulthood and both sides have been able to cite supportive research. On the 

one hand, a number of large-scale longitudinal studies using objective assessments of 

personality traits provide evidence for long-term stability in personality. The general conclusion 

that emerges from these longitudinal studies is that personality tends to be quite stable over 

periods of 20 to 40 years (Costa & McCrae, 1994, 1997). For example, Paul Costa and Robert 

McCrae (1988) conducted a six-year longitudinal study of 983men who were ages 21 to 76 at 

the time of the first testing. Over this six-year period, the researchers looked at the stability of 

the traits in their five-factor model of personality. The stability of the participants’ self-ratings on 

theses five traits over six years was quite high. Costa and McCrae also asked the spouses of 

the participants to rate the subjects over the same six year interval. They found that the stability 



 
 

of the spousal ratings closely matched that of the participants self-rating. Also, a recent meta-

analysis of 150 studies, involving almost 50,000 participants, concluded that personality in early 

adulthood was a good predictor of personality in late adulthood and that the stability of 

personality increases with age up to about age 50 (Roberts & DelVecchio, 2000). 

 On the other hand, some studies suggest that substantial personality changes continue 

to occur throughout the life span (Han, Millsap & Hartka, 1986; Helson & Moane, 1987; 

Whitbourne et al., 1992). For example in a study of women graduates of Mills College, few 

personality changes were found between the ages of 21 and 27; however, between the ages of 

27 and 43, the women increased in dominance (including confidence) and independence 

(Helson and Moane, 1987; Helson, Mitchell, & Moane, 1984). According to Susal Krauss 

Whitbourne and her colleagues (1992), there is a growing body of evidence indicating the 

existence of adult personality changes on a variety of variables”. 

 In sum, researchers assessing the stability of personality in adulthood have reached 

contradictory conclusions. How can they be reconciled? This appeaars to be one of those 

debates in which researchers are eyeing the same findings from different perspectives. Hence, 

some conclude that the glass is half full, whereas others conclude that it’s half empty. In his 

discussion of this controversy, Lawrence Pervin (1994)concludes that personality is 

characterized by both stability and change. Thus, some personality Traits (such as emotional 

stability, extraversion and assertiveness) tend to remain stable, while others (such as 

masculinity and femininity) tend to change as people grow older (helson & stewart, 1994). 
 

5. Meaning and Definition of Adjustment : 
 Today the present social life is very complicated. A modern human being 

struggles to live in modern society, for that every human being tries to adjust with their own 

needs. All human behaviour is motivated by needs, and we behave to adjust to these needs to 

satisfy them rarely these needs are easily satisfied or thoroughly acceptable to out. Rather they 

are frustrated by conditions in the environment or in our minds which block our satisfaction and 

conflict is inevitable. When conflicts occur the behaviour that involves the least possible 



 
 

resistance in often selected. Whether it is appropriate or not. When it is not satisfactory new 

appropriate methods of resolving the conflict must be evolved. 

 Before we can understand how to adjust with over selves or our environment we need to 

understand why it is necessary to adjust? In studying this why this adjustment ? We shall find 

the answer or these three questions, We shall learn to understand over selves better, to 

understand other better, and to understand better the world, the environment around us. In 

other words we need to study the adjustment process. In learn how to get along with other 

people, with our different fields and with overselves too. Life is a continuous, everlasting 

struggle till last breath of life. As long as we live shall encounter problems that will demand 

some kind of adjustment and it is continuous process. We can’t avoid problems but we can only 

learn to handle them to face them happily with tensions, and we shall be able to handle them 

only as we learn more about ourselves. It is surprising that so many of us know more about 

clothes, vehicles, movies, materials and like than we do about our selves, about the conditions 

affecting our emotional ups and downs we avoid to know, to recognise ourselves yet to 

recognise our self is to take the first step toward recognizing our assets and liabilities such a 

realistic appraisal of self must be the beginning of an exploration in adjustment. To know own 

self is an inevitable psycho necessity for successful progressive life, Mc Dougell has rightly said 

“Life is nothing but the series of adjustment and readjustment”. 

 Adjustment is a universal continuous process; living organisms from the simple, single 

celled amoeba to multi-celled man are constantly making adjustment of various kinds. These 

adjustment may concern the satisfaction of basic, physical needs like hunger, thirst, sex, sleep 

or the fulfilment of psychological needs such security, love, affection, to gain approval. 

 Most of the people confused about the word ‘adjustment’ with the word ‘conformity’. 

These two words are not synonyms conformity is only one formm of adjustment and the quality 

of adjustment achieved by conforming may be good or bad, depending on the circumstances 

under which it occurs. Conformity is one way process one should conforming to the wishes of 

other persons, some people confused that adjustment is one-way process. They believe that 



 
 

person is continually forced to adjust to his environment but fail to realize that man also can 

shape his environment. Both man his world are modifiable. As our environment changes, we 

modify our behaviour accordingly, and these modifications in turn affect environment. There 

fore adjustment is a process of continuous interaction. Man must have deep sense of 

adjustment at the same time, man is master of circumstances. Actually a person who can 

adjust, can change the atmosphere too, for capacity to change one must have deep sense of 

adjustment it is two sides of the coin. The individual and his world are not study, both change 

and both are being upon and shaped continually but these changes are so little that one cannot 

see apparently and after the changes it may create adjustment, problems and demand 

adjustment. There is a dynamic relationship between person and his world all the times. A 

person may feel that he could cope with the changes but the monotony of his life gets him down 

so the change and monotony both demand adjustment. 
 First of all by becoming aware of our own behaviour and our own problems we try to 

understand why certain goals, values, ambitions are important for us why some particular 

events upset us and other makes us happy why we like and what we like & don’t like, why we 

don’t like, what we are, and what we do. In our own observation of ourselves, we start to 

appreciate our positive strong points and are willing to consider our weaker points. 

            A behaviour refers to anything that a person says or does common synonyms include 

activity action, performance, response, reaction and skill. In our concern about adjustment we 

all have to consider more than just behavior that is observable to other we all have thoughts 

and feelings, emotions, an innerself and an outer self, observable behaviour and private 

behaviour unobservable to others. Adjustment refers to changes in our ways of behaving, 

thinking and feeling to meet the demands of our environment. 

 What are the demands to which a person must adjust and what is their source? some 

originate in sources outside him, where as others have their origin in tissue activity within. 

 The psychologist is more concerned with psychological survival than physical. Human 

behaviour is interpreted as adjustment to demands which are basically social or interpersonal 

and influence the personality development of the person. Psychological demands to which the 



 
 

person making adjustments may be external and internal. There are a large number of external 

demands that arises the physical conditions of human existence 

 External Demand : 

 The most important  external demands that challenge a man’s adjective capacities from 

his social environment, from living in society, than later, the social intuitions of the culture into 

which he is born demand conformity to certain social values and culturally developed patterns 

of behaviour. Throughout life these various demands are expressed as expectations that others 

have of him.  
 

 Internal Demand : 

 The internal demands that originate in tissue activity are often called physiological 

needs. Man is born with a number of such needs whose satisfaction is required to preserve his 

life and comfort, although these needs are inborn, people must learn what satisfies each 

particular needs in order to do something about it most of these physiological needs such as 

temperature regulation, sleep, hunger and thirst, can be gratified through internal adjective 

behaviour needs of all kinds direct human behaviour Sometimes demands that were originally 

external become internal through the process of socialization. Adjustments has been 

interpreted in two ways : adjustment as achieved and adjustments as a process. 
 

 Definitions of Adjustment : 

 Adjustment as has been interpreted earlier has been define variously by various authors. 

A few has been quote here. 

(i) Adjustment is defined by warrenn (1934) as “any operations where by organism or organ 

becomes more favourably related to the environment, or to the entire situation 

environmental and internal”. 

(ii) According to English & English (1958) 

(a) “Adjustment is a static equilibrium between an organism and its surroundings in which 

there is not stimulus change working on a response on need is unsatisfied and all the 



 
 

contaminative functions is never attained, it is a the cortical end of a continuum of 

degrees of partial adjustment. 

(b) A condition of a harmonious relations to the environment wherein one is able to obtain 

satisfaction for most of one’s needs and to meet fairly well with demands physical and 

social put upon one. 

(c) The process of making changes needed in one self or in one’s environment attain 

relative adjustment. 

(iii) For evaluating the adequacy of adjustment lazarus (1961) has put forward four main 

classes of crterion. (a) Psychological comfort (b) Work efficiency (c) Physical Symptoms (d) 

Social Acceptance 

(iv) Lehner and kube (1964), speak of adjustments “a process of interaction between our selves 

and environment. In this process one can either adopt environment or after it. Satisfactory 

adjustment is depends on successful interaction. 

(v) According to Eysenck (1972), “Adjustment is a state in which the needs of the individual on 

the one hand and the claims of the environment on the other are fully satisfied. Harmony 

between the individual and the objective or social environment.” 
 

5.1 Adjustment Process : 
 The process adjustment start from the birth of the child and continues throughout life. 

The nature of adjustment of an individual is governed by biological factors as well as by his 

social experiences which he receives in his environment. Lining well adjusted life in today’s 

society is not easy. We live in a changing world. We survive the challenges of adolescence to 

face the decisions of young adulthood, gaining independence from our families, establishing 

careers, building relationships, facing the responsibilities of marriage and parenting all this in 

high tech world with its ever changing mix of progress, pressure, prejudice, and pollution. The 

diverse demands of our changing world require us to think of adjustment as a dynamic process, 

rather than as static out come. A well adjusted young adult twenty years ago would be quite 

different than a well adjusted young adult today. A well adjusted young person during that 1990 

might bewuite different than a older person during that same period the view of the good life is 



 
 

influenced by the characteristics of our culture, religious beliefs, an the values thought by 

parents and expressed by the peer group. Adjustment is a process, process of continues 

interaction between overselves and environment and therefore never a complete process. If is a 

means, rather than an end product. Life is a series of change and as a result, people are 

always in the process of changing. They adopt new techniques and strategies for adjusting to 

their world, such changes are an integral part of growth and development. 

 The rule of existence then seems to be one of continuous change. This 

dynamic quality of life forces people to live in a constant state of mind, either you change, or 

you sadly find your self out of step with the environment. Yet changealso faeces people to use 

certain coping strategies consistently in similar situations. 

 Every day we are faced with new situation that demand decisions. These situation 

involve change in both our internal state in our external environment and transcend and such 

challenges. 
 

5.2 Factors of Adjustment Process : 

 Following are the basic factors in the process of adjustment. 

 Motivation : 

 Feelings of inferiority ambitious towards a specific career, anxiety over failure, and drives 

towards activities that bring prestige or a affections are all examples of motivation. Morives are 

persistent conditions that dominates and direct the behaviour of individual until he responds in 

such a way as to remove them. 

 Any basic physical need, any strong desire, any highly anticipated goal is a motive. 
 

  Frustration and Conflict : 

 In environment condition or an incompatible motive may block or conflict with activity 

aroused by the initial motive and prevent the individual from satisfying it, sometimes the 

problem was not so such the frustration as such but what it meant to the individual is important. 
 





 
 





 Variable behaviour : 

 The behaviour that result when motives are blocked has been called trial and error. The 

individual whose motive frustrated usually performs a number of activities most of which are 

successful. 
 

  Satisfaction : 
 Satisfaction involves the removal of the motivating condition, the relaxation 

of tension aroused by the desire. The individual in is these cases is making the adjustment . It is 

through this process of satisfying motives tend to be repeated in a similar situation in the future. 

  Non - Adjustive Behaviours : 

 Non adjustive behaviour in respect to the motive under consideration, but it may be 

adjustive so far as other motives are concerned. This is a important point much behaviour that 

seems abnormal or socially inappropriate is adjustive from one point. It is merely one adjustive 

in terms of our arbitrary that influential social standards or frame of reference. 
 

  Readjustment : 

 In order to satisfy the motive the individual uses  a persistent non-adjustive reaction must 

modify his behaviour. He must eliminate the non-adjustive reactions, those which fail to satisfy 

the motive under consideration and substitute that satisfy the motive under consideration. 

Readjustment in the human being may mean a reorganization of his motive with emphasis on 

certain motives rather than on others.  

 Adjustment as the process of continuous interaction leads us to realise that no human 

adjustment is ever complete or ideal. That is why we speak of adjustment as an attempt to 

relate satisfactorily to the environment because of the continuous modification in our selves and 

our there environment, there is always some gap between our need and there complete 



 
 

satisfaction. And there is a reciprocal process and a relatively satisfying adjustment is the best 

can achieve. 

 An individual wants to satisfy his values, need etc., When his needs are satisfied an 

adjustment is made. 
 

5.3. Type of Adjustment : 
 The area of adjustment is too large, psychologists like Lehner and kude 

(1964), Blair (1962) and Ryana (1969) and so many others have discussed the area of 

adjustment. As we have seen that adjustment is a continuous process beginning from life up to 

the end of life. The area of adjustment is very large. The major areas of adjustment are studied 

here under the types of adjustment. 

 

  Family Adjustment : 

 The family is the oldest social institution known to man. Although its specific structure 

has differed in different times and places, it has been in most cultures, the basic unit of social 

order. In our culture large family unit that included grand parents, parents, children and possible 

and aunt, uncle or cousin, all together under one roof, has almost disappeared and the small 

family unit, consisting, as a minimum of husband and wife or parent and child has taken its 

place. 

 We may better understand how family relationship affect personal adjustment, and the 

satisfaction of psychological needs, consideration of the dynamics of family interaction is 

important families are constantly changing new members are born into them grow up and leave 

to establish careers and families of there own, old members pass away. All these changes 

affect to some degree, the adjustment of the other members. 
 The husband wife relationship, marital expectations and factors in marital success 

affected on family adjustment parent child relationship is important for family adjustment. 

Statistics indicates that the more children, there are in family the fewer are the chances of 

divorce. Parent - child relations consider two major patterns of interaction negative and positive 



 
 

negative patterns are (i) Rejection (ii) Over protection (iii) Over Indulgence (iv) Authoritarianism 

(v) Ambivalence Monopolization. 

 The positive patterns of interaction are (i) Unqualified love (ii) Sensitivity (iii) 

Permissiveness (iv) Reasonable techniques of control.It is inevitable for parents to make 

frequent mistake. But if they can manage to strike a balance between extremes of over 

protection and rejection, between excessive exercise of authority and often lack of guidance, 

between to much and too little attention, they will be giving their children a reasonable chance 

to develop satisfactory adjustment patterns. 

 

  Marital Adjustment : 

 Adjustments in marriage is necessary every one has to adjust in their married life. Such 

adjustment bring unity and happiness, compromise and self sacrifice on the other hand 

unmarried people can hardly adjust themselves they feel loneliness and they feel that 

something sis missing in the life. Married people are happier than unmarried people. this is the 

advantage of marriage and married life. 

 Marriage gives chance for the satisfaction of our needs, affection and sexual expression. 

Marital adjustments is an effort on the part of mates of satisfy each other’s needs by the 

process of give and take. Landis (1977) in his study of marital adjustments has used the term 

adjustment to “refer to the state of accommodation which is achieved in different areas. Where 

conflict may exist in marriage 

 Marital adjustment is the process of modifying, adapting or altering individual and couple 

patterns of behaviour and interaction to achieve maximum satisfaction in the relationship. In 

order to establish marital adjustments amongst the partners and within the selves, 

establishment of harmonious relationship is necessary adjustment in marriage is a constant 

process of interaction. 

 From the psychological point of view marriage is more or less permanent, and culturally 

determined union between a man and a woman, for the purpose of attaining mutual happiness. 

In successful marriage life love,  affection interest, faith and feelings are necessary. 
 



 
 

  Social Adjustment : 
 As the individual’s family responsibilities decrease and as their economic 

status  improves, they are batter able to engage in social activities than they were during 

adulthood. When family responsibilities and adjustments to work made an active social life 

difficult, many people, especially woman find that an active social life alleviates the loneliness 

they experience when their children are grown and have home of their own. 

 Middle aged people enjoy entertaining friends at dinners or parties, although much of the 

social life of middle age centers around gathering of members of the same sex. They tend to 

spend most of his time with his family, intimate friends and his children’s newly established 

families. Socio-economic status is a affected to social adjustment. 

 There are also sex different in social activities men have more friends and 

acquaintances, than women but women have a more affectionate and a closer relationship with 

their friends than man have man belong to more community organization but women devote 

more time and effort to the activities of the organizations, women have more social contacts 

with family members and relations than with outsiders. Socially adjusted person is involve with 

family members as well as with society, friends, outside of family and work institution. 
 

  Financial Adjustment : 

 Money or economic status will have a profound influence on the financial adjustment. 

Today as a result of premarital experiences in the business world, many wives resent not 

having control of money, need to run home and they find it difficult to adjust to living on their 

husbands earnings after having been accustomed to spending their own money as they wish. 

Financial adjustment is very difficult where the wife resign the job for any reason. It is important 

for marital adjustment. 

 Financial adjustment is related to the vocation, family’s financial situation poses to good 

marital adjustment. If wife is working the financial support give the security, and confidence. 

Socio-economic standard changed and living style developed. 
 

   Healthy Adjustment : 



 
 

 For healthy adjustment three points are important (i) TO understanding your own needs 

(ii) A healthy respect for other and (iii) Being healthy V.S. being normal. 

 If healthy adjustment merely meant satisfying one’s own needs, this approach would 

seem sound. Healthy adjustment requires taking rights and feelings of other into consideration. 

People who only consider their own needs in any situation, are likely to be seen as selfish and 

crude. They might obtain short term  satisfaction for their immediate needs, but only at the 

expense of their relationships with others. In the long runs, such individual are often isolated, or 

are merely tolerated by others. 

(i) Healthy adjustment includes an understanding of our own individual needs. 

(ii) Healthy adjustment includes a respect for human life and an awareness of the  right of 

others. 

(iii) Healthy adjustment is flexible and tolerant, and it represents choices made from options 

rather than simply responding in ‘acceptable’ or ‘normal’ ways. 

 Flexibility is also important, we each respond and behave according to destructive and 

consistent patterns. These patterns include thoughts and feelings as well as behaviour, and 

collectively they from our personalities (Mischel, 1976). If we could understand and these 

patterns of behaviour, we might be able to understand and improve our own adjustment. 

 To improve our adjustment we must look for the most effective, appropriate and 

acceptable methods of dealing with our problems, and do this, we must increase our self 

awareness other awareness and problem awareness. 

 Lord krishna is “Bhagvat Gita” (Ch.II 54-72) a well known religious tratic of Hinduismm a 

book on counselling psychology, while counselling nervous. Arjuna of battle field enumerates a 

number of characteristics of a well-balanced (Healthy) personality (Sthita Pragna), the major 

being the self-less devotion and service to humanity with quality of mind. 

 As per “Bhagvat Gita’s” concept a well adjusted person should have followings 

charateristics. 



 
 

(i) When a man put a away all the desires of his mind and when his spirit is content in 

itself.. Then he is called stable in intelligence. 

(ii) A person whose mind is untroble in the midst of sorrows and is free eager desire a mind 

pleasures, he from whom passion, fear and rage have passed away. 

(iii) Without affection on any side, who does rejoice as he obtains good or evil, who drowse 

away the senses from the object of sense on every side. Having brought all the sense 

under control. 

(iv) A well balanced person has no selfish aims or personal hopes. He is not disturbed by the 

touches of outward things. He accepts what happens without attachment. He is covert 

nothing, is jealous of none, he has no desires and makes no demands, and in that spirit, 

there is produced an end of all sorrow for him. 

(v) For the uncontrolled there is no intelligence nor for the uncontrolled is there the power of 

concentration and for him without concentration, there is no peace and without peace 

there is no happiness. 

(vi) A well adjusted person who abandons all desires and acts free from longing  without any 

sense of mineness or egotism. He attain to peace. 

(vii) Healthy is the greatest gain, contentment is the greatest wealth, faith is the  best friend 

and nirvana is the highest happiness. 

(viii) Joy serenity, the consciousness of inward strength and of liberation, cordage and energy 

of purpose and constant life in god are their characteristics. 

 Inshort a well adjusted person should have following characteristic. 

 (a) Awareness of one’s own strength and limitation. 

 (b) Respect for one’s self as well as for others. 

 (c) Adequate level of aspiration.  

 (d) Reasonable satisfaction in terms of one’s basic needs. 

 (e) No critical or fault finding attitude. 

 (f) Flexible in his behaviour. 



 
 

 (g) Capable of struggling with odd circumstances. 

 (h) Realistic perception of the world. 

 (i) Feeling of home with surroundings. 

 (j) Possessing adequate philosophy of life.  
 

6. Death and Death Anxiety : 

 dealing with the deaths of close friends and loved ones is an increasingly frequent 

adjustment problems as people move through adulthood. Moreover, the final challenge of life is 

to confront one’s own death. 

6.1 Attitudes about death : 

 Because death is a topic in modern Western society, the most common strategy for 

dealing with it is avoidance. There is abundant evidence of American’s inability to confront 

death comfortably. People often use euphemisms such as “passed always” to avoid even the 

word itself. To minimize exposure to the spectre of death, individuals, sometimes unnecessarily 

quarantine the dying in hospitals nursing homes. These are all manifestations of what 

Kastenbaum (1986) calls a death system-the collection of rituals and procedures used by a 

culture to handle death. death systems vary from culture to culture. Ours happens to be rather 

negative and evasive. 

 Negativism and avoidance are not universal features of death systems. In Mexican 

culture, death is discussed frequently and is even celebrated on a national feast day, the day of 

the Dead (deSpelder & Strickland, 1983). Also, the Amish view death as a natural transition 

rather than a dreaded adversary (Bryer, 1979). Thus, some cultures and subcultures display 

less fear of death than others.Death anxiety is the fear and apprehension about one’s own 

death. Although death anxiety is uncommon in children, it does appear in those who live in 

dangerous neighbourhoods or war zones or who are terminally ill. Death anxiety is high in 

terminally ill children whose parents don’t tell them of their impending death (O’Halloran & 

Altmaier, 1996). After middle age, death anxiety tends to decline (rasmussen & Johnson, 1994). 



 
 

In fact, elderly adults are more likely to fear the period of uncertainty that comes before death 

than death itself. They worry about where they will live, who will take care of them, and how 

they will cope with the loss of control and independence they may experience before death. 

 To reduce death anxiety, it seems more important to have a well-formulated personal 

philosophy of death than a particular religious affiliation. For instance, one study found that both 

devout Christians and devout atheists were less anxious about death than those with 

ambivalent religious views (Moore, 1992). Individuals who haven’t accomplished all that they 

had hoped are more likely to fear death, as are those who are anxious and depressed 

(Neimeyer & Van Brunt, 1995). 
 

6.2 The Process of Dying : 

 Pioneering research on the experience of dying was conducted by elisabeth Kubler-Ross 

(1969,1970) during the 1960s. At first, her project met with immense resistance. Fellow 

physicians at the hospital where she worked were initially unresponsive to her requests to 

interview dying patients. Gradually, however, it became apparent that many such patients were 

enthusiastic about the discussions. They were frustrated by the “conspiracy of silence” that 

surrounds death and relieved to get things out in the open. 

 Eventually, Kubler-Ross interviewed over 200 terminally ill patients and developed a 

model of the process of dying. According to her model, people evolve through a series of five 

stages as they confront their own death : 

 Stage 1: Denial. Denial, shock and disbelief are the first reactions to being informed of a 

serious, life - terminating illness. According to Kubler-Ross, few patients maintain this stance to 

the end. 

 Stage 2: Anger. After denial, the patient often becomes nasty, demanding, difficult and 

hostile. Asking and resolving the question “Why me ? “ can help the patient reduce resentment. 



 
 

 Stage 3: Bargaining. In this stage the patient wants more time and asks for favours to 

postpone death. The bargaining may be carried out with the physician or more frequently, with 

God. 

 Stage 4: Depression : Depression is a single that the acceptance process has really 

begun. Kubler-Ross has referred to this stage as preparatory grief-the sadness of anticipating 

an impending loss. 

 Stage 5: Acceptance : The person who achieves acceptance has taken care of 

unfinished business. The patient has relinquished the unattainable and is now ready to die. He 

or she will want to be with close family members, usually a wife or husband and children; dying 

children want to be with their parents. Although patients desire the presence of someone warm, 

caring and accepting at this time, verbal communication may be totally unnecessary. 

 There is no question that Kubler-Ross greatly improved our understanding of the process 

of dying and stimulated research that continues to add to our knowledge. Nonetheless, her 

views have been heavily criticized (Kastenbaum, 1999). The strongest objections have focused 

on her belief that the dying process is stage-based. Systematic studies of dying patients have 

not always observed the same five emotions or the same progression of emotions she 

described (Baugher et al., 1989-90). Instead of progressing though a common, five-stage 

process, dying people seem to show “a jumble of conflicting or alternating reactions running the 

gamut from denial to acceptance, with tremendous variation affected by age, sex, race, ethnic 

group, social setting, and personality” (Butler & Lewis, 1982). 

 

 

 

 

 



 
 

 

 

 

 

 

 

 

 

 

CHAPTER - II 
REVIEW OF RELEVANT LITERATURE 

1. Introduction : 

 Care of older people is not only social but psychological problem for the society and as 

well as nation. The cost of care of older people are astronomical, the price is spread in the form 

of productivity as well as higher cost for care. Older people loss adjustment possessing lack of 

social support and self-analysis and become emotionally disturbed. Much work has been done 

in gerontology but very few research work has been done in Gujarat psychological study of 

institutionalized and non-institutionalized people.   

 

2. Review of Literature : 

 Dworking and Widom (1977) suggest that adults (under-graduate students) scored high 

on schizophrenia and psychopathic deviate scales of MMPI. 

 Birren (1958) suggested that the transition from adulthood to old age is often perceived 

as process of loss. Physiologically, Psychologically and socially. The onset of old age may bring 

additional difficulties in a person’s adjustment. 



 
 

 McKinley and Hathaway (1980) compared the married and single individuals in each of 

the age groups, mean scores for married individuals were higher (more hypochondriacal) on Hs 

scale than the corresponding unmarried persons. Likewise, the scores for females are without 

exception, higher  than for the corresponding males. They also reported (1980) in other study 

that scores on depression scale increase with advance age. On psychasthenia scale they found 

that early adulthood (26-35) yrs. differ from old age (55-65 yrs) but not from middle age group 

(36-45 yrs).Rigler et al., (1981) reported that the disorder developed gradually over several 

years and occurred most frequently in 45-50 yrs old females. The most frequent forms of 

disorders included involutional depressions, various neuroses, 

involutional psychoses and the initial manifestations of schizophrenia. Patients common 

characteristics were emotional liability, plaintive depressive conditions, anxiety and 

hypochondria. 

 Martin et al., (1992) revealed that older people are more dominant, suspicious and 

imaginative. They showed less active behavioural coping than other age groups and use 

cognitive strategies when coping with health and family events. Poon, et    al., (1992) in their 

study found that the cognitive performances were lower for the older cohorts. Their physical and 

mental health significantly influenced cognitive performances. 

 Chiam (1994) reported depression as a common and serious psychiatric problem in the 

elderly causing suffering to the patients & their carers. The symptoms are similar to those found 

in younger patients, but certain sympoms eg. somatisation and agitation are more common. 

Depression in the elderly are often misdiagnosed as physical illnesses and dementia and vice 

versa as they occur commonly in the elderly and share some similar symptoms. 

 According to Mutrie and Biddle (1995) physical activity plays a role in preventing 

abnormal psychological states. It has also been foud by Bartalos, (1993) that all functions 

necessary for successful adaptation of the person to the environment can be improved by 

recreational activities. 



 
 

 Henderson, (1990) stated that Leisure assumes to be an important aspect of in the 

quality of life of people and women, particularly, consider leisure as an opportunity for 

expressing autonomy, self definition and choice often not present in other aspects of their lives. 

 Wynne (1986) according to marino (1985-86) elderly whose daily lives have a higher 

balance between work / sleep and leisure have higher morale.Reisman (1952) has specified a 

set of general objectives that people frequently seek through the multitude of specific activities 

such as self improvement, recreation, reverie and creativity. He points out that when attempt at 

realizing these values fail or go badly persons experience pervasive feelings of ambivalence. 

Berlyne (1969) has also emphasized the impact of leisure on physical, cognitive and emotional 

processes. According to him leisure in the form of literary and artistic activities or as play and 

games help people to manage life pressures through chance, skill and strategy as they 

experiment with and rehearse and mental and physical activities. 

 Videbeck and Knox (1965) have observed that persons in their 50’s and 60’s having 

relatively stable circumstances tend to reduce participation in voluntary associations, whereas 

those whose lives are disrupted by widowhood, changing jobs or retirement, tend to increase 

participation. 

 Countrary to this Cutler, 1973; Bull and Aucoin, (1975) have found that the relationship 

between participation in voluntary activities and life satisfaction becomes insignificant when 

socio-economic status and health ratings are controlled. 

 Wilensky (1961) however, observes that voluntary associations help the integration of 

the aged into the community but that successful personal adjustment among the elderly is more 

closely related to primary attachments with family and friends. Studies reported by Burgess 

(1954), White (1955), Taietz and Larson (1956), Webber (1954), Schmitz-Schrzer and Strudel 

(1971), Guttmann, (1973) and Thompson (1973) also suggest the relationship between 

voluntary activities and psychological well-being. According to Gurumurthy (1998) past times 

activities keep the elderly active and thus help in maintaining good health, contacts and co-

ordination of mind and body. 



 
 

 Clerk and Aderson (1980) found women complain more frequently of loneliness, as older 

women are more likely than men to be widowed and live alone. Therts (1982) demonstrated 

that elderly who do not receive social support showed poor mental health and greater number 

of negative life events. We find that loneliness influences health whether physical or mental and 

on the other hand social relationship and social support decreases loneliness. 
 Lowenthal and Haven (1968) found that the presence of confident (spouse 

or very close friend) was associated with better adjustment to widowhood and 

retirement. The old people’s life is not only solitary poor and unpleasant but also lone. 

Stereotypes of people who live alone (Parmeler and Wermer, 1978) characterize them as 

unfriendly, aloof, unattractive and lonely. Perlman et al (1978) found that loneliness was higher 

among old people with lower income group. 

 Mehta and Kalyani (1997) found positive influence of religion at the personal and social 

levels on the adjustment process in late life. Religion served as an important instrument of 

integration in old age. 

 Paintal, and Harinder, (1991) delineated factors discriminating better adjusted elderly 

men from poorly adjusted men in three age group (45-54 years) (55-64 years) (64-75 years). 

Findings indicated that health and engagement in leisure and recreational activities seemed to 

be important factors in successful ageing. 

 Chadha and Easwaramurthy, (2001) were concluded that leisure time activities are 

strongly and positively related to the general wellbeing of the elderly. Sinha and Singh (1997) 

showed a positive correlation between time structure and wellbeing. 
 **Kasl (1977) points out that relocation brings about changes not simply in one’s 

residential environment but in many other known and unknown factors. Relocation means a 

disruption of existing social networks and perhaps a financial hardship due to already 

precarious economic conditions. Many other authors, Jasnau, (1967) ; Rowland, (1977); Schulz 

and Brenner, (1977) view relocation as a stressful life event. Most convincing evidence of the 

detrimental effects of relocation were those on institutionalized samples Kasl, (1972). 

 The findings of Chadha (1989) indicate that non-institutionalized aged are 

better on psychological well-being and that their depression level is low as compared to their 



 
 

institutionalized counterparts. Pinto and Prakash (1991) in their study found that home bound 

elderly have more advantages than the institutionalized elderly in respect to daily activities, 

level of satisfaction, social contact and source of financial support thus enjoying a better quality 

of life than their institutionalized counterparts.  Fredman and Haynes, (1985) stated that the 

quality and quantity of social relations are recognized as important determinants of well-being. 

A recent study Nagpal and Chandha, (1991) suggests that social network size of 

institutionalised elderly is significantly smaller than the non-institutionalized elderly and the non-

institutionalized elderly have high life satisfaction than the institutionalised elderly. This finding 

is also supported by the findings of Mongla and Chandha (1991). 

 Jamuna & Rammurthy (1988) found that widow women have shown poor personal, 

social, emotioal and family adjustment. 

 Anantraman (1981) said that good adjustment and health can seen in older people 

higher social status. 

 Anantraman (1979) concluded that in old age when the activity increase adjustment was 

good. 

 Anantraman (1980) found that non-institutionalized older people have shown good health 

and family adjustment than institutionalized older people. 

 Wile we would expect being ill to make death a more salient fear, the intractable pain a 

terminal illness can bring transform death from a hated to a welcomed event. 

 Clinical observations support the fact that not all older people who are about to die are 

terrified. Psychologists ,Kastenbaum & Aizenberg, (1972) have noted  that imminently terminal 

elderly patients rarely seem to fear death. However, if we look at the type of person described 

in the vignette, one who may actually feel well but has a terminal diagnosis, a different picture 

emerges.  Coolidge & Fish, (1983-1984) compared the dreams of 14 terminally ill cancer 

patients and 42 healthy older adults. While several of the terminally people were within a few 

months of dying, most, despite having a fatal illness, were not very near death. The average 

interval between the time a person died and when this study was done was close to 3 years. 
 The dreams of the ill people had many more death-related themes than 

those of the healthy older adults. However, while many of these dreams concerned 



 
 

death, only one person dreamt directly about his or her own death. Respondents would dream 

that someone else was dead or dying; sometimes they tried to search for that person’s identity. 

From a 27-year-old woman 1 year before she died: 

 I went to an outside all-night movie and I was standing in the middle of the street when 

this car pulled up and dumped out a young pregnant dead woman....I ran over when it was over 

and I was looking at me on the floor but the girl really didn’t look like me (Coolidge & Fish, 

1983-1984,). 

 According to the researchers, this type of dream betrays both anxiety and uncertainty. 

The dreamer’s own death, while the central concern, is too horrifying to be dreamed about 

directly. The person also is wrestling with that crucial question: “Am I really going to die?” 

Interestingly, (as in this dream), compared to the control group, the terminally ill respondents 

not only dreamed about death more often but also of its opposite-of pregnancy, birth, or babies-

as if an their dream life they fashioned themes of rebirth to compensate for the terror of dying 

that haunted their waking hours. From a woman in her 40s a month from death: 
 I saw a woman who was very happy. The dream took place in a department store. The 

woman had a lovely dress and shoes. She was carrying a baby in her arms. She loved the baby 

very much. When I woke up I felt very happy and safe. As I was writing down the dream this 

fear started all over again. 

 Because these subjects were mainly young and middle aged, we might question whether 

elderly people in this situation would also have dreams betraying an intense preoccupation with 

death. But it does make sense that fear about dying become  intense at any age when death 

looms on  the horizon - trans-formed from an abstract possibility to a present threat. 

 Unfortunately, the relationship between death anxiety and ego integrity is 

not nearly as clear-cut. Gesser, Wong & Reker, (1987-1988); Kastenbaum & Costa, (1977), 

suggests that low death anxiety is associated with personaliy traits similar to Erikson’s concepts 

of ego integrity, self-actualization, competence and self-esteem   the one direct test of Erikson’s 

theory had disappointing results when Nehrke, Bellucci & Gabriel, (1977-1978) explored the 

relationship between death anxiety and ego integrity in three groups of older adults (people 

living in their own homes, in public housing and in nursing homes).  



 
 

 When Bert Hayslip and Duke Stewart-Bussey (1986-1987) found even more bewildering 

complexity. While people high in internal control reported fearing death less, they showed just 

as much unconscious anxiety! Perhaps death is so threatening to people who need to feel in 

control of their life that they must deny having any anxiety. Perhaps this type of person has no 

overt fear because he or she is convinced of having some control over this terrible event (for 

example, by exercising, or by eating right). Whatever the answer, it is clear that the relationship 

between death anxiety and various aspects or personality is far from straightforward.  

 Unfortunately, when we turn to the second major category of research on death-the 

actual experience of the terminally ill-we see the same clash between a famous theory and the 

more ambiguous realities of life. 

 Cotyon Allison (1997) concluded that negative correlation can be seen between death 

anxiety and suicidal behaviour. They also found that there is high death anxiety in female than 

male 

 Abdul Ahmed (1998) Said that high correlation found between death anxiety and 

depression in both sexes.  

 Methew Susheela (1989) shown that 78% older people have no death anxiety and 61.5 

% older people in favoured of painless death. 

 Cristina A & Christina (1996) psychological maturity is highly correlated with death 

anxiety. 

 Thorson & Powell, Samual (1998) shows that young American African women have 

shown high death anxiety than older American African women. 

 

***** 
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CHPATER - III 
METHODOLOGY 

1. Introduction : 

 Older people have its share of developmental transitions. These challenges include 

adjusting to retirement, adopting to changes in one’s support network, coping with health 

problems, adjusting with physical transformations such as changes with vision, the onset of 

wrinkles and sagging skin and more bodily aches and pains. In addition people are forced to 

knowledge their mortality as they Witness the death of parents, colleagues, friends and life 

partner. Including all these institutionalize and ignored older people deprived from emotional, 

social and economic support of the family members. It is must for them adjusting with this 

situation. So the researcher deeply interested to study older peoples mental health, adjustment 

and death anxiety.                                          
 

2. Problem of the study : 

 The main aim of the present investigation has been to study mental health, adjustment 

and death anxiety of older people in relation to their institutionalization, sex and habitat. The 

exact problem of the present study is run thus  “A STUDY OF MENTAL HEALTH, CERTAIN 

AREAS OF ADJUSTMENT AND DEATH ANXIEY AMONG INSTITUTIONALIZED AND NON-

INSTITUTIONALIZED OLDER PEOPLE IN RELATION TO SEX AND HABITAT”. 
 

 

 

 

 

 

 

 



 
 

3. Objectives of the study : 

 The major objectives of the present study are as under : 

1. To study and compare mental health among institutionalized and non-institutionalized 

older people with regard to sex and habitat.  

2. To study and compare health, home, social, marital, emotional and financial adjustment 

among institutionalized and non-institutionalized older people with regard to sex and 

habitat.  

3. To study and compare death anxiety among institutionalized and non-institutionalized 

older people with regard to sex and habitat.  
 

4. Hypothesis : 

 Hypothesis is very important part in any research work. It provides proper track for 

research. Looking at the objectives of the study the researcher formulated some hypothesis. In 

this study researcher formulated some null hypothesis with the purpose of determining the main 

effect as well as interaction effect of independents variable  

 The major hypothesis of the present study are as under : 

1. There is no significant difference between institutionalized and non-institutionalized older 

people with regard to sex and habitat on mental health scores. 

2. There is no significant difference between institutionalized and non-institutionalized older 

people with regard to sex and habitat on scores of health, home, social, marital, 

emotional and adjustment. 

3. There is no significant difference between institutionalized and non-institutionalized older 

people with regard to sex and habitat on death anxiety scores. 

 

 

 

5. Variables : 

 In present research work following variables were be studied and the 

nature of variable under study is given in the following table : 



 
 

No.            Name of   Nature of            Number of               Areas 

                  Variable                  Variable                 Level 

1                 Sex   Independent      2      Male 

                                                     Variable       Female 

2                Habiate                  Independent      2                          Urban 

                       Variable       Rural 

3            Older People            Independent               2               Institutionalized 

                                                    Variable                                    older people 

                                              Non-institutionalized 

                                                       older people 

4            Mental Health            Dependent               1                 Scores of 

                                                    Variable                                   mental health 

5           Adjustment                Dependent                6                Scores of health 

                                                    Variable                                     home,social, 

                                                                                            marital,emotional and 

                                                                                             financial adjustment 

6          Death Anxiety             Dependent                1          Scores of death 

                                                   Variable                                    anxiety 

 

 

 

6. Sample : 

          The distribution of sample is given in following table: 

     Male             Female 



 
 

                                         Urban            Rural            Urban           Rural             Total 

Institutionalzed                        50                  50                 50                 50                200 

Non-Institutionalized               50                  50                 50                 50                200 

           Total                           100                100               100                100               400 

7. Tools : 

 In  present study the following tools were used for data collection : 

7.1. Mental Health scale by Kamplesh Sharma. 

7.2  Shamshad Jasbir Old Age Adjustment Inventory by Shamshad Husain and Jasbir Kaur 

7.3 Death anxiety scale by G.P. Thakur 
 

7.1 Mental Health scale by Kamlesh Sharma 

 The  scale has 60 statements related to mental health. The scale can be administered 

individually as well as in a group. The subject should be instructed to read carefully the 

statements and show his choice by putting tick (   ) on any one of the three alternative 

responses. No time limit is given to complete the scale but he should be asked to complete it as 

fast as he can. 

Reliability : 

 The test-retest (interval of 2 months) and split-half reliability coefficient was found .86 

and .88 respectively. 

Validity : 

 The validity coefficient was calculated by comparing the scale with mental health check 

list of Pramod Kumar and was found .79. 

 

Scoring : 

 There are 60 statements in the scale. Every statement has three alternative responses-

”yes”, ‘indefinite’ and “no”, the subject has to chose only one alternative response. The scheme 

of scoring it as below-on positive statements 2 marks for “yes”, 1 mark for “indefinite” and 0 



 
 

mark for “no”, and for negative statements adopt just reverse marking - 2 marks for “no”, 1 mark 

for “indefinite” and 0 mark for ‘yes’. 

 

7.2 Shamshad Jasbir Old Age Adjustment Inventory by Shamshad Husain and   Jasbir 

Kaur 

 Shamshad Jasbir Old Age Adjustment Inventory by Shamshad Husain and Jasbir Kaur 

was used for measurement of adjustment in various areas. It consists 125 items. These items 

represented six areas of adjustment : health, home, social, marital, emotional and financial. The 

items relating to health, home, social, marital, emotional and financial adjustment have been 

designated by letters A,B,C,D,E,F respectively in the inventory. The area wise distribution of 

items are as follows : 

Table – 1 

   Areas of Adjustment  No. of items 

Health     26 

Home      25 

Social     21 

Marital    17 

Emotional    21 

Financial              15 

--------------------------------------------------------------------------------------------------------------------- 
      Total            

 

Table – 2 

Inter-Correlations among Different areas of Adjustment 

No. Area              Health    Home      Social     Marital  Emotional        Financial 

Health                  0.48         0.49      0.35     0.29                  0.41 

Home                      -            0.73          0.47              0.43                 0.61 



 
 

Social                      -             0.49     0.43                  0.61 

Marital                                -                  0.42                  0.46 

Emotional                                                     -                      0.37 

Financial                                                                                                           -  

The study of Table 2 indicates the inter-correlating among the six areas of adjustment 

ranged from 0.29 to 0.73 and the average is .469. While observing the inter-correlations 

between different areas of adjustment one finds that there exists a moderate correlation 

between some of them (‘r’ value around .4), in some cases a bit higher (‘r’ values at and above 

.6) whereas in three cases only it is between .29 to .37 (health-marital; health-emotional and 

emotional-financial). The overall picture emerging out of this observation is that out of 15 inter-

correlation values 12 values ranged between .41 to .73 which suggest that there is overlapping 

among different areas of adjustment. 

Reliability : 

 The two modes of reliability co-efficient (odd-even and test-retest) were calculated on a 

sample of 100 cases. In cases of test-retest reliability, the same test was administered to the 

same group at the interval of three weeks. The correlation co-efficient was calculated between 

the two sets of scores. The split-half (odd-even) and test-retest reliabilities of the test (area wise 

and overall adjustment scores) have been presented in Tables 3 and 4. 

 

 

Table – 3 

--------------------------------------------------------------------------------------------------------------------- 

Areas of Adjustment     Half-test reliability             Half-test reliability 

---------------------------------------------------------------------------------------------------------------------          

 Health           0.77              0.81 

 Home           0.63              0.77 

Social           0.60              0.75 

 Marital                    0.69              0.82 



 
 

        Emotional          0.45              0.62 

         Financial          0.46              0.63 

            Total             0.83              0.91 

--------------------------------------------------------------------------------------------------------------------- 

 

 

Table - 4 

 Test-retest Co-efficient of correlation of old-age adjustment inventory (N=100) 

 

 Areas of Adjustment        Co-efficients of             P.Value 

              Correlation 

 Health           0.96              <.01 

 Home           0.93              <.01 

Social           0.84              <.01 

 Marital                    0.95              <.01 

        Emotional          0.92              <.01 

         Financial          0.91              <.01 

            Total             0.93              <.01 

--------------------------------------------------------------------------------------------------------------------- 

 

Validity : 

            The present test was validated on a sample of hundred cases by using the construct 

validation procedure (convergent and discriminate validation techniques pointed out by 

Campbell, 1960). The adjustment inventory was validated against the scores on self-concept, 

ego-strength and anxiety scale by applying product moment correlation. This step was taken 

under the presumptions that the higher the adjustment, the better the self-concept, the higher 

the ego-strength and the lesser the anxiety. 



 
 

 Two of these assumptions have been supported in the present findings. For measuring 

the three variables the tests used were : Mohsin’s self-concept scale, Hasan’s Ego-Strength 

scale and Sinha anxiety scale. The overall adjustment scores were taken for the purpose of 

validation. The findings have been presented in Table 5. 

 

 

Table - 5 

Correlation between the scores on adjustment and those on self-concept, Ego-strength 

and anxiety (N=100)df=98 

Areas of Adjustment  Self-concept        Ego-strength        Anxiety         P.Value 

 Health         0.64  0.32           0.51  <.01 

 Home         0.70  0.64           0.69  <.01 

Social         0.70  0.61           0.74  <.01 

 Marital        0.65            0.67           0.68  <.01 

        Emotional        0.54  0.51           0.58  <.01 

         Financial        0.62  0.58           0.63  <.01 

       Total Scores         85  0.72           0.84  <.01 

--------------------------------------------------------------------------------------------------------------------- 

 

The findings of Table 5 are supportive of the fact that on the whole scores on adjustment 

are positively correlated with the scores on self-concept, Ego-strength and anxiety. The ‘r’ 

values are significant at .01 level of confidence in all the cases. 

 The adjustment inventory was also validated against self-concept, ego-strength and 

anxiety by comparing the mean scores of the high and the low adjusted groups (dichotomised 

on the basis of median) on three variables. The  findings are presented in Table 6. 

 

Table – 6 

 



 
 

Variables   Adjustment Groupos Mean Value  ‘t’Value 

 

Self-concept    High    38.333   9.336 

     Low    28.531   P<.01 

Ego-strength    High    24.824   7.365 

     Low    20.367   P<.01 

Anxiety    High    82.039   9.497 

     Low    41.714   P<0.1 

 

  

 The study of the findings of Table 6 indicates that the greater the adjustment the better 

the self-concept, the higher the ego-strength. The findings have thus supported the 

presumptions of construct validity in general. 

 

 

 

 

 

Scoring : 

 The responses given by the tests are to be scored with the help of scoring key. However, 

the scoring stencils of each of the six areas are available for convenient scoring on the answer 

sheet. The keyed response is to be assigned one score. The keyed response is somewhere in 

terms of ‘Yes’ and somewhere in the form of ‘No’. Response to the undecided category is not to 

be given any score. One score is to be given to the response in the direction of adjustment and 

0 (zero) to the response in the direction of maladjustment. Hence, the higher score indicates 

better adjustment. The responses are scored area wise. The sum of scores in different areas 

provide measure of overall adjustment. 
 



 
 

7.3 Death Anxiety Scale by G.P. Thakur and M.G. Thakur 

 Thakur death anxiety scale (TDAS) G.P. Thakur and Manju Thakur had sixteen 

statements. Statement numbers, 1,2,4,5,7,9,10,12,13,15 and 16 were positively worded and 

numbers 3,6,8,11 and 14 were negatively worded. Responses on the positively worded 

statement would get 5,4,3,2 and 1 for the “quite true”, “true”, “Undecided”, “false” and “quite 

true”, “true”, “Undecided”, “false” and “quite false” response categories. The maximum score, 

one could get on the scale, would be 80 and the minimum would be 16. 

Reliability : 

 The death anxiety scale was administered on a sample of 206 Indians of both the sexes 

for ascertaining reliability co-efficients. Internal consistency reliability co-efficients using Kuder-

Richardson formula was found to be 0.78 and a test retest reliability co-efficients with a gap of 

about twelve weeks on 65 Ss was 0.86. The reliability co-efficients, therefore, were considered 

satisfactory. 

 

 

Validity : 

 With a view to ascertaining validity co-efficients of the death anxiety scale, the scale 

along with the Templer’s scale of the CPS, there scales-Trust (T), Activity (A) and Extroversion 

(E) had negative relationship with the Thakur Death anxiety scale (TDAS). Other five scale - 

orderliness (O), Social conformity (C), emotional stability (S), Masculinity (M) and Empathy (P) 

had positive relationship with the TDAS in greater or smaller degree. 
 

8. Procedure : 

 After selecting the subjects from various institutions and family rapport was establish by 

the researcher. Mental health check list, Old age adjustment inventory and Death anxiety scale 

were administered after giving instructions.  All the three test given in individual settings and 

under proper and adequate testing conditions. All the instruction were strictly followed which are 



 
 

given by the authors of the test in their respective manuals. Scoring of each tests was be done 

as per manual of each tests. 
 

9. Scoring and statistical analysis : 

 The responses of each subjects on each test was be scored as per scoring key of each 

test. These scores was subjected to adequate statistical techniques for analysis, viz., (a) 

Analysis of variance in order to study the contribution of three independent variable namely, 

institutionalized -non-institutionalized, sex and habitat of older people, i.e., to examine their 

main and interaction effects on mental health, certain areas of adjustment and death anxiety. 

(b) To find out the correlation between mental health and certain areas of adjustment, mental 

health and death anxiety and certain areas of adjustment and death anxiety of various groups 

of institutionalized and non-institutionalized older people, product moment correlation method 

will be used. 
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CHAPTER - IV 
RESULTS AND DISCUSSION 

1. Introduction : 
 In the previous chapter the sample, design, hypothesis, tool used, method 

of administration of the tool and the statistical analysis was described. The result of the 

present investigation will be presented, interpreted and discussed in this chapter. In 

order to test the various hypothesis put forward the following analysis carried out.  

 Analysis of variance in order to examine the overall significance of the contribution of 

variables of institutionalization, sex, habitat of subjects under the study to the mental health, 

adjustment,  and death anxiety score, i. e., to assess the main as well as interaction effects of 

this three variables.  

2. Results and Discussion of ANOVA results : 

2.1 Results and Discussion of ANOVA on Mental health  

Table 4.1 



 
 

Showing Results of ANOVA on Mental Health 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 729.00 1  729.00 4.34   * 

Bss 2088.49 1  2088.49 12.44   * 

Css 32508.09 1  32508.09 193.58  * 

A x B 342.25 1  342.25 2.04   N S 

A x C 59.29  1  59.29  0.35   N S 

B x C 576.00 1  576.00 3.43   N S 

A x B x C 795.24 1  795.24 4.74   * 

W S S 65830.40      392  167.93   

T S S 102928.76    399   

** Significant at  .01 Level,  *Significant at  .05 Level 

Table : 4.2 

Showing Mean Scores of Mental Health of Variable – A (Sex) 

     A1   A2 

  M   66.94   66.24  

  N   200   200 

Table : 4.3 

Showing Mean Scores of Mental Health of Variable – B (Habitat) 

     B1   B2 

  M   67.87   63.20  

  N   200   200 

Table : 4.4 



 
 

Showing Mean Scores of Mental Health of Variable - C (Older People) 

  C1 C2 

 M 56.57 74.60 

 N 200 200 

 

Table : 4.5 

Showing Mean Scores of Mental Health of Variable - A x B (Sex x Habitat) 

  A1 A2 

 B1 M 68.30 67.45  

 N 100 100 

 B2 M 65.58 61.03 

 N 100 100 

 

 

 

 

Table : 4.6 

Showing Mean Scores of Mental Health of  Variable - A x C (Sex x Older People) 

  A1 A2 

 C1 M 58.31 54.84 

 N 100 100 

 C2 M 75.57 73.64 

 N 100 100 

 

 

Table : 4.7 

Showing Mean Scores of Mental Health of Variable - B x C  

(Habitat x Older People) 

  B1 B2 



 
 

 C1 M 57.60 55.49 

 N 100 100  

 C2 M 78.09 71.12 

 N 100 100 

 

Table : 4.8 

Showing Mean Scores of Mental Health of  Variable - A x B x C  

(Sex x Habitat x Older People) 

                          A1                         A2 

   B1 B2 B1 B2 

 C1 M 57.06 59.56 58.26 51.42 

  N 50 50 50 50 

 C2 M 79.54 71.60 76.64 70.64 

  N 50 50 50 50 

 

 

Figure : 4.1 
Showing Mean Scores of Mental Health of Variable - A (Sex) 
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Figure : 4.2 
Showing Mean Scores of Mental Health Variable - B (Habitat) 

 

 

 

 

 

 

Figure : 4.3 
Showing Mean Scores of Mental Health of Variable - C (Older People) 
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Figure : 4.4 

Showing Mean Scores of Mental Health of Variable - A x B (Sex x Habitat) 

 

 

 

 

 

 

 

Figure : 4.5 
Showing Mean Scores of Mental Health of Variable - A x C (Sex x Older People) 
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Figure : 4.6 

Showing Mean Scores of Mental Health of Variable - B x C  
(Habitat x Older People) 

 

 

  

 

 

Figure : 4.7 

Showing Mean Scores of Mental Health of  Variable - A x B x C  
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(Sex x Habitat x Older 

People) 

 

  

The results of ANOVA on Mental Health score Table No. 4.1 is consulted and it is found that the 

F ratio for sex is 4.34 which is significant at .05 level. That means male older people 

significantly differ on Mental Health score as compare to female older people. Table No. 4.2 

The means score of male older people is 66.94 and female older people is 66.24. It is clearly 

said that significant differences existed between male older people and female older people on 

Mental Health  score. 

 Male older people have shown good mental health as compared to female older people. 

Female older people have more concerned with family and social life. They are more sensitive 

about family members and family matters as well as society. When they were ignore by the 

family members and cut of with the society they were disturbed mentally. This may be one of 

the reason for sawing poor mental health. 

 Rigler et al., (1981) reported that the disorder developed gradually over several years 

and occurred most frequently in 45-50 yrs old females. The most frequent forms of disorders 

included involutional depressions, various neuroses, involutional psychoses and the initial 
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manifestations of schizophrenia. Patients common characteristics were emotional liability, 

plaintive depressive conditions, anxiety and hypochondria. Clerk and Aderson (1980) found 

women complain more frequently of loneliness, as older women are more likely than men to be 

widowed and live alone.  
 The F ratio habitat is 12.44 which is significant at .01 level. That means urban older 

people significantly differ on Mental Health score as compared to rural older people. Table No. 

4.3 shows that the mean score of urban older people is 67.87. rural older people is 63.30. It can 

be said that significant difference between existed between urban and rural older people on 

Mental Health score. 

 Urban older people have shown good mental health as compared to rural 

older people. People are more concerned with family and social life and more sensible about it. 

When they become old and ignored due to uselessness of their abilities they feel bad feelings 

to themselves and feel insulted they can not withdraw from the day to day routine life. At this 

point they become   obstacle for younger ones. The older people may hunted mentally by this 

situation. It may also results in poor mental health. 

 The F ratio for Institutionalization is 193.58 which is significant at .01 level. That means 

Institutionalized older people differ significantly on Mental Health score as compared to non-

Institutionalized older people. Table No. 4.4 shows that mean score of Institutionalized older 

people is 56.57, non-Institutionalized older people is 74.60. It can be said that significant 

difference existed between various Institutionalized older people and non-Institutionalized older 

people.   
Non institutionalized older people have shown good mental health as compared to 

institutionalized older people. According to Barton [1966] some features of interest, 

submissiveness, inability to plan for the future, lake of individuality and some times a typical 

posture and gait  and the institutional condition makes the individual conceive little  about a life 

outside the hospital for themselves; emotional attachments and object relationships however 

limited become increasingly confined within the institution. Institutional practices thus have  the 

insidious effect of ‘linking’ the individual to institutional attachments  while exerting little effort to 

ensure that original attachments are not “relinquished”. Other factor could be the loss of role 

due to institution, strained family relations, financial hardships among others. Therts (1982) 



 
 

demonstrated that elderly who do not receive social support showed poor mental health and 

greater number of negative life events. We find that loneliness influences health whether 

physical or mental and on the other hand social relationship and social support decreases 

loneliness.  

 The F ratio for sex and habitat is 2.04 which is not significant. That mean 

sex and areas of residence do not interact each other on Mental Health score. Table No. 4.5 

Shows that means score of male urban older people is 68.30, male rural older people is 65.58. 

Female urban older people is 67.45, female rural older people is 61.03. 

 The F ratio for sex and Institutionalization is 0.35 which is not significant. That means 

sex and Institutionalization do not interact each other on Mental Health score. Table No. 4.6 

Shows that mean score of male Institutionalized older people is 58.31 and male non- 

Institutionalized older people is 75.57.Female institutionalized older people is 54.84 female non 

institutionalized older people is 73.64. 

 The F ratio for habitat and institutionalization is 3.43 which is not significant. That means 

habitat and institutionalization do not interact each other on Mental Health score. Table No. 4.7  

Shows that mean score of urban institutionalized older people  is 57.60 and urban non-

institutionalized older people are 78.09. Mean score of rural institutionalized older people is 

55.49 and rural non-institutionalized older people is 71.12. 

 The F ratio for sex, habitat and institutionalization is 4.74 which is  significant at .05 level. 

That means sex and areas of residence and institutionalization significantly interact each other 

on Mental Health score. Table No. 4.8 Shows that means score of male urban institutionalized 

older people is 57.06, male urban non-institutionalized older people is 79.54. Mean score of 

male rural institutionalized older people is 59.56, male rural non-institutionalized older people is 

71.60. Female urban institutionalized older people is 58.26, female urban non-institutionalized 

older people is 76.64. Female rural institutionalized older people is 51.42, female rural non-

institutionalized older people is 70.64. 

2.2 Results and Discussion of ANOVA on Various areas of Adjustment  
2.2.1 Results and Discussion of ANOVA on Health Adjustemnt 



 
 

Table 4.9 
Showing Results of ANOVA on Health Adjustment 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 127.69 1  127.69 12.07   * 

Bss 77.44  1  77.44  7.32   * 

Css 2410.81 1  2410.81 227.84  * 

A x B 68.89  1  68.89  6.51   * 

A x C 5.76  1  5.76  0.54   N S 

B x C 2.25  1  2.25  0.21   N S 

A x B x C 0.36  1  0.36  0.03   N S 

W S S 4147.76      392  10.58   

T S S 6840.96      399   

** Significant at  .01 Level,  *Significant at  .05 Level 

 

 

 

 

Table : 4.10 

Showing Mean Scores of Health Adjustment of Variable - A (Sex) 

  A1   A2 

 M 9.17 10.30 

 N 200 200 

 

Table : 4.11 

Showing Mean Scores of Health Adjustment Variable - B (Habitat) 



 
 

  B1 B2 

 M 10.18 9.30 

 N 200 200 
 

Table : 4.12 

Showing Mean Scores of Health Adjustment of Variable - C (Older People) 

  C1 C2 

 M 7.28 12.19 

 N 200 200 

 

Table : 4.13 

Showing Mean Scores of Health Adjustment of Variable - A x B  

(Sex x Habitat) 

  A1 A2 

 B1 M 9.20 11.16 

 N 100 100 

 B2 M 9.15 9.45 

 N 100 100 

 

 

 

Table : 4.14 

Showing Mean Scores of Health Adjustment of  Variable - A x C  

(Sex x Older People) 

  A1 A2 

 C1 M 6.60 7.97 

 N 100 100 

 C2 M 11.75 12.64 

 N 100 100 



 
 

Table : 4.15 

Showing Mean Scores of Mental Health of Variable - B x C  

(Habitat x Older People) 

  B1 B2 

 C1 M 7.65 6.92 

 N 100 100 

 C2 M 12.71 11.68 

 N 100 100 

 

 

Table : 4.16 

Showing Mean Scores of Mental Health of  Variable - A x B x C  

(Sex x Habitat x Older People) 

               A1              A2 

   B1 B2 B1 B2 

 C1 M 6.52 6.68 8.78 7.16 

  N 50 50 50 50 

 C2 M 11.88 11.62 13.54 11.74 

  N 50 50 50 50 

 

 

Figure : 4.8 
Showing Mean Scores of Health Adjustment of Variable - A (Sex) 



 
 

 

 

 

 

Figure : 4.9 
Showing Mean Scores of Health Adjustment Variable - B (Habitat) 

 

 

 

 

 

 

 

 

Figure : 4.10 
Showing Mean Scores of Health Adjustment of Variable - C (Older People) 
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Figure : 4.11 

Showing Mean Scores of Health Adjustment of Variable - A x B  

(Sex x Habitat) 
 

 

 

Figure : 4.12 

Showing Mean Scores of Health Adjustment of Variable - A x C 
(Sex x Older People) 
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Figure : 4.13 

Showing Mean Scores of Health Adjustment of Variable - B x C  
(Habitat x Older People) 

 

 

 

 

Figure : 4.14 

Showing Mean Scores of Health Adjustment of  Variable - A x B x C  
(Sex x Habitat x Older People) 
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 The results of ANOVA on Health Adjustment score Table No. 4.9 is consulted and it is 

found that the F ratio for sex is 12.07 which is significant at .01 level. That means male older 

people significantly differ on Health Adjustment score as compare to female older people. Table 

No. 4.10 The mean score of male older people is 9.17 and female older people is 10.30. It is 

clearly said that significant differences existed between male older people and female older 

people on Health Adjustment score.  

 Male older people have shown poor Health Adjustment as compared to female older 

people. Male older people have more liesure  time and have no any activities in day by day life. 

Gunthey and Mathur (1997) concluded that definace by sons, dependability on them, decline in 

influence over family members, change or disturbances in sleep and lack of control over 

emotions are the causes of mental health problems in old age people. Peretti and Majcen 

(1993) suggested that lack of attention, lack of affection, neglect, derogatory naming, 

demeaning commentary, exploitation, threats of violence, loud talking and confinement are 

most frequently stated behaviour variables of emotional abuse among the elderly. 

 The F ratio habitat is 7.32 which is significant at .01 level. That means urban older 

people significantly differ on Health Adjustment score as compared to rural older people. Table 

No. 4.11 shows that the mean score of urban older people is 10.18. Rural older people is 9.30. 

6
.5

2

1
1

.8
8

6
.6

8

1
1

.6
2

8
.7

8

1
3

.5
4

7
.1

6

1
1

.7
4

0.00

2.00

4.00

6.00

8.00

10.00

12.00

14.00

16.00

A1B1C1 A1B1C2 A1B2C1 A1B2C2 A2B1C1 A2B1C2 A2B2C1 A2B2C2

A*B*C

M
e

a
n

 S
c

o
re

s



 
 

It can be said that significant difference between existed between urban and rural older people 

on Health Adjustment score.  
 Urban older people have shown good Health Adjustment as compared to 

rural older people. Urban older people have knowledge about self-care taking and enough care 

taking activities in family, health club and other associations. So they can sufficiently aware 

about their health or health related problems as compared to rural older people. This may be 

one of the reason why they saw good health adjustment. Anantharaman (1981b) Reported that 

a decrease in adjustment with old age.   

            The F ratio for Institutionalization is 227.84 which is significant at .01 level. That means 

Institutionalized older people differ significantly on Health Adjustment score as compared to 

non-Institutionalized older people. Table No. 4.12 shows that mean score of Institutionalized 

older people is 7.28, non-Institutionalized older people is 12.19. It can be said that significant 

difference existed between Institutionalized older people and non-Institutionalized older people.  

 Non institutionalized older people have shown good Health Adjustment as compared to 

institutionalized older people. Non-institutionalized older people lived in family, so they can that 

enough social support, emotional support, financial support and proper can we they ill, which 

may help them to get good health as compared to institutionalized older people. Birren et al., 

(1963) have explained aging is a process of changes involving all aspects of the organism. In 

addition to this adjustment is prevalent problem in contemporary life. 

 The F ratio for sex and habitat is 6.51 which is significant at .01 level. That means sex 

and areas of residence significantly interact each other on Health Adjustment score. Table No. 

4.13 Shows that mean score of male urban older people is 9.20, male rural older people is 9.15. 

Female urban older people is 11.16, female rural older people is 9.45. 

 The F ratio for sex and Institutionalization is 0.54 which is not significant. That means 

sex and Institutionalization do not interact each other on Health Adjustment score. Table No. 

4.14 Shows that mean score of male Institutionalized older people is 6.60 and male non- 

Institutionalized older people is 11.75.Female institutionalized older people is 7.97 female non 

institutionalized older people is 12.64. 



 
 

 The F ratio for habitat and institutionalization is 0.21 which is not 

significant. That means habitat and institutionalization do not interact each other on Health 

Adjustment score. Table No. 4.15 Shows that mean score of urban institutionalized older 

people is 7.65 and urban non-institutionalized older people are 12.71. Mean score of rural 

institutionalized older people  is 6.92 and rural non-institutionalized older people is 11.68. 

 The F ratio for sex, habitat and institutionalization is 0.03 which is not significant. That 

means sex and areas of residence and institutionalization do not interact each other on Health 

Adjustment score. Table No. 4.16 Shows that mean score of male urban institutionalized older 

people is 6.52, male urban non-institutionalized older people is 11.88. Mean score of male rural 

institutionalized older people is 6.68, male rural non-institutionalized older people is 11.62. 

Female urban institutionalized older people is 8.78, female urban non-institutionalized older 

people is 13.54. Female rural institutionalized older people is 7.16, female rural non-

institutionalized older people is 11.74. 

 

 

2.2.2 Results and Discussion of ANOVA on Home Adjustment 

Table 4.17 
Showing Results of ANOVA on Home Adjustmen 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 3.61  1  3.61  0.36   N S 

Bss 338.56 1  338.56 33.58   * 

Css 2683.24 1  2683.24 266.11  * 

A x B 0.00  1  0.00  0.00   N S 

A x C 121.00 1  121.00 12.00   * 

B x C 292.41 1  292.41 29.00   * 

A x B x C 44.89  1  44.89  4.45   * 



 
 

W S S 3952.60      392  10.08   

T S S 7436.31      399   

** Significant at  .01 Level,  *Significant at  .05 Level 

Table : 4.18 

Showing Mean Scores of Home Adjustment of Variable - A (Sex) 

  A1   A2 

 M 10.72 10.91 

 N 200 200 

 

 

 

 

 

 

Table : 4.19 

Showing Mean Scores of Home Adjustment Variable - B (Habitat) 

  B1 B2 

 M 11.73 9.89 

 N 200 200 

Table : 4.20 

Showing Mean Scores of Home Adjustment of Variable - C (Older People) 

  C1 C2 

 M 8.22 13.40 

 N 200 200 

 

 

Table : 4.21 

Showing Mean Scores of Home Adjustment of Variable - A x B  

(Sex x Habitat) 



 
 

  A1 A2 

 B1 M 11.64 11.83  

 N 100 100 

 B2 M 9.80 9.99 

 N 100 100 

 

Table : 4.22 

Showing Mean Scores of Home Adjustment of  Variable - A x C  

(Sex x Older People) 

  A1 A2 

 C1 M 8.68 7.77 

 N 100 100 

 C2 M 12.76 14.05 

 N 100 100 

 

 

Table : 4.23 

Showing Mean Scores of Home Adjustment of Variable - B x C  

(Habitat x Older People) 

  B1 B2 

 C1 M 8.29 8.16 

 N 100 100 

 C2 M 15.18 11.63 

 N 100 100 

 

 

Table : 4.24 

Showing Mean Scores of Home Adjustment of  Variable - A x B x C  

(Sex x Habitat x Older People) 



 
 

               A1              A2 

   B1 B2 B1 B2 

 C1 M 9.08 8.28 7.50 8.04 

  N 50 50 50 50 

 C2 M 14.20 11.32 16.16 11.94 

  N 50 50 50 50 
 

 

 

 

 

 

 

 

 

 

 

Figure : 4.15 
Showing Mean Scores of Home Adjustment of Variable - A (Sex) 
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Figure : 4.16 
Showing Mean Scores of Home Adjustment Variable - B (Habitat) 

 

 

 

 

Figure : 4.17 
Showing Mean Scores of Home Adjustment of Variable - A (Sex) 
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Figure : 4.18 
Showing Mean Scores of Home Adjustment Variable - B (Habitat) 

 

 

 

 

 

 

Figure : 4.19 

Showing Mean Scores of Home Adjustment of Variable - A x C 
(Sex x Older People) 
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Figure : 4.20 

Showing Mean Scores of Home Adjustment of Variable - B x C  
(Habitat x Older People) 

 

 

Figure : 4.21 

Showing Mean Scores of Home Adjustment of  Variable - A x B x C  
(Sex x Habitat x Older People) 
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 The results of ANOVA on Home Adjustment score Table No. 4.17 is consulted 

and it is found that the F ratio for sex is 0.36 which is not significant. That means male 

older people do not differ on Home Adjustment score as compare to female older 

people. Table No. 4.18 The mean score of male older people is 10.72 and female older 

people is 10.91. It is clearly said that significant differences does not existed between 

male older people and female older people on Home Adjustment score. 

 The F ratio habitat is 33.58 which is significant at .01 level. That means urban 

older people significantly differ on Home Adjustment score as compared to rural older 

people. Table No. 4.19 shows that the mean score of urban older people is 11.73. Rural 

older people is 9.89. It can be said that significant difference between existed between 

urban and rural older people on Home Adjustment score.  

 Urban older people have shown good Home Adjustment as compared to rural 

older people. In urban settings older people have some activities and or work just like 

helping in rearing children, shopping, cutting a vegetable or fruits and other household 

or care taking behaviour. Which may not only helpful to maintain house but also helpful 

in family. That can resulted in good home adjustment. Anantraman (1979) concluded 

that in old age when the activity increase adjustment was good.   
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 The F ratio for Institutionalization is 266.11 which is significant at .01 level. That 

means Institutionalized older people differ significantly on Home Adjustment score as 

compared to non-Institutionalized older people. Table No. 4.20 shows that mean score 

of Institutionalized older people is 8.22, non-Institutionalized older people is 13.40. It can 

be said that significant difference existed between Institutionalized older people and 

non-Institutionalized older people. 
 Non institutionalized older people have shown good Home 

Adjustment as compared to institutionalized older people. Home environment can give 

not only security but also provide intimacy, routine stability and activities.Which may 

help them to adjust in home settings. Anantraman (1980) found that non-institutionalized 

older people have shown good health and family adjustment than institutionalized older 

people.    

 The F ratio for sex and habitat is 0.00 which is not significant. That means sex 

and areas of residence do not interact each other on Home Adjustment score. Table No. 

4.21 Shows that mean score of male urban older people is 11.64, male rural older 

people is 9.80. Female urban older people is 11.83, female rural older people is 9.99. 

 The F ratio for sex and Institutionalization is 12.00 which is significant at .01 level. 

That means sex and Institutionalization significantly interact each other on Home 

Adjustment score. Table No. 4.22 Shows that mean score of male  Institutionalized older 

people is 8.68 and male non- Institutionalized older people is 12.76.Female 

institutionalized older people  is 7.77 female non institutionalized older people is 14.05.  

 The F ratio for habitat and institutionalization is 29.00 which is significant at .01 

level. That means habitat and institutionalization significantly interact each other on 

Home Adjustment score. Table No. 4.23 Shows that mean score of urban 

institutionalized older people is 8.29 and urban non-institutionalized older people is 

15.18. Mean score of rural institutionalized older people  is 8.16 and rural non-

institutionalized older people is 11.63. 



 
 

 The F ratio for sex, habitat and institutionalization is 4.45 which is   significant at 

.05 level. That means sex and areas of residence and institutionalization significantly 

interact each other on Home Adjustment score. Table No. 4.24 Shows that mean score 

of male urban institutionalized older people is 9.08, male urban non-institutionalized 

older people is 14.20. Mean score of male rural institutionalized older people is 8.28, 

male rural non-institutionalized older people is 11.32. Female urban institutionalized 

older people is 7.50, female urban non-institutionalized older people is 16.16. Female 

rural institutionalized older people is 8.04, female rural non-institutionalized older people 

is 11.94. 

 
 

 

 

 

 

 

 

 

 

2.2.3 Results and Discussion of ANOVA on Social Adjustemnt 

Table 4.25 
Showing Results of ANOVA on Social Adjustment 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 165.12 1  165.12 13.08   * 

Bss 3.80  1  3.80  0.30   N S 

Css 2657.40 1  2657.40 210.55  * 



 
 

A x B 76.56  1  76.56  6.07   * 

A x C 64.80  1  64.80  5.13   * 

B x C 54.02  1  54.02  4.28   * 

A x B x C 7.02  1  7.02  0.56   N S 

W S S 4947.46      392  12.62   

T S S 7976.20      399   

** Significant at  .01 Level,  *Significant at  .05 Level 

Table : 4.26 

Showing Mean Scores of Social Adjustment of Variable – A (Sex) 

     A1   A2 

  M   8.95   10.24  

  N   200   200 

Table : 4.27 

Showing Mean Scores of Social Adjustment of Variable – B (Habitat) 

     B1   B2 

  M   9.69   9.50  

  N   200   200 

Table : 4.28 

Showing Mean Scores of Social Adjustment of Variable - C (Older People) 

  C1 C2 

 M 7.02 12.17 

 N 200 200 

 

Table : 4.29 

Showing Mean Scores of Social Adjustment of Variable - A x B  



 
 

(Sex x Habitat) 

  A1 A2 

 B1 M 9.49 9.90  

 N 100 100 

 B2 M 8.42 10.58 

 N 100 100 

 

Table : 4.30 

Showing Mean Scores of Social Adjustment of  Variable - A x C  

(Sex x Older People) 

  A1 A2 

 C1 M 6.78 7.26 

 N 100 100 

 C2 M 11.13 13.22 

 N 100 100 

 

 

 

 

 

 

Table : 4.31 

Showing Mean Scores of Social Health of Variable - B x C  

(Habitat x Older People) 

  B1 B2 

 C1 M 6.75 7.29 

 N 100 100  

 C2 M 12.64 11.71 

 N 100 100 



 
 

 

 

 

 

Table : 4.32 

Showing Mean Scores of Social Health of  Variable - A x B x C  

(Sex x Habitat x Older People) 

               A1              A2 

   B1 B2 B1 B2 

 C1 M 7.08 6.48 6.42 8.10 

  N 50 50 50 50 

 C2 M 11.90 10.36 13.38 13.06 

  N 50 50 50 50 

 

 

 

 

 

 

 

 

 

Figure : 4.22 

Showing Mean Scores of Social Adjustment of Variable - A (Sex) 

 

 



 
 

 

 

 

 

 

 

Figure : 4.23 
Showing Mean Scores of Social Adjustment Variable - B (Habitat) 

 

 

 

 

Figure : 4.24 
Showing Mean Scores of Social Adjustment of Variable - C(Old People) 
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Figure : 4.25 
Showing Mean Scores of Social Adjustment Variable - A x B (Sex Habitat) 

 

 

 

 

 

 

 

 

 

Figure : 4.26 
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Showing Mean Scores of Social Adjustment of Variable - A x C 
(Sex x Older People) 

 

 

 

 

 

 

 

Figure : 4.27 

Showing Mean Scores of Social Adjustment of Variable - B x C  
(Habitat x Older People) 

 

 

Figure : 4.28 
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Showing Mean Scores of Social Adjustment of  Variable - A x B x C  
(Sex x Habitat x Older People) 

 

 The results of ANOVA on Social Adjustment score Table No. 4.25 is consulted and it is 

found that the F ratio for sex is 13.08 which is significant at .01 level. That means male older 

people significantly differ on Social Adjustment score as compare to female older people. Table 

No. 4.26 The mean score of male older people is 8.95 and female older people is 10.24. It is 

clearly said that significant differences existed between male older people and female older 

people on Social Adjustment score.  

 Female older people have shown good social adjustment. Female older people have 

some social work and activities like, joining marriage, engagement; take care of ill  members of 

family and relatives and other social occasion. That may be to lead them good social 

adjustment as compared to male older people.  Jamuna & Rammurthy (1988) found that widow 

women have shown poor personal, social, emotional and family adjustment. 

 The F ratio habitat is 0.30 which is not significant. That means urban older people do not 

differ on Social Adjustment score as compared to rural older people. Table No. 4.27 shows that 

the mean score of urban older people is 9.69. Rural older people is 9.50. It can be said that 
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significant difference between does not existed between urban and rural older people on Social  

Adjustment score.  

 The F ratio for Institutionalization is 210.55 which is significant at .01 level. That means 

Institutionalized older people differ significantly on Social Adjustment score as compared to 

non-Institutionalized older people. Table No. 4.28 shows that mean score of Institutionalized 

older people is 7.02, non-Institutionalized older people is 12.17. It can be said that significant 

difference existed between Institutionalized older people and non-Institutionalized older people.  

 Non institutionalized older people have shown good Social Adjustment as compared to 

institutionalized older people. Institutionalized older people have no  chance to engaged in 

social occasions and day to day family life. So they have not any social support or chance to 

react with social situation. In lack of social settings how they can express themselves adjusted 

in society.  

           Pinto and Prakash (1991) in their study found that home bound elderly have more 

advantages than the institutionalized elderly in respect to daily activities, level of satisfaction, 

social contact and source of financial support thus enjoying a better quality of life than their 

institutionalized counterparts. 

 The F ratio for sex and habitat is 6.07 which is significant at .05 level. That means sex 

and areas of residence significantly interact each other on Social Adjustment score. Table No. 

4.29 Shows that mean score of male urban older people is 9.49, male rural older people is 8.42. 

Female urban older people is 9.90, female rural older people is 10.58. 

 The F ratio for sex and Institutionalization is 5.13 which is significant at .05 level. That 

means sex and Institutionalization significantly interact each other on Social Adjustment score. 

Table No. 4.30 Shows that mean score of male Institutionalized older people is 6.78 and male 

non- Institutionalized older people is 11.13.Female institutionalized older people is 7.26 female 

non institutionalized older people is 13.22.  

 The F ratio for habitat and institutionalization is 4.28 which are significant at .05 levels. 

That means habitat and institutionalization significantly interact each other on Social Adjustment 

score. Table No. 4.31 Shows that mean score of urban institutionalized older people is 6.75 and 



 
 

urban non-institutionalized older people is 12.64. Mean score of rural institutionalized older 

people is 7.29 and rural non-institutionalized older people is 11.71. 

 The F ratio for sex, habitat and institutionalization is 0.56 which is not   significant. That 

means sex and areas of residence and institutionalization do not interact each other on Social  

Adjustment score. Table No. 4.32 Shows that mean score of male urban institutionalized older 

people is 7.08, male urban non-institutionalized older people is 11.90. Mean score of male rural 

institutionalized older people is 6.48, male rural non-institutionalized older people is 10.36. 

Female urban institutionalized older people is 6.42, female urban non-institutionalized older 

people is 13.38. Female rural institutionalized older people is 8.10, female rural non-

institutionalized older people is 13.06. 
 

 

 

 

 

 

 

 

 

 

2.2.4 Results and Discussion of ANOVA on Marital Adjustemnt 

Table 4.33 
Showing Results of ANOVA on Marital Adjustment 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 10.89  1  10.89  1.83   N S 

Bss 156.25 1  156.25 26.25   * 



 
 

Css 501.76 1  501.76 84.30   * 

A x B 77.44  1  77.44  13.01   * 

A x C 16.81  1  16.81  2.82   N S 

B x C 24.01  1  24.01  4.03   * 

A x B x C 16.00  1  16.00  2.69   N S 

W S S 2333.20      392  5.95   

T S S 3136.36      399   

** Significant at  .01 Level,  *Significant at  .05 Level 

Table : 4.34 

Showing Mean Scores of Marital Adjustment of Variable – A (Sex) 

     A1   A2 

  M   8.12   8.45  

  N   200   200 

Table : 4.35 

Showing Mean Scores of Marital Adjustment of Variable – B (Habitat) 

     B1   B2 

  M   8.91   7.66  

  N   200   200 

Table : 4.36 

Showing Mean Scores of Marital Adjustment of Variable - C (Older People) 

  C1 C2 

 M 7.17 9.41 

 N 200 200 

 

 



 
 

 

 

Table : 4.37 

Showing Mean Scores of Marital Adjustment of Variable - A x B  

(Sex x Habitat) 

  A1 A2 

 B1 M 8.31 9.52 

 N 100 100 

 B2 M 7.94 7.39 

 N 100 100 

 

 

Table : 4.38 

Showing Mean Scores of Marital Adjustment of  Variable - A x C  

(Sex x Older People) 

  A1 A2 

 C1 M 6.80 7.54  

 N 100 100 

 C2 M 9.45 9.37 

 N 100 100 

 

 

Table : 4.39 

Showing Mean Scores of Marital Health of Variable - B x C  

(Habitat x Older People) 

  B1 B2 

 C1 M 7.55 6.79 

 N 100 100  

 C2 M 10.28 8.54 



 
 

 N 100 100 

 

 

 

 

Table : 4.40 

Showing Mean Scores of Marital Health of  Variable - A x B x C  

(Sex x Habitat x Older People) 

               A1              A2 

   B1 B2 B1 B2 

 C1 M 6.94 6.66 8.16 6.92 

  N 50 50 50 50 

 C2 M 9.68 9.22 10.88 7.86 

  N 50 50 50 50 

 

 

 

 

 

 

 

 

Figure : 4.29 

Showing Mean Scores of Marital Adjustment of Variable - A (Sex) 



 
 

 

 

 

 

 

 

 

Figure : 4.30 

Showing Mean Scores of Marital Adjustment Variable - B (Habitat) 

 

 

 

 

 

 

Figure : 4.31 

Showing Mean Scores of Marital Adjustment of Variable - C(Old People) 
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Figure : 4.32 

Showing Mean Scores of Marital Adjustment Variable - A x B (Sex Habitat) 

 

 

 

 

 

Figure : 4.33 
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Showing Mean Scores of Marital Adjustment of Variable - A x C 

(Sex x Older People) 

 

 

 

 

 

 

 

 

Figure : 4.34 

Showing Mean Scores of Marital Adjustment of Variable - B x C  

(Habitat x Older People) 

 

Figure : 4.35 

Showing Mean Scores of Marital Adjustment of  Variable - A x B x C  
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(Sex x Habitat x Older People) 

 

 

 The results of ANOVA on marital Adjustment score Table No. 4.33 is consulted and it is 

found that the F ratio for sex is 1.83 which is not significant. That means male older people do 

not differ on Marital Adjustment score as compare to female older people. Table No. 4.34 The 

mean score of male older people is 8.12 and female older people is 8.45. It is clearly said that 

significant differences does not existed between male older people and female older people on 

Marital Adjustment score.  

 The F ratio habitat is 26.25 which is significant at .01 level. That means urban older 

people significantly differ on Marital Adjustment score as compared to rural older people. Table 

No. 4.35 shows that the mean score of urban older people is 8.91. Rural older people is 7.66. It 

can be said that significant difference between existed between urban and rural older people on 

Marital Adjustment score.  

 Urban older people have shown better marital adjustment. In urban settings older 

husband and wife can celebrate small occasions, give and take gift and psychological struck on 

marriage anniversary, birthday, Diwali and other special days. They can spend enough time for 

each other and try to understood problems and demands of old age.   

 The F ratio for Institutionalization is 84.30 which is significant at .01 level. That means 

Institutionalized older people differ significantly on Marital Adjustment score as compared to 

6
.9

4

9
.6

8

6
.6

0

9
.2

2

8
.1

6

1
0

.8
8

6
.9

2 7
.8

6

0.00

2.00

4.00

6.00

8.00

10.00

12.00

A1B1C1 A1B1C2 A1B2C1 A1B2C2 A2B1C1 A2B1C2 A2B2C1 A2B2C2

A*B*C

M
e

a
n

 S
c

o
re

s



 
 

non-Institutionalized older people. Table No. 4.36 shows that mean score of Institutionalized 

older people is 7.17, non-Institutionalized older people is 9.41. It can be said that significant 

difference existed between Institutionalized older people and non-Institutionalized older people.  

 Non institutionalized older people have shown good Marital Adjustment as compared to 

institutionalized older people. Institutionalized older people have no time and enough money to 

express their feelings. The have no any special settings to make satisfied marital life and old 

age. So they can not express themselves adjusted in marital life. 

 Nagpal and Chandha, (1991) suggests that social network size of institutionalised elderly 

is significantly smaller than the non-institutionalized elderly and the non-institutionalized elderly 

have high life satisfaction than the institutionalised elderly. This finding is also supported by the 

findings of Mongla and Chandha (1991). 

 The F ratio for sex and habitat is 13.01 which is significant at .01 level. That means sex 

and areas of residence significantly interact each other on Marital Adjustment score. Table No. 

4.37 Shows that mean score of male urban older people is 8.31, male rural older people is 7.94. 

Female urban older people is 9.52, female rural older people is 7.39. 

 The F ratio for sex and Institutionalization is 2.82 which is not significant. That means 

sex and Institutionalization do not interact each other on Marital Adjustment score. Table No. 

4.38 Shows that mean score of male Institutionalized older people is 6.80 and male non- 

Institutionalized older people is 9.45.Female institutionalized older people is 7.54 female non 

institutionalized older people is 9.37.  

 The F ratio for habitat and institutionalization is 4.03 which is significant at .05 level. That 

means habitat and institutionalization significantly interact each other on Marital Adjustment 

score. Table No. 4.39 Shows that mean score of urban institutionalized older people is 7.55 and 

urban non-institutionalized older people is 10.28. Mean score of rural institutionalized older 

people is 6.79 and rural non-institutionalized older people is 8.54. 

 The F ratio for sex, habitat and institutionalization is 2.69 which is not   significant. That 

means sex and areas of residence and institutionalization do not interact each other on Marital 

Adjustment score. Table No. 4.40 Shows that mean score of male urban institutionalized older 



 
 

people is 6.94, male urban non-institutionalized older people is 9.68. Mean score of male rural 

institutionalized older people is 6.66, male rural non-institutionalized older people is 9.22. 

Female urban institutionalized older people is 8.16, female urban non-institutionalized older 

people is 10.88. Female rural institutionalized older people is 6.92, female rural non-

institutionalized older people is 7.86. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.2.5 Results and Discussion of ANOVA on Emotional Adjustemnt 

Table 4.41 

Showing Results of ANOVA on Emotional Adjustment 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 43.56  1  43.56  5.42   * 

Bss 25.00  1  25.00  3.11   N S 

Css 912.04 1  912.04 113.48  * 

A x B 46.24  1  46.24  5.75   * 



 
 

A x C 70.56  1  70.56  8.78   * 

B x C 1.44  1  1.44  0.18   N S 

A x B x C 16.00  1  16.00  1.99   N S 

W S S 3150.40      392  8.04   

T S S 4265.24      399   

** Significant at  .01 Level,  *Significant at  .05 Level 

Table : 4.42 

Showing Mean Scores of Emotional Adjustment of Variable – A (Sex) 

     A1   A2 

  M   8.30   8.96  

  N   200   200 

Table : 4.43 

Showing Mean Scores of Emotional Adjustment of Variable – B (Habitat) 

     B1   B2 

  M   8.38   8.88  

  N   200   200 

Table : 4.44 

Showing Mean Scores of Emotional Adjustment of Variable - C  

(Older People) 

  C1 C2 

 M 7.12 10.14 

 N 200 200 

 

 

 

 



 
 

Table : 4.45 

Showing Mean Scores of Emotional Adjustment of Variable - A x B  

(Sex x Habitat) 

  A1 A2 

 B1 M 8.39 8.37 

 N 100 100 

 B2 M 8.21 9.55 

 N 100 100 

 

Table : 4.46 

Showing Mean Scores of Emotional Adjustment of  Variable - A x C  

(Sex x Older People) 

  A1 A2 

 C1 M 7.21 7.03  

 N 100 100 

 C2 M 9.39 10.89 

 N 100 100 

 

 

Table : 4.47 

Showing Mean Scores of Emotional Health of Variable - B x C  

(Habitat x Older People) 

  B1 B2 

 C1 M 6.93 7.31 

 N 100 100  

 C2 M 9.83 10.45 

 N 100 100 

 

 



 
 

 

 

Table : 4.48 

Showing Mean Scores of Emotional Health of  Variable - A x B x C  

(Sex x Habitat x Older People) 

               A1              A2 

   B1 B2 B1 B2 

 C1 M 7.16 7.26 6.70 7.36 

  N 50 50 50 50 

 C2 M 9.62 9.16 10.04 11.74 

  N 50 50 50 50 

 

 

 

 

 

 

 

 

Figure : 4.36 

Showing Mean Scores of Emotional Adjustment of Variable - A (Sex) 
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Figure : 4.37 

Showing Mean Scores of Emotional Adjustment Variable - B (Habitat) 

 

 

 

 

 

 

Figure : 4.38 

Showing Mean Scores of Emotional Adjustment of Variable - C(Old People) 
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Figure : 4.39 

Showing Mean Scores of Emotional Adjustment Variable - A x B  

(Sex Habitat) 

 

Figure : 4.40 

Showing Mean Scores of Emotional Adjustment of Variable - A x C 

(Sex x Older People) 
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Figure : 4.41 

Showing Mean Scores of Emotional Adjustment of Variable - B x C  

(Habitat x Older People) 

 

 

 

Figure : 4.42 

Showing Mean Scores of Emotional Adjustment of  Variable - A x B x C  

(Sex x Habitat x Older People) 

6.93

9.83

7.31

10.45

0.00

2.00

4.00

6.00

8.00

10.00

12.00

B1C1 B1C2 B2C1 B2C2

B*C

M
ea

n 
Sc

or
es



 
 

 

 

 The results of ANOVA on Emotional Adjustment score Table No. 4.41 is consulted and it 

is found that the F ratio for sex is 5.42 which is significant at .05 level. That means male older 

people significantly differ on Emotional Adjustment score as compare to female older people. 

Table No. 4.42 The mean score of male older people is 8.30 and female older people is 8.96. It 

is clearly said that significant differences existed between male older people and female older 

people on Emotional Adjustment score.  

 Female older people have shown better emotional adjustment. Female older people 

more engaged emotionally through household work, care taking behaviour with family and other 

day by day activities. This may be one of the reason why they emotionally adjusted.  

 Jamuna & Rammurthy (1988) found that widow women have shown poor personal, 

social, emotional and family adjustment. Paintal and Harinder, (1991) delineated factors 

discriminating better adjusted elderly men from poorly adjusted men in three age group (45-54 

years) (55-64 years) (64-75 years). Findings indicated that health and engagement in leisure 

and recreational activities seemed to be important factors in successful ageing. 

 The F ratio habitat is 3.11 which is not significant. That means urban older people do not 

differ on Emotional Adjustment score as compared to rural older people. Table No. 4.43 shows 

that the mean score of urban older people is 8.38. Rural older people is 8.88. It can be said that 
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significant difference between does not existed between urban and rural older people on 

Emotional Adjustment score.  

 The F ratio for Institutionalization is 113.48 which is significant at .01 level. That means 

Institutionalized older people differ significantly on Emotional Adjustment score as compared to 

non-Institutionalized older people. Table No. 4.44 shows that mean score of Institutionalized 

older people is 7.12, non-Institutionalized older people is 10.14. It can be said that significant 

difference existed between Institutionalized older people and non-Institutionalized older people.  

 Non institutionalized older people have shown good Emotional Adjustment as compared 

to institutionalized older people. Non-institutionalized people get sympathy, love and affection in 

family settings. They can give and take emotional support and psychological strocks. Which 

may lead them emotional satisfaction and to express adjusted emotionally.   

 Lowenthal and Haven (1968) found that the presence of confident (spouse or very close 

friend) was associated with better adjustment to widowhood and retirement. The old people’s 

life is not only solitary poor and unpleasant but also lone. Stereotypes of people who live alone 

(Parmeler and Wermer, 1978) characterize them as unfriendly, aloof, unattractive and lonely. 

Perlman et al (1978) found that loneliness was higher among old people with lower income 

group. 

 The F ratio for sex and habitat is 5.75 which is significant at .05 level. That means sex 

and areas of residence significantly interact each other on Emotional Adjustment score. Table 

No. 4.45 Shows that mean score of male urban older people is 8.39, male rural older people is 

8.21. Female urban older people is 8.37, female rural older people is 9.55. 

 The F ratio for sex and Institutionalization is 8.78 which is significant at .01 level. That 

means sex and Institutionalization significantly interact each other on Emotional Adjustment 

score. Table No. 4.46 Shows that mean score of male Institutionalized older people is 7.21 and 

male non- Institutionalized older people is 9.39.Female institutionalized older people  is 7.03 

female non institutionalized older people is 10.89.   



 
 

 The F ratio for habitat and institutionalization is 0.18 which is not significant. That means 

habitat and institutionalization do not interact each other on Emotional Adjustment score. Table 

No. 4.47 Shows that mean score of urban institutionalized older people is 6.93 and urban non-

institutionalized older people is 9.83. Mean score of rural institutionalized older people is 7.31 

and rural non-institutionalized older people is 10.45. 

 The F ratio for sex, habitat and institutionalization is 1.99 which is    not significant. That 

means sex and areas of residence and institutionalization do not interact each other on 

Emotional Adjustment score. Table No. 4.48 Shows that mean score of male urban 

institutionalized older people is 7.16, male urban non-institutionalized older people is 9.62. 

Mean score of male rural institutionalized older people is 7.26, male rural non-institutionalized 

older people is 9.16. Female urban institutionalized older people is 6.70, female urban non-

institutionalized older people is 10.04. Female rural institutionalized older people is 7.36, female 

rural non-institutionalized older people is 11.74. 

 

 

2.2.6 Results and Discussion of ANOVA on Financial Adjustment 

Table 4.49 

Showing Results of ANOVA on Financial Adjustment 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 0.42  1  0.42  0.09   N S 

Bss 15.60  1  15.60  3.42   N S 

Css 522.12 1  522.12 114.38  * 

A x B 64.80  1  64.80  14.20   * 

A x C 7.56  1  7.56  1.66   N S 

B x C 14.82  1  14.82  3.25   N S 

A x B x C 0.30  1  0.30  0.07   N S 



 
 

W S S 1789.46      392  4.56   

T S S 2415.10      399   

** Significant at  .01 Level,  *Significant at  .05 Level 

Table : 4.50 

Showing Mean Scores of Financial Adjustment of Variable - A (Sex) 

  A1   A2 

 M 7.86 7.79 

 N 200 200 

 

Table : 4.51 

Showing Mean Scores of Financial Adjustment Variable - B (Habitat) 

  B1 B2 

 M 8.02 7.63 

 N 200 200 

 

Table : 4.52 

Showing Mean Scores of Financial Adjustment of Variable - C (Older People) 

  C1 C2 

 M 6.68 8.97 

 N 200 200 

 

 

 

Table : 4.53 

Showing Mean Scores of Financial Adjustment of Variable - A x B  

(Sex x Habitat) 

  A1 A2 

 B1 M 8.46 7.59  

 N 100 100 



 
 

 B2 M 7.26 8.00 

 N 100 100 

 

 

 

Table : 4.54 

Showing Mean Scores of Financial Adjustment of  Variable - A x C  

(Sex x Older People) 

  A1 A2 

 C1 M 6.58 6.79 

 N 100 100 

 C2 M 9.14 8.80 

 N 100 100 

 

 

Table : 4.55 

(Sex x Habitat x Older People)djustment of Variable - B x C  

(Habitat x Older People) 

  B1 B2 

 C1 M 6.69 6.68 

 N 100 100 

 C2 M 9.36 8.58 

 N 100 100 

 

 

Table : 4.56 

Showing Mean Scores of Home Adjustment of  Variable - A x B x C  

(Sex x Habitat x Older People) 

               A1              A2 



 
 

   B1 B2 B1 B2 

 C1 M 6.96 6.20 6.42 7.16 

  N 50 50 50 50 

 C2 M 9.96 8.32 8.76 8.84 

  N 50 50 50 50 

 

 

 

 

 

 

 

 

 

 

 

Figure : 4.43 

Showing Mean Scores of Financial Adjustment of Variable - A (Sex) 
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Figure : 4.44 

Showing Mean Scores of Financial Adjustment Variable - B (Habitat) 

 

 

 

 

 

Figure : 4.45 

Showing Mean Scores of Financial Adjustment of Variable - A (Sex) 
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Figure : 4.46 

Showing Mean Scores of Financial Adjustment Variable - B (Habitat) 

 

 

 

 

Figure : 4.47 

Showing Mean Scores of Financial Adjustment of Variable - A x C 

(Sex x Older People) 
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Figure : 4.48 

Showing Mean Scores of Financial Adjustment of Variable - B x C  

(Habitat x Older People) 

 

 

Figure : 4.49 

Showing Mean Scores of Financial Adjustment of  Variable - A x B x C  

(Sex x Habitat x Older People) 
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 The results of ANOVA on Financial Adjustment score Table No. 4.49 is consulted and it 

is found that the F ratio for sex is 0.09 which is not significant. That means male older people 

do not differ on Financial Adjustment score as compare to female older people. Table No. 4.50 

The mean score of male older people is 7.86 and female older people is 7.79. It is clearly said 

that significant differences does not existed between male older people and female older 

people on Financial Adjustment score. 

 The F ratio habitat is 3.42 which is not significant. That means urban older people do not 

differ on Financial Adjustment score as compared to rural older people. Table No. 4.51 shows 

that the mean score of urban older people is 8.02. Rural older people is 7.63. It can be said that 

significant difference between does not existed between urban and rural older people on 

Financial Adjustment score.  

 The F ratio for Institutionalization is 114.38 which is significant at .01 level. That means 

Institutionalized older people differ significantly on Financial Adjustment score as compared to 

non-Institutionalized older people. Table No. 4.52 shows that mean score of Institutionalized 

older people is 6.68, non-Institutionalized older people is 8.97. It can be said that significant 

difference existed between Institutionalized older people and non-Institutionalized older people.  

 Non institutionalized older people have shown good Financial Adjustment as compared 

to institutionalized older people. Non-institutionalized older people have sufficient financial 

sources like pension, saving, income of other family members, insurance policies and some 

financial activities also. Which may help them financial demands during the old age life as 

compared to institutionalized older people. This may be one of the reason why they show good 

financial adjustment. 

 Cutler, 1973; Bull and Aucoin, (1975) have found that the relationship between 

participation in voluntary activities and life satisfaction becomes insignificant when socio-

economic status and health ratings are controlled. 

 The F ratio for sex and habitat is 14.20 which is significant at .01 level. That means sex 

and areas of residence significantly interact each other on Financial Adjustment score. Table 



 
 

No. 4.53 Shows that mean score of male urban older people is 8.46, male rural older people is 

7.26. Mean score of female urban older people is 7.59, female rural older people is 8.00. 

 The F ratio for sex and Institutionalization is 1.66 which is not significant. That means 

sex and Institutionalization do not interact each other on Financial Adjustment score. Table No. 

4.54 Shows that mean score of male Institutionalized older people is 6.58 and male non- 

Institutionalized older people is 9.14. Mean score of female institutionalized older people is 6.79 

female non institutionalized older people is 8.80.   

 The F ratio for habitat and institutionalization is 3.25 which is not significant. That means 

habitat and institutionalization do not interact each other on Financial Adjustment score. Table 

No. 4.55 Shows that mean score of urban institutionalized older people is 6.69 and urban non-

institutionalized older people is 9.36. Mean score of rural institutionalized older people is 6.68 

and rural non-institutionalized older people is 8.58. 

 The F ratio for sex, habitat and institutionalization is 0.07 which is    not significant. That 

means sex and areas of residence and institutionalization do not interact each other on 

Financial Adjustment score. Table No. 4.56 Shows that mean score of male urban 

institutionalized older people is 6.96, male urban non-institutionalized older people is 9.96. 

Mean score of male rural institutionalized older people is 6.20, male rural non-institutionalized 

older people is 8.32. Mean score of female urban institutionalized older people is 6.42, female 

urban non-institutionalized older people is 8.76. Female rural institutionalized older people is 

7.16, female rural non-institutionalized older people is 8.84. 

 

 

 

 

 

 

 



 
 

 

 

 

 

 

 

 

 

 

 

 

 

2.3 Results and Discussion of ANOVA on Death Anxiety 

Table 4.57 

Showing Results of ANOVA on Death Anxiety 

Source of SS  DF  MS  F           Level of Sing. 

Variation 

Ass 28.09  1  28.09  0.62   N S 

Bss 134.56 1  134.56 2.97   N S 

Css 8500.84 1  8500.84 187.67  * 

A x B 151.29 1  151.29 3.34   N S 

A x C 90.25  1  90.25  1.99   N S 

B x C 0.04  1  0.04  0.00   N S 

A x B x C 198.81 1  198.81 4.39   * 

W S S 17755.96     392  45.30   

T S S 26859.84     399   

** Significant at  .01 Level,  *Significant at  .05 Level 



 
 

Table : 4.58 

Showing Mean Scores of Death Anxiety of Variable – A (Sex) 

     A1   A2 

  M   45.24   44.71  

  N   200   200 

Table : 4.59 

Showing Mean Scores of Death Anxiety  of Variable – B (Habitat) 

     B1   B2 

  M   44.40   45.56  

  N   200   200 

Table : 4.60 

Showing Mean Scores of Death Anxiety of Variable - C (Older People) 

  C1 C2 

 M 40.37 49.59 

 N 200 200 

 

 

 

 

Table : 4.61 

Showing Mean Scores of Death Anxiety of Variable - A x B  

(Sex x Habitat) 

  A1 A2 

 B1 M 45.28 43.52 

 N 100 100 

 B2 M 45.21 45.91 

 N 100 100 



 
 

 

 

 

 

Table : 4.62 

Showing Mean Scores of Death Anxiety of  Variable - A x C  

(Sex x Older People) 

  A1 A2 

 C1 M 40.16 40.58 

 N 100 100 

 C2 M 50.33 48.85 

 N 100 100 

Table : 4.63 

Showing Mean Scores of Death Anxiety of Variable - B x C  

(Habitat x Older People) 

  B1 B2 

 C1 M 39.78 40.96  

 N 100 100  

 C2 M 49.02 50.16 

 N 100 100 

 

 

 

 

Table : 4.64 

Showing Mean Scores of Death Anxiety of  Variable - A x B x C  

(Sex x Habitat x Older People) 

               A1              A2 

   B1 B2 B1 B2 



 
 

 C1 M 39.48 40.84 40.08 41.08 

  N 50 50 50 50 

 C2 M 51.08 49.58 46.96 50.74 

  N 50 50 50 50 
 

 

 

 

 

 

 

Figure : 4.50 
Showing Mean Scores of Death Anxiety of Variable - A (Sex) 

 

 

 

 

 

 

 

 

Figure : 4.51 
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Showing Mean Scores of Death Anxiety Variable - B (Habitat) 

 

 

 

 

Figure : 4.52 
Showing Mean Scores of Death Anxiety of Variable - C(Old People) 

 

 

 

 

 

 

 

 

Figure : 4.53 
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Showing Mean Scores of Death Anxiety Variable - A x B (Sex Habitat) 

 

 

 

Figure : 4.54 

Showing Mean Scores of  Death Anxiety of Variable - A x C 
(Sex x Older People) 

 

 

 

 

 

Figure : 4.55 

Showing Mean Scores of  Death Anxiety of Variable - B x C  
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(Habitat x Older People) 

 

 

 

Figure : 4.56 

Showing Mean Scores of  Death Anxiety of  Variable - A x B x C  
(Sex x Habitat x Older People) 

 

 The results of ANOVA on Death anxiety score Table No. 4.57 is consulted and it is found 

that the F ratio for sex is 0.62 which is not significant. That means male older people do not 

differ on Death anxiety score as compare to female older people. Table No. 4.58 The mean 

score of male older people is 45.24 and female older people is 44.71. It is clearly said that 
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significant differences does not existed between male older people and female older people on 

Death anxiety score. 

 The F ratio habitat is 2.97 which is not significant. That means urban older people do not 

differ on Death anxiety score as compared to rural older people. Table No. 4.59 shows that the 

mean score of urban older people is 44.40. Rural older people is 45.56. It can be said that 

significant difference between does not existed between urban and rural older people on Death 

anxiety score.  

 The F ratio for Institutionalization is 187.67 which is significant at .01 level. That means 

Institutionalized older people differ significantly on Death anxiety score as compared to non-

Institutionalized older people. Table No. 4.60 shows that mean score of Institutionalized older 

people is 40.37, non-Institutionalized older people is 49.59. It can be said that significant 

difference existed between Institutionalized older people and non-Institutionalized older people.  

 Non institutionalized older people have shown more Death anxiety as compared to 

institutionalized older people. Non institutionalized older people live their life in family and 

continuously connected with their social relation and social support also. So they are 

emotionally attached with needs, expectations and problems of family members as well as in 

social relation. Then they are anxious about all these, and think that after their death they can’t 

do something for their family members and relatives. This may be one of the reason for high 

score on death anxiety.   

 When Bert Hayslip and Duke Stewart-Bussey (1986-1987)  found even more bewildering 

complexity. While people high in internal control reported fearing death less, they showed just 

as much unconscious anxiety! Perhaps death is so threatening to people who need to feel in 

control of their life that they must deny having any anxiety. Perhaps this type of person has no 

overt fear because he or she is convinced of having some control over this terrible event (for 

example, by exercising, or by eating right). Whatever the answer, it is clear that the relationship 

between death anxiety and various aspects or personality is far from straightforward. Cristina A 

& Christina (1996) psychological maturity is highly correlated with death anxiety. 

 The F ratio for sex and habitat is 3.34 which is not significant. That means sex and areas 

of residence do not interact each other on Death anxiety score. Table No. 4.61 Shows that 



 
 

mean score of male urban older people is 45.28, male rural older people is 45.21. Mean score 

of female urban older people is 43.52, female rural older people is 45.91. 

 The F ratio for sex and Institutionalization is 1.99 which is not significant. That means 

sex and Institutionalization do not interact each other on Death anxiety score. Table No. 4.62 

Shows that mean score of male Institutionalized older people is 40.16 and male non- 

Institutionalized older people is 50.33. Mean score of female institutionalized older people is 

40.58 female non institutionalized older people is 48.85.   

 The F ratio for habitat and institutionalization is 0.00 which is not significant. That means 

habitat and institutionalization do not interact each other on Death anxiety score. Table No. 4.63 

Shows that mean score of urban institutionalized older people is 39.78 and urban non-

institutionalized older people are 49.02. Mean score of rural institutionalized older people  is 

40.96 and rural non-institutionalized older people is 50.16. 

 The F ratio for sex, habitat and institutionalization is 4.39 which is   significant at .05 

level. That means sex and areas of residence and institutionalization significantly interact each 

other on Death anxiety score. Table No. 4.64 Shows that mean score of male urban 

institutionalized older people is 39.48, male urban non-institutionalized older people is 51.08. 

Mean score of male rural institutionalized older people is 40.84, male rural non-institutionalized 

older people is 49.58. Mean score of female urban institutionalized older people is 40.08, 

female urban non-institutionalized older people is 46.96. Female rural institutionalized older 

people is 41.08, female rural non-institutionalized older people is 50.74. 

***** 
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CHAPTER - V 
SUMMARY, CONCLUSIONS AND SUGGESTIONS 

 

1. Summary : 

 The main aim of the present investigation has been to study mental health, adjustment 

and death anxiety of older people in relation to their institutionalization, sex and habitat. The 

exact problem of the present study is run thus  “A STUDY OF MENTAL HEALTH, CERTAIN 

AREAS OF ADJUSTMENT AND DEATH ANXIEY AMONG INSTITUTIONALIZED AND NON-

INSTITUTIONALIZED OLDER PEOPLE IN RELATION TO SEX AND HABITATE”. 

 The major objectives of the present study are as under : 

1. To study and compare mental health among institutionalized and non-institutionalized 

older people with regard to sex and habitat.  

2. To study and compare health, home, social, marital, emotional and financial adjustment 

among institutionalized and non-institutionalized older people with regard to sex and 

habitat.  

3. To study and compare death anxiety among institutionalized and non-institutionalized 

older people with regard to sex and habitat.  

 In this study researcher formulated some null hypothesis with the purpose of determining 

the main effect as well as interaction effect of independents variable  

 The major hypothesis of the present study are as under : 

1. There is no significant difference between institutionalized and non-institutionalized older 

people with regard to sex and habitat on mental health scores. 



 
 

2. There is no significant difference between institutionalized and non-institutionalized older 

people with regard to sex and habitat on scores of home, social, marital, emotional and 

financial adjustment. 

3. There is no significant difference between institutionalized and non-institutionalized older 

people with regard to sex and habitat on death anxiety scores. 

 For the present study incidental purposive sampling technique was used for the selection 

of the subjects. The sample was consisted of 400 older people belonging to 200 male (100 

institutionalized and 100 non-institutionalized), 200 female (100 institutionalized and 100 non-

institutionalized). The age range from 60 to 75 years.  To make the sample more reliable and 

effective the researcher select the subjects belonging to urban - rural areas. Institutionalized 

older people were selected from Vriddhashram runed by NGO.  

 In  present study the following tools were used for data collection : 

(i) Mental Health scale by Kamlesh Sharma. 

(ii) Shamshad Jasbir Old Age Adjustment Inventory by Shamshad Husain and Jasbir Kaur 

(iii) Death anxiety scale by G.P. Thakur 

 After selecting the subjects from various institutions and family rapport was establish by 

the researcher. Mental health check list, Old age adjustment inventory and Death anxiety scale 

were administered after giving instructions.  All the three test given in individual settings and 

under proper and adequate testing conditions. All the instruction were strictly followed which are 

given by the authors of the test in their respective manuals. Scoring of each tests was be done 

as per manual of each tests. 

 The responses of each subjects on each test was be scored as per scoring key of each 

test. These scores was subjected to adequate statistical techniques for analysis, viz., (a) 

Analysis of variance in order to study the contribution of three independent variable namely, 

institutionalized -non-institutionalized, sex and habitat of older people, i.e., to examine their 

main and interaction effects on mental health, certain areas of adjustment and death anxiety. 

(b) To find out the correlation between mental health and certain areas of adjustment, mental 



 
 

health and death anxiety and certain areas of adjustment and death anxiety of various groups 

of institutionalized and non-institutionalized older people, product moment correlation method 

will be used. 

 The results of ANOVA on Mental health indicate that male older people significantly differ 

as compared to female older people. Male older people have good mental health than female 

older people. Urban older people significantly differ as compared to rural older people. Urban 

older people have good mental health than rural older people. Institutionalized older people 

significantly differ as compared to non-institutionalized older people. Non-institutionalized older 

people have good mental health than institutionalized older people. Sex and habitat of the older 

people do not interact each other on mental health score. Sex and type of older people do not 

interact each other on mental health score. Habitat and type of older people do not interact 

each other on mental health score. Sex, habitat and type of older people significantly interact 

each other on mental health score. 

 The results of ANOVA on Adjustment - A - Health indicate that male older people 

significantly differ as compared to female older people. Female older people have good mental 

health than male older people. Urban older people significantly differ as compared to rural older 

people. Urban older people have good health adjustment than rural older people. 

Institutionalized older people significantly differ as compared to non-institutionalized older 

people. Non-institutionalized older people have good health adjustment than institutionalized 

older people. Sex and habitat of the older people significantly interact each other on health 

adjustment score. Sex and type of older people do not interact each other on health adjustment 

score. Habitat and type of older people do not interact each other on health adjustment  score. 

Sex, habitat and type of older people do not interact each other on health adjustment score. 
 The results of ANOVA on Adjustment - B - Home indicate that male older 

people do not differ as compared to female older people. Urban older people significantly differ 

as compared to rural older people. Urban older people have good home adjustment than rural 

older people. Institutionalized older people significantly differ as compared to non-

institutionalized older people. 



 
 

Institutionalized older people have good home adjustment than non - institutionalized older 

people. Sex and habitat of the older people do not interact each other on home adjustment 

score. Sex and type of older people significantly interact each other on home adjustment score. 

Habitat and type of older people significantly interact each other on home adjustment score. 

Sex, habitat and type of older people significantly interact each other on home adjustment 

score. 

 The results of ANOVA on Adjustment - C - Social indicate that male older people 

significantly differ as compared to female older people. Female older people have shown better 

social adjustment than male older people. Urban older people do not differ as compared to rural 

older people.  Institutionalized older people do not differ as compared to non-institutionalized 

older people.  Sex and habitat of the older people significantly interact each other on social 

adjustment score. Sex and type of older people significantly interact each other on social 

adjustment score. Habitat and type of older people significantly interact each other on social 

adjustment score. Sex, habitat and type of older people do not interact each other on social 

adjustment score. 

 The results of ANOVA on Adjustment - D - Marital indicate that male older people do not 

differ as compared to female older people. Urban older people significantly differ as compared 

to rural older people. Urban older people have shown better marital adjustment than rural older 

people. Institutionalized older people significantly differ as compared to non-institutionalized 

older people.  Non institutionalized older people have shown better marital adjustment than 

institutionalized older people. Sex and habitat of the older people significantly interact each 

other on marital adjustment score. Sex and type of older people do not interact each other on 

marital adjustment score. Habitat and type of older people significantly interact each other on 

marital adjustment score. Sex, habitat and type of older people do not interact each other on 

marital adjustment score. 

 The results of ANOVA on Adjustment - E - Emotional indicate that male older people 

significantly differ as compared to female older people. Female older people have shown better 



 
 

emotional adjustment than male older people. Urban older people do not differ as compared to 

rural older people. Institutionalized older people significantly differ as compared to non-

institutionalized older people.  Non institutionalized older people have shown better emotional 

adjustment than institutionalized older people. Sex and habitat of the older people significantly 

interact each other on emotional adjustment score. Sex and type of older people significantly 

interact each other on emotional adjustment score. Habitat and type of older people do not 

interact each other on emotional adjustment score. Sex, habitat and type of older people do not 

interact each other on emotional adjustment score. 

 The results of ANOVA on Adjustment - F - Financial indicate that male older people do 

not differ as compared to female older people. Urban older people do not differ as compared to 

rural older people. Institutionalized older people significantly differ as compared to non-

institutionalized older people.  Non institutionalized older people have shown better financial 

adjustment than institutionalized older people. Sex and habitat of the older people significantly 

interact each other on financial adjustment score. Sex and type of older people do not interact 

each other on financial adjustment score. Habitat and type of older people do not interact each 

other on financial adjustment score. Sex, habitat and type of older people do not interact each 

other on financial adjustment score. 

 The results of ANOVA on Death anxiety indicate that male older people do not differ as 

compared to female older people. Urban older people do not differ as compared to rural older 

people. Institutionalized older people significantly differ as compared to non-institutionalized 

older people.  Non institutionalized older people have shown more death anxiety than 

institutionalized older people. Sex and habitat of the older people significantly interact each 

other on death anxiety score. Sex and type of older people do not interact each other on death 

anxiety score. Habitat and type of older people do not interact each other on death anxiety 

score. Sex, habitat and type of older people significantly interact each other on death anxiety 

score. 
 

2. Conclusions : 



 
 

1. Male older people have good mental health than female older people. 

2. Urban older people have good mental health than rural older people. 

3. Non-institutionalized older people have good mental health than institutionalized older 

people. 

4. Female older people have good mental health than male older people.  

5. Urban older people have good health adjustment than rural older people.  

6. Non-institutionalized older people have good health adjustment than institutionalized 

older people. 

7. Male older people do not differ as compared to female older people on home adjustment 

score.  

8. Urban older people have good home adjustment than rural older people.  

9. Institutionalized older people have good home adjustment than non - institutionalized 

older people. 

10. Female older people have shown better social adjustment than male older people.  

11. Urban older people do not differ as compared to rural older people on social adjustment 

score.  

12. Institutionalized older people do not differ as compared to non-institutionalized older 

people on social adjustment score.  

13. Male older people do not differ as compared to female older people on marital 

adjustment score.  

14. Urban older people have shown better marital adjustment than rural older people.  

15. Non institutionalized older people have shown better marital adjustment than 

institutionalized older people. 

16. Female older people have shown better emotional adjustment than male older people.  

17. Urban older people do not differ as compared to rural older people on emotional 

adjustment score.  



 
 

18. Non institutionalized older people have shown better emotional adjustment than 

institutionalized older people. 

19. Male older people do not differ as compared to female older people on financial 

adjustment score.  

20. Urban older people do not differ as compared to rural older people on financial 

adjustment score.  

21. Non institutionalized older people have shown better financial adjustment than 

institutionalized older people. 

22. Male older people do not differ as compared to female older people on death anxiety 

score. 

23. Urban older people do not differ as compared to rural older people on death anxiety 

score.  

24. Non institutionalized older people have shown more death anxiety than institutionalized 

older people. 
 

3. Suggestions : 

1. Cross cultural and comparative study for older people with different types of factors like 

income level, religion, cast and class could be challenging area for future research. 

2. Problem of disable, chronic illness and normal older people and their patterns of 

adjustment need to be study. 

3. Comparative study for institutionalized and non-institutionalized older people and their 

daily adjustment problems, mental health need to be studied as a major portion of older 

people come from families in India. 

4. Mental health status and adjustment problems of divorced, widow, rejected and single 

older people in comparison to  accepted, married older people could be a new area for 

research. 



 
 

5. The study and investigation regarding the adjustment problems, personality, mental 

health and other psychological factors of married working women should be studied. 

6. The variables like family environment, mental health and exploitation problems of older 

people etc. seems to be relevant variable for further studies.   

 

***** 
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 ( ) 

5#P TDFZL E},M TD[ ;CHTFYL q B]XLYL :JLSZM KMP   ( ) ( )

 ( ) 

5$P TD[ JFZ\JFZ E},M SZM KMP     ( ) ( ) (

 ) 

55P TD[ ALHF SZTF\ JWFZ[ :JDFGL KMP    ( ) ( ) (

 ) 

5&P HIFZ[ TD[ U]:;[ YFJ tIFZ[ h05YL JW] lGI\+6 U]DFJM KMP  ( ) ( )

 ( ) 



 
 

5*P SFU/MGM GFX SZTF\ 5C[,F\ TD[ JW] JBT JF\RM KMP  ( ) ( )

 ( ) 

5(P TDG[ ,FU[ K[ S[ ALHF SZTF\ TD[ JW] T\N]Z:T KMP   ( ) ( )

 ( ) 

5)P TD[ D}xS[,LDF\ 56 C;TF ZCM KMP    ( ) ( ) (

 ) 

&_P TD[ ALHFG[ h05YL 5|EFlJT SZL XSM KMP   ( ) ( ) (

 ) 

 

***** 

 
OAAI 

;}RGF 

 VCL\ TDG[ J'wWFJ:YFDF\ pNŸEJTL ;D:IFVM ;\A\lWT S[8,FS 5|zGM VF5JFDF\ VFjIF 

K[P H[GF ãFZF TD[ TDFZL HFTG[ ;FZL ZLT[ ;DÒ XSXMP 5|zGM SM. HJFA BM8M GYLP TD[ 

NZ[S 5|zGM HJFA NZ[S ‘CF’, ‘GF’, VYJF ‘m’ V[D VF5[,F +6 lJS<5MDF\YL TDFZF :JEFJ 

VG];FZ lJS<5 5Z (√) BZFGL lGXFGL SZMPHM TD[ TDFZF HJFA VF5JF DF8[ V;DY" CMJ tIFZ[ 

H 5|zFY" lRgCŸ 5Z BZFGL lGXFGL SZXMP 5|zMGF\ p¿ZM RMS;F.YL VG[ AG[ T[8,L h05YL 

VF5XMP 

             CF      GF  m  

!P sBf X]\ TD[ TDFZF 3ZDF\ 5C[,F\ H[JF DFG VG[ DMEFGM VG]EJ SZM KMm ( )

 ( ) ( ) 

ZP sUf X]\ VF p\DZ[ 56 TD[ ;DFHDF\ 5MTFGL 5|lTQ9FGM VG]EJ SZM KMm ( ) (

 ) ( ) 

#P sRf X]\ TD[ J'wWFJ:YFG[ ,FU6LCLG DFGM KMm    ( ) (

 ) ( ) 

$P s3f X]\ TD[ VF p\DZ[ 56 VF5GF NF\5tI ÒJGDF\ 5|;gGTF VG]EJM KMm ( )

 ( ) ( ) 

5P sSf X]\ TD[ J'wWFJ:YFG[ V[S ZMUGL p5DF VF5M KMm   ( ) (

 ) ( ) 

&P sUf X]\ TDG[ SIFZ[S V[J]\ ,FU[ K[ S[ TDFZM ;FDFlHS DMEM 38L ZCIM K[m ( )

 ( ) ( ) 



 
 

*P sSf X]\ TD[ DFGM KM S[ J'wWFJ:YF VFJJFYL jIlST XFZLlZS ZLT[ lJJX  ( ) (

 ) ( ) 

 AG[ K[m  

(P sSf X]\ TD[ DFGM KM S[ TDFZF ÒJG;FYL lJGF TDF\ HJFG VW]\ K[m ( ) (

 ) ( ) 

)P  s3f X]\ TDFZF DGDF\ SIFZ[S VF53FT SZJFGM lJRFZ VFJ[ K[m  ( ) (

 ) ( ) 

!_P sSf X]\ TDG[ V[J]\ ,FU[ K[ S[ VF p\DZ[ DF\NUL SZTF\ DF\NULGL lR\TF  ( )

 ( ) ( ) 

 JWFZ[ YFI K[m 

!!P sBf X]\ TDFZF AF/SM TDFZL ;FY[ 5C[,F\ H[JM H ;\A\W ZFB[ K[m  ( ) (

 ) ( ) 

!ZP s3f X]\ TDG[ V[J]\ ,FU[ K[ S[ TDFZF ÒJG;FYL 5Z 5C[,F\ SZTF\   ( ) (

 ) ( ) 

 JWFZ[ VFWFlZT KMm 

!#P sRf TDG[ SIFZ[S V[J]\ TM GYL TM ,FUT]\ G[ S[ J'wWFJ:YFDF\ D]ST ZLT[  ( )

 ( ) ( ) 

 C;L S[ Z0L G XSFIm 

!$P sUf X]\ ;DFH TDFZF VG]EJM VG[ lJRFZMGL V5[1FF ZFB[ K[m  ( ) (

 ) ( ) 

!5P sSf X]\ TD[ C\D[XF DFGl;S TGFJ VYJF ;\3QF"DF\ 3[ZFI[,F ZCM KM4  ( )

 ( ) ( ) 

 S[ H[GFYL a,0 5|[XZGL OZLIFN ZC[TL CMIm 

 

               CF      GF  m  

!&P s3f X]\ TDFZF ÒJG;FYLGF DGDF\ TDFZF 5|tI[ V[JL TM X\SF GYL  ( ) (

 ) ( ) 

 G[ S[ p\DZ JWJFYL CJ[ T[DGFDF\ TDG[ ~lR ZCL GYLP     

!*P sRf X]\ TDG[ 3ZDF\ S[ ACFZ TDFZF ;gDFGGL JWFZ[ lR\TF ZC[ K[m  ( )

 ( ) ( ) 

!(P sKf X]\ TD[ CF,DF\ 56 VFlY"S AFATMDF\ 5MTFGL ZLT[ :JT\+ KMm  ( )

 ( ) ( ) 



 
 

!)P sUf X]\ ,MSM JrR[ ZCLG[ TD[ TDFZL HFTG[ JW] ;]Zl1FT VG]EJM KMm  ( )

 ( ) ( ) 

Z_P sUf lGJ'lT 5KL TDFZF 3ZGF ,MSM TDG[ AMHF~5 TM ;DHTF GYL G[m ( ) (

 ) ( ) 

Z!P s3f TDFZF ;\A\WM ã- ZFBJF DF8[ TD[ V[S ALHFG[ JW] RFCM KMm  ( )

 ( ) ( ) 

ZZP sSf X]\ TD[ SM. 56 ;FDFgI XFZLlZS ZMUYL H,NL UEZF. HFJ KMm ( ) ( )

 ( ) 

Z#P sUf X]\ TDG[ V[J]\ TM GYL ,FUT]\ G[ S[ TD[ ;FDFlHS ;DFZ\EMDF\  ( ) (

 ) ( ) 

 HJF DF8[ BRSFJ KMm 

Z$P sRf X]\ TD[ J'wWFJ:YFDF\ YTL ,F\AL DF\NULGL AFATDF\ lR\lTT ZCM KMm ( )

 ( ) ( ) 

Z5P sUf X]\ TDG[ V[J]\ ,FU[ K[ S[ TDFZM ;DI 5;FZ YTM GYLm   ( ) (

 ) ( ) 

Z&P sKf TDFZ[ HIFZ[ 5{;FGL H~Z CMI tIFZ[ 3ZGF ,MSM 5Z VFWFZ ZFBM KMm ( )

 ( ) ( ) 

Z*P sSf X]\ TD[ NJFVM 5Z JW] VFWFlZT KMm    ( ) ( )

 ( ) 

Z(P sBf X]\ AF/SM lD,STGL VFXFV[ TDFZL ;[JF SZ[ K[m   ( ) ( )

 ( ) 

Z)P sUf TDFZF 3[Z DC[DFG VFJ[ tIFZ[ T[DG[ TD[ pt;FCYL D/M KMm  ( ) (

 ) ( ) 

#_P sRf SF,[ X]\ YX[ m V[ AFAT[ TD[ lR\lTT ZCM KMm    ( ) (

 ) ( ) 

#!P s3f X]\ TD[ TDFZF ÒJG;FYLGL ;,FC ,.G[ H VD]S SFIM" SZM KMm  ( ) (

 ) ( ) 

#ZP sRf GFGL ;ZBL JFTDF\ TDFZF ìNIGF WASFZF JWL HFI K[m  ( ) (

 ) ( ) 

##P sBf X]\ TDG[ V[J]\ ,FU[ K[ S[ 3ZDF\ SM. SFI"DF\ TD[ DNN SZJF Tt5Z  ( )

 ( ) ( ) 

 CMJ 5Z\T] 3ZGF ,MSM TDFZL DNN .rKTF G CMIm 

#$P sSf X]\ TD[ V[J]\ .rKM KM S[ TD[ C\D[XF lADFZ ZCM VG[ ,MSM TDFZL  ( )

 ( ) ( ) 



 
 

 ;[JFDF\ ZMSFI[,F ZC[m 

#5P sRf X]\ TDG[ TDFZL HFT p5Z SIFZ[S Z0J]\ VFJ[ K[m   ( ) ( )

 ( ) 

#&P sKf X]\ TDG[ TDFZL lD,ST4 5[gXG VG[ ElJQIlGlWGF GF6F\  ( ) ( )

 ( ) 

 ;FRJJFGL sJWFZJFGLf 8[J K[m 

             CF      GF  m  

#*P s3f X]\ TDG[ V[S ALHFG[ s5lTv5tGLf V\NZM v V\NZ DG N]oB YFI TM ( ) (

 ) ( ) 

 56 TD[ T[GL V[SALHFG[ HF6 GYL YJF N[TFm 

#(P sUf lGJ'lT 5KL ,MSM 5|tI[ TDFZL ~lR VMKL Y. K[m   ( ) ( )

 ( )         

#)P sBf HM TDFZL 5F;[ 5]ZT] WG VG[ lD,ST CMI TM AF/SMG[ T[GM p5IMU ( ) (

 ) ( ) 

 SZJF NM KMm 

$_P sSf TD[ lADFZ CMJ tIFZ[ ,MSM 5|tI[ JWFZ[ V5[1FF ZFBM KMm  ( ) (

 ) ( ) 

$!P sUf X]\ TD[ SIFZ[S V[8,F AWF lGZFX Y. HFJ KM S[ lA,S], V[SF\TDF\ ( ) (

 ) ( ) 

 ZC[JFGL .rKF YFIm 

$ZP sKf ;\5lT CMJF KTF\ 56 TD[ VF p\DZ[ VMKM BR" YFI V[J]\ TM GYL  ( )

 ( ) ( ) 

 .rKTF G[m 

$#P sUf X]\ TDG[ GFGF AF/SMDF\ Z; 50[ K[P VG[ T[VMG[ JFTF"VM S[ 5]:TSM ( )

 ( ) ( ) 

 JF\RLG[ G{lTS AFATM lJX[GL DFlCTL VF5M KMm 

$$P s3f X]\ TD[ TDFZF ÒJG;FYLGL 5;\NULGM bIF, ZFBM KMm  ( ) ( )

 ( ) 

$5P sSf J'wWFJ:YFDF\ UD[ T[ ZMU YJFGL XSITF K[ T[ AFAT[ TD[lR\lTT ZCM KMm ( )

 ( ) ( ) 

$&P sKf X]\ TDG[ 5{;FGL AFATDF\ TDFZF AF/SM 5Z VFWFlZT ZC[JFG]\ UD[ K[m ( )

 ( ) ( ) 



 
 

$*P s3f X]\ TD[ V[J]\ DFGM KM S[ 5tGLV[ ACFZGF SFIM"DF\ AC] Z; G ,[JM  ( )

 ( ) ( ) 

 HM.V[ VG[ T[G[ 3ZGF SFIM" 5]ZT] DIF"lNT ZC[J]\ HM.V[P 

$(P sBf X]\ TDG[ V[J]\ ,FU[ K[ S[ 3ZGF ,MSMG[ TDFZL H~lZIFT K[m  ( ) (

 ) ( ) 

$)P sSf X]\ TD[ DF\NULGL 5lZl:YlTDF\ TDFZL DF\NULGL SM.G[ HF6 G YFI ( ) (

 ) ( ) 

 T[JM jIJCFZ ZFBM KMm 

5_P s5f X]\ TD[ TDFZL HFT 5Z H U]:;M SZM KMm    ( ) ( )

 ( ) 

5!P s3f X]\ TD[ V[S ALHF 5Z s5lTv5tGLf 5C[,F\ H[JM H lJ`JF; ZFBM KMm ( ) (

 ) ( ) 

5ZP sUf X]\ ;DFHDF\ ,MSM TDG[ VG]EJL VG[ 5lZ5SJ ;DÒG[ TDG[ DFG ( ) (

 ) ( ) 

 VF5[ K[m 

5#P sSf TD[ TDFZL V:J:YTFG[ SFZ6[ 3ZGF ,MSMG[ D]xS[,LDF\ D]SM KMm  ( )

 ( ) ( ) 

5$P sKf X]\ TD[ .rKM KM S[ lGJ'lT 5KL 56 TD[ S\.S SDFTF ZCMm  ( ) (

 ) ( ) 

             CF      GF  m  

55P s3f X]\ TD[ VFSQF"S ZC[JF DF8[ SM.G[ SM. S'l+D p5FIM SIF" SZM KMm  ( )

 ( ) ( ) 

5&P sSf X]\ TD[ ;FDFgI DF\NULDF\ 56 V[S,F 50IF ZC[JFG]\ 5;\N SZM KMm ( ) (

 ) ( ) 

5*P sRf TDG[ 50L HJFGM EI ,FU[ K[m     ( ) ( )

 ( ) 

5(P sUf X]\ TD[ 3ZGL ACFZ ,MS,GL EL0YL 5Z[XFG Y. HFJ KMm  ( ) (

 ) ( )              

5)P sSf X]\ TDG[ SM.56 lADFZLYL N]oBGL ,FU6L YTL ZC[ K[m   ( ) (

 ) ( ) 

&_P sKf X]\ TDFZL 5F;[ 5]T] WG K[ VG[ T[GFYL TDG[ ;\TMQF K[m  ( ) (

 ) ( ) 

&!P sBf X]\ TD[ .rKM KM S[ TDFZF AF/SM C\D[XF VF7F\lST AG[4 VF AFAT[ ( ) (

 ) ( ) 



 
 

 TD[ ;TT lR\lTT ZCM KMm 

&ZP sRf X]\ TD[ NZJFHM A\W SZLG[ V[S,F ;}JFG]\ 5;\N SZXMm   ( ) (

 ) ( ) 

&#P sSf X]\ TD[ ZMH ;JFZYL lADFZ jIlSTGL H[D YFS[,F CMI T[J]\ ,FU[ K[m ( ) (

 ) ( ) 

&$P sBf X]\ TD[ AF/SMG[ :JT\+ ZLT[ T[DGL HJFANFZLVM lGEFJJFGL K}8 ( ) (

 ) ( ) 

 VF5M KMm 

&5P sUf HIFZ[ 56 TD[ TDFZF lD+M 5F;[ A[;M KM tIFZ[ T[DG[ AM,JFGL TS VF5M ( )

 ( ) ( ) 

 KM S[ TD[ 5MT[ H T[GM ,FE p9FJM KMm 

&&P sSf X]\ TD[ TDFZL DF\NULGL 5lZl:YlTDF\ V[ JFTG[ DCÀJ VF5M KM  ( )

 ( ) ( ) 

 S[ VFtDlJ`JF;YL TD[ DF\NULG[ VMKL SZL XSXMm 

&*P sBf X]\ TDG[ V[J]\ ,FU[ K[ S[ VF5GF D'tI] 5KL TDFZL 5tGLs5lTf G]\ ÒJG ( ) (

 ) ( ) 

 TDFZF AF/SMGF CFYDF\ ;]Zl1FT ZC[X[m 

&(P sRf ÒJGDF\ TDG[ S\.S JWFZ[ D?I]\ GYL V[J]\ lJRFZLG[ 5Z[XFG YFVM KMm ( )

 ( ) ( ) 

&)P sUf 5C[,F\GL ;ZBFD6LDF\ TD[ lD+M ;FY[ TDFZL D]xS[,L S[ ;D:IFVMGL ( ) (

 ) ( ) 

 JWFZ[ RRF" SZM KMm 

*_P s3f X]\ TD[ NF\5tI ÒJGDF\ ~54 Z\U H[JF AFæ VFSQF"6MG[ JWFZ[ DCÀJ ( ) (

 ) ( ) 

 VF5M KMm 

*!P sKf X]\ TD[ TDFZL lD<ST4 5[gXG S[ SM. AFATG[ 5C[,[YL H TDFZF  ( )

 ( ) ( ) 

 AF/SMDF\ JC[\RL ,LWL K[ S[ H[GM TDG[ VtIFZ[ VO;M; YFI K[m 

 

                CF      GF  m  

*ZP sUf X]\ TD[ ÒJGG[ VFXF:5N DFGLG[ ;DFHGF ,MSM DF8[ SM. 5[|Z6F~5 ( ) (

 ) ( ) 



 
 

 SFI" SZM KMm 

*#P sBf X]\ TD[ 3ZGF JFTFJZ6G[ VFG\NDI AGFJJFDF\ ;CSFZ VF5M KMm ( ) (

 ) ( ) 

*$P sRf X]\ TDG[ SM. RLH BMJF. HJFGM EI ,FU[ K[m   ( ) ( )

 ( ) 

*5P s3f X]\ TDFZL 5tGL s5lTf ;]lXl1FT S[ SM. SFI"DF\ lG5]6 CMI TM T[ AFATGL ( )

 ( ) ( ) 

 TDG[ .QFF" YFI K[m       

*&P sSf X]\ TD[ K[<,F S[8,F\S JQFM"YL ;TT lADFZ ZCM KMm   ( ) (

 ) ( ) 

**P sBf ,MSM TDFZL ;[JF GCL SZ[4 V[JF bIF,YL TD[ lADFZ 50TF\ 0ZM KMm ( ) (

 ) ( ) 

*(P sRf X]\ TDG[ V[SF\TDF\ S\8F/M VFJJFG[ SFZ6[ SM. SFI"DF\ jI:T ZC[JFG]\ ( )

 ( ) ( ) 

 JWFZ[ ;F~ ,FU[ K[m 

*)P s3f TDFZL 5tGL SDFI K[4 V[ AFATYL TD[ TDFZL VCŸDEFJGF 5|tI[ JW] ( ) (

 ) ( ) 

  ;EFG AGL HFJ KMm 

(_P sRf X]\ TDG[ V[J]\ ,FU[ K[ S[ ALHFVMGL T],GFVMDF\ TDFZF ÒJGDF\ SM. ( )

 ( ) ( ) 

 VFSQF"6 GYLm 

(!P sUf X]\ TD[ J'wW CMJFG[ SFZ6[ ,MSMDF\ SM. V,U VM/BF6 AGFJJFG]\ ( ) (

 ) ( ) 

 .rKM KMm 

(ZP sKf lGJ'T YIF 5KL 56 AF/SMGF ,uG S[ E6TZGL HJFANFZL TDFZF ( ) ( )

 ( ) 

 5Z K[m 

(#P sSf 3ZDF\ ZC[JF KTF\ DF\NULGL 5lZl:YlTDF\ TD[ SM. G;"GL ;[JF ,[JFGL ( ) (

 ) ( ) 

 5;\N SZM KMm 

($P sSf J'wWFJ:YFDF\ TM V:J:YTF ZCIF H SZ[4 V[8,[ lR\TF XF DF8[ SZJFGL m ( )

 ( ) ( ) 

 VF JFTG[ TD[ DCÀJ VF5M KMm 



 
 

(5P sBf X]\ TDG[ 3ZDF\ TDFZL ~lR VG[ :JFN 5|DF6[G]\ EMHG D/[ K[m  ( ) (

 ) ( ) 

(&P sRfTDG[ TDFZF D'tI]GM 0Z ,FU[ K[4 V[8,[ TD[ TDFZF lD+ VG[  ( ) (

 ) ( ) 

 ;\A\WLVMGF D'tI]G[ IFN SZLG[ JWFZ[ lR\lTT ZCM KMm 

 

             CF      GF  m  

(*P sKf X]\ TD[ V[J]\ lJRFZM KM S[ AF/SMGL H~lZIFTM TD[ 5}6" SZL K[4 V[8,[ ( )

 ( ) ( ) 

 DM8F Y.G[ AF/SM T[DGL VFJSDF\YL TDFZL H~lZIFTM 5}6" SZX[m 

 ((P sBf X]\ 3ZGF ,MSMG[ ALHFGL CFHZLDF\ TDFZL p5l:YlT UD[ K[m  ( ) (

 ) ( ) 

()P sSf TD[ V[S,F CMJ VG[ lADFZ 50IF CMJ tIFZ[ TDFZF AF/SM 5F;[  ( ) (

 ) ( ) 

 HJFG]\ 5;\N SZXMm 

)_P sKf CJ[ TD[ SDFTF GYL4 H[YL TDFZL HFTG[ AC] GLRL VG[ GFGL ;DHTF ( )

 ( ) ( ) 

 GYL G[m              

)!P s3f X]\ TD[ TDFZF ÒJG;FYLGL ,FU6LVMG[ DFG VF5M KMm  ( ) (

 ) ( ) 

)ZP sSf X]\ TD[ NZ[S 5|SFZGL XFlZZLS TS,LOM SM.56 HFTGF UEZF8 lJGF ( ) (

 ) ( ) 

 ;CG SZM KMm 

)#P sSf X]\ TD[ SM.56 AFATG[ H,NL E},L HFJ KMm   ( ) ( )

 ( ) 

)$P sUf X]\ TD[ ALHFVMGF ;]oB N]oBGF EFULNFZ AGJFGL TLJ| .rKF  ( ) (

 ) ( ) 

 WZFJM KMm 

)5P sRf X]\ TDG[ V[ JFTG]\ N]oB YFI K[ S[ TD[ ALHFVM 5Z VFWFlZT  KMm  ( ) (

 ) ( ) 

)&P sKf X]\ TD[ V[ JFT 5Z lJ`JF; ZFBM KM S[ TDFZL :JT\+ SDF6L S[ VFJSGF ( ) (

 ) ( ) 



 
 

 VEFJ[ ;DFHDF\ TDFZL 5|lTQ9F ZC[TL GYLm 

)*P s3f p\DZ JWJFG[ SFZ6[ 5lTv5tGLGF ;\A\WMDF\ SM. S0JFX S[ DTE[N ( ) (

 ) ( ) 

 pNŸEjIF K[m 

)(P sSf X]\ TD[ DF\NULGL 5lZl:YlTDF\ V[S,TF S[ V;]Zl1FTTFGM VG]EJ  ( )

 ( ) ( ) 

 SZM KMm 

))P sBf X]\ TD[ 3ZGF ;eIM ;FY[ Z[0LIM ;F\E/JF S[ 8LPJLP HMJFG]\ JWFZ[  ( ) (

 ) ( ) 

 5;\N SZM KMm 

!__P sUf X]\ TD[ ;DI 5;FZ SZJF DF8[ 3ZGF AF/SM ;FY[ SM. ZDT ZDJFG]\ ( ) (

 ) ( ) 

 5;\N SZM KMm 

!_!P sBf SM. 56 SF{8\]lAS ;D:IFGF pS[,DF\ TD[ TDFZF ;,FC ;}RGM VF5JFG]\ ( ) (

 ) ( ) 

 5;\N SZM KMm 

                 CF      GF  m  

!_ZP sRf X]\ TD[ VFH[ 56 ZMÒ\NF ÒJGGF lGtI SFIM" CH] 56 ;FZL ZLT[ SZL ( ) (

 ) ( ) 

 XSM KMm 

!_#P sUf X]\ TD[ NZ[S jIlSTG[ X\SFYL H]VM KMm    ( ) ( )

 ( ) 

!_$P s3f X]\ TD[ V[J]\ lJRFZM KM S[ VF ÒJG VYJF TDFZF D'tI] 5KL TDFZL ( ) (

 ) ( ) 

  5tGL ALHF 5Z AMH~5 G AG[m 

!_5P sSf X]\ TDG[ p\3 VMKL VFJ[ K[m     ( ) ( ) (

 ) 

!_&P sUf X]\ TD[ VF p\DZ[ 56 5C[,F\ H[8,F\ H ;FDFlHS KMm   ( ) (

 ) ( ) 

!_*P sBf X]\ TD[ TDFZF V\UT VG]EJM 3ZGF ;eIMG[ SCM KMm   ( ) (

 ) ( )         



 
 

!_(P sBf X]\ TD[ TDFZL jIlSTUT ;D:IFVMG[ 3ZGF ,MSMG[ SC[JFDF\ ;\SMR ( ) (

 ) ( ) 

 VG]EJM KMm 

!_)P sKf X]\ TD[ V[J]\ lJRFZM KM S[ TDFZL jIlSTUT VFJS DFI"lNT YJFG[  ( )

 ( ) ( ) 

 SFZ6[ TD[ VFlY"S EL0DF\ ZCM KMm 

!!_P sRf X]\ TD[ DM8F VJFH VG[ TLJ| 5|SFXYL 0ZL HFJ KMm   ( ) (

 ) ( ) 

!!!P sUf 3ZDF\ SM. DC[DFG VFJJFYL TDG[ VFG\N YFI K[m   ( ) (

 ) ( ) 

!!ZP sSf X]\ TD[ TDFZL DF\NULYL UEZF.G[ VFtDCtIF SZJFG]\ lJRFZM KMm ( ) (

 ) ( ) 

!!#P sBf X]\ TDG[ 3ZDF\ SM. RMSS; jIlST ;FY[ ,UFJ K[m   ( ) ( )

 ( ) 

!!$P sKf X]\ TD[ 5MTFGL H~lZIFTM 5}ZL SZJF DF8[ SM. VFJS YFI T[J]\ 5F8"  ( ) (

 ) ( ) 

 8F.D SFD SZJFG]\ 5;\N SZXMm 

!!5P sRf X]\ TD[ DFGl;S T\UlN,LG[ SFZ6[ ZF+[ p\3DF\YL p9LG[ VF\8F DFZM KMm ( )

 ( ) ( ) 

!!&P sSf HIFZ[ TD[ 0MS8Z 5F;[ HFVM KM tIFZ[ TDFZF ZMUG]\ DM8]\  :J~5 VF5LG[ ( )

 ( ) ( ) 

 T[G]\ J6"G SZM KM m 

!!*P sBf X]\ 3ZDF\ ;eIM TDFZF lJRFZMGL 5|X\;F SZ[ K[m   ( ) ( )

 ( ) 

!!(P s3f X]\ TD[ 3ZGF SM. 56 ;eIGL ;D:IF ;F\E/JFG]\ 5;\N SZM KMm  ( ) (

 ) ( ) 

!!)P sUf X]\ TDG[ V[J]\ ,FU[ K[ S[ TD[ AC] lRl0IF :JEFJGF Y. UIF KM4 V[8,F ( ) (

 ) ( ) 

 DF8[ 3ZGF ,MSM TDFZFYL H]NF ZC[ K[m 

!Z_P sRf X]\ TDG[ SM. N]3"8GFGF ;DFRFZ ;F\E/JFG]\ 56 GYL .rKTFm  ( ) (

 ) ( ) 

!Z!P sKf X]\ TD[ V[J]\ lJRFZM KM S[ TD[ VFlY"S ZLT[ ;wWZ KM4 V[8,[ H AF/SM ( )

 ( ) ( ) 



 
 

 TDFZF lGI\+6DF\ ZC[ K[m 

!ZZP sBf X]\ TD[ 3ZDF\ TDFZM ;DI VFG\NYL 5;FZ SZJF DF8[ ;DY" KMm  ( )

 ( ) ( ) 

!Z#P sBf X]\ TD[ S]8]\A 5|tI[GL HJFANFZL 5]ZL SZJF KTF\ SIFZ[S VSFZ6 lR\TF ( )

 ( ) ( ) 

 VG]EJM KMm 

!Z$P sSf X]\ TD[ VF p\DZ[ NJF4 BMZFS VG[ ZMÒ\NF ÒJGGL H~lZIFT  DF8[ ( ) (

 ) ( ) 

 JWFZ[ lR\lTT VG]EJM KMm 

!Z5P sBf X]\ TDG[ V[J]\ ,FU[ K[ S[ TDF~ 3Z AWL H ZLT[ ;\5gG VG[ B]X K[Pm ( ) (

 ) ( ) 
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DAS 

;}RGF 

 VCL\\ S[8,FS lJWFGM VF5JFDF\ VFjIF K[P NZ[S lJWFG wIFG5}J"S JF\RM VG[ TDFZF 

;\NE"DF\ lJRFZM4 NZ[S lJWFG NXF"J[, lJUTM TDG[ YM0[ 36[ V\X[ ,FU] 5F0L XS[ K[P 5|tI[S 

lJWFG ;FD[ 5F\R lJS<5 VF5JFDF\ VFjIF K[P H[GM p¿Z TDFZ[ 5F\R lJS<5MDF\YL V[S lJS<5 

5;\N SZL VF5JFGM K[P HM TD[ VF lJWFGM ;\NE[" :5Q8 VG[ ;FRM VlE5|FI VF5XM TM TD[ 

TDFZL HFTG[ JWFZ[ ;FZL ZLT[ ;DHJFDF\ DNN~5 YXMP TDFZ[ 5F\R lJS<5DF\YL V[S lJS<5 

5;\N SZL H[ T[ lJS<5DF\  (√) BZFGL lGXFGL SZJFGL K[P VF5[, lJWFGM V\U[ VlE5|FI AG[ 

T[8,F h05YL VF5XMP VF DFlCTLGM C[T] DF+ VeIF;GM H K[P TD[ VF5[, DFlCTL ;\5}6"56[ 

U]%T ZFBJFDF\ VFJX[P  

           ;\5}6" ;\DT        ;\DT         VlGlüT   V;\DT          ;\5}6" 

V;\DT    

!P DG[ C\D[XF V[JL lR\TF YFI K[ S[ DFZF D'tI] 5KL DFZF (     )            (     )         (     )             (     
)             (     ) 

 ;UFVMG]\ X]\ YX[m 

ZP SM.GF D'tI]GF ;DFRFZ ;F\E/LG[ DG[ N]oB YFI K[P  (     )            (     )         (     )             (     
)              (     ) 

#P DG[ D'tI]GM EI ,FUTM GYLP        (     )            (     )         (     )             (     )             
(     ) 

$P ElJQIDF\ DG[ SM. V;FwI ZMU TM GCL\ YFI G[4       (     )            (     )         (     )             (     
)             (     ) 

 V[JL lR\TF YIF SZ[ K[P 

5P D'tI] 5KL X]\ YT]\ CX[ V[ lJX[ C]\ C\D[XF lJRFZ]\ K]\P       (     )            (     )         (     )             
(     )             (     ) 

&P SM.GL :DXFG IF+FDF\ EFU ,[TF\ DG[ HZF56 0Z     (     )            (     )         (     )             (     
)             (     ) 

 ,FUTM GYLP 

*P DG[ C\D[XF V[J]\ ,FU[ K[ S[ C]\ SM. XFZLlZS N]3"8GFGM   (     )            (     )         (     )             
(     )             (     ) 

 EMU AGLXP 

(P DG[ D'tI]GL HZF56 lR\TF GYLP        (     )            (     )         (     )             (     )             
(     ) 



 
 

)P DG[ C\D[XF V[JM lJRFZ VFJ[ K[ S[ D'tI]GL 5|lS|IF B}A  (     )            (     )         (     )             (     
)             (     ) 

 5L0FNFIS CX[P 

!_P SM.G[ OF\;L D/JFGF ;DFRFZ ;F\E/LG[ C]\ A[R[G AGL (     )            (     )         (     )             (     
)             (     ) 

 HFp\ K]\P 

!!P C]\ DFZ]\ ÒJG ;]BDI ZLT[ 5;FZ SZLG[ DZLX V[JM DG[ (     )            (     )         (     )             (     
)             (     ) 

 lJ`JF; K[P 

!ZP lRTF S[ SAZ HM.G[ DG[ EI ,FU[ K[P          (     )            (     )         (     )             (     
)             (     ) 

!#P J{7FlGS XMWMYL VFHG]\ lJ`J D'tI]GF lSGFZ[ éE]\ K[P   (     )            (     )         (     )             
(     )             (     )     

 

!$P DFZ[ 56 V[S lNJ; DZJFG]\ K[P V[D lJRFZLG[ C]\ HZF\I   (     )            (     )         (     )             
(     )             (     ) 

 jIU| YTM GYLP 

!5P SM.GL DZ6 5YFZLG[ HM.G[ C]\ jIU| Y. HFp K]\P           (     )            (     )         (     )             
(     )             (     ) 

!&P BAZ GCL\ SIFZ[ DZL H.X V[JM EI C\D[XF ,FU[ K[P     (     )            (     )         (     )             (     
)             (     ) 
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