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Introduction

“The death of an old person is like the loss of a library”

(Thomas, 2004).

Ageing is the organic process of growing older and showing the effects of increasing age. The word ‘geriatrics’ was coined by Nascher in 1909 from the Greek word ‘geros’ meaning old man and ‘iatrikos’, meaning pertaining to physical health.

Old age is the nearing of the average lifespan of human beings and thus represents the end of the human life span. Euphemisms for older people include advanced adult, elderly and senior or senior citizen. Older people have limited regenerative abilities and are more prone to disease syndromes and sickness (Wikipedia, 1999).


Ageing is a process of gradual and spontaneous change, resulting in maturation beginning with birth passing through childhood, puberty, young adulthood and continues throughout life. It involves both the positive components of development and the negative components of decline. There is no specific age at which a person becomes ‘elderly’. Traditionally, age 65 has been so designated because it is the age at which people in industrialized societies generally leave the work force, though this is changing (Merck, 2003).


The ageing process brings new concerns and a reordering of priorities for seniors and their families. Seniors seek to sustain a degree of independence, financial security, health and wellness and dignity, as they age. People with lower socio-economic status and those experiencing serious problems express the most anxiety about ageing. If a senior is weakened by disease, basic functions such as interactions, bathing and personal grooming can be a problem. Things which were granted previously, emerge as critical changes for seniors. Mental health can also be a concern for seniors suffering from depression, feeling hopeless and experiencing grief and loss. Financial concerns for many seniors center on how to manage a fixed or limited income and how to cover unanticipated and often escalating expenses over an uncertain life span (Volunteer, 2005).


Senior citizens are invaluable to the society because of their experience, knowledge and rational approach to problem solving. These older people need the support of family members, relatives and friends (Bhimsingh, 2003).

Problems


Older people develop problems like isolation - as friends and families die or move away, bereavement - when spouses die, poor housing - old people often live in older housing, which may be deteriorating and the problem of careers.  Many old people are looked after by women who are themselves ageing (Spicker, 2003).


Elders who have been in control of the household for a long time are unwilling to give up the responsibility to their children. They are sometimes too incapacitated or unwell to look after themselves or get medical care in an emergency (Bhimsingh, 2003).


Elders have physical disabilities, cough, piles, heart disease, urinary problems and diabetes. They have high somatic anxiety, psychic anxiety, muscular tension, suspicion, inhibition of aggression and psychasthenia (Rathore and Saroj, 1991).

Effects

   
Ageing affects the functioning of sense organs like vision, hearing, etc. At the same time, it reduces speed and increases variance in the timing of precise movement and increases the time required to retrieve information from memory. Ageing also affects social networks and increase loneliness. Aged people are not able to eat well which, in turn, affects their health and nutrition (Angel Fire, 2003).


Common effects of ageing are diffuse hair loss, cervical spondylosis, loss of skin elasticity, osteoporosis, osteoarthritis, reduced taste, impaired glucose tolerance, high tone deafness, constipation, muscle wasting and lower limb weakness. The most common cause of incapacity in elderly are acute confusion, urinary incontinence, immobility and falls (Vision Age India, 2002).

Institution


For many older people who have nowhere to go and no one to support them, old age homes serve as a safe haven. Old age homes give them a sense of security and friendship and help share their grievances with others like them who are staying at the home, making them an unusual family of older people. The residents are provided with nutritious food, medical aid and other needs. They provide the facilities for relaxation and recreation and attend to older people’s spiritual needs (Ganguli, 2005).

Causes for institutionalization


Some of the older people prefer institutions when their spouses die, if they are driven out by their son or daughter, physically harassed, teased by daughter-in-law, deprived of love, independence, respect, loss of social status, loss of power and feeling of loneliness (Knapman, 2006).


A good number of elderly persons have sufficient income for their living, but no relatives to take care of them in their old age and sickness. Another good number of old people have no income, no relatives to support and are living in a miserable state-being old and sick and mostly bed ridden. They are in need of good food, shelter, medical aid, loving care, emotional support and respect, which is provided by the institutions (Sr.Cruz, 1998).

Effects of institutionalization


One of the effects of institutions is that the cost of accommodation is very high. Many of the older people show dissatisfaction with their segregated life in old age homes (Mishra, 1993). These people show lower adjustment in areas like health, emotional, self, social and home (Kamala et al., 1995). These people have smaller network and lesser life satisfaction (Meenu et al., 1995).


The institutionalized older people develop depression, have the feeling of loneliness and lack social support. They also develop physical pain because of sedentary life (Kanwar et al., 1998).

Pain

The word pain comes from the Greek word ‘poin’ meaning penalty or the Latin work ‘poena’ meaning punishment.

Pain is an unpleasant feeling that lets one to know that something may be wrong. Pain is the body’s warning signal that indicates a problem which needs attention. It begins in the receptor nerve cells located beneath the skin and in organs throughout the body. When there is an illness, injury or other type of problem, these receptor cells send messages along nerve pathways to the spinal cord, which then carries the message to the brain. Pain can be anything from a slight nuisance, such as a mild headache to something excruciating and emergent, such as the chest pain that accompanies a heart attack (Lee, 2006).

Pain is not simple, at the same time, it is personal and subjective. Margo Mc Caffery (2000), an internationally recognized pain specialist maintains that pain is whatever the experiencing person says it is, existing whenever the person says it does.

Pain is an emotion experienced in the brain, it is not like touch, taste, sight, smell or hearing. It is categorized into acute pain when it is less than twelve weeks in duration and chronic pain when it is persistent for more than twelve weeks. Pain can be perceived as a warning of potential damage, but can also be present when no actual harm is being done to the body (National Back case Association, 2003).
Definition

“Pain is an unpleasant sensation occurring in varying degrees of severity as a consequence of injury, disease or emotional disorders” (American Heritage Dictionary, 2003).

“Pain is the sensation that warns us that damage to our body is occurring” (Santrock, 2002).

“Pain is the individual or subjective experience of the person to that stimulus involving not only the perception of the noxious stimulus but also the interpretation of that sensation as an unpleasant one” (Seaman, 2001).

“Pain is an unpleasant sensory and emotional experience which is primarily associated with tissue damage or described in terms of such damage or both” (International Association for the Study of Pain, 1994).

According to the International Society for the Study of Pain (2004), there are two different terms : pain and nociception. Pain is a subjective experience that accompanies nociception, but can also arise without any stimuli. It includes the emotional response. Nociception, on the other hand, is a neurophysiological term and denotes the activity in the nerve pathways. These pathways transmit the unpleasant signals that are not always painful (Wikipedia, 2000).

Causes of pain


The most common causes of persistent pain are arthritis, other muscle and bone conditions and cancer. Shingles, poor circulation and inflammatory disease involving the blood vessels are some other special pain syndromes that are known to especially affect older adults. Pain is more than a simple sensation. It is a very complex sensory experience that is influenced by memories, expectations and emotions. Pain is also caused by injuries, accidents, wounds, illness, disease, etc. (Health, 2000).


Pain is transmitted by nerves that travel through the spinal cord. One type of pain response travels on a ‘fast track’, relaying information directly to the brain about the physical location and type of pain. For example, sharp, severe or sudden. The second ‘slower track’ deals with the emotional qualities of pain. People have described such pain as burning, frightening or cruel (Health, 2002).

Symptoms


Patients with pain experience insomnia and non-restorative sleep. Some of the common symptoms include irritability, nervousness, impaired memory and concentration, headaches, dizziness, blurring of vision, eye irritation, sensations of heat and flushing or actual sweating, unexplained anxieties, sugar craving, nasal congestion, post nasal drip, abnormal tastes, ringing in the ears, numbness and tingling at the pain area, gas and bloating. Constipation alternating with diarrhea, symptoms of bladder or vaginal infection are also seen. Not everyone experience every symptom; severity of symptoms varies with individuals and also overtime (Richeimer, 2002).

Effects

 
Pain is more than ‘just’ hurting. It decreases the physical, emotional, social and spiritual well being in a variety of ways in an individual. It affects them physically, mentally and emotionally.


Some of the most common effects of pain are increased heart rate, coagulation, increased blood pressure, high somatization, increased epinephrine and norepinephrine, decreased insulin and testosterone, decreased gastric and intestinal mobility, urinary retention, sleeplessness, glucose intolerance, insulin resistance, muscle spasm resulting in impaired muscle function and immobility, decreased volume and flow of air 
(Mc Caffery, 2000).


Elderly people express pain as causing depression, fear, anxiety, frustration, irritability, anger, decreased ability to function at home and work, not able to sleep or have sleep, unable to concentrate, have less interaction with friends, be less able to enjoy sex or affection, have changes in appearance, feel that they are more of a burden to family or other caregivers (Steven Richeimer, 2002).

Treatment for pain


Pain that starts in the nerves themselves - ‘neuropathic pain’, is best treated with anti-depressants. Anticonvulsants and steroids are also used to relieve pain (Lynn and Horrold, 1999).


Some other treatments suggested by the Health Care Team are breathing and relaxation exercise, imagery, visualization, cold packs, warm, moist heat, massage, rest, prayer, music, television, reading, crafts and humor. The cognitive behaviour therapies like relaxation technique, distraction technique, pacing of activity and challenging negative thoughts and beliefs is also beneficial in treating pain (Winterowd et al., 2003).


Some of the categories / methods in pain management are acupressure, acupuncture, aromatherapy, Chinese medicine, exercise, food therapy, homeopathy, hydrotherapy, allopathy, ayurveda, magnetic therapy, sidda, massage, reflexology, rolfing and supplements (Indian Gyan, 2000).

Depression

Everyone experiences some unhappiness, often as a result of a change, either in the form of a set back or a loss or simply, as Freud said, “everyday misery”. The painful feelings that accompany these events are usually appropriate, necessary and transitory and can even present an opportunity for personal growth (Peckham, 2001).


Depression has been alluded to by a variety of names in both medical and popular literature for thousands of years. Early English texts refer to “melancholia”, which was for centuries the generic term for all emotional disorders. Depression is now referred to as a mood disorder (Chevins, 2001).


Depression is a ‘whole-body’ illness involving the body, mood and thought. It affects the way a person eats and sleeps, the way one feels about oneself and the way one thinks about things. Depression is not the same as a passing blue mood. It is not a sign of personal weakness or a condition that can be willed or wished away. People with depression cannot merely “pull themselves together” and get better. Without treatment, symptoms can last for weeks, months or years. Appropriate treatment, however, can help most people who suffer from depression.


Depression can strike anyone regardless of age, ethnic background, socio-economic status or gender; large-scale research studies have found that depression is about twice as common in women as in men (National Institute of Mental Health, 2000).


Depression is a normal part of the ageing process. Often it is mistaken for feelings of sadness, grieving for a loved one or feeling ‘blue’. As a matter of fact, the elderly experiencing a major depression may not feel sad at all. They may experience anxiety, apathy, distorted thinking or have vague physical complaints unexplained by a physical illness (Puntil, 1998).
Definition


“Depression is not a fleeting sadness but a pervasive and relentless sense of despair” (Henderson, 2005).


“Depression is a medical condition that leads to intense feeling of sadness or despair. These feelings don’t go away on their own. They are not necessarily related to a particular life event” (Reyes, 2000).

“Depression is a low, sad state in which life seems bleak and its challenges overwhelming” (Comer, 1998).


“Depression is a disorder of mood, so mysteriously painful and elusive in the way it becomes known to the self, to the mediating intellect and remains nearly incomprehensible. It in its extreme mode, gives many individuals a hint of the illness in its catastrophic form” (Styron, 1990).

Causes


There is no single cause for depression. Early life experience, environmental factors, genetic predisposition, lifestyle factors and social support are some of the few causes known. However, something that causes one person to become depressed may have no effect on another. Dangerous environment such as family violence, trauma in early life or traumatic experiences later in life, loss of social support including the one caused by the death of a loved one or the loss of a job, extreme stress in life, chronic illness, negative thought patterns, side-effects of medications, lifestyle factors like isolation, overwork, lack of fun or recreation may lead to depression (e_medicine, 2003).

Symptoms


Symptoms of depression varies with individuals and also varies over time. Persistent sadness, anxiety or empty mood, feelings of hopelessness, pessimism and loss of interest in pleasure giving activities are some of the symptoms. The decreasing of the energy level causes difficulty in concentrating, insomnia, early morning awakening, poor appetite, thoughts of suicide, restlessness, irritability and poor judgement (Lee, 2006).

Effects


Depression has a debilitating impact on every aspect of a person’s life. Feelings of happiness, contentment, enthusiasm and pleasure are diminished. Activities once enjoyed are no longer of interest and many people with symptoms of depression experience fatigue and restlessness. Many people with depression describe a feeling of separation from themselves 
(Chevins, 2001).


It impairs one’s ability to sleep, eat, work and get along with others. It damages one’s self-esteem, self-confidence and ability to accomplish everyday tasks. They become tired easily, yet cannot get a good night’s sleep. They have no motivation and lose interest in activities that were once enjoyable. Depression puts a dark, gloomy cloud over them, the world and their future (Conrad, 2006).

Treatment


Antidepressants are very effective in the treatment of depression. Major anti-depressant drugs like elective serotonin-reuptake inhibitors, tricyclic antidepressants, monoamino oxidase inhibitors, designer-antidepressants are used for treating depressed people (Merck, 2001).


Cognitive-Behavioural therapy, Interpersonal therapy, Supportive Psychotherapy or Attention Intervention, Problem Solving therapy, Electroconvulsive therapy, Phototherapy, Cingulotomy, Transcranial Magnetic Stimulation, Vagus Nerve Stimulation, Acupuncture, Sleep deprivation are some of the other techniques used to treat depressed people (Chevins, 2001).

Need for the study


The aged persons residing in institutions by choice or by circumstance experience physical and psychological debility, resulting in pain and depression. While the quantum may differ, their felt pain and depression seem inevitable. Management or coping becomes important in the event of sustaining their quality of life. The present study is therefore an effort to help the institutionalized aged to cope with pain and depression with time tested intervention Positive Therapy.

review of literature

The review of literature pertaining to the study, “Management of Pain and Depression in Institutionalized Geriatrics through Positive Therapy” is presented under the following heads.

· Problems of Institutionalized Geriatrics 

· Effects of Ageing 

· Pain in Geriatrics

· Causes

· Effects

· Treatment

· Depression in Geriatrics

· Causes

· Effects

· Treatment

problems of Institutionalized Geriatrics


Fitzpatrick (2000) studied the oral health care needs of dependent older people. The investigation revealed that the oral health of elderly people in institutions was generally inadequate and that the nurses knowledge and practice of oral care was variable. The research indicated the need to develop a robust oral assessment tool and the need to address oral care for knowledge of nurses.


Shyam et al (2000) conducted a study on well being amongst institutionalized and non-institutionalized elderly. He concluded that non-institutionalized subjects report significantly more scores on depression, whereas, life satisfaction was significantly higher in institutionalized.

Dilip (1999) examined the prevalence of different kinds of disability and chronic conditions among the elderly in Kerala. The burden of disability and chronic conditions were found to be higher in rural areas than in urban areas. Life-style and dietary related chronic ailments, blood pressure and diabetes were more prevalent in urban areas than in rural areas. He concluded that more than 50 percent of the elderly were suffering from at least one form of chronic ailments. Joint problems were observed among a high proportion of elderly and this was more common and acute in females. 

Effects of Ageing


Clarke (2005), in his study, reported that older people, as a homogenous group are problematic; it can lead to stereotypical and stigmatizing perceptions of what old age is, attracting consequent negative attitudes to later life. Evidence suggests that some in the older age bracket are subject to particular stressors and physical changes that can adversely affect their mental health.


Niino et al (2003), in their study on the prevalence of depression among elderly, suggested that depression is a common psychiatric problem in late life. Data of 2000 elderly people using Geriatric Depression Scale was collected. The results of the study revealed that there was high incidence of depression among the elderly, though marked cohort effects were not confirmed.


Maes (2002) examined the effects of age and gender on the classification and phenomenology of depression. Older depressed subjects exhibited significantly more anorexia, non-reactivity, loss of interest, early morning awakening, loss of energy and retardation than younger depressed people. Male depressed subjects showed suicidal ideation and agitation than their female counterparts. He concluded that depression, with increasing age, may be accompanied by an increase in severity of illness, increased frequency of some melancholic symptoms, particularly in men.

The elderly present the health care system with a number of challenges, the most important of which centers on the declining functional capacity associated with ageing. The extent to which these changes are related is not known. However, a well designed exercise program with low to moderate intensity is effective to maintain function. For the vast majority of elderly, a simple walking program is probably the safest and most effective form of activity (Dhar, 2000).

Pain in Geriatrics
Causes


Bradbeer et al (1999), in their study of older people found prevalence of intensity, immediacy and persistency of pain in an elderly population. He concluded that psychological pain is due to living alone, widowhood and low education and these may increase the chances of physiological pain of arthritis.


Gibson and Heime (1999) conducted a study which examined the cognitive factors in mediating the relationship between pain and suffering in older adults. Hundred and ninety patients (126 females and 64 males) were assessed using McGill Pain Questionnaire, Pain Locus of Control (PLOC) and VAS of pain interference. PLOC examination revealed a significantly higher belief in chance factors controlling pain severity in adults over 80 years of age, but no difference in internal, powerful others locus or in self-rated interference from pain. Numerous significant correlations were found between PLOC orientation and self-rated pain. Older persons endorse a more external locus of control when dealing with persistent pain. Thus, cognitive beliefs appear to play an important role in accounting for variations in the levels of self-rated pain.  


Mobily et al (1999), in their study concluded that because of high incidence of chronic disease, falls and other health problems associated with ageing, older adults are at increased risk of experiencing both acute and chronic pain. Nevertheless, limited attention is focused on pain and its impact on quality of life in institutions. 

Effects

 
Clausen et al (2005) reported the prevalence of common health conditions to assess socio-demographic associations between physical functioning and self-reported health. They concluded that large number of older persons in Botswana suffer from one or more age associated chronic diseases that may impair function and quality of life. Poor self-reported health was associated with “painful conditions” which are commonly poorly managed or untreated.


Schuler et al (2004), in their study of older people, found multiple comorbidities, functional impairments and cognition influences on older people of acute and chronic pain. Anxiety, depression and difficulty in falling asleep tended to be higher in chronic pain patients than in acute pain. It was found that the perception of pain intensity was independent of cognition.


Katz et al (1999) reported the emotional and behavioural impact of pain in cognitively impaired elderly. They concluded that reduced cognition may exacerbate the emotional impact of pain, resulting in higher levels of depressive symptoms, anxiety, behavioural agitation and verbal agitation.

Rudy et al (1999) conducted a study to explore how the presence of persistent pain leads to differential item functioning (DIF) or depression in old age. The results of the study on 115 old age people revealed that there is a significant association between pain severity and depression. It was found that out of the 30 Geriatric Depression Scale items, 8 displayed significant DIF which included dropping many activities and interests, often getting bored, getting restless, fidgety, feeling worthless, etc. The results also suggest that the presence of pain and depression have relatively high prevalence rate in old age.

Treatment


Bastone and Filho (2004) conducted a study to determine the effectiveness of regular exercises for the improvement of functional performance of the elderly. The subjects aged 60 to 99 years were measured with the variables such as functional performance with the use of an obstacle course, lower-limb function test and a 6-minute walk test. The subjects’ mental status was examined using Mini-Mental State Examination and depression symptoms were assessed using Geriatric Depression Scale. The results of the study showed that the subjects who exercised showed improvements in obstacle course scores, lower-limb function test and Geriatric Depression Scale.


Bell et al (2004) reported that pain, in the absence of disease, is not a normal part of ageing. Pain control begins with a thorough assessment including an extensive history and physical examination. The plan of care involving pharmacological therapies include non-opioids, opioids and adjurant analgesics and nonpharmacologic techniques include cognitive behaviour strategies such as distraction, guided imagery, education and prayer and physical measures including headmassage and bracing.


Allcock et al (2002) conducted a study on subjects aged 65 years and over, experiencing chronic pain. There exists a number of barriers to the identification and management of chronic pain among older people, including sensory impairments and educational deficits. So, they concluded the need for the development of effective pain management strategies combined with appropriate training and education.

Blomquist and Edberg (2002) conducted a study to explore the sense of pain, daily living with pain and ways of handling pain in older people. The results of the study on 90 older people suggested that the characteristics of older people and the way they perceive pain is highly related to management of pain. The study also revealed that caring for older people with pain could be improved by listening and believing their complaints and also emphasizing the importance of common every day activities such as mobility and distraction to relieve pain. 


Raffa (2001), in his study reported no single analgesic agent is perfect and can treat all types of pain. A combination of different analgesic is most effective. Combining analgesic medications with different mechanisms of action, particularly a nonsteroidal anti-inflammatory drug or acetaminophen with an opioid or tramadol is proved to be effective in the treatment of pain. 

Hema (2000) conducted a comparative study of the problems faced by the institutionalized and non-institutionalized elderly. The results of the study revealed that physical problems and physical pain were more in institutionalized geriatrics. Physical disorders were more in non-institutionalized elderly. The result of the study showed non significant difference between the two groups. Positive Therapy used as an intervention was found to be very effective in elderly in coping with their problems.


Monplaisir (1999), in his study, reported pain as one of the major reasons why elderly persons seek medical care. Physicians were reluctant to prescribe adequate doses because of fear of side effects. Pain was poorly evaluated and underestimated and often considered a part of the ageing process. He concluded that management of pain in the elderly is often inadequate and more attention and care should be devoted to them.

Depression in Geriatrics


Depression is an illness affecting the mind and the body. Depression in older people aged 65 years and above is a major health problem. While many older people are unaware about treatment for depression, they find the experience fatal. There is growing evidence that treating the medical condition can reduce pain, increase activity, lessen disability and enhance their quality of life. Hence, awareness of geriatric depression is beneficial (Kim, 2005).

Causes


Cook et al (2006) reported that baseline physical health, disability and social support trigger the onset of depression, but its persistence is inconsistent. The incidence of depression was 8.4 percent, while it persisted among 61.2 percent. The results reveal that a focused measure on older people comprising social support, help in managing pain and physical illhealth would go a long way in preventing later life depression.


Begg (2005), in her study of older people in Newzealand, has emphasized the importance of late life health issues in causing depression and it is found that socio demographic variables too play an important role.


Koizumi et al (2005) conducted a study on subjects aged 70 years to determine the association between social support and depression. Five social support items were used as questions in the interview. Results indicate the risk of depression in oldage due to lack of social support.


Nahcivan and Demirezen (2005), in their study on Turkish older adults, found low income as contributing to depression in older people as also of widowed women and those with lack of human insurance.


Abbott et al (2003), in their study on depression in older Chinese migrants, concluded that significant number of older Chinese migrants appear to be depressed or at risk for depression. Multiple logistic regression analysis showed that lower emotional support, difficulties in accessing health services and low cultural orientation increased the risk of showing symptoms of depression. Social support and aspects of acculturation may play a significant role in preventing depression.


Epshteyn (2003) explored the demographic characteristics of the level of depression among 82 elderly Russian Immigrants. The results indicate that more than half of the subjects were depressed indicating a significant relationship between depression and demographic characteristics such as age, gender, marital status, living status, etc.


Schoevers et al (2003) examined the risk factors related to the incidence of depression and the prognosis for the same in the elderly. It was found that personal history of depression showed poor prognosis than those without personal history.


Schoevers et al (2000), in their study of elderly, found bivariate relationship between risk factors and incident depression, that is personal history of depression, death of spouse, health related factors, etc., indicating environmental vulnerability.

Effects


Oslin et al (2002) conducted a study which was a longitudinal assessment of medical illness, depression and disability. A sample of 671 older patients who received inpatient treatment for depression were evaluated. The results of the study using Geriatric Depression Scale, Daily Living Scale and the Medical Outcomes Study (36 item short form), reveals that medical illnesses were significantly related to depression. The findings also suggest that somatic disorders play a major role in depression.


Kivela and Pahkala (2001), in their study on depression as a prediction of physical disability in old age, conclude that depressed older people are at high risk for physical disability and functional abilities. An individually planned program to maintain their functional abilities by training in activities of daily living and physical exercise should be included in their treatment.


Nemeroff et al (2001) reported that depression was associated with significant psychosocial impairment, disability and suicidal ideation. They conclude that these elderly require hospitalization, pharmacotherapy, electroconvulsive therapy and psychotherapy as a treatment.

Treatment


Loving et al (2005) examined the efficacy of bright light treatment of depression for older adults. Eighty one volunteers between 60 and 79 years completed the study. They were all treated with bright white and dim red light for one hour a day at 3 different times. Wake treatment and placebo response washout was conducted to explore antidepressant response. The results revealed that both treatment and placebo groups experienced mood improvement and depression was reduced. No significant adverse effects were observed. Antidepressant response to bright light treatment was not statistically superior to placebo, but there was an overall improvement of   16 percent for both the groups.

Nickel et al (2005) conducted a study to assess the effect of antidepressant therapy on changes in instrumental activities of daily living (IADL) disability for the elderly female patients with musculo skeletal pain. Thirty patients aged between 70 and 79 years were examined. All the patients had clinically evident musculo skeletal pain with symptoms of depression. The results revealed that treatment of depression through antidepressant therapy was efficacious in reducing IADL disability in elderly female patients with musculo skeletal pain.


Palmer (2005), in his study on exercise as a treatment for depression in elders, concluded that increasing physical activity markedly reduces depression symptoms and is a safe adjunct or alternative to medication therapy.


Unutzer et al (2003) conducted a study on treatment for depressed older adults in primary care. The study examined rates and predictors of lifetime and recent depression in a sample of 1,801 depressed older primary care patients. The sample aged 60 years and above, met the diagnostic criteria for major depression or dysthymia. The findings suggest that there is considerable opportunity to improve care for older adults with depression by providing proper medication, counselling and psychotherapy.

Oxford University Press (2001) conducted a study on treatment for late life depression in primary care and found no studies of psychological therapies for depression in older people. There is little evidence of effectiveness for a variety of treatment approaches for depression in older people in primary care. As older people take more medication, making contra-indications to the use of antidepressant drugs more likely, there is a pressing need for studies on the efficacy of non-pharmacological interventions in primary care settings.

Sangeetha’s (2003) study on geriatric depression assessed the educational qualification, employment status, financial and family problem of the elderly. Positive Therapy was used to enhance better mental health and develop coping skills. Hence Positive Therapy was found to be very effective managing depression. 

These studies give more detailed information about the institutionalized geriatrics and their problems. It was found that institutionalized subjects reported severe depression and high level of pain. It seems to be the result of old age. It is due to the death of their spouse and deterioration of physical health, that the elderly have these problems. There is no relation between pain and cognition of a person. The pain is experienced independent of their cognition (Schuler et al, 2004). In comparison with males, female elderly reported more of joint pain. This has been proved in many research studies given above. Studies also prove that pharmacological treatment has side effects for older people and suggest that non-pharmacological treatment such as exercises, social support and prayer are the best treatment techniques. As for depression antidepressant therapy was found to be effective in reducing instrumental activities of daily living disability and musculoskeletal pain in female elderly. The effects of ageing seem to be same in both the institutionalized and non-institutionalized elderly people.

methodology

The procedure for the research on, “Management of Pain and Depression in Institutionalized Geriatrics Through Positive Therapy” is presented under the following headings:

· Objectives

· Research Questions

· Null hypotheses

· Area

· Sample

· Tools

· Procedure

· Analysis of Data

Objectives

· To assess the level of pain and depression in institutionalized geriatrics.

· To identify the psychological problems of institutionalized geriatrics.

· To help the sample manage pain and depression through Positive Therapy.

· To study the relationship between pain and depression in the sample.

Keeping these objectives in mind, the following research questions and corresponding hypotheses were formed.

Research questions

· What is the level of pain and depression in institutionalized geriatrics?

· What are the psychological problems reported by the sample ?

· Does Positive Therapy have any effect in the management of pain and depression in the sample ?

· What is the relationship between pain and depression in institutionalized geriatrics ?

Null hypotheses

· There is no pain and depression in institutionalized geriatrics.

· There is no psychological problems reported by the institutionalized geriatrics.

· Positive Therapy does not help in the management of pain and depression in institutionalized geriatrics.

· There is no relationship between pain and depression in institutionalized geriatrics.

Area


The Coimbatore District Welfare Association, Mathipalayam, Coimbatore, Tamil Nadu was selected to conduct the study. The Coimbatore District Welfare Association is an institution for senior citizens which looks after the older people with great love and care. There are about 60 older people in the institution who are provided with good food and shelter.


The reasons for selecting this area are as follows:

· Easy access to the respondents by the researcher.

· Availability of the required number of sample for the study.

· Permission, co-operation and facilities provided by the organizing authorities as well as the respondents to conduct the action research.

Sample

 
Forty-one subjects (20 male and 21 female) were selected by purposive sampling method. This sampling method involves purposive selection of particular units based on the ease of access (Kothari, 2004). The age of the sample ranged between 60-80 years. 

Tools


Tools are the key for gaining information about the problem to be studied, hence they are very important. The needed information from the sample was collected using a Case Study Schedule, Geriatric Depression Scale and Patient Pain Questionnaire.


Case Study Schedule developed by Dr.Hemalatha Natesan  (1999) (Annexure I) was used to collect information regarding the personal background and the details regarding the problems of the sample.


Geriatric Depression Scale developed by Lenore Kurlowicz (1997) (Annexure II) consists of 30 statements. Each statement has two alternatives, ‘Yes’ or ‘No’. The subjects were asked to choose any one alternative which they feel is best suited for them. Scoring key and norms are provided by the author. The Geriatric Depression Scale was found to have validity and reliability which have been supported through both clinical practice and research.


Patient Pain Questionnaire (PPQ) was developed by Betty R. Ferrell (1998) (Annexure III). It was used to assess the experience of the sample in managing pain. It is an ordinal scale, which includes 7 items that measure the samples’ experience of pain. The sample were asked to read each question thoroughly and circle a number to indicate the option which applied to them. All the items of this tool were formatted such that 0 is the most positive  outcome and 10 is the most negative outcome. The validity of the PPQ is 0.95 and reliability by test-retest method is 0.65.

Procedure


Sixty institutionalized geriatric persons with pain and depression were selected from The Coimbatore District Welfare Association, Mathipalayam, Coimbatore, Tamil Nadu, by purposive sampling method. They were all (N=60) assessed using the Case Study Schedule (Annexure I), Geriatric Depression Scale (Annexure II) and Patient Pain Questionnaire (Annexure III). Forty-one subjects with high / moderate pain and depression were selected as the sample. Positive Therapy was given to all the selected subjects for 5 sessions on consecutive days. Each session lasted one hour. After 5 sessions, all the subjects were reassessed using Geriatric Depression Scale (Annexure II) and Patient Pain Questionnaire (Annexure III).

Treatment


Positive Therapy is a package (developed by Dr.Hemalatha Natesan), combining the Eastern Techniques of Yoga and Western Techniques of Cognitive Behaviour Therapy. Positive Therapy helps the person to lead a healthy, happy and successful life.

Strategies


Positive Therapy has four major strategies:

· Relaxation Therapy

· Counselling

· Exercises and

· Behavioural Assignment

Relaxation Therapy


One cannot be tensed and relaxed at the same time. Relaxation Therapy helps people to have a relaxed state, which promotes a positive attitude towards life. In the counselling sessions, clients respond better to the therapy, when they are in a relaxed state. Hence, Relaxation Therapy is given as the first step in Positive Therapy. It involves three steps :

· Deep Breathing Practice

· Relaxation Training and 

· Autosuggestion

Deep Breathing Practice


In Deep Breathing Practice, the individual is asked to sit erect, with head straight, palms on the lap and feet placed on the floor, one foot apart. He / she is instructed to breathe in slowly for 4 counts (4 seconds) and breathe out gradually for 6 counts (6 seconds). This is repeated 5 times with the individual’s eyes open and 5 times with the eyes closed. Breathing in and breathing out should be gradual without any jerks and there should not be any tension on the chest and shoulders.

Relaxation Training 


After Deep Breathing Practice, the individual is asked to lie down flat on a mat or a cot (without a pillow) with the head straight, lips slightly apart, hands comfortably placed on the sides, palms facing upwards and legs stretched, with feet, one foot apart. He / she is asked to close the eyes and have a folded handkerchief placed on the eyes to ensure complete darkness: The nose should not be covered.


The counsellor / therapist gives the following instructions:


“Breathe in slowly ---- breathe out gradually ------” (This is repeated 3 times).


* “Now, concentrate on the top of the head”.


“Breathe in slowly ----


Breathe out gradually -- Top of the head -- Relax –”. 

This is repeated 3 times, followed by the counsellor’s suggestions: “Now, the top of the head is light and relaxed, no thoughts, no fears, no worries, no tension, no stress, no pain. Top of the head is light and relaxed. Top of the head is completely relaxed. Breathe in slowly ---- breathe out gradually ------”.

Similar instructions (*) are given to the other parts of the body in the order given below:

· Back of the head

· Forehead

· Eyes

· Mouth

· Neck and shoulders

· Back

· Chest

· Stomach

· Hands and 

· Legs

The counsellor gives the following directions to the individual who is in a relaxed state:

· Inhale Good health. Breathe out all the aches, pains and sicknesses from the body.

· Inhale Happiness. Breathe out all the worries from the body.

· Inhale Positive Thoughts. Breathe out all negative, useless thoughts from the body.

· Inhale Strength. Breathe out all the weaknesses from the body.

· Inhale Courage and Confidence. Breathe out all the fears from the body.

· Inhale Success. Breath out failures and fears of failures from the body.

· Inhale Love. Breathe out hatred and anger from the body.

Autosuggestion


The individual is asked to continue to be in the lying down posture, enjoying the relaxed state. The therapist / counsellor gives the following autosuggestion (3 times each).


“I am healthy


I am happy


I love everyone; everyone loves me 


I am not afraid of anybody; God is with me


I am bold and confident


I can achieve what I want

I can face my problems boldly and solve them successfully

Today is an excellent day; I will enjoy every minute of this day

Thank you God for giving me all that I need - long life, good health, wealth, love, happiness and success”

The best results of Relaxation Therapy can be achieved if practiced twice a day, preferably early in the morning facing East and at night before going to sleep facing West. The ideal time limit is 20 minutes. Lying down flat on a mat or on a cot (without a pillow) is the best posture for Relaxation Therapy.

Counselling


In Positive Therapy, Counselling involves the following techniques:

· Rational Emotive Therapy

· Thought Stopping

· Cognitive Restructuring 

· Symptom Stopping and

· Assertiveness Training

Rational Emotive Therapy


It is assumed that all individuals are basically intelligent enough to face and solve their problems, but some are not aware of this. More often, the problems are due to one’s wrong perceptions and beliefs. For example, some of the old people think that they are useless, at the same time they feel that they are unwanted. They become depressed and have negative self talks or monologues such as,

“I am useless”

“I am powerless”

“I want to die”

“I have no one”

“No body loves me”

It is possible to replace these negative thoughts by appealing to their reason that no one in this world is useless and each individual has their own capacity in performing their tasks efficiently.

Thought Stopping

 
In this, the individual is asked to identify the recurring negative thoughts, which disturb him / her. Then he / she is asked to close the eyes, breathe in slowly, deliberately get the disturbing thought and breathe out saying ‘Stop’, push the thought away and open the eyes. This practice is given 3 times. Then the same procedure is followed when he / she says ‘Stop’ mentally. This practice is also given 3 times. For example, many of the geriatric depressed people have the negative thought like “I want to die”. As this thought is recurring, it leads to negative emotions such as worry, fear and anxiety, which affects their behaviour tremendously. 

Cognitive Restructuring

 
After removing the unwanted, negative thoughts through Thought Stopping, it is necessary to replace the negative thoughts with self-enhancing, positive thoughts. This is done by the technique called, Cognitive Restructuring.


In this, the individual is asked to breathe in slowly (for 4 counts), get one of the positive thoughts and breathe out smilingly (3 times each). For example, if the negative thought is “I want to die”, then the positive thought should be “I want to live happily”.


The clients are asked to believe that they have acquired the positive qualities and behave accordingly.

Exercises


Positive Therapy involves the following exercises to help people get rid of their tension and develop a cheerful state.

· Tension Releasing Exercise

· Smile Therapy and

· Laugh Therapy

Tension Releasing Exercise

Stress causes fear, anxiety, anger and / or worry, leading to tension. Tension Releasing Exercise helps people to throw out all these. In this exercise, the individual is asked to stand with feet one foot apart, close the palms and bring them towards the chest breathing in slowly; then breathe out forcefully through the mouth (without involving the voice), simultaneously throwing down the hands sidewise, opening the palms. As they breathe out, they are asked to think each of the following :

“Tension goes out”

“Fear goes out”

“Anger goes out”

“Anxiety goes out”

“Worry goes out”

This practice is given 5 times. Then they were asked to do the same exercise, making a loud sound (Ha) while breathing out. This practice is also given 5 times.

Smile Therapy


In the modern world, life has become highly mechanical and many people have even forgotten to smile. Smile not only changes the facial expression, but also changes the mood of a person to a cheerful one. Hence, by developing the habit of smiling, we can replace the negative emotions. In other words, one cannot have negative emotions such as fear, anxiety, worry or anger, while smiling.

In Smile Therapy, the individual is asked to say (Eee), with a broad smile, breathe in slowly through the mouth, with a sound (without involving the vocal cords), close the mouth smilingly and breathe out gradually through the nose without any sound. He / she is asked to enjoy the cool breeze entering through the mouth and feel the coolness spreading through the chest to the abdomen. This practice is given 10 times.

Laugh Therapy

Laughing has become even more rare when compared to smile. Cardiologists maintain that laughing can prevent heart disease. Laugh therapy can be practiced in groups, preferably with family members or friends.

In this, the individuals are asked to stand, bend down the back and the head slightly, breathe in slowly lifting up the head and the back and start laughing loudly without any inhibition. They are encouraged to make gestures, clap hands, look at each other, etc. while laughing. They are asked to laugh louder and louder for a longer duration. This practice is given 5 times. The client’s family members are also involved in Laugh Therapy.

Behavioural Assignments


The clients were instructed to have a daily routine as indicated below :

· Have positive thoughts and positive attitude towards self, life and others.

· Live in the present; concentrate on what you do and enjoy what you do.

· Involve in some activity and enjoy it.

· Accept responsibilities with smile.

· Face the problems boldly and solve them successfully.

· Share your feelings, both joys and sorrows and enjoy the company of your institutional members or friends.

· Have some physical exercise such as walking / jogging / cycling / swimming / yoga.

· Have some recreation such as playing games, reading magazines / books, watching television, etc.

· Enjoy music; singing to reduce tension.

· Develop a sense of humour; enjoy jokes; laugh heartily.

· Practice Deep Breathing for 5 minutes in the morning, facing East and 5 minute in the evening, facing West.

· Practice Relaxation Training for 20 minutes in the morning, preferably, after walking / exercise and at night, before going to sleep.

· Practice Tension-Releasing Exercise, 10 times a day.

· Practice Smile Therapy and Laugh Therapy, preferably with the institutional members, 10 times a day.

· Avoid resorting to poor health habits such as smoking, drinking, taking drugs, etc.

· Pray to God.

Duration of the Therapy


Positive Therapy requires one hour per session. Depending upon the severity of the problem of the client, the number of sessions required may range from 2 to 20. In this research, Positive Therapy was given for 5 sessions on consecutive days for one week. After 5 sessions, all the subjects were re-assessed using Geriatric Depression Scale and Patient Pain Questionnaire.  

Experimental Design


A single test group without control group was the experimental design used in this study. 

	
	Time period I
	
	Time period II

	Test Area
	Level of phenomenon

Before Treatment

(Pain)

A
	Treatment

Introduced

Positive Therapy
	Level of phenomenon

After Treatment

(Pain)

B


Treatment Effect : (B-A)

	
	Time period I
	
	Time period II

	Test Area
	Level of phenomenon

Before Treatment

(Depression)

X
	Treatment

Introduced

Positive Therapy
	Level of phenomenon

After Treatment

(Depression)

Y


Treatment Effect : (y-x)

Analysis of Data

· Level of pain and depression before and after treatment.

· The significance of difference between the mean pain and depression of the sample before and after treatment.

· Co-efficient of correlation between pain and depression.

results and discussion

The study, “Management of Pain and Depression in Institutionalized Geriatrics Through Positive Therapy” was conducted in the Home for the Aged, Coimbatore District Welfare Association, in Mathipalayam at Coimbatore. Forty-one elderly persons (twenty male and twenty one female) in the age range of 60-80 years were selected to serve as the sample for the study. Case Study Schedule was used to identify the pain, problems, health habits and leisure time activities of the elderly. Geriatric Depression Scale and Patient Pain Questionnaire were administered to the selected sample to identify the level of depression and the degree of pain. Positive Therapy was used to manage pain and depression. The results are analysed, tabulated and discussed below.
Diminished hearing and declining eyesight seems a common problem in the geriatric persons. It does upset the elderly while experiencing the difficulty. But, with the scientifically advanced devices, the correction of the problem has become wide and varied. While simple and quick surgeries are available to set right the eyes, insignificant looking machines compensate the hearing loss at affordable prices.

Table I

physical problems of the geriatrics

        N = 41

	Physical Problems
	Number
	Percentage

	Poor Eye Sight
	33
	80

	Loss of hearing / partial
	24
	59


                 Percentages are rounded off

Table I, as observed clearly, reveals these two as the major problems, with 80 percent of the elderly reporting poor eyesight and 59 percent loss of hearing. An interaction with them has revealed that many have undergone surgery for their eyes, wearing corrective glasses and a few sporting hearing aids.

As an aid in the helping the elderly, Connolly (1999), in his study on age related losses of visual function, found eroding performance in tasks like reading has suggested an increase in the size of the font to enable reading.
With advancing age and the circumstance under which people are leading their lives, the personal and physical threshold of each individual reduces which contribute towards developing disorders.
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Table II

disorders of the geriatrics

         N = 41

	Disorders
	Number
	Percentage

	Blood Pressure
	20
	49

	Arthritis
	16
	39

	Diabetes
	14
	34

	Asthma
	8
	20

	Coronary Heart Disease
	3
	4


                  Percentages are rounded off

Table II indicates the disorders of the geriatric old, living in the institution. Most inmates seem to suffer from Blood Pressure (49%), followed by Arthritis (39%), Diabetes (34%), Asthma (20%) and Coronary Heart Disease showing a minimal occurrence (7%).

These disorders could well be the effect of the interactions with members in the family, after their retirement. The duels causing stress in the elderly, lead to physical and psychological pain and depression. Again the personal dialogue with the elderly reveal causes of being driven away from home, loss of spouse, non-availability of care takers, etc. While the reported breathlessness or asthma was found in some since childhood, some have contracted asthma on account of the institution being situated near the mountain range.

Medication finds a place as part of their daily dietary routine with foods as reported by almost all the elderly residents.

Taylor et al (2004) have substantiated a study in the New Zealand population on the incidence of rheumatic disorders. They concluded that the place of domicile has an effect in causing gout, regional pain or backache.
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Any
psychological problem is an offshoot of the stress and strain, experienced by the person. This is more characteristic in the geriatric old. While on one hand, they are the experienced lot with wisdom, on the other, they become the cause for neglect and ostracism.
Table III

psychological problems of the geriatrics

         N = 41

	Psychological Problems
	Number
	Percentage

	Depression
	39
	95

	Feeling of insecurity
	28
	68

	Lack of interest in life

Lack of interest in oneself
	26

20
	63

49

	Lack of attention
	18
	44

	Lack of care
	15
	37

	Lack of love
	12
	29

	Anger
	7
	17

	Fear of death
	6
	14

	Anxiety 
	5
	12

	Stress 

Irritability 
	4

1
	10

2


      Percentages are rounded off

Table III is interesting and not surprising, for it projects the feelings of the modern world. The expectations of the geriatric old are pathetically sidelined causing great many psychological problems.

This is evident from the data in that, the majority of the elderly experience depression (95%) staying in the institution. The related causes as reported by 68 percent were insecurity, subsequent loss of interest in life (63%), lack of attention(44%), care(37%), love and affection (29%). The major contributing factor being the loss of their spouse who provided company and understanding. Nevertheless, their stay at the institution could be a boon, where they develop the perception of similarity. This would in turn help in overcoming insecurity, anger and anxiety, with the attention accorded by the caretakers of the institution. Hence the null hypotheses ‘there are no psychological problems reported by the institutionalized geriatrics’ is rejected.

The high incidence of depression in the old is substantiated by Oakley et al (2002). The studied the activities of daily living, motor and process skills in the elderly persons with bereavement depression. The result of the study was, during pretreatment phase, subjects displayed difficulty with activities of daily living, motor and process skills that significantly improved during the treatment response phase. They concluded that elderly bereaved depressed individuals responded positively to psychopharmacological intervention.
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‘Health is Wealth’. A good health in old age is a blessing indeed. This concept is nurtured well in the minds of the geriatric old today. Table IV describes the health habits of the geriatric old in the institution.
Table IV

health habits of the geriatrics

N = 41

	Health Habits
	Number
	Percentage

	Prayer

Walking
	39

36
	95

88

	Gardening
	13
	32

	Meditation
	1
	2


       Percentages are rounded off

 It is gratifying to note that 95 percent of the elderly are into spiritual practice of prayers which gives them boundless peace and harmony from the clutches of anger, anxiety, insecurity and loneliness. Eighty-eight percent of them faithfully exercise by walking, which help them keep fit and active. Residing in the institution, 32 percent are involved in kitchen gardening that gives the satisfaction of watching the plants grow and bear fruits of toil, keeping them healthy and content. Meditation is reported to be practiced by just one individual.

Importance of being active is reported in the following study. Schroll (2003) studied lifetime risk from a sedentary leisure time using multivariate regression analysis controlling gender, age, lifestyle, education and chronic disease. Physical activity definitely influences health and quality of life, over

the life course in a positive way. He concluded his study by saying that physically active persons gain independence in activities of daily living. 
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Physical aches and pain catch on as age advances. With increase in age and the peaking of life stress confronting retirement, loss of spouse, empty nest syndrome, many a hazards are experienced by the geriatric old. It lowers their self-esteem and affects sleep too. Reported areas of pain include eyes, head, back, knees, hands, arms, etc.

Table V

degree of pain in the geriatrics

N = 41

	Degree of Pain
	Before Treatment
	After Treatment

	
	Number
	Percentage
	Number
	Percentage 

	High 
	27
	66
	-
	-

	Moderate
	14
	34
	12
	29

	Low
	-
	-
	29
	71


        Percentages are rounded off

Table V identifies the degree of physical pain experienced by the geriatric old before the administration of the treatment, with 66 percent having high and 84 percent having moderate pain, indicating that all did experience pain as of age.

Given the treatment of Positive Therapy to all the 41 elderly residing in the institution, the outcome is gratifying in that, at the end of the 5 session period, there was a remarkable decrease in the degree of pain with 71 percent reporting low pain and 29 percent with moderate pain. Hence the null hypotheses ‘there is no pain in institutionalized geriatrics’ is rejected.

A study on pain by Helme (2000) reported that pain increases in prevalence from early adult years to approximately 60 years. It seems likely that pain complaint reaches a plateau and may even decline in extreme old age. Pain in older people is demonstrably different to that experienced in younger adults, but if all the dimensions of the pain are recognized, it can be treated effectively.
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Table VI

SIGNIFICANCE of difference between mean pain of the geriatrics before and after treatment

	N = 41

	Treatment Condition
	Number
	Mean
	Standard Deviation
	t-test

	Before
	41
	7.10
	1.62
	12.27*

	After
	41
	3.42
	1.01
	


 * Significant at 0.01 level

Table VI shows the mean difference of pain in the geriatrics before and after treatment. The mean pain of the elderly was 7.10 before treatment and had almost reduced to less than half after treatment, being 3.42. The reduction in the pain is the combination of the effects of medication and Positive Therapy. Relaxation exercise was very effective in calming their whole body and mind, specially the area of pain. The practice of Auto Suggestions like “I have less pain”, “My pain is tolerable”, “I can get over my pain”, etc., was beneficial to the elderly. The geriatric elderly were motivated and encouraged to practice Behavioural Assignments like involving in some activity and enjoying it; to share their feelings with others in the institution, exercise and listen to music. This greatly helped in reducing their pain and do away with depression. The t-test was found to be 12.27 and significant at 0.01 level which clearly indicates the effect of Positive Therapy in pain reduction. Hence, the null hypotheses, ‘Positive Therapy does not help in the management of pain in institutionalized geriatrics’ is rejected.

A study on managing pain in older people by Blomquist and Hallberg (2002) suggest that medications, rest, distraction, transcutaneous electrical nerve stimulation, bracing, bandaging the affected body part, etc., are helpful in managing pain in older people.
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Table VII

level of depression in the geriatrics

     N = 41

	Level of Depression
	Before Treatment
	After Treatment

	
	Number
	Percentage 
	Number
	Percentage 

	High 
	27
	66
	-
	-

	Moderate
	14
	34
	28
	68

	Low
	-
	-
	13
	32

	Percentages are rounded off


Table VII indicates the level of depression in the geriatrics. Sixty-six percent of the older people had severe depression before treatment. Severe level of depression is due to the old age, personal history of depression, genetic vulnerability, death of spouse and children, severe pain and disorder, lack of social support and financial problem.

Thirty-four percent of the elderly had moderate level of depression before treatment. This is due to low family support, being turned down and lack of interaction with grand children. Depression affects the daily activities, sleeping pattern, food habits of the elderly and at times leads to suicidal ideation. Positive Therapy was given as a treatment module. Counselling, an important component of Positive Therapy, was found useful by the elderly as they could find someone to listen to them - a suggestion of catharsis. After 5 sessions of Positive Therapy, severe level of depression was not evident. Sixty-eight percent showed moderate level and 32 percent showed low level of depression. Thus Positive Therapy has helped the elderly people to reduce the level of depression. Hence the null hypotheses, ‘there is no depression in institutionalized geriatrics’ is rejected. 

Minadi and Blanchard (2004), in their pilot study on geriatric depression, indicate that while there exists a relationship between depression, loneliness and satisfaction with life, there were no relationship between depression and social support. However, the above study is contradictory with the present study which states that social support is missed out in their life. The reason could also be attributed to the cultural tone of the study. It is therefore suggested that social interactions be offered as a mark of social support to the elderly in the present context.
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Table VIII

SIGNIFICANCE of difference between mean depression of the geriatrics before and after treatment

      N = 41

	Treatment Condition
	Number
	Mean
	Standard Deviation
	t-test

	Before
	41
	21.10
	2.81
	11.19*

	After
	41
	12.37
	4.15
	


 * Significant at 0.01 level


Table VIII shows the mean difference of depression of the geriatrics before and after treatment. The mean depression of the older people was 21.10 before treatment and had almost reduced to moderate level after treatment being 12.37. Positive Therapy helped them to reduce the level of depression. Relaxation Training was very effective in relaxing their whole body and mind. Thought Stopping and Cognitive Restructuring made the older people to remove the negative and irrational thoughts and replace it with positive and rational thoughts. Smile Therapy and Laugh Therapy helped the older people in cheering them, enjoy each and every minute of that day and always have a smiling face. Behavioural Assignments made the elderly to communicate with others, express themselves and share their feelings. All the strategies of Positive Therapy combined together reduced the level of depression in elderly. The t-test was found to be 11.19 and significant at 0.01 level which clearly indicates the effect of Positive Therapy in depression reduction. Hence, the null hypotheses, ‘Positive Therapy does not help in the management of depression in institutionalized geriatrics’ is rejected.


Edell et al (2001) reported antidepressant agents, such as SSRIs and dual action agents are reasonably effective in reducing depression symptomatology in older people. They concluded that antidepressant agents are associated with modest improvement in Instrumental Activities of Daily Living (IADL). New treatment modalities will be beneficial for the geriatric elderly from time to time.
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Table IX

co-efficient of correlation between pain and depression before and after treatment

	Treatment Condition
	Correlation
	Significance level 

	Before
	-0.31
	0.05

	After
	0.21
	Not significant 



Table IX, indicating the relationship between pain and depression with the intervention of Positive Therapy, reveals that there exists a negative relation between pain and depression. This states that the increase in pain is not the necessary cause for depression.

The co-efficient of correlation after the treatment of Positive Therapy shows an insignificant positive trend in the relationship, proving the point that Positive Therapy operates in the reduction of both pain and depression, stating that one is not over the other. Hence the null hypotheses ‘there is no relationship between pain and depression in institutionalized geriatrics’ is rejected.  

Mossey and Gallagher (2001), in their study on pain and depression of older people using univariate analysis found they were strongly related to physical performance. Multivariate analysis revealed an interaction effect in which, the effects of pain depended on depression level. He concluded that when seeing older patients with pain complaint, evaluation of their depressive symptoms is also essential. 


In summary, the geriatric old found Positive Therapy as beneficial in managing their pain and depression. The long term effect is to be observed only with extended and continued practice.

Summary and conclusion

Old age is man’s greatest gift. Old age transformed the way our most distant ancestors gave birth, reared their young, lived together and felt themselves. Later it propelled the development of culture, language and society. As people age, concerns can arise about affordable quality health care and planning and  managing finance. Health and wellness also become a concern for many seniors. Disease and disability, health care costs and availability, affordable prescriptions, medications, mental health and nutrition are prevalent issues. Old age often marks the onset of diseases and medical conditions. Hence a study was conducted to assess the pain and depression faced by the elderly and to help them manage these problems through Positive Therapy.

The study had the following objectives:

· To assess the level of pain and depression in institutionalized geriatrics.

· To identify the psychological problems of institutionalized geriatrics.

· To help the sample manage pain and depression through Positive Therapy.

· To study the relationship between pain and depression in the sample.

The study was conducted in Coimbatore District Welfare Association, Coimbatore. 41 subjects (20 male and 21 female) were selected by purposive sampling method. The age of older people ranged between 60-80 years. Sixty-six percent of the elderly had high degree of pain and high level of depression. Thirty-four percent had moderate degree of pain and moderate level of depression. Positive Therapy was given to all the selected elderly for 5 sessions on consecutive days. Each session lasted one hour. After 5 sessions all the elderly were reassessed using Geriatric Depression Scale (Annexure II) and Patient Pain Questionnaire (Annexure III).

Case Study Schedule developed by Dr. Hemalatha Natesan (1999) was used to collect information regarding personal background and the problems of the elderly. Geriatric Depression Scale developed by Lenore Kurlowicz (1997) and Patient Pain Questionnaire developed by Betty R. Ferrel (1998) were used to measure the level of depression and pain. All the selected elderly were given Positive Therapy (developed by Dr.Hemalatha Natesan, 2004) Positive Therapy has four strategies namely,

· Relaxation  Therapy

· Counselling

· Exercise and

· Behavioural Assignments.

These strategies of Positive Therapy were administered to the samples to reduce their level of depression and pain. 

CONCLUSION

1. Eighty percent of the older people had poor eye sight and 59 percent had hearing problem.

2. Forty nine percent of the elderly had high blood pressure, 49 percent had arthritis and 34 percent had diabetes.

3. Ninety five percent of the older people had depression, 68 percent had feelings of insecurity and 63 percent had lack of interest in life.

4. Majority of the elderly exhibited the habit of prayer (95%), walking (88%) and gardening (32%).

5. Majority of the elderly (66%) had high degree of pain.

6. After the treatment of Positive Therapy there was a significant reduction in degree of pain in the elderly from ‘high’ (M=7.10) to ‘low’ (M=3.42).

7. Sixty six percent of the elderly had high level of depression.

8. After the treatment of Positive Therapy there was a significant reduction in the level of depression in geriatric old from ‘high’ (M=21.10) to ‘low’(M=12.37).

9. There existed a positive correlation between pain and depression before treatment and negative correlation was observed after treatment. 

RECOMMENDATIONS

Institutions can organize more recreational activities for the elderly. Psychological counselling and therapy should be made available to all the institutionalized geriatrics.

LIMITATIONS

The study was restricted to a single institution, which is a limitation. Inclusion of varied geriatric institution would throw more light.

NEED FOR FURTHER STUDY
Further studies on geriatric elderly can be undertaken using other variables like general well-being, adjustment, stress etc to have a better understanding and also give them the benefit of a quality life using Positive Therapy.
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annexure- I

case study SCHEDULe 

by 

Dr. hemalatha natesan 

Name 


:

Date



:

Sex



:

Age



:

Address


:

Phone Number

:

Marital Status

:
Living with Spouce / Widow / Widower / 

Divorced / Separated

Number of Children
:

Number of Sons

:

Number of Daughters 
:

Education


:

Previous Employment


Status



:
Employed / Unemployed

Income


:

Family Background
:

	S.No.
	Relationship
	Age
	Education
	Occupation
	Income

	
	
	
	
	
	


I. a. Physical Problems

1. Poor eye sight

2. Loss of hearing / Partial

3. Loss of appetite / Indigestion

4. Fatigue

5. General weakness

b. Pain

1. Back Pain

2. Pain in the leg

3. Pain in the Knee

4. Shoulder Pain

5. Head ache

6. Any other Pain

c. Disorders

1. Arthritis

2. Asthma 

3. Diabetes

4. Blood pressure – high / low

5. Coronary heart disease

6. Reproductive disorder

Any other specify:

II. Psychological Problems

Irritability / Stress  / Anxiety / Fear of death / Depression / Anger / Feeling of insecurity / Lack of attention / Care / Love / Self confidence / Lack of Interest in one self / Lack of interest in life.

III. Family Problems

1. Death of Spouse / Children 

2. Driven out of home by son / daughter

3. Teased by daughter in law / son in law

4. Treated cruelly

5. Frequent quarrels

6. Over loaded with work

7. Physical harassment

8. Deprived of love / Clothing / Medical treatment / Independence / Respect / Love 

IV. Social Problems

1. Lack of friends

2. Lack of leisure time activities

3. Lack of participation in social events

4. Being considered as burden

5. Loneliness

6. Loss of power

7. Loss of social status

V. Financial Problems

Income 
:
Nil / Insufficient 

VI. Health habits


Walking / Gardening / Meditation / Prayer / Yoga / Exercise

VII. Daily activities

Washing clothes / Cleaning vessels / Cooking / Helping in the Kitchen / Sweeping / Mooping the floor / Gardening / Maintaining accounting / Purchasing / Supervision.

Any other Specify :

VIII. Leisure time activities

Reading / T.V. / Radio / Playing / Stitching / Painting / Gardening / Singing / Praying.
Any other Specify:

Annexure II

Geriatric depression scale (G.D.s)(1997)

                                      Lenore kurlowicz

	
	Choose the best answer for how you felt this past week
	Yes
	No

	1.
	Are you basically satisfied with your life?
	Yes
	No

	2.
	Have you dropped many of your activities and interest?
	Yes
	No

	3.
	Do you feel that your life is empty?
	Yes
	No

	4.
	Do you often get bored?
	Yes
	No

	5.
	Are you hopeful about the future?
	Yes
	No

	6.
	Are you bothered by thoughts you can’t get off your head?
	Yes
	No

	7.
	Are you in good spirits most of the time?
	Yes
	No

	8.
	Are you afraid that something bad is going to happen to 
you?
	Yes
	No

	9.
	Do you feel happy most of the time?
	Yes
	No

	10.
	Do you often feel helpless?
	Yes
	No

	11.
	Do you often get restless and fidgety?
	Yes
	No

	12.
	Do you prefer to stay at home rather than going out and doing new things?
	Yes
	No

	13.
	Do you frequently worry about the future?
	Yes
	No

	14.
	Do you feel you have more problems with memory than most?
	Yes
	No

	15.
	Do you think it is wonderful to be alive now?
	Yes
	No

	16.
	Do you often feel down hearted and blue?

Do you feel pretty worthless the way you are now?
	Yes
	No

	17.
	
	Yes
	No

	18.
	Do you worry a lot about the past?
	Yes
	No

	19.
	Do you find life very exciting?

It is hard for you to get started one new projects?
	Yes

Yes
Yes
	No

No
No

	20.
	
	
	

	21.
	Do you feel full of energy?
	
	

	22.
	Do you feel that your situation is hopeless?
	Yes
	No

	23.
	Do you think that most people are better of than you are?
	Yes
	No

	24.
	Do you frequently get upset over little things?
	Yes
	No

	25.
	Do you frequently feel like crying?
	Yes
	No

	26.
	Do you have trouble concentrating?
	Yes
	No

	27.
	Do you enjoy getting up in the morning?
	Yes
	No

	28.
	Do you prefer to avoid social gathering?
	Yes
	No

	29.
	Is it easy for you to make decisions?
	Yes
	No

	30.
	Is your mind as clear as it used to be?
	Yes
	No


Total : Please sum all bolded answer (worth one point for a total score)

Scores :

0-10
-
Normal


11-20
-
Moderate depression


21-30
-
Severe depression

annexure III

Patient pain questionnaire (P.P.Q) (1998)

Betty R. Farrell

Below are a number of statements about pain and pain relief. Please circle a number on the line to indicate your response.

                                               Experience 

1. Over the past week, how much pain have you had?



0
1
2
3
4
5
6
7
8
9
10

no pain






     a great deal

2. How much pain are you having now?



0
1
2
3
4
5
6
7
8
9
10

no pain






     a great deal

3. How much pain relief are you currently receiving?



0
1
2
3
4
5
6
7
8
9
10

a great deal







no relief 

4. How distressing is the pain to you?



0
1
2
3
4
5
6
7
8
9
10

not at all 







extremely

5. How distressing is the pain to your family members?



0
1
2
3
4
5
6
7
8
9
10

not at all







extremely

6. To what extent do you feel you are able to control your pain?



0
1
2
3
4
5
6
7
8
9
10

a great deal







no relief

7. What do you expect will happen with your pain in the future?



0
1
2
3
4
5
6
7
8
9
10

pain will get better





will get worse

Scoring

All the items have been formatted in such a way 0 is the most positive outcome and 10 is the most negative outcome, i.e., greater the score greater the pain and vice-versa.

