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Abstract

In the present study, we examined the critical role of ingtitutionalization of elder
women on the social relationships, social integration and psychological well-being.
A total of 194 elderly women were selected from Kannur district (Kerala) using
multistage cluster sampling. Hundred and one participants were from homes and
ninety three participants were from ingtitutional care facilities. The data analyses
were performed by using descriptive statistics, chi-square test for association, t’
test for independent samples and stepwise logistic regression analysis. The results
reveal ed that the unmarried, widowed and separated elder women were more likely
to be institutionalized than married elder women. Former employment, being
economically active, religion and place of residence were significantly associated
with institutionalization of the elder women. Objective social integration was higher
among the institutionalized elderly women while subjective social integration was
higher among elderly women living at homes. The elder women at homes enjoyed
better family group support, better social support and more socia contacts than
those who wereingtitutionalized. But the primary group concern, perceivedill health
and inadequate mental mastery were higher among elder women at homes than the
institutionalized. The step wise logistic regression analysis revealed that; age,
marital statusand perceived ill health significantly explained 58% (R?=0.581) of the
varianceon socid integration. The caste affiliation and conflictsin social relationships
accounted for 62.7% (R?=0.627) of the variance on psychological well-being. The
study concluded that the socio-demographic variables, especially elder women’s
residence have significant influence on social integration and psychological well-
being.
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Indiaaccommodates about 76 million elderly persons above 60 years as per the
Census 2001. It was athree timesincrease within four decades since 1961 (Rajan,
2006). The proportion of e der population growth among general population increased
from5.6% in 1961 to 7.5%in 2001. The current growth rate of elderly in Indiawas
higher than 2% of the growth rate of general population. Kerala had the highest
proportion of elderly (i.e., 10.5%) to general population among the other statesand
union territoriesin India. About 75% of the elders above the age of 60 years were
living in rura areas. The statistical projections showed an increase in the elderly
population aged 60 yearsand above from 76 millionin 2006 to 176 millionin 2031.
Moreover, the oldest people (80 years and above) in India was expected to grow
from8millionin 2001 to 32 millionin 2051, which would be afaster growth than any
other age group (Rajan, 2006).

Aging was associated with disabilitiesand social vulnerabilitieson analarming
rate, includingincreasingingtitutiondization of elderly individuals. Thisscenarioraised
serious concerns and challenges to ensure quality of life and well-being of elder
citizens. Evidence suggested that the critical components of successful ageing were
social engagement, social connectedness, social networks and socia integration
(Cornwell et al., 2008). Though many of these construct were likely to interact
closely and overlapped each other, they had critical predictor properties on
psychological, emotional, social well-being and better cognitive functioning (Moen,
et al., 1989; Cornwell, et al., 2008; and Krueger et al., 2009).

From the role enhancement perspective, the present study conceptualized that
the elderly individualsimproved their physical and emotional health and well-being
asthey were engaged in complex social roles. It also created multifaceted identities
that people could relay for psychological and social support (Barnett and Hyde
2001; Chrouser and Ryff 2006; Moen et al ., 1989; and Wethington et al. 2000). This
inturn positively influenced psychol ogical well-being. Tanakaand Johnson (2010)
reviewed the studies from the United States which lend more evidence to therole
enhancement perspective of social integration. They detailed that earlier measurement
of social integration was guided by six possible social rolesthat awoman occupied
such asworker, Church member, friends, neighbors, relative and club or organization
member outside the family. The measurement assumed that larger the count in
social roles, higher the chance of participants’ survival till the second wave of the
study (see Moen et al., 1989). However, the analysis revealed that having
membership in club/organization was the only social role that increased odds of
survival to wave two. The study inferred that other five social roles might create
stress that reduced the enhancement of physical health, thus concluded that
membership in organization increased likelihood of survival (Moen et al., 1989;
cited by Tanakaand Johnson, 2010). In addition, Tanakaand Johnson (2010) studied
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the role of gender and rural residence on social integration of Japanese elderly
individualsby analyzing two waves (1999 and 2001) of the Nihon University Japanese
longitudinal study of aging (NUJLSOA). The study found that ol der Japanese men
had lower risk to depressive symptomsthan older women. Further, rural elderly had
higher risk on disability in the areas of activities of daily living and instrumental
activitiesof daily living than their urban counterpart.

InIndia, deficitsor problemsaccumulation in socioeconomic and familial aspects
of elderly life reduced life satisfaction and increased life alienation, especially for
those who were in institutional care (Rao, 2010; and Mehrotra and Batish, 2009;
Vaswani, 2001; and Prakesh, 2001). The critical concern of elderly wasthe lack of
sustained financial support that restricted them to meet their basic needs, which
often forced them to work even after 70 years of age. Elders from lower socio-
economic status were faced with severe economic problems that often deprived
from accessing medical services even during health emergencies (Vaswani, 2001,
and Prakesh, 2001). Further, the elderly men of middle income background were
facedwith critical financia concerns(Soneja, 2001) while e dersfromhigher economic
background were found to be faced with severe economic exploitation by family
members, relatives and others, by using fraudulent and sometimes physical and
emotional means to acquire elders’ wealth (Veedon, 2001). Elderly women who live
alone become the subjects of exploitation by plumbers, paintersand small contractors
who intimidate them and extract money through unjustified means (Veedon, 2001).
Further, studies revealed that 30-31 percent of men aged in both rural and urban
areas of India were dependent on others (Rao, 1995; and Mehrotra and Batish,
2009).

Childlessness, strained intergenerational relationshipsand inadequate financial
support were critical in determining institutionalization of elderly individuals. They
reportedinadequate social support, restricted socia networks, increased socid isolation
and reduced life satisfaction (Kalavar, and Duvvuru, 2008; Shanmuganandan, 1997,
and Thomas and Nagaraju, 2012). Besides, in Indian socio-cultural context,
institutionalization was viewed asamark of shame onfamily duetoitsvulnerability
or apathy to deliver the required care to its elder members (Thomas and Nagargju,
2012; and Kalavar, and Duvvuru, 2008). The socio-cultural values and practices
further defamed institutionalizing elderly individuals. The Indian society at large
viewed that default by families to render the socially suggested and expected care
toitsageing membersasthecritical moral decay of the respectivefamilies(Thomas
and Nagaraju, 2012; and Kalavar, and Duvvuru, 2008). Thus, institutionalization of
the aged created a fedling of alienation from their family members, friends and
society. It also affected elderly inmates’ lives’ satisfaction both positively and
negatively (Thomas and Nagargju, 2012).
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However, therewasapaucity of comparative evidenceon how institutionalization
of elderly influences social integration and the resultant psychological well-being.
Thus, it wasimperative to examinetheroleof ingtitutionalization on social integration
and consequent psychol ogical well-being in the world aging demographic context,
especially in developing countries including Indiawhere the state funded welfare
services and schemes were extremely restricted (Thomas and Nagaraju, 2012; and
Kalavar and Duvvuru, 2008).

In the context of elders’ socio-economic and psychological aspects of elders’
marginalizationin social institutionsincluding families, it wasimportant to understand
how later life experience influenced elders’ sense of social integration, social
relationshipsand psychol ogical well-being. It was al soimportant to understand how
the elders’ own views and societal views on institutionalization in later life influenced
the elder persons’ social integration, social relationships and psychological well-
being.

Therewasapaucity of evidence on how institutionalization of elderly influences
social integration and resultant psychological well-being. Thus, it wasimperativeto
examine the role of institutionalization on social integration and the consequent
psychol ogical well-being intheworld aging demographic context, especialy inIndia,
wherethe state funded welfare services and schemes were limited. Further, though
eldersin Indiacontinuesto enjoy better socia capital regulated by familial and socio-
cultural values and ties, the pressing social forces such as migration, urbanization,
changesin family structure, changesin the traditional roles of women as caregiver
family membersincluding e derly pose newer challengesto the care of elderly persons
(Thomas and Nagaraju, 2012; Vaswani, 2001; and Prakesh, 2003).

In addition, devel oping a systematic evidence base on these areas was expected
to helpin deconstructing the negativist imagesand stereotypes about i ngtitutiondization
inthe context of changing familial and societal structure of Indian society. Systematic
evidence base was further expected to assist helping professionals to arrive at
evidence based decisions on psychosocial interventions aiming at improving
psychological and socia well-being of institutionalized elderly. The present study
therefore hypothesized that, ‘there was a significant difference on the level of social
integration between elderly women living at homes and in institutional care facilities’.
Further, it was hypothesized that ‘there was a significant difference on psychological
well-being experienced by elder women living at homes and institutional care
facilities’. Finally, the study examined the socio-demographic predictors of social
integration and psychologica well-being.
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Methods

A cross sectional study was conducted to examine the difference of socia
integration, social relationshipsand psychol ogical well-being experienced by theelder
women at homes and in elder care facilities in Kannur district of Kerala (South
India). Peravoor was a devel opmental administrative block that consisted of seven
local self-governing bodies (i.e., Panchayats). Since the Centre for Social Work
Research and Practice Organi zation (aprofessional social work organization) works
in this geographic area, we selected this devel opment block as the universe of the
study. There werethreeregistered social care homesfor elderly people fromwhere
all elder women who met our inclusion criteriawere selected. It constituted asample
sizeof 93 ingtitutionalized el derly women.

Whereas multi-stage sampling procedure was used to select home dwelling
elderly women following a sampling procedure as detailed. Firstly, three village
Panchayats (local self-governing bodies) were randomly selected from the list of
local self-governing bodies (Panchayats) in Peravoor block. Secondly, thirty wards
(lowest administrative divisions of village Panchayat) were listed out from each
Panchayat. Thirdly, four wards from each Panchayat were randomly selected. A
sampling frame was devel oped with the hel p of local volunteers, which listed out all
elder women above 60 years of age from the selected wards. Finally, 8-10 elder
women were sel ected by using systematic random sampling (every 10th households
with an elder women abovethe age of 60 years), ensuring about 30% of representation
of the population. Thus, thefinal sample size of thewomen living at homeswas 101.

Eligibility criteria for participation: Firstly, the women participants who
completed 60 years of age at the time of the interview were included in the study.
Secondly, women of all marital statuses such as unmarried, separated or divorced
and widowed wereincluded. Finally, the participantswho resided in Peravoor block
who either with their own families or in any registered elder care facilities were
selected. Elder women who had restricted mobility or bedridden, those who were
suffering from major physical or mental illnesses and finally those who were not
ready to giveinformed consent for the participation, were excluded from the study.

M easur ements

Thevariablesmeasured in this study were socia integration and psychological
well-being which were operationalized in terms of objective and subjective social
integrations, conflicts in elder women’s social relationships and psychological well-
being (O’ Boren, 1993; and Nagpal and Sell, 1995). Firstly, the social relationship
was operationalized as “the frequency of elder women’s feeling of being loved and
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concerned, irritated, respected, felt tensed due to argument or disagreement, felt
resentful, misunderstood and engaged in distressing social interaction with peoplein
their personal life such as spouse, children and other family members. Secondly,
objective social integration was operationalized and measured on two items that
taped number of social organization where the participants had memberships and
level of participation in terms of its frequency in meetings and other programmes.
Thirdly, subjective social integration was measured in terms of the frequency of the
subjective feelings and experience of elder women over the last one month at the
time of interview. It specifically examined “whether elder women felt loved and
wanted, felt isolated from others, felt no one knowsthemwell, felt the part of groups
or friends, wished for more friends, restrict self from interacting with others, no of
significant people from whom elder women could get critical support and concerns”.
Finally, we examined theinfluence of psychological well-being on eleven domains
as constructed by Nagapal and Sell (1992).

Social Relationship Scale by O’ Brien et al. (1993) wasa 26 item scale designed
to measure social support and social relationshipsin five domains viz., perceived
social support, validity, conflict, objective social integration and subjective social
integration. Support and conflict items were drawn from surveys conducted at the
University of Michigan’s Institute for Social Research at the time of scale
development, including thework of Antonucci, Cobb, French, House, Kahn, Kessler,
and Vinokur; and from Norbeck and colleagues (Norbeck, Lindsey and Carrieri,
1981; cited in O’ Brien et al., 1993). The established a pha coefficient for social
support was 0.873; conflict a phacoefficient was 0.775, for conflict al phacoefficient
was 0.820, objective social integration with an apha coefficient of 0.886 and for
subj ective social integration with an a phacoefficient of 0.820 showing uni-dimension
of factors. But for the present study, we selected three dimensions viz., conflictsin
social relations, objective socia integration and subjective social integration.

The psychological well-being was measured on el even domains as constructed
by Nagapal and Sell (1992) and how psychological well-being domains were
influenced by institutionalization. Thiswasa40-item scal ethat consisted of eleven
subscales. General well-being- positive affect consisted of 3 items reflecting the
feding of well-being arising out of an overall perception of life asfunctioning smoothly
and joyfully. Expectation-achievement congruence consisted of 3 itemsthat referred
to afeeling of well-being generalized by achieving success and a standard of living
as per one’s expectation, or what may be called satisfaction. Confidence in coping
consisted of 3itemsrelated to perceived personality strength and the ability to master
critical or unexpected situations. Transcendence consisted of 3itemsrelatingtolife
experiencesthat were beyond the ordinary day-to-day material and rational existence.
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They reflected subj ective well-being derived from values of spiritual quality. Family
group support consisted of 3 items reflecting positive feelings derived from the
perception of thewider family as supportive, cohesive, and emotionally attached.

Social Support consisted of social environment beyond the family as supportive
ingenera andintimesof crisis. Primary group concerns consisted of 3itemswherein
positive and negative items were correlated and form one cluster. It was
conceptualized that feelings about the primary family would perhaps form apart of
overall well-being. Inadequate mental mastery consisted of 7 itemswith significant
loading that imply an insufficient control over, or inability to deal efficiently with,
certain aspects of everyday lifethat were capable of disturbing mental equilibrium.
Perceived ill health consisted of 6 items which was a one dimensional factor since
happiness and worries over health and physical fithess were highly correlated to
depression. Deficiency on social contacts consisted of 3 itemsthat refer to worries
about being disliked and feeling of missing friends. General well-being-negative affect
consisted of 3 itemsthat reflected a generally depressed outlook of life.

Satistical analysis: Descriptive analyses was performed using frequency,
percentage, mean and standard deviation was followed by chi-square test for
association, independent sample t” test and step wise logistic regression analyses
which examined the socio-demographic characteristics, tested major hypotheses
and examined significant socio-demographic predictors of social integration and
psychological well-being.

Ethical considerations: The study proposal was approved by the institutional
review board of the Centre for Social Work Research and Practice-India. Further,
informed consent was obtained from each study participant in writing before her
participation inthe study while confidential ity was assured and maintained.

Results

Table 1 shows the socio-demographic characteristics of elder womenwho live
at homes and in institutional care facilities. There was a significant difference in
mean age of elder women who live at homes and in institutional care facilities (t =
—4.268; df: 192; p <.001). The mean age difference implied that women with higher
ageweremorelikely to beininstitutional carefacilities (Mean=72.34 years; SD =
7.1) than those who were with relatively lessage (Mean = 68.1yrs; SD = SD of 6.7
yrs). No significant difference was observed on the number of years completed in
schools for formal education between both groups (t = —.245; df: 192; p < .807). For
elder women who live at homes, the mean number of years spent in schoolswas4.7
yearswith aSD of 2.9 years. Smilarly, elderly womenwho lived ininstitutional care
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facilities, mean years spent for education was 4.77 years (SD= 3.9). The mean
duration of stay in institutional care facilities was 5.71 years with an SD of 4.8
years. There was a significant difference on the hours of work the elder women
engaged in based on their residence (t=-.1.946; df:192; p<.05). The mean hours of
work per day for elder women at homes was 3.6 hours (SD=2.6 hrs) while mean
working hours per day was high for thosewho wereiningtitutions(Mean = 5.38 hrs;
SD=0.5 hrs).

Table 2 shows the socio-demographic characteristics of elder women in home
and ingtitutional carefacilities and their association with current residential status.
Among the elder women at homes, 37.6% (n=38) were married, three women were
unmarried, 58.4% (n=59) women were widows and one woman was separated.
Among the elderly womeniningtitutional carefacilities, threewomen weremarried,
unmarried elder women were 26.9% (n=25) and widows were about 65.6% (n=61)
and four women were separated. It was evident from this distribution that widows
were mgjority in both groups, while most married women werelikely to be at homes
and unmarried elder women were more likely to be institutionalized along with
separated women. The chi-square test for association further reiterated this
differences with a statistically significant association between elder women’s marital
status and current residence (X?= 48.750; df: 3; p < .001).

Among elder women at homes and care facilities, majority had primary school
education (76.2% and 59.1% respectively) whereas the second largest group was
illiterates, i.e., 10.9% and 16.1% respectively. Only five participants reported that
they had graduate level of education. Chi-sguare test for association showed no
significant difference on the educational profile of the elder women at homesandin
institutions (X2=7.251; df 4; and p>.123). Among the elder women at homes, 47.3%
belonged to the age group of 60 to 65 years, 29% belonged to the age group of 66-
70 yearswhile 71 to 75 years of age group constituted the third group, i.e., 18.3%.
Elder women who were living in elder care facilities, only 16.1% were at the age
group of 60-65 years, 33.3% of them belonged to the age group of 66-70 years, and
24.7% of them bel onged to the age group of 71 to 75 years. It was evident fromthis
pattern that increase in age was associated with increase in the likelihood of
institutionalization. Chi-square association also showed a significant association
between age groups and type of residence (X?= 18.405; df: 4; and p<.001).
Categorical analysis showed that 78.2% (n=79) of the elder women at homeswere
living with their sons and 10.9% (n=11) of them were living with their daughters
while5.9% (n=6) wereliving alone.
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Table2: Socio-demographic profileof elder women in homesand in
elder carefacilities

Variables Living status
Home[%] Ingtitution [%]  Total [%)] X2 df

What is your marital status?

Married [376]38 [32]3 [21.1] 41
Unmarried [33 26.9] 25 [144] 28
Widow [58.4]59  [65.6] 61 [61.9] 120  48.750** 3
Separated [1]1 [43] 4 [2.6] 5
Total [100]101  [100] 94 [100] 194

Educational qualifications
literste [109]11 [16.1] 15 [13.4] 26
Primary [76.2) 77 [59.1] 55 [68] 132
Secondary [89] 9 [15.1]14 [11.9] 23 7.251 4
Intermediate [2.0] 2 [6.5] 6 [41] 8
UG & shove [2.0] 2 [3.2] 3 [2.6] 5
ot 100] 101 [100] 93 [1001194
Age groups
60-65 yrs [47.3]144  [16.]] [30.4] 59
66-70 yrs [29] 27 [33.3] 31 [29.9] 58
71-75yrs [183]17 [247] 23 [20.6] 40 18405** 4
76-80 yrs [54] 5 [9.7] 9 [7.2 14
>80 yrs [7.9] 8 [16.1] 15 [11.9]
Total [1001101  [100]93 [1001104
With whom are you currently
living?
Son [782179 — — — —
Daughter [109111 — — — —
Reatives [1]1 — — — —
Daughter in law [3]3 — — — —
Husband 11 — — — —
Living alone [5.9] 6 — — — —
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What isthe nature of services
availing in old age homes?
Paid service

Free service

Partialy free servicel pad

What was your former
occupation?

Govt. employee
Private employee
Sdf-employee
Daily wage earner
House wife
Nojob

Areyou economically active at
present?

Yes

No

Religion

Hindus

Muslim
Christians

Place of residence
Urban areas

Rural areas

Semi-urban area

Social Integration and Psychological Well-being of ...

[22
(11
[59] 6
[29.7) 30
[60.4] 61
(11

[19.2] 19
[80.8] 80

[29.7] 30
[0]0
[70.3] 71

11
[79.2] 80
[19.8] 20

[17.2] 16
[78.5] 73
[4.3] 4

(757
[8.6] 8
(757
[37.6] 35
[35.5] 33
[2.2] 2

[87]8
[91.3] 84

[21.5] 20
[5.4] 05
[73.1] 68

[31.2] 29
[47.3] 44
[21.5] 20

[4.6] 9
[4.6] 9
[6.7] 13
[33.5] 65
[48.5] 94
153

[14.1] 27
[85.9] 164

[25.8] 50
[5.4] 05
[71.6] 139

[15.5] 30
[63.9] 124
[20.6] 40

18.058**

4.328*

6.746*

36.317**

Elder womenwholiveininstitutiona carefacilities, 78.5% received free service
and 17.2% (n=16) were availing paid serviceswhile only 4 participants were using

partialy paid services.

During the economically active age, most of the elder women at homes were
housewives (60.4%; n=61) and 29.7% (n=30) were daily wage earners, two of
them were government employees, one person was in private sector employment
and so on. Among thosewho wereininstitutional carefacilities, 35.5% (n=33) were
housewives, 37.6% (n=35) were daily wage earners, seven persons were in
government service, eight persons were in private sector employment and seven
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women were engaged in self-employment. In total, 48.5% (n=94) elder women
were housewives and 33.5% (n=65) were daily wage earners. This distribution
evidenced that most of the elder women were housewivesduring their economically
active age while many otherswerewage earners. The chi-squaretest for association
revealed asignificant statistical association between former employment and current
residence (X?=18.058; df: 6; p < .001).

About 19.2% (n=19) of the elder women who liveat homeswith family members
reported that they were currently economically active while 8.7% (n=8) from
institutional carefacilitiesal so reported that they were currently earning. Otherwise,
majority in both groups were currently economically inactive with an association
significant at 05 level (X2=4.328; p <.05). The cross tabulation of religious groups
acrosshomes and institutional care groups showed that Christianswere mgjority in
bothinstitutional and residential groups (73.1 and 70.3% respectively). The second
largest religious group was Hindus both at institutional and residential cares(21.5%
and 29.7% respectively). The chi-square test revealed a significant association
between religious groups and type of residence (X2 = 6.746; df: 2; p <.05). In both
groups (residential and institutional), majority of the participants were from rura
areas (79.2% and 47.3% respectively). But a noticeable difference of women’s
residence was that only one woman from rural area was institutionalized while
21.5% (n=20) who were from urban areas were institutionalized. This difference
was significant at 0.001 level (X2=36.317; df: 2; p< .001). Overall results showed
thecritical influence of socio-demographic characteristicsin later ingtitutionalization
of elder women.

Table 3 showsthe descriptive analysis and test results of social integration and
psychological well-being of elder women at homesand ininstitutional carefacilities.
First sub-domain wason conflictual socia relationships of elder women with people
in their personal life. This construct was measured in terms of the frequency of
elder women’s feeling of being loved and concerned, irritated, respected, felt tensed
due to argument or disagreement, felt resentful, misunderstood and engaged in
distressing social interaction with peopleintheir personal life such asspouse, children
and other family members (O’Brien et al., 1993). Among elder women at homes,
the mean score on this sub-domain was 20.99 (SD=3.6) while elder women in
institutional care facilities reported a mean of 21.1 (SD=2.6). Independent sample t’
test reveal ed anon-significant mean differencein conflictual social relationships (t
=-.233; df: 192; p=NYS).

Objective socia integration was measured on two items that taped the number
of social organization where the participants had memberships and level of
participation in terms of its frequency in meetings and other programmes. Among
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those who live at homes, the mean score on this sub-domain was 4.7 (SD= .94)
whilethosewho wereininstitutional carefacilitiesobtained amean of 5.1 (SD=1.1).
Thismean differencewas statistically significant at .001 level (t =-2.725; df: 192; p
<.001). Theresult reveal ed that institutionalized women were morelikely to enjoy
better objective social integration than women who were at homes.

Subjective social integration was measured in terms the frequency of the
subjective feelings and experience of elder women over the last one month at the
time of interview that “whether they felt loved and wanted, felt isolated from others,
felt no one knew them well, felt the part of groups or friends, wished for more
friends, restricted self from interacting with others, no of significant people from
whom elder women could get critical support and concerns” (O’Brien et al., 1993).
There was a significant difference on the level of subjective integration between
elder women at homesand ininstitutional carefacilities (t = 2.582; df: 192; p<.05).
The mean difference showed that elder women at homes reported higher mean
score of 18.9 (SD=2.8) while elder women ininstitutional carefacilitiesreported a
mean of 17.98 (SD=2.2). Theresult reveal ed that elder women who lived with their
own families better enjoyed higher level of subjective social integration than those
who lived at institutional carefacilities.

Genera well-being arisesout of overall perceptionsof lifeasfunctioning smoothly
and being joyful (Nagpal and Sell, 1985; 1992). In the present study, there was a
significant difference of general well-being (positive affect) between elder women
at homesand in ingtitutional carefacilities (t =.1.772; df: 192; p <.05). The mean
difference showed that elder women at homes enjoyed relatively better general
well-being (Mean=4.4; SD=1.8) thanwomenininstitutional carefacilities(Mean=4.0;
SD=.94). Expectation-achievement congruence referred to feelings of well-being
generated by achieving success and the standard of living as per one’s own
expectation or satisfaction (Nagpal and Sell, 1992). In the present study, no significant
statistical difference was found on expectation-achievement congruence between
elder women at homesand ininstitutions (t = 1.538; df: 192; p =NS).

Confidence in coping referred to perceived personality strength, the ability to
master critical or unexpected situationsor apositive mental health in an ecological
sense (Nagpal and Sell, 1992). In the sub-domain of confidencein coping, the elder
women at homes reported a mean of 5.2 (SD=1.5) while the elder women at
institutions reported a mean of 5.4 (SD=1.1). But no significant difference was
found on confidencein coping between the elder women at homesand ininstitutions
(t=-1.381; df: 192; p=NS). Thetranscendencerelated to life experiencesthat were
beyond the day-to-day material and rational existence (Nagpal and Sell, 1992). The
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elder women at homes reported a mean of 5.4 (SD=1.7) while for those who were
ininstitutions reported amean of 5.5 (SD=1.0). No significant statistical difference
on transcendence was found between the elder women who lived at homes and in
ingtitutions (t =-.282; df: 192; p=NS).

Family group support reflected the positive feelings derived from the perception
of thewider family (beyond the primary group of spouse and children) assupportive,
cohesive, and emotionally attached (Nagpal and Sell, 1992). Therewas asignificant
difference on family group support between the elder women at homes and in
ingtitutions (t = 2.604; df: 192; p <.001). The mean difference showed that the elder
women at homes reported a higher mean of 5.3 (SD=2.0) than those who were at
institutions (Mean=4.6; SD=1.5). This means that better level of perceived family
support, cohesiveness, and emotional attachment were enjoyed by elder women at
homes than those who werein institutions.

Socia support emerged out of two theoretical constructs. The first construct
included thefeeling of security and density of social networks. The second construct
related to the social environment and the traditional support provided beyond the
family in time of crises (Nagpal and Sell, 1992). Independent sample t’ test revealed
that there was a significant difference on social support between elder women at
homesand iningtitutions (t = 2.418; df: 192; p<.017). The mean difference showed
that the elder women at homes enjoyed better social support (Mean=5.7; SD=1.7)
than those who wereininstitutions (Mean=5.2; SD=1.1).

Therewas asignificant difference on primary group concern between the el der
women at homes and in institutions (t =.-10.370; df: 192; p <.001). The mean
difference showed that women in institutions had more primary group concerns
(Mean=9.9; SD=2.1) than those who were at homes (Mean=7.3; SD = 1.4).
Inadequate mental mastery contains asense of insufficient control over, or inability
to ded efficiently with, certain aspectsof everyday lifethat were capable of disturbing
the mental equilibrium. This inadequacy was perceived as disturbing or reducing
subjectivewell-being. Thisfactor was based on the theoretical construct of mental
mastery over self and environment (Nagpal and Sell, 1992). Inadequate mental
mastery was also significantly differed between the elder women at homes and in
institutions (t = 3.031; df: 192; p<.003). Theresult reveal ed that the elder women at
homes had better mental mastery (Mean= 13.1; SD=3.4) than those who lived in
institutions (Mean=11.6; SD=2.3).

Perceived ill healthwassignificantly differed between the elder women at homes
andininstitutions (t= 3.031; df: 192; p<.003). Theresult indicated that perceivedill
health was more among those who live at homes (Mean=9.5; SD=3.3) than in
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institutions (M ean=5.4; SD=1.3). Deficiency insocial contact containsworries about
being didiked and about missing friends (Nagpal and Sell, 1992). Deficiency insocial
contact was differed between women at homes and in institutions (t= .3.388; df:
192; p<.001). Theresult showed that €l der women at homes had deficiency in social
contact (Mean=6.2; SD=1.9) than thosewomen who lived ininstitutions (Mean=5.4;
SD=1.3). Genera well-being (negative affect) gave an overall depressed outlook
about life (Nagpal and Sell, 1992). There was a significant difference on general
well-being (negative affect) between the elder women at homes (t=2.156; df: 192; P
<.032) with a direction that women at homes had more negative affect (genera
well-being) (Mean=5.1; SD=2.1) than those who lived in institutions (Mean=4.5;
SD=1.2).

Table4: Socio-demographicpredictorsof social integration of
elderly women

Unstandardized Coefficients Standardized Coefficients
Model-1: B Std. error Beta t’ value F’ test R?
Constant 11.595 5.412 — 2.142*
Age .180 .069 .398 2.605*
Marital status 1.598 .493 484 3.240** 8.797** .581
Perceived ill health -.446 .168 -.409 -2.657*

NB: * Significant at 0.05 level and ** significanceat 0.001 level
Constant: 11.595 elder socia integration = .180* age + 1.598** marital status
+-.446* perceived ill hedth

Table 4 shows the socio-demographic predictors of social integration of elder
women after excluding non-significant variables entered into this model. Age
increased social integration (beta = .398) followed by marital status (beta= .484)
while perceivedill health had adecreasing effect on socia integration (beta= -.409).
The table presents the corresponding t value and P values for each significantly
contributing variable. Thelinearity wastested by usingtheANOVA. The F statistic
showed asignificant liner relationship between social integration and the predictor
variables (F=16.818; and p<.001). R square value was 0.581 which indicated that
58% of the variance was explained by the variables such as age, marital status and
perceivedill health.

Table 5 shows the socio-demographic predictors of psychological well-being of
elderly women. Excluding the non-significant variables, it was found that the caste
(beta=.521) had an increasing effect on psychological well-being while conflictsin
social relationships had a decreasing effect on psychological well-being (beta =
—.480). The table presents the corresponding t value and p values for each significantly
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contributing variable. Thelinearity wastested by usingtheANOVA. The F statistic
showed asignificant liner rel ationshi p between psychol ogical well-being and predictor
variables. R square value was 0.627 implying that 62.7% of the variance on
psychological variance was explained by caste affiliation and conflicts in socia
relationships.

Table5: Socio-demogr aphic predictor sof psychological well-being of
elderly women

Unstandardized Coefficients Standardized Coefficients
Model-2: B Std. error Beta t’ value F’ test R?
(Constant) 56.902 7.240 — 7.859%**
Caste .657 178 521 3.695%* 16.818*** 627
Social relationships -1.048 .308 -.480 -3.407**

NB: * Significant at 0.05 level; ** significanceat 0.001 level; and

*** Significant at .000 level

Constant: 56.902 psychological wellbeing = .657*** caste affiliation + -1.048 **
+ nature of socid relationships

Discussion

We investigated the nature of social relationships, social integration of and
psychological well-being of elder women who lived at homes and in elder care
facilitiesin a semi-rural community setting in southern India. The findings of the
study were summarized as follows. Firstly, results revealed that institutionalized
elder women were more likely to be older than those who were living at homes.
They engaged in more hours of work every day and more number of working days
in aweek. The unmarried, widowed and separated el der women were more likely
to be institutionalized than married elder women. Former employment, being
economically active, religion and place of residence were significantly associated
withinstitutionalization of el der women. Second, the obj ective and subj ective social
integration significantly differed between elder women living at homesand in care
facilities. Third, the sub-domains of psychological well-being such as general well-
being (positive affect), family group support, socia support, primary group concern,
inadequate mental mastery, perceived ill health, social contact and general well-
being (negative affect) were significantly differed between elder women living at
homesandiningtitutions. Finally, age, marital statusand perceived ill hedth significantly
predicted 58% (R?= 0.581) of the variance on socia integration whereas caste
affiliation and conflictsin social relationships accounted for 62.7% (R?= 0.627) of
the variance on psychol ogical well-being.
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Comparison of Socio-demographic Characteristics

The study revealed that older women were more likely to be institutionalized
than younger age groups of elderly. The disability and functional limitations were
significantly increased with advancing age that necessitated moreintensive carefor
the elder wherein families looked for alternative care facilities which resulted
institutionalization of the elderly women (Berlau et al., 2009; and Hairi et a ., 2010).
Wefound that womenininstitutional carefacilitiesworked more number of hoursa
day than those who lived at homes. Consistently, women in ingtitutional carefacilities
worked more number of daysin aweek than those who lived at homes. Plausible
explanation may bethat activitiesin elder carefacilitieswere highly structured and
the inmates were made to assist the functioning of the institutions in a scheduled
manner and on aregular basis. In addition, most of the elder women were unpaid
inmates who accessed free service wherein care home managements were likely to
use available human resource from the elderly in order to keep the cost of everyday
functioning at a minimal level. On the other hand, the elder women who lived at
homes, especially in rural areas, often did not have structured activities of daily
living wherein they need not spent a prescheduled time on activities, assisting
household choresand other activities.

Inthe current study, nearly 80% of the el der womenin ingtitutional carefacilities
availed servicesat free of cost. It indicated that these women werefrom economically
poor households. In carefacilities, though women were engaged in assisting activities
of the day to day function of the institution, they were not paid for it. In turn they
receivetotal carethat covered food, accommodation, health care and so on. But the
elder women at homeswere economically active and werelikely to earn and control
their earnings. It was evident that widowswere more at homesand in institutions as
well. Thiswasin agreement with the current demographic and mortality trendsthat
women outlived men (UN, 2011; Prakash, 2003; and Ragjan, 2006).

Consistently, the current study reveal ed that most married women werelikely to
live at homeswith their sonsand other family memberswhile unmarried elder women
were more likely to be ingtitutionalized along with separated women. This was
because; themarital status affected the socio-economic situation, living arrangements
and overall heath and well-being of oldest women (UN, 2011; and Kinsellaand He,
2008). In addition, elder women’s economic security was often significantly influenced
by their marital status than of men’s economic status (UN, 2011). Further, the present
study revealed that most of the elder women were housewives during their
economically active age while many otherswere wage earners. Otherwise, majority
in both groups were economically inactive at present.
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Traditionally, multigenerational families provided the main social context for
sharing family resources and the provision of mutual support as and when needs
arose over the life course (UN, 2011). The life course included old age when the
elder family membersweretaken care of by younger family members, especialy by
sonsin patriarchical family systems. In developing country like India, wherefamily
tieswerestill stronger, nearly one percent of the older personswereinstitutionalized
(Prakash, 2003). It indicated that even today, most elders co-reside with their own
childreninfamilies, especialy inrural areasthough elder carefacilitieswereavailable
in our society. Overall results showed the critical influence of socio-demographic
characteristicsin later institutionalization of elder women.

Social Integration of Elder Women

It was interesting to note that objective social integration of elder women was
higher among those who lived ininstitutional care facilitieswhereas subjectivewell-
being was found to be higher among those who lived at homes. These directions
needed to be viewed in the context of measurement of these constructs. The objective
social integration was measured in terms of membershipsin clubs and associations
(prayer groups, religions association and so on) and frequency of elders’ participation
(O’ Brian et al., 1993; and Moen et al., 1989). Elder inmates in care facilities had
structured activities of daily living which often included provision to participatein
elders’ clubs and associations where all inmates regularly participated. On the other
hand, elder women at homes were likely to have unstructured and less formal
activitiesof daily living wherein family members might not take active roleto engage
the elder persons. Therefore, social engagement was likely to depend on individuals’
interest and other situational factors. Thus, € der women at institutional carefacilities
were at better social context wherethey interacted morefrequently with their peers
evenwithinthecarefacilitiesandin outside, resulting better objective social integration
(Moen et a., 1989; and Thomas and Nagaraju, 2012).

InIndian socio-cultural milieu, institutionalization of elderly personswasviewed
against socio-cultural values and morale. Thus, it induces a sense of abandonment
and of being orphans. Thisview was supported while 84.30% of theelderly population
showed their disliketo live in old age homes, though the objective social isolation
wasrelatively lessfor thosewho lived at homeswhen compared totheinstitutionalized
elder women (Dept. of Economics and Statistics, Govt. of Kerala, 2006). In this
context, elder women ininstitutional care facilitieswere more likely to negatively
perceivetheir stay iningtitution along with asense of abandonment. Asaresult, they
wereunlikely to feel and experienceto beloved and wanted. Though they experienced
less level of objectively measured social isolation (see Dept. of Economics and

135



<Y) Jose and Shanuga

Statistics, Govt. of Kerala, 2006), they werelesslikely to subjectively appraise high
level of socia integration, experienced high life alienation and decreased life
satisfaction (Thomas and Nagaraju, 2012). On the other side, the elder women at
homes were relatively free from these negative perceptions of abandonment and
sense of being orphaned even when they experienced isolation from other family
members which enabled them to appraise better subjective social integration.

Psychological Well-being of Elder Women

There was a little research conducted on well-being in developing countries
though well-being studies had obtai ned worl dwide acceptance and importance asa
means to assess and evaluate the dimensions of health care programmes (Abas et
al., 2009). Studieson well-being was conceptual ly supported by the positive mental
health which allowsindividual torealizetheir abilities, cope and contributeto their
communities (WHO, 2004) and capacity to sustain social relationships (WHO, 2001).
The measurement of well-being was multidimensional that often measured autonomy,
self-acceptance and relationshipswith others (Tennant et al., 2007; Ryff and Keyes,
1995; cited inAbaset al., 2009).

The present study examined how ingtitutionalization of derly in Keralainfluenced
their psychological well-being. The psychol ogical well-being was measured on eleven
sub-domains. All domains except expectati on achievement congruence, confidence
in coping and transcendence, were significantly differed between elder women at
homesand in residential carefacilities. The directions of the rel ationships showed
that elder women at homes enjoyed better family group support, better social support
and more socia contact than those who were institutionalized. But primary group
concern, perceived ill health and inadequate mental mastery were higher among
elder women at homes than the institutionalized women. Previous studies have
reved edthat ingtitutiondization invoked the sense of abandonment, felt being orphaned,
increased life isolation and alienation, decreased life satisfaction (see Dept. of
Economicsand Statistics, Govt. of Kerala, 2006; and Thomas and Nagaraju, 2012).

Thus, we made an effort to discuss the current study findings within this socio-
cultural context whereinstitutionalization was negatively perceived and valued. The
elder women who lived with their own children in families enjoyed better social
support including morefrequent social contacts. The evidence suggested that social
support, social network, frequent contact with a child along with other socio-
demographic variables significantly predicted high level of psychological well-being
and less level of disability among elderly women (Abas et a, 2009). On the other
hand, elder women living with own children at homeswerelikely to havelessactive

136



Social Integration and Psychological Well-being of ... <\

social roles, often face passive neglect from family members, generalization of elders’
health related concerns, reduced functionality and disabilitiesto old age and restricted
physical movement outside homes. Thiswould inturnlead to deficitsin the forms of
perceived ill health and inadequate mental mastery.

Logistic regression models implied that the significant socio-demographic
predictors of psychological well-being. Caste and social relationships significantly
predicted psychol ogical well-being of elderly women. Consistently, Abaset a. (2009)
found that age, household wealth, currently working, family network size close by,
receiving support from children, significant others, perception of adequate support
from children, perceiving giving support to children and less impairment due to
disability predicted psychological well-being. Better social support was found to
buffer the severe disabling effect of disabilities and ensure better psychological
well-being to elderly women. In the present study, age, marital status and reduced
perceivedill health of elder women significantly predicted social integration.

The cultural sanctions of elderly care by family members at homes often
overlooked by well-being researchers, practitioners and policy makers in India.
Though elder women at homes were found to be enjoying many advantages over
the institutionalized elder women such as better subjective social integration and
positive well-being experiences, they were vulnerable to social isolation, reduced
social engagement and participation. Thus, the role enhancement perspective of
social integration guides social work researchers and practitioners in elder care
towards improving psychological and social well-being of elderly at homesandin
institutions. Thismay beachieved by greater social integration through accel erated
social participation and engagement and frequent quality social interactions with
family members. For this, it was imperative to design appropriate psychosocial
interventionswhich enhancethe elderly, their family members and elder care home
managersand staff toimprove subjective well-being experience of elderly individuas
both at homesand ininstitutions.

Concluson

Overdl results showed that ingtitutionalized el der women were morelikely to be
older than those who wereliving at homes. Theinstitutionalized women engagedin
more hours of work on every day basis and al so they worked more number of days
in aweek. The unmarried, widowed and separated el der women were more likely
to be institutionalized than the married elder women who were more likely to live
with their children, especially son. Other socio-demographic factors such aformer
employment, being economically active, religion and place of residence were
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significantly associated with institutionalization of elder women. The objectiveand
subjective socia integration significantly differed between elder women living at
homesandin carefacilities. The objective social integration was better reported by
institutionalized elderly while subjective social integration was better reported by
elderly women living at homes with their own children. The sub-domains of
psychol ogical well-being such asgeneral well-being (positive affect), family group
support, socid support, primary group concern, inadequate mental mastery, perceived
ill health, social contact and general well-being (negative affect) were significantly
differed between elder women living at homes and in institutions. Finally, the age,
marital statusand perceivedill health significantly contributed to social integration
whereas caste affiliation and conflicts in social relationships accounted for
psychol ogical well-being. The study concluded that socio-demographic variables,
especially elder women’s residence had significant influence on social integration
and psychol ogical well-being whereasinstituti onalization was determined by deficits
in socio-economic background of the elderly women.
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