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What can we learn from the COVID pandemic about care of 
older adults?  

Nilamadhab Kar 

 
 

Abstract 

The elderly population has been worst hit during the 

COVID pandemic. Society should take this challenge to 

learn from the experience to improve the support services 

for the elderly and preparedness for pandemic. Proper 

planning and strategies in health, social care, and public 

services are required.  

Key words 

Aged, COVID-19, health services, multimorbidity, public 

health, social care 

 

Introduction  

COVID-19 has been devastating for the world in the terms 

of resource loss from sheer number of human lives lost and 

affected, economic downturn and social problems. There is 

burgeoning literature on these issues. The pandemic has 

thrown a challenge to humanity, and it needs to be seen 

what we can learn from this. While it is essential that we 

reflect on this in general, this article is about focussing on 

the lessons that can bring changes to the care of older 

people.  

Protecting the older adults, ‘early’ 

In most pandemic situations, older adults are 

understandably more vulnerable to the impact of the 

infection considering their physical state and associated 

morbidities. In the UK, the approach of ‘shielding’ was 

undertaken to protect the older adults from exposure to 

infection; and arrangements were made to support them in 

their day-to-day functioning. In the continuing pandemic 

and in future this could be an effective strategy.  However, 

this ‘shielding’ should happen early in a pandemic situation 

and continued as long as it is necessary. Extra protective 

measures in wards, nursing homes and care facilities are 

important.   

Vaccination  

Vaccines bring specific protection and have been available 

to older adults as a priority group in most countries. 

However, the lack of an adequate number of vaccines and 

poor coordination have been noticed while arranging the 

vaccination programme for a large population. Besides, 

vaccine hesitancy and avoidance have been other concerns 

often secondary to inadequate information, myths and 

rumours. Methods to communicate and convince people to 

take vaccines should be well thought out and designed. 

Along with scientific communication, it appears there is 

role for social or community leaders to encourage people 

to take the vaccine and adhere to guidelines.  

Continuing support for multimorbidity 

When the resources are diverted to deal with the pandemic, 

services for patients with other illnesses suffer, increasing 

morbidity and mortality. Treatment of many illnesses has 

been hampered, or delayed, e.g., for chronic non-

communicable diseases, cancer treatments, the surgeries, 

interventions requiring hospital admissions etc. Patients 

with other illnesses should have unhindered support. This 

would need major planning and preparedness to balance 

the resources appropriately for dealing with pandemic 

situation while maintaining the usual service.  

Facilitating telehealth care 

Experience during pandemic suggests that telehealth care 

has massive potential to increase, even beyond the 

pandemic. World over, it has been seen that remote 

reviewing, assessment and management has grown for 

many illnesses. It is amazing to notice that many diseases 

could be managed this way. Telehealth care strategies to 

assess, diagnose and treat many illnesses should explored 

and improved.1 However, there are challenges such as 

unavailability of telehealth gadgets, skill to use them and 

internet connectivity in many regions. Although telehealth 

care may not replace the face-to-face inhouse care, a hybrid 

model is likely to be a common place, for chronic illnesses. 

With a coordinated approach, the usual support of medical, 

nursing care along with non-professional care could be 

available during a pandemic situation.  

Managing stress and mental health 

There is a massive impact on mental health during the 

pandemic, not only upon the elderly people but also across 

the population including health professionals.2 Early 

identification of mental health deterioration, resorting to 
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effective coping strategies, and appropriate intervention 

will be key. Stress related disorders, anxiety, depression, 

substance use, and suicidality are observed to be more 

common, and a huge proportion of people in the 

community suffer from this. However, considering 

inadequate information and resource, many are not 

identified or treated. The pandemic strategy should involve 

mental health support, integrated to health service 

provision at all levels. This should have a community focus 

through public health measures, as clinic-based services 

may not cope with the huge number of elderly people who 

would need help. Supporting primary care health 

professionals, making self-help measures and information 

available widely, and a referral system for those who need 

specialist care would be helpful.  

Prioritising the need for elderly 

It is positive to see that the elderly people were considered 

a priority group for vaccination. However, there are many 

health and social welfare issues their needs are not met 

adequately, appropriately, or timely. One of the often-

neglected area is the diet of the elderly population during 

these challenging times; it is a particular concern in 

economically poor people, and this need to be addressed by 

the family and authorities. Arranging care and support for 

activities of daily living, maintaining the health-related 

needs of elderly living alone in their houses are massive 

concerns in pandemic periods. There is a need for home 

care by professional and non-professional caregivers. 

Many countries do not have integrated services to support 

elderly at home; these need to be urgently developed.  

Improving physical activities  

One of the major casualties of shielding, isolating, 

lockdowns and shutdowns is the lack of physical activities, 

which are so vital to maintain physical and mental health. 

This is especially important for the elderly population. It is 

important to have innovative strategies for maintaining 

activities at home, physical exercises and yoga can be 

modified, shared through media, and supported by the 

instructors remotely.  

Tackling isolation  

Isolation and its multifarious effects on mental and 

physical health, poor socialisation have been a major 

concern for the elderly during the pandemic.3 It is 

interesting to note how socialisation can be continued 

through the help of technology, but more needs to be done 

as many do not have access, or skills to use them. Online 

meetings are helpful, where practically possible; or at least, 

support through telephone where elderly can call, and talk 

can be set up through community organisations. At the 

same time technology cannot replace the usual social 

interactions and this would need tackling the pandemic 

itself sooner.  

Improving connectivity  

Connecting to older adults through technology and internet 

is an important area to develop. Many elderly people may 

not be able to use these, and they need to be supported by 

family members and staff in care homes. This will be a 

particular issue in developing economies. Internet 

connectivity, providing devices and making those voice 

controlled to simplify their use are some of the priorities. 

These methods can be used to develop local support 

networks where elderly people can interact regularly.  

Preventing elder abuse  

Elder abuse, primarily in the form of neglect has been 

common during pandemic. It is extremely important to 

remain watchful about the elder abuse and to prevent it. 

When there are health-related and financial difficulties in 

the family, the impact trickles down to the elderly whose 

needs are often ignored. The support programmes should 

include preventing, identifying early and tackling elder 

abuse during pandemics.  

Conclusion  

Information about the effective practices and strategies for 

supporting the elderly population during pandemic should 

be shared. There should be a global cooperation to support 

the elderly population living in developing economies.    

Current generation has given a massive price due to 

pandemic. There is much to learn from these devastating 

situations and develop ways to prevent and tackle future 

catastrophes. It is important to search for a silver lining.  
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ICD-11 and DSM-5 criteria for personality disorders: relevance 
for older people  

Ayesha Bangash 

 
 

Abstract 

With an aging population, the number of older adults with 

personality disorders will increase in the near future. 

There is a clinical need for adequate assessment of this 

age group. Diagnostic manuals have used a categorical 

approach to diagnosing personality disorders with little 

evidence to support their use in older people. Despite 

research on the demographics and management of late life 

personality disorders having progressed over time, 

diagnostic tool development has fallen behind. This 

article examines the personality disorder criteria of the 

DSM-5 and ICD-11, the diagnostic manuals currently in 

use. It discusses whether they can be applied to older 

people and if not, what can be done about it.  

Key words 

Age-Neutrality, Diagnosis, DSM-5, ICD-11, Older 

Adults, Personality Disorder 

 

Introduction  

Research on late life personality disorders is sparse owing 

to an assumption that they fade out over the lifespan. 

However, there is growing evidence that this is not the 

case. Studies show a prevalence rate of 7–80% in 

inpatient units.
1
 With the increasing elderly population, 

there will be greater numbers of people with personality 

disorders hence an increased burden on health services.
2
 

The situation is not entirely bleak; many older people 

with personality disorders show more effective coping 

than their younger people, showing that experience and 

wisdom acquired with age may result in healthier coping 

responses despite probably greater exposure to losses and 

stressors. Dispositions that create personality disorders 

will probably not demonstrate much change, but their 

clinical presentations can sometimes be refined in ways 

that are less distressing for patients and carers. The timely 

identification of these patients is desperately needed so 

that they can receive support required to reduce their 

suffering.
3
 

The Diagnostic and Statistical Manual of Mental 

Disorders (DSM) and the International Classification of 

Diseases (ICD) are used to diagnose personality disorders. 

The eleventh edition of the ICD (ICD-11) will officially 

come into effect in   2022.
4
 In contrast to the DSM 

system, the ICD system is the official world classification 

system for all diseases, including personality disorders.
5
 

The fifth edition of the DSM (DSM-5) was published by 

the American Psychiatric Association in 2013.  The fourth 

edition of the DSM (DSM-IV), DSM-5 and the tenth 

edition of the ICD adopted a categorical approach to 

diagnosing personality disorders. In view of the evidence 

base not supporting the categorical model, both the DSM-

5 and ICD-11 moved towards a dimensional approach; a 

focus on levels of impairment and personality traits.
6,7

 A 

tremendous focus on traits versus categories has taken 

attention away from a consideration of personality 

disorders in later life.
8
  

DSM-5 criteria for personality disorders 

Since the release of DSM-III, experts have discussed 

alternatives to the categorical approach to diagnosing 

personality disorders which was considered to 

demonstrate poor validity and lack of clinical utility.
9
 The 

belief that personality disorders are categories is not 

supported by the literature. The allocation of symptoms to 

certain disorders does not correspond to their empirical 

covariation. Thus, many patients erroneously received 

numerous personality disorder diagnoses, a “not 

otherwise specified” personality disorder diagnosis or no 

diagnosis, even it was applicable to the clinical 

presentation.
10

 A dimensional approach was initially 

recommended for DSM-5, in view of the diagnostic 

heterogeneity within categories.  The Board of Trustees of 

the American Psychiatric Association decided to maintain 

the DSM-IV-TR categorical conceptualization of 

personality disorder in Section II of the DSM-5 in order 

maintain continuity with current clinical practice. The 

proposed alternative model of personality disorders 

(AMPD) was included in Section III ‘Emerging measures 

and models’ of the DSM-5 as it needed more study.
9
 In  

the AMPD, the individual’s personality is assessed in 

terms of personality functioning (Criterion A) and 

personality traits (Criterion B). Personality functioning is 

characterized by how an individual typically experiences 

him- or herself (identity and self-direction) as well as 

others (empathy and intimacy), while a personality trait is 

3 
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the tendency to feel, perceive, behave, and think in 

relatively consistent ways across time and situations.
11

 

Criterion A, assessed by the Level of Personality 

Functioning Scale (LPFS), aims to assess the presence 

and general severity of personality pathology by 

delineating five levels of impairment of personality 

functioning, ranging from little or no impairment (Level 

0) to extreme impairment of personality functioning 

(Level 4). Criterion B refers to 25 pathological 

personality traits organized around 5 broad domains, 

negative affectivity, detachment, antagonism, 

disinhibition, and psychoticism. A moderate or greater 

impairment of personality functioning as well as the 

presence of at least one pathological personality trait are 

required in order to establish a personality disorder 

diagnosis. In addition to these 2 primary criteria, criteria 

C and D refer to inflexibility and stability across time, 

respectively. Criteria E, F, and G refer to ensuring that the 

personality disorder is not better explained by “another 

mental disorder” (E), the effects of a substance or a 

medical condition (F), and to not being normative for the 

person’s developmental stage or sociocultural 

environment (G).
4
 

Combinations of functioning and traits are used to 

redesign antisocial, avoidant, borderline, narcissistic, 

obsessive-compulsive, and schizotypal personality 

disorders.
12

 Personality disorder-trait specified replaces 

personality disorder not otherwise specified (a common 

DSM-IV diagnosis) in order to specify presentations that 

do not fit into particular types.
4
 The measurement model 

of the pathological personality traits is the Personality 

Inventory for DSM-5 (PID-5).
13

 

The PID-5 includes both self-report and informant report 

versions whereas the LPFS instrument is rated by a 

clinician.
12,13

 Unlike the DSM-5, the ICD-11 does not 

contain an assessment of self-pathology.
14

 The use of the 

LPFS and the PID-5 in the assessment of personality 

functioning and traits is relevant whether an individual 

meets criteria for a PD or not, as it is always important to 

know a person’s difficulties and strengths. In contrast to 

the categorical approach, personality functioning as well 

as personality traits apply to everyone in different degrees 

rather than being present versus absent.
11

  

ICD-11 criteria for personality disorders 

There were problems with the ICD-10 diagnostic criteria 

for personality disorders which included a lack of 

evidence for 10 distinct categories and insufficient 

clinical utility. In contrast to assessing other mental 

disorders, assessing personality disorders is more difficult 

in routine clinical practice.
6
 In response to these 

shortcomings, the ICD-11 adopts a dimensional approach 

thereby being notably closer to the AMPD than to the 

DSM-IV PD model.
4
 

The first step is to classify the impairment of self and 

interpersonal personality functioning according to degree 

of severity (“Personality Difficulty”, “Mild Personality 

Disorder”, “Moderate Personality Disorder”, and “Severe 

Personality Disorder”). One option is to stop there, 

concluding simply that a PD is present to a specific 

degree. However, the assessor also has the option to 

further describe the features of the case, using specifiers 

akin to the domains of the AMPD.
4
 Specifically, the ICD-

11 model describes trait domains of negative affectivity, 

detachment, dissociality, disinhibition, and anankastia. An 

optional qualifier is provided for ‘borderline pattern’, 

which was added to ensure continued recognition of 

borderline personality disorder, which has been of most 

use and interest to clinicians.
3
 Personality Difficulty is not 

considered to be a mental disorder. One would have some 

problems in functioning which are not severe enough to 

cause significant disruption in social, occupational, and 

interpersonal relationships. Such problems may be 

restricted to specific relationships or situations. Problems 

with emotions, cognitions, and behaviours occur 

intermittently (e.g., during times of stress) or tend to be of 

a low intensity.
6
 

Can late onset personality disorders get 
diagnosed using the ICD-11 and DSM-5? 

The applicability of criteria is questionable since the 

presentation of late life personality disorders was not 

sufficiently considered during the development of the 

DSM categorical or dimensional models, leading one to 

question their age-specificity and age-neutrality.
15

  

The DSM-5 and ICD-11 refer to personality traits as 

being “relatively stable” across time. This would suggest 

stability across adulthood and into old age or for a limited 

period of years. The literature on older adults discusses 

how the expression of personality disorders varies 

according to the unique contexts and frequently occurring 

challenges of later life.  In some cases, a person who 

earlier did not have a diagnosable personality disorder, 

may develop one later in life. Sometimes, emergence of 

personality disorder in older adults may be related to the 

loss of social supports that had previously helped to 

compensate for personality disturbance.
6
 In an 

international Delphi study, experts on personality 

disorders in older adults reached a consensus on the 

concept of a ‘late-onset personality disorder’. This 

concept is consistent with ICD-11.
16

 

The ICD-11, in particular, does not have an age limit for 

making a diagnosis except to have a preference for the 

presentation of the condition to have been present 

continuously for at least 2 years. Evidence suggests that 

this will probably raise the prevalence level of personality 

disorders in the population thus promoting the use of the 

diagnosis in older people.
17

 

Most DSM-5 diagnostic criteria using the categorical 

approach do not take into account age-specific changes in 

behaviour and interpersonal functioning. In the ICD-11, 

the estimation of severity focuses on harm to self or 

others. Older adults with severe personality disorders, in 

contrast to younger people, tend to undergo diet 

restriction or medication misuse rather than self-

mutilation.
3
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Diagnostic tools for older people 

There is a shortage of diagnostic instruments for older 

people. Moreover, tools to assess personality disorder in 

older adults are not well validated, raising questions about 

the DSM-5 diagnostic criteria using the categorical 

approach.
16

 Diagnostic tools are generally not considered 

suitable for older people as they are in the form of lengthy 

structured interviews (particularly PID-5) that rely on the 

self-reporting of behaviours, which can be overwhelming 

for this age group.
3
 Lengthy instruments are not deemed 

practical to use in psychogeriatrics due to comorbidity of 

somatic and other psychiatric and problems.
18

 Modern 

language often used in diagnostic assessment may not be 

helpful for older adults with less formal education. 

Language use can affect the validity of instruments. Older 

adults, in contrast to younger adults, are less likely 

describe their lives in terms of “problems” or “stress”.
19

 

Personality disorders can manifest differently in later life 

as a result of psychosocial stresses, cognitive impairment 

and medication. Instruments do not always apply to older 

adults as most of the items were designed for younger 

adults. For example, borderline personality disorder 

criteria may be problematic for older adults. It would 

make sense for them to avoid abandonment, as they are 

dependent on others for support to meet their care needs.
3
 

Despite the paucity of diagnostic instruments specifically 

for older adults, research on assessing later life 

personality disorders is growing.
20

 

The Severity Indices of Personality Problems (SIPP–118), 

a self-report questionnaire, has been shown to be a 

favourable tool for measuring personality pathology in 

younger people.
21

 A number of studies have supported the 

psychometric qualities of the PID-5 however the later life 

context was not explicitly investigated during its 

development.
22,23

 Due to the SIPP-118 being time-

consuming and intensive for older adults, the shorter 

version i.e. the Short Form of the Severity Indices of 

Personality Problems (SIPP-SF) would be preferably 

used.
21

 The same could be said for PID-5’s shorter 

version i.e. Personality Inventory for Diagnostic and 

Statistical Manual of Mental Disorders, Fifth edition, 

Brief Form (PID-5-BF). The Dimensional Assessment of 

Personality Pathology – Basic Questionnaire (DAPP-BQ) 

contain factors for emotional dysregulation, dissocial 

behaviour, social avoidance and compulsivity. The 

DAPP-BQ has demonstrated a strong four-factor structure 

across various samples and cultures.
24 

  

The Gerontological Personality disorders Scale (GPS) is a 

screening tool for late life personality disorders that has 

been validated in community-dwelling elderly people 

sampled from general practices.
20 

The literature shows 

that the SIPP-SF, PID-5-BF, DAPP-BQ and GPS are 

adequate instruments for assessing late personality 

disorders. However, as the studies were undertaken in 

either the general population or highly specific and 

relatively small study samples, the generalizability of 

these results may be limited. Overall, these studies 

indicate that over age groups the presentations of 

personality functioning (criterion A) can be more 

accurately assessed than the dysfunctional personality 

traits (criterion B). Moreover, it appeared that personality 

functioning and maladaptive traits were more strongly 

correlated in older adults than in younger people. This 

would suggest that, in older people, certain domains of 

personality functioning can be more indicative for the 

presence of maladaptive traits.
20

 

The Five Factor Model (FFM) helps one to understand 

both normative personality and maladaptive 

personality/personality disorders. It consists of the five 

broad domains of neuroticism, extraversion, openness, 

agreeableness, and conscientiousness. The FFM has 

empirical support across eastern and western cultures and 

a demonstrated temporal stability across the lifespan.
25

 

The five trait domains included in Section III of DSM-5 

are maladaptive variants of the FFM which also served as 

a framework for the development of the ICD-11 

dimensional approach The FFM was a natural candidate 

given its robust representation in the literature and 

established connections to personality disorders.
25,26

 The 

Five Factor Model is most commonly assessed using the 

Revised NEO Personality Inventory (NEO PI-R) whose 

age-neutrality has been empirically validated.  An FFM 

count technique was developed that became a valid 

screening tool for the assessment of pathological 

personality traits in older adults.
27 

Studies on the face validity of DSM–5 categorical model 

demonstrate a bias against older adults. The Assessment 

of DSM–IV Personality Disorders (ADP–IV) is a self-

report instrument that allows for both a dimensional and 

categorical assessment of the DSM–5 Section II 

personality disorder symptoms. A study of the ADP–IV 

showed that dimensional PD items gave a more nuanced 

analysis of different personality disorder symptom 

presentation across age groups.
18

 

There are to date no instruments to screen the severity of 

later life personality disorders. A tool to detect older 

adults with severe personality disorders was developed 

via Delphi method, based on expert opinion. 

Psychometric properties were evaluated showing 

sufficient diagnostic accuracy. The tool could be used to 

detect older adults with severe personality disorders in 

order to refer them to highly specialized care in a timely 

manner.
1
 

In view of the DSM-5 dimensional approach (particularly 

criterion A) demonstrating age-neutrality, information 

from diagnostic instruments created for the AMPD model 

can be used to form an ICD-11 personality disorder 

diagnosis. For example, the Structured Clinical Interview 

for the DSM-5 Alternative Model of Personality 

Disorders (SCID-AMPD) operationalizes personality 

functioning according to the DSM-5 Level of Personality 

Functioning Scale (LPFS) along with the 25 DSM-5 trait 

facets. The LPFS score along with the 25-facet 

personality profile can be converted into an ICD-11 

Personality Disorder diagnosis using a “cross walk”.
6
 

It is also vital to also use other sources of information in 

order to complement the assessment and guide its 

interpretation. Older adults may have had several 
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treatments during their life therefore their medical and/or 

psychiatric records can provide insight into their 

personality traits and psychosocial functioning. Informant 

report can be useful in verifying life-events when sensory 

and cognitive impairment can impact on self-reports. Self-

reports can also be influenced by impaired self-awareness, 

severe psychopathology or an unwillingness to reveal 

information. Excluding medical conditions such as head 

trauma, is also advised.
20

 

Strengthening the evidence base for older 
people 

There is the challenge of comparing personality disorder 

definition in the DSM-5 with late life epidemiological 

studies relating to the DSM-IV. There is also the question 

of what appropriate diagnostic labels can be given to 

paranoid, schizoid, histrionic, and dependent personality 

disorders; research suggests that these diagnoses can 

increase over the lifespan. Clinicians need to have a clear 

view on how the DSM-IV and DSM-5 relate to each other 

on the subject of late life personality disorders.
23

 

Information on the course of personality disorders across 

the lifespan is deficient as a consequence of research 

being mostly in the form of reviews, editorials, 

comments, case reports and cross-sectional studies.
3
 This 

could explain why it is difficult to ascertain their onset 

and temporal stability. More research including 

longitudinal studies are needed to ascertain whether the 

dimensional models of DSM-5 and ICD-11 can reflect 

changing presentations of personality disorders over 

time.
28

  

Age-neutral measures are useful in that clinicians can rely 

on valid assessment instruments without having to adjust 

items to assess older adults. However, some clinicians 

may prefer measures validated for older people with items 

that explore the specific aging context. Further research 

and validation of such instruments are needed.
19

 

Investigating into previously examined instruments across 

various settings and cultures of older adults should also be 

carried out.
20

 

A screening tool to detect older people with severe 

personality disorders and to direct them to the appropriate 

level of treatment would be beneficial. Increasing our 

knowledge about criteria for different levels of treatment 

would improve the efficacy of treatment for patients.
2
 

Conclusions 

There is evidence of ongoing efforts to examine the age-

neutrality of existing diagnostic measures, design age-

specific tools and validate diagnostic tools in older adults. 

Poor awareness of personality pathology can drive up 

costs of mental health treatment due to time taken up by 

staff to manage issues caused by people with personality 

disorders, especially in long term care settings. A greater 

understanding of late life personality disorders can help 

professionals create effective management strategies in 

order that hospitalizations can thus be prevented. The 

dimensional models appear age-neutral and may be useful 

in later life. 
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Abstract 

COVID-19 has forced lockdowns and social distancing 

across the world. This has increased feelings of loneliness 

and reduced opportunities for physical exercise and 

environmental stimulation for the elderly. It was feared 

that all this would cause poor mental health in the elderly. 

However, well-designed studies reported that medically 

fit elderly and those without psychiatric comorbidities 

coped well with the pandemic. Cognitive flexibility, 

ability to regulate emotions and healthy lifestyle helped 

the elderly cope with this challenging situation. This 

article discusses the resilience measures used by the 

elderly to cope with the pandemic and make 

recommendations for use by the general population 

during the unprecedented situation caused by the COVID-

19 pandemic. 

 Key words 

COVID-19, coping, elderly, resilience 

 

Introduction  

COVID-19 has shaken the entire world with a devastating 

impact on both physical and mental health. The 

vulnerable and disadvantaged sections of the society have 

been worst-hit. The elderly are more vulnerable being 

susceptible to COVID-19 infection and its severe 

consequences because of their co-occurring chronic 

diseases.
1
 The immunological and hormonal changes 

associated with old age increase propensity for severe 

COVID-19 infections. These changes can trigger and 

worsen pre-existing mental disorders. Virus containment 

strategies like lockdown and social distancing took its 

emotional toll on the elderly. Forced isolation has reduced 

opportunity for physical exercise, limited emotional and 

psychological stimulation raising concerns about the 

mental health of the elderly.
1
  

Elderly and COVID-19 

The World Health Organization has declared the elderly 

at high risk for severe COVID-19. In addition to high risk 

of contracting the virus, the elderly when infected are 

more prone for serious symptoms.
2
 In the event of 

COVID-19 infection, the elderly face three times higher 

mortality rates than the general population.
3
 COVID-19 

infection is documented to worsen underlying medical 

and psychiatric comorbidities in this population. Also, 

those with medical and psychiatric conditions experience 

more severe symptoms related to COVID-19. 

Lockdown restrictions and elderly 

Local governments have imposed lockdowns with varying 

levels of restrictions to control the spread of the virus. 

Strict social distancing termed ‘cocooning’ was placed to 

contain the virus spread; in some areas the elderly were 

asked to go for ‘shielding’. Higher vulnerability to virus 

infection in addition to strict social distancing has led to 

loneliness and decreased opportunity for physical 

exercise. The prevailing sense of fear, anxiety and a 

looming sense of uncertainty increased the risk of mental 

disorders in the elderly population. Loss of stimuli for 

cognitive activities, emotional, psychological well-being 

could also serve as a precursor for cognitive decline, 

feelings of stress, symptoms of anxiety, depression,  

insomnia and post-traumatic stress disorder symptoms in 

the elderly. The predicted adverse mental health 

consequences on elderly prompted recommendations for 

monitoring mental health manifestations and interventions 

for the elderly.
2,4 

COVID-19 and mental health in the elderly 

Among the vulnerable elderly are those with severe 

mental illness, dementia and those staying in nursing 

homes and assisted care facilities.
1 

These elderly people 

are at high risk of experiencing mental disorders. In a 

recent study in the mental health condition of elderly with 

bipolar disorder during COVID-19, about 70% of patients 

reported being euthymic compared to 40% in the pre-

pandemic period. This study compared patient outcomes 

at baseline (pre-COVID-19) and during COVID-19 

outbreak.  

Perceptions of loneliness, tendency to adopt a passive 

coping strategy and neuroticism were associated with 

poor mental health.
5 

In a study in London related to 

ageing, about 13% of elderly reported worsening feelings 

of anxiety and depression when rated on Hospital Anxiety 

and Depression Scale during six weeks into the lockdown. 

Feelings of loneliness were the mediating factor for the 

subjective experience of anxiety and depression.
6 
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Mental well-being in elderly during COVID-19 

Research carried out in the initial COVID-19 pandemic 

revealed better mental health in the elderly than the 

young. Surveys carried out in the USA, Spain, Canada, 

and the Netherlands highlighted the lower incidence of 

anxiety, stress and depression symptoms in elderly than in 

young adults.
7
 Many hypotheses were generated to 

explain this seemingly unexpected finding; foremost 

being higher levels of resilience which mediated the 

capacity to generate an adaptive response to an evolving 

health emergency. The ability to regulate emotions, 

control stress reactivity is better in the elderly. Life’s 

experiences of downturns and positive coping memories 

with adverse situations somehow equip the elderly for 

handling adverse psychosocial problems in a much-

balanced manner. The positive psychological traits of 

extraversion, openness, agreeableness and 

conscientiousness, together with the cognitive capacity of 

self-reflection, spiritual view towards life, ability to have 

diverse points of view contributed towards enhanced 

resilience. Social skills of maintaining meaningful 

relationships further acted as a safety net against 

experiencing negative mental health consequences.
8
 More 

studies are needed to see if elderly are able to maintain 

psychological resilience in the subsequent waves of 

lockdowns. 

Resilience measures in elderly 

Resilience explains better coping with adverse situations. 

Active coping strategies such as sharing problems, having 

a network of meaningful relationships and harbouring a 

sense of social belongingness helped the elderly deal with 

the unprecedented conditions caused by the COVID-19 

pandemic. Also, regular physical exercise, healthy and 

nutritious dietary habits, and productive hobbies helped 

them manage themselves better.
9
 Better understanding of 

these resilience promoting factors can help devise mental 

health interventions for diverse populations in need. 

Lessons to be learnt from the elderly  

Ability to visualize positive aspects of things and ignore 

distressing experiences fosters a sense of satisfaction and 

wellbeing. The capacity to form meaningful and close 

relationships which enhances the sense of connectedness 

is again something to be learnt from the elders.
8
 Positive 

and meaningful relations generate a sense of 

belongingness; continuing to remain connected to one’s 

loved ones and friends even during physical distancing by 

using technology re-enforces the sense of psychological 

wellbeing.
1
  

Cognitive flexibility in terms of ability to have multiple 

views toward problems and alternative solutions is 

something which often the older adults foster. It means 

being able to adapt comfortably as per changing 

environmental situations.
9
 In addition to these 

psychological and cognitive ways of coping, one needs to 

adopt a balanced and nutritious diet, regular physical 

exercise and avoidance of substance use. Exercises to 

build strength, stretching exercises and aerobics are 

known to have beneficial effects on body and mind. 

Survey carried out by Centre for Disease Control has 

indicated lower rates of substance abuse in elderly 

compared with younger population during the COVID-19 

pandemic.
7 

Lower rates of substance abuse is known to 

promote mental wellbeing.  

Many elderly lead a life of constant learning and growth 

by indulging in constructive hobbies like painting and 

music. Regular yoga, pranayama and mindfulness also 

foster physical and psychological wellbeing, increasing 

coping capacity during stressful life events.
1
 An open and 

positive attitude towards life with the capacity to accept 

and move ahead is something one needs to learn from the 

elderly.
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Abstract 

The 2019 coronavirus pandemic is caused by Severe 

Acute Respiratory Syndrome Coronavirus-2 (SARS-CoV-

2) that represents the causative agent of a potentially fatal 

disease of great global public health concern. The last 

eleven months have marked the emergence of a 

worldwide threat to health which has placed the world on 

its knees. The disease has crippled billions in public 

health, the economy and everyday lives. While the virus 

is seen as a global public health pandemic, senior citizens 

are at a clearly identified increased risk. The World 

Health Organization has declared the elderly at high risk 

for severe COVID-19. In addition to high risk of 

contracting the virus, the elderly are more prone to serious 

symptoms of the infection along with a higher mortality 

rate than the general population. As the number of 

COVID-19 cases keeps on increasing in the world, it is 

time that we should focus on the course of SARS-CoV2 

infection and its implications in the elderly. This article 

discusses the immunopathogenesis and symptomatology 

of the infection caused by SARS-CoV-2 in geriatric 

population and hence the care and support required by 

this vulnerable group during the unprecedented situation 

caused by the COVID-19 pandemic. 
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Introduction  

COVID-19 is a respiratory illness caused by one of five 

human coronaviruses of the genus Betacoronavirus, 

SARS-CoV-2. Till date there have been 5 million 

confirmed cases of COVID-19, including more than 1 

million deaths as reported by WHO.
1  

Unlike other respiratory diseases that have a lethality curv

e in the "U" type, COVID-19 mortality increases 

with age, 

where children were found to be less vulnerable to death 

as compared to elderly population due to their effete 

immune system and often association of underlying 

diseases like hypertension, diabetes, cardiovascular and 

lung diseases.
2
 The highest lethality of COVID 19 has 

been reported among older people. 

Despite the reports of increased vulnerability, and more 

severe after infection leading to greater mortality, 

literature on geriatric patients with COVID19 has 

remained very scarce. 

Susceptibility in elderly 

Though COVID-19 infection affects all age-groups, but it 

appears to be more severe in elderly adults.
3 

Several 

conditions are linked to increased virus susceptibility in 

COVID-19 infection. It has been shown that COVID-19 

infection has distinctive behavior among elderly adults 

where it induces severe infection as compared with 

children and young adults where none or mild infection 

occurs.
4
 

It is noteworthy that more severe infection and poorer 

outcomes can be attributed to vigorous and un-

controllable active pro-inflammatory immune responses 

in elderly and weak adults along with impaired anti-

inflammatory responses in such population.
5
 It seems that 

very high pro-inflammatory cytokine release, which is 

described as cytokine storm, is a pivotal 

pathophysiological mechanism in elderly COVID-19 

patients.
6
 

The exact underlying mechanism of cytokine storm in 

elderly adults with severe COVID-19 infection is far from 

clear. However, it is likely that “cytokine storm” 

phenomenon in elderly patients with severe COVID-19 

infection is associated with many age-related 

pathophysiologic processes, including alteration of 

angiotensin-converting enzyme 2 (ACE2) receptor 

expression,
7
 excess reactive oxygen species (ROS) 

production,
8
 alteration of autophagy,

9
 the inflammatory 

phenotype of senescent cell activity, particularly adipose 

tissue,
10

 immune-senescence,
11

 as well as lack of vitamin 

D content.
12

 The poor outcome in such population can 

also be attributed age related co-morbidities like heart and 

lung disease, diabetes, dementia and the associated 

polypharmacy.
13-16

 These cumulated factors are expected 

to result in increased morbidity and mortality in our older 

populations. 

Immunopathogenesis 

a. Disrupted immunologic responses 

It is reported that up to 85% of infected individuals 

usually had mild to moderate infections, about 10% had 
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serious infections and about 5% died due to severe 

infections.
17-19

 This 5% category of seriously ill patients 

included elderly and adults with comorbidities such as 

heart disease, diabetes, lung diseases etc. The reason 

behind the severity of infection could be due to 

immunopathogenic or extreme inflammatory response 

contributing to critical cases and death. The course of 

action of the virus in the human body is that when the 

virus reaches the cells, it presents its antigen to the 

antigen presentation cells (APC), which are key regulators 

of body's anti-viral immune system. Major 

Histocompatibility Complex presents antigenic peptides 

where SARS-Co-V antigen presentation relies primarily 

on MHC-I molecules but MHC-II also contributes to its 

presentation.
20

 Normal antiviral immune response 

involves the activation of the immune system's 

inflammatory pathways; which, if left unregulated, can 

mount aberrant or exaggerated host immune system 

response which may lead to severe disease.
21

 An integral 

part of the inflammatory process is cytokines released by 

many immune cells, including the innate macrophages, 

dendritic cells, natural killer cells, and the adaptive T and 

B lymphocytes. Several studies reported most patients 

with severe COVID-19 exhibit markedly increased serum 

levels of pro-inflammatory cytokines, including; IFN-α, 

IFN-γ, IL-1β, IL-6, IL-12, IL-17, IL-18, IL-33, TNF-α, G-

CSF, GM-CSF, IP10, C-reactive protein (CRP), MCP1, 

and MIP1α.
22-24 

It is necessary to mention that this cytokines storm 

directly may lead to immune cell death, tissue damage, 

and respiratory shut down.
6
 This rise in cytokines results 

in the influx of different immune cells such as 

macrophages, neutrophils, and T cells from circulation 

into the site of infection with devastating effects on 

human tissue ranging from endothelial cell destabilization 

to cell interactions, vascular barrier damage, capillary 

damage, diffuse alveolar damage, multi-organ failure, and 

eventually death. It was observed that ARDS, pneumonia 

and multi-organ dysfunction are the main immune-clinical 

symptoms of COVID-19 infection. Several 

studies evaluating cytokine profiles in COVID-19 patients 

indicated that the cytokine storm was specifically 

associated with lung damage, multi-organ failure and 

extreme COVID-19 adverse prognosis.
25-30 

b. Angiotensin-converting enzyme 2 receptor (ACE2) 

in elderly 

The renin-angiotensin system (RAS) is an important 

regulator of several physiologic events, including 

cardiovascular and blood volume, natriuresis, diabetes, 

chronic renal disease, hepatic fibrosis and it is 

demonstrated that the highest expression of ACE2 is in 

the lungs (type II alveolar epithelial cells), kidney, heart, 

and also vascular beds.
31,32

 This system is composed of 

two different pathways, including (ACE/Ang II/AT1) 

pathway; and (ACE2/Ang 1–7/Mas) pathway.  

Recently, it is well accepted that ACE2 on lung epithelial 

cells are the entry-point receptors for COVID-19 

particles.
33 

Chen and colleagues in 2020 found markedly 

higher expression of ACE2 in Asian females compared to 

males. Furthermore, they found an age-dependent decline 

of ACE2 expression, and also a highly significant 

decrease in type II diabetic patients. Additionally, they 

established a negative correlation between ACE2 

expression and COVID-19 fatality.
34

 

Various studies have suggested that ACE2 pathway has 

anti-inflammatory effects.
31,35 

Several studies identified 

age-related decline of ACE2 expression.
35,37

 Thus 

increase concentration of ACE2 receptors in lung 

epithelial cells in children and young adults may have a 

protective effect on severe clinical manifestations due to 

COVID-19 infection. Therefore, it is highly likely that 

low ACE2 expression during aging can lead to cytokine 

storm and lung shut down.
33,36

 

c. Increase ROS production in elderly 

It is well accepted that ROS considered as a signaling 

molecule (at low concentrations), and also as a mediator 

of inflammation (at high concentrations).
37

 The main 

sources of ROS are mitochondrial respiratory chain and 

NADPH oxidase.
38 

Excess ROS production during aging 

can turn on an inflammatory machine and subsequently 

increased release of pro-inflammatory cytokines, 

including TNF-α, IL-1β, IL-2, IL-6, and adhesion 

molecules. The excess ROS production in aging can 

initiate the proinflammatory generation through activation 

of multiple transcription factors, including human 

polynucleotide phosphorylase (hPNPaseold-35), nuclear 

factor kappa B (NFκB), activator protein 1 (AP-1), 

specificity protein 1 (Sp1), peroxisome proliferator-

activated receptors (PPARs).
39,40

 

d. Senescent adipocytes in elderly  

Adipose tissue is a dynamic structure that plays an 

important contribution in modulating of metabolism and 

inflammation. It is highly likely that adipose tissue 

dysfunction (for instance obesity during aging) is 

associated with chronic inflammation in aged subjects.
41 

Senescent cells accumulate with aging in many animal 

and human tissues, leading to chronic inflammation and 

organ dysfunction.
42

 Additionally, senescent cells can 

release pro-inflammatory cytokines, including IL-1α, IL-

1β, IL-6, IL-8, IL-18, CCL2, TNF-α, granulocyte 

macrophages colony-stimulating factor (GM-CSF), 

growth regulated oncogene (GRO), monocyte 

chemotactic protein (MCP-2, MCP-3), MMP-1, MMP-

3.
43, 44 

Therefore, the elevated release of pro-inflammatory 

cytokines by senescence adipocytes possibly leads to the 

elevated risk of the cytokine storm in COVID-19 

infection in poor prognosis patients. 

e. Immunosenescence and inflammaging 

The potential interpretation of the pattern of COVID-19 

infections and possible explanation of differences in 

reactivity of immune responses in elderly and young 

adults is based on the phenomenon "Immunosenescence" 
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and "Inflammaging”. The immune system of older adults 

undergoes numerous age-related changes, collectively 

termed as immunesenescence.
45

 In addition, continuous 

production of inflammatory mediators and cytokines in 

elderly is known as inflammaging.
46,47

 Immune responses 

in older adults are slower, less coordinated, and less 

efficient, making older adults more susceptible to 

emerging infections. The development of naive T and B 

cells decreases in old age and the role of innate immune 

cells is impaired; thus, during an infection, cells involved 

in innate immunity are not activated effectively and 

progression to an adaptive immune response does not 

occur in a coordinated way.
48

 A complex network 

between innate and adaptive immune effector cells is 

crucial for a competent response against microbes. 

Antigen presenting cells (APCs) play a significant role in 

recognition of microbes through toll-like receptors 

(TLRs), causing secretion of different cytokines and 

synchronising effector functions. Both expression and 

downstream signalling of TLRs seem to be impaired in 

elderly people leading to an improper immune 

response.
49,50 

Moreover, aberrant ciliary function and ciliary 

ultrastructural anomalies might inhibit the clearance of 

virus SARS-CoV-2 particles in older adults.
51

 These 

changes decrease the efficacy of viral clearance and 

increase the risk of triggering a dysregulated immune 

response in which activated immune cells release 

cytokines extensively, resulting in a cytokine storm.
52

 

Chronic subclinical systemic inflammation, also known as 

inflammaging, is another well-recognized function of 

ageing immunity. Inflammation is a major pathogenic 

process in COVID-19, which has led to the worse 

outcome in elderly COVID-19 patients.
53

 Unlike the 

elderly population, healthy adults have intact innate 

immunity along with adequate humoral and cell-mediated 

immunity. The net effect is that their immune system will 

restrict the progression of infection and develop recovery 

within 2-3 weeks of the onset of 

symptoms. These patients, therefore, recover from mild-

moderate infection.  

Nevertheless, this scenario does not explain why children 

do not develop the same immunopathogenic course as 

seen in older patients taken that children, in general, are 

more prone to develop pneumonia than older individuals. 

The potential reason for this finding is that kids are less 

capable of mounting a destructive and robust assault on 

alveoli and lung interstitial tissue which is cell mediated. 

This may be due to the absence of memory cells unique to 

other circulating coronaviruses that are common to adults. 

In adults, such memory cells are assumed to be abundant 

as they have been exposed to several respiratory 

infections induced by common flu-causing coronaviruses, 

whether symptomatic or asymptomatic.
54

 

f. Autophagy mechanism in elderly 

Autophagy is a conserved pathway of catabolic turnover 

in which cellular material is delivered into the lysosomes 

for degradation in eukaryotic cells. Autophagy process is 

related to the maintenance of cellular homeostasis, and its 

dysregulation could lead to the development of several 

aging-related pathophysiological diseases.
55

 It is observed 

that autophagy process decreases during aging and as a 

result leads to the accumulation of damaged 

macromolecules and organelles. The decline of autophagy 

during aging can induce dysfunctional mitochondria, and 

subsequent increased ROS production.
56

 Although, the 

exact underlying mechanism of how the decline in 

autophagy and a rise in ROS levels during aging can 

elevate pro-inflammatory cytokine release is not clear but 

it is evident that there is crosstalk between the decline of 

autophagy pathways and elevated ROS levels during 

aging that can imbalance the immune system activity of 

elderly adults.
57 

g. Vitamin D deficiency in elderly 

Vitamin D can modulate both innate and adaptive 

immune responses. Elderly adults are at risk for vitamin D 

deficiency due to several factors, including decreased pre-

vitamin D production, poor skin integrity  

decreased dietary intake of vitamin D, increasing 

adiposity, obesity, decreased renal function, as well as 

less time spent outdoors.
58

 Vitamin D deficiency has been 

linked to various aging-related inflammatory diseases, 

including rheumatoid arthritis, asthma, inflammatory 

bowel disease, multiple sclerosis, cardiovascular disease, 

hypertension, diabetes mellitus, and 

cancer.
59

Additionally, there is a correlation between 

vitamin D deficiency and risk of respiratory tract infection 

such as COVID-19.
60 

Symptoms in elderly 

Predominant symptoms in COVID-19, include fever, 

cough, and myalgias. However, diarrhoea and nausea may 

precede fever and respiratory symptoms.
61

 Apart from 

these, the less common symptoms include loss of taste or 

smell, nasal congestion chills or dizziness, persistent pain 

or pressure in the chest, nausea or vomiting.
62,63

 Although, 

fever is the most common symptom and is a key method 

of screening for COVID-19, but fever response is often 

blunted in older adults, especially in those who are frail. 

In addition, cough and shortness of breath may present as 

a decline in function, such as impaired mobility or falls, 

or confused with an exacerbation of heart failure or 

COPD rather than a distinct new complaint.   

It is now widely accepted that one of the common 

presenting symptoms of older people affected by COVID-

19 is delirium.
64

 In frail patients, delirium is commonly 

hypoactive or mixed and can go undetected. But older 

adults may have none of these characteristics. Instead, 

they may seem "off" - not acting like themselves - early 

on after being infected by the coronavirus. They can sleep 

or quit eating more than normal. They can appear oddly 

apathetic or confused, losing their surroundings 

orientation. They may become dizzy and fall. Sometimes, 

seniors stop speaking or simply collapse.
65

 Older adults 

with dementia present unique challenges, including 

symptom assessment and isolation strategies. 
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Conclusion 

It is important that we create opportunities to foster 

healthy ageing during this pandemic. Elderly patients, 

who are particularly susceptible to the adverse clinical 

outcomes in SARS-CoV-2 infection, pose a greater 

challenge where immunosenescence and comorbid 

disorders are more likely to produce viral-induced 

cytokine storm that causes life-threatening respiratory 

failure and multisystemic involvement. Unfortunately, the 

effectiveness of vaccines among older people against 

influenza-like illness has been reported to be reduced in 

comparison with younger subjects, reflecting an 

impairment of both effector memory T cells and efficient 

B cells.
66,67

 

Therefore, early diagnosis and individualized therapeutic 

management should be developed for the geriatric 

population based on the personnel medical history and 

polypharmacotherapy. The development of new 

therapeutic approaches is urgently needed, and one 

alternative is to target the mechanisms of autophagy. 

Modulation of autophagy to restore homeostasis in the 

immune response to COVID-19 represents an important 

challenge and future studies are needed to improve 

knowledge of such mechanisms, as well as clinical trials 

to test drugs that target autophagy. However, prevention 

is the best and most effective approach for older adults 

and before more improvement in care is developed, it is 

recommended that the elderly population remain sheltered 

during COVID-19 outbreaks. Future vaccination 

strategies that will aim to elicit strong protective antibody 

responses in older adults, using age-appropriate adjuvants 

and anti-viral and immunomodulatory treatments are 

currently an area of intense study.  
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Abstract 

Background: There is a need for a short quality of life 

measure for use in day to day psychiatric practice in 

Bengali language. We intended to translate Recovering 

Quality of Life (ReQoL) scale 10-item version to Bengali. 

Method: Translation and linguistic validation process 

used was suggested by Oxford University Innovation. It 

included forward translation, reconciliation, back 

translation, pilot study involving patients, discussion on 

the feedback from the patients, developing a consensus 

version and proof reading. Results: The emphasis during 

translation was on maintaining the conceptual and cultural 

appropriateness of the final version. The process involved 

many changes considering feedback from the patients 

during pilot testing. This led to the translated version 

being more appropriate and acceptable to patients with 

mental illness. Conclusion: The Bengali version of 

ReQoL-10 scale appears to be linguistically acceptable 

and is expected to be useful for Bengali speaking patients 

with mental illness. 

Key words 
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Introduction  

Quality of life (QOL) is a broad concept in which World 

Health Organisation (WHO) considers a person's physical 

health, psychological state, personal beliefs, social 

relationships and their relationship to salient features of 

their environment.
1
 Among the available QOL scales 

though WHO-QOL and WHOQOL-BREF have Bengali 

versions,
2,3

 applying them in daily clinical practice is 

often cumbersome and time consuming. Hence, a short 

scale on QOL with cultural appropriateness would be very 

useful in the current clinical and research context specific 

to mental health.  

Recovering Quality of Life (ReQoL) scale for use in 

mental health has a brief 10-item and a 20-item measure 

along with a question for physical health.
4,5

 The brief 10-

item ReQoL has been translated to a few other major 

Indian languages and pilot tested with patients, 

establishing their linguistic validity.
6–11

 
 
We intended to 

translate ReQoL 10-item version to Bengali.  

Bengali (also known as Bangla) is a globally 

acknowledged language which is used and spoken by 

nearly 250 million people.
12

 Other than parts of India 

(mainly West Bengal, with approximate population of 100 

million), it is the official language of the Republic of 

Bangladesh. Many people who migrated from both the 

countries India and Bangladesh to the other parts of the 

world use this language in their everyday life.  

Methodology   

The translation to Bengali from the original English 

version was carried out using the standard procedure 

(Translation and Linguistic Validation Process) as 

suggested by Oxford University Innovation.
9 

The process 

was completed in the following steps: Forward 

translation, forward translation reconciliation process, 

back translation and finally a pilot study involving 

patients. This led to a discussion on the feedback from the 

patients and arriving at a consensus on each question. The 

agreed changes were applied to the translation and a final 

draft of translation was prepared. It was supported by the 

proof reading from an expert in Bengali language.  

The translation team included in-country investigator, co-

investigators, four independent translators and a proof-

reader from India. All the members were bilingual 

(Bengali and English), and well conversant in both the 

languages.  

During translation process, special emphasis was given on 

conceptual equivalence, neutral wording and phraseology 

that will exactly incorporate the cultural nuances in 

Bengali speaking people. All the translators were 

especially requested for the same.  

Mother tongue of all the patients who participated in pilot 

study was Bengali; they read, write and speak in Bengali. 

All of them had education in Bengali medium up to high 

school level of education. Anonymity, options to opt out 

and other ethical guidelines were adhered to. They 

provided written informed consent to participate in the 

study. 

Results  

Step 1: Forward Translation  

The forward translation was done by two bilingual (fluent 

in both English and Bengali) translators, independently. 
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One of them was a consultant psychiatrist and other one 

an expert in Bengali language. The forward translation 

was done with ease as both the phrase and concept of 

QOL is well understood in Bengali language and culture.  

Step 2: Forward translation reconciliation process:  

Reconciliation process following forward translations 

showed that item-3 (I felt unable to cope) was translated 

in Bengali as ‘difficulty in coping with mental stresses’. 

As the original question did not have an object; following 

discussion, the translation was changed around to the 

inability of the patient to cope. In the reconciled version 

the focus was re-established to the patient being unable to 

cope. There are few other minor points regarding the 

tense of verbs, which were easily modified.   

Step 3: Back translation of reconciled version:  

There were no major issues following back translation to 

English. The back translated version in English was 

similar to the original English version.  

Step 4: Pilot testing:  

Pilot testing was conducted with five monolingual 

patients; their profile is given in Table 1. The patients 

found the items understandable and were able to complete 

the scale in about 4-5 minutes. However they suggested 

modifications in eight out of eleven questions to make it 

more comprehensible for the patients. Their responses 

regarding the items in questionnaire are summarised in 

Table 2.  

  

Table 1. Patients profile, clinical diagnosis and ReQoL Scores  

Patient Age Gender  Diagnoses  ReQoL score 

1 42 F Depression and cervical spondylosis  14 

2 48 F Recurrent depressive disorder, current episode severe depression 

without psychotic features 

08 

3 28 F Paranoid schizophrenia 14 

4 34 M Moderate depression with somatic features 11 

5 24 M Severe depression without psychotic features  08 

     

. 

 

 

 

Table 2: Suggestions following pilot testing 

Question Suggested modification in Bengali  

1 Rojkar kaaj shuru korte aamar osubidhey hoyeche  

2 Aamar mone hoy aami onyoder upor vorsha raakhte perechilam 

3 Aami maaniye nitey parchilam naa 

4 Aami ja ja korte cheyechilam, korte perechilam 

5 No changes suggested  

6 No changes suggested 

7 Aami ja ja korechilam, ta vaalo legechilo  

8 Aami aamar vobishyot somporke ashabaadi chhilam 

9 No change suggested  

10 Aamar nijeke niye atmabiswasi laagchilo  

11 Doya kore ….( ….ba saririk vaabe osustho bodh kora)…  

  

Step 5: Review after pilot testing:  

In the pilot testing phase, the patients faced multiple 

difficulties in different questions. In the first question, the 

Bengali word ‘rojkaar’ is a better representation (both in 

terms of frequency of usage and culture appropriateness) 

than ‘protidiner’ to represent the word ‘everyday’. In 

question 2, ‘perechhi’ has been replaced by ‘perechhilam’ 

as the questionnaire is meant to assess the condition of 

patient in last week, i.e. the question should be asked in 

past tense where the word ‘perechhilam’ is a better 

representation. 

In question 3, rather than a more psychological state 

specific response mentioning ‘….boley amar mone 

hoyeche…’ where the patient perceives as if he is not 

been able to cope, which has been replaced with phrase 

‘aami maaniye nitey parchilam na’ which is more direct 

and clear, where the patient clearly says he/she was 

unable to cope, with everything, without any certain 

specifier, to give an all-inclusive impression.  

In question 4, rather than ‘aami ja korte chaichilam, taa 

korte perechi’ it has been suggested as ‘ja ja korte 

cheyechilam’ where by repeating ‘ja ja..’ its puts 
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emphasis and includes all the possible factors/scenarios, 

and ‘perechilam’ specifies the past tense as needed in the 

original version of questionnaire over ‘perechhi’ which 

suggests more of a present and continuous process.  

Similarly, question 7 has been changed into past tense, 

and in question 8 ‘aami aamar …’ was made over 

‘aamar…’ to make it more clear and putting emphasis on 

self. In question 10 too, the importance was given more 

on self to get the full essence of ‘self-confidence’. Minor 

grammatical change has been made in question 11 

keeping the rest same.  

Following the review translation was updated and the 

final consensus version was prepared.   

Step 6: Proof reading:  

The consensus version was proof-read by a Bengali 

language expert, who observed no further changes 

required about grammar and language.  

Discussion  

This study translated and linguistically validated ReQoL 

in Bengali language, following the translation and 

linguistic validation process suggested by the Oxford 

Innovation.  The forward translation and reconciliation 

was rather straight forward. However following the pilot 

study involving five patients, there were considerable 

changes to the three out of eleven items.  The focus was 

on the easy comprehensibility by the patients in clinical 

scenario, especially those who were at the lower level of 

education.  

The changes made the translation more conceptually and 

linguistically valid while allowing for the colloquial use 

of Bengali language. It was appreciated that scale could 

be adapted easily to Bengali language and could be used 

in people with different ethnic and cultural background. 

Result of this study is in line with other translated version 

of the ReQoL scale suggesting that ReQoL scale in 

different major Indian languages can be used in 

psychiatric patients.  

Conclusion  

The Bengali version of ReQoL scale appears to be 

linguistically acceptable for Bengali speaking patients 

with mental illness. It is recommended that the Bengali 

version of ReQoL should be validated in a larger sample 

of psychiatric patients with various diagnoses. 
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Abstract 

Background: Although caregiving is a positive 

experience, it becomes burdensome in many situations. 

Elderly mentally ill patients are mostly cared by their 

families and it could be a stressful experience sometime. 

Objectives:  This article discusses magnitude of current 

issues related to caregiving, with a primary focus on India; 

it also explores the impact of caregiving on caregivers and 

the remedial measures. Method: Literature review based 

on relevant publications in electronic databases. Result: 

While most of the elderly are being cared for by their 

family members, it is a challenge in most situations. There 

are associated complexities such as multimorbidity, 

stigma, burnout and abuse. Stress and depression are 

common in caregivers. There is some clarity related to the 

contributing factors of caregivers’ burden. There are many 

interventions reported which can be implemented by the 

clinicians and family caregivers; which can be primarily 

summarised as providing information, respite care, stress 

management, interventions for depression, community and 

social support, etc. Online training and support systems are 

also possible options. Conclusion: There is a need to 

refocus attention to the issues faced by family caregivers, 

and to take steps to ease their burden, which has the 

potentiality to improve the care of the elderly. 

Key words 

Aged, Caregivers, Dementia, Depression, Family, Mental 

Health 

 

Introduction  

It is well known that all over the world most elderly people 

are taken care of by their family members, although the 

extent varies depending upon the situations. Taking care of 

elderly family members has many facets, happiness to 

burden. Care needs for the older adults are increasing not 

only in the families but also in the communities. There are 

many reasons for this. Old age population is increasing 

along with life expectancy. As an illustrative example, in 

2020, life expectancy in India was 71.8 years for female, 

69.2 years for male, and 70.4 years for both, which has 

17.7% of World population with around 1.38 billion 

people.  Those aged 60 years or above were 8.6% in 2011,1 

around 10% in 2018,2 and has been projected to increase to 

nearly 19% in 2050.3 

Increasing age leads to more care needs as functional 

impairments and ill health gradually accumulate and 

dependence on the caregivers increase. In line with 

longevity, number of older adults with mental health 

problems is increasing too, especially those with 

depression, and dementia. In this regard it can be expected 

that the care needs gradually increase from youngest-old 

(older adults between 65 and 74 years) to middle-old (75 

to 84 years) and oldest-old (85 years or above), as the older 

adults are usually categorised.4 

It is a common observation that most beds in general 

hospital are now occupied by people above 60. Care homes 

and old age homes are increasing in number, but they 

cannot cater to the growing needs, people may not afford, 

and their quality of care is debatable.5 In most scenarios, 

older adults would like to live in their own homes till their 

demise; for various reasons, e.g. memories, emotional 

attachments, to be with family. So most elderly live with 

their family and their care needs are addressed by their 

family members. However, situations are changing; many 

younger family members now-a-days live away for work, 

which sometimes leads to older people being alone at 

home, taking care of themselves. Besides living away, 

many younger members are busy in their works and have 

less time for the elderly.  It is not surprising that the 

stresses, loneliness, helplessness of elderly are increasing; 

group or social activities and interactions are coming 

down.   

Considering above issues there is a need to review the 

current situation. Family caregivers play a curial role in 

supporting and caring for their mentally ill relatives. This 

paper intends to explore the concerns related to care of 

older adults with mental health problems focusing 

specifically on depression and dementia. The impact of 

caregiving on caregivers, and the remediation action that 

can be taken about this to support caregivers are also 

elaborated.  

Method 

For a narrative clinical review, relevant literature was 

searched from electronic databases mainly PubMed and 

Google Scholar. Additional searches were carried on 
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specific topics related to caregiving. Although the focus 

was on Indian scenario, related research worldwide was 

included.   

Results  

Data from the 75th Round National Sample Survey (NSS), 

India (November 2019) of 42,762 elderly individuals 

(60 years or above) suggested that more than a quarter 

(27.5%) of older adults aged 80 years and above are 

immobile; and 6.6% of elderly female and 1.6% male live 

alone. Half of male and 90% of female older adults are 

financially dependent on others and more so in poorer 

economic quintiles; and only 18.9% of the elderly had 

health insurance though chances of facing massive health 

expenditures were high among the elderly.6 

Magnitude of the old age-related mental health 

problems 

Dementia: Global prevalence of dementia in the elderly is 

around 5–7%.7 In Kerala, India it has been reported to be 

3.2%.8 Another study in rural India reported the prevalence 

of dementia among elderly to be 3.1%.9 India is expected 

to have one of the largest numbers of elders with dementia. 

In 2015, an estimated 4.1 million persons aged over 60 

years had dementia in India. This is estimated to rise to 

6.35 million by 2025 and to 13.33 million (1.3 Crore) by 

2050.2 

Depression: Depression prevalence is higher in elderly 

compared to the younger population and there are more 

physical comorbidities of depression in elderly. A meta-

analysis of 74 studies, including 487,275 elderly 

individuals found the worldwide median prevalence rate of 

depressive disorders as 10.3%. This study indicated a 

comparatively higher prevalence of geriatric depression in 

India (median 21.9%).10 Another systematic review 

reported the prevalence of depression among Indian elderly 

population as 34.4%.3 A study evaluating psychiatric 

disorders in elderly from the Indian sub‐continent living in 

Bradford, UK reported depression in 20%, dementia in 4% 

and anxiety neurosis in 4%.11 

That is the magnitude of dementia and depression in 

elderly in India. But that is not all the psychiatric problems 

in old age. Anxiety disorders, loneliness, suicidality is 

common too. There are many stresses which are more 

common in old age such as of bereavements and loneliness. 

For each person with these problems there is a family that 

is taking care of them, usually one of the family members 

having most of the responsibilities.  Cumulatively 

speaking, this is the scenario in millions of families taking 

care of an elderly family member.  

Complexities of caregiving 

There are many aspects of caregiving. These are often 

linked to the needs of the older adults and could be quite 

unique to an individual. In general, the issue of physical 

and mental health, activities of daily life (ADL), frailty, 

multimorbidity, diet, are commonly in the forefront. There 

are some issues that need to be attended in extremely ill or 

frail elderly. These are related to availability and ease of 

accessing emergency services, support in the night, and 

support related to specific disease conditions. Non health 

related care issues are financial aspects, cost of care, cost 

of treatment, etc. so it is not just health it is an all-

encompassing support for an older person with functional 

disabilities.  So, the needs can be multifocal, and the 

complexities of care can be challenging and may need 

more than one caregiver. 

One of the issues which can really complicate the 

caregiving and need to be considered is multimorbidity; 

which is extremely common, and it impacts caregiving 

negatively. Sensory deficits, such as difficulty in hearing 

or seeing, make caring more difficulty and the 

communication becomes problematic between the 

caregiver and care-recipient. It demands for more 

resources, and it is more so for those with psychiatric 

disorders. Caring can be challenging when multiple 

comorbid conditions exist.  

Stigma is very common and impacts on help-seeking by the 

family. Family caregivers while taking high level of burden 

of mentally ill elderly at home often experience stigma.12 

Mentally ill people themselves face the impact of stigma 

themselves. Their struggle is marginalized, undervalued, 

and often is invisible even to health professionals. 

In a study in Thiruvennainallur, India, caregivers strongly 

felt that caregiving is an integral part of Indian culture, but 

they are not adequately trained in caregiving and it 

interfered with their personal and professional life. They 

also informed that elderly people prefer home-based care 

and the caregivers preferred government owned public 

health facility locally for medical care.9 

Typical caregiver 

Based on the studies, a typical caregiver in family is likely 

to be a female, spouse, housewife, unwell themselves, 

tired, and have poor sleep. Many caregivers report 

problems in the family. Most of them feel that they are 

failing to cope. In a group intervention study for carers in 

India it was observed that 43% were spouses, 35% were 

adult children of the patient and 23% were ‘other’ 

(daughters-in-law, sons-in-law, brothers/sisters, friends, 

neighbours and other attendants).13 Similarly in Italy, 

caregivers of patients with Alzheimer's disease (AD) were 

usually female (64%), mean age of 56.1 years, daughters 

(70.5%), pensioners and housewives (30%).14 A typical 

carer of older elderly persons (aged 80 years or above) 

admitted in hospital, was a female aged 50 years plus; one 

in five had fair or poor health themselves; one quarter of 

them spent at least 8 hours per day caring, having only a 

few persons available to help them; and they reported mild 

to moderate stress.15  

Joys of caregiving 

Caregiving is a positive and emotionally enriching 

experience. There is a sense of worth, fulfilment among the 

caregivers. It is associated with happiness and described as 

soul enriching activity. There are many positive constructs 

22 



Journal of Geriatric Care and Research 

 
 

in caregiving reported from studies involving caregivers of 

dementia. These are spirituality, resilience, rewards, and 

meaning in line with positive psychology theory.16 A study 

in Netherlands reported that caregivers were happier than 

non-caregivers, when the care was around 6 hours a week; 

whereas more than 11 hours of caregiving a week had 

negative influence on the levels of happiness.17 

Although family caregivers of people living with dementia 

have both positive and negative experiences of caregiving, 

but mostly negative aspects have been reported in 

literature. The positive aspects of caregiving are not given 

its due importance, they are not highlighted. Most of the 

assessment instruments on caregiving assess stress, 

however now there are instruments to measure positive 

aspects of caring for persons with dementia. There is need 

for more generic instruments that can be used in different 

situations. It is important that positive outcomes in 

caregiving should be given their due importance. Future 

research should aim to include appropriate measures in 

interventional research to facilitate a greater understanding 

of the positive aspects of caregiving and how these 

contribute to well-being.16 

Impact of caregiving 

Caregiving can be a challenging experience. Caregiving 

becomes stressful in various conditions, e.g. being 

responsible all the while, long hours of caregiving with no 

adequate rest, when the caregivers own work, hobbies, 

social activities are affected; when there is no scope of 

sharing, no time for self, when others take it granted, etc. 

Most of the time their work is not recognised, and they get 

no positive feedback about their contribution.   

The impact of caregiving may manifest in stress symptoms, 

anxiety, worry, depression and burnout and other physical 

or mental health symptoms.  In some cases, it leads to 

abusive behaviour of the caregivers towards the elderly 

themselves. It is obvious stress of caregiving affects their 

quality of life. A study in Lucknow, India involving 

caregivers of patients with dementia reported that all key 

caregivers felt mild to moderate level of burden. Mean 

scores on physical, psychological, social relationship and 

environmental quality of life (QOL) were found to be on 

lower side, and a negative correlation was found between 

burden and QOL.18 

In another study in India, caregivers presented a number of 

emotional and cognitive issues related to caregiving, such 

as anger, sadness, frustration, embarrassment, 

hypervigilance, acceptance, denial, disbelief, blame, and 

curiosity. They had concerns about the future of the elderly 

person especially about ADL, deteriorating biological 

functioning (sleep, appetite, bowel/bladder), ability to take 

basic household responsibilities and socialisation. Some 

other concerns were difficulty understanding erratic 

behaviour and increased dependence on adult children and 

extended family. Specific worries of female caregivers 

were burden of increased responsibility, loss of sense of 

protection and security, financial insecurity, and stigma of 

being blamed for spouse’s condition. Comparatively male 

caregivers’ concerns were difficulties with household 

chores and a loss of routine. Some family members were 

found to be extremely critical of their ill elderly relative 

and were angry at the degree of deterioration, even though 

they understood the cause. They considered aged family 

members as a responsibility, and seemed to be resigned to 

their role as caregivers.13 

In a study of caregivers of patients with AD, 53% had little 

time for themselves, 55% observed worsening of health, 

56% are tired, and 51% are not getting enough sleep. 

Overall, 55% have problems with the patient's family 

and/or their own family, and 57% at work. Furthermore, 

29% felt they are failing to cope with the situation and 

wished to move away from home.14 

Mental health of caregivers 

Burnout 

Burnout a psychosocial syndrome that arises in response to 

chronic and interpersonal stressors is a common outcome 

of the stress of caregiving. Burnout affects caregivers’ 

quality of life and can lead to poor caregiving, depressive 

and anxious symptoms in the older adults who are the care 

recipient. Sometimes the burnout can lead to abusive 

behaviour by the caregivers.19 Three dimensions of burnout 

syndrome has been described in the caregivers: (i) 

emotional exhaustion (lack of energy and enthusiasm, as 

well as no emotional resources), (ii) depersonalization 

(adoption of an indifferent, impersonal and even cynical 

attitude between caregiver and patient), and (iii) reduction 

of personal fulfilment (perceiving care as negative or 

ineffective).19 

Depression in caregivers 

Depression is common in caregivers; both clinical and 

subclinical depression have been reported. Subjective 

caregiver burden and depressive symptoms have been 

found to be positively associated.20 The prevalence figures 

of depression vary across the reports. A study on clinical 

depression among the caregivers of dementia patients 

reported a prevalence figure of 14.9%; minimal symptoms 

of depression were experienced by 43.2%, moderate by 

20.3%, moderate-severe by 6.8%, and severe by 3.6% of 

caregivers.21 Another study reported more than a third 

(36%) of caregivers of patients with AD or physically 

disabled had depression.22  

Prevalence of depressive symptoms among caregivers of 

elderly with disabilities was 37.7% which was partially 

contributed by the caregiver burden. Caregivers who were 

women, spent extended time in caregiving and were in poor 

health, had significantly higher depressive symptoms.23 

Abuse of elderly by the caregivers 

It is a worrying fact that elderly people are often abused by 

their caregivers. It is alarming to learn that over 71% of 

elderly persons in India are victims of abuse by family 

members.24 The types of abuse are usually physical, verbal 

aggression, emotional, neglect, isolation, disrespect, denial 

of basics amnesties, medicine, material abuse, etc. The 

prevalence varies in different regions and situations.  
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A study in 12 major cities of India reported prevalence of 

different kinds of elder abuse: verbal abuse (60%), physical 

abuse (48%), emotional abuse (37%), and economic abuse 

(35%). In addition, 20% of elderly felt neglected by their 

family as well as by the society. At the national level, it has 

been found that 50% of elders have experienced abuse 

personally. It is also reported that 72% of the abused 

elderly people belong to the age group 60–69 years, 25% 

of them belong to the age group 70–79 years and only 3% 

of them are of 80 or above 80 years. The main reasons for 

abuse were reported to be economic dependency (40%), 

emotional dependency (25%), physical immobility (15%) 

and property (10%).25  

However, the reported rates of abuse vary. Another study 

in India reported a comparatively lower figure of 11.4% as 

the overall prevalence of elder abuse; and 6% in the month 

before the survey.26 Similarly type of abuse in another 

Indian study were: physical 5.3%, verbal 10.2%, economic 

5.4%, disrespect 6%, and neglect 5.2%.27  

Reports about main perpetrator are varied and often the 

number of perpetrators was more than one. In the multi-

city study in India, 50% respondents reported the daughter-

in-law as the main perpetrator followed by the son (42%);  

daughters (10%) and other relatives (23%) including 

brothers, sisters-in-law whereas reported, were also noted 

as perpetrators.25 The most common perpetrator in another 

study was the son, who was reported to be responsible for 

the abuse among 41% of male victims and 43% of female 

victims.27 

Predictors of caregivers’ stress  

There are many predictors of caregiver stress. Higher stress 

scores of carer for oldest old were associated with female 

caregivers, poorer caregiver health, more hours per day 

spent caring for the patient, and the presence of depression 

and hearing impairment in the elderly.15 Considering the 

caregivers for Alzheimer’s patients, severity of the illness 

was directly linked to increase degree of anxiety and 

depression in carers; in addition, memory loss, movement 

restrictions and loss of perception were predictive of stress 

in the caregivers.14 Significant predictors of depression of 

caregivers of dementia patients have been reported as 

primary caregiver, severe dementia, behavioural problems, 

lower education and spousal caregivers.28 Depression in 

caregivers is closely related to severity of AD due to 

additional issues as well, e.g. behavioural problems, low 

income, and patient age of <65 years.14 

While non-caregivers are observed to have the lowest 

stress, high-intensity caregivers report highest level of 

stress. If the intensity of caregiving increases from low 

level, stress of caregivers also increases; and it can be 

higher than that of the high-intensity caregivers.  Those 

who stop caregiving, regardless of intensity level, their 

stress level matches to that of  non-caregivers.29 In a 

comparative study of caregivers versus non-caregivers of 

elderly parents with disabilities, it was reported that having 

a caregiving sibling was associated with increased 

depression among non-caregivers.30 In this study non-

caregivers reporting severe parental disability were 

significantly more likely to have depression symptoms. 

Intervention  

The provision of holistic care is essential for older people, 

which can address their multiple needs. The World Health 

Organisation Guidelines on Integrated Care for Older 

People (ICOPE) propose evidence-based 

recommendations for health care professionals to prevent, 

slow or reverse declines in the physical and mental 

capacities of older people. The WHO recommends that the 

caregivers should be supported through psychological 

intervention and training. Support should be offered to 

family members and other informal caregivers of older 

people. This should be done especially when the need for 

care is complex and extensive; and there is significant 

caregiver strain.31 

Box 1. Intervention for caregivers’ burden 

• Information  

• Psychological support 

• Stress management 

• Coping strategy review 

• Supportive therapy 

• Respite care 

• Group therapy 

• Activity therapy 

• Peer support 

• Decision support 

• Social support  

• Contact with professionals  

• Training and support 

 

 

Following three focus group discussions, in an Indian study 

it emerged that the expectations of caregivers were wide 

ranging: they required information about identification and 

management of dementia, to support caregiver well-being; 

use of simple language, cultural relevance, and an 

interactive design. There were many challenges identified 

as well: Lack of time, difficulty in accessing the internet, 

lack of awareness about the portal, difficulty in reaching 

the rural population.32 

A study in Chennai, India about care of elderly during 

COVID-19 pandemic, the caregivers requested video-

consultations, telephone-based support, clinic-based in-

person visits to meet their needs and wanted more services 

post-pandemic and the researchers suggested multi-layered 

approach, systemic changes, policies and frameworks, 

increased awareness, use of technology, and better access 

to health for the caregivers.33 

Despite increasing numbers of persons living with AD and 

Alzheimer’s-related dementias (ADRD) in Asia, 

particularly in low-and-middle-income countries (LMIC), 

there is inadequate information about the interventions for 

family caregiver and their efficacy.34 However some 

intervention studies are available which reported 
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significant improvement in depression, burden, QOL, self-

efficacy of caregiver. Multicomponent interventions are a 

promising approach.34 Three main themes of support to 

caregivers have been informational support, positive 

activities and social support.35 There is a need for more 

studies about interventions that may help family 

caregivers, especially in LMIC where most elderly and 

patients of dementia reside. Some of the interventions in 

literature are narrated here.  

There are many reports of interventions for people with 

specific illnesses. For example, an integrated framework of 

support for caregivers of dementia patients focuses on four 

strategic areas; they are: physical-care demands, 

behavioural problems, caregiving competency, and loss 

and grief of caregivers.28 Professional help and supportive 

psychotherapy can be provided to the key caregivers of 

dementia patients to reduce their burden, strengthen the 

coping skill and thus improve their QOL.18 

There are some intervention ideas for caregivers in Indian 

scenario have been suggested. Community health workers 

could be trained to identify and provide help to older 

people with mental health problems and their caregivers. 

Community outreach programmes for elderly could be set 

up and those can be particularly relevant in the rural 

areas;36 which may help caregivers. 

Respite care  

Respite care could be a key component for the family 

caregivers’ support. The examples include adult day care 

and related services, respite services, in-home care, and 

overnight respite. But implementation, availability of 

services, access to services, affordability, coast of setting 

these services in various areas are important concerns. 

However research on its efficacy has been limited and has 

not produced a substantial body of empirical evidence on 

outcomes, either for caregivers or for persons receiving 

respite.37 These kinds of researches face methodological 

challenges and more robust studies are needed. 

Group intervention  

Group interventions for caregivers of geriatric patients 

have been reported. A study in India structured these 

interventions to three sessions: (i) psychoeducation on 

health problems related to old age, (ii) psychosocial 

management of the aged person and (iii) welfare measures 

available for the aged in India.13 For these interventions 

information about their effectiveness are needed. Group 

therapy might provide the caregivers an opportunity to vent 

their feeling and specific concerns, a sense that they are not 

alone, and learn from others’ experience in caregiving. 

Online support 

There are many online supports for the caregivers of older 

adults with specific illnesses. There are mostly in the form 

of web-based tools, mobile applications and social network 

services. A systematic review on online interventions for 

family caregivers of dementia patients reported that the 

interventions mainly focused on contact with health or 

social care providers, peer interaction, provision of 

information, decision support, and psychological support. 

Most studies indicated that interventions may help family 

caregivers’ well-being, manage depression, anxiety, and 

burden. Psychological support provided online also 

improves mental health of caregivers. If the online 

information can be tailored specifically for the individual 

and used as part of a multicomponent intervention it can be 

most useful. Online peer support had positive effects on 

stress. Similarly online contact with a professional was 

valuable for easy access to personalized practical advice, 

emotional support, which reduced the burden.38 

An online computerised intervention in the UK for 

challenging behaviour of people with dementia staying in 

their homes, which also included average nine contacts per 

family with specialist care, found no impact on challenging 

behaviour after 6 months of treatment. This suggested a 

care gap for families supporting relatives with dementia 

and challenging behaviour.39 More research is needed to 

assess the long-term effects of online interventions on 

caregiver stress and resilience.35 

Other interventions 

There are some other interesting examples of specific 

intervention for caregivers. A home-based physical 

exercise programme of one hour per week for 36 weeks, 

which was supervised by a personal trainer, was made 

available for the family caregivers of patients with 

dementia. This resulted in a positive impact on subjective 

burden and decreased risk of depression.40 A intervention 

model in Ontario, Canada for dementia patients has 

specific section of caregiver-directed interventions for 

dementia and economic analysis of these interventions 

emphasizing their role and contribution to the process.41 

Social and legal avenues supporting caregivers  

There are many legal provisions in India to protect the 

interests of the elderly and to ensure their care by family, 

although their implementation is far from perfect. While 

these can take care of mainly the financial aspects, they 

may not be able to deal with the emotional and 

psychosocial needs of the elderly. However, their presence 

is reassuring. Similarly, there should be policies to support 

caregivers. These can be in the form of financial support as 

most of them are not able to work outside, respite care 

providing a personal time for the caregiver.  They can be 

supported through online programmes linking professional 

organisations, disease specific support groups, and 

training. They can also be provided specific need-based 

support. 

Agencies that may help the caregivers  

There are many professional, social, and non-

governmental organisations which are helping caregivers, 

providing information and practical help. Professional 

organisations, e.g., Alzheimer Disease International, 

Alzheimer’s and related dementia society of India, 

HelpAge, GeriCaRe (Geriatric Care and Research 

Organisation) are some of the examples. There are many 
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organisations that can help caregivers by supporting the 

elderly and sharing the care burden, e.g., in the UK there 

are: Age UK, Alz Café, Young-Onset Dementia Support 

Group, Carer Support Team, Crossroads Caring for Carers, 

Dementia UK, Carers UK, Telecare etc. Many specific 

disease support groups are helpful too e.g. Huntington’s 

Disease Association, The Neurological Alliance, The 

Bladder and Bowel Foundation, Stroke Services and 

Stroke club and so on. It would be beneficial for the 

caregivers to have these kinds of supporting organisations 

in other countries. 

Conclusion 

Taking care of older adults at home by the family member 

is associated positive aspects such as a sense of fulfilment 

and happiness; however, this may be burdensome and 

stressful at times. This is linked to anxiety, depression, 

burnout or caregivers, and even abuse of the elderly. This 

affects QOL of the caregivers. Family caregivers need 

support for themselves and to take better care of the 

elderly.   

Clinicians can support the caregivers in many ways.  While 

taking care of the elderly patients, enquiring about the 

wellbeing of the caregivers in the family, identifying the 

primary caregiver and exploring their needs and how they 

can be supported may be helpful.  Screening for stress, 

depression, anxiety can be done clinically or through small 

self-report scales and interventions can be put into place.  

Usual support would include, providing information, 

psychological support, through listening, assuring, and 

providing practical help. Discussions on culturally relevant 

coping methods, relaxation techniques, respite care, 

joining local self-help groups and above all, recognising 

and adding value to their work will be helpful. Clinic or 

community-based support group for the caregivers can be 

set up which can be face to face or online.  They can be 

encouraged to attend disease specific carer support groups 

locally or nationally.  

There has been a lot of work on dementia carers; however, 

there is not much information on the caregivers of older 

adults with depression and other psychiatric problems. 

There is a need to consider care issues related to 

multimorbidity which is common in old age. There is a 

definite research need on the interventions for the 

caregivers and their efficacy in decreasing carers’ burden 

and improving their mental health and QOL. 
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Abstract 

Background: Delirium in hospitalised older persons is 

common and correlated with a number of risk factors. 

Studies from India are limited to case note studies. This 

cross-sectional study aimed to measure prevalence of 

delirium and some of the risk factors, including alcohol. 

Objective: Study evaluated prevalence of delirium and 

risk factors in older adults in a tertiary care hospital in 

India. Methods: 209 older inpatients (>65) in the medical 

ward were evaluated over a five month period. Delirium 

was screened using the confusion assessment method 

(CAM) diagnostic algorithm and problem drinking was 

screened with CAGE questionnaire. Results: Overall 

prevalence was 26.8%in older adult patients. Males and 

patients above 80 years of age showed higher prevalence. 

Logistic regression showed higher number of prescribed 

drugs and alcohol contributed as risk factors in the 

development of delirium. Conclusion: Delirium remains a 

major problem in medical wards and should be considered 

in hospitalized older adults. Alcohol and prescribed drugs 

are major contributors. 
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Introduction  

Delirium or acute confusional state is an acute disorder 

characterised by disturbed consciousness, cognitive 

function, orientation, memory, thought, perception and 

behaviour.1,2 Usually, it is a potentially reversible brain 

dysfunction with a fluctuating course. Delirium is seen in 

a higher incidence and prevalence among the hospitalised 

patients above the age of 65. Delirium occurs in 10-50% of 

hospitalized patients and is associated with prolonged 

hospital stay and increased morbidity and mortality.3,4   

Available data for Prevalence and Incidence is varied; 

depends on settings in which studies have been done. Study 

done by Lange et al5 in Netherlands stated that prevalence 

of delirium in the population among elderly aged 65+ is 1-

2%, and 10% among population aged 85+ years. Point 

prevalence of delirium in the community is 1.1% among 

general population above 55 and 6-14% among 85+ years. 

In long term care, prevalence ranges between 1.4 and 

70%.5 The prevalence of delirium when individuals are 

admitted to the hospital ranges from 14-24% and estimates 

of incidence of delirium arising during hospitalization 

range from 6-56% in general hospital populations. In a 

study done in New Zealand in elderly hospitalised patients 

in a tertiary care hospital, point prevalence was 7.8%.6 

Study done by Wass et al7 in Australia found that 15-30% 

of elderly patients would have delirium on admission to 

hospital and 56% of elderly patients during their stay. 

There have been relatively very few studies in India on 

delirium in the elderly. These studies showed relatively 

high incidence and prevalence rates of 25% and 40% 

respectively.8 A recent nationwide web-based survey 

conducted across hospitals in India has shown that delirium 

remains an under-recognized entity.9 Study done by 

Kukreja et al8 in India showed the overall prevalence of 

delirium in elderly persons living in the community is low 

(1-2%) but increases with age, rising to 14% among 

individuals older than 85 years. The prevalence is 10-30% 

in older individuals presenting to emergency departments, 

where delirium often indicates a medical illness. In the 

study by Siddiqi et al,10 prevalence of delirium at 

admission ranged from 10-31%, incidence of new delirium 

per admission ranged from 3–29% and occurrence rate per 

admission ranged from 11-42%. Study done by Solomon 

et al stated that the prevalence of delirium was 9.75%.11 

Khurana et al12 reported delirium in medicine ward 

inpatients aged >65 years in 27% of cases, including 19% 

who were delirious at first assessment within 24 hours of 

admission and 8% who developed delirium >24 hours after 

admission. In another study by Grower et al, prevalence of 

delirium in a subset of elderly population, defined as age 

>60 was 48.8%;13 this study was limited by retrospective 

nature. Another study in India reported delirium in 3% of 

inpatients aged >65 years.14 Male gender (69.23%) and age 

above 60 years (66.67%) were significantly associated 

with delirium. Delirium went undiagnosed in 61.64% of 

the cases.   
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Research in the elderly has identified a multitude of risk 

factors like age,3,9 sensory deprivation, sleep deprivation, 

social isolation, physical restraint, use of bladder catheter, 

poly-pharmacy (more than six medications or more than 

three new medications added),15-16 use of psychoactive 

drugs, co-morbidities, severe illness (especially infection, 

fracture or stroke), prior cognitive impairment, 

temperature abnormality (fever or hypothermia), 

dehydration, malnutrition, low serum albumin and 

environment in hospitals. The serious sequelae associated 

with failure to quickly detect and treat delirium early are 

well known. Despite its clinical importance, it is often not 

suspected, screened and looked for, and hence remains 

under-detected and misdiagnosed.17  

Older people may show complex patterns and 

combinations of substance use (e.g. alcohol plus 

inappropriate use of prescribed medications). Alcohol is 

now, by far, the most commonly misused drug by people 

of all ages. A substantial percentage of older adults 

consume above the recommended limits.18 Older people 

are also particularly at risk from the harmful effects of 

substances because of polypharmacy19 and altered 

metabolism.20 As people age, there is a fall in the ratio of 

body water to fat, decreased hepatic blood flow and 

inefficiency of liver enzymes. The responsiveness of the 

brain alters, so that alcohol produces a more rapid 

depressant effect, resulting in, for example, impaired 

coordination and memory. Alcohol problems in the elderly 

often remains undetected as well.21 Alcohol remains a 

major factor contributing to confusional state, particularly 

when alcohol dependent patients are withdrawing from 

alcohol in hospital settings, unless treated. The 

presentation of such problems can be subtle or non-

specific; and under diagnosis and/or underreporting may 

therefore have contributed to unreliable estimates of the 

level of problems associated with substance misuse.22 So, 

this study aims to find out the prevalence of delirium in 

patients above the age of 65 in an inpatient unit of general 

medical wards of a tertiary care centre in Chennai. In 

addition, this study looks at some of contributory risk 

factors for delirium including alcohol and prescribed 

medications. 

Methods 

This study was designed as a prospective cross-sectional 

evaluation of patients looking at the point prevalence of 

delirium in a medical ward setting. The study took place in 

an urban tertiary care university teaching hospital in 

Chennai, India. Ethical approval of the study was obtained 

from local Ethics Committee (Ref No 2017-05902). Study 

was done between April 2018 and August 2018.  

All patients above the age of 65, admitted to medical 

inpatient unit were screened for delirium using Confusion 

Assessment Method (CAM),23 shortened version. The 

Australian society for geriatrics medicine, the American 

Psychiatry Association and the British Geriatric’s Society 

all recommend the CAM as the screening tool specifically 

designed to detect delirium. It has sensitivity of more than 

94%, specificity of more than 90% and is easy to use in 

clinical settings.  

In addition to CAM, patients were screened for alcohol 

problems. Four clinical interview questions, the CAGE 

questions, 24 have proved useful in helping to make a 

diagnosis of alcoholism. The questions focus on Cutting 

down, Annoyance by criticism, Guilty feeling and Eye 

opener which form the mnemonic CAGE.  Questions on 

CAGE were asked by researchers and recorded. Data from 

case file on alcohol status was recorded. The normal cut off 

for the CAGE is two positive answers. Cases showing a 

score of 2 or above were further interviewed for Alcohol 

dependence.  Diagnosis of alcohol dependence was done 

using DSM V criteria.25  

Patients who were unconscious and unable to answer 

questions due to dysphasia/aphasia or unable to give 

informed consent were excluded from the study. The 

researchers conducted a patient and/or caregiver interview 

and chart review to collect the following data: socio 

demographic details, age, sex, current medications with the 

Anatomical Therapeutic Chemical classification. 

Recording of socio demographic data of the patients and 

data on the number of medications they received at the time 

of evaluation were recorded from the case notes. Junior 

researchers were trained to apply CAM by the consultants 

in the research team. After obtaining informed consent, 

CAM scale shortened version was applied in the vernacular 

language to all patients included in the study. In the 

shortened version, delirium was identified with presence of 

acute change, fluctuation and inattention and either 

disorganised thinking or altered level of consciousness.  

Data Analysis 

Statistical analysis was done using SPSS for windows 

version 24.0.26 Analysis was two tailed and evaluated for 

significance at the 0.05 level. Power calculation was done 

to estimate the sample size. We estimated the power at 80% 

and needed a sample size of 315. Demographic and clinical 

characteristics were analysed by frequency and percentage 

calculation. Chi-square analysis was employed to compare 

demographics and delirium status. Correlation analysis 

was done to look at any association of risk factors to 

delirium. Correlation analysis using Kendal’s tau was done 

for population with positive CAM score for delirium and 

population diagnosed as delirium or confusional state with 

age, sex, alcohol problems with a CAGE score above 2, 

prescribed number of drugs and sleeping hours. A 

multinomial logistic regression analysis was done to look 

at risk factors contributing to the development of delirium. 

Results 

A flow chart of the selection of patients is given in Figure 

1. Of the 315 patients older patients above the age of 65 

admitted in the department, 209 patients were enrolled into 

the study. Average age of the participants was 70.39 years. 

Among the study participants (n=209), the age group of 65-

70 years constitute more than half of the total population 

(Table 1) . Table 1 shows the prevalence of delirium among 

various age groups. Clearly, prevalence of delirium is high 

in the age group above 80 i.e. 75%, which is statistically 

significant at p < 0.05. Overall prevalence of delirium was 

26.8% (males: 31.3%, and females:  19.2%; it did not reach 

statistical significance (p = 0.057). 
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Figure 1: Flow chart showing selection of patients 

 

 

Table 1: Characteristics of the whole group showing distribution of delirium. 

Characteristics  Whole group (n=209) No delirium  Delirium  

   n (%) n (%) n (%) p 

Age groups in years 65-70  120(57.4%) 89 (74.2%) 31 (25.8%) 0.018 

 71-75 71(33.9 %) 54 (76.1%) 17 (23.9%)  

 76-80 10 (4.8%) 8(80%) 2 (20%)  

 81-85 8 (3.9%) 2(25%) 6 (75 %)  

Sex  Male  131(62.7%) 90 (68.7%) 41(31.3%) 0.057 

 Female 78 (37.3%) 63(80.8% 15 (19.2%)  

Number of medications  1-4 109 (52.2%) 91(83.2%) 18 (16.8%) 0.002 

 5-7 88 (42.1%) 55 (62%) 33 (38%)  

 >7 12 (5.7%) 7(59.8%) 5 (41.2%)  

CAGE  <2 187 (89.5%) 135(18.2%) 52(81.8%) 0.001 

 >2 22(10.5%) 18(81.8%) 4(18.2%)  
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Table 2: Correlates of subjects with delirium 

Variable Kendal’s tau Significance 

Age .054 .421 

Sex -.132 .057 

Alcohol problem .426 .000 

Number of prescribed drugs .235 .000 

Sleeping hours -.043 .517 

   

. 

Table 3: Nominal regression- likelihood ratio tests 

Variable (Effect) Model fitting criteria Likely hood ration tests 

-2 Log Likelihood of reduced model Chi-Square df sig 

Intercept 69.44 .000 0  

Age 79.12 9.68 3 .021 

Sex 69.5 0.048 1 .827 

Alcohol 97.68 28.24 1 .000 

Number of prescribed drugs 75.77 6.32 2 .042 

     

Mean number of medications were 6.21± 0.47. The 

proportion of delirium cases increased with the increase of 

the number of drugs taken (Table 1). Number of 

medications in patient with delirium significantly high 

compared to patient without delirium (p=0.002). When 

rated on CAGE questionnaire for alcohol use, 10.5% 

(n=22) had a score above 2 and 89.5% (n=187) did not have 

problems with alcohol.  

Table 2 shows the correlation of patients’ risk factors with 

delirium. Alcohol problems rated on CAGE and total 

number of prescribed drugs showed significant positive 

correlations. A further logistic regression analysis showed 

that alcohol and total number of prescribed drugs were 

factors which significantly contributed to development of 

delirium (Table 3). Total number of prescribed drugs and 

alcohol problems were significant contributors for 

delirium. Though age showed a significant likelihood, 

interpretation should be with caution in view of poor 

correlation. 

Discussion 

Our study is possibly the first from India to look at delirium 

in the elderly population on a prospective basis. One-

quarter of the patients admitted to the medicine department 

during the study period had delirium. This figure is in 

agreement with the data of the literature for this 

population.8-12 Though a previous Indian study in subset of 

elderly defined as >60 years, showed a prevalence of 49%, 

this was a chart-based retrospective study compared to our 

study which was prospective assessment. This study used 

the CAM for diagnosis of delirium; a tool that has very 

high sensitivity and specificity.27,28 Our study showed that 

prevalence increased with age and was more in male sex, 

though these did not reach statistical significance. This 

may be due to inadequate power. Increase in age and male 

sex has been shown to be risk factors for delirium in 

various other studies.8,11 

Although a relationship between cognitive disorders and 

medications has indeed sometimes been suggested,27,29 it is 

difficult to establish an independent causal link and to 

identify accurately the nature of the involvement. 

Polypharmacy may also be associated with inappropriate 

use of medications,30 poorer adherence to treatment,31 and 

an increased risk of iatrogenic adverse events.32-35 

Moreover, the iatrogenic risk increases in proportion to the 

number of medications.36-38 Onder et al emphasized that the 

number of medications is an independent predictive factor 

of adverse drug reaction-related hospital admissions (OR 

1.24 for each supplementary drug).37 Polypharmacy may 

be also a major determinant of medication non-adherence 

among older persons.31,39  

There have not been many previous prospective studies in 

India investigating the relation between polypharmacy, 

alcohol and delirium in an elderly population. Some studies 

have examined elderly patients in emergency 

departments,8 and others have addressed patients directly 

admitted to geriatric units,14 or intensive care units 

(ICU).15,40 There are studies on delirium which were 

looked retrospectively as well.13 In our study, patient 

selection criteria was not restrictive, and we were able to 

study a relatively large number of patients in “real-life” 

conditions. It would also have been interesting to analyse 

the reasons for hospitalization. Gathering of data on past 

episodes of delirium was difficult and incomplete, either 

because of lack of an informant, lack of awareness of 

informant or because previous records only very rarely 

included this item because of lack of awareness by 

physicians and the healthcare team and possibly because of 

the difficulty of diagnosis and or under diagnosis.  

Our study showed a significant independent association 

between the diagnosis of delirium in recently hospitalized 

elderly patients and polypharmacy. In our study group, the 

mean number of daily medications was 6.21. This is 

consistent with a previous study in ICU.18 Explanation of 
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the link between polypharmacy and delirium remains 

complex. Delirium is a major health concern in countries 

with aging populations and is still a serious cause and 

complication of hospitalization in elderly patients. For 

these reasons, prevention, early recognition, and effective 

treatment of delirium are essential. There are two possible 

definitions of polypharmacy.41 The first is concurrent use 

of several medications. However, while some authors use 

a cut-off of 3 to 5, there is no definite accepted figure. 

Another definition is “overuse” or the use of more 

medications than is clinically necessary. This definition 

has the negative connotation of suboptimal prescription 

and does not set an arbitrary cut-off. Similarly, potentially 

inappropriate medication is the medication that increases 

the risk of adverse reactions when there is a safer 

alternative available.42 It is used to define the quality of the 

prescribed medications rather than the accumulated 

quantities. The most appropriate definition in geriatrics 

would, therefore, be the accumulation of medications 

considered to be useless and/or likely to cause drug 

interferences. In view of the absence of a consensual 

definition of polypharmacy, we used a cut-off of five 

medications, as this is the one most commonly accepted.41 

Moreover, a Norwegian multicentre prospective study of 

elderly hospitalized patients using five or more drugs 

showed that each unit increase in number of drugs 

increased the number of drug-related problems by 8.6%.43 

Polypharmacy is associated with increases in many adverse 

outcomes, including drug interactions, adverse drug 

reactions,42 falls, hospital admissions, length of hospital 

stay, re-admission rate soon after discharge, and mortality 

rate.44,45 Delirium is diagnosed in a medical setting, it is not 

often identified elsewhere, and when the diagnosis is in fact 

made, this does not always result in better care and 

management of the elderly patient with delirium. 

Our study showed association of delirium to alcohol. 

Alcohol is well known to cause delirium tremens. Studies 

have demonstrated that alcohol can be a predisposing 

factor in delirium.46 An independent causality due to 

alcohol was difficult to analyse in our study due to our 

methodology. It would be prudent to look at the 

contribution of alcohol as causative or predisposing in such 

cases of delirium. Hence, interpretation should be done 

with caution when there is an association seen with alcohol 

in delirium patients, but it seems plausible to think that 

alcohol increases the risk of development of different types 

of delirium other than delirium tremens as shown in 

previous studies.   

Strengths and limitations 

Strength of our study includes its prospective nature and 

that it follows STROBE checklist. Our study has 

methodological limitations. Some cases might have been 

excluded due to lack of capacity to consent and absence of 

appropriate relative to give informed consent. This remains 

a limitation. The results are not generalizable to all 

delirium patients. While our participants are from medicine 

wards only, this may limit the external validity of our 

findings to all patient population. CAGE being a self-

assessment tool, it is possible that alcohol intake might 

have been underestimated. Indeed, the acute disease that 

led to admission can participate the occurrence of delirium. 

Though the sample size required to get all the significant 

risk factors was higher, this would not have led to getting 

significant results for at least few variables we evaluated.  

Conclusion 

In conclusion, we observed that polypharmacy was a factor 

associated with delirium independently of the number of 

medications prescribed. In addition to prevention of drug-

induced delirium, development of tools for identifying 

elderly patients at risk of adverse drug events is 

recommended. Improved prescribing in hospital, in 

particular a review of patients with several medications, is 

required. By reconciling pre-hospital prescriptions and 

those required during hospitalization, the pharmacist could 

improve prescribing in the elderly, especially for patients 

at high risk of delirium such as those with dementia. 

Interventional studies are required to show whether 

treatment review in all elderly patients admitted decreases 

the prevalence of incident delirium. Alcohol was another 

factor that independently contributed to the development 

of delirium. Identification and management of alcohol 

related delirium in elderly deserves focused clinical 

attention and research.  
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Abstract 

Second wave of COVID-19 has infected millions of 

Indians in a short period of time. India has faced significant 

challenge to anticipate, plan for, avoid, and handle the 

second wave of COVID-19 effectively, despite having 

experience with the first wave of COVID-19 and ample 

opportunities for preparation of the imminent second wave 

of COVID-19 pandemic. As a result of which the country 

suffered with rapid rise in number of cases, high mortality, 

exhaustion of infrastructure and manpower resources, 

which ultimately resulted in a big chaos in the country. 

This article highlights the potential factors that attributed 

to poor control of second wave of COVID-19 pandemic 

and their possible remedial measures.  
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Introduction  

The second wave of COVID-19 has affected millions of 

Indians within a short time.1 Despite having experience in 

efficient and effective management of the first wave of 

COVID-19 and having adequate opportunities for 

preparation of the impending second wave of COVID-19 

pandemic, it appears India has failed to predict, prepare, 

prevent, and manage the second wave of COVID-19 

effectively.2 The ongoing impact of the second wave on the 

Indian population is catastrophic and it is likely that this 

will have long term consequences. Here, we attempt to 

explore some potential factors which may have hindered 

India’s response to the second wave of COVID-19 and 

outline some measures to improve them.  

Potential factors 

Limitations of the Indian public health system:   

Indian health care system is complex, fragmented,  

includes mixed practitioners (allopathic and traditional 

medicine),  mainly delivered by private sectors, resource 

deficient government sectors (human, infrastructure, 

technical expertise), and has inequitable distribution across 

the geographical regions.3 The public health measures and 

treatment guidelines were implemented during the second 

wave without sufficient consideration in terms of their 

feasibility, acceptability in Indian settings. For example, 

India has started several COVID-19 care centers without 

considering the human resource deficiency. These centers 

were closed immediately after the end of the first wave 

rather than integrating them into the existing public health 

system. During the second wave, India is making an effort 

to rebuild new COVID-19 centers which have put an 

additional financial burden on the government.4 India has 

a huge population and there is a rapid spike in the number 

of cases as a result of which the existing resources and 

manpower fall short to meet the need.  

Inadequate utilization of resources:  

Despite increasing the number of patients, Government 

agencies have prepared or approved limited designated 

COVID-19 care centers with limited resources (e.g., 

oxygen, essential drugs, patient beds, and health 

professionals).5 However, these limited resources have 

raised anxiety among the patients and people. The health 

professionals working in COVID-19 facilities were 

overburdened due to a surge of patients. On other hand, 

resources under private sectors and non-COVID-19 

hospitals remain unutilized due to poor coordination and 

collaboration regarding patient care and referral services.  

Inadequate mobilizations of services:  

Variable level of pre-existing deficiencies in public health 

systems, inadequate number of dedicated COVID-19 

centers in a rural region, and insufficient evaluation about 

the performance of health care services during the first 

wave by state research units (e.g., Medical Research 

Council of Maharashtra) have affected the development of 

appropriate interventions for people living in rural and 

remote regions. Currently, the health services are difficult 

to access and afford by the rural, remote, poor, and 

marginalized population, due to loss of livelihood for many 

people during the first wave, reduced per capita income, 

lack of transport facilities (due to lockdown measures),  

poor public health infrastructure, huge cost of private 

health care services, technological illiteracy (no access to 

information about hospital bed availabilities), inflated 

prices of essential medicines due to unregulated panic 

buying and non-availability bed in health care services 

under government sectors.6,7  
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Mass vaccination movement:  

The government has initiated mass vaccination movement 

at free of cost. Many Indian companies in collaboration 

with international agencies are involved in vaccine 

production. Furthermore, though some vaccines (e.g., 

Covaxin) were developed by the union government 

agencies (Indian Council of Medical Research), lack of 

coordination among the state –the union government has 

delayed the transfer of technology or patent to state 

government-owned vaccine industries (Haffkin Institute). 

There is tardy rollout of vaccines and inadequate efforts to 

address vaccine hesitancy among Health Care Workers 

(HCW) and the public in the first few months. These 

factors have delayed the nationwide vaccination program.8  

Other contextual factors: 

There were ongoing political rallies, protests, and religious 

gatherings at several places. The duration of exposure and 

lack of social distancing measures in those contexts 

increased the chances to acquire COVID-19 infection. 

Also, there was laxity in continuing to emphasize the need 

to continue COVID-appropriate behaviours.  

Measures 

State control, multi-level interventions and use of 

technology:  

State government should take administrative control of all 

private health care facilities and allied services (e.g. 

distribution of essential medicine) to provide free and 

affordable health care services to all groups of people. Due 

to the poor quality of health care services in some of the 

government settings, people infected with COVID-19 

prefer private health care services. In this scenario, the free 

and affordable health services in private hospitals can be 

provided through various pre-existing state health 

insurance systems, e.g. Maharashtra: Mahatma Jyotiba 

Phule Jan Arogya Yojana,9 Andra Pradesh: Arogyasri,10 

etc. All private hospitals should dedicate a proportion of 

beds to the COVID pool and have a tiered/stepped system 

of COVID management – where less severely ill are 

managed in peripheral centers and the sick are managed in 

tertiary care centers. The use of technology for triage and 

referral services should be encouraged to improve 

coordination among all sectors and to strengthen the 

effective delivery of health services. This will reduce panic 

buying of investigational drugs, anxiety, and fear among 

the people and will promote a sense of security and 

equality.   

Screen, test, and treat at the first contact level:  

Most people living in remote and rural regions remain 

undiagnosed or untreated due to a lack of dedicated 

COVID-19 testing and treating facilities. Government 

should encourage rapid antigen COVID-19 screening at 

every point of service for all suspected persons. If screened 

positive, patients should be treated or referred to the 

appropriate level using triage protocol. Early 

identifications and intervention at the first contact level 

will reduce caseloads and the complications of COVID-19 

infection. Initial contact with any health care system (e.g., 

general practitioners, primary health care centers, sub-

centers, HCW) should be considered the first contact level 

and these should have appropriate facilities.    

Involvement of all health care professionals:  

The provision of health care services only under dedicated 

COVID-19 facilities is currently affecting the early and 

prompt care to many patients. Considering the human 

resource deficiency and burnout among the HCW, the 

general practitioners and clinicians of different specialties 

should be allowed to screen and treat COVID-19 patients 

without any restrictions. While mobilizing the COVID-19 

health care services during a surge of COVID-19 cases, the 

government should designate specialized services for non-

COVID-19 patients. In addition, every HCW should be 

empowered to provide primary care to COVID-19 patients, 

referral services, triaging the patients, and promote 

vaccination among people at every possible level. Virtual 

support of experts through the telemedicine model should 

be provided to minimize the movement of patients with 

moderate disease from rural and remote regions to urban 

centers. Management of mild COVID-19 patients and 

supportive care to the moderate to severe cases of COVID-

19 can be delivered with the help of AYUSH practitioners.  

Strengthening the teleconsultation for other medical 

conditions:  

As the whole focus of healthcare has been shifted to 

COVID-care, people with various other medical conditions 

and psychiatric disorders are not getting due attention and 

care. It is important to strengthen online consultation. The 

government had taken an initiative to start e-sanjeevani 

OPD, which needs to be promoted and spread on a large 

scale.  

Conclusion  

To conclude, coordination among the various stakeholders, 

governments (state, union, and local), public health 

authorities, and vaccine manufacturers is needed to handle 

the second wave of the COVID-19 pandemic in India. It 

seems that the COVID-19 pandemic is not going to be 

controlled very soon. Many countries witnessed the third 

wave of pandemic and India is expecting the third wave 

anytime within few months. Learning from the challenges 

faced during the second wave will help in enhancing the 

preparedness to combat the challenges in coming days. 
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The contemporary art title “Autumn Light” was displayed 

in Suffolk Art Exhibition. This depicts the serenity of 

morning light is spreading as a rising sun from an artist’s 

palette. Whilst piercing through the dusky night with the 

warmth of its amber light falling on shining autumn 

leaves. The resting rowboat on freezing sparkling stream 

as it hangs on to its last day, whereas the grazing wild 

horse gallops through the meadow which creates a sense 

of movement to this composition. Moreover, explains the 

beauty of an emblematic English landscape. White wild 

horse and autumn leaves enlightens co-existence of life 

and death in different forms and substances. 
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A living requiem to my child 
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I had an abiding thought  

After I saw my father elderly; 

Struggling to live with respect  

Yet failing to do so miserably! 

 

Once upon a time I was in awe 

Of his dexterity and blast  

But lo, now he looks so drained  

Like a pale shadow of his past. 

 

I have this sick feeling my child. 

I am on his way sooner than later 

Waiting to fall free 

Like a ripe mango from a tree! 

 

Would you be patient and calm 

To give my aching ego some balm 

When I no longer can do my chores 

Or even live on my own scores? 

 

But then, I woke up with a wild jerk.. 

My father is still a dignified man. 

I gotta love and live with him 

As best and as long as I can. 

 

Hopefully, that’ll bring some smile  

On his face  

And for you, my child. 

To learn how to deal with me  

When I am old and hapless!! 

 

Old age has been portrayed as a point of no return. We 

tend to give up on older people rather easily knowing 

fully well that we are on that inevitable path sooner than 

later! Nothing could be more counter-intuitive and 

insensitive than this. If at all, older people need an extra 

dose of love and understanding. 

Here are some of my thoughts, when I saw my elderly 

father trying his best to cope with the hassles of his 

advancing age. It’s narrated as an adage to my daughter 

who’s starting her life from the other end of the spectrum! 

Hopefully, she will someday reflect over this.
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clinical audits etc. These are structured as research 

articles and require an unstructured abstract of one 

paragraph, not exceeding 100 words. The report should 

not exceed 1500 words (excluding references, tables and 

figure legends) and contain no more than one figure or 

table and up to 10 essential references beyond those 

describing statistical procedures, psychometric 

instruments and diagnostic guidelines used in the study.  

Case report 

Case reports and series require up to 100 word abstract, 

and the length should not exceed 1000 words (excluding 

references, tables and figure legends). The written 

informed consent of the individuals must be obtained and 

submitted with the manuscript. Please refer to patient 

consent and confidentiality paragraph for further detail. In 

general, case studies are published in the JGCR only if the 

authors can present evidence that the case report is of 

fundamental significance and it is unlikely that the 

scientific value of the communication could be achieved 

using any other methodology.  

Review 

Systematic and narrative review articles should be 

structured in the same way as research article, but the 

length of these may vary considerably, as will the number 
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of references. It requires a structured abstract like that of 

research articles. 

Short review  

These articles focus on highly topical issues based on 

evidence. Professional perspectives, viewpoints, 

commentary and opinion are included here. It can also 

include clinical review relevant to the practitioners. These 

articles are usually more broad-based than editorials. 

They can include tables and figures. Usual length is 

around 1500 words (excluding references) with an 

unstructured abstract up to 100 words. 

Editorial 

Editorials require an unstructured summary of one 

paragraph, not exceeding 50 words. Editorials should not 

exceed 1000 words and may contain no more than one 

figure or table and up to 10 essential references.  

Letters to the Editor 

Letters may be submitted either as responses to published 

articles, to inform about particular situation or raise 

pertinent issues, as expert opinion or as general letters to 

the Editor. Letters may be up to 400 words in length with 

a maximum of 5 references.  

Insight 

These articles include variety of topics which may reflect 

an individual perception, involvement or contribution to 

geriatric care. It can include good practice examples, 

inspirational experiences and highlight neglected areas. 

Essays in descriptive prose can be submitted on any topic 

related to geriatric care. These are usually written by a 

single author but a second author may be included 

occasionally. The length of the articles may vary 

considerably depending upon the topic and may be up to 

2000 words excluding references. An unstructured 

summary of around 100 words is preferred but not 

mandatory. Use of subheadings is encouraged.   

First person account 

In first person accounts JGCR publishes experiences of 

older persons or their care providers about the care and 

concerns of the elderly, that can be considered significant 

and provide learning points for others.  

Columns 

These comprise a range of materials considered to be of 

interest to readers of the JGCR. This section includes 

reviews on book, film or web resources as short articles 

up to 400 words. Some other examples include News 

regarding developments that can influence the care of 

elderly, poems, paintings, photographs, quotations, 

information about important internet links, etc. These 

articles are published individually or as fillers at the end 

of other articles where space allows.  

 

Preparation of Manuscripts 

Prepare article in Word, A4 size page, with 1 inch margin, 

double spaced throughout. 

 

Article information page 

1. Type of manuscript:  

2. Title of the article: Brief and relevant 

3. Running title / key words / subject area  

4. Name of the authors: (underline Last name) 

5. Details of authors: academic degrees, professional 

position, institutional affiliations, professional 

address, email  

6. Corresponding author: name, address, phone, fax, e-

mail and ORCID 

7. Contributions of each author:  

8. Word count for abstract: 

9. Word count for the text (excluding references): 

10. Number of photographs/images (to be provided 

separately in high quality JPEG files): 

11. Acknowledgement:  

12. Competing interests: 

13. Funding 

14. Suggested Reviewers Up to 3, (not from authors’ 

institution). Name, Position, Institution and Email  

No identifiable details beyond this page. 

 

Article Text pages  

The article text pages do not contain any identifiable 

information, for a blind review. It should contain: Title of 

the article, Abstract and Key words (depending upon the 

article type) and the Text of the article. Please refer to 

article types for detail information. As a general rule, 

please have an Introduction and Conclusion subheadings 

whenever possible along with other required subheadings.   

References 

Authors are responsible for checking all references for 

accuracy and relevance in advance of submission. All 

references should be given in superscripted number in the 

order they appear in the text. Place superscript reference 

number after commas and full stops, unless the 

superscript is attached to authors name or title of 

book/database. At the end of the article the full list of 

references should follow the ICMJE style. If there are 

more than six authors, the first six should be named, 

followed by 'et al'.  

Example of journal articles: 

The authors' names are followed by the full title of the 

article; the journal title abbreviated according to the 

PubMed; the year of publication; the volume number; 

(issue number in bracket); and the first and last page 

numbers.  
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1. Singh SP, Singh V, Kar N, Chan K. Efficacy of 

antidepressants in treating the negative symptoms of 

chronic schizophrenia: meta-analysis. Br J Psychiatry. 

2010; 197(3): 174-9. 

References to books should give the names of any editors, 

place of publication, editor, and year. Examples are 

shown below.  

2. Murray PR, Rosenthal KS, Kobayashi GS, Pfaller MA. 

Medical microbiology. 4th ed. St. Louis: Mosby; 2002.  

3. Meltzer PS, Kallioniemi A, Trent JM. Chromosome 

alterations in human solid tumors. In: Vogelstein B, 

Kinzler KW, editors. The genetic basis of human cancer. 

New York: McGraw-Hill; 2002. p. 93-113.  

4. Foley KM, Gelband H, editors. Improving palliative 

care for cancer [Internet]. Washington: National Academy 

Press; 2001 [cited 2002 Jul 9]. Available from: 

http://www.nap.edu/books/0309074029/html/. 

5. Cancer-Pain.org [Internet]. New York: Association of 

Cancer Online Resources, Inc.; c2000-01 [updated 2002 

May 16; cited 2002 Jul 9]. Available from: 

http://www.cancer-pain.org/. 

Personal communications need written authorisation  

(email is acceptable); they should not be included in the 

reference list. Unpublished doctoral theses may be cited 

(please state department or faculty, university and 

degree). No other citation of unpublished work, including 

unpublished conference presentations, is permissible. 

Further information about the references can be availed 

from http://www.nlm.nih.gov/bsd/uniform_requirements 

.html  

Tables 

Tables should be numbered and have an appropriate 

heading. The tables should be mentioned in the text such 

as Table 1 and the desired position in the manuscript 

should be indicated. Information in tables must not be 

duplicated in the text. The heading of the table, together 

with any footnotes or comments, should be self-

explanatory. The table should be placed at the end of the 

manuscript after references, each in a separate page. 

Authors must obtain written permission from the original 

publisher if they intend to use tables from other sources, 

and due acknowledgement should be made in a footnote 

to the table.  

Figures 

Figures must be of high quality and provided in JPEG 

files separately. They should be clearly numbered and 

include an explanatory legend. Legends can be provided 

at the end of the article after the references. All figures 

should be mentioned in the text (such as Fig 1) and the 

desired position of the figure in the manuscript should be 

indicated. Authors must obtain written permission from 

the original publisher if they intend to use figures from 

other sources, and due acknowledgement should be made 

in the legend.  

For ease of formatting please use the available article 

template.  

Abbreviations, units and footnotes 

All abbreviations must be spelt out on first usage and only 

widely recognized abbreviations will be permitted. 

Abbreviations usage should be consistent throughout the 

article. Use abbreviations sparingly; consider using one if 

it is repeated more than three times.  

The generic names of drugs should be used.  

Generally, SI units should be used; where they are not, the 

SI equivalent should be included in parentheses.  

Footnotes are not allowed, except table footnotes.  

Statistics 

Methods of statistical analysis should be described in 

language that is comprehensible to most readers. Raw 

data for the studies may be asked at any time up to 5 years 

after publication of research in the JGCR and the authors 

are suggested to keep these safe. 

Proofs 

A proof will be sent to the corresponding author of an 

article which should be sent back within 7 days.  

Copyright  

Copyright of all the published papers is retained by the 

authors.  

Contributors form  

On acceptance of the paper for publication, all authors 

should submit a contributor’s form to the Geriatric Care 

and Research Organisation (GeriCaRe) regarding 

adherence to publication ethics.  

Open access 

There is no submission or publication fee at present for 

papers published in the JGCR. All papers published in the 

JGCR are freely available.  
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GeriCaRe   
GeriCaRe (Geriatric Care and 
Research Organisation) is 
involved in the care of the elderly 
and research in various aspects 
relevant to old age with an 
overarching aim of improving the 
quality of life of older adults. It 
endeavours to provide evidence 
based information for caregivers, 
elderly and the health care 
professionals about age related 
issues and to support life-long-
learning through educational 
programmes for professionals 
and carers.. 

For its activities, GeriCaRe has 
been received the 
Vayoshreshtha Samman, an 
Indian National Award in 2016 
as the ‘Best Institution for 
Research in the Field of Ageing’ 
by the President of India.  

Sharing knowledgebase and 
making the research evidence 
utilisable in the community is a 
key focus of GeriCaRe. It 
conducts and supports various 
research and development 
projects in various disciplines 
including health, psychology, 
sociology and other allied fields. 

It prepares and distributes 
public-education materials. 
Journal of Geriatric Care and 
Research (JGCR) is one of its 
flagship endeavours. The JGCR is 
free to readers and authors and 
is distributed worldwide.  

  

  

 

Donate 

GeriCaRe is supported by its members, a number of 
experts and volunteers who contribute their time and 
expertise freely.  

GeriCaRe requires financial support to carry on its 
activities. It depends upon the contribution from the 
individuals and organisations. You will be able to help by 
sponsorships.   

You can sponsor any of the activities, e.g. Health Camps, 
Health Care Initiatives, Journal of Geriatric Care and 
Research, or Research and Development Projects.  

If you are a business organisation, you can support 
GeriCaRe as one of your corporate social responsibility 
(CSR) activities. Considering the wide ranging issues that 
GeriCaRe addresses you will be able find many reasons 
to support.  

GeriCaRe ensures that all the contributions are best 
utilized for the cause they are donated for.   

As a token of appreciation of your donation, GeriCaRe 
will send you the e-copies of JGCR. If requested it will 
also provide the donors an annual review of health with 
action plans for a chosen older adult, if the clinical 
details are shared.   

Preferably, please consider setting up a direct debit at 
least yearly (or more frequently if you wish) which will 
help GeriCaRe in planning its activities; however 
onetime payments are also welcome. For payment 
instructions or further information on donation, please 
contact org.gericare@gmail.com or 
jgcr.gericare@gmail.com.   
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