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As age advances, biological and physical nature of the body is likely to deteriorate, which
leads to physical and sensory impairment and in turn brings about varying amounts of
disability , this study was undertaken with the objectives to assess the prevalence and
pattern of disability among elderly in rural area.
Methodology: A cross sectional study conducted over a period of 18 months in rural area.
Data collected through house to house visits. Information gathered using pretested
interview questionnaire and through proper clinical examination methods.
Results:4415 elderly included in the study, 556(12.59%) of them were found to be
disabled. The most common disabilities found were Visual (37.8%) followed by
Locomotor (34%) and Hearing(20.9%). It was noticed that disabilities wereslightly more
among females and frequency increases with increasingage. An association between
duration and type of disability with Activities of Daily living was noticed.
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INTRODUCTION
As per WHO1, Disability is any restriction or lack of ability to
perform an activity in the manner or within the range
considered normal for a human being.India is an ageing
societywith the rate of growth of ageing population exceeding
the growth of the general population . According to 2011
census, the elderly comprised 8% of the population. Ageing is
a universal process. In the word of Seneca “old age is an
incurable disease”, however as Sir James sterling commented
“you do not heal old age, you protect it, you promote it and
you extend it.” These are in fact the principles of preventive
medicine.

The average length of human life has increased over the years
as living conditions have improved and aging population is on
the rise.  In India, it is estimated that the elderly in the age
group 60 years and above is expected  to increase from 71
million in 2001 to 179 million  in 2031 and in the case of those
70 years  and older, the  projected increase is from 27 million
in 2001 to 132  million in 20512. Geriatric populations suffer
both from communicable and non-communicable diseases but
due to changing patterns, socioeconomic factors and
urbanization, non-communicable diseases are increasing.
Many health problems are known to increase with age and this
demographic trend may lead to an increase in the absolute
number of medical comorbidities in the population. In
addition, because there is a growing body of evidence that
older people are at risk for multiple, comorbid conditions,
health-care seeking will also increase3

Most studies on ageing in the country have focused on single
dimensions of wellbeing namely health, nutritional status,
social support and economic status. Health related disability
has been a neglected area of research in Indian gerontology.

Among the elderly, the focus is not only on reducing disease
related morbidity and mortality, but on promoting optimal
health and ensuring disability-free years.

CBR is a comprehensive approach at primary health care level
used for situations where resources for rehabilitation are
available in the community4, The major objective of
Community Based Rehabilitation (CBR) is to ensure that
people with disabilities are able to maximize their physical and
mental abilities, have access to regular services and
opportunities, and achieve full integration within their
communities .Disability limitation at early stage when they are
amenable to preventive and rehabilitative measures is an
important measure, so that progression to severe disability can
be minimized . It has shown that very few disabled people gets
benefit from rehabilitation services in India5,6.

A new scheme District Disability Rehabilitation
Centre(DDRC) for persons with disabilities launched by the
Hon’ble Minister of Social Justice and Empowerment,
Government of India in Jan/Feb. 2000 is a step towards
providing rehabilitation services and implementation of
Persons with Disability Act. 1995 The DDRCs were
established with the objective of providing
comprehensive services to the persons with disabilities at the
grass root level. The services include awareness generation,
survey, identification and early intervention, counseling,
assessment of need for assistive devices, provision/fitment of
assistive devices, and their follow up/repair, therapeutic
services like Physiotherapy, Occupational Therapy and Speech
Therapy, referral and arrangement for surgical correction
through Government and Charitable Institutions, facilitation of
issue of Disability Certificates and bus passes, sanction of
bank loans, and promotion of barrier-free environment7.
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MATERIALS AND METHODS
Place of study: Rural field practice area of Department of
Community Medicine, Kempegowda Institute of Medical
Sciences, Bangalore.

Study period: One and half years.
Study design: Cross-sectional study.

Study population: All theelderly (aged >60yrs) residing in the
villages under three PHC’s namelyKumbalgodu, K .
Gollahalli, Sulikeri , which are under rural field practice area
of  our medical teaching institution ,with a total  population of
61,385  were included in the study  .

This cross sectional study was carried out in the rural field
practice area of the Department of Community Medicine,
KIMS, Bangalore. The study participants were identified from
house to house survey. All residents 60 years and above were
included in the study. The study instruments included a pre-
tested interview schedule, sphygmomanometer, weighing
machine, measuring tape and Snellen’s Chart. The socio-
demographic data, illness/ disease status was enquired from
subjects and/or their family members, the interviewees were
also asked to display the containers of all the medications they
were taking and to show all medical reports they possess.
Subsequently symptom tology was noted and general physical
examination was carried out. Based on reported illness, clinical
features, medical records and the medication possessed by
them, a provisional clinical diagnosis was made and coded
according to international classification (ICD- 10) of diseases.
Disability was screened using following operational

definitions for different types of Disabilities(census 2011 and
NSSO 2002).

Operational definitions

Disability: A person with restrictions or lack of abilities to
perform an activity in the manner or within the range
considered normal for a human being was treated as having
disability. It excludedillness/injury of recent origin (morbidity)
resulting into temporary loss of ability to see, hear, speakor
move.

Mental disability: Persons who had difficulty in understanding
routine instructions, who could not carry out their activities
like others of similar age or exhibited be haviours like talking
to self, laughing / crying, staring, violence, fear and suspicion
without reason were considered as mentally disabled for the
purpose of the survey. The “activities like others of similar

age” included activities of communication (speech), self-care
(cleaning of teeth, wearing clothes, taking bath, taking food,
personal hygiene, etc.), home living (doing some household
chores) and social skills.

Visual disability: By visual disability, it was meant, loss or
lack of ability to execute tasksrequiring adequate visual acuity.
For the survey, visually disabled included (a) those who did
nothave any light perception - both eyes taken together and (b)
those who had light perception but could not correctly count
fingers of hand (with spectacles/contact lenses if he/she used
spectacles/contactlenses) from a distance of 3 meters (or 10
feet) in good day light with both eyes open.(c)Visual acuity
between  or  6/18  to  6/60 in the better eye after the best
possible correction (WHO definition of low
vision).Nightblindness was not considered as visual disability.

Hearing disability: This refers to person’s inability to hear
properly. Hearing disability was judged taking into
consideration the disability of the better ear. In other words, if
one ear of a person was normal and the other ear had total
hearing loss, then the person was judged as normal in hearing.
A person was treated as having hearing disability if he/she
could not hear at all.

Speech disability: A person who is dumb or whose speech is
not understood by a listener of normal comprehension and
hearing was considered to have speech disability. Persons who
stammer but whose speech is comprehensible were not
classified as disabled by speech

Locomotor disability: Persons having locomot or disability
included those with (a) loss or absence or inactivity of whole
or part of hand or leg or both due to amputation, paralysis,
deformity or dysfunction of joints which affected his/her
“normal ability to move self or objects” and (b) those with
physical deformities in the body (other than limbs), such as,
hunch back, deformed spine, etc (c) Timed up and go test with

Graph 1- Distribution of Disability by age

Table1 Socio demographic profile of disabled elderly
(n=556)

Variables Category Frequency(percentage)

Sex
Male

Female
251( 45.1%)
305(54.9%)

Religion
Hindu

Muslim
Christian

504 (90.6%)
43 (7.7%)
9 (1.7%)

Literacy

Illiterate
Primary schooling

High school
college

225 (40.5%)
156 (28.1%)
84 (15.1%)
91 (16.3%)

Current
Occupation

Gainfully employed
Unemployed

56(10.1%)
500(89.9%)

Financial
dependency

Independent
Dependent

86(15.5%)
470(84.5%)

Type of family
Joint/Three generation

Nuclear
455(81.8%)
101(18.2%)

Living
arrangement

Living alone
Living with spouse

Living with spouse and
children

Living with children
With others

5(0.9%)
90(16.2%)

329(59.2%)
97(17.4%)
35(6.3%)

Socio economic
status(SLI)

Low
Medium

High
Very high

16(2.9%)
345(62.1%)
170(30.6%)

25(4.5%)

Marital status
Married

Unmarried
Widowed

419 (75.4%)
14 (2.5%)

123 (22.1%)
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a TUG score of >30seconds (Podsiadlo D ,Richardson S et al,
1991) . Dwarfs and persons with stiff neck of permanent nature
who generally did not have difficulty in the normal movement
of body and limbs were also treated as disabled.

Socio demographic variables were collected which included
age, gender, marital status ,religion, education, occupation
,living arrangement. Socio economic status was assessed using
modified Standard of Living Index. Disability in ADL was
assessed using the Katz index8.

One important measure of morbidity is a person’s ability to
perform the activities of daily living (ADL) mainly the 6 basic
personal care tasks like bathing, dressing, toileting,
transferring, continence and feeding. IADLs were assessed
using the Lawton-Brody Instrumental Activities of Daily
Living (IADL) Scale9 The IADL screening instrument can
uncover more subtle disabilities. These are tasks necessary for
independent functioning in the community. They include
cooking, cleaning, doing laundry, shopping, using the
telephone and means of transportation, taking medicines, and
managing money.

RESULTS
A community based cross sectional study was conducted in the
Rural field practice area of Kempegowda Institute of Medical
Sciences . The total numbers of elderly included in the study
were 4415 (7.2% of the total population), out of which
2311(52.35%) were females and 2104(47.65%) were males.
with the mean age 67.2. Percentage of young old(60-69), old
old (70-79) and oldest old(>80) were 2972(67.3%), 1081
(24.5%) and 362 (8.2%) respectively. Total number of
disabled elderly was 556 that accounted for 12.6% of the total
elderly population. 13.2% of the total female elderly were
disabled and 11.9%  among  male population were found to be
disabled.

Among 556 Disabled elderly, 305(54.9%) were females and
251 (45.1%) were males.  Prevalence of disability among the
age group 60-69 was 9.8%, 70-79 it was 16.2% and >80yrs  it
was 24.8%, So it was evident that the disability rates increased
with the increasing age ( Graph 1) and disability was slightly
more in females when compared to males.

Socio Demographic Profile Of Disabled Elderly

Out of 556 disabled elderly, maximum number which
accounted for 500 (89.9%) were currently unemployed
andonly 56 (10.1%) were gainfully employed.470( 84%) of
them were financially dependent over their family or  relatives,
only 15.5% were financially independent .

419(75.4%) of the elderly were married and 123(22.1%) were
widowed, 329(59.1%) of them were living with their spouse
and children, 97(17.4%) of them only with their children and
90(16.2%) of them with their spouse alone.359(64.6%)of them
belong to joint family and 101(18.1%) belong to three
generation family and 96(17.3%) of them belonged to nuclear
family.

Around 64.57% of the total disabled elderly were able to do
their ADL ,Around 35.43% of them required special care and
attention were dependent on one or more of activities of daily
living8and 76.8% were dependent on instrumental activities of
daily living.

There was a significant association observed between Type of
Disability  and Activities of Daily living ( p=<.0001),
Duration of Disability and ADL (p=<.001), Type of Disability
and IADL (p=<.001) , Duration of Disability and IADL(
p=<.001), Age of the  disabled elderly with ADL (p=<.001)
and Age of the disabled elderly and IADL (p=.01).

DISCUSSION
Inpresent study the prevalence of disability among elderly in
rural area was found to be 12.6%. This is comparable to study
conducted by Chakrabar thy et al at West Bengal with the
prevalence rate of 16.16% . World Health Organization
estimates that 10% of the world’s population has some form of
disability4. The disability prevalence varies with age, The
burden is more among geriatric age group with  6.4% and
5.5% prevalence in rural and urban areas respectively
according to NSSO survey3.Similar study conducted by
Ganesh KS et al have quoted prevalencerate of 21% and the
study done by Sagar Borker ,Motghare et al showed a
prevalence of 47%. The differences observed in various studies
are mainly due to difference in methodology adopted,
conceptual framework, operational definitions used for
different types of disabilities along with sociocultural and risk
factors prevailing in that area.

In our study, prevalence of disability was slightly more in
females which was 54.9%than males, which was 45.1%. With
respect to gender distribution , few studies have shown
proportionately more disability among females . In a study
conducted  at West Bengal by Chakrabarthy et al 77.5% of the
disabled population were females, while in NSSO survey  the
prevalence of disability is more among males , in both  rural
and urban areas .

Majority of the study subjects were married 75.4% in our
study, similar finding was observed in a study conducted at
West Bengal by Chakrabarthy et al where 66.3% of the
disabled elderly were married  ,Most of them  belonged to
joint/three generation family (81.8%), and similar findings
were observed with a study conducted in south rural Karnataka
by Ganesh et al where 78.2% of the population belonged to
joint/three generation family10, Percentage of elderly staying
with spouse and children was more 59.2%,similar observation
is observed in a study conducted by Anil Goswami , Reddaiah

Table 2 Distribution of various types of Disabilities
among study subjects(n=556)

Type of Disability Frequency(n=556) Percentage
Locomotor 189 34

Visual 210 37.8
Hearing 116 20.9
Speech 06 1.1
Mental 21 3.8

Multiple 14 2.5

Table 3 Distribution of  Disabled subjects according to
ADL  (n=556)

Activities of Daily living Number (Percentage)
Independent
Dependent

359(64.57%)
197(35.43%)

Table 4 Distribution of Disabled subjects according to
IADL (n=556)

Instrumental activities of
daily living Number (percentage)

Independent
Dependent

129(23.2%)
427(76.8%)
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et al in a rural area of Northern India where 56% of the Elderly
lived with spouse and children. ,this can be explained by
existing joint/three generation family system  still prevailing in
the rural area , In a report by UNFPA , its observed that around
76% of the elderly live with atleast one of theirchildren11

More than half (62.1%) the of disabled population belonged to
middle socio economic class ,similar observation is seen in a
study conducted in rural Karnataka by Ganesh et al ,where
51% of the population belonged to middle socio economic
class. andaround 84.5% of the elderly were financially
dependent on their family or others ,Around 77% of the elderly
were economically dependent on others according to the report
of UNFPA11,and in NSSO survey the dependency observed
was 66%5 .

Majority were currently unemployed (89.9%) in our study ,
64% of the elderly were unemployed in a study done in a rural
community of Northern India by Anil Goswami et al12

Majority of the study population belonged to the Hindu
community (91%), Muslims and Christians were 7.5% and
1.5% respectively , In a study conducted in Chandigarh 70% of
the study subjects belonged to hindu religion , A report by
UNFPA showed 78% of the population in rural area belong to
Hindu religion .

In our study most of the study subjects were illiterates (40%)
,around 28% of the disabled elderly had education till primary
schooling ,which is similar to a study conducted in Tamilnadu
by Audinarayana, Sheela et al where 53.5% of the disabled
subjects were illiterates, which formed a majority. Lack of
education form an important barrier for effective delivery of
services and 54.7% of disabled belonged to illiterate category
according to NSSO 2002 survey5.

Visual disability is the most common type of disabilities
encountered in our study accounting for 37.8%  followed by
locomotor disability(34%) , In a study conducted by
Venkatarao , Ezhil et al in a rural community of South India
Visual disability was predominant and showed 56%
prevalence13; A high prevalence of  29.5 % is observed in a
study conducted by  Audinarayana , Sheela et al and 39.4%
prevalence of visual disability is observed in a study conducted
by Anil Goswami et al in a Northern rural community.

Our study demonstrated that majority of the disabled elderly
(64.57%) were able to do their ADL ,which is similar to the
NSSO report that 60% of the disabled in rural area were able
to takeself care. Majority of the disabled elderly were
dependent  on IADL in our study (76.8%) , In a study
conducted  in Rural Chennai by  Venkatarao T, Ezhil R et al
,about 47.2% of the disabled population  had  difficulty in
IADL.Only 23 (4.1%)of the total disabled elderly in the rural
were aware about District Disability Welfare office in our
study , Among them only 13(2.3%)  possessed a Disability
Certificate and were availing benefits.

CONCLUSION AND RECOMMENDATIONS
We found that physical disability and functional limitationis
common among older people  in rural area. Ourrates are
comparable to other middle-income developingcountries. Our
study findings could be taken as an indication for having basic
and primary geriatric health care services including
rehabilitation involving the family and community. There is a
need to conduct further studies on the magnitude of the
disability problems and their coping strategies in the
community, Disabled should be made aware of all the social
security services that they are entitled for their benefit and
should be educated for utilization of these services.
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