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ABSTRACT
Getting old is a process in the earthly life. In the last 50 years, the
ageing society is estimated to have three times as many people who are
over the age of sixty. Emotional and mental illness increase over the life
cycle. Stress is particularly prevalent among elderly. According to the
2001 Census of India, the projected figure for 2031 is 179 million seniors.
Dual-career families, changing values, and nuclear family dynamics
have altered the social landscape of India. An emerging phenomenon in
urban India is the emergence of “pay and stay” homes as a late life
living arrangement for middle and higher-income groups.
This study was aimed to assess the effectiveness of selected
recreational therapy on stress and cognitive function among senior
citizens in a selected old age home at Erode.
The conceptual framework of the study was based on the
Modified Roy’s adaptation model (1984). The study made use of one
group pretest post test pre experimental design. Convenience sampling
technique was used to select 60 samples for the study. Pre test was
done. Stress assessment rating scale and Mini mental status
examination was used to assess the stress and cognitive function.
Selected recreational therapy such as craft work for 30-40 minutes, art
therapy for 30-40 minutes and play therapy for one hour which was
given to senior citizens once for 20 days.Post test was conducted on the
21st day. The data were analyzed by using descriptive and inferential
statistics.The mean post test stress score 46.18(SD±4.29) is significantly
lower than mean pretest stress score 119.5(SD±4.6) There is significant
difference between pretest and post test stress score ‘t’value=56.71, (p<

xii

0.05) among senior citizens. The mean post test level of cognitive
function 24.7(SD±3.9) is significantly greater than mean pretest levelof
cognitive function score 22.08(SD±2.84). There is significant difference
between pretest and post test level of cognitive function score
‘t’value=9.20, (p< 0.05).
The findings revealed that the selected recreational therapy can
be helpful in reducing the level of stress and improves the cognitive
function among senior citizens.
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CHAPTER – I
INTRODUCTION
“When I can look Life in the eyes,
Grown calm and very coldly wise,
Life will have given me the Truth,
And taken in exchange - my youth.”
~Sara Teasdale

BACKGROUND OF THE STUDY
Growing old in a society that has been obsessed with youth may
have a critical impact on the mental health of many people. This
situation has serious implications for psychiatric nursing.
Mary.C.Townsend., (2006)
Ageing population can be seen as a success story for public health
policies and for socioeconomic development, but it also challenges
society to adapt, in order to maximize the health and functional
capacity of older people as well as their social participation and
security.
WHO., (2011)
In India life expectancy at birth has increased by 20 years to the
past 5 decades the average life span today is 66 years. Today there are
about 77 million people in India aged above 60 years of age in India.
Sathya Venkatesh., (2010)
Problems of the elderly include physical changes, psychological
changes, personality changes and psychosocial changes elderly
individuals usually face a high risk developing mental problems.
Psychological changes like agitation, crying spells, irritability and stress.
Sreevani.R., (2007)
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Stress may be defined as a real or interpreted threat to the
physiological or psychological and/or behavioral response.

It is a

bodily or mental tension resulting from factors that tend to alter and
existing equilibrium.
Lalitha.K., (2007)
Emotional Stress is a more subtle, if it’s chronic, the eventual
consequences can be as harmful.

Stress hormones (Cortisol and

adrenaline) provide energy and focus in the short term, but too much
stress over too many years can throw a person system off balance.
Overloads of Stress hormone have been linked to many health
problems, including heart disease, high blood pressure and weaken
immune functions. For older people already at heightened risk for
these illnesses, managing stress is particularly important.
Woolston.c., (2006)
Factors causing stress in old age that may includes environmental
stressors, physiological stressors, social stressors, changes of any kind
can induce stress like insecurity, rejection, need for approval and
inability to cope with changed circumstances. Interpersonal issues that
can induce stress in family, club, organization issues that can induce
stress.
Sreevani.R., (2007)
Families today are quite mobile and in many cases live in
scattered parts of the country. Years ago, many of the family members
might be located within a few miles of their original home. When an
elderly person needed assistance or care, family members were
available locally to help facilitate this care. People would be cared for in
the homes of their children, or some of their children would move into
xv

the parent's home to be available for care. Today this kind of care is
seldom possible because typically the husband and wife both work, or a
single child must work in order to live. So because of the lack of
available help within the family, many people needing care have no
choice but to enter a nursing home. Communities were much closer-knit
years ago than they are today. Neighbours would assist an elderly
person and give the needed care. Today such assistance is seldom
possible because neighbours do not even know each other's names.
Another major problem for many elderly is the loneliness. Their
children have grown up and moved away, and now have families of
their own. They often forget Mom or Dad, or have neither time nor
money to assist them. Their old neighbours may retire or move away, or
they may die, leaving the elderly person feeling really alone. For many
elderly, loneliness is quite a major problem. The grief and sadness of
being alone may overwhelm them, and thus the need to make a change
is real and pressing, even though they would really prefer to be in their
own home. At least in a nursing home there will be other signs of life
around them.
Jean Harker., (2002)
The problems faced in old age home, the type of accommodation,
amount of money paid, if any, for accommodation and other services,
and the various health problems/illnesses experienced by the elderly.
Health and illness are important concerns in old age. Visual, auditory,
dental and mobility problems, weakening of muscles, loss of appetite,
anemia, sleeplessness, and minor gastric disorders are some of the
common afflictions of ageing. The major health problems reported by
the respondents are arthritis/joint pain, visual problems, back pain,
anemia/weakness,

sleeplessness,
xvi

mobility,

auditory

problems,

hypertension, muscular weakness and lapses in memory. Gastric
problems/acidity and constipation, which are often more associated
among the elderly due to weakening of the alimentary system. The
morbidity among women during old age is relatively more than among
the men.
Das. N.P.Urvi Shah., (2004)
The optimal level of stress problems come to exist if residents
move too far to the left boredom exits. Boredom is a stressor that can
have a stultifying affect on the productivity of work as well as the
general wellbeing for those living within such an environment.
Conversely, moving too far to the right of the optimal level of stress
leads to anxiety, which also impedes the satisfaction of life in the
nursing home environment. Excessive stress that leads to anxiety is also
counter-productive. Both too little and too much stress can be
unhealthy and unproductive for residents. The consequences of extreme
levels of stress are multifaceted. Excessive stressors can lead to
biological issues for residents, leading to unhealthy increases in cortisol
levels in the body, hypertension, and increased susceptibility to
infections, fatigue, muscle tension and headaches. For residents, the
environment should also provide an optimal level of stimulation that
challenges their existing abilities without providing overload or
underutilization of their abilities. As one can see there is a considerable
level of variability that exists since residents have different skills and
abilities.
Brian Garavaglia., (2009)
The biological, psychological and social process of ageing are
interrelated and interdependence. Frequently loss of social role alters an
individual’s drives and speed their physical decline. Poor health may
xvii

force retirement from work promoting social isolation and the
development of a weakened self-concept.
Charlotte., (2007)
Cognitive function refers to a person’s ability to process thoughts.
Cognition primarily refers to things like memory, the ability to learn
new information, speech, and reading comprehension. In most healthy
individual’s the brain is capable of learning new skills in each of these
areas, especially in early childhood, and of developing personal and
individual thoughts about the world. Factors such as ageing and disease
may affect cognitive function over time, resulting in issues like memory
loss and trouble thinking of the right words while speaking or writing.
Erin J. Hill., (2010)
Not everyone declines in cognitive function with age. Elderly
people who exercise at least once a week, have at least a high school
education and a ninth grade literacy level, are not smokers and are
more socially active are more likely to maintain their cognitive skills
through their seventies and eighties.
Rachel Seroka., (2009)
In 1951, the sixty plus population was around 21 million. Three
decades later in 1981, it was a little over 43 million , a further decade
later in 1991, this had increased to 54.7 million and for 2001 it is
projected to be nearly 76 million (medium projections). Calculations
also based on census reports show the decadal rate of growth of the
population in the age category sixty plus to be higher than that of the
general population in India.
Ageing Research Foundation of India., (2010)
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The Madras institute of ageing survey (1995) reported that
around

21, 214 elderly living in old age homes in India and about 354

old age homes are there in India.
Approximately 3,876 elderly living in old age homes in Tamil
Nadu and 132 old age home are there.
Above 80+years-553,204 elderly in Erode district, there are only 4
old age home.

The elderly can form a group where they can share their feelings
about their life and the problems that they face with other elderly
people. They should involve themselves in some activity that brings
them in contact with other people like them who can share similar
experiences. Opening out about emotions can help relieve stress to a
large extent.
Vishal.L., (2008)
Practiced in clinical, residential, and community settings, the
profession of therapeutic recreation uses treatment, education, and
recreation services to help people with illnesses, disabilities, and other
conditions to develop and use their leisure in ways that enhance their
health, independence, and well-being.
National Therapeutic Recreation Society (NTRS)., (1994)
Expressive therapy that uses art materials such as paints, chalk
and markers. Art therapy combines traditional psychotherapeutic
theories and techniques with an understanding of the psychological
aspects of the creative process, especially the affective properties of the
different art materials.
Archive for Research in Archetypal Symbolism (ARAS).,(2010)
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Play therapy is generally employed provides a way for them to
express their experiences and feelings through a natural, self-guided
and self-healing process. Experiences and knowledge are often
communicated through play it becomes an important vehicle for them
to know and accept themselves and others.
Traditional Medicine Dictionary on Play therapies, (2010)
NEED FOR STUDY
According to Ageing and health program (2005), there are
currently 580 million people in the world who are aged 60 years and
above. This is expected to rise to 1000 million by 2020 with over 700
million in the developing world. Older people over 60% of them live in
developing countries.
Current data from the Bureau of Statistics show that the general
population of the USA is 281,421,906 (personal communication, US
Bureau of Statistics). Of these, 34,991,753 are 65 years old and older.
Moreover, 4,239,587 women and men are 85 years old and older,
representing 1.5% of the total general population of the USA. An
interesting note is that the current population of US elders who are at
least 85 years old has 1,140,587 more members than the total of this
cohort in the year 1900.
Mary Moore Free.,(2002)
According to the American Geriatrics Society., (2005) there was
one geriatrician for about every 5,000 people over 65.The elderly
population, ages 65-74 years is 7 percent (18,759,000 people) of the total
population; ages 75-84 is 4 percent (11,145,000 people) of the total
population, 85 and older are 1 percent (3,625,000 people) of the total
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population; and the total elderly population, aged 65 and older is 13
percent of the total population.
A UN report on the changing age structures of populations and
their implications for development has projected that by 2050 the
number of elderly people - defined as aged 60 or more - would exceed
the number of children for the first time in history. By then, there
should nearly two billion elderly persons, up from about 705 million
this year. Demographic implications of elderly population in India.
Mukherjee. B. M., (2010)
In India, 5.3%belongs to the age group of above 65 years, male
were 29,364,920 and female were 32,591,030.The sex ratio is 65-over are
0.90 males/ female.
Demographics of India., (2009)
Longitudinal Ageing Study in India (LASI)., 2010 reported that
with the percentage of individuals over the age of 50 in India projected
to grow at a 2.7% compound annual growth rate over the next 45
years, an understanding of health, retirement and population ageing is
a matter of critical policy importance.
Karnataka out of the total population of 5.5 crores, 8% are elderly
citizens.
Indian Express., (2002)
According to Census report of Tamil Nadu., (2001)in India the
total number of population above 60 years of age group is 77 million. In
Tamil Nadu the total number of population above the age group of 60
years is 55, 07,400. Among 32, 22,748 of senior citizens are living in rural
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area and 22, 84, 652 of senior citizens are living in urban area. 2, 87,089
of senior citizens are living in Erode district.
In Erode district the total, male and female population according
to the age group 60 to 64 years are 2,049,791, 65 to 69years are 1,374,926,
70 to 74years are 1,030,919, 75 to 79years are 498,560, 80+are 553,204,
Age not stated are 428,942.
Demographics of Tamil Nadu., (2009)
The elderly face stress from various situations, which are
different from those that are faced by adults. They are at the stage in
life where they may face extended and critical health problems. They
may lose a spouse and feel lonely and alone. They may have retired
and therefore be forced to make a change in their living conditions and
financial management.
Robert Pressley., (1997)
Many negative stereotypes color the perspective on ageing in the
U.S. Ideas that elderly individuals are always tired or sick, slow and
forgetful, isolated and lonely, unproductive, and angry determine the
way younger individuals relate to the elderly in the society. Increasing
disregard for the elderly has resulted in a type of segregation,as ageing
individuals’ voluntarily seek out or are involuntarily placed in special
residences for the aged.
Mary.C.Townsend., (2006)
Lillypet.S, (2001), conducted a study to assess the needs of the
elderly in selected urban community at Dharapuram, revealed that 65%
of elderly perceived the psychological need as the second important
need.
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Mary Ann Boyd (2008), states that,” Stress responses varying from
one person to another, and makes the person to recognize that acute
stress is easier than chronic stress. From the assessment of data the
nurse can determine any illness. The intensity of the stress response,
and the effectiveness of coping strategies.”
Guerry M. Peavy et.al., (2009)conducted a study on Effects of
Chronic Stress on Memory Decline in Cognitively Normal and Mildly
Impaired Older Adults longitudinal study was conducted at a
university research center and included 61 cognitively normal subjects
and 41 subjects with mild cognitive impairment (ages 65–97). Fifty-two
subjects were followed for up to 3 years (mean=2 years) and received
repeated stress and cognitive assessments. Results showed that higher
event-based stress ratings collected over the follow-up period were
associated with faster cognitive decline in subjects with mild cognitive
impairment but not in cognitively normal subjects. In contrast, higher
cortisol levels were associated with slower cognitive decline in subjects
with mild cognitive impairment but not in cognitively normal subjects.
According to National Poll of Americans., (2009) reported that
51% of people experienced moderate to high stress levels Experiencing
stress is normal. Stress is something that affects you physically,
mentally and emotionally. People experience life changes during
different stages of life. Ageing is accompanied by its own sources of
stress that includes impaired or worsening health, a perceived loss of
identity following retirement (especially for males).While a large
number of elderly can care for themselves there is a significant
proportion that is unable to care themselves.
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Crafts in Therapy and Rehabilitation to provide basic instructions
for a wide array of crafts and additional project ideas, information on
populations for whom the activities might be appropriate, adaptation
and grading of the activities, methods of documentation to better assure
reimbursement, and how these activities are relevant to common
models of practice.
Margaret Drake’s., (2009)
A study of recreational intervention explored the feasibility of
nursing assistants using recreational items as diversionary interventions
for individual with dementia. The study found that the recreational
interventions are important adjuncts in the handling of cognitive
impaired clients.
Aronstein, Olsen and Schulman., (1996)
Nurses can promote joy and a sense of purpose in the elderly by
viewing old age as an opportunity for continued development and
satisfaction rather than a depressing, useless period of life.
Armstrong-Esther et. Al., (1994)
Older people are capable of making a positive impact on the society
they live in. They possess a vast experience in different walks of life.
But now because of various reasons the senior citizens are
psychologically and emotionally assaulted which make them to
institutionalize which have a greater negative impact on their
psychological well being, resulting in stress. During postings to the old
age home the researcher found that elderly are suffering with lot of
psychological problems. So the researcher recognises the importance to
support the positive and active living of the elderly. Some recreational
xxiv

therapy may help in improving their quality of life in terms of reducing
stress and to maintain cognitive function.
STATEMENT OF PROBLEM
A study to assess the effectiveness of selected recreational
therapy on stress and cognitive function among senior citizens in a
selected old age home at Erode.
OBJECTIVES
1. To assess the pretest level of stress and cognitive function among
senior citizens.
2. To assess the post test level of stress and cognitive function
among senior citizens.
3. To compare the pretest and post test level of stress scores among
senior citizens.
4. To compare the pretest and post test level of cognitive function
scores among senior citizens.
5. To find the association between post test level of stress scores
among senior citizens with their selected demographic variables.
6. To find the association between post test level of cognitive
function scores among senior citizens with their selected
demographic variables.
OPERATIONAL DEFINITIONS
Effectiveness
It means producing favourable result from an action or cause.
Lifco dictionary.
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In this study, effectiveness refers to determine the extent to which
the selected recreational therapy has brought intended results that is
measured in terms of significant difference in pre test and post test
scores among senior citizens by using statistical measurements.
Recreational therapy
Recreational therapy is the technique provided to patients with
the opportunity for fun and feeling good. It constitutes a pleasurable
way of passing time and is also the medium through which a wide
range of skills can be learned.
Lalitha.K., (2007)
In this study, selected recreational therapy which includes craft
work, art therapy and play therapy which was given to senior citizens
daily once for 20 days.
Craft work
It is an activity involving skill in making things by hand.
Oxford dictionary
In this study, it refers to demonstrate and guide the senior
citizens to make the craft work which includes making greeting cards,
bouquets, and wall hangings for 30-40 minutes in morning hours.

Art therapy
It is the method of presenting their thoughts into picturized form
to relief their stress.
Sreevani.R., (2007)
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In this study, it refers to encourage the senior citizens to involve
in the activities of painting with colors, papers and designed materials
for 30-40 minutes in morning hours.
Play therapy
It is the method to express their experiences and feelings through
a natural, self-guided, self-healing process.
Lalitha.K., (2007)
In this study, Play therapy refers to encourage the senior citizens
and to participate in the of indoor games like Puzzles, ludo, snake and
ladder, brain vita for 30 minutes to one hour in evening hours.
Stress
Stress is defined as a real or interpreted threat to physiological or
psychological and/or behavioural response. It is bodily or mental
tension resulting from factors that tend to alter an existing equilibrium.
Lalitha.K., (2007)
In this study, it refers to the level of stress is assessed on three
aspects which includes senior citizen’s physiological, psychological and
cognitive symptoms which is measured by stress assessment scale and
its scores.
Cognitive function
The act, process or result of knowing, learning or understanding.
An intellectual process, by which one becomes aware of,
perceives or comprehends ideas. It involves all aspects of perception,
thinking, reasoning and remembering.
Nambi.s., (2007)
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In this study, it refers to the intellectual process which includes
orientation, registration, attention, calculation, recall and language
which is measured by Mini Mental Status Examination which assess the
level of cognitive impairment and its scores.
Senior citizens
Most developed world countries have accepted the chronological
age of 65 years as a definition of 'elderly' or older person.
WHO., (2001)
In this study, senior citizens refer to older adults who are above
65 years of age residing in old age home.
HYPOTHESES
H1:

The mean post test stress score is significantly lower than
the mean pre test stress score among senior citizens.

H2:

The mean post test cognitive function score is significantly
higher than the mean pre test cognitive score among senior
citizens.

H3:

There will be a significant association between the post test
stress

score

of

senior

citizens

with

their

selected

demographic variable.
H4:

There will be a significant association between the post test
cognitive score of senior citizens with their selected
demographic variables.

ASSUMPTIONS
• The senior citizens may have impairment in cognitive function
due to ageing process.
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• Instutionalized senior citizen may have increased level of stress
due to isolation from the family.
• Practicing recreational therapy may reduce stress and improve
cognitive function among senior citizens.
DELIMITATIONS
• Data collection period is limited to 5 weeks only.
• The sample size for the present study is 60.
PROJECTED OUTCOME
Recreational therapy helps to improve the physical skills, reduce
stress and to reduce or eliminate the activity limitations and restrictions.
Practicing selected recreational therapy regularly reduces stress and
improves their psychological well being and maintains their cognitive
function among senior citizens, thereby it improves their quality of life.
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ii)CONCEPTUAL FRAME WORK
Conceptual frame work helps to express abstract ideas in a more
readily

understandable

on

precise

form

than

the

original

conceptualization. The conceptual framework for this study was
adapted from Modified Roy’s adaptation model (1984) states that the
recipient of nursing care may be the person, a family, a group of
community, or a society. Each is considered by the nurse as a holistic
adaptive system.
According to Roy “a person is bio-psycho-social being, in
constant interaction with a changing environment. The person as living
system is whole made up of parts or subsystems that function as unity
for some purpose”.
The idea of an adaptive system combines the concepts of system
and adaptation as follows.
SYSTEM
Roy conceptualizes the person is a holistic perspective.
Individual aspects of parts act together to form a unified being.
Additionally, on living systems, persons are in constant interaction with
their environment. Between the system and the environment occurs an
exchange of information, matter and energy. Characteristics of a system
include inputs, controls and output.
In this study, the system is senior citizens and the environment is
old age home. Both will have constant interaction with each other.
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INPUT
The adaptive system has inputs of stimuli and adaptation level,
output as behavioural responses that serve as feedback and control
process as coping mechanisms.
Focal stimulus:

The

internal

or

external

stimulus

most

immediately confronting the person, the object or event that attracts
one’s attention a degree of change that precipitates adaptive behaviour,
stimulus most immediately confronting the person the one to which he
must make an adaptive response, stressor.
In this study, it refers to the recreational therapy such as craft
work includes making greeting cards, wall hangings for 30-40 minutes.
Art therapy includes the activities of painting with colors, paper and
designed materials for 30-40 minutes. Play therapy like puzzles, ludo,
snake and ladder, brain vita for 30 minutes to one hour. Recreational
therapy was given for 20 days.
Contextual stimuli are all other stimuli of the person’s internal
and external world than can be identified as having a positive or
negative influence on the situation.
In this study, it refers to the old age home.
Residual stimuli are those internal (or) external factors having an
indeterminate effect on the person’s behaviour that effect has not (or)
cannot be validated.

Environmental factors within (or) outside the

person whose effects in the current situation are unclear, possible yet
uncertain, influencing stimuli, includes beliefs, attitudes, experience (or)
trails, knowledge level, strengths and / or limitations.
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In this study demographic variables of the senior citizens such as
age, sex, educational status, previous occupation, religion, marital
status, number of children(internal factors)and supportive system
(external factor) precipitates the coping mechanism of the senior
citizens which is reflected either as adaptive or maladaptive responses.
Because of internal and external factors interaction most of the senior
citizens will have stress and reduced coping abilities. Assessment of
stress among the senior citizens had been done through stress
assessment rating scale and cognitive function is assessed by MiniMental Status Examination.
CONTROL PROCESS/COPING MECHANISMS.
Roy has used the term coping mechanism to describe control
processes of the person as an adaptive system that are called the
“Regulator” and “Cognator”.
Regulator subsystem
A regulator is a subsystem coping mechanism which responds
automatically through neural chemical endocrine processes.
Cognator subsystem
A cognator is a subsystem of coping mechanism which responds
through complex perception and information processing through
learning, judgment and emotion.
In this study the maladaptive pattern of stress response alters
both regulator and cognator subsystem. The changes in regulator
subsystem can be noted as palpitation, shallow breathing, sweating,
poor appetite, poor sleep pattern. The changes in cognator subsystem
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can be noted as reduced concentration, poor memory, decreased
problem solving, decreased decision making, irritability etc.
EFFECTORS/ADAPTIVE MODES
Although cognator and regulator processes are essential to the
adaptive responses of the person, these processes are directly
observable. The adaptive modes are the physiological, self concept, role
function and interdependence modes.

By observing the person’s

behaviour in relation to the adaptive modes, the nurse can identify
adaptive or ineffective responses in situations of health & illness.
The four adaptive modes for assessment are as follows.
Physiological mode
The physiological mode represents physical response to
environmental stimuli and properly involves the regulator subsystem.
The basic need of this mode is physiologic integrity and is composed of
the needs associated with food, oxygenation, nutrition, elimination,
activity and rest and protection. The complex processes of this mode are
associated with the senses, fluids and electrolytes, neurological function
and endocrine functions.

In this study the adaptive responses in physiological mode is
maintained by normal heart beat, normal breathing pattern, increased
food intake, maintaining normal sleep and appetite, increased coordination and maintain cognitive function.
Role function mode
It involves behaviour based on a person’s position in society. It is
dependent on how a person interacts with others in a given situation.
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In this study it refers to reduction in irritability and anxiety so
that they can able to concentrate better that aids in good decision
making process. So that the person can act appropriately in a given
situation.
Self concept mode
The self concept mode relates to the basic need for psychic
integrity. Its focus is on the psychological and spiritual aspects of the
person.
In this study the adaptive response in self concept mode is
increased self confidence, increased self motivation, good judgement
and promotes feeling of adequacy.
Interdependent mode
Interdependent mode is where affectional needs are met.
In this study the adaptive response in interdependent mode is to
maintain social integrity with health personnel, social workers.
OUT PUT AND FEED BACK
Adaptive responses are those that promote the integrity of the
person. In this study practicing selected recreational therapy acts as the
coping mechanisms which reflect in reduction of stress that is assessed
through stress assessment rating scale and able to maintain cognitive
function which is assessed through Mini mental status examination.
Senior citizens, who are having moderate and increased stress level,
will again practice of selected recreational therapy to reduce the level of
stress under the guidance given by researcher following post test that
makes them to practice regularly. Those who are exhibiting low level of
stress were also encouraged and motivated to practice selected
recreational therapy continuously.
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INPUT

CONTROL

EFFECTOR

OUT PUT

1.Focal stimuli
Recreational therapy
Craft work includes making greetings, wall hangings for
30-40 minutes.
Art therapy includes the activities of painting with
colors,paper and designed materials for 30-40 minutes.
Play therapy like puzzles,ludo,snake and ladder,brain vita
for one hour.Recreational therapy was given for 20 days.
2.contextual stimuli- Old age home
3.Residual stimuli

Regulators
Changes in

POST TEST

breathing

Physological

pattern,

Increased food intake, rest
,sleep.

appetite, sleep

Decreased tiredness,

pattern,

Regular elimination
pattern,

Age
Sex
Educational status
Previous occupation
Religion
Marital status
Number of children
Support system

Stress assessment scale used to assess the level of stress in
pretest.

Low stress level,
No cognitive
impairement.

elimination.
Increased activity.

Demographic variables of senior citizens.
•
•
•
•
•
•
•
•

ADAPTIVE
RESPONSE

Cognators

Role function

Changes in

improved decision making.

Concentration,

Self concept

memory,

Promoted self esteem,

problem
solving,

Increased self confidence.

INEFFECTIVE
RESPONSE
Moderate, high level
of stress,
Mild,moderate and
severe level of
cognitive
impairment.

Interdependence

decision
making.

Improved social

MMSE performed to assess the level of cognitive function
in pretest.

Feed back
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Fig.1.CONCEPTUAL FRAME WORK BASED ON MODIFIED ROY’S ADAPTATION MODEL -(1984)

CHAPTER II
REVIEW OF LITERATURE
Part - I
¾

Over view
a) Stress and cognitive function.
b) Recreational therapy.

Part - II
Section: A

Studies related to stress among senior citizen.

Section: B

Studies related to cognitive function and its
impairment in senior
citizens.

Section: C

Studies related to effectiveness of selected
recreational therapy on stress and cognitive function
among senior citizens.

PART- I Over view
a)Stress and cognitive function
Stress is a state of disequilibrium that occurs when there is a
disharmony between demands occurring within an individual’s
internal or external environment and his or her ability to cope with
those demands.
Mary C .Townsend., (2007)
...Last scene of all, that ends this strange eventful history, Is second
childishness and mere oblivion, Sans teeth, sans eyes, sans taste, sans
everything.
William Shakespeare
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Everyone is familiar with stress. Experiencing stress in varying
forms and degrees every day. In small doses, stress can actually be
beneficial to us. It is only when the stress becomes too great, affecting
our physical or mental functioning, that it becomes a problem.
In small doses, stressors can help give us increased energy and
alertness, even helping to keep us focused on the problem at hand.
This type of stress is good. People may refer to the experience of this
type of stress as feeling "pumped" or "wired."
As the level of pressure gets too great, stress eventually
surpasses our ability to cope with it in a positive way. Often, people
describe themselves as being stressed out, burned out, or at wits end.
At this point, it is important to find positive and productive ways to
deal with the stress and, more importantly, to address the person or
situation that is causing the stress.
Everyone reacts to stress differently. Each of us has a different
level of pressure and anxiety that we can handle without a bad
outcome. Only you can assess your level of tolerance to stressful
situations. The best treatment for stress is to prevent getting into
situations that are likely to overwhelm your ability to cope. This is not
always possible because the stressors may often come from outside
sources that are beyond your control.
“There are more old people about now because modern machine is
keeping them alive longer”.
Cause stress in older people can be related to
•

Caring for a sick spouse
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•

Losing a spouse

•

Death of other relatives and friends that one may have been close
to

•

Reducing physical strength and a realization that one is not as fit
and strong as one used to be

•

Worries about finances after retirement and the fear of
institutionalization

•

No one to talk to and a feeling of dejection at being dependent on
someone.
Vishal.L., (2008)

STAGES OF STRESS
The entire body responds to stress in an attempt to maintain or
adapt to the circumsistance of the event creating stress
Dr. Hans Selye, the highly acclaimed Endocrinologist and the
father of modern studies on Stress, while presenting the General
Adaptation Syndrome, revealed that as the stress starts taking its toll
there are three very evident stages through which the person goes
through. These phases are: The Alarm, the Resistance, and the
Exhaustion phase, and also burn out.
The Alarm Phase
The Alarm phase is characterized by the triggering on the Stress
Alert System (the fight or flight response). There is thus an over activity
of the sympathetic nervous system, and the simultaneous inhibition of
the parasympathetic nervous system. Alarm is generated in the body
and the whole body starts preparing for a fight or takes a flight. There is
a flush of energy, and all activities are speeded up. The pressure is
evident and could be seen in his excitement or fear.
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The Resistance Phase
In the Resistance phase because of the continuity of the stressful
conditions there is depletion of energy, the person feels run down. As
the pressure mounts he struggles to meet the various demands expected
of him. He starts getting bouts of irritation, there is over-reaction to
minor issues, sleep pattern starts getting altered and he starts getting
weaker both mentally & physically. Very clear physical, psychological
and behavioural changes are observed by others.
The Exhaustion Phase
When the stressful condition prolongs, and even after observing
distinct symptoms of resistance phase, appropriate measures are not
resorted to, then the Exhaustion phase takes over. As the very name
suggests the person feels fully exhausted & tired. This may go even to
the extent of absence of all enthusiasm to work or even to live.
Psychosomatic diseases take roots. There is emotional breakdown,
insomnia, alteration in cardiac function, and host of other very painful
symptoms associated with burnout. The burnout has started.
Burnout
Burnout is the most dangerous stage which the stressed people
come to. Any sign of burnout shows the urgency of the situation and
has to be handled at the earliest with highest priority.
Kaplan and Sadock., (2000)
The elderly face stress from various situations, which are
different from those that are faced by adults. They are at a stage in life
where they may face extended and critical health problems. They may
lose a spouse and feel lonely and alone. They may have retired and
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therefore be forced to make a change in their living conditions and
financial management. Stress is augmented further by the fact that the
ability of the elderly people to face stressful situations weakens over
time. In spite of all the challenges that they may have faced during old
age some of their systems that react and help in stress management are
no longer as efficient as they were. The process of ageing wears of the
brain in some way and the response to stressful situations is far from
adequate at times.
Woolston.C.,(2008)
Common signs and symptoms of stress
A. Physiological
•

insomnia, nightmare

•

indigestion, loss of appetite, palpitation

•

Headaches, back, neck problems

•

frequent urination

•

muscle pain and tiredness, muscle tension

B. Emotional and psychological
•

anxiety, fear, frustration, depression, irritability, mood
swings

•

restlessness, poor concentration, forgetfulness
Vishal.L., (2008)

Females respond to stressful conditions by protecting and
nurturing their young (the "tend" response), and by seeking social
contact and support from others – especially other females (the
"befriend" response). This pattern is in sharp contrast to the fight-orflight behaviour, long considered the principal method both sexes used
to cope with stress.
Shelley E. Taylor., (2005)
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The levels of stress hormones rise with ageing, and are very likely
to be responsible for the decline in neurogenesis that is the formation of
new neurons. The good news, though, is that the aging brain doesn't
appear to lose the ability to generate new neurons, when you relieve the
stress.
Elizabeth Gould., (2005)
Stress management for the elderly
• The elderly can share their difficulties and feelings in facing
stress, and their way of coping, with those they can confide
(e.g. relatives and friends). This helps to ventilate emotions and
facilitate the learning of different strategies of coping with stress.
•

An active social life, healthy lifestyle and relaxation exercises are
all useful ways to handle stress.

•

Engaging in volunteer work is a means to help those who are less
fortunate. It also helps to boost self-confidence and broaden one's
outlook in life.

•

Positive thinking, such as appreciating one's achievements and
strengths, can help to enhance self-confidence and to cope with
stress.

•

The elderly can seek help from professionals in case of need.
Smoking, drinking and substance abuse are harmful and should
never be used as ways to cope with stress.

•

Trying yoga, meditation, breathing exercises when feeling
stressed out and need to relax.
Vishal.L., (2008)
The elderly needed to care for a loved one who is ill adds to levels

of stress but may also mitigate against accepting help to reduce that
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stress. The older person in order to reduce the harmful effects of stress.
Old age is a role less phase of existence, a time of heightened risk of
social isolation. The development of interventions to promote social
integration is essential to the quality of life of older persons.
Wilensky ., (2004)
Stressors of homelessness elderly that influence mental health
that the effect of constant vigilance for safety, resulting in lack of sound
sleep, fearfulness, suspicion and insecurity. Social isolation, being
shunned by others. Poor diet, which may contribute to bio- chemical
imbalance

and

illness.Constant

mood

changes.

uncertainty

and

Susceptibility

disruptions.

Lack

to
of

physical
medical,

psychiatric or other needed assistance. Pervasive sense of hopelessness
and uncertainty.
Wanda.K.Mohr., (2006)
Cognitive function is the mental operations that relate to logic,
awareness, intellect, memory, language and reasoning powers.
Townsend.C., (2007)
Cognitive function is the mental operation that relates to logic,
awareness,

intellect, memory, language and reasoning powers. The

ability of learning is influenced by interest, activity, motivation, health
and income. There appears to be a high degree of regularity in
intellectual functioning across the adult age. Crystallized abilities or
knowledge acquired in the course of the socialization process, tend to
remain stable over the adult life span. Fluid abilities or abilities
involved in solving problems tend to decline gradually from young to
adulthood.
Birren and Schaie., (2001)
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Memory is facilitated when the retrieval context resembles the
learning context. The brain structures underlying contextual influences
on memory are susceptible to stress. Whether stress interferes with
context-dependent memory is still unknown. We exposed healthy
adults to stress or a control procedure before they learned an objectlocation task in a room scented with vanilla. Memory was tested 24 h
later, either in the same or in a different context (unfamiliar room
without the odour). Stress administered prior to encoding abolished the
context-dependent memory enhancement found in the control group.
Thus, these findings represent the first demonstration of impaired
context-dependent memory following stress.
Lars Schwabe., (2009)

Fatigue or stress, for example, can both result in temporary loss
of cognition. The problem generally resolves once the underlying issues
have been addressed. Prolonged symptoms or those that worsen with
time should always be taken seriously, however, as they could signal
either a mental or physical disorder.
ArtDefender., (2009)
Management of cognitive impairment can by achievement of
relaxation and recreation. Relaxation like deep breathing exercises,
progressive

muscle

relaxation,

meditation,

mental

imagery,

biofeedback. Recreation like music, dance, play, art, craft, reminisce can
be helpful.

One’s level of consciousness moves from beta activity,

which occur when one is mentally alert and actively thinking, to alpha
activity, a state of altered consciousness.
Davis., et .al., (2000)
b) Recreational therapy
43

Recreational therapy is considered a rehabilitation treatment
option and must be provided by a physician or nurse practitioner. It is
considered medically necessary and appropriate.
Belfry ., (1998)
Recreation is a form of activity therapy used is most psychiatric
settings. Therapeutic recreation can occur as informal pig-pong and
card games, structured soft ball, basket ball or volley ball games, as
trips outside the hospital, attending sports events and so on.
Play is one kind of recreational therapy. It is considered as a variety
of occupations that constitute a pleasurable way of passing time and are
also the medium through which a wide range of skills can be learned
and rehearsed.
Therapeutic recreation uses treatment, education and recreation
services to help people with illnesses, disabilities and other conditions
to develop and use their leisure in ways that enhance their health,
functional abilities, independence and quality of life.
NTRS., (2000)
Lowry.,et.al.,(1993) state that the Social, Therapeutic and
Recreational

Nurse/

Recreational

Therapist

offers

individuals

opportunities to pursue their own choice of activities. It the
responsibility of the Therapeutic and Recreational Nurse/Recreational
Therapist to provide such therapy. Roper et al (1985), in their "Activities
of Daily living" model, identify recreation as one of the activities of
daily living, while Orem's (1991) model includes time spent with others
and time spent alone. This then, places the responsibility on the
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registered nurse to consider this within the nursing process to identify
and develop plans to overcome any problems in this area with patients.
Vise,D.,et.al.,(1994) suggests that it is the responsibility of the
Social Therapeutic and Recreational Nurse/ Recreational Therapist to
educate others in the nursing profession on the use and benefits of
therapeutic recreation. This is supported by Crump, A. (1991) who
suggests that the concept of nurses becoming more actively involved in
patient activities is receiving increased professional attention.
Crump, A.,(1991) states that nurses place therapeutic recreation
low on the priorities of nursing intervention and see the remit of
providing therapeutic recreation as the role of other health care
professionals such as Occupation Therapists and Physiotherapists. The
College of Occupational Therapists (1990) defines Occupational therapy
as: "The treatment of people with physical and psychiatric illness or
disability through specific selected occupation for the purpose of
enabling individuals to reach their maximum level of function and
independence in all aspects of life."
Roper.,et.al.,(1988). In adult life meaningful activities are just as
vital as this early type of play to prevent boredom, isolation and
aggression. Throughout adult life we spend most of our time working
to provide ourselves and family with shelter, warmth and food. Relaxed
in many different forms which may be in isolation or in groups of
various sizes depending on the individual needs and activity involved.
In the well adult this can be easily achieved by the individual
themselves. Though in the sick this need for leisure activities can cause
concern for individuals and may well prevent the individuals from
having a meaningful life style which may ultimately affect recovery. In
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later years, the needs pertaining to leisure requirements in the elderly
have been addressed by many businesses such as banks, by
encouraging the individual to plan for retirement and providing
courses to deal with the prospect of retirement.
Recreational

therapists

work

with

nurses,

physicians,

psychologists and other types or therapists. They work along with these
people to help a patient recover or to strengthen their emotional and/or
physical well-being. How they go about helping their patients differs
strongly from case to case. However, they always start by getting
information from medical records, medical staff, family members and
the patients themselves to figure out the patient’s capabilities, needs
and interests. With that information they plan, direct and possibly even
participate in treatment programs to aid in the patient’s rehabilitation
and help them to participate in the community and prevent future
medical problems.
Laura Nelson., (1995)
MMSE total score between the old-old and oldest-old were
observed in both sexes, suggesting that overall cognitive functions
continue to decline over time in very old age. Age-related differences
between the old-old and oldest-old in items measuring, registration,
calculation and delayed recall were observed in both sexes, and also in
those assessing time orientation, place orientation, delayed recognition,
writing sentences, and copying figures were observed in women.
Iwasa, H., Gondo. Y. et. al., (2010)
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PART-II
SECTION-A:

STUDIES

RELATED

TO

STRESS

AMONG

SENIOR CITIZENS
Lefrancois.R.et.al., (2000) conducted study on, Stressful life
events and psychological distress of the very old in Canada. The
purpose of the study was to examine whether social support has a
moderating effect on the relationship between exposure to stressful life
events and psychological distress. To test this, 224 men and women
aged 81-86 were sampled from two municipal regional countries. The
French version of the Geriatric Scale of Recent Life Events, the
Psychiatric Symptom Index, and the social provision scale were used.
The results show that the negative aspect of social interaction may
explain why social support did not have a protective effect. Also, social
isolation resulting from psychological distress could reduce the
opportunity for instrumental help and emotional support.

Louise H. Phillips.et.al., (2002) conducted a study on Age and
the Understanding of Emotions. Mayer and colleagues have developed
a battery of emotional intelligence tasks (the Multidimensional
Emotional Intelligence Scales [MEIS]) that predict key criteria such as
life satisfaction and empathy for others along with people’s ability to
regulate

their

mood.

In

the

study

30

young

(aged

20-

40years,M_29.9years,SD_7.1),and thirty old (aged 60–80 years,M_69.2
years,SD_6.1).The younger group comprised 11 men and 19 women, the
older group 15 men and 15 women. The age groups differed in terms of
years of education, t (58) _2.98, p_.01 (youngM_14.45years, SD_2.79,
oldM_12.20 years, SD_3.11Performance of the young and old age
groups on the tasks are reported. There was no effect of age group on
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the two emotional. There was no significant age effect on identifying
emotions in the faces, the older group performed significantly worse
than the young group. There were no age effects on surprise, disgust, or
fear. However, older people were significantly more likely to make
errors on anger, and sadness, p_.05.

Kiecolt-Glaser, McGuire.et.al., (2002) conducted a study on the
experience of stress can result in significant negative health
consequences in both young adults and older adults in US. Stressrelated distress was measured using Cohen and colleagues Perceived
Stress Scale. Stress-related cognitive interference was measured using
the Impact of Event Scale. he correlation between the scales was r(109) =
.61, p < .01. The reliability for the total score was 0.91. The results of this
model suggest that it is not the degree to which individuals perceive
their lives to be stressful but the extent to which they report
experiencing intrusive thoughts or ruminate about a stressful life
experience that is associated with cognitive performance deficits.

Das.N.P.Urvi Shah., (2004) conducted a study of old age homes
in the care of the elderly in Gujarat. The perspective of the elderly living
in old age homes sheds light on their socio-economic and other
characteristics and attitudes towards institutional living. It is noted that
the majority are not highly educated, particularly elderly women, and
were in lowly paid jobs with meager savings to meet their requirements
during their old age. The background characteristics further reveal that
about 29 percent of elderly men and 8 percent of elderly women had
never married. The proportion of widows was much higher (64 percent)
than widowers (35 percent). With regard to their familial background, it
is interesting to note almost one –fourth of the elderly had lived alone
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prior to coming to the old age. Among them, more men (28 percent)
than women (20 percent) had reported that they had lived alone.

David M. Almeida.,(2005)conducted study on Resilience and
Vulnerability to Daily Stressors Assessed via Diary Methods Research
on daily stressors has benefited from diary in Pennsylvania.Which used
a telephone-diary design, highlight how people’s age, gender, and
education and the presence or absence of chronic stressors in their lives
predict their exposure and reactivity to daily stressors.Respondents
reported experiencing on average at least one stressor on 40% of the
study days and multiple stressors on 10% of the study days.
Approximately 30% of the reported stressors involved some sort of loss
(e.g., of money), nearly 37% posed danger (e.g., potential for future
loss), and 27% were frustrations or events over which the respondent
felt he or she had no control.

Tak, Sunghee H., (2006) conducted a study on stress in
individual results revealed six sources of stress in the daily life of the
participants: health, routine tasks, family issues, financial management,
social relationships, and living conditions. Three major strategies of
coping with daily stress emerged: cognitive efforts, diversional
activities, and assertive actions. Participants reported a wide range of
support resources to deal with daily stress

Martin J. Sliwinski, et.al, (2006) conducted a study on intra
individual Coupling of Daily Stress and Cognition in Syracuse. Daily
stress and cognitive performance were assessed on 6 occasions in 108
older adults and 68 young adults. Blessed mental status exam that the
frequency of reported stressors was higher in younger adults, who
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reported at least one stressor on 74% of testing days, compared with
older adults, who reported at least one stressor on 44% of days. Young
adults reported multiple stressors on 37% of testing days compared
with 16% for the older adults. The results from the multi level models
predicting performance as a function of daily stress. Results for the nback task revealed significant WP stress effects for older and younger
adults in the 2-back condition, indicating that older adults were 99.5 ms
slower and younger adults were 65.2 ms slower on stress compared
with no stress days.

Elsa,Neenu et.al., (2007) conducted a study to determine the
perceived depressive feelings experienced by elderly clients, result
showed that majority of the elderly 50% were between the age group of
60-69years, 63% among them were female, and 80% of them were
educated and above 65% belongs to socio-economic status. Chi-square
there was significant relationship between age (38.24), sex (4.96),
education (8.61), occupation (8.46), and socio economic status (5.735).

Sreevani R.,(2007) conducted study on Emotional problems
among elderly people in a selected old age home the finding shows that
most of them 54%were between the age group of 60-70years, 32%
between 71-80 years and 14% above 80 years.68%of them were male
and 32% of them were female. Majority 80%of them were having
inadequate family support. Half of them 46%were suffering from
emotional problems.There was a significant association between sex
and emotional problems of elderly people. There was significant
association between emotional problems and general health status of
elderly people. Chi-square there was significant relation between sex
(5.83) and health status (10.36).
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Hubpage., (2007) conducted study on Stress Syndrome in North
America which can significantly affect behaviour, mood, morbidity and
even mortality. Studies show that 31% of seniors decrease their social
network, along with 30% possibility of hospitalization within a month
of moving. While these are just statistics, it would be best to understand
the effects it can bring about in order to better cope with the major
changes.
Beard

J.R.,(2008)

conducted

study

on

neighborhood

Characteristics and change in Depressive Symptoms Among Older
residents of New York city to find out relationship between the
depressive symptoms of older adults over time and the characteristics
of the neighborhoods in which they live. Surveyed by random sample
of 1325 New York City residents aged 50 years or older in 2005 and
conducted 808 follow-up interviews in 2007.Assessed the compositional
characteristics of the respondents’ neighborhoods at a census-tract level
and determined the relationships between these characteristics and
changes in respondent’s depressive symptoms.Those making efforts to
improve mental health among the elderly need to consider the role of
residential context in improving or impairing mental health.

Harald A Nygaard., (2008) conducted a study to advance the
understanding of health-related quality of life among older nursing
home residents by assessing their health-related quality of life and
comparing this with norms from the general population. The study
used

a

two-group

cross-sectional comparative design.

Clinical

Dementia Rating Scale score ≥0·5 and were capable of conversing. After
adjustment for age, group, sex, marital status and education, the
nursing home residents scored significantly higher on bodily pain and
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on physical and emotional role limitation and significantly lower on the
other SF-36 subscales, except social functioning, with the largest
differences for physical functioning (mean nursing home 23·2 and mean
general population 62·9).

Robert S. Stawski., (2008) reported that the roles of adult age and
global perceived stress in Washington.Sixty-seven younger and 116
older adults completed a daily stress diary and measures of positive
and negative effect on 6 days over a 14-day period. Using daily diary
data from a nationally representative, sample of 25- to 74-year-olds
using a momentary sampling used as method. It found that stressrelated increases in NA decreased with advancing age. Thus, with
respect to daily stressor effects on NA, the evidence is inconsistent
correlations among the daily stress, GPS, and daily affect measures for
the younger and older adults, respectively. Although there is evidence
of a modest degree of association among the stress measures between
persons for the older adults, r (114) .31, p _ .01, these variables were not
correlated among the younger adults, r (66) .07, ns. Furthermore,
associations between the stress and affect variables were modest for age
groups (absolute values of the correlations range from .26 to .36),
indicating that although stress and affect reports are related, and these
measures do not exhibit a high degree.

Debi Chakrabarti.,(2009) conducted study on well being of the
elderly residing in the old age home Vs those in family setting adopted
survey with comparative survey design. Conducted in 2 old age homes
purposive and snowball technique was used. The finding shows that
most of the elderly were in age group of 60-70 years, illiterate with low
income status, belonging to nuclear family, female, married in old age
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home and 60%of 60-70 years, married, joint family with 2 or more
children, literate, high income status, in family setting. Mean difference
of subjective well being of elderly living in family setting(88,SD±12.22)
was

significantly

higher

than

elderly

living

in

old

age

homes(81,SD±9.32).Mean difference of level of satisfaction of elderly
living in family setting(116SD±5.07) was significantly higher than the
elderly living in old age homes(107SD±3.71).Mean subjective well being
scores of elderly staying in old age homes in age group of 60-70 years,
literate, low income group, having no children, male and married was
higher than elderly living in family setting. Mean level of satisfaction
scores of elderly living in family setting were higher in age group 60-70
years, male, literate, high income group, having more children than
elderly living in old age homes.

Hema.T.,(2010) assess the effectiveness of selected relaxation
techniques to reduce the level of stress among senior citizens residing in
selected old age home, at Coimbatore. The pre experimental design was
used for the study and 60 senior citizens. Modified stress assessment
rating scale, which was used before and after structured teaching
programme. There is significant difference between pretest and post
test stress score (‘t’value=23.715, p< 0.05). The Mean score of pretest and
post test level of stress were 83.25(SD+ 11.75) and 49.6 (SD+ 10.09).
Results of inferential statistics (chi square value X2 = 23, p< 0.05)
identified that dis-satisfaction (or) lack of support system is the major
predictor of distress among senior citizens living in old age home.
Samuel O. Salami., (2010) conducted study on retirement context
and psychological factors as predictors of well-being among retired
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teachers in UK. The study investigated the relationship of retirement
context and psychological factors with well-being using data on 284
retired married men and women (aged 52-75 years). The results indicate
the importance of examining the contextual and psychological factors in
understanding

the

relationship

between

retirement

psychological well-being. The bivariate correlations

status

and

showed that

financial situation, activity level, social support, retirement status ,selfefficacy, stress and optimism had significant correlations with life
satisfaction with correlations ranging from r=.19 to r=.35 p<.05, except
marital quality, physical health, job challenge, retirement expectations,
age and gender. All the independent variables had significant negative
correlations with depressive symptoms (r=-.19 p<.05 to r=-.28, p<.05)
except job challenge, age and gender. All the predictors correlated with
each other with correlations ranging from r=.01 to r=.35 p<.05. age and
gender did not predict psychological well-being among retired teachers.
The results in step 2 and 3 indicate that contextual variables made
significant contribution to the prediction of psychological well-being,
life

satisfaction

(∆R²=.26,F(12,272)=15.74,p<.05);and

depressive

symptoms (∆R²=.27,F(12,272)11.87,p<.05). These results suggest that
retirement status (Voluntary retirement), adequate financial situation,
adequate physical health, high activity level and high social support are
related to high life satisfaction and low depressive symptoms.
SECTION-B:

STUDIES RELATED TO COGNITIVE FUNCTION
AND IMPAIRMENT IN SENIOR CITIZENS

John M. Starr, et.al., (1997) conducted a study on age-associated
cognitive decline in healthy old people. The disease often confounds the
identification of risk factors for age-associated cognitive decline in
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elderly subjects. 1467 potential subjects at home and enquired directly
about health problems and medications, administered the Mini-Mental
State Examination (MMSE) and National Adult Reading Test and
recorded educational attainment, occupation and blood pressure.
Results: 603 subjects (237 male, 366 female), mean age 75.7 years (range
70-88 years), reported no health problems and were taking no regular
medications. Four years after the initial visit determined the outcome of
all 603 subjects and retested available survivors. Psychometric tests
were then administered to the 429 (71.1%) available survivors after a
median period of 4.2 years (69 subjects were dead, 15 were too unwell,
12 had moved away and 78 either refused or failed to reply).MMSE
score declined by 0.3 points in the healthy group (P [is less than] 0.048).
However, once a single outlier whose MMSE score fell from 29 to 22
was excluded, the mean decline for the remainder was non-significant
at 0.2 points (P = 0.079). There was no significant difference in cognitive
decline between those who had not started medication (P = 0.59).

Linda L. Buettner and Joyce Ferrario.,(2000) therapeutic recreationnursing team: a therapeutic intervention for nursing home residents
with dementia in, Binghamton. It was designed to assess the impact of
an interdisciplinary intervention on the function and behaviour of
nursing home residents with dementia. The intervention, a highly
structured program of sensory motor activities developed by a
recreation therapist, was integrated into the daily plan of care for the
randomly selected experimental group and applied by both nursing
and recreation therapy. The primary goal of this study was to enhance
the physical and cognitive function and reduce problem behaviours in
nursing home residents with dementia through a highly structured
therapeutic

recreation-nursing

intervention.
55

The

subjects

were

randomly assigned to either the treatment group (n=33) or the control
group (n=33) by name draw without replacement. Baseline testing for
the 30 week study was completed, with retesting every 10 weeks during
the intervention. The Mini-Mental State Examination (MMSE) was used
to determine each individual's level of cognitive functioning. The
results for group and time were significant for all independent variables
MMSE m=.426, t=5.79, agitation m=.149,t=1.86 at p<0.01 level. t-tests of
independent

samples

(control

experimental).MMSE,

t=9.22,agitation,t=1.89 at p<0.01.

Hajime Iwasa.,et.al.,(2005)conducted to clarify the characteristics of
cognitive function among physically independent very old people
dwelling in an urban community in Japan. Five hundred and thirteen
old-old (aged 75–84 years) and 168 oldest-old (aged 85–100 years)
adults participated in Mini-Mental State Examination (MMSE) for
measuring cognitive functions in the elderly Mean MMSE scores for
old-old and oldest-old men were 27.5 and 25.9, respectively, and those
for old-old and oldest-old women were 27.8 and 25.0, respectively. Agerelated differences in the MMSE total score between the old-old and
oldest-old were observed in both sexes, suggesting that overall
cognitive functions continue to decline over time in very old age. Agerelated differences between the old-old and oldest-old in items
measuring, registration, calculation and delayed recall were observed in
both sexes, and also in those assessing time orientation, place
orientation, delayed recognition, writing sentences, and copying figures
were observed in women.

Nilsson.E., (2005) conducted a study on cognitive functioning in a
population-based sample of very old non-demented and non-depressed
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persons: the impact of diabetes. The main objectives of this study were
to examine potential effects on cognitive functioning of diabetes and
some major cardiovascular signs and diseases in very old age. Analyses
were based on data from the Kungsholmen project and involved a
population-based sample of non-demented and non-depressed persons
aged 75–96 years. Diabetics (n=36) were compared with non-diabetic
persons (n=356). The results showed that diabetics perform significantly
worse on the MMSE than do non-diabetics, and that the MMSEperformance of elderly with cardiovascular disease (CVD) is
significantly worse than in those without CVD. The results suggest that
cognitive deficits associated with diabetes in very old age may be
detected with the MMSE.

The relationship between cognitive impairment (including mild
cognitive impairment with no signs of dementia, and dementia) and
risk for depression in old age (60 years and older) was discussed.
Individuals with non-dementia cognitive impairment had neither
significant higher prevalence nor incidence rates of depression than
those without (odds risk, confidence intervals relative risk (RR): 1.12,
95% CI: 0.62-2.01). In old age, individuals with dementia had both
significant higher prevalence and incidence rates of depression than
those without (OR: 1.82, 95% CI: 1.15-2.89; RR: 3.92, 95% CI: 1.93-7.99)
and concluded that there was a definite association between depression
and dementia and thus dementia might be a risk for depression.
WildRacer., (2007)
Ruthann C. Thomas., (2008) conducted a study on The Influence of
Emotional Valence on Age Differences in Early Processing and Memory
in Canada. The study examined young and older adults’ attentional
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biases and subsequent incidental recognition memory for distracting
positive, negative, and neutral words. The design was a 2 (age) X 3
(distractor valence) mixed factorial with age (young, old) between
subjects and valence (neutral, positive, negative) within subjects.
Younger adults (M= 21.4, SD= 2.44) had an average of 15.0 (SD = 1.9)
years of education, and a mean score of 32.67 (SD = 3.9) on the Shipley
Vocabulary Test. Older adults (M= 67.6, SD= 4.40) had significantly
more years of education (M = 16.4, SD = 2.7), F (1, 95) = 8.942, MSE =
48.39, and a significantly higher score on the Shipley Vocabulary Test
(M = 35.9, SD = 3.3), F (1, 95) = 19.046.

Christopher M. Callahan.et.al.,(2010) conducted a study on the
prevalence of cognitive impairment among all patients aged 60 years
and older at baseline was 15.7%; 10.5% had mild impairment and 5.2%
had moderate to severe impairment. Patients with moderate to severe
impairment were significantly older than patients with no impairment
(76.2 years and 67.4 years, respectively), were more likely to be black
(85.8% and 61.3%), had fewer years of education (7.3 years and 9.2
years), and were more likely to have cerebro vascular disease (20.4%
and 6.3%) and evidence of under nutrition (30.6% and 16.9%). Dementia
was recorded as a diagnosis for less than 25% of patients with moderate
to severe cognitive impairment, but patients with documented
impairment were more likely to have been evaluated for reversible
causes. In the year after screening, patients with moderate to severe
impairment were more likely than those with no impairment both to be
hospitalized (29.1% and 16.5%) and to visit the emergency department
(55.8% and 38.5%) but had fewer outpatient visits (6.0 and 7.6) and
greater mortality (8.2% and 2.8%).
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Debra E. Henninger and David J. Madden., (2010) conducted
study on Processing Speed and Memory Mediate Age-Related
Differences in Decision Making in Durham. In the current study, older
adults (mean = 71 years) and younger adults (mean = 24 years)
completed a battery of tests of cognitive capacities and decision-making
preferences. Tested two groups of participants: 54 older adults between
66 and 76 years of age (M = 70.7 years, SD = 3.0; 50% female) and 58
younger adults between 18 and 35 years of age (M = 23.4 years, SD =
4.4; 47% female). Years of education were comparable for the older
adults (M = 15.9 years, SD = 2.7) and younger adults (M = 15.0 years,
SD = 1.9)(p < .001). This choice pattern means that the older adults both
made significantly lower quality decisions than younger adults and
took on proportionally more risk, compared to the expected value of
potential outcomes. The decisions of older adults were also of
significantly lower quality than those of younger adults on the BART (p
< .001). Older adults exhibited lower mean performance than younger
adults on both the Processing Speed and Memory factors (ps < .001).
Conclude that differences between age groups in decision quality – and
the resulting changes in apparent risk preferences – are indirect effects
mediated by age-related change in underlying cognitive domains.
Etgen T, Sander D.,et.al.,(2010) conducted study on cognitive
impairment in elderly. At baseline, 418 participants (10.7%) had
cognitive impairment. After a 2-year follow-up, 207 of 3485 initially
unimpaired subjects (5.9%) developed incident cognitive impairment.
Compared with participants without physical activity, fully adjusted
multiple logistic regression analysis showed a significantly reduced risk
of incident cognitive impairment after 2 years for participants with
moderate or high physical activity at baseline (odds ratio [OR], 0.57;
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95% confidence interval [CI], 0.37-0.87 [P = .01]; and OR, 0.54; 95% CI,
0.35-0.83 [P = .005]; respectively). Further sub analysis including
participants (n = 2029) without functional impairment and without
prodromal phase of dementia resulted in an even higher reduction of
risk of incident cognitive impairment for participants with moderate or
high physical activity (OR, 0.44; 95% CI, 0.24-0.83 [P = .01]; and OR,
0.46; 95% CI, 0.25-0.85 [P = .01]; respectively) compared with no activity.
Moderate or high physical activity is associated with a reduced
incidence of cognitive impairment after 2 years in a large populationbased cohort of elderly subjects.
SECTION-C:

STUDIES RELATED TO EFFECTIVENESS OF
SELECTED

RECREATIONAL

THERAPY

ON

STRESS AND COGNITIVE FUNCTION AMONG
SENIOR CITIZENS.
Qualttrochi-Tubin,

S.

Jason,

L.

(1978)

investigated

the

effectiveness of a stimulus controlled procedure and its effect on
attendance by residents at therapeutic recreation sessions in a nursing
home. This study used a collection of data taken from behaviour
observed during two minute time periods, pre and post stimulus, three
days a week, by two independent observers, for a period of sixteen
days, excluding the initial pilot experimental stage of four days. The
recreational therapist was also asked to record their opinion of the
performance of the residents during recreation sessions. The control
and experimental conditions method is used. The short time period of
the experimental phases of the study did not exclude the possible effect
the novelty value of the stimuli may have had on the results. This study
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did appear to be statistically analysed and so it cannot be known if the
results are significant.
Bennett, M.P. Zettler (2003), conducted a study to determine the
effect of Music therapy on self reported stress and natural killer cell
activity. The design of the study was Randomized-pre-post test with
comparison group. The setting of the study is Indiana State University
Sycamore Nursing Centre. 33 Samples of healthy adult women were
selected. The result of the study was focusing on reduction of stress in
the music group-compared with those in the distraction group. The
conclusion of the study was that music therapy reduces stress and
improves natural killer cell activity.

Suzanne Fitzsimmons and Linda L. Buettner., (2005) conducted
study on easy rider wheelchair biking, a nursing-recreation therapy
clinical trial for the treatment of depression. It may be caused by a
multitude of psychological conditions such as coping with chronic
illness and frequent pain, gloomy institutionalized environments, and
an assortment of losses including function, independence, social roles,
friends and relatives, and past leisure activities. Comparisons made
between the two groups determined that equality between groups, in
relationship to the extraneous variables, The GDS scores were analyzed
using a t-test for independent samples with a two-tailed significance at
the a = .05 level, The control groups pre-test means of 7.95 increased
slightly at the post-test to 8.65, indicating a slight increase (+0.70) in
depression. The treatment groups pre-test means of 7.68 decreased to
4.21 (-3.47) at the post-test denoting a marked decrease in depression.
The analysis of these variables determined that the difference in posttest GDS means for the treatment group was significant at the p<.000
level.
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Darryl R. Haslam., (2006) conducted study on the practice
patterns and attitudes on family play therapy. There were 442
responses, the sample was predominantly female (88.4%) which was
surprisingly consistent report of APT’s gender Family Play Therapy 88
composition among play therapists.(e.g., female = 89.7%). As far as
ethnicity (n=294), the sample was largely White/Caucasian therapists
(89.5%) with relatively few from other ethnic or cultural backgrounds.
The mean age for the sample was 45 years (SD= 11.7) and a range of 24
to 73 years. Most participants (79%) were between ages 30 and 59, with
the largest age range being those in their 50s (30.0%). The vast majority
of participants held masters degrees (78.9%) with 17.3% having doctoral
degrees. The average years of clinical practice was 11.2 (SD= 8.6), with a
range of 0 to 45 years. Specifically, 57.9% of the group had been in
practice for 10 years or less, while 28.4% had been in practice between
11 and 20 years and 9.6% for 21 to 30 years.

Tramer, Beth A., (2008) conducted study on Geriatric Group Art
Therapy in a Nursing Home in Canada explores the benefits of group
art therapy during one and a half-hour weekly sessions in a nursing
home. These well-received sessions focused on socialization, enhancing
self-esteem,

reminiscing,

and

creative

decision

making,

while

reinforcing manual and visual dexterity that art therapy with the
geriatric population has great promise as an alternative complementary
therapy, worthy of further study and continued practice.
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CHAPTER-III
METHODOLOGY
This chapter deals with the methodology used to assess the
effectiveness of selected recreational therapy in reducing the level of
stress among senior citizens residing in selected old age home.

It includes the research design, setting of the study, population,
sampling technique, and sample size, criteria for selection of samples,
development and description of the tool, content validity, pilot study,
data collection procedure and plan for data analysis.

RESEARCH APPROACH
This study was based on evaluative approach.
RESEARCH DESIGN
The research design selected for this study was pre
experimental design (i.e.) one group pre test and post test design.
Schematic representation
Group

Pre test

Group-1

O1

Intervention

Post test

X

O2

The symbols used:
O1 -

Pretest to assess the level of stress and cognitive function
among senior citizens.

X -

Intervention – selected recreational therapy in the form of
craft work, play therapy and art therapy.
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O2 -

post test to assess the level of stress and cognitive function
among senior citizens.

SETTING OF THE STUDY
The study was conducted in The Little Sister of the poor home for
the aged at Erode. 120 senior citizens were residing in the old age home.
Among them 72 are females and 48 are males. There is a separate wing
for male and female, in each room four members were accommodated,
twelve rooms for male and twelve rooms for females, separate bath
rooms and toilets for every four rooms and there is six rooms for
chronically ill senior citizens. Well furnished dining hall attached with
kitchen. Good ventilated chapel at the centre of the home. First aid
room with adequate medications, consulting room for doctor’s visit,
telephone room, recreational hall and laundry room are available.
POPULATION
The population of the study was senior citizens.
SAMPLE
Sample constitute of senior citizens who are residing in The Little
Sister of the poor home for the aged at Erode.
CRITERIA FOR SAMPLE SELECTION
INCLUSION CRITERIA
• Senior citizens who are aged above 65 years.
• Both male and female.
• Senior citizens who are willing to participate.
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EXCLUSION CRITERIA
• Senior citizens who are having hearing loss, visual impairment.
• Senior citizens who are chronically ill and bed ridden.
SAMPLE SIZE
The sample size consists of 60 senior citizens.
SAMPLING TECHNIQUE
Convenience sampling technique was used to select the sample.
DESCRIPTION OF THE INSTRUMENT
The tool consist of 3 parts
PART-I
It consists of demographic variable like age, sex, education,
previous occupation, religion, marital status, number of children and
support system.
PART-II
Stress assessment scale adopted from Kenyon’s (2005) to develop
the stress assessment rating scale which consists of 40 items. Every
question was rated as very often, often, sometimes, rarely and never. It
consists of three components such as physiological, psychological and
cognitive symptoms of stress.

PART-III
The Hartford Institute for Geriatric Nursing (1975) Mini

mental

status examination consists of 30 items which includes orientation,
registration, attention and calculation, recall and language.
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SCORING PROCEDURE AND INTERPRETATION
Part-I :Stress assessment rating scale
The five point stress assessment rating scale which was used to
assess the level of stress which includes 40 items. Total score was
160.All items are positive questions.

Rating

Scoring

Very often

4

Often

3

Some times

2

Rarely

1

Never

0

The total score is interpreted as follows:
Score

Percentage

Low

0-53

0-33%

Moderate

54-107

34-75%

High

108-160

76-100%

Level of stress

Part-II: Mini mental status examination
Mini mental status examination, (The Hartford Institute for
Geriatric Nursing 1975) was performed to assess the level of cognitive
function among senior citizen. The total score is 30 which are scored as
orientation -10, registration-5, attention and calculation-5, recall-3 and
language-7 respectively.
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Level of cognitive function

scores

Severe

0 - 10
11 – 20

Moderate
Mild
No cognitive impairment.

21 - 29
30

VALIDITY
The validity of tool was established in consultation with one
psychiatrist, one psychologist and from three psychiatric nursing
experts. The tool was modified according to the suggestion and
recommendations given by experts.
REALIABILITY
The reliability of the stress assessment scale was established by
testing equivalence and internal consistency. Inter rater method was
used to assess the equivalence where the Karl Pearson’s formula was
used and found to be reliable(r=0.9). Internal consistency was assessed
by using Cronbach’s Alpha formula and found to be reliable (= 0.9).
PILOT STUDY
Pilot study was conducted in St.Joseph’s Home for aged in
Dharapuram. The researcher obtained permission from the institution
and from the participant, prior to the study and the purpose of the
study was explained to the subjects. The pilot study was conducted for
a period of 20 days. The data was collected from 6 samples. On first day
pre test was done and selected recreational therapy was implemented
like craft work, play therapy and art therapy for 20 days. On the 21thday
post test was conducted and the result showed that the mean pretest
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stress score was 111.3(SD+7.4) and the mean post test stress score was
93.16(SD+10.08). The paired `t` test showed that there is a significant
difference between pre test and post test stress scores of senior citizens t
= 7.32(table value= 0.727)at(P> 0.05)level. The mean pretest cognitive
score was 25(SD+2.51) and the mean post test stress score was
28(SD+3.92). So the mean post test cognitive score was greater than the
mean pretest cognitive score. The paired’t’ test value is t=1.90(table
value=0.727) significant at (P<0.05)level.The pilot study revealed that
the study is feasible and practicable to conduct with the main study.
DATA COLLECTION PROCEDURE
The data was collected for the period of 5 weeks in The
Little Sister of the poor home for the aged at Erode among 60 old age
people. The researcher got written permission from head of the
institution and oral consent from the participants. The samples were
selected by convenience sampling technique.

The first 5 days was used for pre test. For each person about 5
minutes was used to collect demographic variables. The stress
assessment rating scale was used to assess the level of stress for 15
minutes and Mini Mental Status Examination was performed to assess
the level of cognitive function for 15 minutes before giving selected
recreational therapy. The data was collected from 12-13 members per
day. After pre test selected recreational therapy was given in the form
of craft, art therapy and play therapy for 20 days. Three types of craft
works was demonstrated for all the 60 samples by dividing into 3
groups on the first day of intervention. The researcher guided to make
crafts based on the interest and ability of the senior citizens. Craft was
scheduled in the morning 30-40 minutes for each group craft work like
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making greeting cards using chart paper, color paper color pencil etc.
making bouquets using the tissue paper, color paper etc.making wall
hangings using woolen thread. Art therapy was conducted based on
their own interest using chart, color pencil, water color etc for 30-40
minutes in morning. Play therapy includes of indoor games like
puzzles, ludo, snake and ladder for 30 minutes-1 hour in evening. The
post test was conducted on the 21stday . The collected data were
analysed and tabulated.
DATA ANALYSIS:
Data analysis was done by using descriptive and inferential
statistics.
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DATA ANALYSIS PLAN

DATA ANALYSIS

METHODS

REMARKS

Descriptive

frequency,

To

statistics

percentage, mean

variables of senior citizens and assess

Standard

the level of stress and cognitive

deviation

function.

Inferential statistics

describe

the

demographic

Assess the effectiveness of selected
Paired”t’’ test.

recreational therapy on stress among
senior citizens.
Assess the effectiveness of selected
recreational

therapy

on

cognitive

function among senior citizens.
Chi-square test.

Find the association between the post
test level of stress scores among
senior citizens with their selected
demographic variables.
Find the association between the post
test level of cognitive function scores
among senior citizens with their
selected demographic variables.

PROTECTION OF HUMAN SUBJECTS
The research proposal was approved by the dissertation
committee of the college prior to the study. Written permission from the
in charge of the old age home was obtained and verbal consent from the
participants. The researcher maintained confidentiality throughout the
study.
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CHAPTER- IV
DATA ANALYSIS AND INTERPRETATION
This chapter deals with the analysis and interpretation of the data
collected to assess the effectiveness of selected recreational therapy on
stress and cognitive function among senior citizens residing in The
Little Sister of the poor home for the aged at Erode.
Data were collected from 60 senior citizens in old age home
situated at Erode using stress assessment rating scale and Mini Mental
Status Examination. The data obtained were analyzed and presented
under the following headings.
The data had been organized and tabulated as follows,
Section A

Distribution of demographic variables of senior
citizens.

Section B

Assess the pre and post test level of stress score and
cognitive function scores among senior citizens.

Section C

Comparison between pre and post test level of stress
score and cognitive function scores among senior
citizens.

Section D

Association between post test level of stress score
among senior citizens with their demographic
variables.

Section E

Association between post test level of cognitive
function score among senior citizens with their
demographic variables.
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SECTION – A:

DISTRIBUTION OF DEMOGRAPHIC
VARIABLES OF SENIOR CITIZENS

Table:1

Frequency and percentage distribution of
demographic variables of senior citizens.
n= 60

S.
NO
1.
1.1.
1.2.
1.3.
1.4.
2.
2.1.
2.2.
3.
3.1.
3.2.
3.3.
3.4.
3.5.
4.
4.1.
4.2.
4.3.
4.4.
4.5.
5.
5.1
5.2
5.3
6.
6.1.
6.2.
6.3
6.4

Demographic
variables
Age( in years)
65 – 70
71 – 75
76 – 80
81 & above
Sex
Male
Female
Education
No formal education
Elementary school education
High school education
Higher secondary education
Graduate
Previous occupation
Self employee
Government employee
Private employee
Daily wages
Unemployed
Religion
Hindu
Muslim
Christian
Marital status
Unmarried
Married
Divorced
Widow/widower
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Frequency

%

6
26
20
8

10
44
33
13

28
32

47
53

11
9
24
14
2

18
15
40
24
3

10
5
24
13
8

17
8
40
22
13

24
36

40
60

14
6
6
34

23
10
10
57

7.
7.1.
7.2.
7.3.
8.
8.1
8.2.
8.3.
8.4.
8.5.

Number of children
No children
One
Two and above
Support system.
Family members
Friends
Neighbours
Health personnel
No body

25
3
32

42
5
53

33
5
3
3
16

55
8
5
5
27

Table: 1 shows distribution of demographic variables of senior citizens.

Highest percentage 26(44%) of the senior citizens were in the age
group of 71 -75 years.20 (33%) were belong to the age group of 76-80
years. However, least percentage of senior citizens was in the age group
of 81 and above years 8(13%) and 65 - 70 years 6(10%) respectively. (Fig:
2).Percentage distribution of senior citizens according to their sex shows
that 32(53%) were females and 28(47%) were males. (Fig: 3).

Highest percentage 24(40%) the senior citizens had high school
education, whereas 14(24%)the senior citizens had higher secondary
education, however 11(18%)senior citizens had no formal education,
9(15%) senior citizens had elementary school education and least
percentage 2(3%) were graduate. (Fig: 4).

Percentage distribution of senior citizens according to their
previous occupation 24(40%) were private employee.13 (22%) were
daily wages. 10(17%) of senior citizens were self employee, 8(13%) of
senior citizens were unemployed and least percentage of 5 (8%) of the
senior citizens were government employee. (Fig: 5).
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Percentage distribution of senior citizens according to their
religion, Majority of 36(60%) senior citizens belongs to Christian by
faith and 24(40%) of senior citizens belongs to Hindu. (Fig: 6).

Percentage distribution of senior citizens according to their
marital status, Majority of 34(57%) of senior citizens belongs to
widow/widower.14 (23%) senior citizens were unmarried. The least
percentage of 6(10%) senior citizens were married and 6(10%) senior
citizens were divorced. (Fig: 7).

Percentage distribution of senior citizens according to number of
children, majority 32(53%) of senior citizens were having two and above
children, 25(42%) of senior citizens were having no children and least
percentage of 3(5%) of senior citizens were having one child. (Fig: 8).

Highest percentage of 33(55%) senior citizens were having
support system from family members and 16(27%) of them were not
having any support system, 5(8%) of senior citizens were having
support system from friends, however least percentage 3(5%) of senior
citizens were having support system from neighbours and 3(5%) of
senior citizens were having support system from health personnel. So
highest percentages of senior citizens were having support system from
family member (Fig: 9).
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Fig. 2: Percentage distribution of senior citizens according to their age (in years).

75

47%
Male
Female

53%

Sex.
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Fig.4: Percentage distribution of senior citizens according to their educational status.
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Fig.5: Percentage distribution of senior citizens according to their previous occupation.
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SECTION – B:

ASSESS THE PRE AND POST TEST LEVEL OF STRESS
AND COGNITIVE FUNCTION SCORES AMONG
SENIOR CITIZENS.

Table: 2

Frequency and percentage distribution of the pre test and
post test level of stress scores among senior citizens.
n = 60
Pre test

Post test

Level of stress
F

%

F

%

High

52

87%

-

-

Moderate

8

13%

13

22%

-

47

78%

100

60

Low

-

Total

60

100

Table: 2 showed that the frequency and percentage distribution of pre
test and post test level of stress among senior citizens in pretest majority
52(87%) of senior citizens had high level of stress, where as none of them had
high level of stress in post test, however 8(13%) of senior citizens had
moderate level of stress in pre test and 13(22%) had moderate level of stress
during post test, none of them had low level of stress in pretest and in post
test majority 47(78%) of them had low level of stress. It showed that most of
them had high level of stress in pretest and in post test it had reduced to low
level of stress.
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Fig .10: Percentage distribution between pre and post test level of stress scores among senior citizens.
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Table: 3 Frequency and percentage distribution of the pre test and post test
level of cognitive function scores among senior citizens.
n = 60
Pretest

Post test

Level of cognitive function
F

%

F

%

Severe cognitive impairment

-

-

-

-

Moderate

-

-

-

-

Mild

37

62%

18

30%

No cognitive impairment

23

38%

42

70%

Total

60

100

60

100

Table: 3 showed that the frequency and percentage distribution of pre
test and post test level of cognitive function among senior citizens in pretest
majority 37(62%) of senior citizens had mild level of cognitive impairment,
where as 18(30%) had mild level of cognitive impairment

in post test,

however 23(38%) of senior citizens had no cognitive impairment in pre test
and 42(70%) had no cognitive impairment during post test, none of them had
severe and moderate level of cognitive impairment in pretest and in post test.
It showed that most of them had mild level of cognitive impairment in pre test
and no cognitive impairment in post test.
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Fig .11: Percentage distribution between pre and post test level of cognitive function among senior citizens.
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SECTION – C:

COMPARISON BETWEEN PRE AND POST TEST
LEVEL OF STRESS AND COGNITIVE
FUNCTION SCORES AMONG SENIOR
CITIZENS.

Table: 4

Comparison of mean, standard deviation, mean
difference and paired `t` values in pretest and post
test level of stress among senior citizens.
n = 60

Stress

Mean

S.D

Pre test

119.5

4.6

Post test

46.18

4.27

scores

Mean

Paired ‘t’

Table

difference

value

value

56.71

1.645

73.32

(df – 59)

(P< 0.05)

Table 4 showed that the mean post test stress score 46.18(SD +4.29)
is significantly lower than mean pretest stress score 119.5(SD +4.6).The
mean difference value is 73.32. The paired `t` test showed that there is a
significant difference between pre test and post test stress scores of
senior citizens t = 56.71 at (P< 0.05)level indicates the effectiveness of
selected recreational therapy on stress among senior citizens.
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Table: 5 Comparison of mean, standard deviation, mean difference and
paired `t` values in pretest and post test level of cognitive function
among senior citizens.
n = 60
cognitive
function

Mean

scores
Pretest

Post test

22.08

24.7

Mean

Paired ‘t’

difference

value

Table value

2.62

9.20

1.645

S.D

2.84

3.9

(df – 59)

(P< 0.05)

Table 5 showed that the mean post test level of cognitive
impairment score 24.7(SD +3.9) is significantly greater than mean
pretest level of cognitive impairment score 22.08(SD +2.84).The mean
difference value is 2.62. The paired `t` test showed that there is a
significant difference between pre test and post test cognitive
impairment scores of senior citizens t = 9.20 at (P< 0.05)level indicates
the effectiveness of

selected recreational therapy on cognitive

impairment among senior citizens.
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SECTION – D:

ASSOCIATION BETWEEN POST TEST LEVEL OF
STRESS SCORE AMONG SENIOR CITIZENS
WITH THEIR DEMOGRAPHIC VARIABLES.

Table : 6

Association between post test level of stress scores
among

senior

citizens

with

their

selected

demographic variables.

S. Demographic
No
variables

High
level of
stress
Moderate
level of
stress

n = 60

F
1.
1.1.
1.2.
1.3.
1.4.
2.
2.1.
2.2
3.
3.1.

Age in yrs
65 – 70
71 – 75
76 – 80
81 – above
Sex
Male
Female
Education
No formal
education
3.2. Elementary
school
Education
3.3. High school
education
3.4. Higher
secondary
education
3.5. Graduates

Low
level of
Stress

% F

%

F

%

-

-

6
5
2

10
9
3

6
20
15
6

10
33
25
10

-

-

9
4

15
7

19
28

31
47

-

-

4

7

7

12

-

-

5

9

4

6

-

-

2

3

22

37

Calculated
value
Table
Inference
value
2

χ

0.043

7.81
(df-3)

NS

3.45

3.841
(df=1)

NS

3.841
(df=1)

S

9.64
-

-

2

3

12

20

-

-

-

-

2

3
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4.4.
4.5.

Previous
occupation
Self
employee
Government
employee
Private
employee
Daily wages
Unemployed

5.
5.1
5.2
5.3

Religion
Hindu
Muslim
Christian

6.

Marital
status
Unmarried
Married
Divorced
Widow /
widower
Number of
children
No children
One
Two and
more

4.
4.1.
4.2.
4.3.

6.1.
6.2.
6.3
6.4
7.
7.1.
7.2.
7.3.

-

-

4

7

6

10

-

-

-

-

5

8

-

-

5

9

19

31

-

-

2
2

3
3

11
6

19
10

-

-

8
5

13
9

16
31

27
51

-

-

1
1
2
9

2
2
3
15

13
5
4
25

22
8
6
42

-

-

2
3
8

3
5
14

23
24

38
40

Support
system
8.1. Family
- - 7 12 26
member
8.2. Friends
- - 5
8.3. Neighbours
- - 2 3
1
8.4. Health
- - 3
personnel
8.5. Nobody
- - 4 7 12
(NS – not significant, S- significant)

2.647

9.49
(df=4)

NS

3.18

3.841
(df=1)

NS

2.74

7.81
(df=3)

NS

11.408

5.99
(df=2)

S

3.395

9.49
(df=4)

NS

8.

xc

43
8
2
5
20
P< 0.05)

The Chi square values were calculated to find out the association
between the levels of stress among senior citizens with age, sex,
education, previous occupation, religion, marital status, number of
children and support system. There is a significant association between
education ( χ =9.64) and number of children ( χ =11.408) and the level of
2

2

stress. It predicts that along with selected recreational therapy a good
education and number of children is helpful in reducing the level of
stress.
Other variables like age, sex, previous education, religion,
marital status, and support system is not associated with the level of
stress.
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SECTION – E:

ASSOCIATION BETWEEN POST TEST LEVEL OF
COGNITIVE FUNCTION SCORE AMONG
SENIOR CITIZENS WITH THEIR
DEMOGRAPHIC VARIABLES.

Table: 7

Association between post test level of cognitive
function scores among senior citizens with their
selected demographic variables.

Severe

S. Demographic
No
variables

Moderate

n = 60

F % F
1.
1.1.
1.2.
1.3.
1.4.
2.
2.1.
2.2
3.
3.1.
3.2.

3.3.
3.4.

3.5.

Age in yrs
65 – 70
71 – 75
76 – 80
81 - above
Sex
Male
Female
Education
No formal
education
Elementary
school
Education
High school
education
Higher
secondary
education
Graduate

Mild

%

F

No
cognition

%

F

%

-

-

-

-

2
9
7
-

3
15
12
-

4
17
13
8

7
28
22
13

-

-

-

-

7
11

12
18

21
21

35
35

-

-

-

-

3

5

8

13

-

-

-

-

5

8

4

7

-

-

-

-

6

10

18

30

Calculated
value

χ

2

-

-

-

4

7

10

17

-

-

-

-

-

-

2

3
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Inference

1.669

3.841
(df=1)

NS

0.228

3.841
(df=1)

NS

3.841
(df=1)

NS

2.457
-

Table
value

4.
4.1.
4.2.

Previous
occupation
Self employee
Government
employee
Private
employee
Daily wages
Unemployed

-

-

-

-

3

5

7

12

-

-

-

-

1
5

2
8

4
19

7
31

-

-

-

-

4
5

7
8

9
3

15
5

-

-

-

-

4
14

7
23

20
22

33
37

-

-

-

-

4
3
3
8

7
5
5
13

10
3
3
26

17
5
5
43

-

-

-

-

7
2
9

12
3
15

18
1
23

30
2
38

8.1. Family
- - - 6 10
member
8.2. Friends
- - - 3
5
8.3. Neighbours
- - - 2
3
8.4. Health
- - - 2
3
personnel
8.5. Nobody
- - - 5
9
(NS – not significant, S- significant)

27

45

2
1
1

3
2
2

11

18

4.3.
4.4.
4.5.
5.
5.1
5.2
5.3
6.
6.1.
6.2.
6.3
6.4
7.
7.1.
7.2.
7.3.

8.

Religion
Hindu
Muslim
Christian
Marital
status
Unmarried
Married
Divorced
Widow /
widower
Number of
children
No children
One
Two and
more

4.323

9.49
(df=4)

NS

1.24

3.841
(df=1)

NS

2.974

7.81
(df=3)

NS

0.371

3.841
(df=1)

NS

6.860

9.49
(df=4)

NS

Support
system
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(P< 0.05)

The Chi square values were calculated to find out the association
between the levels of cognitive function among senior citizens with age,
sex, education, previous occupation, religion, marital status, number of
children and support system. There is no significant association
between variables like age, sex, education, previous occupation,
religion, marital status, number of children and social support system.
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CHAPTER – V
DISCUSSION
The discussion chapter deals with description of sample
characteristics and objectives of the study. The aim of this present study
was to assess the effectiveness of selected recreational therapy on stress
and cognitive function among senior citizens residing in The Little
Sister of the poor home for the aged at Erode.
Description of demographic variables of senior citizens
Highest percentage 26(44%) of the senior citizens were in the age
group of 71 -75 years.20 (33%) were belongs to the age group of 76-80
years. However, least percentage of senior citizens was in the age group
of 81 and above years 8(13%) and 65 - 70 years 6(10%) respectively. This
findings

is

consistent

with

the

study

conducted

by

Elsa,Neenu.,et.al.,(2007),reported that majority of the elderly 50% were
between the age group of 60-69years. This findings is consistent with
the study conducted by Sreevani.R., (2007) reported that 32% elderly
were 71-80years.
Percentage distribution of senior citizens according to their sex
shows that were 32(53%) were females and 28(47%) of the senior
citizens were males. This findings are more (or) less similar with the
study conducted by Elsa,Neenu et.al.,(2007),reported that majority of
the elderly 63% among them were female and 47% of them were males.
Highest percentage, 24(40%) of the senior citizens had high
school education, 14(24%) of the senior citizens had higher secondary
education, however 11(18%) of senior citizens had no formal education,
9(15%) senior citizens had elementary school education and least
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percentage 2(3%) are graduate. This findings are supported with the
study conducted by Elsa, Neenu et al.(2007),reported that majority of
the elderly 80% of them were educated.
Percentage distribution of senior citizens according to their
previous occupation, 24(40%) were private employee.13 (22%) are daily
wages. 10(17%) of senior citizens were self employee, 8(13%) of senior
citizens were unemployed and least percentage of 5(8%) of the senior
citizens were in government employee. This findings is consistent with
the study conducted by Das.N.P.Urvi Shah., (2004) reported that
majority were in lowly paid jobs.
Percentage distribution of senior citizens according to their
religion, Majority of 36(60%) senior citizens belongs to Christian and
24(40%) of senior citizens belongs to Hindu.
Percentage distribution of senior citizens according to their
marital status, Majority of 34(57%) of senior citizens belongs to
widow/widower. 14(23%) senior citizens were unmarried. The least
percentage of 6(10%) senior citizens was married and 6(10%) senior
citizens were divorced. This finding is consistent with the study
conducted by Debi Chakrabarti (2009), reported that majority of the
elderly 60%of 60-70 years was married. This findings is consistent with
the study conducted by Das.N.P.Urvi Shah.,(2004)reported that 8
percent of elderly women had never married and The proportion of
widows was much higher (64 percent) than widowers (35 percent).
Percentage distribution of senior citizens according to number of
children, majority 32(53%) of senior citizens were having two and above
children, 25(42%) of senior citizens were having no children and least
percentage of 3(5%) of senior citizens were having one child. This
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findings is consistent with the study conducted by Debi Chakrabarti
(2009), reported that majority of the elderly 60%of 60-70 years, with 2
or more children.
Highest percentage of 33(55%) senior citizens were having
support system from family members and 16(27%) of them were not
having any support system, 5(8%)of senior citizens were having
support from friends, however least percentage 3(5%) of senior citizens
were having support from neighbours and 3(5%) of senior citizens were
having support from health personnel. So highest percentage of senior
citizens were having support system from their family member. This
findings is consistent with the study conducted by Debi Chakrabarti
(2009), reported that majority of the elderly 60%of 60-70 years, elderly
living with family support.
This chapter attempts to discuss the findings of the study as per
the following objectives:
1. Assess the pre and post test level of stress score among senior
citizens.
2. Assess the pre and post test level of cognitive function score
among senior citizens.
3. Comparison between pre and post test level of stress score
among senior citizens.
4. Comparison between pre and post test level of cognitive
function score among senior citizens.
5. Association between post test level of stress score among
senior citizens with their demographic variables.

xcvii

6. Association between post test level of cognitive function score
among senior citizens with their demographic variables.
Objective: 1 Assess the pre and post test level of stress score among
senior citizens.
The study findings showed majority 52(87%) of senior citizens
had high level of stress, where as none of them had high level of stress
in post test, however 8(13%) of senior citizens had moderate level of
stress in pre test and 13(22%) had moderate level of stress during post
test, none of them had low level of stress in pretest and in post test
majority 47(78%) of them had low level of stress. It showed that most of
them had high level of stress in pretest and in post test it had reduced to
low level of stress.
This findings is consistent with the study conducted by David M.
Almeida., (2005) reported experiencing on average at least one stressor
on 40% of the study days and multiple stressors on 10% of the study
days Approximately 30% of the reported stressors involved some sort
of loss (e.g., of money), nearly 37% posed danger (e.g., potential for
future loss), and 27% were frustrations or events over which the
respondent felt he or she had no control.

Objective: 2 Assess the pre and post test level of cognitive function
score among senior citizens
The study findings showed majority 37(62%) of senior citizens
had mild level of cognitive impairment, where as 18(30%) had mild
level of cognitive impairment in post test, however 23(38%) of senior
citizens had no cognitive impairment in pre test and 42(70%) had no
cognitive impairment during post test, none of them had severe and
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moderate level of cognitive impairment in pretest and in post test. It
showed that most of them had mild level of cognitive impairment in pre
test and no cognitive impairment in post test.
This study findings is consistent with findings of Christopher M.
Callahan.et.al.,(2010) conducted a study on the prevalence of cognitive
impairment among all patients aged 60 years and older who reported
that; 10.5% had mild impairment and 5.2% had moderate to severe
impairment. This findings is consistent with the study conducted by
Etgen t,Sander D.,et.,(2010) who reported that moderate and high level
of activity is associated with a reduced incidence of cognitive
impairment after two years in a large population-based cohort of
elderly subjects 10.7%had cognitive impairment 5.9% unimpaired.
Objective: 3 Comparison between pre and post test level of stress
score among senior citizens.
The mean post test stress score 46.18,(SD +4.29) is significantly
lower than mean pretest stress score 119.5, (SD +4.6). The paired `t` test
shows that there is a significant difference between pre test and post
test stress scores of senior citizens t = 56.71(table value=1.645)at
(P<0.05)level indicate the effectiveness of selected recreational therapy
on stress among senior citizens.
This study findings is consistent with findings of Suzanne
Fitzsimmons and Linda L. Buettner., (2005) conducted study on easy
rider wheelchair biking, a nursing-recreation therapy clinical trial for
the treatment of depression. The results shows that the treatment
groups pre-test means of 7.68 decreased to 4.21 (-3.47) at the post-test
denoting a marked decrease in depression and therefore H1: The mean
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post test stress score is significantly lower than the mean pre test stress
score among senior citizens was accepted.
Objective: 4 Comparison between pre and post test level of cognitive
function score among senior citizens
The mean post test level of cognitive impairment score 24.7, (SD
+3.9) is significantly greater than mean pretest level of cognitive
impairment score 22.08, (SD +2.84). The paired `t` test shows that there
is a significant difference between pre test and post test cognitive
impairment scores of senior citizens t = 9.20(table value=1.645) at (P<
0.05)level indicate the effectiveness of selected recreational therapy on
cognitive impairment among senior citizens.
This study findings is consistent with findings of Linda L.
Buettner and Joyce Ferrario.,(2000) who conducted a study on
therapeutic intervention on cognitive function and behaviour problems.
The results were significant for all independent variables at p<0.01
level, t-tests of independent samples (control experimental). MMSE
,t=9.22 at p<0.01 and therefore H2: The mean post test cognitive function
score is significantly higher than the mean pre test cognitive score
among senior citizens was accepted.
Objective: 5 Association between post test level of stress score among
senior citizens with their demographic variables.
Chi square values were calculated to find out the association
between the levels of stress among senior citizens with age, with sex,
with education, with previous occupation, with religion, with marital
status, with number of children and with support system. There is a
significant association between education ( χ =9.64) and number of
2

c

children ( χ =11.408) and the level of stress. It predicts that along with
2

selected recreational therapy a good education and number of children
is helpful in reducing the level of stress.
Other variables like age, sex, previous education, religion, marital
status and social support system is not associated with the post test
level of stress.
This study findings is consistent with findings of Debi
Chakrabarti.,(2009), reported that there is significant relationship
between elderly residing in old age home with age , education,
occupation, number of children and therefore H3: There will be a
significant association between the post test stress score of senior
citizens with their selected demographic variable was rejected except
for education and number of children.
Objective: 6 Association between post test level of cognitive function
score among senior citizens with their demographic variables.
Chi square values were calculated to find out the association
between the levels of cognitive function among senior citizens with age,
with sex, with education, with previous occupation, with religion, with
marital status, with number of children and with support system. There
is no significant association between variables like age, sex, education,
previous occupation, religion, marital status, number of children and
social support system.
This study findings is contradict with findings of Christopher M.
Callahan.et.al.,(2010) reported that patients with moderate to severe
impairment were significantly increased in their age with no
impairment (76.2 years and 67.4 years, respectively), were more likely to

ci

be black (85.8% and 61.3%), had fewer years of education (7.3 years and
9.2 years)and therefore H4: There will be a significant association
between the post test cognitive score of senior citizens with their
selected demographic variables was rejected.
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CHAPTER – VI
SUMMARY, CONCLUSION, IMPLICATION,
RECOMMENDATIONS AND LIMITATIONS
SUMMARY OF THE STUDY
The focus of the study was to assess the effectiveness of selected
recreational therapy on stress and cognitive function among senior
citizens residing in The Little Sister of the poor home for the aged at
Erode. The design used for this study was pre experimental one group
pre test and post test; the conceptual frame work was based on
modified Roy’s adaptation model (1964). The 60 samples were selected
by convenience sampling technique and were assessed for level of stress
and cognitive function before and after selected recreational therapy
using stress assessment rating scale and Mini mental status
examination.
The collected data were analysed by using descriptive and
inferential statistics.
The study findings revealed that the post test stress scores was
significantly lower than the pre test stress score and improved in
cognitive function after practicing selected recreational therapy among
senior citizens residing in selected old age home.
Major findings of the study
 Highest percentages (44%) of the senior citizens were in the age
group of 71 -75 years.
 Most (53%) of the senior citizens were females.
 Highest percentage (40%) of the senior citizens had high school
education.
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 Majority (40%) of senior citizens were private employee.
 Majority (60%) of senior citizens belongs to Christian.
 Highest percentages (57%) senior citizens were widow/widower.
 Half of (53%) senior citizens were having two and above children.
 Highest percentages (55%) were having support system from
family members.
 During pre test majority (87%) of senior citizens were having high
level of stress, and (13%) senior citizens were having moderate
level of stress. In post test none of them had high level of stress,
and (22%) of senior citizens found to have moderate and (78%)
were having low level of stress after practicing selected
recreational therapy.
 The mean post test stress score 46.18(SD±4.29) is significantly
lower than mean pretest stress score 119.5(SD±4.6). The paired `t`
test shows that there is a significant difference between pre test
and post test stress scores of senior citizens t = 56.71(table
value=1.645)at (P<0.05) level indicates the effectiveness of
selected recreational therapy on stress among senior citizens.
 During pre test majority (62%) of senior citizens were having
mild level of cognitive impairment, and (38%) senior citizens
were having no cognitive impairment. In post test (70%) senior
citizens had no cognitive impairment and (30%) were having
mild level of cognitive impairment after practicing selected
recreational therapy.
 The mean post test level of cognitive impairment score 24.7(SD
+3.9) is significantly greater than mean pretest level of cognitive
impairment score 22.08(SD +2.84).The mean difference value is
2.62. The paired `t` test shows that there is a significant difference
between pre test and post test cognitive impairment scores of
civ

senior citizens t = 9.20 at (P< 0.05) level indicates the effectiveness
of selected recreational therapy on cognitive impairment among
senior citizens.
 Significant association was found between post test level of stress
score with education ( χ =9.64) and number of children
2

( χ =11.408).
2

 There was no significant association between demographic
variables and post test level of cognitive function.
The study revealed that the post test stress score was significantly
reduced and improved cognitive function after practicing selected
recreational therapy. Findings showed that practicing selected
recreational therapy such as craft work, art therapy and play therapy
according to the person’s likeness reduces the stress and improves the
cognitive function of senior citizens residing in old age home.
CONCLUSION
The present study assessed the effectiveness of selected
recreational therapy in reducing the level of stress and improves the
level of cognitive function. The mean post test stress score
46.18(SD±4.29) is significantly lower than mean pretest stress score
119.5(SD±4.6). There is significant difference between pretest and post
test stress score ‘t’value=56.71 at (p< 0.05) level among senior citizens.
The mean post test level of cognitive impairment score 24.7(SD +3.9) is
significantly greater than mean pretest level of cognitive impairment
score 22.08(SD +2.84). There is significant difference between pretest
and post test level of cognitive impairment score ‘t’value=9.20 at (p<
0.05) level. Therefore selected recreational therapy may also be used to
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reduce the stress and to improve the cognitive function among senior
citizens residing in old age home.
IMPLICATIONS
The findings of the study have certain important implications for
nursing service, education, administration and nursing research.
Nursing service
¾ Senior citizens must be encouraged to participate in recreational
therapy.
¾ Nurse as the change agent, can introduce the various recreational
therapy to improve the health status of the senior citizens.
Nursing education
¾ Imparting the concepts of selected recreational therapy to nursing
students.
¾ Nursing students can utilize the knowledge on selected
recreational therapy to give health education in the schools,
hospitals, community and in old age homes.
Nursing administration
¾ Nursing personnel can organize continuing nursing education
program on selected recreational therapy in all health sectors.
¾ Nursing personnel can organize education program on selected
recreational therapy to the care givers of senior citizens.
Nursing research
¾ The study finding can effectively be utilized by the emerging
researchers.
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RECOMMENDATIONS
1. The effectiveness of selected recreational therapy can be done by
adopting a comparative study among relaxation therapy and
other therapies.
2. Comparative study can be done between the senior citizens
residing in old age home and in joint family
3. The effectiveness of each recreational therapy like craft therapy,
art therapy, play therapy can be done by adopting a comparative
study among each therapies.
4. This similar study can be replicated on larger samples there by
findings can be generalized to a large population.

LIMITATION
 It was more time consuming to explain the senior citizens
because of difference in their level of understanding.
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APPENDICES
-B

LETTER SEEKING EXPERT’S OPINION FOR
VALIDITY OF TOOLS
From
Ms. R.Anne Mehala,
M.Sc. (Nursing) II year,
Bishop’s College of Nursing,
Dharapuram.

To

Respected Madam/Sir,

SUB : Requisition for content validity of tool

I am M.Sc. (Nursing) second year student of Bishop’s College of
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Nursing, Dharapuram, under Dr. M.G.R Medical University, Chennai.
As a partial fulfillment of my M.Sc.(N) Degree Programme, I am
conducting a research on “A study to assess the effectiveness of selected
recreational therapy on stress and cognitive function among senior
citizens in The Little Sister of the poor home for the aged at Erode”. One
of the initial steps of the research study is to develop a tool. I am
sending the above stated for content validity and for your expert and
valuable opinion.
I will be very thankful to return it to the undersigned.
Your’s sincerely,

Encl ;
MEHALA.)

(R.ANNE

1. Certificate of content validity
2. Statement of problem, objectives, operational definition,
hypothesis
3. Description of the tool and tool for data collection
4. Self addressed envelope
Principal
APPENDIX - C
MENTAL HEALTH NURSING

LIST OF EXPERTS OF VALIDATION

1)

Prof. Dr. Ramachandra PHD (N)
Principal College of Nursing
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NIMHANS
Bangalore.

2)

Mrs. Sumathi M.sc (N)
Lecturer
NIMHANS
Bangalore

3)

Prof. Mrs. Reddemma , M.Sc(N).,
Professor & HOD,
NIMHANS
Bangalore.

4)

Dr. Rajendran MBBS D.P.M
Civil surgeon Psychiatrist
Taminadu medical service
ESI Hospital
Coimbatore.

5)

Mr. N. Lakshmanan MA. M.PHIL
Clinical psychologist
Vazhikatti Mental Health Centre &Research Institute
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Coimbatore.
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APPENDIX - E
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APPENDICES – G

SECTION- A.

DEMOGRAPHIC DATA

1. Age (in years)
a) 65 – 70

b) 71 – 75

c) 76 – 80

d) 81-above

2. Sex
a) Male

cxxvi

b) Female
3. Educational status
a) No formal education
b) Elementary school education
c) High school education
d) Higher secondary education
e) Graduates
4. Previous occupation
a) Self employee
b) Government employee
c) Private employee
d) Daily wages
e) Un employee

5. Religion
a) Hindu

cxxvii

b) Muslim
c) Christian
6. Marital status
a) Un married
b) Married
c) Divorced
d) Widow/widower
7. Number of children
a) Nil
b) 1
c) 2 & above
8. Support system
a) Family members
b) Friends
c) Neighbours
d) Health personnel

cxxviii

e) No body
SECTI0N – B
STREES ASSEMENT RATING SCALE

Introduction to respondent
Dear participant I would like to ask you some questions related to
agrees among old age people. Each question is graded in to five options
such as never, rarely, sometimes, often and very often You are
requested to mention Your personal feelings in terms of the above

PHYSIOLOGICAL STRESS
1.

Do you have headache?

2.

Do you feel nauseated?

3.

Do you have dry mouth?

4.

Do you have increased heart beat?

5.

Do you have breathing difficulty?

6.

Do you have loss of appetite?

cxxix

4

3
VERY OFTEN

2
OFTEN

1
SOMETIMES

ITEMS

0
RARELY

S.NO

NEVER

mentioned words.

7.

Do you have stomach pain?

8.

Do you have constipation?

9.

Do you feel heart burn?

10.

Do you feel urge to pass urine?

11.

Do you have poor co-ordination?

12.

Do you have shaking/trembling?

13.

Do you have muscle pain?

14.

Do you have excessive sweating?

15.

Do you have sleep disturbance?

16.

Do you have nightmares?

17.

Do you feel tiered constantly?

18.

Do you feel restless?

19.

Do you feel tiredness while waking up?
PSHYCOLOGICAL STRESS

20.

Do you struggle to over come minor
sickness?

21.

Do you feel loss of interest in things?

22.

Do you have difficulty in concentration?

23.

Do

you

waste

time

on

irrelevant

activities?

cxxx

24.

Do you feel inadequacy?

25.

Do you feel unworthy?

26.

Do you feel lowered self confidence?

27.

Are you suspicious?

28.

Have you lost sense of humor?

29.

Do you become dissatisfied quickly?

30.

Do you have less involvement with
others?

31.

Do you have reduced motivation as
before?

32.

COGNITIVE STRESS
Do you have poor judgment?

33.

Do you forget things?

34.

Do you feel out of control?

35.

Do you have confused thoughts?

36.

Do you feel sudden frighten or fear?

37.

Do you feel reduced productivity?

38.

Do you feel irritated or angry?

39.

Do you have problems to discuss with
others?

40.

Do you have difficulty to identify causes

cxxxi

of your less performance?
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SECTION C
Mini – Mental State Examination

I. ORIENTATION

10

1. What is today’s date?

Date ____________1

2. What is today’s year?

Year ____________1

3. What is the month?

Month __________1

4. What day is today?

Day ____________1

5. Can you also tell me what season it is

Season __________1

6. Can you also tell me the name of this institution?
Institution _______1
7. What floor are we on?

Floor ___________ 1

8. What town / city are we in?

Town / city _____ 1

9. What country are we in?

Country _________1

10. What state are we in?

State ____________1

II. REGISTRATION

5

Ask the subject if you may test his or her
memory. Say “ball”, “flag”,”tree” clearly and slowly,
about one second for each. Then ask the subject to

Ball ________1
Flag ________1

repeat them. Check the box at right for each correct
response. The first repetition determines the score. If
he are she dos not repeat all three correctly, keep
cxxxiii
saying them up to tries until. He
or she can repeat

them.

Tree ________ 1
Cat _________ 1
Jug _________ 1

III. ATTENTION AND CALCULATION

5

A. Counting Backward Test

8 ________1

Ask the subject tot being with 10 and count back by 2.

6 ________1

Record each response. Check one box t right for each
response. Any response 7 less then the previous response

4 ________ 1

is a correct response. The score is the number of correct
subtraction. For example, 8, 6, 4, 2.

5
B. Simple calculation
Ask the subject to calculate plus 5 from 10 record each
response. Use the instructions to determine which are
cxxxiv

correct responses, and check one right for each correct
response.

2 ________1
30________1
25_______ 1
20

1

3

IV. RECAL
Ask the subjects to recall the three words you
previously asked him to remember.

Ball ________1
Flag ________1
Tree

cxxxv

1

V.

LANGUAGE

`

7

Naming
Watch ______ 1
Show the subjects a wrist watch and ask him or her,
Pencil ______ 1

what it is repeat for pencil.

Repetition ___ 1

Repetition
Ask the subject to repeat “banana, Thursday, fallem”.
Three – stage Command
Establish the subject’s dominate hand. Give the subject
a sheet of blank paper and say, “Take the paper in

Takes paper in hand
____1

your right/left hand, fold it in half, and put it on the

Folds paper in half

floor”.

_____ 1

Coping

Puts paper

Show the subject drawing of interesting square. Ask
him or her to draw the square (About one inch each

Total score - .......................................
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____________1

tiuaWf;fg;gl;l Neh;fhzy; gbtk;
gFjp - m
RaFwpg;G tptuq;fs;

1. taJ (tUlq;fspy;)
m) 65 - 70
M) 71 - 75
,) 76 - 80
<) 81f;F Nky;

cxxxvii

2. ghypdk;
m) Mz;
M) ngz;

3. fy;tpj;jFjp
m) gbf;fhjth;
M) Muk;gf;fy;tp
,) cah;epiyf;fy;tp
<) Nky;epiyf;fy;tp
c) gl;ljhhp

4. Ke;ija njhopy;
m) Ranjhopy;
M) murhq;f Ntiy
,) jdpahh;
<) jpdf;$yp
c) Ntiyapy;yhjth;

5. kjk;
m) ,e;J
M) K];yPk;
,) fpwpj;Jtk;

cxxxviii

6. jpUkz jFjp
m) jpUkzk; Mfhjth;
M) jpUkzk; Mdth;
,) tpthfuj;jhdth;
<) tpjit/ kidtp ,oe;jth;

7. Foe;ijfs;
m) Foe;ij ,y;iy
M) xd;W
,) ,uz;L kw;Wk; mjpfkhd

8. r%f MjuT
m) FLk;gj;jpdh;
M) ez;gh;fs;
,) mz;il tPl;lhh;/ mUfhikapy; cs;Nshh;
<) kUj;Jt Jiwapdh;
c) xUtUk; ,y;iy

cxxxix

kd mOj;jj;ij kjpg;gpLk; msTNfhs;
gFjp - M

md;ghdth;fNs ehd; cq;fsplk; “KjpNahh;fspd; kd mOj;jk;” gw;wp rpy
Nfs;tpfs; Nfl;fpNwd;. xt;nthU Nfs;tpAk; xUNghJk; ,y;iy> vg;nghOJk;>
nghJthf> mbf;fb> vg;nghOJk; Nghd;w 5 tha;g;Gfs; nfhz;Ls;sJ. cq;fsJ

cly;hPjpahd Nrhh;T (mOj;jk;)
1.

cq;fSf;F jiy typ ,Uf;fpwjh?

2.

cq;fSf;F Fkl;ly; ,Uf;fpwjh?

3.

cq;fSf;F tha; tuz;L NghtJNghy; ,Uf;fpwhjh?

4.

cq;fSf;F ,ja Jbg;G mjpfhpj;jpUf;fpwjh?

5.

cq;fSf;F %r;R tpLtjpy; rpwkk; ,Uf;fpwjh?

cxl

vg;nghOJk;

Nfs;tpfs;

jhtJ
nghJthf
mbf;fb

t.
vz;

xU NghJk;
,y;iy
vg;nghO

fUj;Jf;fis Nkw;fz;l tha;Gfisf; Fwpf;FkhW Nfl;Lf;nfhs;fpNwd;.

6.

grpapd;ikaha; ,Uf;fpwjh?

7.

cq;fSf;F taw;W typ ,Uf;fpwjh?

8.

cq;fSf;F kyr;rpf;fy; ,Uf;fpwjh?

9.

cq;fSf;F neQ;R vhpr;ry; ,Uf;fpwjh?

10.

cq;fSf;F

mtrukhf

rpWePh;

fopf;fDk;

Nghy;

Njhd;Wfpwjh?

14.

cq;fSf;F jir typ ,Uf;fpwjh?
cq;fSf;F mjpf mstpy; tpah;it ntspNaWfpwjh?

t.
vz;

Nfs;tpfs;

15.

cq;fSf;F J}f;fj;jpy; ,ilA+W ,Uf;fpwjh?

16.

J}f;fj;jpy; nfl;l fdT tUfpwjh?

17.

vg;nghOJk; Nrhh;tha; ,Uf;fpwPh;fsh?

18.

ePq;fs; Xa;tw;W fhzg;gLfpwPh;fsh?

19.

J}q;fp vOk;NghJ Nrhh;tha; czh;fpwPh;fsh?
kdNrhh;T (mOj;jk;)

20.

rpwpa Nehia vjph;nfhs;s NghuhLfpwPh;fsh?
ePq;fs;

ve;j

xU

nraypYk;
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Mh;tk;

,y;yhky;

vg;nghOJk;

13.

cq;fSf;F if/ fhy; eLf;fk; ,Uf;fpwjh?

jhtJ
nghJthf
mbf;fb

12.

rPww;w Kiwapy; ePq;fs; Ntiy nra;fpwPh;fsh?

xU NghJk;
,y;iy
vg;nghO

11.

21.

,Uf;fpwPh;fsh?
cq;fSf;F ve;j xU nraypYk; ftdk; nrYj;j rpukkha;

22.

,Uf;fpwjh?
Njitaw;w Ntiyapy; <Lgl;L Neuj;ij tPzhf;FfpwPh;fsh?

23.

,ayhikaha; czh;fpwPh;fsh?
ePq;fs; jFjpaw;wth; vd;W epidf;fpwPh;fsh?

24.
25.

cq;fSf;F kd cUjp Fiwthf cs;sjhf epidf;fpwPh;fsh?
cq;fSf;F

re;Njf

Fzk;

mjpfkhf

cs;sJ

vd;W

epidf;fpwPh;fsh?
26.
eifr;Rit czh;it ePq;fs; ,oe;J tpl;Bh;fsh?
ePq;fs; mjptpiutpy; mjpUg;jp milfpwPh;fsh?
27.
ePq;fs; kw;wth;fsplk; Fiwe;J <LghL fhl;LfpwPh;fsh?
Ke;ija fhl;bYk; kd ce;Jjy; Fiwtile;J ,Uf;fpwPh;fsh?
28.
29.
30.

31.
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mwpthw;wy; Nrhh;T :32.

cq;fs; KbntLf;Fk; jpwd; Fiwe;jpUf;fpwjh?

33.

cq;fSf;F kwjp mjpfhpj;jpUf;fpwjh?

34.

ePq;fs; cq;fs; fl;Lg;ghl;il ,oe;jjhf epidf;fpwPh;fsh?
cq;fSf;F Fog;gkhd vz;zq;fs; tUtJz;lh?

35.

ePq;fs; vjph;ghuhky; jpBnud;W gag;gLfpwPh;fsh?

36.

cq;fsJ nray;jpwd; Fiwe;jpUf;fpwjh?

37.

ePq;fs; vhpr;rNy my;yJ Nfhgk; milfpwPh;fsh?

38.

cq;fSf;F

39.

kw;wthplk;

gfph;e;J

nfhs;s

,Uf;fpwjh?
cq;fsJ Fiwe;j nraiy fz;lwpa rpukkhf cs;sjh?

40.

cxliii

gpur;rizfs;

vg;nghOJk;

Nfs;tpfs;

jhtJ
nghJthf
mbf;fb

xU NghJk;
,y;iy
vg;nghO

t.
vz;

gFjp - ,
‘FWfpa kd epiy Nrhjid” (mwpthw;wiy Nrhjpf;f)

I. mwpKfk;

10

1. ,d;iwa Njjp vd;d?

Njjp

_______1

tUlk; _______1

2. ,J ve;j tUlk; ?
3. ,J ve;j khjk;?

khjk; _______1

4. ,d;W vd;d ehs;?

ehs;

_______1

fhyk; _______1

5. ,J vd;d fhyk;?

,lk; _______1

6. ,J ve;j ,lk;?

jsk; _______1

7. ehk; ve;j jsj;jpy; ,Uf;fpNwk;?
8. ,J ve;j efuk;?

efuk; _______1

9. ve;j ehl;by; ehk; ,Uf;fpNwhk;?

ehL _______1

10. ehk; ve;j khepyj;jpy; ,Uf;fpNwhk;

khepyk;_______1

II. gjpT :-

5

cq;fs; epidthw;wiy Nrhjpf;f vdf;F mDkjp nfhLq;fs;.

cxliv

‘ge;J”> ‘nfhb” > ‘kuk;” vd;W njspthfTk; ge;J _______________1
nkJthfTk; NghJkhd msT ,ilntsp

nfhb ______________1
kuk; _______________1

tpl;L nry;ypa gpd;G mtw;iw kWnkhopa
Kjpathplk; nrhy;y Ntz;Lk;.

Kjy; Kiwapy; nrhy;tij fzf;fpy; vLj;Jf;nfhs;sTk;> %d;W thh;j;jijfisAk;
nrhy;y jthpdhy; MW Kiw tiu nrhy;y mDkjpf;fyhk;.

G+id____________ 1

‘G+id”> ‘Nfhg;ig” Nghd;w thh;j;ijfis

njspthf> nkJthf nrhy;yp mtw;iw kWnkhopa nrhy;y Ntz;Lk;.
Nfhg;ig__________1
Kaw;rp vz;zpf;if ________________

III. ftdk; kw;Wk; fzf;fpLjy;

mjpfgl;r kjpg;gPL 5

m) gpd;Nehf;fp vz;Zjy; Nrhjid
vz; gj;jpypUe;J gpd;Nehf;fp vz; ,uz;il fopf;f

8 ________1
6 ________1

Kjpathplk; Nfl;fTk;

4 ________1

xt;nthU gjpiyAk; gjpT nra;aTk;
rhpahf fopg;gjw;F kjpg;gPL nfhLf;fTk;

M) Rygkhf fzf;fply;

cxlv

2 ________1

30 ________1

vz; gj;jpypUe;J vz; Ie;ij $l;lTk;
vd;W Kjpathplk; Nfl;fTk;

25 ________1

rhpahd gjpiy fz;lwpa cjTk;

20 ________1

xt;nthU gjpiyAk; gjpT nra;aTk;.

15 ________1
10 ________1

,) nkhj;j fzf;fPL
gpd;Nehf;fp vz;Zjy; Nrhjid (m) kw;Wk; Rygkhf fzf;fpLjy; (M) ,uz;ilAk;
xj;J ghh;j;J mtw;wpy; mjpfkhd kjpg;gPl;il nkhj;j fzf;fPl;by; vOjTk;.
nkhj;j kjpg;gPL _________________

IV. Qhgfg; gLj;Jjy;

3

Kd;G Nfl;l %d;W thh;j;ijfis Qhgfg;gLj;JkhW Kjpatiu Nfl;fTk;.
ge;J _____________1
nfhb ____________1

xt;ntd;wph;f;Fk; kjpg;gPL nfhLf;fTk;.

kuk; ___________1
V. nkhop

7

ngah; nrhy;Yjy;
Kjpathplk; rpy nghUl;fisf; fhl;b mtw;wpd; ngaiuf; Nfw;fTk;.
(v.fh)

Nkhjpuk;
iff;fbfhuk;

Nkhjpuk; ......................1
iff;fbfhuk; .........................1

cxlvi

kWnkhopjy;
‘thiog;gok;”> ‘tpahof;fpoik”> tpOe;jhd;”>
Kjpatiu kWnkhopar; nrhy;y Ntz;Lk;.

kWnkhopjy; ...................1

%d;W epiy cj;juT
ve;j if gof;fk; cs;sth; vd;W mwpaTk;> gpd;G Kjpathplk; ifapy; xU Jz;L
fhfpjj;ij vLf;fTk;> ,lJ rhpghjpahf kbf;fTk; gpd;G mij jiuapy; NghlTk;> vd;W
cj;juT nfhLf;fTk;.
ifapy; fhfpjk;

____________1

rhpghjpahf kbj;jy; ____________1
jiuapy; NghLjy;

____________1

gpd;gw;Wjy;
rJuj;ij Kjpathplk; fhl;b mtw;iw tiua nrhy;y Ntz;Lk;.
nfhLf;fg;gl;l fhfpjj;jpy; rhpahf tiua Ntz;Lk;. rJuk; ________ 1
ehd;F Nfhzq;fSk; rhpahf cs;sjh vd;W ghh;f;fTk;.
if eLf;fk; mwpe;J nfhs;sTk;.
nkhj;jk; : __________
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APPENDIX - H
INTERVENTION SCHEDULE
Days

PRETEST(1ST-5TH DAY)

DEMONSTRATION
(6THDAY)

INTERVENTION(7TH26ST DAY)

POSTTEST (27ND 32THDAY)

Date

JUNE 2nd – 6th

JUNE 7th

JUNE 8th – 28th

JUNE 29th – JULY 3rd

GROUP

Per day 12 – 13 members.
Collected demographic
variables for 5 minutes.

3 groups – 20 minutes
each group

Recreational therapy
Craft work

Asses the level of stress

9.00 – 10.00 am – I

Group I (20) - 9.00-

by using stress

Group

9.30am

assessment rating scale.

Group II (20)- 10.00
10.30 am GroupIII(20)11.00-11.30 am
Art therapy (60
Senior citizens 60
samples

Assessed the stress level
by using stress

10.30 – 11.20 am – II

members)

Perform the MMSE to

Group

11.30 am– 1.00 pm

assess the level of
cognitive function.

assessment rating scale

xxvii

Play therapy(60

for 15 minutes.
Performed the MMSE to 3.00 – 4.00 pm – III
assess the cognitive

Group

members)
4.00pm-5.00pm

function for 15 minutes.
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APPENDIX - I

PHOTOS
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