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Abstract The elderly population of India is steadily in-
creasing. Most common psychiatric illnesses in the Indian
elderly population are depression, dementia and anxiety
disorders. Resources available to cater to the needs of elder-
ly in the country are government and private psychiatric
hospitals, non-governmental organisations and the family
as caregivers. Lack of awareness, inadequate training op-
portunities; inequitable distribution of health resources and
virtual absence of chronic care disease models are the chal-
lenges that confound the future of geriatric psychiatry in
India. Government policies providing social benefits to the
elderly population are in place but coverage is inadequate.
For addressing geriatric mental health issues, the need of the
hour is to increase awareness, capacity building, strength-
ening training and research activities, developing communi-
ty based rehabilitation programmes and developing a
holistic primary health care system.
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India is Greying

India is a republic consisting of twenty-eight states and
seven union territories. As of 2011, with an estimated pop-
ulation of 1.21 billion, India is the world’s second most
populated country after China [1]. It accounted for more
than 17 per cent of the world’s population in 2011 according
to the estimates prepared by the United Nations [2].

India is in a process of demographic transition. There is a
downward shift from a high mortality/high fertility scenario to
a lowmortality/low fertility scenario. The expectancy of life at
birth has almost doubled from 32 years in 1947 to 63.4 years
in 2011 [3]. The elderly population accounted for 7.1 % of
total population in 2001 and it is projected to increase its share
to more than 10 % by the year 2021 [4]. The demographic
profile depicts that in the years 2000–2050, the overall popu-
lation in India will grow by 55%whereas the aged population
of 60 years and above will increase by 326 % and those in the
age group of 80+ by 700 % [5]. This has resulted in an
increased proportion of older people in the total population,
termed as the “greying of population”.

The elderly population is facing a huge burden of com-
municable and non-communicable diseases. However, rapid
changes in the family systems in India have made the elderly
people more prone to psychological problems. Thus, there is
a felt need to evolve programmes targeting geriatric mental
health. The current paper analyses the issues related to
geriatric mental health and the future roadmap for India.

Characterization of Indian Elderly

Socio-demographic Profile of the Elderly

According to India’s Census (2011), it was observed that
75 % of elderly persons were living in rural areas. Around
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48.2 % of elderly persons were females, out of whom 55 %
were widows. Almost eight out of ten older people in India
live in rural areas. A total of 73 % of elderly persons were
illiterate and dependent primarily on agriculture. About
90 % of the elderly were from the unorganized sector, i.e.,
they have no regular source of income. Two-thirds of them
were reported to be living below the poverty line, i.e., 66 %
of older persons were in a vulnerable situation without
adequate food, clothing, or shelter. The old-age dependency
ratio increased from 10.9 % in 1961 to 13.1 % in 2001, as a
whole. About 65 percent of the aged had to depend on
others for their daily living [3].

Attitudinal Barriers

India is a multicultural, pluralistic society with enormous
socioeconomic disparities. This variety on the one hand is
exciting, stimulatingmuch research into behaviour and mental
health; on the other hand, it is a daunting task to provide care
to the heterogeneous population with variable knowledge of
attitude and practices. As per the prevailing socially sanc-
tioned roles for elderly in India, most of the time symptoms
of illness are disregarded both by patient and family as part of
the “normal aging process” or something “not serious”. Even
if it is acknowledged as a problem, some choose to self-
medicate or use home remedies. Alternative healing practices,
especially religious healing, are still the first resort for many.
Those reaching to mental health care workers have to be
contended with for the misconceptions about mental disorders
and the stigma attached to them. Lack of awareness surround-
ing mental illness makes it more stigmatised. In India, finan-
cial constraint and poverty too is a big hurdle in developing
countries for treatment seeking [6]. The challenge is to devel-
op culturally sensitive services designed for a low income
population and spreading more community awareness.

Burden of Medical Disease Faced by the Elderly

The elderly population is sandwiched by the dual burden of
communicable and non-communicable diseases com-
pounded by age related sensory impairments. According to
the Government of India statistics (2006), the chronic ill-
nesses in the elderly usually include rheumatism, hyperten-
sion, coronary heart disease, and cancer [7]. Cardiovascular
disorders account for one-third of elderly mortality.
Respiratory disorders account for 10 % mortality while
infections, including tuberculosis, account for another
10 %. Neoplasms account for 6 % and accidents, poisoning,
and violence constitute less than 4 % of elderly mortality
with more or less similar rates for nutritional, metabolic,
gastrointestinal, and genito-urinary infections [8]. Hearing
impairment was found to be the most common morbidity
followed by visual impairment on a chronic morbidity

profile in the elderly [9]. A higher number of morbidities
was associated with greater disability and distress [10].

Burden of Geriatric Mental Health in India:
A Silent Epidemic

The burden of mental disorders’ morbidities is increasing in
the Indian elderly due to ageing of the brain, problems
associated with physical health, cerebral pathology and
socio-economic factors such as breakdown of the family
support systems, social isolation and decrease in economic
independence [9]. Epidemiological data about this popula-
tion is still scarce. Most of these studies are part of general
population studies or hospital based or primary care geriatric
patients’ studies rather than community based. Dube (1970)
reported the prevalence of mental illnesses in the elderly to
be 2.23 % [11], while Nandi and his co-workers (1975)
found it as 33.3 % in rural India [12]. Ramachandran and
his colleagues (1979) found this prevalence as 35 % [13].
Another research group led by Tiwari (2000) found it to be
much higher in the geriatric group (43.32 %) as compared to
4.66 % in the non-geriatric group [14].

The reported prevalence of geriatric psychiatric morbid-
ity in the community varied from 8.9–61.2 % [15]. The
mental disorders frequently encountered in the Indian elder-
ly include dementia and mood disorders, depression in
particular. Other disorders include anxiety disorders, drug
and alcohol abuse, delirium and psychosis [16–21]. Female
sex, low education, being a widow/widower/divorcee, med-
ical co-morbidities, poor socio-economic status and disabil-
ity are all well-established factors playing significant roles
in psychiatric illnesses among the elderly [13, 22, 23].

Studies from hospital clinics, community as well as old
age homes found depression as the most common psychiat-
ric disorder in the geriatric population with prevalence rang-
ing from 22.2 % to 55.2 % of gero-psychiatric patients [13,
16, 24–26]. Suicide, especially due to depression, occurs
more frequently in the elderly and adds to this problem [27].
But, depression is an often-missed diagnosis especially in
the medical elderly patients. In one study, Prakash and his
colleagues reported 23 % of patients having depressive
symptoms and 18 % having a definite depressive disorder
among geriatric clinic attendees. Surprisingly, none of the
geriatric physicians even from a tertiary clinic setting had
made a diagnosis of depression [28].

Dementia seems to be the next silent epidemic in the
country. The prevalence of dementia in Indian studies has
been shown to vary from 0.84 % to 6.7 % [29–32].
Diabetes, depression, hyperlipidaemia, urban living and lack
of exercise are independent risk factors for dementia. Living
in joint families and increased intake of polyunsaturated fats
conferred protection against dementia [33]. The prevalence
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of anxiety disorders has been reported to range from 5.34 %
to 21.35 % for gero-psychiatric patients [34, 35].

Geriatric Mental Health Care System in India

Infrastructure

India has four types of resources to address geriatric mental
health issues: 1) state funded government psychiatric hospi-
tals and nursing homes; 2) private psychiatric hospitals and
nursing homes; 3) non-government organisations; and 4) the
most important, informal sources- family as caregivers.

The country has limited numbers of mental health pro-
fessionals, around 4000 psychiatrists catering to the 21
million geriatric populations in need of mental health serv-
ices [36]. In terms of infrastructure, very few Indian hospi-
tals have geriatric units and most elderly patients are treated
in general medical/psychiatry wards. At present, most of the
geriatric outpatient department (OPD) services are available
at tertiary care hospitals in big cities. Public sector hospitals
suffer from problems of inaccessibility, inequitable distribu-
tion, lack of staff, drugs and equipment while the private
sector is largely unregulated with serious complaints regard-
ing poor quality of care and unethical behaviour. The health
insurance sector in India doesn’t cover mental illnesses;
otherwise too, in general, less than 20 % of Indians have
some form of health insurance [37].

Several indigenous systems of medicine also operate in
India amidst the formal public and private systems and offer
treatments which may be more accessible, affordable or
acceptable to the rural elderly. However, a recent study
suggests that graduates of indigenous medical programs
often lack the clinical training required to utilize diagnostic
tools, conduct basic procedures and handle primary care
emergencies [38]. A large portion of the population is forced
to bypass free public services to pay out-of-pocket in
private institutions [39].

The focus of mental health care in India is still on tertiary
care and acute management as opposed to developing pri-
mary care or rehabilitative services. Though new initiatives
such as day care centres, old age residential homes, memory
clinics, helplines, counselling and recreational facilities are
being developed, most of them are urban based and concen-
trated mainly in southern part of India. Non-governmental
organisations like Help Age India, the Age well Foundation
and the Dignity Foundation too are actively contributing,
but still efforts are far from reaching to the masses [40]. A
study conducted to assess the unmet needs of the geriatric
population in rural areas observed that as many as 46.3 % of
the study participants were unaware of the availability of
any geriatric services near their residence and 96 % had
never used any geriatric welfare service. About 59 % of

them stated that the nearest government facility was 3 kilo-
metres from their homes [41].

The silver lining of clouds surrounding meagre geriatric
mental health resources available is undoubtedly the support
of families, who irrespective of their financial status, deem it
their responsibility to care for their elderly mentally ill rela-
tives. In the current era of modernisation, globalization and
eroding social values, there is an apparent weakening of joint
family systems. The younger generation is searching for new
identities and redefining new social roles within, as well as
outside, the family. The changing economic structure has
reduced the dependence of rural families on agriculture, which
had provided strength to bonds between generations. The
traditional sense of duty and obligation of the younger gener-
ation towards their older generation is being eroded. The
Indian elderly generation is caught between the decline in
traditional values on the one hand and the absence of an
adequate social security system, on the other [42]. It has led
to increased incidences of the elderly being abandoned as
homeless by family members. State provided facilities for
day care centres and respite care are scarce. There is a sheer
absence of any home based rehabilitation measures or benefits
accorded by the state to families to address caregiver burdens
[43]. In terms of manpower training and research, there are
few opportunities for geriatric knowledge building and formal
training in India. Geriatric medicine training is offered only in
a college in Chennai. Geriatric psychiatry is a neglected
branch. The Medical Council of India, the medical education
regulatory body, offers this super speciality training only in
Lucknow and Bangalore. Of these handful, psychiatrists avail-
able too, but the brain drain of psychiatrists towards the West
is not an uncommon problem. Advocacy and research activ-
ities are only left to a few organisations like the Indian
Association for Geriatric Mental Health, Geriatric Society of
India, Indian Academy of Geriatrics and the Association of
Gerontology [43]. The efforts in place for geriatric care are
noteworthy but highly inadequate.

Health Services Utilization

Healthcare utilization is irregular across the country. It is
found to be greater among older adults with higher levels of
education, those living in urban areas and among those
seeking treatment for communicable rather than non-
communicable diseases. Non-compliance with treatment
plans and drug regimens is also an impediment to managing
the health of this population, resulting in an estimated 8 %
of hospital admissions; the most commonly cited reasons for
non-compliance include cost, inadequate instruction, and a
switch to non-conventional treatment. The influence of cost
constraints on decisions to seek or continue treatment, as
noted above, highlights the fundamental role poverty plays
in shaping the health of India’s aging population [6].

Curr Tran Geriatr Gerontol Rep (2013) 2:1–6 3



Role of Government Policies: More Carrots, Less Sticks

The well-being of senior citizens is mandated in the
Constitution of India under Article 41: “The state shall, within
the limits of its economic capacity and development, make
effective provision for securing the right to public assistance
in cases of old age” [40]. However, health is not the priority
for the government and, of all the mental health and geriatric
sectors, it is the least appealing, non-productive negligent
bunch of all when it comes to budgetary allocation [44].
Though there are Government and social policies for the
elderly in India are in place and include old age pensions,
the National Policy for Older Persons (1999), the National
Initiative on Care for the Elderly (2004), and the Maintenance
and Welfare of Parents and Senior Citizens Act (2007) [45].

The most recent effort is the National Programme for the
Health Care of the Elderly (NPHCE), released in early 2011.
Social security provisions for pension, income tax benefits,
provident fund gratuity, and medical assistance have been
strengthened. Focus is shifting more on capacity building by:
(1) expanding infrastructure to include Regional Geriatric
Centres in district hospitals and opening community-based
geriatric clinics; (2) establishing specialized geriatric training
programs and research institutes; and (3) utilizing mass media
to educate the public. The program also aims to promote
strong inter-organizational linkages and referral mechanisms
as well as training and support for informal caregivers. The
program is being implemented in phases beginning with 100
districts in 21 of India’s 28 states [46].

Despite the policies being in place, the grounded reality
is that they have not been implemented in their true sense.
Still most of the policies talk about social benefits in general
for the elderly than showing concern for geriatric mental
health. Policy makers should not forget that caregivers and
families are indeed a rich resource, which should be utilised,
but ensuring at the same time that they receive adequate
support from health professionals, and the community [44].

Recommendations: AWay Ahead

In spite of the growing requirement for mental health serv-
ices for older persons, there is substantial unmet need. Since
the elderly segment doesn’t actively contribute to the pro-
ductive population, so then it often fails to receive its due
attention from policy makers. What is often forgotten is that,
they make important contributions to the society not only
via the formal workforce (primarily in agriculture), but also
in raising grandchildren, volunteering, caring for the sick,
resolving conflict and offering counsel, and translating ex-
perience, culture, and religious heritage. If in a low resource
setting, improving lifespan and decreasing mortality was an
achievement of the 20th century, then ensuring good quality

geriatric care is going to be the challenge of 21st century.
There is an urgent need for developing appropriate and
effective health services directed towards this population.

Increasing Awareness

An important prerequisite to improving care for older persons
is to create a climate that fosters such improvement.
Awareness needs to be spread regarding mental health prob-
lems, specific needs of the geriatric population and availability
of services available in this regard. The existing framework
should allow for positive engagement between clinicians,
researchers, caregivers and elderly people with mental illness.

Training & Manpower Development

There is a felt need to expand the teaching curriculum across
all the disciplines to include geriatric care components in-
cluding general physicians, psychiatrists, psychologists,
psychiatric nursing and psychiatric social work. Also, there
is a need to increase the seats in geriatric medicine speciality
and geriatric psychiatry super speciality courses and devel-
oping programmes for sensitising general physicians and
health workers for screening and appropriate referral. An
Indian Council of Medical Research (ICMR) task force
project “Health Care of the Rural Aged”, conducted in the
Primary Health Centre area near Madurai found this
strategy to be beneficial [47]. There is an urgent need
to establish geriatric centres of excellence catering to a
multidisciplinary approach.

Home Based Care Programmes

In the current scenario where training a health professional
is a time and resource-consuming affair, countries like India
can develop adequate training programmes for the major
current task force in the service of the elderly in country, i.e.,
family members. Supporting, educating and advising family
caregivers is a cost effective strategy for developing
countries as it requires only one tenth of resources as
invested in residential care. A randomised controlled trial
for home based care programme from Goa has shown prom-
ising results [48].

Rehabilitation Services

There is an urgent need of a paradigm shift in the care model
beyond the current preoccupation with simple curative inter-
ventions to encompass long-term support and chronic dis-
ease management. Adequate services for establishing
continuity of care beyond hospitals in the community in-
cluding day care centres, respite care facilities, half way
homes, and old age homes needs to be developed.
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Need for Research

The paucity of population-based research calls for more
good quality epidemiological and health services research
which will help to generate awareness, shape health and
social policy and encourage the development of better serv-
ices for patients and their caregivers.

Conclusion

Geriatric mental health is a neglected issue with poor
sensitivity amongst patients, caregivers and administra-
tors. Staunch efforts should be made for making treat-
ment accessible, available and affordable in community.
There is a need to raise awareness in public and other
professionals about unmet needs of geriatric mental
health, developing adequate human resources and
strengthening inter-sectorial collaboration. There is an
urgent need to implement national policies, programmes
and legislation targeting geriatric mental health and pro-
moting advocacy and empowerment.
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