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INTRODUCTION 

CHAPTER I 

1.1. Background of the Study  

The National Action Plan for Welfare of Senior Citizens (NAPSrC), mooted at the 

national level in 2020, envisages to “create an ecosystem where all Indians can age 

gracefully and live a life of dignity, with focus on concerted and synergised action 

on the existing and emerging needs of the senior citizens”. A major component of 

the NAPSrC is the State Action Plan for Senior Citizens (SAPSrC) wherein the State 

is expected to plan and strategise taking into account their local considerations and 

frame their own State Action Plans for the welfare of senior citizens. Towards the 

preparation of the State Action Plan, the Social Justice Department, the nodal 

department for the programmes for the elderly, entrusted the Centre for Socio-

economic & Environmental Studies (CSES) to undertake an assessment of 

government schemes and programmes for the elderly in Kerala. This report aims to 

provide inputs for the preparation of the SAPSrC in the state. 

1.2. Elderly in Kerala  

Kerala is the fastest ageing state in India.  According to Census 2011, the proportion 

of elderly (aged 60 years and above) in Kerala is 12.7 per cent as against 8.0 per cent 

at the all-India level. The corresponding figures in 1961 was 5.1 per cent and 5.6 per 

cent, respectively.  The proportion of elderly in the state is projected to increase to 23 

per cent, by 2036. As per Economic Review 2020, there are around 42 lakh elderly 

people in the state.  Of them, 13 per cent are aged 80 years or above (Figure 1.1) which 

is the fastest growing and the most vulnerable group among the elderly. 
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Figure 1.1: Share of Different Age Groups among Elderly 
Population in Kerala- 2011 

 

       

Source: Census 2011 

The early onset of demographic transition and the increase in life expectancy in 

Kerala has led to faster ageing of the population.  The life expectancy is 72 for males 

and 78 for females, in the state. Due to higher life expectancy for females, women 

outnumber men among the elderly and many of them are widowed. Women 

constitute majority of the elderly in the state, across the three age groups, with the 

gap between male and female increasing from 6 percentage points in the 60-69 age 

group to 24 percentage points in the 80 & above age group (Figure 1.2). 

Figure 1.2: Proportion of Women & Men among Elderly in Different 
Age Groups (%) 

 

Source: Census 2011 
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Old age comes with its very own set of problems. Many of the elderly will no longer 

be employed or be in a physical state of health to be employed. For those without 

sufficient economic resources and pension, meeting their day-to-day expenses is a 

major challenge. Expenses, especially related to health will increase. Multiple 

morbidities and disabilities will also occur. Apart from physical disabilities, elderly 

also suffer from various mental health issues caused due to loneliness, stress, loss of 

spouse and other loved ones, etc.  There is an increasing pressure on the State and its 

social security system to respond to the needs of this vulnerable section.  The 

situation calls for government interventions at a larger scale in healthcare, 

employment for older persons, age-friendly infrastructure, etc.  

1.3. An Overview of Programmes for Elderly 

In recognition of the rising challenges of ageing in Kerala, the State has published its 

Old Age Policy in 2013. The Policy envisages to serve as a guideline for initiating 

programmes to address the varying needs of different sections of elderly. It stresses 

on the need to give love and respect to the elderly and to ensure their health and 

financial well-being. The Policy also stresses on the need to examine the issues of 

special categories among the elderly such as women, rural elderly, and elderly aged 

80 years and above, as their needs would be different from the general elderly 

population. The Policy also emphasises on the need to recognise elderly as a special 

category and their needs to be incorporated in everything from health care to design 

of infrastructure. The policy calls for adopting technology aided solutions to improve 

the quality of life of the elderly in the state. It stresses on the need for more trained 

personnel in attending to the needs of the elderly.  The Policy also discusses the role 

of the LSGIs and NGOs in providing services to elderly.  

The Social Justice Department, the nodal department for the elderly, is running 

various programmes for the welfare of the aged under the programme named 

Sayamprabha. A major programme is the management of old age homes in the state. 

There are 16 government old age homes and 84 government-aided homes in the 

state.  The department has embarked on a new initiative to upgrade the government 

old age homes into model homes for the aged under the Second Innings Home 
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project. Vayo Amrutham is another project being implemented in the government old 

age homes. Under this project, ayurvedic treatment is provided to the inmates with 

the support of Indian System of Medicine department.   

Sayamprabha Home is another major initiative of the department to provide day care 

facilities for the elderly which is implemented in co-operation with the Local 

Governments. These centres are envisaged to provide an opportunity for the senior 

citizens to mingle with other elderly people, reduce loneliness and to facilitate 

healthy ageing through activities such as yoga, meditation, physiotherapy, 

counselling, medical check-ups, etc. In the first phase, 82 day-care centres have been 

selected to be upgraded into Sayamprabha homes in the state.   

A major programme to provide health care and support to elderly above the age of 

65 years residing in urban areas is the Vayomithram project being implemented by 

the Kerala Social Security Mission (KSSM). The project is implemented as a joint 

initiative of KSSM and urban local bodies (Municipalities and Municipal 

Corporations). The major components of the programme are provision of free 

medicines through medical camps, mobile clinics, palliative care, help desk for the 

old age, counselling, organising entertainment programmes, etc.  

The Social Justice Department also provides devices/aids to elderly. Given the high 

prevalence of diabetes in the state, the department provides glucometers free of cost 

to elderly diabetic persons belonging to BPL households, under the Vayomadhuram 

project. Another programme is Mandahasam, under which free dentures is provided 

to senior citizens through approved dental colleges and dental treatment centres1.  

The department is also entrusted with the implementation of the Maintenance and 

Welfare of Parents and Senior Citizens Act, 2007.  Under the Act, Maintenance 

Tribunals have to be established in every revenue division and Appellate Tribunals 

                                                        
1 SJD has recently introduced a programme for the elderly, “Vayoraksha”, a comprehensive 
scheme to provide support and assistance to elderly in crisis (G.O.(Gen) No. 513/2021/SJD dated 
02/08/21). However, the same is not included in the purview of the study as it was implemented 
after the commencement of the study. 
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at the district level. There are 27 Maintenance Tribunals and 14 Appellate Tribunals 

in the State.  

A recent initiative following the outbreak of COVID-19 is the Vayokshema-Grand 

Care project, which largely addresses the issues faced by residents of old age homes 

and elderly persons with comorbidities who are in reverse quarantine. The 

department has started Vayokshema call centre in each district which is monitored by 

the District Senior Citizen Cell for addressing and resolving such issues. The same 

has recently been replaced by the National Elder line. 

Given that the access to quality health care services is a major need for elderly, they 

are also the major beneficiaries of programmes such as tracking and management of 

Non-Communicable Diseases (NCDs) and pain and palliative programmes, etc. 

These programmes managed by Directorate of Health services, Department of 

Indian Systems of Medicine, National Health Mission, Kudumbashree, etc. are being 

run with the support of Local Governments.  

The most important programme providing social security to the elderly is the 

National Old Age Pension Scheme, benefitting around 28 lakh elderly in the state, 

constituting more than half of the pensioners in the state. All other pensions such as 

agricultural pension, pension for the disabled, widowed, and unmarried women are 

subsumed into old age pension scheme when the pensioner is 60 years of age. Apart 

from this, pension is also provided through the numerous Welfare Boards 

functioning in the state, and a section of the elderly also receive service pension.  

1.4. Objectives of the Study  

The overall objective of the study is to assess the government schemes and 

programmes for the elderly in the state. The specific objectives are:  

 To assess the performance of various programmes/interventions of different 

departments of the state government for elderly. This mainly includes SJD, 

KSSM, DHS, ISM and NHM. 

 To assess the issues in the implementation of these programmes at various 

levels 
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 To assess the demand for various schemes and programmes among the 

elderly and the issues faced by the elderly in accessing the benefits of these 

schemes.  

 To make recommendations for improving the implementation of various 

programmes/interventions for the elderly.  

 To suggest programmes/schemes/interventions to be implemented for the 

elderly.  

1.5. Methodology of the Study  

In the initial phase of the study, discussions were held with the officials of the 

Directorate of Social Justice to fine tune the study objectives and the design of the 

study. The research instruments were prepared after gaining a better understanding 

of the issues involved through such discussions and desk research. Since the study 

also aims to bring out new schemes for the elderly, review of literature available on 

programmes undertaken in other states and other countries particularly developed 

countries was undertaken. To accomplish the objectives detailed above, the study 

employed both qualitative and quantitative methods for collection of data and 

information. Following are the components of the study:  

a. Collection of data and information from different government 

departments/ agencies: Data and information related to various programmes 

being implemented for the elderly in the state were collected from the 

implementing departments/agencies, mainly SJD, KSSM, and functionaries of 

DHS, NHM, ISM, Kudumbashree, LSGD, etc.  

b. In-depth interviews and discussions with stakeholders: In-depth 

interviews and discussions were held with officials at different levels, elected 

representatives of local governments, representatives of senior citizens’ forums 

and beneficiaries of the programmes for the elderly. The discussions helped in 

gaining an understanding about issues such as demand for the scheme, other 

needs of the elderly, coverage issues, issues in the scheme design, awareness 

creation activities undertaken, issues in direct provision of services to the 

elderly such as in the case of old age homes or day care centres.  
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c. Survey among Elderly: A major component of the study was a sample 

survey conducted among the elderly in the state.  The survey was conducted 

in 10 Grama Panchayats, 3 Municipalities and 1 Municipal Corporation spread 

across five districts viz., Kannur, Wayanad, Ernakulam, Pathanamthitta and 

Kollam.  From each local body, a sample of 30 respondents were selected.  To 

ensure geographical spread, three wards/divisions were randomly selected 

from each local body.  In order to ensure randomness, a random starting point 

was taken in each ward and using the right-hand rule, every household with 

an elderly member was included till the number of respondents as well as age 

and sex-wise composition was ensured from each study location. Care was 

taken to ensure representation of both men and women and elderly in different 

age groups. The final tally of survey responses was 428, after some inclusions 

to manage the quota fixed for age and sex of the respondents. Given that in the 

case of elderly, especially among bedridden, the role played by the 

caregivers/family is crucial, feedback from them regarding the care needs of 

the elderly were also collected.  

d. Assessing the functioning of the Government and Government Aided Old 

Age Homes: Case studies of six government run institutions was undertaken 

to understand the availability of infrastructure and facilities, human resources, 

and the quality of life of the elderly in these homes. The case studies were 

prepared based on visit to the institutions, interactions with the officials and 

observation of the infrastructure and facilities. Besides, three private old age 

homes receiving government grants were also visited to understand the 

situation in such homes.   

e. Assessment of the functioning of the Maintenance Tribunals for Senior 

Citizens: The assessment was based on interactions with the Revenue 

Divisional Officers (Maintenance Tribunal) and District Collectors (Appellate 

Tribunal), other officials who are involved in the functioning of the Tribunals 

such as the District Social Justice officers, Technical Assistant in the tribunal, 

Conciliation officers, etc. An assessment of the disposal of the applications 

received by a sample of 5 Maintenance Tribunals (Thalassery, Mananthavady, 
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Fort Kochi, Thiruvalla and Thiruvananthapuram) and two Appellate Tribunals 

(Kannur and Ernakulam) was undertaken. In-depth interviews were held with 

15 senior citizens who approached the tribunal for maintenance mainly to 

understand the problems they faced, sources of information, suggestions for 

improvement, etc.  

1.5.1. Research Instruments  

The following research instruments were made use of for the study:  

1. Questionnaire for survey among elderly2: The questionnaire covered various 

aspects such as socio-economic status of the elderly and their households, living 

and care arrangements, availability of old age pension, use of public health care 

services, access to health insurance, benefits derived from various schemes, 

issues faced in availing these benefits, interaction with community health 

workers, access to information about various schemes, care needs that are not 

yet met, suggestions, etc. Additional questionnaires were also prepared for 

caregivers, which was administered on them in cases where the elderly was 

unable to respond due to their ailing condition.  

2. Checklists for depth interviews with different stakeholders  

3. Checklists for observation of old age homes  

1.5.2. Field Work 

The project commenced amidst the crisis created by the COVID pandemic and the 

subsequent restrictions on movement. For the same reason, many of the initial 

discussions with different stakeholders were done through telephonic conversations 

and using online platforms. Multiple telephonic interviews were held with many of 

the key informants.  The sample survey was undertaken only after the restrictions 

on movement were lifted.  Some of the key stakeholders in programmes for elderly 

such as the officials of the health department and local governments were in the 

frontline combatting the pandemic, and therefore interviewing them was delayed.  

However, once the restrictions were relaxed, they were interviewed.   

                                                        
2 Survey Questionnaire attached as Annexure I. 
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The sample local governments and the institutions covered were selected in 

consultation with the SJD. The list of LSGIs and institutions covered by the study is 

given in Table 1.1. 

Table 1.1: LSGIs and Institutions Covered by the Study 

District LSGI Institutions other than LSGIs 

Kannur 

Chapparapadavu GP DSJO 

Second Innings OAH 

Thalassery MT 

Kannur AT 

Pinarayi GP 

Chittariparmba GP 

Thalassery Municipality 

Wayanad Thirunelly GP 

DSJO 

OAH 

Mananthavady MT 

Ernakulam 

Mulanthuruthy GP DSJO 

OAH 

Dementia Care Centre, 
Edavanakkad 

Fort Kochi MT 

Ennakulam AT 

Pothanicad GP 

Chendamangalam GP 

Kochi Corporation 

Pathanamthitta Thiruvalla Municipality 

DSJO 

Ranni OAH 

Thiruvalla MT 

Kollam 

Alappadu GP 

DSJO 

Second Innings OAH 

Vettikavala GP 

Chathannoor GP 

Karunagappally Municipality 

Note: GP- Grama Panchayat; MT- Maintenance Tribunal; AT- Appellate Tribunal;                 
DSJO- District Social Justice Office; OAH- Old Age Home.  

In addition, the following initiatives identified by the SJD/KILA were also covered:  

 Model Sayamprabha Home, Neyyattinkara Municipality 

 Thuneri Block Panchayat (Kozhikode), documented as a good practice by 

KILA for undertaking elderly friendly initiatives at the Block level. 

 Arimpur Grama Panchayat (Thrissur), documented as a good practice by 

KILA for undertaking various elderly friendly initiatives. 

 Manickal Grama Panchayat (Thiruvananthapuram), Model Age-friendly 

Panchayat 

 Thiruvananthapuram Maintenance Tribunal (The tribunal with the 

maximum number of cases) 
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Prior to the fieldwork for the sample survey of elderly, a three-day intensive training 

programme was organised from 28th to 30th July 2021 at Kochi. The first day of 

training covered the study objectives, the study locations and included a detailed 

briefing of the questionnaire.  The questions were taken one by one, and doubts of 

the investigators were cleared, and probable responses were discussed. On the 

second day, several rounds of mock interviews were done by the investigators to 

make them accustomed to the questionnaire and the flow of questions. On the third 

day, the investigators were taken to the field and actual interviews were conducted. 

Once the interviews were completed, debriefing was held, and feedback was given 

to the investigators. The survey commenced on 2nd of August and was completed by 

the end of the month. All COVID protocols were followed in the conduct of the 

study. Prior to the survey in a locality, the elected representative of the 

ward/division was informed about the survey.  A couple of wards had to be replaced 

as the ward was declared as containment zone afterwards.   

As regards qualitative component of the study, during the LSGI visit, interactions 

were held with the President/Chairperson/Mayor, the LSGI Secretary, Welfare 

Committee Chairperson, Member/Councillor of the selected ward, Anganwadi 

worker, ASHA, Kudumbashree CDS, etc. Institutions such as Sayamprabha Home, 

Pakal veedu, PHC, CHC, ISM Dispensaries, etc. were visited and observations were 

documented. Though visits to the Old Age Homes were held in all study locations, 

interaction with the inmates could not be done due to the COVID protocol. Feedback 

from various programme beneficiaries were also collected through telephonic 

interviews with a small sample of beneficiaries (50 No.s) randomly selected from the 

list of beneficiaries obtained from the respective implementing institutions.  

1.6. Profile of the Respondents of the Sample Survey among Elderly 

The profile of the respondents of the sample survey among elderly is presented in 

Table 1.2. Majority of the respondents were from rural areas (71%) and were women 

(53%). Elderly aged 80 years or above comprised 14 per cent of the sample. Majority 

of the elderly respondents are married (55%).  There is significant presence of 

widowed among the respondents (38%). With respect to economic status, the colour 
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of the ration card of the household was taken for classification. Households with 

priority ration cards, i.e., Yellow and Pink cards are from economically vulnerable 

households as they are being provided central subsidy under the Public Distribution 

System. Households with Priority Ration Cards constitute half of the sample 

households. Due to the purposive inclusion of tribal locations in the sample, there is 

a higher representation of ST households (5%) compared to their presence in the state 

population (1%). 

Table 1.2: Percentage Composition of Survey Respondents 
According to Characteristics 

Characteristic Per cent of Respondents 

Location of the Elderly 

Rural 71.0 

Urban 29.0 

Sex of the Elderly 

Male 46.7 

Female 53.3 

Age of the Elderly 

60-69 54.9 

70-79 31.3 

80 & above 13.8 

Marital Status 

Married 57.5 

Widowed 38.1 

Divorced/Separated 2.6 

Unmarried 1.8 

Type of Ration Card 

Priority 49.1 

Non-priority 50.2 

No ration card/don’t know 0.7 

Social Group 

SC 4.7 

ST 5.1 

OBC 56.5 

Others 33.7 

 Source: Sample Survey3. Base=428, Total sample respondents. 

                                                        
3 Note: Analysis of survey findings disaggregated across sex, age category and location of residence is 
presented as Annexure II. 
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It was also recognised that the elderly may be having multiple vulnerabilities and 

morbidities. In some situations, they may not be able to respond by themselves and 

would need the support of their family members. Among the elderly, 14 per cent of 

the elderly had (Table 1.3). Around 4 per cent are bed ridden.  There are elderly who 

are blind/ have low vision, or deaf and dumb. The presence of elderly with 

vulnerabilities is highest among the elderly aged 80 or above. In the case of 32 elderly 

who were either bedridden or had some vulnerability/condition due to which it was 

not possible for them to respond coherently to the survey, the caregivers were the 

respondents.  

Table 1.3: Vulnerable among the Elderly 

Type of Vulnerability Per cent of Respondents 

Elderly living alone 3.5 

Elderly living in elderly only households 17.3 

Elderly reporting some vulnerability 14.3 

Elderly who are/have: 

Bed ridden 3.7 

Blind/low vision 1.4 

Deaf & dumb 1.2 

Locomotor disability 4.7 

Mental illness 0.9 

Dementia & related disorders 1.2 

Other vulnerabilities 2.6 

                    Source: Sample survey. Base=428, Total sample respondents. 

The primary survey revealed that 78 per cent of the caregivers are women, 

which brings out the gendered nature of caregiving (Table 1.4). In addition, it 

was found that 50 per cent of the caregivers are daughters or daughters-in-law, 

which reasserts that women are more likely to assume the role of the fulltime 

primary caregiver.  
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Table 1.4: Profile of the Informal Primary Caregivers 

Indicator Per cent of Respondents 

Sex of the Caregiver 

Male 21.9 

Female 78.1 

Relation with the Elderly 

Spouse 21.8 

Son 12.5 

Daughter 25.0 

Son-in-law 9.4 

Daughter-in-law 25.0 

Grandchildren 6.3 

Age of the Caregiver 

Below 40 years 18.8 

40 - 59 years 53.1 

60 years and above 28.1 

Total 100.0 

                          Source: Primary Survey. Base=32 Caregiver respondents 

Most of the caregivers fall in the age group of 40-59 years. In the case of nearly three 

in ten of the respondents, the caregivers themselves were elderly, i.e., aged 60 or 

above. It was also enquired whether anyone else was involved in the care giving. 

Secondary caregivers are grandchildren (34%), followed by sons (31%) (Not shown 

in the Table). 

In situations such as elderly living alone, the non-availability of a family member to 

assume the role of a full-time caregiver due to other engagements such as 

employment, education, etc., or when there is a need for advance care such as in the 

case of bedridden elderly, there is a requirement of formal caregivers. Paid caregivers 

were seen in only two out of the 428 households covered by the survey. One was 

employed through an agency, and the other came to work based on newspaper 

advertisement. Both of them are women, and they have not received any training in 

caring for the elderly.   
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1.7. Chapter Scheme 

This report has eight chapters including this introductory chapter. Chapter II gives 

an overview of the life of the elderly and profiles their living arrangement, sources 

of income, engagement in activities, social life, access to services, etc. The third 

chapter relates to the health of the elderly. The chapter begins with an overview of 

the health status and health care needs of the elderly and proceeds to review the 

health programmes implemented in the state to address the needs of the elderly. 

Chapter IV examines the initiatives of the local governments and presents an analysis 

of the budget of sample local governments for elderly.  Chapter V discusses a major 

initiative of the Social Justice Department viz. Sayamprabha Homes which are day 

care centres for the elderly functioning with the support of local governments.  

Chapter VI examines the functioning of old age homes and chapter VII discusses the 

performance of the Maintenance Tribunals and Appellate Tribunals constituted 

under the Maintenance and Welfare of Parents and Senior Citizens Act, 2007.  The 

final chapter presents the recommendations emerging from the study.   
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LIFE OF THE ELDERLY 

CHAPTER II 

2.1. Introduction 

This chapter examines aspects of the life of elderly such as living arrangement, 

employment and access to income, dependence on others, engagement in activities 

at home and social engagements, etc. Access to various services and the difficulties 

they are facing are also discussed. The chapter also discusses how COVID, and the 

consequent restrictions affected their life. The primary source of information is the 

household survey of elderly conducted as part of the present study4.  The discussion 

is expected to help identify the support needs with respect to their day-to-day life. 

2.2. Living Arrangement of the Elderly 

At the time of the survey, 4 per cent of the elderly were living alone, and 17 per cent 

of the senior citizens live with his/her spouse only (Figure 2.1). In most cases, the 

spouse is also a senior citizen.  Two per cent of the elderly live with relatives other 

than children or grandchildren.  The above groups are likely to be more vulnerable 

compared to others.   The remaining three-fourths of the respondents are living with 

their children or grandchildren with or without their spouse. In such households, 

there is at least one member who is not aged.  

As expected, the proportion of elderly living with spouse comes down as the age 

goes up.  The proportion was 60 per cent in the age group 60-69 years, which came 

down significantly to just to 34 per cent in the 80+ age group.  Disaggregated analysis 

of the data showed that that elderly living with children/grandchildren in urban 

areas (36%) is much lesser than in the rural areas (45%).  

  

                                                        
4 Analysis of survey findings disaggregated across sex, age category and place of residence attached as 
Annexure II. 
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Figure 2.1: Living Arrangement of the Elderly 

 
Source: Primary Survey. Base=428 

2.3. Employment, Access to Income and Social Security Pension 

Another aspect that the study examined is the employment of elderly, their access to 

income and dependence on others. At present, 15 per cent of the elderly are working 

(Table 2.1). Nearly three-fourths of the respondents had been working before. Nearly 

one-tenth of the elderly are receiving service pension and 17 per cent are receiving 

pension from one of the Welfare boards in Kerala. It is observed that nearly two-

thirds of the elderly in the sample are receiving social security pension.  For more 

than half of the respondents, social security pension is the main source of income 

which highlights its importance in their life. Even though social security pension, 

welfare pension and service pension helps the elderly to reduce their financial 

dependence, three-fourths of the elderly have to depend on others for their needs. 

Among women, 63 per cent reported the social security pension to be their main 
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Table 2.1: Work Status and Access to Income and Social Security Pension of the 
Elderly 

Indicator 
Per cent of 

Respondents 

Per cent of elderly who were working before 72.9 

Per cent of elderly currently working 14.5 

Per cent of elderly reporting no income 9.8 

Per cent of elderly with service pension 9.1 

Per cent of elderly receiving welfare board pension 16.8 

Per cent of elderly receiving social security pension 63.3 

Per cent of elderly reporting social security pension as their 
main source of income 

55.4 

Per cent of elderly reporting issues with social security pension* 17.1 

Per cent of elderly who are dependent on others for their needs 73.6 

 Source: Primary Survey. Base=428, total sample respondents 
 *Note: Base=271, elderly receiving social security pension 

The analysis of data on current employment shows that more than one-third (36%) 

of the currently employed are engaged in daily wage labour.  Among those 

employed previously also, daily wage labour was the important source of 

employment for the elderly (47%). Nearly one-fifth (18%) of the currently employed 

are engaged in agriculture and 13 per cent are working under the MGNREGA. The 

remaining are engaged in activities such as selling lottery, fish vending, business, 

livestock, etc. The analysis of the current employment also shows that more among 

the rural elderly (16%) are still working in comparison to the urban elderly (10%). It 

is also found that while 23 per cent of the men aged 60 years and above are working, 

only 7 per cent of the elderly women are currently working.   

There are five major social security pensions in the state; namely, Indira Gandhi 

National Old Age Pension Scheme, Indira Gandhi National Disability Pension 

Scheme, Indira Gandhi National Widow Pension Scheme, Unmarried Women 

Pension Scheme and Agricultural Labour Pension Scheme. While the former three 

are implemented with Central assistance under the National Social Assistance 

Programme, the latter two are state schemes. Beneficiaries of other pensions are to 

be integrated into the IGNOAPS when they turn 60. Though the old age pension is 
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implemented in the state under the NSAP, the central assistance received is Rs.200 

for beneficiaries till 79 years and Rs.500 for elderly aged 80 and above. The assistance 

under NSAP is also provided to only those who are certified as BPL under the central 

norms. The state has expanded to coverage of pension by fixing the criteria as annual 

family income of less than Rs.1 lakh.  

As per the data available on the LSGD website, the IGNOAPS is the major pension 

as it constitutes 55 per cent of the pension beneficiaries in the state5. It is also observed 

that women are a majority among the pensioners (63%), which is expected, given 

that the IGNWPS and UMWPS is meant exclusively for women, and that the 

proportion of women are more among the elderly. Only around one-fifth (19%) of 

the pensioners are residing in urban areas. It is also seen that while 48 per cent of the 

pension is delivered direct to the homes of the beneficiaries, in the case of the 

remaining, the pension is transferred to the bank account of the beneficiaries. When 

the pension was instituted in 1996, the pension amount was Rs.110 per month which 

was revised from time to time.  A major revision happened in 2016, when the pension 

amount was raised to Rs.1000 for those in 60-75 age group, and to Rs.1500 in the 75 

and above age group. Since then, an increment of Rs.100 is being added in every state 

budget. Since January 2021, the differential pension has been discontinued and the 

same amount is given to all elderly irrespective of their age. The current pension is 

Rs.1600 per month. 

The LSGIs are entrusted with the responsibility of accepting applications, 

scrutinising them for eligibility and to sanction the pension to the ones found to be 

eligible. To become eligible for social security pension, a person cannot have an 

annual family income of more than Rs.1 lakh and should not be a recipient of any 

other pension, including service pension. Among the recipients of social security 

pension, 17 per cent said that they had faced some issues with regard to the pension. 

The most prominent issue is the difficulty to visit the bank for collecting the pension. 

A section of the respondents reported that there was long delay in the receiving the 

pension amount earlier.  But now they receive the pension amount every month. 

                                                        
5 https://welfarepension.lsgkerala.gov.in/Schemes.aspx 
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Another issue reported by the respondents relates to the annual mustering for 

renewing the pension.  Some of them need for assistance to visit the Akshaya centre 

to fulfil the formalities. Difficulties in annual renewal, difficulty in climbing stairs, 

having to go to the LSGI office number of times, etc. were also pointed out.     

The financial dependence on others is also higher among women (81%) against 66 

per cent for men. The elderly in the sample depends on more than one person in 

some cases. Two-thirds of the elderly who are dependent on others said they were 

dependent on their son, while one-third per cent depended on their daughter. 

Dependence on the spouse was reported by 13 per cent. Other relatives were also 

helping a few of the elderly. 

2.4. Activities Elderly Engage in  

A major issue seen when people become aged is the reduction of their social 

interactions on account of retiring from employment and also due to increasing 

health issues. However, reducing social interactions would have an adverse effect on 

their overall well-being. The elderly respondents were asked as to where all they 

used to go out and what all for. As COVID had placed movement restrictions, 

especially for the elderly, it was also attempted to examine the changes the pandemic 

has brought into the routine life of the elderly. Before COVID pandemic, majority of 

the elderly stepped out of their houses to  friend’s/relative’s houses, to attend social 

functions such as weddings and house warmings and to visit religious institutions, 

banks and for shopping. The practice of going to cultural programme or the cinema 

was relatively less among the elderly. Table 2.2 shows that instances of going out of 

the house by the elderly has declined significantly during the pandemic period.  All 

the activities are seen to be affected. 

While examining the disaggregated data, it is observed that the elderly men are more 

likely to go out than the elderly women. However, the reverse is true in the case of 

visiting friends’ or relatives’ houses or religious institutions, wherein more women 

are going more. The difference between men and women is especially stark with 

respect to going out to the junction (kavala) to have tea or talk with friends and going 

for work/to the workplace.  
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Table 2.2: Places Generally Visited by the Elderly: Before COVID and Now 

Places Generally Visited by the Elderly 

Per cent of Respondents 

Before COVID 
Now 

(August 2021) 

Shopping 66.6 36.7 

Ration shop 60.0 36.7 

Religious institution 71.3 14.0 

Social engagements 71.7 13.1 

Cultural programmes/Cinema 17.3 1.4 

To the junction to have tea/talk with known people 37.4 16.6 

Friends’/relatives’ house 72.4 20.8 

Bank 62.1 40.7 

Treasury 6.1 3.5 

Going out for work 29.1 12.2 

Visiting other offices 32.2 15.2 

 Source: Primary Survey. Base=428, total sample respondents 

For many aged persons (53%), they require assistance when they venture out.  More 

than three-fourths of the elderly persons aged 80 years or above (78%) required 

assistance when going out of their homes.  The corresponding proportion in the 60-

69 age group is 47 per cent. While only 42 per cent of the aged men required 

assistance, the same was reported by 64 per cent of the aged women. The activities 

in which the elderly require assistance were also explored in the study. More than 

one-fourth of the elderly required assistance in reading and writing (Table 2.3). One-

fourth of them reported the need for assistance in walking.  

It is seen that for activities requiring physical movement, the requirement for 

assistance increases with age. Similarly, more elderly women require assistance for 

walking and climbing stairs in comparison to elderly men. Some of the elderly 

women also said that they are afraid to go out alone. Apart from safety reasons, 

elderly also have a fear of fall, losing directions, etc.  
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Table 2.3: Activities in which the Elderly Require Assistance 
while Going out 

Activity Per cent of Respondents 

Reading and writing  28.4 

Walking 24.0 

Travelling 20.2 

Filling an application form 16.8 

Moving outside house 13.0 

To climb steps  7.7 

Handling English language 7.7 

Getting in and out of the vehicle 7.7 

                       Source: Primary Survey.  
                       Base=208, respondents who require assistance while going out. 

The difficulty to travel alone is partly due to the absence of elderly friendly 

infrastructure. There is a need to make buildings and institutions elderly friendly. 

For instance, in Manickal age friendly Panchayat, construction of new houses are 

approved by the authorities only if it is elderly friendly. An official at Kochi 

Corporation said “If we look at the bus stops, it is not at all elderly friendly. The rails are 

shiny and smooth, moreover the seats for resting are slippery and it is difficult for anyone to 

sit on those two steel poles placed horizontally, let alone an elderly. Further when the bus 

comes and stops the steps are raised and it is difficult for the elderly to lift their legs and climb. 

There should be some arrangement like a raised platform at one end of the bus stop where the 

bus should stop parallel to the platform and elderly can just walk into the bus comfortably” 

Filling up application forms is an activity elderly require help with, more so if it is in 

English. This was mostly seen among elderly in BPL households. As is seen in some 

of the banks, there must be a person to aid persons struggling with the paperwork 

and other formalities, especially the elderly.  

To understand how the elderly generally spend their time, activities undertaken 

within the house on a regular basis was also enquired. Watching TV is the most 

popular activity.  More than four-fifths of the elderly watch TV regularly.  Talking to 

friends and family over the phone was reported as a usual activity by two-thirds of 

the respondents.  Engaging in such activities is good for the mental well-being of the 
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elderly as they will feel connected with the rest of the world and their family. Prayer 

was another major activity. Physical activities were reported by lesser number of 

respondents.  While one-third reported walking as a usual activity, exercises such as 

yoga is practised by a much smaller section. A significant section engage in 

homestead farming/gardening, which is good for their health as well as overall well-

being. Nearly four in ten of the elderly are taking care of their grandchildren. 

Table 2.4: Activities in which the Elderly Usually Engage in 

Indicator Per cent of Respondents 

Watching TV 81.8 

Talk to family and friends on the phone 66.6 

Prayer 62.1 

Read 50.0 

Cooking 41.4 

Taking care of grandchildren 38.1 

Gardening/ homestead farming 36.2 

Walking 33.9 

Use social media 9.1 

Other exercises 6.5 

Yoga 3.5 

Meditation 1.9 

                  Source: Primary Survey. Base=428, Total sample respondents. 

The disaggregated data shows a clear gendered pattern in the activity profile of the 

elderly also. While men engage more in activities like walking, reading, and 

gardening, women are more into cooking, praying, and looking after the 

grandchildren. However, there is not much difference between elderly men and 

women in watching TV and talking to friends. Having someone to talk to and also 

for assistance is a major source of relief for the elderly. Programmes that provide 

such services have been initiated elsewhere. 
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2.5. Pakal veedu 

During the daytime, elderly are often alone at home due to engagements of their 

family members in activities such as job, education, etc. Pakal veedu or day care 

centre is an intervention by LSGIs envisioned to help elderly combat their loneliness. 

These are spaces in the locality where the elderly can spend time among their peers. 

The elderly were asked whether they ever felt a need for a place to spend time with 

others during day time, and 37 per cent of them replied in the affirmative (Table 2.5). 

However, only 6 per cent of the elderly had ever gone to such a facility in their 

locality. 

Box 2.1: Little Brother: Friends of the Elderly, USA 

Loneliness or social isolation and the psychological distress accompanying it are 
the most common difficulties faced by senior citizens. ‘Little Brothers’, a non - 
profit organisation based in Minneapolis, United States and they aim to ensure 
social interaction with people who feel lonely or isolated with volunteers’ help. 
There are three services, namely, ‘phone companion’, ‘coffee talk’ and ‘visiting 
companions’. All services are free and is rendered by trained volunteers. The 
safety and privacy of both senior citizens and volunteers are also ensured. 
Through ‘Phone Companion’, elderly who are staying alone are reached out 
through telephone by volunteers and they engage in conversation with them. The 
programme was very effective during the pandemic, while the elderly were 
confined to their homes. In ‘Coffee Talk’ interactive sessions are held where 
memories and stories are shared. Earlier it was a programme with physical 
presence but was made a telephonic program during COVID.  In ‘Visiting 
companion’ volunteers visit the elderly and spend time with them. There is 
another program ‘let’s do lunch café’, where senior citizens gather in a hotel twice 
a week for lunch and all interested people can participate. 
Such programme can be replicated in Kerala with the support of NGO or with the 
support of the Youth Commission and other volunteer bodies such as 
NSS/NCC/SPC, etc. The LSGIs can facilitate the organisation of the programme. 
In the first stage, qualified volunteers should be identified with the 
recommendation (more like a verification) of the local body representative and 
given the required training. Volunteers’ interests, location, contact information 
and availability can then be published on a dedicated online platform. Those who 
need service can select people and call as needed. Depending on the safety, 
interests and health of the senior citizen, mobility-assisted services such as 
accompanying for hospital visit and for outings such as to the movies or shopping 
can be considered. Volunteers need to be constantly monitored and given 
continuous refreshing training. Arimpur Grama Panchayat in Thrissur district 
intends to formulate and implement a similar scheme.  
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Table 2.5: Elderly who wish for a Place for Daytime Activity and those who have 
Attended Pakal veedu  

Indicator Per cent of Respondents 

Elderly who felt a need for a place to go and spend time 
with others during daytime  

37.4 

Elderly who have ever gone to the Pakal veedu in the LSGI 5.8 

   Source: Sample Survey. Base=428, Total sample respondents. 

More among the elderly men expressed the need for such a place than women. Such 

a need also decreased with age. Proportion of elderly in the 60-69 years of age 

required such a place more than the elderly in 80 & above age group. It is also 

observed that attendance of elderly is higher among elderly living closer to the pakal 

veedu or in the same locality, indicating the importance of accessibility to day care 

centres for elderly. The elderly expects the day care centre as a neighbourhood 

institution where they can walk in.  If it is located at a distance, transport facility is 

required.  Provision of food and refreshments, allotment of sufficient space and time 

for activities, recreation/entertainment facilities, physical activities like yoga and 

exercise, counselling, and health services, reading facilities, gardening/agricultural 

activities, employment opportunities or income generation activities were the major 

suggestions from the beneficiaries to be included in these centres. 

2.6. Membership and Participation in Community Organisations 

It is generally seen that the access to information as well as benefits of schemes and 

services is better for people who are active in community organisations and social 

groups. Nearly two-thirds of the elderly in the sample are not involved in any 

group/organisation (64%). A significant presence of SHG is seen among the elderly 

with 14 per cent reporting membership in the same. Membership in organisations 

meant exclusively for the elderly such as senior citizens forum and pensioners 

association is relatively low. 
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Table 2.6: Membership of Elderly in Various Groups/Organisations 

Organisation/Group Per cent of Respondents 

No membership in any group/organisation 64.3 

Ayalkoottam/SHG 14.3 

Residents’ Association 7.2 

Political Organisation 6.8 

Pensioners/Retired employees Association 6.3 

Community Organisations 6.1 

Elderly Welfare Association 2.3 

            Source: Primary Survey. Base=428, Total sample respondents. 

The membership of men is at least twice that of women in almost all organisations, 

except the SHGs. It is as high as 12 per cent for men as against 3 per cent for women 

in political organisations. At the same time, the membership of women is as high as 

25 per cent in SHGs as against 2 per cent for men. Membership in Residents’ 

Association, as expected, is more prevalent in urban areas. Involvement of elderly 

from among SC and ST in any of the community organisations is found to be much 

lower than that of others.   

Figure 2.2: Participation of Elderly in Activities of Community 
Organisations 

 

Source: Primary Survey. Base=153, elderly with membership in an organisation. 

The respondents who have membership in community organisations were enquired 

about their nature of participation. One-third of them are very active while one-fifth 
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occasionally participate in the activities of the organisation.  It was also found that 

men are more active than women.  

There is a wider scope for developing networks of the elderly at the local level which 

would help them organise and voice their demands and also keep them engaged and 

active. These groups have the potential to act as pressure groups and engage in 

dialogue with the authorities to fulfil their collective demands.  Some of the 

respondents gave suggestions about the activities that the community organisations 

can take up at the local level.  They include provision of financial assistance for the 

needy among the elderly, provision of medical aid, organising medical check-ups, 

arranging home delivery of medicines, food, and other essentials, providing 

assistance in payment of bills, conducting classes on usage of mobiles and usage of 

social media.  

2.7. First Contact Point/ Information Dissemination 

It is crucial to understand whether the information about different programmes for 

the elderly reach them.  To explore how information reaches the intended 

beneficiaries, the study examined the information-seeking behaviour of the elderly. 

The contact numbers of different officials/ stakeholders that the elderly or their 

family members possess were explored (Table 2.7). Majority of the elderly 

households have the number of their ward member/councillor (80%) and ASHA 

(69%). It may be added that the contact number of ASHA was made available to the 

households in the context of COVID. Further, contact numbers of other community-

level workers such as Anganwadi workers, Kudumbashree representatives and the 

local police station are available with the respondents in a significant proportion of 

the households. The survey revealed that 6 per cent of the respondents did not have 

any such contact numbers. 
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Table 2.7: Contact Numbers Available with the Elderly/Family 
Members 

Contact Per cent of Respondents 

Ward member/councillor 80.4 

ASHA worker 69.4 

Local police station 40.4 

Anganwadi Worker 38.3 

Kudumbashree ADS/CDS 30.6 

Vayomithram 3.0 

ST promoter 3.0 

Political party volunteers 1.4 

Prasanthi call line 0.9 

Vayokshema call line 0.7 

No one 5.6 

                      Source: Primary Survey. Base=428, Total sample respondents. 
                      Note: Multiple responses. Total adds up to more than 100. 

Two helpline numbers were started during the pandemic for the elderly. As a part 

of the Grand Care project, Social Justice Department started the Vayokshema call 

centre in each district monitored by the District Senior Citizen Cell for addressing 

and resolving issues of the elderly. The call centre functions from 6 am to 10 pm on 

all days. Also, an initiative by Kerala Police called Prasanthi Helpline number was 

introduced during the COVID-19 lockdown, primarily to assist the elderly who were 

staying alone. The elderly who required any assistance could contact the Janamaithri 

police using the Prasanthi helpline number. Both the helpline numbers were 

available only with less than 1 per cent of the respondents.  

A DSJO said, "We are operating a call centre for the elderly in the collectorate. It is 

functioning well, and we are currently engaging teachers and other district council members 

who work voluntarily. We provide them food, and the volunteers bear the rest of the expenses. 

Elderly usually enquire about vaccinations, food, medicines, etc." Another observation 

from an official from the department was that "getting volunteers is a major hurdle. We 
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are not paying them, and hence they don't turn up every day. We run the call centre with 

technical assistants in the absence of volunteers". A volunteer with the call centre said, 

"Elderly who call to the helpline generally wanted someone to listen to them. They just needed 

someone to talk to, which indicates their loneliness even when with family." The need for a 

helpline cannot be overlooked but basing the programme on volunteerism is not 

practical in the long run. Over time, the responsibility would shift to other staff such 

as technical assistants as observed, resulting in a lapse of their duties and can 

overburden them. 

Further, the helpline number should have fewer digits, like the four digits phone 

number of Childline, which the elderly can easily remember. The same has now been 

initiated under the national programme of senior help line wherein a five-digit 

number has become operational (14567). The Elderline Kerala was inaugurated on 

1st November 2021. The elderline is functional from 8.00 AM to 8 .00 PM on all days. 

The service is envisaged to provide information, guidance, emotional support and 

field interventions for elderly who contact the centre.  

As per the report of the SJD, in the first quarter of the launch of the helpline number, 

the centre received around 20,000 calls of which half were answered, while the 

remaining could not be attended to. It was reported that the elderly receive the 

helpline number from WhatsApp groups managed by elderly welfare forums, 

associations and clubs. It was seen earlier that 6 percent of the elderly are members 

in pensioners/retired employees association and only very few (2%) have 

membership in elderly welfare associations. The information about the helpline 

should also be disseminated through elected representatives and community-level 

workers. It should also be disseminated through Kudumbasree network in which 14 

per cent of the elderly are members. It was also seen that majority of the callers were 

men (69%), which could be indicative of lesser access among women to phones and 

low awareness about such a service as they are less likely to be members of elder 

forums as was seen in the primary survey. The helpline number should also be 

displayed in public places and shall be disseminated through print, visual and social 

media to improve the coverage. Instead of having separate call lines by different 

departments it is better to have a single helpline number for elderly with 4 or 5 digits.  
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In Elderline, based on the nature of the call, the call will be transferred to professional 

counsellors, legal service authorities and other related officials. In case an elderly is 

to be rescued, they will be placed at the nearest old age home with the support from 

respective DSJO and the local police. If the call relates to abuse, preliminary 

investigations will be undertaken, and necessary assistance provided to file a 

complaint. Of the 10,000 odd calls that were answered,  4182 calls were identified as 

actionable calls. More than half of these calls (2493) were enquiry calls. It is also seen 

that calls regarding pension (715) constituted the next major block of calls. Calls 

regarding legal assistance (340) and  reporting abuse (182) were also not uncommon. 

Elderly were also calling for emotional support (78). Enquiries to health care 

provisions and benefits of government schemes were the other major types of calls 

received. It is of utmost importance that the people handling the calls should be 

trained and sensitised on talking to the elderly, patiently hearing their needs, and 

acting on them.  

The mere availability of numbers does not translate into usage. Hence, the first 

contact person/medium used to acquire information regarding government 

schemes/ programmes was explored (Table 2.8). The ward member/councillor was 

the most favoured point of contact as 44 per cent of the elderly contacted them when 

they required information. Thus ward level elected representatives are an essential 

channel for dissemination of information and were found to be the most accessible 

to the elderly.  

Orientation regarding various schemes and guidelines should be provided to the 

ward members, LSGI officials, community level workers, tribal promoters, and 

coastal volunteers (of Kudumbashree), etc. It should be done periodically, and they 

should be updated about the changes made to the existing programmes and about 

new ones. The inclusion of tribal promoters and coastal volunteers in these 

orientation programmes is essential as they are in direct communication and contact 

with the elderly from marginalised sections. 
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Table 2.8: First Contact Person/Medium Used when Elderly 
Require Information Regarding Government 

Schemes/Programmes 

Contact Per cent of Respondents 

Ward member/councillor 44.4 

Family member 29.2 

Political Organisation Representative 4.2 

Neighbour 4.2 

ST Promoter 2.3 

Kudumbashree ADS/CDS 2.1 

ASHA 1.2 

Anganwadi Worker 0.7 

Friends 0.7 

Concerned Persons/Department 0.5 

Online 0.5 

Panchayat Office 0.5 

Religious/Caste Organisation 
Representative 

0.2 

Elderly Organisation Representative 0.2 

Volunteer 0.2 

Agriculture office(Krishi Bhavan) 0.2 

Pensioners / Retired Employees 
Association 

0.2 

Do not contact anybody  8.4 

Source: Primary Survey. Base=428, Total sample respondents. 

Many ward members have groups on social media such as WhatsApp, which include 

the voters in their ward. An elected representative in Chapparapadavu Panchayat 

said, "We disseminate information about new schemes or programmes on the WhatsApp 

group of our ward. The elderly should be taught to use these medium as it is helpful to get the 

message across in such a short time. Also, we realised the importance of digital 

communication during the pandemic". Hence, the possibilities of providing information 

in an expedited manner by using technology should be explored. 

An ICDS supervisor said, "Often Anganwadi workers take the printout of application forms 

and provide it to the elderly. Also, they keep asking us about the status of these forms 

submitted. We are not able to provide much information as we are not aware of the details". 

A coastal volunteer of Kudumbashree said, "The information regarding programmes of 
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the SJD such as Mandahasam and Vayomadhuram are not reaching the people. Even the 

Anganwadi workers in the panchayat are not aware of such schemes. We got to know about 

such schemes from another coastal volunteer in another panchayat. However, we don't know 

when the applications are called for and hence even though many people require such services, 

they cannot avail them due to a lapse in communication." 

The application forms for Maintenance Tribunals and various schemes should be 

made available in the Panchayat office, Sayamprabha homes, Pakal veedu and 

Anganwadis. These forms could be accessed by the elderly or provided to them by 

the community workers and elected representatives. Measures should be taken to 

disseminate information about schemes/programmes in gatherings such as 

Kudumbashree meetings.  Elderly Grama sabhas are another medium by which 

information can be disseminated. 

Currently, SJD does not have any grassroot level functionary following the 

bifurcation of the department.  The system still depends on ICDS and Anganwadi 

workers. This arrangement is ineffective as primarily Anganwadi workers are tasked 

with different works and SJD programmes need not be their priority. At times, such 

tasks of another department attain the nature of a voluntary activity.  
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2.8. Facilities at Home 

Access to and use of phone is an important determinant of access to information. 

Nearly two-thirds (64%) of the elderly have phone. It was seen earlier that the major 

activity that the elderly engage in is talking to friends and family over phone. 

However, only around one-tenth use social media. The lower social media usage can 

be attributed to lack of knowledge to use them, non-availability of a smartphone that 

support such services, lack of internet connectivity, etc. Providing digital literacy to 

the elderly and basic skills such as making a video call, searching for information on 

the internet, shopping or ordering things online, awareness on the pitfalls and 

Box 2.2: Magics (Managing and Generating Innovations for Community 
Services) 

Various NGOs have been undertaking innovative programmes for the elderly. 
One of them is MAGICS, an NGO based in Kochi. They initiated the ‘Age Friendly 
Ernakulam’ project along with the Ernakulam district panchayat, Kochi 
Corporation and IMA Kochi. Lakeshore hospital and Bharat Petroleum 
Corporation Limited were the programme's major sponsors. One of the innovative 
projects undertaken was tackling the digital divide experienced by elderly. The 
growth of technology is so rapid that the elderly find it difficult to keep pace with 
it. In today’s world everything from reaching out to a loved one, buying groceries, 
clothing, to even booking tickets for a movie is possible at a tap on one’s phone. 
But this is a nightmare to many of the elderly due to the unfamiliarity of using 
gadgets. The NGO in collaboration with a college in Kochi city, courses on basic 
computer and smartphone literacy were taken. Twice a week, after the regular 
classes at the college, students took classes for the elderly for a duration of one and 
a half hours. The initial batch consisted of around 49 students ranging from 50 to 
late 80s and 23 batches were completed till the onset of COVID. Classes on basic 
computer parts, MS Paint, MS Word, using shortcuts, Gmail chatting, WhatsApp, 
Facebook, YouTube, google browsing, making online purchases, net banking, 
booking of railway tickets, Uber booking, etc. were taught as part of this course. 
The course was deemed as a major success and many colleges in the city started 
such classes as part of their outreach programme. Another programme was 
operating senior taxi and elderly transportation services. A pilot project was 
launched by MAGICS in Paravur wherein a set of five private buses based in North 
Paravur were made age friendly. Special care and consideration were provided to 
senior citizens in these buses during their daily service trips. The staff of these 
buses were provided sensitisation and orientation towards elderly care. Similarly, 
senior taxi services were also introduced in Kochi as often elderly find it extremely 
difficult to get transport for their hospital visits, going to a friends’ or relatives’ 
place, attending a function, etc., activities which were seen to be the mainstay of 
the elderly before the pandemic. The. NGO also organised geriatric tourism 
projects wherein elderly were taken on flight trips, train trips, boat rides and metro 
rides.  

 



Centre for Socio-economic & Environmental Studies (CSES)                                                         33 

dangers that comes with using internet such as scams could be provided to the 

elderly at the local level by voluntary youth organisations such as National Service 

Scheme. Such a programme was run successfully by an NGO in Kochi (Box 2.2). 

While nearly three-fourths (73%) of the elderly men possess a phone, the same is 

lesser among women (57%).  

It was also enquired whether the elderly have a bed to sleep on. Large majority of 

the elderly (93%) have a bed to sleep on. However, the non-availability of bed is 

higher among women (11%) compared to men (2%). It was also observed that more 

elderly among marginal communities such as SC and ST do not have bed; 15 per cent 

and 36 per cent, respectively. A major project for elderly of most of the local bodies 

is the provision of beds to elderly and other vulnerable communities. It can be 

inferred that the LSGIs must make allocations based on proper assessment of 

requirements and ensure that the needy are provided such facilities in a timely 

manner.  

The availability of toilets was also inquired among the elderly. All the houses, except 

three have toilets.  In two-thirds of the houses (67%), the toilet facility is inside the 

house. For three in ten elderly, the toilet facility is attached to their room. In the 

households with toilets, more of western closets were reported (62%).The need to 

make toilets elderly friendly is important. The elderly were asked if they faced any 

difficulty in moving around their house and one-third of the elderly (32%) responded 

that they were facing issues.  

The alterations made to their houses to accommodate the needs of the elderly were 

explored. Only in 6 per cent of the houses, were any alteration made to make it 

elderly friendly or to accommodate the needs of the elderly. In most of such houses, 

changes were made in the toilet facility, such as installing European closet, building 

a toilet attached to the room or inside the house. Fixing holders and rails along the 

wall to aid in walking and getting up was also mentioned by a few.  

The need to create elderly friendly spaces within the household is essential. There 

are guidelines issued by organisations working among elderly to make homes 

dementia friendly, fall proof, etc. Such guidelines should be culturally adapted to 
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suit the local context and be made available at the LSGI level and awareness should 

be provided to the people. While providing permits for construction, LSGI 

authorities can monitor if such guidelines are followed in the plan and verify it after 

construction.  

2.9. Elderly and the Pandemic 

As mentioned earlier, with the elderly being identified as a vulnerable section and 

instructed to go into reverse quarantine during the pandemic, there has been a 

complete shift in their social life and activities. The study sought to examine certain 

aspects related to the pandemic scenario such as difficulties faced during the 

pandemic and support received. 

Table 2.9: Major Problems Faced by the Elderly during the Pandemic 

Problems/Issues Per cent of Respondents 

Restriction to move outside 36.0 

Lack of social interaction 16.6 

Mental pressure/ stress 11.2 

Financial issues 8.9 

Unemployment/ lost source of income 7.9 

Difficulty in accessing hospital 
facility/medicines/therapy 

5.9 

Lack of other services 4.4 

                  Source: Primary Survey. Base=428, Total sample respondents. 

At the time of the survey (August 2021), 16 per cent of the elderly were not 

vaccinated. Some of them skipped vaccination due to their fear of the medical 

procedures. Four in ten of the elderly said that they did not face any issue due to the 

pandemic. The major problem faced by the elderly was due to the restrictions to go 

outside (Table 2.9). The inability to see relatives and friends, restrictions for visiting 

religious institutions, etc. was affecting some of them. Some of the elderly said that 

sometimes they felt lonely due to lack of social interaction. One-tenth of the elderly 

were feeling stressed. Financial issues, unemployment and loss of income had 

affected some of the elderly. Difficulty to access health services, including medicines 

as well as therapy was also mentioned by some elderly.  
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The support structures available to the elderly during the pandemic was also 

enquired. Only one-third of the elderly said that they required the help of someone 

outside their home for various services. The main support providers were local 

representatives of various political organisations, followed by the volunteer team 

formed at the local level, community workers, local clubs, and the local police. In 

most cases, the elderly had to depend once or twice on the assistance providers for 

getting services such as medicines, essentials, food kit, etc., the prominent one being 

medicines. 

2.10. Conclusion 

The chapter gave an overview of the life of elderly in the state. As the study was 

conducted during a pandemic, the impact of the same has been greatly felt among 

the elderly, especially with respect to their social life. While local level solutions were 

put in place to ensure the access of the elderly to services during lockdown, it is also 

felt that such systems should be sustained, as they are greatly helpful for the elderly. 

Scope for various interventions can also be seen with respect to improving the life of 

elderly such as improving their participation in livelihood activities, encouraging 

them to engage in physical exercises, providing them digital literacy, ensuring their 

access to information about schemes and programmes, making public spaces elderly 

friendly, and providing assistance to make houses elderly friendly. A local level 

support centre also could be developed which would serve as a platform for social 

interaction as well as serve as venue for services such as literacy classes, awareness 

sessions, etc. The same will be discussed in detail in the coming chapters.  
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HEALTH OF ELDERLY 

CHAPTER III 

3.1. Introduction 

The State Old Age Policy emphasises on the need for reforms in the health sector that 

focus on providing services to the elderly as they have differential needs from the 

rest of the population. This chapter discusses aspects related to the health status of 

the elderly, their health needs, current government programmes that address these 

needs, gaps identified, and needs assessed. The first section gives an overview of the 

health status and health care practices of the elderly, based on the findings of the 

primary survey conducted as part of the study. Differentials in health, health care 

needs and practices among sections such as elderly women, elderly in the rural areas, 

elderly aged 80 years above, etc. are discussed, wherever relevant6. The Policy 

identifies them as groups that need special attention. The second section reviews the 

programmes that are being implemented in the state to address the health care needs 

of the elderly. The same is done based on qualitative inputs received from various 

stakeholders, available secondary data, and the primary survey. The discussion 

attempts to highlight gaps identified in service delivery, focusing on the scope for 

improving the present services and introducing new services. The final section 

summarises the chapter and gives indications for the way forward.  

3.2. Health Status and Health Care Practices of the Elderly 

The World Health Organisation defines health as the state of complete physical, 

mental, and social well-being and not merely the absence of disease or infirmity 

(1948). However, with increasing age, there is an increasing occurrence of ailments 

and disabilities and a consequent decline in physical and mental health, an overall 

degeneration of the body, and reduction in bodily functions.  As per the 75th round 

                                                        
6 Analysis of survey findings disaggregated across sex, age category and place of residence attached as 
Annexure II. 
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of NSSO survey (July 2017 – June 2018), 62 per cent of elderly in Kerala reported 

having some illness, vis-à-vis 25 per cent across all ages reporting prevalence of 

illness.  

The Report on the Burden of Diseases on Nation’s States observes that while at the 

national level, NCDs are the cause of 72 per cent of deaths of persons aged 70 and 

above, 86 per cent of the deaths among persons aged 70+  in the state is due to NCDs 

(PHFI, 2018).  In the LASI Wave-1 Survey (2017-18), majority of the elderly aged 60 

years and above in the state were found to have more than one chronic health 

condition. In India, the prevalence of conditions such as cardio-vascular diseases, 

lung diseases and bone/joint diseases among persons aged 60 years and above was 

highest in Kerala. While the prevalence of diabetes is more than double that at the 

national level, the prevalence of high cholesterol is more worrying, i.e., more than 10 

times the national level (IIPS, 2020). It has been observed that despite the mortality 

transition and epidemiological transition that Kerala has achieved, it has not been 

successful in increasing life expectancy among the elderly by pushing the age-

specific mortality from degenerative diseases from the age group of 70+ further to 

the advanced age group of 80+(Goswami, 2021). 

Table 3.1: Per cent of Elderly with Chronic Health Conditions 

Indicator Per cent of Respondents 

Elderly with the health condition: 

Blood pressure 53.3 

Diabetes 33.4 

Cholesterol 27.1 

Arthritis 23.4 

Heart related ailments 18.5 

Respiratory ailments 13.8 

Any skin ailments 9.6 

Thyroid 6.1 

Kidney related ailments 5.4 

Cancer 1.4 

                   Source: Primary Survey. Base=428, Total sample respondents. 
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In the survey among elderly conducted as part of the study as well, the prevalence 

of chronic health conditions was quite high among the respondents (Table 3.1). The 

prevalence was highest in the case of high blood pressure (53%), followed by 

diabetes (33%) and cholesterol (27%). Nearly one-fourth of the respondents suffer 

from arthritis (23%).  

Prevalence of blood pressure among elderly women (61%) is relatively higher. 

Interestingly, lifestyle diseases are reported relatively lesser among the elderly aged 

80 years and above (BP-49%, Diabetes-24%, Cholesterol-19%), which could be on 

account of control following medication, lifestyle changes and dietary adjustments. 

The chance of lesser screening also cannot be ruled out. However, skin ailments are 

higher among the older adults (25%). The possibility of having skin ailments is 

exacerbated with higher probability of occurrence of dry skin, cellulitis, etc. among 

elderly and also the risk of the bedridden elderly developing bed sores.  

The LASI-Wave I Survey (2017-18) indicates that large majority of elderly in Kerala 

do seek care for most of their health conditions. In the primary survey, 80 per cent of 

the elderly usually seek care. Nearly half of them depend on public health facilities 

for regular treatment (Figure 3.1). Another one-tenth depend on both public and 

private hospitals. 

Figure 3.1: Usual Source of Care of the Elderly in the Sample 

 

Source: Primary Survey. Base=428, Total sample respondents. 

Public hospital
47%

Private hospital
42%

Both
11%



Centre for Socio-economic & Environmental Studies (CSES)                                                         39 

The dependence on public hospitals is relatively higher among elderly in rural areas 

(50%) vis-à-vis elderly in urban areas (40%), and among respondents with priority 

ration card (55%) as opposed to non-priority ration card holders (38%). On the other 

hand, the dependence on the private sector increases with age; from 38 per cent 

among elderly aged 60-69 years, to 46 per cent among elderly aged 70-79 years and 

highest at 54 per cent among elderly aged 80 years and above. 

Table 3.2: Stream of Medicine Usually Depended 
on by Elderly 

Stream of 
Medicine the 

Elderly Depend 
on for Treatment 

Per cent of Respondents 

Primary 
Dependence 

Secondary 
Dependence 

Allopathy 93.3 3.0 

Ayurveda 4.4 23.4 

Homeo 2.3 3.7 

Source: Primary Survey. Base=428, Total sample 
respondents. 

Majority of the respondents primarily depend on allopathic treatment (Table 3.2). 

However, three in ten respondents also depend on other streams of medicine for 

some conditions (not shown in the Table). Nearly one-fourth of the elderly (23%) 

depend on Ayurveda along with Allopathy, followed by Homeopathy (4%). 

Ayurveda is resorted to mainly for treatment regarding joint and body pain. A 

relatively higher dependence on alternative streams is found among women, urban 

elderly, non-priority ration card holders, and elderly aged 80 years or above. 

Chronic health conditions necessitate regular testing and review of the condition, 

and regular intake of medicines. Large majority of the elderly (84%) were 

undergoing regular testing. Elderly with chronic health conditions reported higher 

rate of testing (93%), than those without (60%). However, it was observed in the 

LASI-Wave 1 Survey that in Kerala, one-fifth of the elderly who had not reported 

being diagnosed with hypertension, were found to be hypertensive when their blood 

pressure was taken as part of the survey (IIPS, 2020). This is indicative of the gap in 

the testing as well as the need for regular testing of various chronic conditions. 
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Majority of the elderly depend on private hospitals or labs for the tests (Table 3.3). In 

the case of one-tenth of the elderly, the test is undertaken by health workers visiting 

them. Self-testing is done by only a few of the elderly (4%). In the case of medicines 

as well, the dependence on the private sector including hospitals and pharmacies is 

higher.  One-tenth of the elderly depend on subsidised medical stores. Just 2 per cent 

of the elderly procure medicines through the Vayomithram programme. 

Table 3.3: Testing and Place of Conducting Tests and Sourcing Medicines 

Indicator Per cent of Respondents 

Place where they usually conduct the test*: 

Govt. Hospital 37.0 

Private Hospital 27.3 

Private Lab 29.0 

Community Health Workers come home 9.7 

Neethi Lab 5.8 

Self 3.6 

Places from where they source their medicines 

Govt. Hospital 44.9 

Private Hospital/ Pharmacy 57.2 

Subsidised pharmacies  such as Neethi/ Jan Oushadhi 10.7 

Vayomithram 2.1 

Source: Primary Survey. Base*=359, Respondents who go for tests. 

The dependence on government hospitals for tests and medicines is relatively higher 

among respondents with priority ration card. While 48 per cent of the priority ration 

card holders get their tests done at public health facilities, 56 per cent of them source 

their medicines from public health facilities. Health workers coming home to take 

the test, more so in the case of elderly aged 80 years and above (26%), is a 

commendable practice.  

On being asked whether there were any instances in the past three years wherein 

they could not access health care when they wanted to, 14 per cent replied they had 

such an experience (Table 3.4). While 8 per cent had such an experience prior to the 

onset of COVID, a slightly higher proportion (12%) had such an experience during 

COVID pandemic. The major reasons for not seeking care was lack of money and 
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physical difficulty in going to the hospital. During COVID there were issues such as 

restrictions in movement, absence of inpatient facilities, fear of being infected from 

the hospital, etc. Around one-tenth of the elderly were also not willing to go to the 

hospital, despite having a need for care. 

Table 3.4: Instances of not being Able to Access Health Care 

Indicator Per cent of Respondents 

Elderly who could not access health care when required 
during the past three years 

14.0 

Before COVID 8.4 

During COVID 12.1 

Reasons due to which they could not seek care* 

Not enough money 41.7 

Physical difficulty to go to the hospital 25.0 

Fear of COVID infection 15.0 

Elderly not willing to go 13.3 

Restrictions due to lockdown/ no inpatient care 5.0 

Source: Primary Survey.  
Note:*Base=60, Elderly who could not access health care at least once in the three years  
preceding the survey. 

The most prominent reason reported by the elderly for not accessing health care 

when required was financial constraints. The elderly are reportedly incurring an 

average expenditure of Rs.1959 every month for their regular medicines and 

treatment. Nearly one-fourth (23%) have a monthly health expenditure above 

Rs.2000 (Table 3.5). It was seen earlier that social security pension is the major source 

of income for a majority of the elderly and are also dependent on others for their 

needs. The monthly old age pension, as mentioned earlier, is Rs.1600, which is 

insufficient to cover their regular medical expenses, in many cases. For elderly with 

conditions such as stroke, paralysis, seizure, epilepsy, neurological issues, etc. the 

average expenditure is more than Rs.3000.  
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Table 3.5: Monthly Health Care Expenditure of the Respondents 

Monthly Health Expenditure Per cent of Respondents 

No specific expenses 16.1 

< Rs 500 11.9 

Rs 500 – 1000 25.0 

Rs 1001 – 2000 22.9 

Rs 2001 – 5000 19.6 

More than Rs 5000 3.7 

Average monthly health expenditure = Rs.1959 

          Source: Primary Survey. Base=428, Total sample respondents. 

It is seen that 16 per cent of the elderly do not incur medical expenses. This group 

includes those respondents who do not have any particular ailments and those who 

depend on programmes such as Amrutham Arogyam and Vayomithram. Despite 

such programmes, the average monthly medical expenditure for elderly depending 

on public hospitals is Rs.1454, though lesser than for those depending on private 

hospitals (Rs.2348). There are elderly who incur medical expenses despite getting 

many services from the public hospital because they may need to get some 

medicine/tests from outside.  

Health insurance is a means of improving financial access to health care. Majority of 

the elderly do not have health insurance (Figure 3.2). RSBY-CHIS emerges as the 

main health insurance scheme for the elderly. A few had private insurance. 

Insurance by other agencies such as ESI as well as earlier employers such as armed 

forces, co-operative society, etc. was also mentioned. 
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Figure 3.2: Percentage Composition of Elderly by Health Insurance Coverage 

Source: Primary Survey. Base=428, Total sample respondents. 

Another major reason for not accessing health care is the physical difficulty to go to 

the hospital. While it is understood that with increasing age, there is a decrease in 

bodily functions, the distance to the health facility would further affect the access. 

The average distance to a health care facility accessed by elderly is around 6 

kilometres (Table 3.6). Twelve per cent of the elderly are traveling more than 10 

kilometres to reach their health care facility. 

Table 3.6: Percentage Composition of Elderly According to Distance 
to the Health Facility and Average Distance to the Health Facility 

Distance to the Health Facility Per cent of Respondents 

Less than 1 kilometre 8.4 

1 - 2 kilometres 25.7 

2 - 5 kilometres 31.8 

5 - 10 kilometres 21.3 

More than 10 kilometres 12.4 

Average distance to the health facility = 6.3 Kms 

               Source: Primary Survey. Base=428, Total sample respondents. 

All the services discussed above are the ones that the elderly seek from outside home. 

However, there is also a section among the elderly who are bedridden or have 

terminal illness such as cancer. Access of elderly to pain and palliative services was 
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also enquired. While a majority of the elderly do not require such services, nine per 

cent are receiving pain and palliative services (not shown in the Table). With respect 

to the frequency of services, in majority of the houses where the service is provided, 

the visits are being held once or twice a month (Table 3.7). The major services being 

provided are routine check-up and provision of medicines. Services such as changing 

of catheter and dressing of wounds are undertaken in a few houses.  

Table 3.7: Need of and Access to Pain and Palliative Services 

Indicator Per cent of Respondents 

Frequency of visits by pain and palliative care providers*: 

At least once a week 2.7 

Once/twice a month 73.0 

Once in a while 24.3 

Services provided by pain and palliative care providers*: 

Routine check-up of lifestyle disease 43.2 

Giving medicines 37.8 

Therapy 16.2 

Changing of catheter 13.5 

Dressing of wounds 13.5 

Counselling 5.4 

Provide food kit 2.7 

 Source: Primary Survey. 
 Note:*Base=37, respondents accessing pain and palliative services. Multiple responses, total 
does not add up to 100. 

Nearly one-third of the elderly receiving pain and palliative services were 

bedridden. They form 75 per cent of the bedridden survey respondents indicating 

the good reach of pain and palliative care services for bedridden elderly. The 

proportion of elderly receiving pain and palliative services is also relatively higher 

among elderly aged 80 years and above (19%).  

About one-fifth of the respondents (19%) feel they require physiotherapy or 

ayurvedic massage (uzhichil). However, only 3 per cent of the elderly have received 

these services (Figure 3.3). Similarly, 7 per cent of the elderly said they required 

counselling services, but hardly 2 per cent have received counselling services. The 
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need for such services was expressed relatively more by women and urban 

respondents.  

Figure 3.3: Per cent of Respondents Needing and Getting 
Physiotherapy and Counselling Services 

 

                      

 

 

 

 

 

Source: Sample Survey. Base=428, Total sample respondents. 
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(16%) (Figure 3.4). In the use of assistive devices as well, three-fourths of elderly with 

reduced vision have spectacles and slightly more than one-fourth of those with 

difficulty in walking use walking aids such as walking stick, wheelchair, walker, etc. 
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Figure 3.4: Respondents with Reduced Functionality and Use of 
Assistive Devices 

 

Source: Primary Survey. Note-Base: For elderly with reduced functionality, 428 
total sample respondents. Base: For assistive device: Elderly with reduced 
functionality: Vision (319), Walking (200), Chewing (139), Hearing (67). 
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Table 3.8: Device that the Elderly Require  

Indicator Per cent of Respondents 

Walking stick 26.5 

Spectacles 23.5 

Dentures 15.9 

Bed 12.1 

Walker 10.6 

Glucometer 9.8 

Hearing aid 6.1 

Wheelchair 6.1 

                          Source: Primary Survey.  
                          Base=132, Respondents who responded they need an assistive device. 

Few respondents suggested self-health check-up devices such as glucometer and BP 

monitor. An additional/new pair of spectacles and repair of the hearing aid was also 

mentioned by some of the respondents. 

Given their reduced functionality, elderly may also require the assistance of others 

in activities of daily living. Three in ten respondents (30%) said they require 

assistance for various activities. Administering medication is an activity that one-

fifth of the elderly need help with (Table 3.9). It is quite expected that with increasing 

age it becomes difficult for the elderly to remember which medicines to take when, 

which medicine is for which ailment, etc. Assistance for walking was required by 15 

per cent of the elderly. Around one-tenth of the elderly required assistance with 

activities such as bathing, dressing, toileting, moving from the bed/chair. Assistance 

for eating was reported by only 5 per cent of the elderly. 

The need for assistance is seen to increase with age. While only 17 per cent of the 

elderly in the age group of 60-69 years require assistance with any activity, the 

proportion increases to 37 per cent of the elderly in the age group 80 years and above.   
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Table 3.9: Requirement of Assistance for Activities by the Elderly 

Activities for which the Elderly 
Require Assistance 

Per cent of Respondents 

Administering medication 20.8 

Walking 15.4 

Bathing 10.5 

Dressing 9.6 

Toileting 8.4 

Transferring from bed/chair 8.2 

Eating 5.4 

     Source: Primary Survey. Base=428, Total sample respondents. 

In the case of 32 elderly respondents, the caregivers were the respondents as they 

were either bedridden or had some vulnerability/condition due to which it was not 

possible for them to respond coherently. These informal caregivers were asked about 

the activities the elderly depended on them for. Majority of these elderly persons are 

fully dependent on the caregivers, especially with respect to administering 

medicines, transferring from bed/chair, walking, and toileting (Table 3.10). 

Table 3.10: Activities for which Full-time Informal Caregiver 
Provide Assistance 

Activities Per cent of Respondents 

Administering medication 90.6 

Transferring from bed/chair 84.4 

Walking 71.9 

Toileting 71.9 

Bathing 65.6 

Dressing 65.6 

Administering food 62.5 

Going to hospitals 62.5 

                     Source: Primary Survey. Base=32, Caregiver respondents.  
                     Note-Multiple responses, total adds up to more than 100. 

It was further enquired whether the caregivers have received any orientation or 

training on how to care for the elderly. Only two out of the 32 caregivers replied that 

they had received training from the palliative care unit on therapy, checking blood 
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pressure and sugar levels, and injecting insulin. Along with training, caregivers also 

require facilities, assistive devices, and other inputs to ease their task. For example, 

the caregivers feel that their task would be easier if there is a facility for the elderly 

to move around the house such as wheelchair or walker. Water beds would help to 

keep bed sores in check. Beds with levers to adjust the height would be extremely 

helpful for the caregivers as lifting them and propping them up for eating, etc. is 

extremely strenuous. Facilities that eases toileting such as western closet and sanitary 

items including diapers and cleaning items were also required (Table 3.11). 

Table 3.11: Facilities/Items Required to Assist 

in Caregiving 

Items Required 
Per cent of 

Respondents 

Wheelchair 41.2 

Walker 23.5 

Water bed 17.6 

Bed 11.8 

Sanitary items 11.8 

European closet 11.8 

More advanced bed 11.8 

Cleaning products 5.9 

Medical support 5.9 

Airbed 5.9 

BP device 5.9 

Source: Primary Survey. Base=32, Caregiver 
respondents. 

The next section reviews the health care programmes for elderly in the state. The 

same is done in the context of the health status, utilisation of services and the gap in 

or need for services, as identified in this section. The discussion also draws on the 

guidelines given in the State Old Age Policy with respect to health and health 

services for the elderly. 
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3.3. Review of the Programmes for Health Care of the Elderly 

Before reviewing the programmes addressing the health care needs of the elderly, it 

is important to understand what the needs of the elderly are and how different they 

are from the needs of the general population. As pointed out in the Old Age Policy, 

concerns about health is important to all, more so for the elderly as there is an 

inevitable degeneration of health in old age. There are ailments in old age that could 

develop into multiple morbidities and complications and have a long-standing 

effect. In the case of such chronic health conditions, regular monitoring of the 

condition and intake of medicines are needed. Regular hospital-based interventions 

could also be needed such as chemotherapy for cancer patients, dialysis for patients 

with kidney failure, etc. In many cases, health care has to be continued for a long 

time and could become unaffordable even for elderly with income, as has been 

pointed out in the Policy. The occurrence of chronic health conditions, illness, and 

adverse incidents such as an injury or fall, are observed more among elderly. Apart 

from hospital-based care, elderly may also require home-based care, such as in the 

case of bedridden elderly, or elderly with dementia or Alzheimer’s disease. The 

increased difficulty in mobility also makes accessing care from outside the house 

difficult. The need for assistive devices also increases. Another important care is 

palliative care, which largely deals with pain management and emotional support to 

the elderly and the family. Across these needs of care, there could be differences 

based on age and sex of the elderly. Differentials based on aspects such as socio-

economic condition, location, etc. would be felt more with respect to access to care, 

rather than the need for care. This section reviews the health programmes meant 

exclusively for elderly, followed by other general health programmes, with or 

without a separate component for the elderly. 

3.3.1. Health Programmes Exclusively for the Elderly 

The three health programmes meant exclusively for the elderly are implemented by 

the Social Justice Department and the Kerala Social Security Mission. Vayomithram is 

a programme run by KSSM, while SJD runs two programmes; Vayomadhuram 

(distribution of glucometers) and Mandahasam (provision of dentures). There is no 
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programme run by the Health Department exclusively for the elderly. It is felt that 

the impact of general programme with an elderly component run by the health 

department is likely to have a greater impact on the health of elderly than the above-

mentioned programmes which benefit only a limited number of elderly. The 

discussion about the programmes is based on in-depth interviews with officials, 

available secondary data, inputs from the primary survey and the feedback received 

from a small sample of programme beneficiaries, collected through telephonic 

interviews. 

3.3.1.1. Vayomithram 

A major health programme for elderly in the state is Vayomithram, implemented by 

KSSM. The project aims at providing free health care and support to elderly above 

the age of 65 years residing in Corporation/Municipality areas. The major activities 

envisaged under the project include providing free medicines through medical 

camps, mobile clinics, palliative care, counselling service and help desk for the 

elderly. The project is being implemented as a joint initiative of the department and 

urban local bodies. The Old Age Policy had also pointed out the need to expand the 

programme to the panchayat areas. The scheme is now being pilot tested in block 

panchayats. There are around 2.78 lakh registered beneficiaries across 95 

Vayomithram units in the state, i.e., an average of 3000 beneficiaries are registered in 

a Vayomithram unit.  

The main programme undertaken is the regular supply of medicines through camps. 

The Vayomithram team comprises of a doctor, a JPHN, and a nurse, apart from the 

Vayomithram co-ordinator. The unit is provided with a vehicle and driver as well. 

Camps are organised on a regular basis in community centres, halls, Anganwadis, 

and houses of beneficiaries. The locations are chosen based on population covered, 

socio-economic profile of the population, demand for the service, absence of health 

facility, etc. For example, there are around 20 camp locations in the densely 

populated West Kochi region within the Kochi Corporation.  

The camp proceedings start with the JPHN monitoring blood pressure, blood sugar, 

etc. and referring the elderly to the doctor, who assesses the condition of the elderly 
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and prescribes the required medicines, which is then dispensed by the staff nurse. 

There is a list of 110 medicines that can be prescribed by the Vayomithram doctor. For 

any other medicine, the doctor refers the elderly to the public hospital in the locality. 

Though envisaged to be held twice a month, the camps are usually held once a month 

and the medicines for a month are issued together. Home visits are also held 

occasionally. It was reported that when an elderly misses a couple or more camps, 

the JPHN goes to their house and enquires about the well-being of the elderly. If the 

elderly is seen to be in a position to not attend the camps, the team then makes house 

visits. Sometimes, the camp in that locality is then held in or close to the house of the 

elderly so that the visit and camp can be held simultaneously. However, the 

provision of other envisaged services such as regular house visits, palliative care, 

counselling, etc. is not happening in most places. The Vayomithram co-ordinator is 

also the counsellor in the team, but he/she is busy with the organisation of camps 

and the overall administration of the unit. 

In the sample survey conducted as part of the present study it was found that only 7 

per cent of the urban respondents are depending on Vayomithram for medicines. 

Beneficiaries were largely satisfied with the programme and primarily appreciated 

the provision of free medicines and consultation. It has helped them reduce the 

health care expenses. It was seen earlier that the average expenditure on medicines 

for urban respondents was more than Rs.2000. However, beneficiaries said they have 

a monthly check-up and would like the same to be increased to once in two weeks. 

Beneficiaries also reiterated the importance of starting medical check-ups as it had 

been temporarily stopped due to the pandemic. A beneficiary remarked, 

"Vayomithram is a help for us, and home visits need to be restarted as the elderly who are 

differently abled like me face difficulties in accessing hospital services." 

During the pandemic, the camps were discontinued, and medicines were delivered 

to the houses of the beneficiaries with the help of Kudumbashree members, ASHA, 

and division councillors. Video call facility was also provided, and the doctor used 

to visit, during emergencies. However, during the primary survey, the contact 

number of Vayomithram officials was available with only 5 per cent of the urban 

respondents. So it is highly unlikely that the elderly can reach out to the Vayomithram 
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team when required. The camps have reportedly started to function again, with 

COVID protocols.  

A major concern raised by beneficiaries from different Vayomithram units was that 

not all the prescribed medicines are available, and sometimes, substitute medicines 

are given. But sometimes, even substitute medicines are not available, and they have 

to buy them from outside. The clarification given by Vayomithram functionaries was 

that the elderly mostly relate a medicine by its colour and packaging, so when the 

same medicine, but a generic one is prescribed they become confused. Similarly, 

elderly who were already consuming a particular brand of medicine become 

confused when a generic medicine is issued from the camp, despite it being the same 

medicine. It is also added that Vayomithram does not have the provision to dispense 

medicines that can be prescribed by only a specialist, and they will have to buy such 

medicines from outside.  

It is felt that proper orientation should be given to the elderly about generic 

medicines that it is the same medicine that is issued even when they differ in 

packaging and colour, and that they are effective and of good quality like those from 

private pharmacies. Some elderly feel that the Vayomithram camps issue too many 

medicines, without a proper count. However, they fail to understand that 

combination drugs are not available in generics, and hence an elderly will have to 

take two tablets of generics which would be one tablet (combination drug) when 

procured privately. Such information should be clearly articulated to eliminate the 

confusion and apprehension the elderly have, like in consuming more tablets. 

Vayomithram clubs are also formed under the auspices of Vayomithram unit, which 

includes elderly above 60 years. Activities such as celebrating birthdays, wedding 

anniversaries, festivals, and also tour programmes for the elderly are organised. It is 

also reported that when the elderly become comfortable with the Vayomithram team 

due to their regular interaction, they even confide with them, instances of elderly 

abuse. The same is then forwarded to the Janamaithri police who follow-up the case 

and the abuse is kept in check.  
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Another important aspect pointed out was that no training in elderly/geriatric care 

has been provided to the Vayomithram staff. It is felt that all the staff,  including the 

doctor need to be given an orientation about elderly care including on how to interact 

with them, how to help them with the confusion regarding generic medicines, etc. 

A Vayomithram coordinator is to be appointed in each unit to carry out the 

administration of camps, detect dropouts from registrants, conduct regular review 

of the unit, etc., However, in the study, Vayomithram co-ordinators are seen to 

manage more than one unit. For instance, one coordinator manages the programme 

in Thalassery and Vadakara units. Similarly, another coordinator manages the 

programme in Karunagappally and Haripad units. In the performance audit of the 

KSSM carried out by the Comptroller and Auditor General (CAG) in 2018, it was 

observed that half of the units did not have regular co-ordinators. Existing 

coordinators were given additional responsibility of other units and some other 

programmes of KSSM. In some areas, the coordinator for the State Initiative on 

Disability was given the additional charge of Vayomithram. The present study 

indicates that the situation has not changed much since then. 

Though the programme was initially launched in urban areas, it is now being piloted 

in a few Block panchayats to assess whether the programme can be extended to rural 

areas as well.  However, what is seen is that instead of piloting the entire envisaged 

services under the programme, only medical camps and medicine dispensation are 

being organised under the piolet programmes. Though getting medicines nearer 

home is extremely beneficial to the elderly, it is only when the entire gamut of 

services as envisaged is provided to the elderly that the objectives of such a 

programme can be met. Piolet projects in rural areas should have included all 

services envisaged under the programme. It was also mentioned that the camps 

could not be held for some months due to the non-availability of some medicines. 

This would lead to elderly discontinuing regular medicines and also discontinuing 

attending the camps. It is thus important to ensure that these services are provided 

regularly, without break. In the Ollurkkara Block Panchayat, where the programme 

is being piloted, the Block Panchayat is planning to digitise all the details of the 

elderly collected by the Anganwadi workers and ASHAs. They are planning to 
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utilise the services of ASHA to organise regular follow up on the health of the elderly, 

to ensure that there is no break in the services.   

Vayomithram, as discussed earlier, envisages mobile clinics for elderly, medicine 

supply, home visits, palliative care, counselling services and organising 

Vayomithram clubs.   However, in most places, the services are limited to mobile 

clinics and medicine supply.  Due to this, the project is being criticised as an initiative 

for medicine supply for elderly.  Elderly receives medicines under other initiatives 

of the state or local governments –PHCs, NCD clinics and palliative care programme.  

However, it is important to note that the mobile clinics with a medical team reach 

the neighbourhood of the elderly on a regular basis, thereby improving the access to 

healthcare.   Many of the elderly who utilise the services of the mobile clinics are 

unlikely to visit the PHC/NCD clinic as they are located away from their homes.  

Being mobile clinics, more attention can be given to elderly in vulnerable areas.  The 

palliative care programme also largely addresses the health care needs of cancer 

patients and the bedridden.  Even while  accepting the value of the initiative, as noted 

earlier, the programme has to improve its scope and ensure that all the services 

Box 3.1: Home Care Models 

The GRACE (Geriatric Resources for Assessment and Care of Elders) Model in the US focuses 
on providing health care to low-income elderly who face various problems, including a high 
prevalence of chronic illness, limited access to care, low health literacy, and socioeconomic 
stress. The intervention team, which consists of a practitioner and a social worker, visits 
patients in their homes for an initial evaluation and then follows up with them at least once 
a month, either by phone or in person. The team also pays home visits to individuals who 
have been discharged from hospitals owing to a serious illness. This team is backed up by a 
wider multidisciplinary group that includes a pharmacist, physical therapist, mental health 
social worker, and community-based services liaison and is supervised by a geriatrician. 

Similarly, the Ministry of Social Affairs in Denmark adopted the Preventive Home Visit 
Model in 1998, which requires towns councils to provide home visits twice a year to all 
elderly 75 years and older. Home visits to the elderly are conducted in a systematic manner, 
with an emphasis on early identification of infirmity and reduction in physical activity. Once 
the high-risk groups are identified and mapped, necessary health care services are provided 
to them. 

Some aspects of these initiatives can be implemented in Kerala, such as forming a home care 
team composed of a doctor, a nurse, field practitioner and a social worker. This team must 
be distinct from the palliative care unit. The team can focus on delivering services to the 
elderly, identifying a high-risk population, and providing care and services at their homes.  
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originally envisaged are provided.  The expansion of the system to rural areas should 

be undertaken after piloting the programme with all its components.                                                                                              

A major lacuna seen in the state with respect to elderly care is access to home-based 

care, except for palliative care. However, it was seen that majority of the elderly do 

not require palliative care. At the same time, provision of services such as 

consultation, tests, therapy, etc. at home, would be extremely beneficial for the 

elderly, especially those who have mobility issues or does not have anyone to 

accompany them, etc. Adaptable aspects from available Home Care Models (Box 3.1) 

should be implemented considering the difference in the socio-cultural and 

economic scenario. 

3.3.1.2. Programmes of SJD: Vayomadhuram and Mandahasam 

There are two programmes implemented for elderly by the SJD7; Vayomadhuram, 

wherein free glucometers and strips are provided to elderly from poor households, 

and Mandahasam, wherein free dentures are implanted for elderly from poor 

households who have lost their teeth. Discussions were held with DSJO and 

functionaries such as elected representatives and Anganwadi workers, and also a 

few beneficiaries selected from the beneficiary list provided by the DSJOs to get an 

insight into the implementation and effectiveness of the programme. While details 

related to each scheme is discussed separately, aspects common to both the schemes 

are discussed towards the end of the section.  

The Vayomadhuram scheme was started in 2018-19 by SJD on the recognition that 

elderly often find it difficult to go to the labs or hospital for their regular blood sugar 

testing, and if not diagnosed or monitored regularly, diabetes can be fatal or 

debilitating.  The programme is envisaged to be implemented in co-operation with 

LSGIs. Medical camps are to be organised, where along with the distribution of the 

devices to the selected beneficiaries, they are to be trained in how to use the device 

and record the reading. An elderly person from a BPL family who has been certified 

                                                        
7 SJD has recently introduced a programme for the elderly, “Vayoraksha”, a scheme to provide 

support and assistance to elderly in crisis (G.O.(Gen) No. 513/2021/SJD dated 02/08/21). 
However, the same is not included in the purview of the study as it was implemented after the 
commencement of the study. 
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by a recognized medical practitioner to be a diabetic, can apply. Even though the 

number of beneficiaries per district is set at 1000, the DSJO can make necessary 

changes according to fund availability.  

The coverage of the programme is quite limited as only three of the survey 

participants had received the glucometer. However, 17 of them said they require a 

glucometer. The data available on the website of the SJD as well shows that a 

maximum of 300 glucometers were distributed in a district as against the target of 

1000.  

In the interaction with the beneficiaries it was seen that the users of the device are 

satisfied and happy that they have been saved from the inconvenience of traveling 

to the clinic or lab for testing and the long wait at the centre. However, some of them 

are not using the device because they were not given a demonstration or instruction 

on how to use it. Some of them were depending on others to use it. It was envisaged 

that the distribution of the device would be done in medical camps wherein, they 

would be given the training to use the device. However, it only happened during the 

initial days. Due to the lack of demand, the stock of the device was lying at the office 

of the DSJO. To avoid it being wasted, the DSJO in some areas collaborated with 

NGOs, residents association, etc. who distributed the device through their channels. 

However, in such cases, camps and trainings were not conducted. In some cases, the 

device is not functioning now, and the elderly do not know how to get it repaired or 

replaced.  

Another issue reported was the need to replace strips. Once the batch of strips given 

along with the device is used up, new batch of strips need to be bought, which is 

quite expensive. One of the beneficiaries reported that they contacted the number 

given on the packing of the device and got a fresh stock of 50 strips at a price of 

Rs.600. Another person bought the strips from Karunya pharmacy at the rate of 

Rs.400 for 50 strips. It was also mentioned that strips compatible with the device 

given under Vayomadhuram are usually available only in Karunya shops. Some 

local bodies have also implemented a scheme to distribute glucometer, such as in 
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Mulanthuruthy GP. The GP officials as well as Kudumbashree functionaries pointed 

out that the major problem being reported shortage of strips and its high price.  

Another programme started in 2017-18 by the SJD is Mandahasam wherein free 

implantation of dentures is done for those aged above 60 years from BPL households. 

The programme aims to address the issue of undernutrition in the elderly due to 

their inability to chew food because of loss of teeth. The notification for the 

programme is usually issued in April-May and the DSJO is instructed to give 

necessary publicity to the scheme through local newspapers and Anganwadi 

workers. Applications are received up to June. Apart from certificates proving their 

age and BPL status, a certified dentist has to check and refer the elderly for implants. 

A preliminary screening will be conducted to select the people who already have lost 

all their tooth or if their teeth are removable. Beneficiaries will then be selected by a 

committee consisting of the District Medical Officer, a dental surgeon and the DSJO. 

Once the beneficiaries are selected, the DSJO sends the request to the Directorate for 

the release of the funds. An assistance of Rs.5000 per beneficiary is allotted. Once the 

funds are received, if the implantation is planned through the empanelled 

government hospitals, the DSJO transfers the entire amount, as advance. However, 

if the procedure is done by an empanelled private hospital, only half of the amount 

is transferred beforehand. The balance is transferred only after the implant is done 

and the procedure certified by the DSJO.  

It was proposed to provide the dentures to 1500 beneficiaries in a year at the state 

level.  However, it was felt that the reach of the programme was limited due to the 

lack of awareness activities from the department. The state health department 

reportedly reached out to private institutions in order to empanel more dental 

service providers, which was a major impetus to the programme. In the interaction 

with the beneficiaries as well it was seen that some of them received the information 

about such a programme from the government health facility they visited.  

As per the data provided by the SJD, in 2019-20, there were 514 beneficiaries. It is 

also observed that the number of beneficiaries is quite varied across districts. While 

there were no beneficiaries from Kasargode and less than 10 beneficiaries in Thrissur 
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and Kottayam, maximum number was in Kollam (106), followed by Alappuzha 

(100). It was also felt that  

The overall impression was that the programme is a beneficial one and is well 

received by the elderly. As remarked by one DSJO, “Beneficiaries had personally come 

and thanked us for the scheme, and we could feel their joy in their smile. Also, they had 

remarked that they could eat well after their teeth got fixed, and we could also notice a visible 

change in their face structure”. It is felt there are many who want the service but do not 

have the information regarding the same. In the sample survey, nearly one-fifth of 

the respondents who require an assistive device said they needed dentures. 

However, there are many issues in the implementation which is reflected in the low 

uptake of the scheme.  

While there are beneficiaries who are happy with the result and are able to eat, drink, 

and talk properly with the help of the dentures, there were others who were not fitted 

with the right sized dentures. Due to this, they started experiencing pain and had to 

stop the use of the dentures. They were also not able to contact anyone for resolving 

the issue because of the COVID situation, and they also did not know whom to 

approach. It is important to ensure that dentures are of the appropriate size. There 

should be a follow up mechanism after implant by the provider, to assess whether 

there are any issues.  

Another major issue pointed out is that an applicant needs to make multiple visits to 

the hospital for getting a referral, for extraction of teeth, if so required, and then for 

the implantation. There are very few hospitals empanelled due to which the distance 

that an applicant has to travel might be quite high. It was also pointed out that more 

private hospitals should be empanelled. The scheme covers only the expenses 

towards the implantation which is paid to the provider. All the other expenses such 

as for extraction and travel have to be borne by the applicant. For some, this a major 

deterrent and in some cases, beneficiaries may opt out even after the money has been 

transferred to the provider, especially in the case of government hospitals. The 

programme was discontinued during the COVID pandemic. However, it is felt that 

it is a beneficial programme and should be continued, with the required changes. 
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The elderly also feel that the programme is more beneficial than getting the teeth 

corrected or dentures fixed through the regular dental services in public health 

facilities as this programme is exclusively meant for the elderly. As there is a 

procedure that needs to be followed right from check-up, teeth extraction (if 

required), and to the fixing of dentures, it is done more effectively through the 

programme. There is also the option of getting the procedure done from empanelled 

private hospitals. 

Elderly also require assistance due to decreasing functionality and increasing 

disability for which they may require assistive devices to help them adjust to the loss 

in functionality. It was seen earlier that majority of the respondents are using various 

assistive devices such as spectacles, walking aids, hearing aids, etc. However, only 

five per cent of the respondents had received an assistive device or aid from various 

government agencies, including SJD. The ones given by SJD include glucometer and 

dentures.  SJD, being the nodal department for persons with disabilities in the state 

as well, has programmes to provide assistive devices to disabled, but this is not 

exclusively for the elderly. However, there is a Central Government scheme, 

Rashtriya Vayoshri Yojana, under which elderly from BPL families who are disabled, 

are provided physical aids and assisted-living devices, free of cost. The scheme has 

been implemented only in a few districts. As per the data available, 962 senior 

citizens in Kerala have been given assistive devices over two years, (2017-19), which 

constitutes only 1 per cent of the devices distributed across the country, indicating 

the low coverage. 

With respect to the programmes of SJD, Mandahasam and Vayomadhuram, it was 

opined by LSGI representatives that they are not getting the information in time due 

to which they are not able to provide assistance to the elderly who want to apply.  

The ICDS supervisors mentioned that they are only given a few days to identify 

beneficiaries. At the same time, the DSJOs expressed difficulties faced in programme 

implementation, especially information dissemination and processing of 

applications, due to the absence of departmental functionaries below the district 

level. Some of them also opined that decisions on beneficiary targets is taken mostly 

at the state level, without consultation with the district officials.  
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A problem experienced by the beneficiaries in these schemes is the delay in getting 

the device/denture after applying for it. In the case of glucometer, while in some 

case the device was received without much delay, i.e. within the month of applying, 

in other cases it had taken 4-6 months. In one case, the device was not received even 

after one year. The person then sent a complaint to the concerned minister, and 

finally received the device. In the case of implant of dentures as well, a gap of nearly 

a year is reported for the implant to be done, after submitting the application. 

3.3.1.3. Management of Neurological Conditions 

As per the LASI Wave-I survey, around 1 per cent of the elderly in Kerala have been 

diagnosed with neurological conditions such as dementia and related disorders. The 

survey also found that the performance of elderly above 60 years on tests such as 

mean word recall, mean arithmetic function and mean cognitive function halves in 

comparison to persons in the 45-59 age group, pointing to the deterioration of such 

functional capabilities with age (IIPS, 2020). Just like prevalence of NCDs is being 

screened, identified and followed-up, it is important that such conditions are also 

identified at the earliest and necessary support or treatment be provided. Support 

could include medical interventions as well as services such as counselling.  

The Report of the Working Group on Social Protection and Welfare for the 13th Five 

Year Plan, it was proposed to start Preliminary Tests and Memory Clinics in 

Government Hospitals (Medical Colleges, District/General Hospitals) in 

conjunction with the Vayomithram and District Mental Health Programme.  It is 

suggested to operate a regular monthly or bimonthly memory clinic depending on 

the availability of a neurologist/psychiatrist/geriatrician. The Vayomithram co-

ordinator could also function as the social worker/counsellor.  Conducting regular 

screening programmes in the community and referring the identified cases to the 

specialised centres in the hospitals are suggested. However, as seen earlier, no such 

activities are undertaken under Vayomithram now. 

As per the 2015 Disability Census, more than 30,000 persons in the state have been 

diagnosed with dementia. It is felt that there would be a much larger number of cases 

who are not yet diagnosed. Initiatives such as memory clinics and dementia care 
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home are being implemented by various NGOs. Alzheimer’s and Related Disorders 

Society of India (ARDSI) runs day care centre and memory clinic in major cities in 

Kerala. It also runs training centres and residential care homes.  

Another recent initiative is by Udbodh in Kochi under the auspices of the Centre for 

Neuro Science, Cochin University of Science and Technology, wherein memory 

clinic, day care home and a mobile application for dementia care-Prajna, have been 

launched. The programme aims to create awareness about the condition and provide 

training to caretakers so that the overall quality of life of those with dementia and those 

living with them improves and there is better mainstreaming of persons with such 

conditions. Creation of awareness is planned through ASHA and residents’ 

associations and door to door campaigns. To create awareness, activities such as 

memory walk and memory café were organized. Giving orientation to doctors and 

nurses in early identification is the next stage followed by the setting up of 

memory clinics in hospitals. Once the programme is fully implemented in Kochi, it 

is proposed to extend it to nearby local bodies and then, to the entire district. 

However, it is felt that it might be too early to declare Kochi as a “Dementia Friendly 

City” as the programme has just commenced.  

3.3.1.4. Harsham Geriatric Care 

With the increasing number of elderly, there is an increasing need for trained 

caregivers, full time as well as part time. An initiative to create a labour pool of 

trained formal caregivers at the grassroots level is a project named "Harsham 

Geriatric Care", run by the Kudumbashree Mission. The scheme trains women in 

caregiving and is envisaged as a livelihood opportunity. It was envisaged to train 

1000 women across 14 districts. However, as per the data with the Kudumbashree, 

249 women have undergone training, i.e., one-fourth of the envisaged target. Out of 

those trained, 76 (30%) had received employment after completion of training8. 

However, on enquiry it was reported that many of the women who received training 

are not currently working as caregivers. A significant observation was that the 

families who recruit them often ask them to carry out the chores of the family as well 

                                                        
8 https://www.kudumbashree.org/monitor-schemes/9#chartTable557 
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along with the care giving duties. It was also reported that women are not provided 

any remuneration during the training period.  There are not many takers for the 

programme due to this as the women have to leave their work and other 

responsibilities for two weeks, as the training programmes is residential. The 

potential trainees should be identified at the local level with the support of the LSGIs. 

They should also be provided with some financial support during the training days. 

The programme could also be redesigned to provide customised services such as 

help with housework, assisting the elderly, etc. and the rates fixed accordingly. Such 

an individualised care model is seen in Canada, which could be adapted to the Kerala 

context (Box 3.2).   

3.3.1.5. Geriatric Wards 

The dependence on the private sector for inpatient care is more in Kerala, as majority 

of the state’s hospital beds is in the private sector. Inpatient facility in the public 

sector in the state, is largely available from the level of Taluk hospitals and upwards. 

In fact, it was observed that dependence on the private sector for care is highest 

among elderly aged 80 years and above, which could be indicative of a higher need 

for inpatient care and their preference for hospital nearer. With respect to improving 

inpatient care for the elderly, the Old Age Policy suggests having geriatric wards in 

facilities from Taluk hospital upwards and a geriatric care unit at all district/general 

Box 3.2: Customised Care at Home 

Right at Home in Canada provides medical and non-medical services to senior citizens, 
people with disabilities, and people with chronic illnesses. Individualised services such as 
help with cleaning the house, help while recovering from a hospital visit, or 24/7 support, 
are provided. When contacted by the elderly or their relative, a comprehensive note of the 
requirements is made, followed by a visit of the provider team to the home of the elderly. 
Based on the assessment done, a 'Custom Care Plan' is prepared detailing the services that 
would be provided. Once the family approves the plan, individual caregiver appropriate to 
the plan is chosen. They have a proprietary system that is designed to the needs of the 
clients, taking into account a variety of aspects such as the services required, the client's 
interests, and the personalities of both the client and the caregiver. Caregivers keep precise 
notes regarding the care they offer, which are retained in the home and accessible at any 
time, allowing the billing system to provide a detailed account of the care services 
performed. One Care Planner from the centre makes unannounced visits to customers' 
homes on a regular basis to check caregivers are following the specifics of the Custom Care 
Plan.  
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hospitals.  Geriatric wards have been set up under the National Programme for 

Health Care of Elderly (NPHCE) at the district level. A certain proportion of beds are 

reserved for the elderly and elderly friendly infrastructure including elderly friendly 

toilets have been provided. The NPHCE envisages to provide promotional, 

preventive, curative, and rehabilitative services in an integrated manner for the 

elderly in various government health facilities. The services are to include health 

promotion, preventive services, diagnosis, and management of geriatric medical 

problems (out and in-patient), day care services, rehabilitative services and home-

based care as needed. However, following COVID, such reservation of beds for 

geriatric care was discontinued. 

3.3.2. Other Health Programmes 

This section discusses general programmes that impact the elderly. Apart from 

programmes of the Health Department and Kudumbashree, there are also initiatives 

by LSGIs which specifically address health care needs of the elderly, including 

palliative care programmes. LSGI initiatives for the elderly are discussed in the next 

chapter.  

3.3.3.1. NCD clinics 

Amrutham Arogyam is a programme implemented in the state for the control of 

NCDs. The programme works at different levels through reduction of risk factors in 

the population by awareness creation about healthy diet, exercise and ills of 

addiction, screening for NCDs among population aged 30 and above, and free 

supply of medicines for those detected with NCDs, and early management and 

treatment of complications. The programme is being implemented in all the Sub 

Centres, Primary Health centres, Community Health Centres, Taluk hospitals and 

District/General hospitals. It was discussed earlier that Kerala reports the highest 

prevalence rates of NCDs among elderly in India. Across the state, there are 27 lakh 

diabetes patients and 31 lakh hypertension patients who have registered with the 

programme. Though the programme is not meant exclusively for the elderly, they 

comprise a significant share of these registered beneficiaries. 
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All NCD clinics including subcentres are provided glucometers, BP apparatus and 

weighing machines for screening.  More advanced equipment are available in NCD 

clinics attached to higher level facilities. Screening for sugar level, BP, and BMI is 

done at all health facilities by the JPHN. Screening is done only on Thursdays at the 

sub-centre level while in all the other facilities, it is done on all days. One-fifth of the 

attendees of the NCD clinics (19%) reported that they had faced some problems in 

accessing the services of the NCD clinics. With respect to the testing facilities, a major 

problem reported was that there is a long waiting time. Delay in getting test result 

was also reported by few beneficiaries. It was pointed out that for the elderly who 

come for testing fasting blood sugar, it is difficult to go back home after the test, eat 

and then come back. So, they have to wait for long till they get the result, see the 

doctor, and get the medicines, which is very tiring for them.  

One of the elderly beneficiaries with whom we interacted, who is also a person with 

disability, expressed his inconvenience, 

 “I have been relying on government hospitals for the treatment of lifestyle diseases 

for the past 3 years. Waiting in a long queue, then getting tested, and then waiting 

again for the result, is very difficult. The government should consider making the test 

available at home. ” 

Similar views were expressed by other beneficiaries as well. Testing at private 

facilities has its own advantages such as test result can be received by mail or 

message and home visits are available to take samples. This is extremely convenient, 

especially for the elderly. However, these can be accessed only by those who can 

afford to pay. 

Kudumbashree has attempted to address this crucial need for testing at home 

through its Santhwanam project. In collaboration with LSGIs, Kudumbashree has 

trained volunteers from the locality to conduct home testing at affordable rates. 

Across the state, 356 Santhwanam volunteers have been trained. As can be inferred, 
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these services are available only in some LSGIs. For example, of the 96 LSGIs in 

Ernakulam district, volunteers are available only in 38 LSGIs9.  

However, the volunteers are facing some challenges. As expressed by a CDS member 

in a GP, 

 “Many volunteers who have been trained as part of the programme are not 

currently working. It is not practical to carry the equipment and go from house to 

house to see whether anyone wants to get the test done. There must be a system 

wherein the person can make a booking and anticipate the volunteers to come and do 

the test. “ 

The Santhwanam volunteers also conduct tests in public places, such as in important 

junctions, or near some offices, wherein they get more people to be tested. It was 

suggested that a plan could be drawn up at the GP level by the elected 

representatives wherein a common place such as Anganwadis or community centres 

catering to around 50 households could be selected, and a day fixed for the 

volunteers to visit the location. People will also prefer being informed in advance 

about such a facility so that they can prepare for the testing. As part of the 

programme, the trained volunteers may be provided with a subsidized loan of Rs 

50,000 to buy equipment to operate as a micro enterprise. In fact, some LSGIs have 

facilitated the programme by giving additional assistance to the volunteers.  

Another component of the NCD programme is the free supply of medicines for NCD. 

The medicines are issued from the PHC/FHC according to the test results recorded 

in the book provided to the patient. All medicines including insulin is distributed 

free of cost. With the introduction of the NCD programme, NCD medicines are the 

most-in-demand medicines in PHCs. It is opined that there has been a shift to 

government hospitals due to the free supply of these medicines. Some of the persons 

who reported facing difficulties in NCD clinic said that they were either not getting 

all the medicines or were only provided the medicines once in two weeks. This is 

inconvenient as they have to go twice a month to get the medicines.  

                                                        
9 https://www.kudumbashree.org/pages/557 
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During COVID, the medicines were delivered to the houses of the elderly by the 

Rapid Response Team (RRT) formed at the LSGI level, especially the medicines for 

elderly. The services were provided by volunteers, ASHA, and people’s 

representatives. Such activities should be continued.  

Awareness and education programmes are a key component of the programme and 

were reportedly conducted with the co-operation of department of health, NHM, 

LSGI, Kudumbashree, etc. in some areas in the Pakal veedu/Sayamprabha homes, 

elderly clubs/forums and NHGs. However, with the advent of COVID, all such 

programmes have been stopped. In some places, such sessions are still taken 

occasionally in online mode.  Management of lifestyle diseases is also undertaken by 

the District Homeo Hospitals. Programmes such as Chronic Obstructive Pulmonary 

Disease (COPD) screening (SWAAS programme), Indian Hypertension Control 

Initiative (IHCI), Diabetic Retinopathy programme (Nayanamritham), Continuous 

Ambulatory Peritoneal Dialysis (CAPD) clinics, Diabetic foot clinics (Padasparsham), 

cancer management, and stroke management (SIRAS programme), have been 

implemented on pilot basis in selected districts/institutions. It is intended to scale 

up these programmes to more regions across the state, phase by phase.  

3.3.3.2. Mental Health Services 

Around 1 per cent of the elderly respondents of the LASI-Wave I survey in Kerala 

had been diagnosed with psychological/psychiatric problems.  Only slightly more 

than half of them were seeking treatment for the same (IIPS, 2020).  This may be due 

to many factors such as lack of awareness about mental health issues and also the 

stigma related to the same. It is also reported that treatment as well as medicines of 

such conditions is quite expensive and unaffordable to many. 

Various social, psychological, and biological factors determine an individual’s 

mental health and the changes that happen to these factors on account of ageing is 

known to affect the mental health of the elderly. For the same reason, the WHO 

stresses the need to give due importance to the elderly in programmes to promote 

mental health. 
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One-tenth of the survey respondents reported experiencing mental distress as they 

age. Participants in the study reported experiencing emotional distress as part of the 

loss of physical strength, as well as psychological distress due to the loss of partners, 

fear of death, insomnia, anorexia, mental stress, and loneliness. It is also seen that the 

COVID scenario has further exacerbated the stress levels among the elderly, due to 

restrictions such as reverse quarantine imposed on them. Some of the respondents 

were experiencing mental distress due to the loss of social contact. Some also 

reported struggling with fears of being infected by the virus.  

It was also reported that retirement from work is a reason why many people go into 

depression as suddenly they have nothing to do and start feeling unwanted. “Healthy 

aging is a very important concept. We need to start preparing our people for this from middle 

age. Not only the elderly but also their families should be made aware of the physical, mental, 

and social changes that occur in old age.” An official suggested. 

It was seen earlier that 7 per cent of the respondents indicated that they needed 

counselling, but majority of them did not receive such a service. Since 2017, there 

have been some programs for children, women, mothers, and adolescents under the 

National Mental Health Programme, such as the Comprehensive Mental Health 

Program and District Mental Health Programs, but there are no specific programmes 

for the elderly. The palliative nurse in one of the GPs and the JHI in another GP said 

that the elderly asked them for counselling service during their home visits for 

palliative care sessions. As they are not trained to give the services, they refer such 

patients to hospitals as they are also not aware of any such governmental 

programme.  

There has been a major change in the situation with the advent of DISHA during 

COVID. The telephonic counselling services which were started prioritised elderly, 

especially those living alone. It was pointed out that this service was widely used, 

and more than 2 lakh calls have been made by or to elderly to give them emotional 

support. It is important to document, assess and address the problems reported by 

the elderly through the telephone counselling conducted by DISHA and also to the 

Prasanthi Service of the Police and Kudumbashree’s Snehitha Calling Bell/Help 
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Desk. In addition, records of incoming calls on the ‘Elder Line’ service launched at 

the national level will help in planning for the future. It is also necessary to ensure 

that the elderly, especially the ones who are more vulnerable are informed about 

such services. It was seen earlier that the phone number of such services are hardly 

available with the elderly. These are also not available in the Government of Kerala 

websites. 

3.3.3.3. General Health Care Services 

The dependence of elderly on public health facilities is relatively higher in Kerala 

compared to the national scenario (IIPS, 2020). This can be attributed to the well-

spread health care system in the state, ranging from sub-centres to multi-specialty 

medical colleges. In recent years, the public health sector in the state has been 

undergoing major reforms under the Aardram Mission. The programme envisages to 

deliver patient friendly quality health care. There have been local level initiatives in 

providing elderly friendly health care by some LSGIs as the management of the 

public healthcare institutions in their jurisdiction is with the respective LSGI. Such 

initiatives are discussed in the next chapter.  

One of the main components of the programme is the conversion of PHCs into 

Family Health Centres with improved infrastructure and facilities including more 

doctors/specialties and extended functioning time. The programme also envisages 

web-based appointment system, patient reception and registration, better amenities 

in the waiting area, etc. Another initiative is e-Health which envisages digitisation of 

medical profile and records of the entire population which can be accessed by any 

public hospital anytime, which makes referrals easier. In all such initiatives, it is 

important that the elderly are given priority, if not as an elderly component. 

It needs to be pointed out that the COVID scenario has led to a change in the way 

health care needs are addressed, especially for the elderly. With elderly being 

identified as a vulnerable section and the imposition of reverse quarantine for them, 

there were attempts to make services available to them at their homes, such as 

through delivery of medicines, tele consulting, etc. Some of these new structures and 

new modes of providing care services are in line with the guidelines given in the Old 
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Age Policy. The Policy had pointed out that as majority of the elderly are in the rural 

areas, it is important that the health infrastructure at the primary level be equipped 

in a manner to attend to the needs of the elderly. It was suggested that mobile clinics 

could be set up at the primary level in collaboration with NGOs. In some of the 

LSGIs, mobile clinics were operated to attend to the health care needs of the elderly. 

Another guideline in the policy is that the JPHN/ASHA could visit the homes of the 

elderly population, especially those aged above 80 years at least once a month to 

conduct regular check-ups and to enquire about their well-being. A health worker 

whose relevance at the local level was seen to be prominent during the COVID times, 

is the ASHA. The community health workers, especially the ASHA was entrusted 

with the responsibility of collecting details about vulnerable populations such as 

elderly, bed ridden, those with serious illnesses and enquiring on the well-being of 

those sitting in quarantine, etc. They, along with the other members of Rapid 

Response Teams formed at the local level, were entrusted with the delivery of 

medicines, ration kits, food from community kitchen, etc. to houses, especially 

elderly only households. However, it needs to be considered whether some of these 

systems that were helpful for the elderly can be sustained. 

3.3.3.4. Caregiver Assistance-Aswasakiranam 

The caregivers of bedridden elderly were asked how the full-time caregiving 

responsibility had impacted their personal lives. Six in 10 of the respondents 

mentioned that it is not possible for them to go to any events or social functions such 

as marriages. Another major issue that the caregivers were facing was that they are 

not able to engage in any regular work, especially a full-time job. In fact, a few of 

them had quit their job due to their caregiving responsibilities. Lack of financial 

support is reported as a major issue by more than half of the caregivers as well.  

Aswasakiranam is a scheme envisaged for providing monetary assistance to the 

informal caregivers (family members or relatives) of physically and mentally 

disabled bedridden patients belonging to BPL families, who cannot take up 

employment for self-sustenance due to their full-time caregiving responsibility. To 

compensate for the loss of gainful employment, monthly assistance of Rs.600 is 
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provided to these caregivers. Even though the scheme is not exclusive for elderly, 

there is a significant section of elderly who are bedridden. None of the caregivers of 

bedridden elderly in the sample are getting such an assistance.  

The evaluation of the schemes for Persons with disabilities by CSES in 2019 had 

discussed problems in the disbursement of assistance under Aswasakiranam, which 

are echoed in the words of a KSSM official, "Since 2018, money is not disbursed. The 

assistance is not disbursed monthly, and people have to wait for it. Also, every six months, 

the caregivers have to provide a life certificate." It was also reported that there is no 

system to enquire about the scheme at KSSM. A proper system should be devised 

where applications are made available at the LSGI level and with the Anganwadis, 

and feedback and status of the application are made available to the beneficiary. The 

norms for submitting the life certificate also needs to be changed to annual 

submission, as is the case with pensions. The amount given as assistance may also 

be revised annually as is the case with social security pensions. 

3.4. Conclusion 

The discussion in the chapter threw light on the health issues and health care needs 

of the elderly in the state. It also reviewed the various government programmes that 

are being implemented in the state to address the varying health care needs of the 

elderly. The Policy brought out in 2013 had pointed out that a state programme for 

geriatric care is still in its initial stages and stressed on the need to bring in a 

comprehensive programme for the health care of the elderly. However, what is seen 

in almost a decade after this Policy came into being is that geriatric care is yet to be 

identified as a major domain of care. At present, the health care needs of the elderly 

are addressed sporadically, i.e. in bits and pieces by different departments and in 

different places. It is high time that the state machinery focuses on the needs of this 

increasing section of the population. Recently there have been many initiatives to 

improve the public health care system and to address the COVID scenario in the 

state, which helped elderly in particular. Sustaining and systemising these initiatives 

could serve as the stepping stone towards evolving a Health Programme for the 

elderly.  
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LSGI INITIATIVES FOR ELDERLY 

CHAPTER IV 

4.1. Introduction 

This chapter examines the local government initiatives for the elderly in Kerala, a 

state well known for its achievements in decentralisation of powers and functions to 

local bodies. The state government also transferred substantial funds and grassroot 

level institutions to local governments. The availability of powers, funds and 

resources enables the local government to design programmes considering the needs 

and issues identified at the local level.  In the social sector, a crucial role is envisaged 

for the LSGIs. The LSGIs are expected to prepare a policy and action plan for the 

welfare of the elderly to be implemented at the local level. There are also mandatory 

programmes that need to be implemented by the LSGI, such as palliative care. While 

some LSGIs have embarked upon preparing a comprehensive action plan for the 

elderly, some LSGIs have initiated programmes addressing specific needs of the 

elderly.  

The chapter has two sections. In the first section, an analysis of the funds earmarked 

for the welfare of elderly and palliative care projects in a sample of local governments 

is undertaken. The second section presents a discussion on the elderly care 

programmes initiated at the local level. It starts with palliative care, a programme all 

LSGIs are mandated to carry out, followed by pakal veedu, another initiative that 

has been initiated in many of the LSGIs in the state. Other local level initiatives 

specific to domains such as health care are then discussed. During the study, it was 

also seen that some LSGIs or projects that were earlier recognised as models have 

not been sustained. However, such initiatives are also discussed to highlight the 

concept behind the initiative and the problems, so that the same could be rectified 

and adapted elsewhere. Finally, a summary of the learning experiences from the 

various LSGI interventions is given. 
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4.2. Analysis of Budgets of Local Governments for Elderly  

One of the features of Kerala’s decentralised planning is that the local governments 

must mandatorily earmark 5 per cent of the sum total of share of General sector 

funds, SCP and TSP towards implementation of aged and palliative care projects.    

While palliative care projects are not meant only for the elderly, majority of the 

beneficiaries are elderly.   

The analysis aims to understand the type of interventions implemented by the local 

governments and the efficiency of utilisation of funds earmarked for the benefit of 

the elderly. The analysis is based on the data available in the Sulekha Plan 

Monitoring Software of the Local Self Government Department. The data used in the 

analysis pertains to the year 2019-20. Even though data for the year 2020-21 was 

available at the time of the study, it was not used for the analysis because many of 

the planned activities of LSGIs could not be completed due to the pandemic. The 

information was collected from the sample of 10 grama panchayats, 3 municipalities 

and one municipal corporation.  The projects of nine block panchayats and five 

district panchayats under which the sample grama panchayats come were also 

analysed.   

4.2.1. Budget of Grama Panchayats, Municipalities and Municipal Corporations 

for Elderly 

Grama panchayats, the lowest tier of the three-tier Panchayati raj system, are 

institutions which are closer to the people than block panchayats and district 

panchayats. Detailed analysis of budgets for elderly was conducted in the ten 

selected grama panchayats. The allocation, expenditure and utilisation of funds 

earmarked for Special Plan for Aged by the sample Grama Panchayats is presented 

in Table 4.1 and the same in urban local bodies is presented in Table 4.2.  
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Table 4.1: Allocation and Expenditure of Funds Earmarked under Special Plan for the 
Aged by Sample Grama Panchayats in 2019-20 

Grama 
Panchayat 

Scheme 
Allocatio

n (Rs.) 
Expenditure 

(Rs.) 
Utilisation 

(%) 

Chapparapa

davu 

Medical camp for senior citizens 35500 35500 100.0 

Construction and maintenance of Pakal veedu 3127000 1600922 51.2 

Total 3162500 1700000 53.8 

Chittaripara
mba 

Construction and maintenance of Pakal veedu 60000 25770 43.0 

Distribution of cot for senior citizens -ST 89050 0 0.0 

Total 149050 25770 17.3 

Pinarayi 
Distribution of cot for senior citizens 348900 348025 99.7 

Total 348900 348025 99.7 

Thirunelly 

Construction and maintenance of Pakal veedu 4055700 41650 1.9 

Distribution of cot for senior citizens 500000 0 0.0 

Total 4555700 41650 0.9 

Pothanicad 
Distribution of cot for senior citizens 169650 167349 98.6 

Total 169650 167349 98.6 

Chendaman
galam 

Distribution of cot for senior citizens 391500 391410 100.0 

Distribution of cot for senior citizens -SC 108736 108736 100.0 

Total 500236 500146 100.0 

Mulanthurut
hy 

Distribution of cot for senior citizens 398454 218780 54.9 

Construction and maintenance of Pakal veedu 100000 50000 50.0 

Santhwana Bhavanam 800000 0 0.0 

Total 1298454 268780 20.7 

Alappadu 

Nutritious food kit for senior citizen above 70 
years 

485010 308081 63.5 

Vayomithram- share 500000 400000 80.0 

Total 985010 708081 71.9 

Chathannoo
r 

Maintenance of Pakal veedu 328668 268863 81.8 

Food and furniture for Pakal veedu 50000 37931 75.9 

Medicine for senior citizen 400000 400000 100.0 

Waiting room for senior citizen at PHC 2500225 1002823 40.1 

Distribution of cot for senior citizens 399102 313163 78.5 

Distribution of cot for senior citizens – SC 313200 0 0.0 

Total 3991195 2022780 50.7 

Vettikavala 

Medicine for senior citizen (Ayurveda) 172000 170000 98.8 

Distribution of cot for senior citizens – SC 697908 208749 29.9 

Total 869908 378749 43.5 

Total for the 10 sample Grama Panchayats 16030603 6129541 38.2 
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The average spending on Special Plan for Aged by a grama panchayat in the sample 

is over Rs 6 lakhs (Rs 612954). The actual allocation was much higher. But only 38 

per cent of the allocation under the special plan was spent in the same financial year. 

While the sample grama panchayats undertake a variety of activities for elderly, 

about 60 per cent of the expenditure under the Special Plan for the Aged was on two 

projects viz., construction and maintenance of pakal veedu and distribution of cots 

to senior citizens. More than one-third of the expenditure is on pakal veedu and a 

quarter of the expenditure on special plan was for distribution of cots to elderly. 

Distribution of cots for elderly was a project in eight out of the 10 sample GPs. Half 

of the sample GPs reported expenditure on construction and or maintenance of pakal 

veedu. Other noteworthy projects under the Special Plan for the Aged include 

medical camp for senior citizens, provision of nutritious food kit for senior citizens 

aged above 70 years, construction of waiting room for senior citizens in PHC, 

provision of ayurvedic medicine for senior citizens and provision of food in pakal 

veedu.  

It was found that, on an average, only around one-fifth (19%) of the funds earmarked 

for the Special Plan for the Aged in the four sample urban local bodies was spent in 

the same financial year. In this respect, the performance of urban local bodies was 

much poorer than rural local bodies. While in two sample urban local bodies, about 

half of the funds earmarked for the special plan was spent in the same year, the 

performance of the two other local bodies was poor with less than a quarter of the 

allocated funds utilised. As in the case of gram panchayats, distribution of cots and 

construction and maintenance of pakal veedu are the two projects which consumed 

three-fifths of the total expenditure of the four sample urban local bodies. Other 

items of expenditure include LSGI share for Vayomithram, purchase of medicines for 

NCD clinic and maintenance of old age home.   
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Table 4.2: Allocation and Expenditure of Funds Earmarked under Special Plan for 
the Aged by Sample Urban Local Bodies in 2019-20 

Municipality/ 
Municipal 
corporation 

Scheme 
Allocation 

(Rs.) 
Expenditure 

(Rs.) 
Utilisation 

(%) 

Thalassery 

Municipality 

Construction and maintenance 
of Pakal veedu 

2500000 500000 20.0 

Distribution of cot for senior 
citizens 

3310350 812900 24.6 

Total 5810350 1312900 22.6 

Thiruvalla 

Municipality 

Distribution of cot for senior 
citizens 

1017900 0 0.0 

Vayomithram 1000000 1000000 100.0 

Total 2017900 1000000 49.6 

Karunagappally 
Municipality 

Vayomithram- share 1000000 1000000 100.0 

Scheme for senior citizen 1199930 0 0.0 

Purchasing of medicines & 
consumables for NCD clinic 

500000 499964 100.0 

Total 2699930 1499964 55.6 

Kochi 

Corporation 

Construction and maintenance 
of Pakal veedu 

21300000 2851271 13.4 

Maintenance of old age home 1600000 835845 52.2 

Construction and maintenance 
of Vayomithram Park 

1500000 0 0.0 

Physiotherapy equipment for 
Pakal veedu 

600000 0 0.0 

Snehatheeram project - senior 
citizen club related activities 

600000 0 0.0 

Glucometer for senior citizen 1890000 0 0.0 

Distribution of cot for senior 
citizens 

1000500 369706 37.0 

Distribution of cot for senior 
citizens - above 70 years 

3000000 0 0.0 

Distribution of cot for senior 
citizens - SC 

60945 43495 71.4 

Total 31551445 4100317 13.0 

Total for the 4 sample urban local bodies 42079625 7913181 18.8 

The state declared its Policy on Palliative care in 2008, which was later revised in 

2019. It was decided to implement palliative care under all local bodies, with the 
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involvement of local health institutions, voluntary organisations, and individuals. 

The allocation and expenditure for palliative care in the Grama Panchayats, 

Municipalities and Municipal Corporations is presented in Table 4.3.  

Table 4.3: Allocation and Expenditure on Palliative Care by Sample Rural 
and Urban Local Bodies  

LSGIs 
Allocation 

(Rs.) 
Expenditure 

(Rs.) 
Utilisation (%) 

Grama Panchayats: 

Chapparapadavu 1000000 867073 86.7 

Chittariparamba 1042447 1019773 97.8 

Pinarayi 661360 661360 100.0 

Thirunelly 500000 278985 55.8 

Pothanicad 421000 401575 95.4 

Chendamangalam 795470 776390 97.6 

Mulanthuruthy 700000 700000 100.0 

Alappadu 576526 507514 88.0 

Chathannoor 800000 738128 92.3 

Vettikavala 850000 828053 97.4 

Total for Sample GPs 7346803 6778851 92.3 

Municipalities: 

Thalassery 1293414 1121548 86.7 

Thiruvalla 2057500 1007895 49.0 

Karunagappally 1374004 1235887 89.9 

Total for sample 
Municipalities 

4724918 3365330 71.2 

Kochi Corporation 6818076 2512790 36.9 

Total for sample urban 
local bodies 

11542994 5878120 50.9 

Table 4.3 indicates that the grama panchayats were much more efficient than urban 

local bodies in utilising the funds earmarked for palliative care.  While the sample 

grama panchayats spent 92 per cent of such funds in 2019-20, the corresponding 

proportion for the sample municipalities was 71 per cent and just 37 per cent in Kochi 

Corporation. The sample GPs, on an average spent nearly Rs. 7 lakhs in 2019-20 
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towards palliative care. The average expenditure of sample municipalities was Rs. 

11.2 lakhs, and it was more than Rs 25 lakhs in Kochi Corporation.  

4.2.2. Budget of Block Panchayats for Elderly 

Table 4.4 presents the initiatives of the block panchayats under the Special Plan for 

the Aged. It is found that only one-third of the funds earmarked under the Special 

Plan was utilised in the same financial year.  Construction and maintenance of pakal 

veedu is the major expenditure item under this component.  Four-fifths (79%) of the 

total expenditure of the sample block panchayats under the Special Plan for the Aged 

is utilized for the construction and maintenance of pakal veedu.  Other projects of 

the sample block panchayats worth mentioning are Specialty clinic for senior 

citizens, facilities for senior citizens corner in libraries and projects for providing 

wheelchair, cots and for yoga training.  
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Table 4.4: Allocation and Expenditure of Funds Earmarked under Special Plan for the Aged by 
Sample Block Panchayats in 2019-20 

Block Panchayat Scheme 
Allocation

(Rs.) 
Expenditur

e (Rs.) 
Utilisati
on (%) 

Taliparamba 

Kannur District 

Construction and maintenance of 
Pakal veedu 

7679488 3376521 44.0 

Specialty clinic for senior citizen 44000 42000 95.5 

Total 7723488 3418521 44.3 

Kuthuparamba 

Kannur District 

Construction and maintenance of 
Pakal veedu 

140000 139652 99.8 

Facilities for senior citizen corner at 
Grandhashalas under library 

council 
500000 500000 100.0 

Total 640000 639652 99.9 

Mananthavady 

Wayanad District 

Construction and maintenance of 
Pakal veedu 

8051370 1900271 23.6 

Punarjani- share 300000 200000 66.7 

Furniture for Vanitha 
samuchayangal and cultural centres 

200000 0 0.0 

Total 8551370 2100271 24.6 

Kothamangalam 

Ernakulam 

District 

Construction and maintenance of 
Pakal veedu 

2899731 1651674 57.0 

Total 2899731 1651674 57.0 

Mulanthuruthy 

Ernakulam 

District 

Construction and maintenance of 
Pakal veedu 

1255364 677106 53.9 

Distribution of wheelchair for 
senior citizens 

80000 0 0.0 

Total 1335364 677106 50.7 

Anchal 

Kollam District 

Construction and maintenance of 

Pakal veedu 
1600000 0 0.0 

Distribution of cot for senior 
citizens 

1005000 997915 99.3 

Ayurveda medicines for senior 
citizens- ST 

250000 250000 100.0 

Yoga training for senior citizens 400000 36000 9.0 

Purchase of land for senior citizens 4000000 0 0.0 

Total 7255000 1283915 17.7 

Vettikavala 

Kollam District 

Construction and maintenance of 
Pakal veedu 

1000000 0 0.0 

Total 1000000 0 0.0 

Grand total for the sample Block Panchayats 29404953 9771139 33.23 

Note: Of the sample block panchayats, Paravur and Ithikkara did not earmark any funds for the 
Plan for the Aged in 2019-20.  
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Table 4.5 presents the details about the palliative care projects implemented by the 

sample block panchayats.  The analysis shows that the funds under the Special Plan 

for the Aged of the block panchayats are utilized mainly for secondary pain and 

palliative care.  It needs to be appreciated that only one-tenth of the funds earmarked 

for palliative care by the block panchayats remained unutilized at the end of the 

financial year.  
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Table 4.5: Allocation and Expenditure of Funds Earmarked for Palliative Care 
Projects by Sample Block Panchayats in 2019-20 

Block Panchayat Scheme 
Allocation 

(Rs.) 
Expenditure 

(Rs.) 
Utilisation 

(%) 

Taliparamba 

Infrastructure 
development of CHC 
palliative building 

395000 0 0.0 

Total 395000 0 0.0 

Kuthuparamba 

Pain and palliative care- 
share 

1100000 1100000 100.0 

Total 1100000 1100000 100.0 

Mananthavady 

Secondary pain and 
palliative care 

1032257 988397 95.8 

Total 1032257 988397 95.8 

Kothamangalam 

Secondary pain and 
palliative care 

1250000 1244620 99.6 

Total 1250000 1244620 99.6 

Mulanthuruthy 

Secondary pain and 
palliative care 

1400000 1400000 100.0 

Purchase of equipment for 
palliative care unit at CHC 

300000 54481 18.2 

Total 1700000 1454481 85.6 

Paravur 

Pain and palliative care 1000000 1000000 100.0 

Secondary pain and 
palliative care 

1250290 1146025 91.7 

Total 2250290 2146025 95.4 

Anchal 

Secondary pain and 
palliative care 

700000 452120 64.6 

Total 700000 452120 64.6 

Ithikkara 

Secondary pain and 
palliative care 

400000 376952 94.2 

Total 400000 376952 94.2 

Vettikavala 

Pain and palliative care- 
share 

1100000 1100000 100.0 

Secondary pain and 
palliative care 

400000 326175 81.5 

Total 1500000 142617`5 95.1 

Grand total for the sample Block Panchayats 10327547 9188770 88.97 
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4.2.3. Budget of Districts Panchayats for Elderly 

Table 4.6: Allocation and Expenditure of Funds Earmarked under Special Plan for the 
Aged by Sample District Panchayats in 2019-20 

District 
Panchayat 

Scheme 
Allocation 

(Rs.) 
Expenditure 

(Rs.) 
Utilisation 

(%) 

Kannur 

Ayurveda medical camp for senior citizens in 
ST settlements 

2000000 1700000 85.00 

Health club for senior citizens 1000000 0 0.00 

Construction/maintenance of Pakal veedu 1000000 0 0.00 

Total 4000000 1700000 42.50 

Wayanad 

Construction and maintenance of Pakal veedu 4706017 949008 20.17 

Construction of Agadi mandiram at 
Kuzhinilam in Mananthavady Municipality 

1246543 0 0.00 

Punarjani- project for the overall development 
of senior citizens 

7547490 5703430 75.57 

Project to make district hospital suitable for 
geriatric care 

8993383 2046400 22.75 

Total 22493433 1700000 7.56 

Ernakulam 

Construction and maintenance of Pakal veedu 2500000 431747 17.27 

Dementia screening camp 1119001 644001 57.55 

Panic alarm for senior citizens 1076003 857992 79.74 

Aluva district hospital senior citizens' ward 
construction 

13874770 458615 3.31 

Women's waiting room for senior women at 
ward 18 Vadakkekara GP 

1500000 0 0.00 

Renovation of Old age home and Dementia 
care centre Edavanakkad 

1000000 0 0.00 

Total 21069774 2392355 11.35 

Pathanamt
hitta 

Distribution of Bed to Senior Citizens - Share 
to Grama Panchayats 

5000000 0 0.00 

Kunnida Vridhasadanam Renovation 1550000 0 0.00 

Total 6550000 0 0.00 

Kollam 

Construction and Maintenance of Pakal veedu 26827944 1385196 5.16 

Construction of Old Age Home 8000000 0 0.00 

Sharanalayam Project- Old Age Home 1254000 1246000 99.36 

Total 36081944 2631196 7.29 

Grand total for the five sample District Panchayats 90195151 8423551 9.3 
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Details of the allocation and expenditure on schemes for the elderly in the sample 

District Panchayats are given in Table 4.6. It indicates that all the sample district 

panchayats have allocated substantial funds for projects for the welfare of the elderly 

in 2019-20.  But the utilisation is very low. Just 9 per cent of the allocation on elderly 

projects is spent in the same year. The highest utilisation rate is in Kannur district, 

where 42.5 per cent of funds earmarked for Special Plan for the Aged was utilised.  

In Pathanamthitta, even though two projects were included in the plan, the funds 

remained unutilised at the end of the financial year.  Funds are earmarked for Pakal 

Veedu by four out of the five district panchayats.  About one-third of the expenditure 

on Special Plan for the Aged in 2019-20 is spent on Pakal Veedu.  Some of the projects 

of the district panchayats worth mentioning include the project for supporting the 

renovation of old age home and dementia care centre (a project of Edavanakkad 

grama panchayat in Ernakulam district), dementia screening camp, construction of 

a ward for senior citizens in the district hospital at Aluva and making the hospital 

elderly friendly.   

As noted earlier, palliative care projects are beneficial to the elderly as they form 

majority of the beneficiaries of such projects. Table 4.7 presents the allocation, 

expenditure and utilisation of funds earmarked for palliative care projects by the 

sample district panchayats.  
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Table 4.7: Allocation and Expenditure of Funds Earmarked for Palliative Care Projects 
by Sample District Panchayats in 2019-20 

District 
Panchayat 

Scheme 
Allocation 

(Rs.) 
Expenditure 

(Rs.) 
Utilisation 

(%) 

Kannur 

Secondary palliative care 
programme 

1500000 1499999 100.0 

Pain and palliative care- share to 
GPs 

8000000 7306386 91.3 

Total 9500000 8806385 92.7 

Wayanad 

Secondary palliative care 
programme 

7500000 4196550 56.0 

Pain and palliative care- share to 
GPs 

158000 157703 99.8 

Total 7658000 4354253 56.9 

Ernakulam 

Secondary palliative care 
programme 

16918140 16917900 100.0 

Palliative care (homoeopathy) 1000000 939222 93.9 

Training programme for palliative 
care units 

1000000 737343 73.7 

Total 18918140 18594465 98.3 

Pathanamthitta 

Secondary palliative care 
programme 

264313 244370 92.5 

Pain and palliative care- share to 
GPs 

15094500 8601358 57.0 

Total 15358813 8845728 57.6 

Kollam 

Secondary palliative care 
programme 

2144270 1973708 92.0 

Palliative care (homoeopathy) 790465 729992 92.3 

Installation of AC at district 
palliative care training centre 
Kollam 

400000 0 0.0 

Nutritious food for bedridden and 
desolate scheduled tribes 

1000000 999975 100.0 

Naipunyam (training and related 
activities for home nurses) 

500000 0 0.0 

Total 4834735 3703675 76.6 

Grand total for the five sample district panchayats 56269688 44304506 78.7 
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Unlike in the case of the Special Plan for the Aged, nearly four-fifths of the funds 

earmarked for palliative care projects was utilised by the district panchayats. The 

district panchayats have spent substantial funds for secondary palliative 

programme. More than half (56%) of the funds spent on palliative care projects by 

the sample district panchayats is for this programme. The next important component 

of expenditure is the share of the district panchayat in the palliative care projects 

implemented by the grama panchayats (36%). These two categories of projects 

together constitute 92 per cent of the total expenditure of the sample district 

panchayats in palliative care. Another project worth mentioning is the training 

programme for personnel involved in palliative care.  

It is clear that the rural and urban local bodies are spending substantial funds for 

palliative care. Even though most of the local bodies earmark the mandatory 5 per 

cent of the normal share of General sector funds, SCP and TSP towards the 

development of aged and palliative care projects, the share is not maintained in 

actual expenditure due to low utilisation of funds earmarked for Special Plan for the 

Aged. The utilisation of funds earmarked for palliative care is much better than of 

the Special Plan for the Aged. The next section examines the details about the 

palliative care projects of the rural and urban local bodies in the state.  

4.3. Palliative Care 

Palliative care is meant to not only provide support to those suffering from terminal 

and long-term illness such as cancer, heart-lung-kidney disease, paralysis, and those 

in need of assistance from others (including the elderly and the disabled), but also to 

their family members who are their caregivers. Palliative care thus focuses on 

managing pain and providing emotional support to the patient as well as the family. 

Though not a programme meant exclusively for elderly, the likelihood of 

beneficiaries being elderly, especially among the bedridden, is higher.  

In each LSGI, there should be a primary care unit for palliative care. Though more 

units are envisaged if the population of the LSGI is high, this usually does not happen 

due to the costs involved. The Policy envisages that palliative care at the local level 

shall be provided by a group comprising of the doctor at the health centre, health 
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workers, palliative care nurse, ASHA worker, representatives of voluntary 

organisations engaged in providing home-based care, volunteers, 

NSS/NCC/SPC/Red cross members of the local educational institutions,  etc. 

However, at present, home visits are usually done by the palliative nurse and the 

ASHA worker, who are sometimes accompanied by ward members. As opined by 

the palliative nurse in one of the sample GPs, “It is impractical to expect the PHC doctor 

to make home visits as they already have so much work at the health centre. However, if we 

find any serious issue during home visits or the patient wants to talk to the doctor, we call 

them on phone or video call, and they immediately attend. There has never been an instance 

when the doctor has not attended to our call.” In Malappuram, which is the model for 

palliative care in the state, there is an active presence of NGOs and voluntary 

organisations, and they are working in tandem with the palliative care units of the 

LSGI. The palliative nurse in one of the GPs in Malappuram said, “We do not get the 

PHC doctor with us on house visits. In emergency situations when a visit by a doctor is 

required, we directly refer the patient to the ‘Malappuram Initiative in Palliative Care (MIP)’. 

Their team will always have a doctor and they would visit the house. Moreover, some 

painkillers can be bought only if a doctor prescribes it. For this as well, we often seek the help 

of doctors with MIP.” 

The Policy also envisages the involvement of the Ayurveda, Homeo and Sidha 

doctors in palliative care activities. But that happens only in some places, 

occasionally. It was reported only in one of the sample LSGIs that homeo/Ayurveda 

doctors accompany the nurse to the houses of patients who are taking medicines 

from them. The Ayurveda doctor and the Homeo doctor from two different sample 

LSGIs said that the doctor from the district hospital may accompany, but they have 

never been given such directive. However, the Ayurveda doctor from another LSGI 

added that they would like to be part of the initiative and would like to accompany 

the team on home visits at least once a week. It was also seen earlier that for many 

ailments, the elderly prefer Ayurveda and Homeo treatment. There are also elderly 

persons who said they require massage (uzhichil) for some ailment but have not been 

able to access it. It was seen in the review of the functioning of transferred health 

institutions by the Fourth Administrative Reforms Commission, Government of 
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Kerala that patients, especially elderly patients want Ayurvedic medicines and 

service to be provided through the palliative care machinery (GoK, 2021). The 

feasibility of providing such services should be examined.  

The primary responsibility of the unit is to visit the homes of patients who have 

registered for care. They are expected to visit at least 8 houses per day, and the visits 

are scheduled for 16 days in a month. It was seen earlier that majority of the elderly 

respondents who have palliative care units visiting them, the visits are happening 

once or twice a month. Very few respondents are being visited once every week. 

There was also a significant section where the palliative visits were done only 

occasionally. As part of the care routine, primary examination, wound dressing, 

insertion or changing of catheter, administration/delivery of medication and 

injection are performed. In addition, the policy states that the palliative care workers 

should also give training to the caregivers at home on how to perform these 

activities. However, the reality is that the unit hardly has time to provide all these 

services, opined the JHI of a sample GP. There are patients who require service at 

regular intervals (such as changing of catheter, dressing of wounds, etc.). The visits 

to such homes are mandatory. However, in the case of other homes, which are spread 

out in different areas of the LSGI, it is difficult to complete the house visits in 16 days. 

The difficulty in ensuring coverage of palliative services in tribal areas was pointed 

out by an elected representative, ASHA worker, and tribal promoter of Thirunelly 

GP. It was reported that though there are many bedridden and chronically ill among 

the elderly tribal people, palliative care services do not effectively reach them. There 

are cases wherein they have been bedridden following a fall or an accident. Since 

they are often located in remote locations, even identification of such cases for 

inclusion in the programme does not happen.  

President of one of the sample GPs said, “Currently it is just home visits that is 

happening as palliative care. There are many patients who require institutional care, and 

there are times when they require out of schedule of the home visits of the palliative care unit. 

However, in such circumstances, the care is not available, and they have to wait for the next 

visit by the palliative care unit. Moreover, many of these beneficiaries are suffering from 

mental and emotional stress, but there is no system to provide them mental support. The 
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palliative care units should also visit such patients at regular intervals to give them mental 

support.” The palliative nurse in another GP said that when cases which require such 

mental support are identified, they are referred to the Counsellor at the secondary 

care facility functioning in the Taluk hospital. However, it is not practical to expect 

bed-ridden patients to travel and get counselling service.  

With regard to availability of institutional support, an official with the NHM said, 

“It has been decided to reserve a certain section of beds in all inpatient hospitals for palliative 

care patients. In fact, it was originally envisaged for elderly patients, but now it is used for 

palliative care patients. However, most do not know of such a facility. Families who are aware 

of this facility, use them effectively.” The official also commented that, “Providing 

counselling becomes difficult as trained hands are required. However, the possibility of having 

volunteers with whom the patients can interact need to be looked into as most of the patients 

want to talk to someone. This is a much better service than counselling as it is one thing that 

gives them relief. Sometimes, small trips with the patients and caregivers are planned. Apart 

from this, small get together and cultural activities could also be planned.” 

An issue faced in palliative care is that the amount available for purchase of 

medicines is often limited. When the remuneration for the palliative nurse, the 

expenses for the home visit vehicle and driver are deducted, the amount available 

for medicine is often very little. Moreover, the price of drugs for ailments such as 

cancer is very high. This often makes it difficult to procure the required medicines. 

In addition to medicine, assistive devices and diapers are also required for many 

beneficiaries.  

Every year one day is commemorated as palliative care day and funds are raised by 

collecting money from the public. The quality of palliative services would depend 

on the quantum of funds mobilised. In many local bodies, food and clothes are also 

provided to the most needy among the palliative care recipients, with the help of 

voluntary organisations and individuals. Ambalavayal GP in Wayanad provides 

financial assistance to such needy patients under its Kaithang programme.  

Initiative for Rehabilitation and Palliative Care (IRPC) is a palliative project 

functioning across Kannur District. They have their offices and volunteer teams in 



Centre for Socio-economic & Environmental Studies (CSES)                                                         89 

each LSGI. Apart from the visits by the medical team, these volunteers also visit 

homes allocated to them at regular intervals to ensure care. They diligently follow-

up each of the beneficiaries and provide psycho-social support to the patients and 

their caregivers, if required. They also ensure that the beneficiaries are provided with 

food, medicines, and other necessities that they require.  

The MIP is another organisation that is functioning effectively with the co-operation 

of voluntary organisations and local bodies. They ensure to include volunteers in 

their home visit teams. For this, a panel of locally available volunteers is prepared 

and the days on which each volunteer is available is also recorded and the schedule 

followed diligently. In addition to this, in case of any emergency the patients can 

always contact the volunteers. The MIP functionaries provide not only psycho-social 

support to those in need, but other facilities as well. Moreover, the volunteers also 

are willing to provide services such as cleaning the house for patients/elderly who 

are alone, bathing the patient, etc. The provision of services is properly integrated.  

Role of NGOs and elderly welfare organisations is seen in non-palliative services as 

well. In the case of Kochi Corporation, HelpAge India is running two centres, in 

association with the LSGI, providing physiotherapy services to elderly. 

To ensure effective provision of palliative services, it is imperative that the LSGIs 

conduct surveys in a systematic manner to identify those in need of the service and 

plan it in accordance with their number, condition, physical location of houses, 

frequency of visit required, etc. There must also be a delegation of such duties to 

functionaries such as ASHA workers, Anganwadi workers, Kudumbashree workers, 

volunteers, etc. However, the roles and responsibilities of each type of provider 

should be clearly defined. Special programmes should be devised for tribal and 

coastal communities. Extensive efforts are required for mobilisation of funds which 

could also include donations and contributions from individuals and organisations. 

Assistance from NGOs, volunteers, students and NSS/NCC/SPC/Red Cross/Scout 

and Guide members should be sought. A system that works in association with other 

private palliative care programmes at the local body level also is necessary. Services 

of doctors should be ensured, including AYUSH doctors. The LSGIs could also seek 
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the services of doctors and other health care workers who are willing to provide 

voluntary services, especially those who have retired from the service. The services 

of counsellors of Kudumbashree and the LSGI level Gender Resource Centre can be 

sought.  

Volunteers and all the members of the home visit team should be given proper 

induction training and refresher training at regular intervals. Training and support 

programmes for informal caregivers within the family can also be organised. It was 

seen earlier that only 2 of the 32 informal caregivers interviewed as part of the study 

had received training from the palliative care unit on aspects of caregiving. Online 

training as well as printed guidelines could be given. Therapeutic food which is 

nutritious and with minimal wastage could be distributed among needy elderly.  

4.4. Pakal veedu 

It was seen in chapter II that there is a significant section of the elderly who would 

like to have a place where they could spend their day time with their peers, instead 

of sitting alone or idle at home. Pakal veedu which literally means day home or a 

home to spend day time is an intervention which has been undertaken in many of 

the LSGIs in the state. Many LSGIs have more than one pakal veedu in different 

localities/wards.  

Among the sample LSGIs, all except Vettikavala GP have pakal veedu. Further, two 

among them (Chapparapadavu and Chathannoor) have Sayamprabha homes, which 

are well-functioning pakal veedu that are upgraded with assistance from the SJD to 

include better facilities and activities.  

It was, however, seen that the attendance of the elderly in pakal veedu is quite low. 

It is observed that some of these centres are often built in in far flung areas with 

limited public transport causing problems in access. It is also seen that the attendance 

in Chapparapadavu, which has been upgraded to a Sayamprabha home is 

significantly higher. This is attributed to the active participation of an elderly 

association named Senior Citizens Forum which was instrumental in the setting up 

and running of pakal veedu in coordination with the LSGI. Active involvement of 
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such elderly groups/associations in the activities at the local level is likely to increase 

participation.  

Mulanthuruthy GP has attempted to introduce a different model of pakal veedu, 

alongside an Anganwadi in the GP. It is opined that elderly who are needy could 

also be given services such as nutritious food through the Anganwadi. Interaction 

between the elderly and the children could also be planned in a manner that could 

be beneficial for both, like an interaction between grandparents and grandchildren. 

It has not yet started functioning due to the COVID-19 pandemic. However, there is 

an inherent flaw in the design of the centre. The Anganwadi is located on the ground 

floor and the elderly day care centre on the first floor, which can be accessed only by 

climbing the stairs. There is no lift facility. This itself reduces access for the elderly. 

It is observed that even though there are pakal veedu in LSGIs and a major share of 

the Special Plan for the Aged of the LSGI goes into construction of pakal veedu, its 

actual utilisation is low in many places. LSGIs need to consider whether they need 

to spend such an amount on building an infrastructure with such low utilisation. It 

would be better if the LSGIs could find houses in good condition in easy-to-access 

locations in the GP and take it on rent for pakal veedu. This would help to earmark 

more funds for the recurring expenditure of the pakal veedu. Instead of focusing on 

building the infrastructure (that too often in remote locations), the LSGIs should 

focus on providing better services or activities for the elderly through these centres 

which should be decided with the involvement of the beneficiaries. 

4.5. Elderly Friendly Infrastructure 

Under the Rights of Persons with Disabilities Act 2016, LSGIs are entrusted with the 

responsibility of making all public institutions and public places disabled friendly. 

The envisaged changes are bound to benefit the elderly. In the case of elderly, efforts 

to make health care facilities elderly friendly have been put in place. However, it is 

observed that LSGIs prioritise facilities that provide allopathic treatment, i.e., PHC 

and above for renovation and infrastructure improvement. While these facilities do 

serve a larger number of patients, facilities providing Ayurveda and Homeo 

treatment also need to be made elderly friendly. In some LSGIs it is observed that 
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these dispensaries function on the top floor of a GP owned commercial complex or 

in some remote locality with limited access, which makes it difficult for the elderly 

to access these services. It is also observed that most facilities have ramps, while rails 

are not available in some. Facilities such as lifts were available more in higher level 

institutions. All health facilities have also been instructed to give priority to elderly 

patients. It is often seen that in hospitals where there are multiple counters, 

consultation rooms, medicine dispensation areas, etc. the information regarding 

giving priority to the elderly is not displayed in many facilities. Many elder persons 

are not aware of such a priority. 

Another initiative that LSGIs are seen to take is starting of a Vayojana Park, i.e., parks 

for the elderly are constructed wherein facilities to walk, sit and take rest are 

provided. While this is a good initiative, it is also observed that in some LSGIs, such 

parks are set up in locations difficult to access or in such a manner that they are not 

elderly-friendly. For example, parks are sometimes set up right next to a busy 

highway or junction, wherein it is difficult for the elderly to walk and come to or to 

enjoy their walk in the middle of all the hustle. It is important to ensure that such 

spaces for elderly should be created in places which are safe for the elderly to come. 

With respect to offices, many of the services of the elderly such as pension or 

assistance under other programmes need to be routed through the Akshaya centres. 

While there is a directive to make public offices elderly friendly, there is no such 

provision in Akshaya centres. It is important that such directives should also be 

implemented in Akshaya centres. It was also seen that elderly persons have difficulty 

in filling out forms and need assistance in such office related procedures. LSGIs must 

endeavour to have special counters or assistance providers for elderly in the offices 

as is seen in banks.  

4.6. Nutrition  

The Old Age Policy notes that undernutrition is a major cause of death among the 

elderly from the poorer sections of the society. As per the LASI-Wave I survey, one-

tenth of the elderly in the state are underweight. The Old Age Policy calls for a 

programme such as ICDS, wherein nutritious food could be provided to the elderly 



Centre for Socio-economic & Environmental Studies (CSES)                                                         93 

who are in need of such a support, by the LSGIs through the Anganwadis. Such 

programmes have been done or planned in some LSGIs. Under samposhanam 

programme of the SJD, selected beneficiaries from those registered in the 

Sayamprabha homes were being provided food. When the homes stopped 

functioning due to COVID, the supplies were given to the elderly at their homes. 

Alappadu, a coastal GP in Kollam started a programme to provide a kit of raw food 

products with high nutritive value to elderly aged 70 years and above from the 

fishing community in the GP. The items in the kit was decided based on the 

suggestions by a nutritionist. As regards implementing such a programme through 

the ICDS mechanism, it is reported that since the bifurcation of the departments, the 

co-operation and participation entirely depends on the willingness of the respective 

departmental functionaries at different levels. In Mulanthuruthy, as already 

discussed, a day care centre has been built along with an Anganwadi, and it is 

planned to provide food for the elderly as well once the day care starts functioning, 

post COVID.  

A well-appreciated initiative during the initial days of COVID and lockdown was 

the setting up of community kitchens. Kudumbashree units were entrusted with 

providing food at subsidised rates. For those who could not afford to pay, it was to 

be provided free of cost. Food was to be delivered to the houses of the elderly who 

could not cook or go out to buy. While the community kitchens are no longer 

functioning, there are still Kudumbashree outlets called Janakeeya hotels which 

provide food on subsidised rates. Facilitating delivery of food from such outlets to 

the elderly who need such a support may be considered. While persons who can 

afford to pay could be charged for the same, the LSGIs should bear the cost of the 

elderly who cannot do so. However, in the case of the elderly it is necessary to ensure 

that they get proper nutrition and that it is a diet compliant with the restrictions due 

to chronic conditions such as diabetes or blood pressure.  

4.7. Assistive Devices 

LSGI is the main provider of assistive devices for elderly. Provision of beds, walking 

sticks, etc. is done by many LSGIs. It was seen earlier that three in ten among the 
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elderly required some assistive device or aid; among them, there was significant 

demand for walking stick (27%) and bed (12%). However, it needs to be stated that 

provision of these devices or any assistance should be done based on the assessment 

of needs and then incorporate into the plans, rather than randomly deciding to give 

a few cots, or walking sticks, solely depending on the budget available. For example, 

7 per cent of the respondents said they do not have bed. So, such an assessment needs 

to be done before giving assistance.  

It is also seen that the demand for walking aids such as walker and wheelchair is 

higher among the elderly aged 80 years and above. Mobility is essential not only for 

their physical health but also for their mental health. However, it is to be pointed out 

that use of such aids also necessitates wheelchair friendly infrastructure in the homes 

as well as in public spaces, offices, hospitals, etc. that the elderly would have to visit, 

which is the responsibility of the LSGIs, as discussed earlier. 

4.8. Other Innovative Local-level Interventions  

4.8.1. Block-level Integration of Elderly Friendly Initiatives 

Thuneri Block Panchayat in Kozhikode district has been successful in implementing 

elderly-friendly programmes at the block level. The programme, which emphasised 

on creating elderly-friendly environment, was initiated in 2014-15. In the first stage, 

an elderly census survey was conducted in all the 7 GPs in the Block Panchayat 

(Purameri, Edachery, Nadapuram, Valayam, Thuneri, Vanimal, and Chekkiad GPs). 

The average number of elderly persons in a GP was found to be 2160. Vayojana Sabha, 

a gathering comprising of the elderly, was conducted in every GP. A Vayojana Sevana 

Kendra started functioning at the Block Panchayat centre. In this centre, daily 

gatherings were organised and were regularly attended by at least 30 senior citizens. 

Facilities such as board games, TV, Coffee vending machine, exercise equipment and 

a library with 3000 books have been provided in the centre with the help of 

sponsorships from well-wishers. Food was also distributed to those who come to the 

centre through sponsorship. A facilitator was appointed at the centre to look after its 

functioning. 
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Yoga training camps and medical camps were other major initiatives of the Block 

Panchayat under the elderly-friendly programme. Medical camps were conducted 

in every GP to identify lifestyle diseases among the elderly in the Block Panchayat. 

In addition, free homoeopathic medical camps were also conducted. Further, mobile 

clinics were organised in the GPs in association with private hospitals. 

During the pandemic, when the functioning of NCD clinics was affected, a project 

was constituted exclusively for kidney and diabetic patients and medicines worth Rs 

7 lakh was arranged through donations and was distributed among the elderly 

population with the help of the Rapid Response Team. Since the onset of the COVID-

19 pandemic, all gatherings of the elderly are suspended. 

Activities were carried out in association with Sayoojyam Vayojana Sabha, an elderly 

organisation with strong grassroots level network within the block panchayat. The 

future plans of the Block Panchayat include the construction of better infrastructure 

facilities like parks and walkways exclusively for the elderly, and to set up a legal 

assistance cell to attend to the grievances of the elderly.  

 Thuneri Block Panchayat has tried to address the issues of the elderly in a 

systematic way. Firstly, the planning was based on primary data. Secondly, 

the Block Panchayat was successful in finding private sources of funding for 

conducting various programmes such as creation of infrastructure, providing 

food and medicines and conducting medical camps. Thirdly, the presence of 

an elderly association/network helped in encouraging participation of the 

elderly and better represent their demands and concerns in dialogues with 

the authorities.  

4.8.2. Arimpur Grama Panchayat: An Innovative Model for Local Governments  

Arimpur Grama Panchayat in Thrissur district has done appreciable work for 

improving the life of elderly in the panchayat.  In 2016-17, a household survey was 

conducted to understand the issues of the elderly. The survey, conducted by the 

Anganwadi workers, found that 15 per cent of the population is aged above 60 years. 

It was identified that there were more females than males among the elderly, and the 
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living conditions and mental health of widowers and people living alone are very 

poor. This realisation led the local body to identify the major problems faced by the 

elderly and work towards preparing a master plan to resolve them.  

Elderly grama sabhas were conducted in each ward prior to preparing the master 

plan. A Vayojana Vikasana Seminar was organised in the panchayat in coordination 

with KILA for the first time in Kerala, and it saw an overwhelming participation of 

the elderly (258 participants). A master plan was prepared incorporating the 

learnings and suggestions in the seminar and grama sabhas.  The master plan 

included aspects such as age-friendly health services, palliative care, social security, 

legal assistance, elderly participation, elderly-friendly planning, elderly-friendly 

public places and infrastructure, family strengthening, income generation activities, 

IEC activities for changing social perceptions and skill upgradation.  

On 1st October 2019, on the International Day of Older Persons, Vayojana Vikasana 

Rekha prepared by the Grama Panchayat was released by the MLA by handing over 

a copy of the report to the District Collector.  Cultural programmes for the elderly 

were also organised in connection with the event. The performance of a music band 

formed by senior citizens of the panchayat was also organised as part of the event. 

4.8.2.1. Constitution of Vayojana Clubs and Panchayat Vayojana Samiti 

Elderly groups named Vayojana clubs were formed in all the 17 wards of the 

panchayat to coordinate the elderly-friendly activities. The Vayojana clubs included 

all the elderly in the ward and was based in Anganwadi centres. The Anganwadi 

worker is the Convenor and ward member is the Chairperson of the club. If there 

were multiple Anganwadis in a ward, the Anganwadi worker where the activities of 

the club are centred will be the convenor and the other Anganwadi workers will be 

co-convenors.  

The Vayojana club constituted a committee that also functioned as the ward level 

Jagratha Samiti (vigilance committee). The meetings of Vayojana club are organised 

in the Anganwadis. Even before the panchayat decided to constitute Vayojana club 

in all the wards, three such clubs were functioning in different localities but without 
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any link with the panchayat.  The activities of these clubs also might have influenced 

the decision to constitute Vayojana clubs in all the wards.  

At the panchayat level, a “Vayojana Samiti” was constituted with representation of 

elderly (nominated) from all the Vayojana clubs. The panchayat President is its 

Chairperson and ICDS supervisor is the Convenor and this committee coordinate 

and supervise the activities of Vayojana clubs. 

4.8.2.2. Activities 

A calendar that included a detailed activity plan for each month was formulated by 

the Vayojana Samiti and was circulated among the Vayojana clubs10. The activities 

included identifying folk songs and their documentation, identifying regional 

cultural practices and their documentation, collection of books and reading 

materials, vegetable cultivation, ward level cultural competition, preparation of local 

cuisines, training in papercraft and traditional skills, counselling and mental health 

awareness, awareness on legislations for the elderly, training of volunteers in 

palliative care, film screening etc. 

A pakal veedu was constructed as a joint project of the GP and the District Panchayat 

on land received as a donation. Anganwadis with sufficient land and facilities were 

identified as satellite pakal veedu, and Vayojana club functions in them. These forums 

functioned to address the issues of the elderly. At the same time, the main Pakal veedu 

was transformed into an Elderly Resource Centre, which provided services such as 

railway ticket reservation, payment of insurance premium, and application and 

renewal of pension. Medical camps were conducted in the centre, and food was also 

provided in the camp through sponsorship. The clubs took the lead to facilitate the 

institution of separate queues for the elderly in the hospital, ensuring the availability 

of geriatric medicines and training for doctors and nurses in geriatric care. Elderly-

friendly infrastructure such as ramps was built-in bus stands, health centres, schools, 

and panchayat office. The panchayat also initiated plans like the provision of free 

medicines (Allopathic and Ayurvedic) and food supplements through PHCs for the 

                                                        
10 Refer annexure III 
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elderly. In addition, classes were conducted for groups of elderly on lifestyle and 

geriatric diseases.  

A legal cell was formed to help the elderly who were facing mental and physical 

harassment from their children and other relatives, especially regarding the transfer 

of property ownership. Jagratha Samithi was formed with the participation of the 

elderly and youth to keep a check on such incidents.  

Recognising the need for activities for leisure and entertainment of the elderly, a 

music band comprising of elderly was formed, and they were given the opportunity 

to perform in the functions of the GP. The practise sessions and performances were 

reported to be a great stress reliever for the elderly. The elderly were also taken on 

annual excursion trips.  

Further, the need for income generation activities was also identified in the meetings 

with the elderly.  Therefore, training workshops on making handicrafts, paper bags, 

candles, pens, etc., were held. Further, the panchayat plans to engage the elderly in 

farming activities and find a market for the crops within the panchayat.  

4.8.2.3. Pandemic and New Opportunities 

Most of the activities came to a standstill during the pandemic and the subsequent 

lockdowns. This was when the Panchayat Vayojana Samiti decided to provide online 

awareness classes to people on Covid-19. With the help of KILA and some elder 

persons in the panchayat, training was provided to Anganwadi workers in the 34 

Anganwadis. In turn, they provided five classes each to the beneficiaries of their 

Anganwadi. Thus 170 classes were organised.  

This initiative led to including Kudumbashree in providing the classes at a larger 

scale. Kudumbashree provided one Kudumbashree Resource Trainer (KRT) for 30 

households. The KRTs were trained by three expert resource person groups 

mobilised by the Panchayat Vayojana Samiti in coordination with KILA. The team of 

trainers included doctors, psychiatrists, poets, social activists etc. The training of 

trainers was done virtually, and it included classes on physical and mental health, 

social issues and general awareness. A module was also prepared based on the 

training to impart the same to the public. 



Centre for Socio-economic & Environmental Studies (CSES)                                                         99 

The KRTs gave intimation about the classes in the morning, and the classes were 

conducted in the evening. Thus, 702 virtual classes were organised with the help of 

Kudumbashree Resource Trainers. This activity helped to establish a channel for 

communication to the households and provided space for engagements for the 

women who were graduates/post graduates but were not working. Kerala Sasthra 

Sahitya Parishad also provided the requisite academic and technical support for the 

conduct of these classes.  

A Help desk was constituted during the pandemic. The members of the Vayojana 

Samiti took turns (shifts of 8 hours) to cater to the calls that came to the help desk. 

They mobilised  the voluntary and political associations working in the panchayat to 

deliver services based on the requests that came to the help desk. The help desk also 

received support from doctors in the panchayat who undertook teleconsultation to 

those in need. 

Based on the experience, the Panchayat Vayojana Samiti identified some aspects of 

the life of the elderly during the pandemic which are detailed below: 

 Loneliness, mental health issues and increasing stress among the elderly. 

 Lack of bystanders for elderly during hospitalization and support systems to 

visit institutions. 

 Difficulties in procuring medicines and food. 

 Many of them are willing to pay for the services but there is a lack of service 

providers. It was also identified that there are others who are not able to pay 

for the required services. 

 There is a need for database of the elderly who require services on a 

continuing basis, palliative care, elderly living alone etc. which has to be 

compiled at the ward level.  

Thus, a project to support the elderly was conceived based on the needs identified 

by the panchayat. During the pandemic, the elderly, especially those living alone, 

had sought assistance from the GP for various services. So, a  local labour bank for 

providing services to the elderly was formed. Under the project, 80 volunteers across 

the LSGI have already been identified to provide services for the elderly. This 
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includes the elderly who have recently retired and Kudumbashree Resource 

Trainers. The services would be paid or unpaid based on the economic status of the 

beneficiary. The services provided would be decentralised, and ward member who 

is the convenor of the Vayojana club will take up requests from those in need and 

would connect the service provider to them. The panchayat plans to list the different 

services that would be provided and also publish the rates. This will be displayed 

publicly and circulated among the people in the panchayat. The panchayat also 

intends to set aside a fund for reimbursing the service providers who provide 

services to those who cannot afford them.  

The activities that have been identified now are: 

 Companionship: Under this aspect, the needs of the elderly living alone or 

requiring a companion to share things, support them or relieve them of their 

loneliness or provide companionship for a short duration in the absence of 

their family will be addressed. 

 Bystander: The elderly who require someone to accompany them to hospitals 

or other institutions or requiring assistance during hospitalisation will be 

provided services. 

 Volunteering: Under this aspect, the elderly and the youth in the panchayat 

would be brought together. For instance, the vayojana club can encourage 

senior citizens to lease out lands for organic farming, and the youth may be 

involved in helping out with the same. Certificates for social service may be 

disbursed to the youth who support the activities of Vayojana club.  The 

youth may also be involved in transportation of the elderly and in delivering 

medicines and food, etc. These services would ensure pocket money for them. 

 Skill Development: The elderly can be trained to perform activities of their 

interest such as bookmaking, paper crafts, local cuisines etc. The 

Kudumbashree workers have received training for such activities, and their 

services may be utilised. 

 Community Counselling: A team is to be constituted at the panchayat to help 

the elderly who face stress, anxiety and other mental health issues. 
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The project is in its initial phase of implementation. Though the initiative is the need 

of the hour, the effectiveness of its implementation will be known only  when it is 

fully implemented. Aspects such as how to provide services for elderly who do not 

have the means to pay for the services, elderly who default on payments, 

incompatibility between caregivers and elderly seeking assistance, etc., can occur 

once the project starts functioning. The exact needs to be assessed after a year to see 

whether it is a success/failure.  

Arimpur GP needs to be appreciated and emulated for developing a comprehensive 

plan with different components to address the needs of the elderly. The plan 

formulation was facilitated by using data and the involvement of elderly groups. The 

constitution of a legal cell and vigilance committee is an intervention that can be 

taken up by other LSGIs. Even though still in its initial phase, the training and 

creation of a local labour bank for caregiving and allied services is a promising 

endeavour. The pilot model needs to be provided support, assessed, and perfected 

to develop into a model intervention that could be replicated elsewhere. 

4.8.2.4. Key Factors 

 The initiatives for the elderly in the panchayat are spearheaded by the elderly 

in the panchayat who are retired and have been in various administrative 

positions in the government. The willingness to organise the elderly in the 

panchayat and their relentless efforts in providing elderly care are a major 

driving force in the success of the activities in the panchayat. Such a pool of 

elderly are available in all GPs and this potential should be utilized while 

formulating an elderly care plan elsewhere. 

 The network with organisations such as KILA, KSSP, Pensioner’s 

organisations etc., helped in mobilizing resource persons, academic support 

etc. for the initiatives. 

 The establishment of a structure at the grassroots level within the community, 

including community-level workers such as Anganwadi workers, helped to 

mobilise and communicate directly with the stakeholders and their families. 
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The meetings were also organised locally and in the Anganwadis after 3 PM, 

which was suitable for the elderly to access and attend. 

 The services provided and solidarities forged during an adverse situation 

such as a pandemic helped create goodwill among the public about the 

Vayojana Samiti and its functioning. By maintaining these networks, and 

reciprocating them for elderly care activities is a possibility like that of the 

Kudumbashree Resource Trainers. During the pandemic, they were 

identified and are now being integrated into the new elderly care project as 

caregivers/volunteers. 

 The coordination with civil society organisations such as an NGO named 

Sumitra, identifying resource persons such as school teachers and doctors and 

providing them responsibilities, coordination with political parties are other 

important aspects that helps to expand the scope of the activities. 

 The preparation of an activity calendar helped the Vayojana clubs to organise 

their activities regularly throughout the year. 

4.8.3. Age Friendly Panchayat 

Manickal Panchayat in Thiruvananthapuram was declared as an age friendly 

panchayat in 2014 through a resolution passed by the panchayat committee. Based 

on the resolution, a survey of all the elderly in the panchayat was carried out by the 

Anganwadi workers and coordinated by the ICDS supervisor. Sensitisation of 

various actors involved in the project were carried out to brief them about the project 

and also to garner their support and participation in the activities. The participants 

of the sensitisation programmes included  ward members, GP staff, medical officers 

from all streams of medicines, Sub-centre staff, ASHA workers, Anganwadis 

workers, heads of all transferred institutions, police officials, heads of civil society 

groups and residents’ associations, MGNREGA and Kudumbashree functionaries, 

etc. 

Initially, ward level meetings (Vayojana Sabhas) of all the elderly were convened by 

the ward members. Each Anganwadi had a Vayojana Sabha attached to it. An 

executive committee (maximum 11 members) was elected. Ward member was the 
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chairperson of the Vayojana Sabha, Anganwadi worker was the Convenor while two 

representatives in the Ward Sabha were selected as Vice chairperson and Joint 

convenor. The committee then nominated two members from amongst themselves 

to represent the ward at the Vayojana Council (panchayat level). The Vayojana 

Council had 45 members. The panchayat President was the Chairperson and the 

ICDS Supervisor was the Convenor of the council and two elderly representatives in 

the council were selected as vice chairperson and joint convenor of the council. 

It was decided that Ward Sabhas will convene once a month and Panchayat council 

once in two months. The monthly meetings of Vayojana Sabhas were coordinated by 

the Anganwadi Workers and mostly happened in the Anganwadi premises in the 

evening. The members of ward sabhas undertake home visits to inquire about the 

welfare of elderly. Further, they identify the issues, needs and concerns of the elderly 

at the ward level and inform these to Vayojana council which represents them at the 

panchayat for solutions. 

Public infrastructure such as panchayat building, roads, bus stops were made elderly 

friendly by providing ramps, marking crossings, creating footpaths, providing 

seating arrangements, etc. in coordination with the Public Works Department. 

Further, all new constructions were ensured to be elderly friendly. Priority is given 

to elderly by eliminating queues for them in accessing services across institutions in 

the GP. Awareness classes were organised for shop keepers, children, and public to 

treat elderly with respect and kindness and to engage in friendly conversations with 

them.  

 The strength of the Manickal model is the organisation of a system of elderly 

representation starting from the ward level. The structure of Vayojana sabhas 

(ward levels) to the Vayojana Councils (panchayat level) can be replicated in 

other LSGIs. Association or forums for senior citizens can intervene 

effectively by representing their issues at the LSGI as evidenced from similar 

structures such as senior citizens forum in Kannur.  
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4.8.4. Health Club for the Elderly 

Muttil Grama Panchayat in Wayanad District started a Health Club for senior 

citizens in 2017-18. The project aimed to engage elderly who were sitting idle and 

alone at home in exercises to help them in NCD management. Apart from training 

them in yoga and exercise, the project also envisaged to conduct periodic health 

check-ups so as to bring in necessary changes in the exercise routine, if required. 

The health club started functioning in the mini-conference hall adjacent to the Pakal 

veedu under the Panchayat. Necessary equipment was procured, and services of an 

instructor was ensured. The sessions were conducted in two batches, one in the 

morning and one in the evening, with a strength of 25 in each batch. Apart from 

interested elderly who joined the club, elderly who were found to be in need of 

exercise were also referred to the club by the volunteers under Snehasparsham 

programme, another project of the GP for NCD management. Under Snehasparsham, 

which was started in 2017-18, two volunteers from each ward along with ASHA 

workers were given training under the guidance of the Health department to 

conduct tests for BP and blood sugar. These volunteers visit homes and undertake 

the required tests. Testing equipment and uniforms were distributed as part of the 

scheme. The tests were carried out for a minimal amount of money. 

The health club project was shelved due to some political issues.  As regards 

Snehasparsham, it came to a halt due to the COVID-19 pandemic. Some ASHA 

workers are still conducting home visits and testing. 

 The initiative of the GP to encourage elderly to take up physical exercise 

through the setting up of an elderly club needs to be appreciated. However, 

the same should have been done with the involvement of the elderly and in a 

manner comfortable to them. The major highlight of this model is the referral 

system of how the elderly in need of exercise were identified and referred to 

the clubs. However, sustainability of such initiatives needs to be ensured. 

4.8.5. Elderly Collectives: Sayamprabha Clubs 

Eravipuram Grama Panchayat in Pathanamthitta district started the project 

‘Sayamprabha Clubs’ in 2018-19 for senior citizens. These clubs are set up at the 
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Anganwadis to bring together senior citizens to engage them in activities for their 

relaxation. Before the clubs were formed, data regarding all the elderly in the 

panchayat were collected and their issues were identified. 

There are 27 Sayamprabha clubs attached to the 27 Anganwadis in the GP, spread 

across the 17 wards. The club comprises of all the elderly aged 60 years and above in 

the GP who do not have mobility issues. Before the pandemic, meetings were held 

in the respective Anganwadis every Friday. 

The clubs strive to identify the needs of its members and provide services and 

assistance accordingly, including organisation of medical camps such as Ayurvedic, 

Homeopathic, Allopathic, Dental and Ophthalmology. Excursions were also 

organised for the members. 

A committee was constituted at the panchayat level comprising of the key office 

bearers of the clubs. The panchayat receives suggestions from this committee for 

devising plans for senior citizens and a gramasabha of senior citizens approves such 

schemes. One such major initiative was the distribution of nutrition kits to vulnerable 

senior citizens who have been identified through the initial data collection exercise. 

These kits were distributed to 4 to 8 people in each ward.  

In addition, the Panchayat provides dentures from its funds under the project 

‘Mandahasam’ and assists elderly requiring eye surgery and care. The GP also 

organised an electric auto rickshaw service for the transportation of elderly and 

pregnant women who are availing services from the FHC. In emergencies, they used 

to visit the homes and bring them to the health facility. Further, there is an open gym, 

badminton court and yoga training facility near the FHC which are accessible to all. 

In addition to the Grama Panchayat funds, they have capitalized on the funds from 

Block Panchayat, CSR funds of various companies and contributions to carry out 

such activities. 

 A significant aspect of this model is the identification of vulnerable sections 

among the elderly by collecting primary data. The panchayat was able to 

utilize the collected data and plan an intervention for them. This exemplifies 

the relevance of incorporating and utilising data for planning and 
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interventions. Further, the panchayat was able utilize funds at their disposal 

and organise funds from other sources like CSR initiatives which can be 

replicated in other LSGIs. 

4.8.6. Ensuring Access to Health Care to Elderly 

Noolpuzha Panchayat in Wayanad district is the GP with the second highest tribal 

population in Kerala. The only health care facility in the GP is the PHC, which has 

now been upgraded to FHC.  

Apart from improving infrastructure facilities in the PHC, including facilities for 

teleconsultation with specialists, the PHC embarked on an E-health programme and 

adopted systems for online booking for medical consultation, medical records, and 

medicine supply management. Electronic Health Record (EHR) with details of all the 

treatments patients have undergone are available in this portal for the registered 

users. This helps in continuity of treatment as the records can be accessed by the 

hospital as well as referral hospitals. When a patient takes an OP ticket from the 

counter, their OP ticket number will be linked to the file comprising their medical 

history. This will help tracking of the disease burden and monitoring of health 

conditions as well as general and seasonal medicine requirements. By the application 

of E- health programme, the FHC will be able to track the high-risk elderly and 

vulnerable groups and their disease symptoms and can prescribe tests and other 

medicines if needed. In addition to this, the GP facilitated free transportation 

facilities for senior citizens, women and the tribal population residing within a 5-km 

radius of the hospital for which an electric auto rickshaw was purchased, a first such 

project in the public health care sector of the State. The facility increased access for 

the elderly to the FHC. This can be replicated in other PHCs/FHCs in the State. 

Noolpuzha Panchayat invested Rs. 2 lakhs for buying the e-auto and the hospital 

driver was assigned to drive the auto.  The facility can be organised in other 

PHCs/FHC by creating a pool of local taxi/auto drivers to transport elderly to the 

health facility for consultations and back to their houses. The transportation expenses 

can be reimbursed based on the distance travelled. Such an arrangement will reduce 

the capital cost of purchasing the vehicle, its maintenance and for engaging a driver.   
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 The initiative of improving access to the FHC for the elderly by providing free 

transportation is commendable. The same could also be provided through tie-

ups with local auto/taxi drivers. The FHC should also prioritise high risk 

elderly and address their needs. 

4.8.7. Facilitating Home Testing through Santhwanam 

One of the LSGIs that have facilitated the functioning of Kudumbashree’s 

Santhwanam volunteers for home testing facilities is the Nedumpana Grama 

Panchayat in Kollam district. The GP set aside Rs 1.5 lakh in its annual Plan 2017-18 

for the programme. Five volunteers in the GP were trained to conduct NCD tests at 

the doorstep. The GP disbursed Rs. 30,000 per person as loan subsidy for purchasing 

two-wheeler and testing equipment. The entire GP was divided into five areas, and 

each volunteer was assigned a locality. They used to visit houses as well as conduct 

testing camps at Anganwadis and other public places before the pandemic. 

However, following the pandemic, only one of the five trained volunteers are still 

engaged in providing the service. It was also reported that being an LSGI funded 

initiative, people were hesitant to pay the service fees, though the same was very 

minimal. 

 Giving assistance to the volunteers and training them for screening for NCDs 

is an initiative which can be replicated in LSGIs. Designating areas and fixing 

a schedule will help the volunteers as well as the beneficiaries to plan and 

coordinate it well. However, it must be ensured that the volunteers are being 

remunerated and the initiative is sustained.  

4.9. Conclusion: Learning from the LSGI experiences 

Based on the programme-based discussion and the analysis of the LSGI budgets 

undertaken in this chapter, this section summarises the lessons that have been learnt 

from these experiences and elements that surface as key to ensuring implementation 

of programmes that would benefit the elderly. 

Data-driven Planning: The importance of data-driven planning has been illustrated 

in models of elderly care seen in Arimpur GP, Thuneri BP and Manickal GP. Before 

devising programmes for the elderly, a survey among the elderly should be done to 



Centre for Socio-economic & Environmental Studies (CSES)                                                         108 

identify their needs and to identify the vulnerable among them, such as bedridden 

elderly and elderly living alone. Projects should then be based on the needs that are 

identified. The LSGI functionaries should source data required for planning either 

from the available existing sources or by undertaking surveys if needed. For instance, 

in the wake of COVID-19, ASHA workers and Anganwadi workers have collected 

details of the elderly in the local bodies. A registry of all senior citizens can be 

formulated from such data, based on which ageing plans and policies can be 

implemented at the local level. Thus, projects can be curated to the needs of the 

elderly such as bedridden, elderly living alone and so on. The data also needs to be 

updated regularly.  

Grama Sabha: Senior Citizens Grama Sabha, wherein the programs for the elderly 

are discussed and formulated was envisaged to be held in every ward. However, it 

is now being held for the entire GP only once in a year. The need to increase the 

frequency of gramasabhas and localise these meetings to the ward level is felt. 

Attending through virtual means could also be explored. Younger members of the 

family or volunteers could facilitate the virtual attendance of the elderly. 

Constitution of Elderly Networks/Councils: The elderly may be organised into 

councils or networks starting from the ward to panchayat levels. This council may 

assist the panchayat in formulating plans and projects for the elderly. Such a system 

was seen to be effective in Manickal GP and in the case of senior citizen's forum, in 

Chapparapadavu GP. Such a decentralised local level organisation/network can act 

as a pressure group and also mobilise and represent the issues of the elderly with the 

local governments. 

Shelf of works: A shelf of works that could be taken up as elderly programmes may 

be prepared at the state level and provided to the local bodies from which they can 

select, and plan based on data considering their local requirements and need. 

However, this should not preclude them from initiatives to address the locally 

identified needs.  

Response Team: At the ward level, a quick response team should be formed 

comprising elected representatives, ASHA workers, Anganwadi workers, 
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Kudumbashree representatives, volunteers, and representatives of elderly 

association for the welfare of the elderly in emergencies and crises. Such systems that 

were formed during COVID may be sustained. 

Pakal veedu/ Day Care Centres: Day care centres or pakal veedu are functioning in 

LSGIs. The primary concern raised regarding these centres is the difficulty in 

accessing them due to their location and lack of transportation. LSGI may consider 

taking building spaces on rent in areas accessible to everyone in the panchayat. The 

Special Plan for the Aged can then be used for more productive purposes than 

spending huge amounts on building pakal veedu. The functioning of such centres 

may be devolved to ward level elderly councils. LSGIs can also tie up with local auto 

drivers to facilitate transport of the elderly to and from the centres.  

Staff: After the bifurcation of the Social Justice Department, there is no departmental 

staff member at the local level. ICDS Supervisor or CDPO from the Women and 

Child Development Department are undertaking activities of the Department of 

Social Justice at the LSGI level. The lack of coordination arising from officials being 

from another department, bureaucratic hurdles, etc., were voiced by DSJOs and 

other officials across the district offices of SJD. An official at the local level would 

help coordinate the activities of the elderly and serve as a nodal point between the 

LSGI and the SJD. The appointment of a caretaker/facilitator is currently sanctioned 

in the Sayamprabha homes by SJD. This caretaker/facilitator may function as a 

Vayojana Coordinator at the LSGI level.  

Orientation for Functionaries: In the primary survey of elderly conducted as part of 

the present study, it was found that 44 per cent of participants contact elected 

representatives when they require information regarding any government schemes 

or programmes. Therefore, there is a need to conduct orientation programmes on 

different schemes and programmes introduced by the government for the 

functionaries at the local level. This could be undertaken by KILA who is in charge 

of training elected representatives. Further, handbooks may be distributed to elected 

representatives, community-level workers such as ASHA workers and Anganwadi 
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workers outlining the recurring schemes, the general time of the call for applications 

and the deadline for submitting applications, the eligibility criteria for schemes, etc. 

Application Forms: Application forms for various schemes and services including 

that of the maintenance tribunals should be made available at the LSGI. The MWPSC 

Act mandates that the application forms for complaints be made available at the 

LSGIs, but it was absent in all the sample LSGIs under the study. Assistance to fill 

these forms also need to be ensured in the various offices. 

Elderly Friendly Spaces/ Infrastructure: There is a need to create more elderly-

friendly spaces. Buildings of day care centres built or rented out should be ensured 

to be elderly-friendly. The creation of other public infrastructure in the panchayats 

should also follow the same rule. A guideline or manual for the construction of 

elderly-friendly buildings may be made available with all LSGIs. These may be 

followed in public places as well as for building houses. 

Jagratha Samithi / Vigilance Committees: According to the Social Welfare 

Department regulation 1997, vigilance committees shall be constituted at all levels, 

from the ward to the district. However, most of them are no longer operational. The 

vigilance committees' mission is to address the issue of denial of liberty, rights 

abuses, and atrocities against the elderly and prevent such tragedies from happening 

again. Such committees should be constituted, and representatives of the panchayat 

level elderly councils should become a part of them. 
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SAYAMPRABHA HOMES 

CHAPTER V 

5.1. Introduction 

Loneliness is a major issue that the elderly encounter due to the demise of their 

partners, migration of sons/daughters, family members engaged otherwise in jobs, 

education, etc. Kerala Old Age Policy 2013 envisions an old age centred around one's 

own home and family. Therefore, the Social Justice Department came up with a new 

initiative called "Sayamprabha Home" that provided day care facilities in 

cooperation with LSGIs to combat and address the issue. A range of activities 

designed to meet the physical, emotional and social needs of the elderly are to be 

provided in these Homes. These include facilitating social interaction among peers, 

providing yoga classes, meditation, counselling services, legal aid, physiotherapy, 

medical check-ups, food (at least two times for those who suffer from malnutrition). 

The initiative intends to provide these benefits to a minimum of 20 elderly aged 60 

years and above in a Sayamprabha Home. 

The implementation responsibility of the Sayamprabha homes lies with the District 

Social Justice Officer at the district level and with the ICDS supervisor at the LSGI 

level. If more than one ICDS supervisor is in the LSGI, the Child Development 

Programme Officers (CDPO) delegates the responsibility to one supervisor. The 

programme mentions that a bank account should be created in a nationalised 

bank/cooperative bank as a joint account of the LSGI secretary and ICDS Supervisor, 

and funds are to be transferred to this account. Further, to implement the 

programme, a caregiver should be appointed on contract basis with an educational 

qualification of minimum Plus two and should have undergone three months 

training in geriatric care. The appointment should be carried out by the ICDS 

supervisor with the approval of the Panchayat/Municipal Council. The selection 

committee comprises of the Chairperson of the LSGI, Welfare Standing Committee 

Chairperson, Medical Officer (PHC), LSGI Secretary and ICDS Supervisor. A 
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maximum of Rs 14,000 is provided as remuneration, and the contract is fixed for a 

year. 

The monitoring of Sayamprabha home is done by a committee comprising of the 

LSGI Chairperson, Welfare Standing Committee Chairperson, concerned ward 

members, Allopathic doctor, Ayurveda doctor, Homeopathic doctor, CDS 

Chairperson, CDPO, Sub Inspector of Police, Village Officer and Panchayat 

Secretary. Further, the functioning of the Sayamprabha home is to be managed by a 

management committee constituted by the concerned LSGI in the lines of the 

management committees in other government welfare institutions. 

Based on the data provided by Social Justice Department, currently, there are 82 

Sayamprabha homes and 2 Model Sayamprabha homes in the state. The functioning 

of two Sayamprabha Homes in the sample LSGIs visited by the study team were 

identified and examined. Apart from this, the functioning of the Model Sayamprabha 

Home in Neyyattinkara municipality was also examined in detail.  

5.2. Sayamprabha Home in Chapparapadavu, Kannur District 

The Chapparapadavu GP started a Pakal veedu (day care centre) in 2014 at Thalavil.  

The Pakal veedu was constructed in the land donated by a well-wisher which was 

facilitated by the Senior Citizens Forum which is active in the locality.  

Sayamprabha Home, Chapparapadavu GP, Kannur 
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The Pakal veedu in Thalavil was upgraded as a Sayamprabha home by SJD in 2020, 

considering its performance. The institution is under the Taliparamba Block 

Panchayat. The Senior Citizens Forum currently manages the Home in the absence 

of a caregiver and its secretary acts as interim caretaker. The Forum is also part of a 

GP level committee, which provides suggestions for elderly care and welfare in the 

GP.  

The Home is located in Ward 18 of Chapparapadavu GP and the beneficiaries are 

from wards 1, 2, 17 and 18.  There are 135 registered members in the Sayamprabha 

home.  Of them, 60 per cent are women. All the registered members of the Home are 

also members of the Senior Citizens Forum. At present, less than 40 members actively 

participate in the activities of the Sayamprabha home.  

The institution is open in the evenings only. The members visit the institution once 

in a while. Some of them visit the institution to read newspapers or use the exercise 

equipment available there. Around 60 beneficiaries used to participate in the 

monthly meetings, which were followed by a general discussion. Other activities 

organised before the pandemic in the institution included yoga classes conducted by 

a trainer (postgraduate in Yoga), which was a voluntary initiative, medical camps 

organised by IRPC and the GP and picnics organised by the Senior Citizens Forum. 

However, all activities were stopped during the pandemic.  

Table 5.1: Items Received from District Social 
Justice Office, Kannur 

Item Number 

Treadmill 1 

Exercising Cycle (fixed and with seat) 1 

Weighing Scale 1 

Carrom Board set with stand 1 

Chess Board 1 

Plastic Bucket (13L) 1 

Plastic Mug 1 

Steel Glass 10 

Easy chair (Charu Kasera) 4 

                                  Source: Primary Survey, 2021 
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Social Justice Department has provided the Sayamprabha home with certain facilities 

(Table 5.1), when the Pakal veedu was upgraded as a Sayamprabha home. However, 

due to space constraints, these facilities are accommodated in the main hall. It also 

needs to be pointed out that in the absence of a facilitator, use of facilities such as 

treadmill or exercising cycle by the elderly without supervision should not be 

encouraged. 

Table 5.2: Items Brought by the 
Sayamprabha Home through Donation 

Item Number 

Chair (with arm) 14 

Chair (without arm) 61 

Rack 4 

Table 2 

Speaker 2 

Mike 1 

Mike stand 1 

Amplifier 1 

Clock 1 

Bucket 2 

Pot 2 

Tray 2 

Lids for vessels 2 

Strainer 1 

Stool 4 

National Flag 1 

Senior Citizens Forum Flag 2 

Cups 3 

Glass 87 

Pen drive 1 

Broom 3 

                                                                         Source: Primary Survey, 2021 

The Sayamprabha home was able to procure many other things (Table 5.2) through 

donations from well-wishers which was facilitated by the Senior Citizens Forum. 
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The institution functions in a building with an area of 700 sq. ft. and has a main hall, 

a washroom and an office room which also functions as a storeroom. The walls are 

damaged due to moisture and require maintenance. The area outside the building is 

covered and tiled. Due to lack of space, all members cannot be accommodated at the 

same time in the hall. During monthly meetings, some beneficiaries have to sit 

outside the room due to shortage of space. There is no scope for further expansion 

as the institution is situated in 3 cents of land.  

During the pandemic, nutrition kits were provided by the Social Justice Department 

to selected members prioritised on the basis of vulnerability (bedridden and 

widows).  

5.3. Sayamprabha Home in Chathannoor, Kollam 

The Sayamprabha home in Chathannoor GP is functioning in the 13th ward of the 

panchayat. It has not been functional for the past two years partly due to the 

pandemic and partly due to the absence of a caretaker to manage the centre. Before 

it was closed down, there were 17 beneficiaries in the institution who were from the 

ward where the institution is located and adjoining wards. The facilities in the 

institution include resting rooms separately for men and women with attached 

bathroom and reading room with television. The space of the Sayamprabha home is 

now used as a lodging facility for ambulance drivers with the  108-ambulance 

service. 

The institution is located in an interior place with limited access to public 

transportation, which is a major deterrent for the beneficiaries in using the facility. 

Therefore, the panchayat officials informed the study team that the GP is planning 

to introduce transportation facilities to bring elderly from all wards (18 wards) to the 

Sayamprabha home.  

Before the pandemic, the beneficiaries were provided food and refreshments. 

However, even though the programme's objectives mentioned that providing 

nutrition to the malnourished elderly is a major activity in the Sayamprabha home, 

the provision of food and refreshments had to be discontinued due to an audit 

objection on the expenditure incurred for this purpose. Other activities in the 
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institution included monthly medical check-ups organised jointly with PHC, yoga 

practice organised in association with AYUSH.  A yoga trainer was engaged by 

paying honorarium. However, the programme had to be discontinued as the 

guidelines says that a minimum of 20 people should participate in the yoga to 

disburse the honorarium and the number of participants was less than 20.  

Initially, a caregiver was appointed who was mainly involved in cooking food and 

was paid Rs 14000 as monthly honorarium. However, the fund (Rs 2.5 lakhs) 

disbursed by SJD in 2018 was used up for the honorarium of the caretaker, and the 

post remains vacant now due to non-availability of further funds from SJD. The 

panchayat has now decided to appoint a caregiver using its funds. 

5.4. Model Sayamprabha Home, Neyyattinkara Municipality 

The Sayamprabha Multi-Service Day Care Centre was inaugurated on June 18, 2018. 

It is designated as a model by the SJD and is run by HelpAge India. There are 

currently 20 beneficiaries who regularly utilise the services. Except for one 

beneficiary, all the others are women. There are three staff members in the 

institution: a coordinator who is a trained social worker (MSW), a physiotherapist 

(BPT), and a cook.  

 

 

 

 

 

 

 

 

 

 

 
Model Sayamprabha Home Neyyattinkara, Thiruvananthapuram 
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The Sayamprabha home functions six days a week and remains closed on public 

holidays. The coordinator narrated a typical day in the institution before the COVID 

pandemic and said that the beneficiaries were picked up from their homes by around 

9:30 AM. The institution does not own a vehicle. Hence, a vehicle is hired (tempo 

traveller) on contract for picking up and dropping of elderly. The beneficiaries are 

from the municipality and living within 10-kilometre radius of the institution. A 

prayer is organised at 10 AM followed by yoga class for the elderly by a trained yoga 

instructor. Everyone participates in the class. The yoga was tailored to the needs of 

the elderly and was not physically demanding.  

The beneficiaries are provided breakfast as soon as they reach the institution as some 

of them skip their breakfast due to reasons such as non-availability of food, issues 

with children at home, etc. Further, the elderly are engaged in activities such as 

gardening, cutting vegetables, assisting the cook, maintaining the kitchen garden, 

etc. The kitchen gardens were well maintained and yielded enough vegetables to 

meet the needs of the institution. However, some anti-social elements destroyed the 

kitchen garden, who took advantage of the absence of a boundary wall. The closure 

of the institution during the pandemic also affected the kitchen garden. 

Other activities included awareness classes by doctors from the health centre and by 

advocates on the Maintenance and Welfare of Parents and Senior Citizens Act. The 

official also mentioned that the elderly in the group was allowed to share their 

knowledge among their peers. For instance, a beneficiary who had retired as Nursing 

Superintendent shared her knowledge on hygiene and health whereas retired 

teachers provided literacy classes to illiterate beneficiaries. The institution has a 

computer, and those elderly who are interested are also provided education on how 

to operate computers and use Microsoft word. 

Further, training programmes were also organised occasionally for making candles, 

ornaments, lotion, soaps, snacks and paper craft products. Some elderly who are 

interested in such activities pursued them even during the pandemic. For instance, a 

beneficiary makes decorative items using paper cups, straws, etc., and sells them to 

her neighbours and others. The beneficiaries also make snacks which were sold in a 
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festival organised by the Municipality. A stall was allotted for the institution in the 

festival where they could sell their products.  

An official remarked that "the elderly cannot be put to work and it is a leisure activity for 

them, and they earn something out of it. If we think of generating income, then production 

should be maximised. Such pressure will affect the elderly physically and mentally. Also, it 

isn't easy to find channels for marketing such products regularly as we are also occupied with 

our work here. We provide raw materials free of cost for them and they make things according 

to their interest and put the learning from their training to practice. The walls in this building 

are adorned by the handicrafts created by the elderly." 

A graduate in Music provided music therapy before COVID, which was later 

discontinued due to the pandemic. The institution also celebrated special days and 

festivals like Onam, Christmas, etc. The cultural programmes and performances of 

the elderly in different costumes were the main highlights of such festivities. The 

friends and family of the elderly are invited to such occasions, and the elderly 

perform in front of them. The elderly from this institution also performed at VJT Hall 

in Thiruvananthapuram city before a minister in a general gathering. 

Physiotherapy continues throughout the day. The service of the physiotherapist is 

need based and individual attention is extended. The physiotherapist said, 

"Physiotherapy equipment is available at the institution, and we also provide free service to 

the elderly who live near the institution even if they do not attend the Sayamprabha Home. 

There is a huge demand for physiotherapy from people from all over the Municipality." 

Lunch is provided to the elderly at 1 PM, and after that, some elderly take rest while 

others watch television. The institution has beds in separate rooms for men and 

women. At 4 PM, the elderly are provided tea and snacks, and then they disperse 

after the national anthem. Three elderly who live in the vicinity walk to their homes, 

and the others are dropped to their homes in the vehicle arranged by the institution. 

Apart from this, the institution had organised picnics and tours for the beneficiaries 

free of cost. They were taken for boat rides in Alappuzha and Kanyakumari.  A staff 

member recollected that "these trips were informal, and they were asked to sing and dance 

and after initial inhibitions they all enjoyed the trip and were requesting us to organise more 
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such trips in future. There are people in our midst who have never travelled to Trivandrum 

city, which is hardly 20 Km away and have not had food in a restaurant. We had made such 

things possible for them, and we could see their smiles and tears of gratitude in experiencing 

something they never deemed possible, which was also rewarding. We were also planning to 

organise an air trip for them, but the COVID situation forced us to postpone the plan. We 

also celebrate birthdays of all the elderly in the home, and such experiences were new for most 

of them." 

With the cooperation of HelpAge India, the institution had also set up eye care 

camps, physiotherapy camps, Ayurveda and Siddha classes. 

The institution was used by Vayomithram to distribute medicines. During the 

pandemic, medicines were collected from Vayomithram personnel and distributed 

to beneficiaries of the institution at their houses. Moreover, the staff also used to 

undertake house visits and distributed medicines to people in the ward and 

neighbouring areas who were earlier utilising the Sayamprabha home to collect their 

medicines from Vayomithram. Thus Sayamprabha home also serves as a centre for 

the Vayomithram in the neighbourhood. 

The snacks provided for the elderly are mostly steamed and prepared with minimal 

sugar and salt, and the elderly can add them according to their needs. The breakfast 

comprises idli, oats, cornflakes, etc. Fish is included in the lunch on most days and 

substituted with chicken twice or thrice a week. Fruits are provided on all days after 

lunch. The staff decides the menu, and they procure supplies from the nearby store. 

They have to keep procuring things daily as there is no refrigerator in the institution.  

The physiotherapist opined that "a refrigerator would be beneficial to store medicines and 

also helpful for physiotherapy like for cold therapy". 

Kudumbashree had formed a "Muthassi Ayalkootam", an Elderly NHG with all 

members of the Sayamprabha Home just before the onset of pandemic. However, 

due to the COVID situation, there were no further activities. 

COVID situation has disrupted the functioning of the institution, and they had to 

stop providing services for the elderly. Adapting to the challenges, they conducted 

webinars and organised meetings through Zoom and Google meet. The elderly used 



Centre for Socio-economic & Environmental Studies (CSES)                                                         120 

their own smartphones or those of their children. The children were informed about 

such meetings to facilitate the attendance of the elderly. The staff also included those 

who could not attend the webinars/meetings by organising conference calls and 

adding all the elderly in the call. The staff opined that these activities helped the 

elderly in reconnecting with their friends in the Sayamprabha home.  Webinars were 

organised on using gadgets such as mobile phones, mask making, mat making, etc. 

Also, days such as elder abuse awareness day were organised with online 

discussions and programmes. Children from schools in the Municipality 

participated in the webinar and performed (cultural programmes) along with the 

elderly. 

Tele consultations and tele counselling were arranged for the elderly in need, and 

the staff routinely enquired about the wellbeing of the elderly through phone call. 

There are about 150 books stored in a rack. The staff visits the houses of the 

beneficiaries and delivers books to the elderly who wishes to read. The elderly have 

completed reading all the books at the institution's disposal and more books are 

required. Further, home visits were undertaken to distribute various things to the 

beneficiaries such as saplings and seeds (vegetables) procured from the 

Municipality, Homoeopathic medicines for the prevention of COVID, two food kits 

(one by HelpAge India and the other by the SJD) and hygiene kits (included 

sanitisers, masks and other essentials provided by HelpAge India). Further, 

vaccinations were arranged in the institution for the beneficiaries.  

Interactions with the beneficiaries revealed that the home was a relief to all of them 

and helped them escape from loneliness, monotony and boredom. Three out of the 

five beneficiaries interviewed responded that they would like accommodation 

facilities arranged in the home to stay back in case of emergencies. 

5.5. Comparison of the Sayamprabha Homes and the Model 

In the study, two different types of Sayamprabha homes were examined. Senior 

Citizens Forum manages the Sayamprabha Home in Chapparapadavu, and that in 

Neyyattinkara is run by HelpAge India. 
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5.5.1. Beneficiaries and Participation 

With its grassroots networking and community outreach, the Senior Citizens Forum 

brings in more beneficiaries and their participation in the functioning of the 

institution. The institution is synonymous with the Forum, and their work is 

intertwined as the institution also functions as the Forum's office. The idea that the 

home is run by the elderly gives it wider acceptance among the community, and the 

democratic processes involved in decision making through monthly meetings also 

adds to it. It is to be noted particularly that the elderly as a group could mobilise 

opinions and act as a pressure group to get their collective demands materialised 

through dialogues with the LSGI.  

On the contrary, the model Sayamprabha home in Neyyattinkara brings in 

beneficiaries by providing transportation facilities. The field enquiry revealed the 

difficulties in mobilising and bringing beneficiaries to the institution as it has not 

received wider acceptance among the public. Men are disinterested in spending their 

time in the institution, which is evident in the lack of male beneficiaries.  

A significant aspect is the timing of the institution. While the model Sayamprabha 

home at Neyyattinkara functioned six days in a week from morning till evening, the 

other Sayamprabha homes did not have a structured timing for its functioning. This 

can be attributed to the absence of regular staff. 

As envisaged in the Kerala Old age policy 2013, the involvement of elderly 

organisations and groups should be promoted, and it is evident from the study that 

their involvement could mobilise people and improve their participation in the 

activities of the institution. In addition, the institution embedded within the 

community would also act as a medium for the elderly to collectively organise and 

voice their demands. 

5.5.2. Availability of Staff 

The availability of professional staff helped to coordinate activities in the model 

Sayamprabha home at Neyyattinkara and adapt the activities to the challenges posed 

by the pandemic. However, the other Sayamprabha homes could not function well 

in the absence of staff for managing the affairs of those institutions. Even when a 
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member of the Senior Citizens Forum was found managing the affairs, the lack of a 

full-time staff restricted the home’s functioning. 

5.5.3. Provision of Food 

The Kerala Old Age Policy 2013 and the Sayamprabha home programme envisages 

provision of better nutrition among the elderly. The Sayamprabha programme 

envisages provision of food twice daily for the elderly who are malnourished. There 

was audit objection on the expenditure incurred for the provision of food in 

Chathannoor Grama Panchayat which deterred them from such initiatives. The 

Model Sayamprabha home provides food and refreshments, which is one reason for 

the continued participation of beneficiaries. The LSGIs may be permitted to provide 

food or refreshments for the elderly in such institutions. Further, donations for 

providing food in these institutions shall be facilitated. However, the availability of 

a single caretaker under the current system would be a hurdle in food preparation 

in the institution. Hence, alternate arrangements should be considered. 

Collaborating with, households or hotels in the neighbourhood, organising a tie up 

with Kudumbashree unit by utilising the facilities of Janakeeya Hotel or working 

community kitchens (if any) in the LSGI to meet the food requirements are some of 

the options that could be explored. 

5.5.4. Monitoring and Management 

The management committee is non-existent in the Sayamprabha homes visited. In 

the Model Sayamprabha home, occasional visits are undertaken by the welfare 

standing committee chairperson and officials from the Directorate of Social Justice. 

In the Sayamprabha home in Chapparapadavu, decisions are taken by a monitoring 

committee set up by the Senior Citizens Forum. Therefore, it becomes pertinent to 

look at the fact that a democratic monitoring system is in place in the Sayamprabha 

Home in Chapparapadavu, which was formed as an initiative of the people when 

formal structures failed to create such a mechanism. This points towards the elderly 

taking ownership of the institution. 
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5.5.5. Donations 

The institution could capitalise on donations which is exemplified by the 

Sayamprabha home in Chapparapadavu. They could find land and also had brought 

in many resources through donations. Thus on the overall functioning and also in 

provision of services like food, the idea of donations can be thought of not by private 

individuals alone but also by collaborations with civil society organisations. 

5.6. Developing Sayamprabha Homes as Centres for Healthy Ageing 

According to WHO, healthy ageing is about creating environments and 

opportunities that enable people to do what they value throughout their lives 

through functional ability, ensuring their well-being. Functional ability is about 

having the capabilities to allow people to be and do what they have reason to value, 

including meeting their needs, learning, growing and making decisions, being 

mobile and active, building and maintaining relationships, and contributing to 

society. Therefore, an essential requisite to healthy ageing is living in environments 

that include community, home, and society that support and maintain one's intrinsic 

capacity (mental and physical capacities) and functional ability (WHO, 2020). 

Sayamprabha homes can function as a driver for developing intrinsic capacities of 

the elderly and also enabling and promoting them to do things they value, thereby 

promoting healthy ageing. To develop the physical capacities, the Sayamprabha 

homes already provides certain examples. Physical activities such as Yoga, mild 

exercises with equipment such as thread mill, cycles under supervision can be 

organised in the institutions. Infrastructure and facilities, though not adequate, are 

already available in the Sayamprabha homes. A facilitator can guide and coordinate 

the physical activities. 

The activities in the institution should keep the elderly engaged both physically and 

mentally, like maintaining kitchen gardens, creating handicrafts, encouraging the 

elderly to take up mild income generation activities in coordination with 

Kudumbashree, providing literacy classes, promoting cultural activities, etc. 

Moreover, the examples of the elderly performing in front of their friends and family, 
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going on tours/picnics, engaging in social interactions and peer discussions will 

develop their intrinsic capacities. 

The Sayamprabha homes can promote civil engagements of the elderly to contribute 

largely to the society and also engage themselves actively. The elderly as a group 

may be involved in providing services or encouraged to take up voluntary initiatives 

of public interest. This can be assisted and carried out in coordination with various 

elderly associations/forums and Vayojana clubs.  

The availability of services of a part-time psychologist could help the elderly manage 

the many woes they face due to the increasing social tensions due to multiple factors 

such as loneliness, migration of children, death of partners, disputes with family 

members, anxiety and fear of death, etc. It may be noted that the Kerala Old Age 

Policy suggests the provision of counselling and psychological support to the elderly 

in need. 

Sayamprabha homes can become centres to facilitate ICT enabled independent living 

for the aged.  

For instance, providing digital literacy will help solve problems such as social 

isolation by engaging in social communication with family and friends virtually, 

 

A set up for imparting digital literacy at Model Sayamprabha Home, Neyyattinkara 
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especially among the elderly living alone. The training will also help the elderly 

understand the basic functions and operations of a mobile phone, like setting 

reminders for tasks like administering medicines or alarms for switching appliances, 

etc. Further, accessing application-based public services or gathering information, 

purchasing goods, utilising telemedicine or tele consultation facilities, etc., becomes 

easier. It also helps the elderly who have reduced mobility. Awareness and training 

can also be imparted to monitor health using digital devices and gadgets. For 

example, some mobile applications count footsteps and track fitness. Further, 

caregivers can also be trained to use ICT in their caregiving, which will ease their 

tasks. 

5.7. Conclusion 

Sayamprabha homes can thus function as centres to promote healthy ageing in the 

community. The community health education campaign anchored in the institution 

targeting NCDs and prevention strategies, lifestyle, etc., can be imparted to the 

community to improve the quality of life of people from an early stage onwards. 

Further, awareness classes on self-care, training for informal caregivers, generating 

public interest and responsibility on home-based care can be provided through these 

institutions. 
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CARE HOMES FOR THE ELDERLY 

CHAPTER VI 

6.1. Introduction 

Kerala is the one state with the largest number of old age homes and inmates in the 

country. One of the major programmes of the SJD is the running and management 

of old age homes in the state. There are 16 government old age homes, out of which 

12 have been transferred to the respective local governments while the other four 

care homes are exclusively for elderly inmates with disabilities. In addition, there are 

84 government-aided private care homes in the state for which the government 

provides grants. Including these, a total of 623 old age homes are registered with the 

Orphanage Control Board. Apart from these, a large number of unregistered private 

care homes and retirement homes are functioning in the state. 

As part of the study, six government old age homes in the state were visited. Of them, 

institutions in Kollam and Kannur are under the Second Innings Home project, 

which is an initiative to upgrade the Government old age homes into model 

institutions for elderly care. In this regard, the government has associated with a not-

for-profit organisation named Hindustan Latex Family Planning Promotion 

Trust (HLFPPT) in the functioning of these institutions. The Government Old Age 

and Full-time Dementia Care Centre, Edavanakkad functions in association with a 

non-profit organisation called Alzheimer's and Related Disorders Society of India 

(ARDSI). This institution caters to both people with dementia (irrespective of their 

age) and the elderly. The Home for Physically Handicapped & Aged, Wayanad and 

the Government Old Age Home in Ernakulam and Pathanamthitta are the other 

institutions covered by the study. 

As part of the study, interactions were held with the officials in the Home, which 

included superintendents, other staff, social workers, etc. Inputs were also gathered 

from district social justice officers, members of the Orphanage Control Board, elected 
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representatives and civil society groups. Two private old age homes were also visited 

to understand their functioning. Due to the pandemic situation, no visitors were 

allowed in the institutions and permission was not granted to interact with the 

inmates due to their vulnerability. 

6.2. The Inmates 

All the sample institutions covered under the study were started in the 1990s except 

the Government Old Age Home and Full-time Dementia Care Centre in Ernakulam, 

which was started in 2015. The sanctioned strength of the sample Old Age Homes 

and their occupancy rate is presented in Table 6.1.  

Table 6.1 Sanctioned Strength, Actual Strength and Occupancy Rate of Sample 
Institutions 

Name of the Institution Sanctioned Strength Actual Strength Occupancy Rate 
(in Percentage) 

Old Age Home, 

Pathanamthitta 
100 41 41 

Old Age Home, 

Ernakulam 
50 45 90 

Home for Physically 
Handicapped & Aged, 
Wayanad 

50 28 56 

Government Old-Age & 

Full-time Dementia care 

Centre, Ernakulam 

25 21 84 

Second Innings Home, 

Kollam  
100 100 100 

Second Innings Home, 

Kannur 
100 51 51 

Total  425 286 67 

 Source: Primary Survey, 2021  

Among the sample Homes, only the Second Innings Home in Kollam, with a 

sanctioned strength of 100, registered full occupancy at the time of the survey. The 

overall occupancy rate of the sample Homes is 67 per cent. Thus, one-third of the 

sanctioned strength remains unfilled despite high demand for admission. The 

occupancy rate was the lowest in the Old Age Home in Pathanamthitta (41%). The 
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occupancy rate in two other Homes (Wayanad and Kannur) was also below 60 per 

cent.  The authorities pointed out that space constraints, staff shortage and lack of 

infrastructure and facilities are the major reasons for not admitting inmates as per 

the sanctioned strength. It was pointed out that a part of the infrastructure available 

in the old age home in Ernakulam was handed over to the health department to run 

an urban primary health centre. 

6.2.1. Age and Gender Composition of Inmates 

Among the six old age homes covered by the study, three institutions had more male 

inmates, and three had more female inmates (Table 6.2). Women constituted 44 per 

cent of the inmates of the all the sample Homes together.   

Table 6.2.: Institution-Wise Gender-Segregated Data of Inmates 

Name of the Institution  Male Female 

Old Age Home, Pathanamthitta 18 23 

Old Age Home, Ernakulam 20 25 

Home for Physically Handicapped & 

Aged, Wayanad 19 9 

Government Old-Age & Full-time 

Dementia care Centre, Ernakulam 13 8 

Second Innings Home, Kollam  68 32 

Second Innings Home, Kannur 22 29 

Total 160 126 

Source: Primary Survey, 2021  

The majority of the inmates in the sample institutions are in the age group of 60- 80 

years (Table 6.3). Many of them are healthy and carry out their activities without 

much external assistance. Some of them can be involved in activities that will engage 

them mentally and physically. One-fifth of the elderly inmates are aged above 80 

years.  Many of them are bed ridden and require continuous care. The Second 

Innings Home, Kannur and Old Age Home, Ernakulam had 82 per cent of the 

inmates between 60-80 years. The Government Old Age Home, Pathanamthitta has 

maximum (39 per cent) of inmates aged above 80 years. 
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Table 6.3: Institution-Wise Age Segregated Data of Inmates 

Name of the Institution Below 60 
years 

60-80 years Above 80 
years 

Old Age Home, Pathanamthitta 0 25 16 

Old Age Home, Ernakulam 0 37 8 

Home for Physically 

Handicapped & Aged, Wayanad 
0 21 7 

Government Old-Age & Full-time 

Dementia care Centre, Ernakulam 
0 15 6 

Second Innings Home, Kollam  6 82 12 

Second Innings Home, Kannur 1 39 11 

Total 7 219 60 

Source: Primary Survey, 2021  

Few inmates aged below 60 years are found in the two Second Innings Homes at 

Kannur and Kollam. These inmates were referred to the institution by the 

department in the absence of other care institutions to accommodate them. After 

admission, such inmates continue to live in these Homes. Similarly, sometimes the 

elderly who are brought to the institutions through court order or by the police 

continue to stay in these institutions for long. Some of the inmates are migrants from 

other states brought into the institutions in a similar manner. A staff in one institution 

said, "At the beginning when they are brought to us, they don't even understand Malayalam. 

Also, they don't recollect anything about their home or family. We have three inmates from 

other states here. They understand Malayalam now, but there is no scope for rehabilitation or 

finding their family". 

An official with SJD pointed out that "The homes keep some seats vacant for admission in 

emergency. There are situations where police, civil society groups, elected representatives, or 

the public inform us about elderly with no assistance wandering on the streets or needing 

institutional care. Under such circumstances, normally we refer them to private elderly care 

institutions, but when they decline, we need to find a place for the elderly in the government 

institution." 
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6.2.2. Vulnerability of Inmates 

Among the elderly in the institutions there are different vulnerabilities, and those 

who are bedridden and are orthopedically challenged are greater in number (Table 

6.4). Across all the old age homes visited, it was found that the elderly in the 

institutions were grappling with several mental health issues. Mentally challenged 

refers to people who are deficient in their intellectual quotient or are retarded 

whereas mentally ill refer to those with poor mental health and require medical 

intervention. The mentally ill and mentally challenged formed a major vulnerability 

amongst the inmates. Unfortunately, the absence of the services of a Psychologist 

and Psychiatrist and the discontinuation of their occasional visits due to COVID 

protocol led to many elderly stopping their psychiatric medications thereby leading 

to deterioration of their mental health status. Hence routine visits of a psychiatrist 

and psychologist should be made mandatory in all homes. Currently, the services of 

both psychiatrist and a psychologist are available only in the Old Age Home in 

Ernakulam. The service of a psychologist is provided every Tuesday, whereas a 

psychiatrist visits the institution once a month. 

Table 6.4: Vulnerability of Inmates in Sample Institutions 

Vulnerability Number of Inmates Percentage to Total 
Inmates 

Orthopedically Challenged  37* 12.9 

Visually Challenged  22 7.7 

Hearing Impaired  17 5.9 

Mentally Ill 29 10.1 

Mentally Challenged 22 7.7 

With Chronic Diseases 31 10.8 

With Memory Loss 37** 12.9 

Bedridden 40 14.0 

Source: Primary Survey, 2021  
* Includes 5 inmates who are orthopedically challenged from the Home for Physically 
Handicapped & Aged, Wayanad; ** Includes 19 inmates with dementia from the 
Government Old-Age & Full-time Dementia Care Centre, Ernakulam 

The need for providing assistive devices and utilising assistive technology was also 

observed in the study. For instance, field enquiry revealed that many inmates in the 
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sample institutions require hearing aids. Further, the advances in technology should 

be capitalised on and used in old age homes to ease the staff's workload, such as in 

caring for the bedridden. Every institution included in the study had at least one 

bedridden inmate, and the maximum number of bedridden inmates was 13 in the 

old age home, Pathanamthitta. Beds with levers and automatic adjustments or bed 

hoists will relieve the staff of lifting the elderly manually multiple times. Moreover, 

bed alarms, a speedy and easier way to alert the officials in emergencies, should be 

introduced in all Homes. Collaboration for more such initiatives could be thought of 

with the Kerala State Centre for Assistive Technologies and International Centre for 

Free and Open Source Software (ICFOSS). 

6.3. Staff 

There are vacant posts in all the sample institutions (Table 6.5). The vacant positions 

include that of Superintendent, Matron, Cook or Nurse. Sometimes, the 

superintendent is given additional charge to manage another homes. For instance, in 

Ernakulam, the Government Old Age Home and the Old Age and Full-time 

Dementia Care Centre is managed by the same person. Further, the superintendent 

in the Home for Physically Handicapped & Aged, Wayanad, also functions as a 

probationary officer and as senior superintendent with the district social justice 

office. An official with SJD remarked that "Managing two homes is difficult. It is tedious 

because the institutions are located at a distance". The officials also reported that it is 

challenging to manage the affairs of the home satisfactorily with staff shortage, 

which is leading to inadequate provision of services to the inmates.  Table 6.5 shows 

that nearly one-fourth of the sanctioned strength of the permanent staff remains 

unfilled. There is only one sanctioned permanent staff at the Government Old-Age 

and Full-time Dementia Care Centre which is also vacant.  
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Table 6.5:  Sanctioned Strength and Actual Strength of Permanent Staff 
in Sample Institutions 

Name of the Institution Sanctioned 
Permanent Staff 

Actual Permanent 
Staff in Position 

Old Age Home, Pathanamthitta 9 8 

Old Age Home, Ernakulam 10 9 

Home for Physically Handicapped 

& Aged, Wayanad 
6 5 

Government Old-Age & Full-time 

Dementia care Centre, Ernakulam 
1 0 

Second Innings Home, Kollam  10 7 

Second Innings Home, Kannur 10 8 

Total  46 35 

Source: Primary Survey, 2021  

Apart from the permanent staff, the Homes temporarily engage staff on contract 

basis.  The Second Innings home, Kannur has more contractual staff. The block 

panchayat appointed two persons and HLFPPT appointed 10 persons on contract 

basis in the Second Innings Home, Kannur. Except the Superintendent, all other 

positions in the Government Old-Age & Full-time Dementia Care Centre, 

Ernakulam, are contractual staff (Table 6.6).  

Table 6.6: Institution-wise Contractual Staff Composition 

Name of the Institution 
Actual Full Time 

Contractual Staff 

Old Age Home, Pathanamthitta 4 

Old Age Home, Ernakulam 6 

Home for Physically Handicapped 
& Aged, Wayanad 

3 

Government Old-Age & Full-time 
Dementia care Centre, Ernakulam 

15 

Second Innings Home, Kollam  6 

Second Innings Home, Kannur 12 

Source: Primary Survey, 2021  
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The existing staff of the SJD who have no prior experience or training in geriatric care 

are often deputed to the homes. The staff of the sample institutions reported the 

absence of or inadequacy of the existing training mechanism. Neither induction 

training nor refresher training is organised periodically. As pointed out by an official 

in a sample institution, “caring for the elderly, especially those with dementia, requires 

specialised training. Therefore, there is a need for appointing staff qualified in such care or at 

least they should be provided training in caregiving." Induction training on geriatric 

training should be made mandatory for all staff members of the Homes irrespective 

of whether they are newly recruited or on deputation. Apart from geriatric care, the 

training should cover aspects such as management of Care Homes, and the rights, 

and policies regarding the elderly. Exposure visits for the staff to learn from other 

institutions should also form a part of this training programme.  

The study also found that the staff, especially residential staff, grapple with stress 

faced during their caregiving duties. Caregiver stress is due to the emotional and 

physical strain of continuous caregiving, leading to burnout. It was reported from 

the Old Age Home and Full-time Dementia Care Centre that four out of nine care 

workers are residential at any given point of time, and they take a shift for four days 

continuously. They are constantly assisting the elderly, and after four days of work, 

they are mentally exhausted. The social worker often tries to motivate them in such 

situations. Further, similar narratives were also received from other institutions like 

Second Innings Home Kannur. The inmates, sometimes, say harsh words or behave 

indifferently with the staff, which causes stress and lowers the morale of the staff. To 

mitigate caregiver stress, the services of the psychologist should also be extended to 

caregivers. 

6.4. Infrastructure and Facilities 

It has been established by various studies that the elderly is at higher risk and 

susceptible to falls and injuries that may hinder their movement, and a complete 

recovery is deemed difficult in majority of such cases. Hence it becomes essential to 

make the institutions elderly friendly for them to access and utilise the available 

services. Ramps are available in all homes. Of the four sample institutions 
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functioning in two storied buildings, only the Second Innings Home in Kollam has a 

lift facility. Due to space constraints, even bedridden inmates are sometimes 

accommodated on the first floor. The ramps in the Old Age Home in Ernakulam are 

narrow, and a stretcher cannot be moved in those ramps. Hence the elder persons 

have to be carried physically by the caregivers to shift to hospitals in case of 

emergency. Apart from the discomfort of the inmates, it increases the physical stress 

of the caregivers. 

The handrails in the ramps are made of materials such as steel with a smooth surface 

and less friction. Such a surface becomes further slippery if the hands are wet or the 

palms are sweaty. Hence, to ensure better traction, patterns that offer better grip may 

be incorporated onto the surface of the rails or by adding accessories such as rubber 

tubing. Similarly, in the case of aluminium rails, textured paints, handrail covers, 

handrail tapes etc., could be used to provide better grip. 

Among the sample institutions, consultation room is available only in the 

Government Old Age Home, Pathanamthitta and Home for Physically Handicapped 

and Aged, Wayanad. In the absence of a consultation room, consultation is done in 

the library or in the hall separated temporarily. 

A separate isolation ward is available only in the Government Old Age Home, 

Pathanamthitta. The relevance of having an isolation room was reaffirmed during 

the COVID-19 pandemic when inmates had to be isolated and quarantined in the 

institutions.  

A separate sick room is available in three (Pathanamthitta, Kollam and Kannur) out 

of the six sample institutions. There is no sickroom in Old Age and Full-time 

Dementia Care Centre, Ernakulam where the sick inmates are accommodated in the 

rooms for inmates. In the Home for Physically Handicapped and Aged, Wayanad 

isolation ward and sick room are combined to one room, whereas the sick room in 

the Government Old Age Home, Ernakulam is occupied by an official.  

When there is no sick room or isolation room, sick inmates are allotted a room, and 

all others are accommodated in dormitories or the remaining rooms.   
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Separate recreational rooms are available in the Home for Physically Handicapped 

and Aged, Wayanad, Second Innings Home, Kannur and the Government Old Age 

and Full-time Dementia Care Centre, Ernakulam. Other institutions use dining halls, 

TV rooms, or open spaces for recreational activities.  

Only the Second Innings Home in Kannur and the Home for Physically 

Handicapped and Aged, Wayanad, had ambulance. Other institutions hire 

vehicle/ambulance when a need arises. Institutions in Kollam and Pathanamthitta 

reported that they face difficulty in hiring ambulance or vehicle during emergencies, 

especially at night, due to the locational inconvenience. Hence it becomes imperative 

to develop some form of arrangement to ensure accessibility of transportation 

facilities. The concerned LSGI to which the management of the home has been 

transferred can operate an ambulance for the public, which can also be used by the 

Old Age Home when the need arises. Other alternatives could also be explored, like 

the institution engaging in a contract with a private party by fixing the rates to 

provide transportation service when there is a requirement. 

Adult diapers are necessary, especially in the care and management of bedridden 

inmates. There are bedridden inmates in all institutions. There is no regular supply 

of adult diapers to these institutions. The institutions may collaborate with 

Kudumbashree or civil society groups to produce adult diapers locally for regular 

supply to the old age home. 

6.5. Activities and Programmes 

The institutions celebrate days of national importance and festivals. There will be 

activities for and by the inmates on such days like cultural programmes or songs. 

Apart from the activities on special days, a typical day of an elderly in an institution 

was understood in the field enquiry. On an average, an inmate spends about six 

hours watching television. This is a major engagement for the elderly in all the 

institutions. 

Even though all the institutions have television, the second innings homes have 

online content streaming facilities like Amazon prime, which is used to screen 

movies according to the choice of the elderly. The inmates also spend their time 
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playing cards or reading newspapers etc. All institutions included in the study have 

subscribed to newspapers and magazines except the Old Age Home and Full-time 

Dementia Care Centre, Edavanakkad, which has only subscribed to newspapers. 

Some elderly like to walk or do gardening in the garden on the premises. Four out 

of the six institutions had a garden. The Second Innings Home, Kollam and the Old 

Age Home, Pathanamthitta, do not have a garden due to space constraints.  

 
Space constraints at the Government Old Age Home, Pathanamthitta depicted by the 

closeness of boundary wall to the building restricting outdoor activities of the inmates 
 

In the Old Age Home in Ernakulam, an inmate has started a kitchen garden. Such 

activities need to be encouraged. The elderly who are interested can be promoted to 

take up similar initiatives in other institutions. 

Before the pandemic, picnics were organised for the elderly in the homes and the 

elderly were also allowed to visit their houses and return, or family members could 

come and interact with the elderly at the institution. Such meetings had reduced due 

to the COVID-19 pandemic. They are not allowed to venture out of the premises now 
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and are mostly confined within the home. "The restrictions on their movement especially 

outside of the institution had created some mental distress among them", according to a 

social worker who works in one of the institutions. The staff can facilitate 

communication with family members virtually, which is being done by the Second 

Innings Home in Kannur.  

Before the onset of the Covid-19 pandemic, there used to be yoga therapy and music 

therapy in the institutions. Only the Second Innings Home in Kannur had made 

arrangements for yoga therapy to be organised virtually, attended, on an average, 

by 20 inmates. Regarding music therapy, Second Innings Home, Kannur had made 

provisions to conduct it virtually. But, due to technical issues and limitations in the 

actual interaction, the elderly could not benefit much, and eventually, they lost 

interest in it. An official with the Old Age Home and Full-time Dementia Care Centre 

said, "Music therapy was really good. Initially, when Mr Alex Paul conducted the 

programme, we could see a change in the elderly for several days after a session. They seemed 

to be relaxed and happy. Some elderly who have not even sung any song otherwise used to 

sing in such sessions. It helped people with dementia to connect to their past by remembering 

and singing. But the music groups that came later could not deliver the sessions effectively, 

and gradually it was discontinued due to the lack of interest of the inmates".  

Under the Vayoamrutham scheme, Ayurvedic treatment is provided to the inmates 

in all Government Old Age Homes. The programme was started in the year 2014-15. 

A medical officer and an attendant offer the services. The programme, when 

envisioned, also included the idea of providing counselling services and palliative 

care services for the bedridden. According to the report of the SJD, around 900 to 

1000 inmates receive the benefits of the scheme. The scheme got discontinued in 

March 2021 due to certain administrative and financial bottlenecks, and after a gap, 

it is planned to be reinitiated again. However, it was found that the lack of continuity 

in services impedes the effectiveness of such programmes. The programme was 

beneficial for the elderly across all institutions. The general preference of the elderly 

in approaching Ayurveda for different issues like joint pains, body aches etc., had 

given the scheme widespread acceptance in the institutions. It was found that there 

is a separate dedicated consultation room with facilities like beds for massage and 
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treatment under the Vayoamrutham scheme in the Second Innings Home, Kannur 

and other institutions have arranged facilities like consultation room for 

Vayoamrutham by converting rooms or by separating halls for the same. 

The gender composition of the staff is important in Vayoamrutham as in certain 

institutions, both the medical officer and attendant were females. The officials 

expressed the opinion that it is ideal to have a mix of a male and female staff as they 

are required to handle both male and female residents.  

An opinion expressed by officials in the Old Age and Full-time Dementia Care 

Centre is the importance of having physiotherapy services made available in the 

institution. The staff said, "People with dementia have problems like muscle rigidity, and 

it requires heat treatment and massages. Therefore, physiotherapy services are essential in the 

case of elderly with dementia". Currently, physiotherapy services are available only in 

the second innings homes. 

Psychosocial care for the elderly in old age homes is a project that aims to ensure 

holistic care of the inmates in the old age homes through sustainable psychosocial 

care programmes. The project aimed to develop a state-wide 'Psychosocial care 

model' or a system in the government old age homes through developing individual 

care plans (ICP) of the residents. Care plans are to be developed based on scientific 

assessment after establishing a potential multi-disciplinary team including trained 

staff along with the system for supervising the team and for regular monitoring of 

the ICP. The pilot project was initiated in July 2018 in collaboration with NIMHANS 

in the Government Old Age Home in Kozhikode district. The first phase of the 

activities included identifying the various needs of the inmates of the old age home 

and developing and standardising the ICP through participatory approach. The 

second phase involved implementation of the ICP, capacity building and evaluation. 

The project was expanded to the Government Old Age Homes in Ernakulam and 

Thiruvananthapuram in October 2019.  In Government Old Age Home, Ernakulam, 

which is one of the sample institutions in the study, only ICPs were prepared.  

According to the superintendent of the home, "there was a counsellor who is a social 

worker under this project till March 2021 and no other activities happened afterwards“. The 
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DSJO said that "it was a good project and needed to be continued. The programme aimed to 

ensure a structured way of caregiving and preparation, monitoring and implementation of 

ICP was an integral part of the project. I have seen the ICP prepared in the institution, but I 

think it is not followed up once the project got discontinued." 

Individual care plan for all the inmates helps in the rehabilitation of inmates in the 

homes. Among the sample institutions, an individual care plan is currently 

maintained only in the Second Innings Home, Kannur and Old Age and Full-time 

Dementia Care Centre, Ernakulam. Individual care plans detailing the characteristics 

of the new entrant and the support required for protection and rehabilitation should 

be prepared. The care plan should be maintained for all inmates and routinely 

updated and reviewed. The psychosocial care model is an initiative that can help in 

this regard. 

The government has decided to discontinue pension for people living in old age 

homes. Even though some inmates receive some money from their children or 

relatives who visit them, pension is the sole financial support for a majority of the 

inmates, as reported by the officials in these institutions. The inmates use the pension 

amount to meet some of their expenses and to achieve minimal financial 

independence. For example, they spend this money on snacks or occasionally to buy 

food items of their choice, provide money for their grandchildren when they meet 

them, etc. Instead of completely excluding the inmates of government old homes 

from social security pension schemes, the government may offer at least a proportion 

of the original pension amount, if they are not offered the full pension. 

6.6. Management and Monitoring 

Out of the 16 government old age homes in the state, four old age homes are directly 

run by the Social Justice Department, and the remaining 12 have been transferred to 

the LSGIs (block panchayat, municipalities or municipal corporations). The 

management of the government old age homes is carried out through management 

committees. The management committee is constituted with officials of different 

government departments, elected representatives from LSGIs, social activists and 

representatives of the inmates. It was found that all sample institutions had a 
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minimum of one representative of the inmates. The Home for Physically 

Handicapped & Aged, Wayanad and Second Innings Home, Kannur has a male and 

female representative of the inmates in the management committee, which can be 

replicated in other institutions to ensure better representation of the inmates. It was 

pointed out that often the same person continues to represent the inmates for an 

extended period. This practice may be changed, and the maximum tenure for a 

person to remain in the management committee shall be fixed. This can facilitate the 

involvement of other inmates in managing the institution. 

The study found that the management committee meets once in three months and 

also if there is an immediate requirement. The officials unequivocally remarked that 

the covid pandemic situation had made it difficult to conduct the meetings. 

The officials of the homes transferred to LSGIs complained about the delay in 

receiving funds. The SJD transfers the funds to the LSGI, which is then transferred 

to the old age home along with the contribution of the LSGI. The officials pointed 

out that there is considerable delay in the receipt of funds which delays the 

procurement of supplies and delayed payment to the suppliers. 

6.7. Second Innings Home 

Second Innings Home project is an initiative to upgrade the Government old age 

homes into model institutions for elderly care. The project is observed to be 

successful, with stark differences observed in the functioning of second innings 

homes and other government-run old age homes. Even though there are two model 

second innings homes in the state, the one in Kollam is was yet to be inaugurated as 

a fully-functional facility during the visit by the study team11. Hence, the Second 

Innings Home in Kannur is analysed in detail below. 

The old age home in Kannur was started in 1996, and it was converted into a second 

innings home in 2018. Primarily, the general ambience of the second innings home 

is pleasant, and the institution projects a welcoming and happy feeling of home from 

the garden and landscaping to the murals on the walls. Moreover, the infrastructural 

                                                        
11 The Second Innings Home Kannur was inaugurated on October 1,2021 on the International 
Day of Older Persons   
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modifications and facilities like laboratory, mini gym, library, visitor's lounge, and 

walkway with intermittent resting places and public address system with occasional 

music played for relaxation, physiotherapy services, better lighting, visitor's room 

and lounge facilitate a better quality of life for its residents.   

 
The garden and walkway at the Second Innings Home, Kannur 

These developments happened after the not-for-profit organisation, Hindustan Latex 

Family Planning Promotion Trust (HLFPPT), started associating with the old age 

home. 

The other differences observed in the second innings home in comparison with other 

old age homes are given below. 

 There is an individual care plan for all the inmates in the home. An official in 

the institution said, "We do keep the individual case history and maintain proper 

medical history records ".  

 Regarding health care, a medical team of HLFPPT used to visit the institution 

apart from the medical officer of the PHC.  But due to COVID-19 pandemic, 

it is not happening now, and they have shifted to virtual consultation with 

the medical team of HLFPPT. The laboratory has facilities to undertake blood 

tests and monitor lifestyle diseases like diabetes, blood pressure, etc. In 

addition, the nurse continuously monitors the health of the elderly. The other 
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old age homes have to depend on private facilities to carry out such tests in 

the absence of laboratory facilities within the institution. Other institutions 

can consider engaging private laboratories to visit the old age home and 

perform medical tests periodically based on a contract. 

  A comparison of the staff availability (permanent and temporary) of the 

second innings home with a sanctioned capacity of 100 inmates to that of an 

old age home run by the government with the same sanctioned capacity is 

given below. 

Table 6.7: Comparison of Full Time (Permanent and Contractual) Staff 
Composition in a Second Innings Home and a Government-run Old Age Home 

Staff Positions  Second Innings 
Home 

Other Government 
Old Age Home 

Superintendent  1 1 

Matron  1 1 

Cook 2 2 

Nurse 3 1 

Peon/Office Assistant 1 1 

Watchman  2 2 

Attendants 2 2 

Multi-purpose care providers 3 2 

Lab technician  1 0 

Data Entry Operator  1 0 

Driver   1 0 

Physiotherapist  1 0 

Social Worker 1 0 

Total 20 12 

Source: Primary Survey, 2021  

 The better functioning of the second innings home is also attributed to the 

availability of more professionally trained staff and better temperament of 

staff. Further, the availability of staff for diverse functions eliminates the 

issues of overburden and stress.  
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 The availability of a trained social worker in the Second Innings Home has 

led to many initiatives. One of the initiatives of the home is the 

encouragement provided to create a wish list of things the elderly wish for 

themselves. The staff take steps to try and fulfil the wishes. Examples of the 

wishes include meeting family members, travelling by flight, etc. They also 

conduct online classes on various topics and organise interactions with 

celebrities. The birthdays of inmates are also celebrated by cutting a cake. 

Events on special days include activities like quizzes, games like carroms, 

cards, puzzles, treasure hunts, etc. It was observed that such activities in the 

home help to foster a close bond among the inmates and between the staff 

and the inmates. 

 Initiatives like training in hand wash preparation and handicraft making 

were also taken up in the home. Such activities which encourage the elderly 

to be productively engaged and give them a sense of achievement. For 

instance, the hand wash prepared by the residents were handed over to the 

district collector, and it is also given as compliments to people who visit the 

institution. Similarly, the handicraft products made by the inmates are 

displayed in the visitor's lounge. Those visiting the home often buy them, and 

the money is handed over to the elderly who made the product. Thus it is a 

source of income, and above all, it keeps the elderly active and engaged. Even 

though a majority of the residents spend time watching TV or spend time in 

the dormitories, it was found that the staff tries to encourage and nurture the 

interests of the elderly. For example, an elderly resident interested in tailoring 

was provided with a tailoring machine, and she makes masks for everyone in 

the institution. It is worth mentioning that increased participation of the 

inmates in such activities led the staff to organise meetings of inmates every 

week where cultural activities are also occasionally organised. 

 Further, the staff also promote the inmates’ reading habit and encourage 

those interested in trying sports like badminton or utilising the facilities of 

mini gymnasium functioning in the home, including equipment such as 

exercise cycle, medicine ball, treadmill, etc. In addition, the residents are 
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encouraged to spend time outside the building in the garden. A walkway is 

created with intermittent resting places just outside the premises where the 

movement is monitored by the staff members. Such examples were non-

existent in other government-run homes. 

 The staff in the institution occasionally organise video calls on their mobiles 

for the inmates to interact with their family members. The inmates look 

forward to such interactions with their family. This is also part of the 

rehabilitation process as the staff builds a relationship with the family 

members and gets to know the inmate more. The staff then engages in 

conversation with the elderly and their family to resolve differences and work 

towards rehabilitation in cases where it is possible.  

 The staff of the second innings home received a ten-day training on mental 

health and geriatric care organised by NIMHANS. Some of the staff members 

could not attend the training. The staff in other Government Old Age Homes 

included in the study have not undergone any training in geriatric care. 

Despite its better functioning, there are certain areas where the second innings homes 

are lacking. The home still lacks facilities such as a lift even though the building is 

two-storied. Further, the library has no seating facilities to read, and hence the 

elderly take books from the library and read it in the room/dormitory. Moreover, 

the library often serves as a consultation room. 

The contract staff were sceptical about the sustainability of their initiatives, especially 

if the partnership with HLFPPT is not renewed. In addition, they were apprehensive 

about their jobs. 

The enquiry revealed that many inmates undergo mental distress and anxiety, 

especially fear of death. The social worker provides counselling, but the absence of 

the services of a psychiatrist and a psychologist is a serious lapse. 
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6.8. Government Old Age Home and Full-time Dementia Care Centre, 

Edavanakkad 

The institution started functioning on 18th May 2015 in Edavanakkad Grama 

Panchayat, Ernakulam district in Kerala. It is the only full-time government-run 

institution for dementia care in the state. The institution started as an initiative by 

the Edavanakkad Grama Panchayat and functions in association with the non-profit 

organisation named Alzheimer's and Related Disorders Society of India (ARDSI). 

Only the post of the superintendent is permanent. All other posts are temporary. 

ARDSI appoints the social worker. The staff composition of the institution includes 

a Superintendent In-charge who manages two institutions( Old Age Home, 

Ernakulam and Old Age Home and Full-time Dementia Care Centre), Nurse (2), 

Social worker (1), Medical Officer - Vayoamrutham (1), psychiatrist (1), Multi-task 

care providers (9) and Attendant- Vayoamrutham (1). An official at the institution 

said, "The staff at present is optimal to manage the current strength of inmates in the home. 

But new admissions would be difficult due to constraints in space and number of staff". 

The sanctioned strength is 25 inmates, consisting of ten elderly inmates and fifteen 

inmates with dementia (not necessarily elderly). Currently, there are 21 inmates, two 

elderly inmates without dementia and 19 inmates with dementia. Even though the 

admission strength for people with dementia is fixed as 15, there are 19 inmates with 

dementia in the home. 

It's important to understand that there is demand for more admissions. In addition, 

as this is the only institution in the state, the centre should be developed into a model 

centre for dementia care.  

 The elderly with dementia undergo muscle rigidity, and physiotherapy 

services are essential for them, which needs to be provided. 

 The building requires urgent repairs. Cracks are found in the walls of the 

building. Construction of ramp is underway, but the elderly, especially those 

with dementia, lose the ability to walk and to perform their tasks and hence 

accommodating them on the first-floor needs to be reconsidered.  
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 People with dementia may feel disoriented or confused about what they are 

seeing, and hence colours and patterns of walls, floors, furnishings, tables, 

and materials creates a huge difference. Using bright and contrasting colours 

can help them see things clearly. Stripes and strong patterns can be confusing 

and disorienting. 

 The institution should have good lighting as dark areas and shadows can 

confuse people with dementia. Further, adding sensor lights can help find 

light switches during the night. Dimmer switches can help adjust the lighting 

throughout the day and evening. 

 There should be provisions to accommodate people with early/mild 

dementia, middle-stage dementia and late-stage dementia separately in the 

home. This is because their needs and the amount of assistance required are 

different.  

 The institution's location adjacent to a PHC is helpful in case of medical 

emergencies and for check-ups. In addition, a system to routinely monitor the 

inmates for lifestyle disorders may be organised in collaboration with the 

PHC. 

 Assessment of dietary requirements based on the health conditions of the 

resident should be carried out periodically, and the diet should be revised 

annually with the help of a nutritionist and dietician. 

6.9. Aided Old Age Homes 

Three private old age homes receiving grants from the state government were visited 

by the study team. Home A and Home Care located in urban areas whereas Home B 

is situated in a rural area. Further, Home B functions exclusively for elderly women. 

6.9.1. Inmates 

It was found that the actual strength was lower than the sanctioned strength in all 

the three sample institutions visited (Table 6.8). 
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Table 6.8 : Sanctioned Strength, Actual Strength and Occupancy Rate of 
Sample Aided Old Age Homes 

Name of the Institution  Sanctioned 

Strength* 

Actual 

Strength 

Occupancy Rate 

(in %) 

Home A 100 50 50 

Home B 50 40 80 

Home C 100 47 47 

   *As mentioned by the staff in the institutions 
    Source: Primary Survey, 2021  

Home C, a 95 year old institution, is being renovated now. Due to this difficulty, 

some of the inmates had been sent home or accommodated elsewhere. The staff of 

the home expects the support of the state government for renovation and major 

repairs. The institutions also reported that accommodating more inmates is difficult 

due to a lack of funds and infrastructure. 

6.9.1.2. Age and Gender Composition of Inmates 

Majority of the inmates in the sample institutions are women (Table 6.9)  

Table 6.9: Gender Composition of Inmates 
Name of the Institution  

Male Female 

Home A 
26 24 

Home B  
0 40 

Home C 
16 31 

                    Source: Primary Survey, 2021  

The majority of the inmates are aged above 80 years in the sample institutions (Table 

6.10). It is observed that the proportion of 80+ age group is higher in aided old age 

homes compared government old age homes. Therefore, bedridden and high risk 

elderly who require regular attention are more in aided homes.  

Table 6.10: Age Composition of Inmates 

Name of the Institution  
Below 60 

years 
60-80 
years 

Above 80 
years 

Home A 1 0 46 

Home B  0 3 37 

Home C 0 17 30 

Total 1 20 113 

    Source: Primary Survey, 2021  
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6.9.2. Staff 

The sample institutions were faith based and functioned on charity. Hence the 

workforce comprised of people who rendered the services voluntarily and a few for 

an honorarium. Home A is run by 13 female staff along with two helpers in the 

kitchen, whereas Home B functions with seven female staff and one helper. Home C 

has five female staff and three helpers. One staff member among them was a 

professionally qualified nurse in all three sample institutions. The nurse would help 

and guide others in taking care of the elderly as many inmates in the aided homes 

are above 80 years and require constant attention. Even though it was informed that 

the institution arranges for general training on elderly care occasionally, a paucity of 

specialised training in geriatric care and aspects such as management of homes and 

the rights and policies regarding the elderly for the staff was identified in the sample 

institutions.  

The institution transfers the staff to other institutions once in two to three years, and 

regular maintenance of records such as the inmates' individual case histories and 

medical records helped them. In Home A, the staff maintain a register with medical 

records of each inmate in which they mention the medicines administered, dosage 

and frequency. Any change in the quantity, dosage or frequency is updated. In the 

event of transfers, the new staff can refer to this register and the case history to get 

all required information about the inmate. There is a separate medicine box for each 

inmate in which the medicines for the inmate are stored.  

The surroundings and the institution are observed to be well maintained and clean 

in all sample institutions. Gardens and outdoor spaces for recreation and relaxation 

were available in all the three institutions. It was identified that the inmates spend a 

significant share of their time in prayers and watching television. 

6.9.3. Support from the Government 

6.9.3.1. Grant in Aid 

Grant provided by the state government comprise a significant support received by 

the aided institutions. Currently, the grant in aid at the rate of Rs 1100 per inmate 

per month. The Home B has 40 inmates but receives grant only for 22 inmates. 
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Similarly, Home A receives grant for 26 inmates despite housing 50 inmates. A staff 

in Home A said, "during the last visit by the team from SJD, we have been asked to submit 

a proposal for grant for 50 inmates, but we again received a lesser grant, and it was informed 

that it was due to the paucity of funds".  

Even though Home C receives grant for all the inmates, the person in charge said, 

"grant from the government is not sufficient, and we manage the home's activities through 

donations. Currently, apart from the five staff providing voluntary service, we have employed 

three staff to help in the kitchen. We manage everything with the available resources, which 

is often difficult". 

The inmates in these homes are destitute and are a group that requires support. 

Hence the grant per inmate should at least be revised to the amount disbursed as the 

old-age pension. It should be revised as and when the old age pension is revised.  

It was identified that the grant in aid provided by the government to the three sample 

institutions was not disbursed timely. Home A received the grant for the year 2021-

22 but is yet to receive the grant for 2019-20. Similarly, the staff in Home C said that 

"the grant from the government is not received regularly. Sometimes the fund is provided in 

instalments. We received the grant for 2019-20 in 2021". Grant in aid is a major support 

for the institution, and hence its timely disbursement is essential for the smooth 

functioning of the home.  

A local fund audit is carried out in the institutions.  In addition, inspection is carried 

out randomly by the District Social Justice Officer. The eligibility for the grant has to 

be renewed every four years. According to the staff of sample institutions, the 

process for renewal is easy. 

6.9.3.2. Vayomithram 

Procurement of medicines is a major expense head for the institutions. The sample 

institutions in urban area, Home A and Home C gets the support of the mobile clinic 

and medicines are also supplied. The staff in charge of one of the institutions said 

that "vayomithram provides us medicines for a month. Hence, we only depend on the private 

pharmacy for psychiatric medicines. This is helpful as it reduces the expenditure on 
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medicines. Also, the doctor in the Vayomithram team is helpful and cooperative as we call the 

doctor during emergencies". 

6.9.3.3. Palliative Care Services 

The palliative services of the local bodies help the institutions in their need. It was 

said by a staff member that "the palliative team helps us in changing urine bags or provides 

us diapers in need. They visit us when we inform them of any need, especially with regard to 

the bedridden patients". The staff also reported that the palliative care programme 

provides them with necessary materials, such as underpads, gauze etc., to take care 

of the bedridden. A staff in Home B said, "If we are provided adult diapers, it would be 

helpful. Most of the inmates are bedridden and constant cleaning is demanding". 

6.9.3.4. Primary Health Centre 

The staff in Home C said “We incur a monthly expenditure of Rs 20000 for medicines 

alone, and we source half the amount with the help of the rotary club, and the remaining is 

arranged by the management. We do receive medicines from PHC, but it is not sufficient”.  

Vayomithram is not extended to the rural areas and hence the doctor in the PHC 

should coordinate and assist the elderly in these aided institutions. Further, 

medicines can also be arranged from the PHC for the inmates in the institutions 

under the prescription of the doctor from the PHC.  In rural areas where 

Vayomithram is not available, visits of PHC doctors to these institutions shall be 

organised.  

There is a need to integrate the services of various service providers like 

Vayomithram, Primary Health Centre and Palliative care units with the institutions. 

This can provide necessary support in the functioning of these institutions. 

6.9.3.5. Ration Supply 

Under the Public Distribution System, the sample institutions receive food grains 

from the Department of Civil Supplies. The staff in Home B said, "ration given to us 

through Supplyco was a great help. We used to receive rice and wheat on our cards. But we 

didn't receive it during the last three months as it was informed that the card is being 

renewed. This happens every year during the renewal process. We struggled a lot, and the 
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neighbours and some of the relatives of the inmates who received ration at their homes 

provided us rice, and we survived based on their help".  

Despite the delay in disbursement, it was reported that the institution does not 

receive ration for some of the inmates.  Only the names of 20 inmates are included in 

ration card of Home B whereas the current strength is 40. For each eligible inmate, 

the institution receives 10.5 kg rice and 4.5kg wheat every month. It was informed 

by an official at the Taluk Supply Office that "those who don't possess Aadhar card, or 

those whose name is linked to a ration card elsewhere won't be included in the card of the 

institution. Hence only fewer inmates receive food grains. Their families or households would 

be availing their share of food grains at their homes". As the institutions cater to a 

vulnerable group, it should be ensured that the disbursement of ration is not 

delayed. Further, steps should be taken to include the names of the maximum 

eligible inmates in the card of the institution by removing their names from 

elsewhere.  

6.9.4. Other Support 

The institutions also receive support by way of donations, support from religious 

organisations, voluntary support by the community and CSR funds of corporates.  A 

staff in Home A mentioned “the male inmates are housed on the first floor ramp, we used 

wheel chairs to transport bedridden inmates in case of health emergencies as we didn’t have a 

stretcher to bring them down. We could source a stretcher recently through donations. But 

the available beds and wheel chairs are old and we have to depend on donations to improve 

the infrastructure which is very hard to come by due to the pandemic”. The staff in all the 

three institutions reported that the pandemic has led to a significant decline in 

contributions and donations. It was also pointed out that while food and clothing 

can be organised through donations,  such support for paying electricity bill, 

undertaking maintenance or filling fuel for the vehicle or paying salary are seldom 

received.  Grant-in-aid can be used to meet such expenses. 

6.10. Increasing trend of Paid Old Age Homes and Retirement Homes 

As per the data with the Orphanage Control Board, there are 623 old age homes in 

the state, of which 27 are paid ones. There are many more unregistered ones, running 
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on charity as well as paid ones.  Paid homes are increasingly coming up and the 

deposit and fees that they collect varies depending on the location of the facility, 

amenities available, etc. The deposits are reportedly in the range of around Rs.3 lakh 

and the monthly fees is more than Rs. 20000. If the elderly decides to leave the home, 

the deposit is returned.  

Another concept that is rapidly gaining popularity in the private sector is assisted 

living facilities for elderly known as retirement homes. Bless Retirement Homes, 

Signature foundation, Kancare foundation, Golden Years Retirement Community, 

St. Mathews Homes, etc. are some of the well-known projects. These could be 

considered as a perfect example of the sector recognising the changing demographic 

scenario and care needs and responding to it in a manner that would be beneficial 

for the persons in need and profitable to the entrepreneurs and service providers. 

These ventures provide different models of accommodation to choose from; shared 

living facilities, studio apartments, 1 BHK or 2 BHK apartments, etc. The elderly can 

buy/lease/rent apartments/rooms in the property. The accommodation facilities are 

available for single elderly as well as couples. What is reported is that there are 

elderly who decide to move to such a facility on their own and also elderly whose 

children or other family members decide to make living arrangements for the elderly 

in such a facility. In fact, there are ventures wherein one can start to invest in such a 

property when they are young and move in when they become aged and feel the 

requirement of such an assistance. The attraction of these properties for the elderly 

and their family members is that they are not only assured of 24x7 personal care and 

attention, if required, but are relieved of managing their houses and other chores 

such as cooking and cleaning as well. These are mostly elderly who are living alone 

as their children are settled elsewhere; in many cases, the children are abroad and 

unable to attend to the care needs of the elderly, even during emergencies. Another 

attraction is that with a concept of community living with shared amenities such as 

common dining space, recreation areas and activities, elderly residents can give 

company to each other. At the same time, their privacy is also respected and facilities 

for independent cooking and engaging in activities of personal interest are also 

provided. The bond with the family also remains as these projects also have guest 



Centre for Socio-economic & Environmental Studies (CSES)                                                         153 

houses/rooms wherein the children and other family members of the elderly can 

stay when they come to visit the elderly residents. Often the elderly celebrate special 

days such as birthdays, anniversaries, and festivals with visiting family members. 

The elderly also accompany their children back home when they come during 

vacations. There are no restrictions for the elderly to venture out as these are basically 

apartment complexes with geriatric facilities and attention.  

Given that these are paid facilities and largely resorted to by the upper-middle class 

and above, expecting the public sector to provide such facilities may be too 

ambitious. However, what could be emulated from them is the way the entire 

infrastructure and activities are centred around elderly friendliness and to the 

interest of the elderly residents. Aspects such as wheel-chair friendly areas, including 

washrooms, sliding door, anti-slippery tiles, grab rails, soft lighting, etc. are 

incorporated into the design elements right from the conception of the project. What 

is otherwise often seen is that such elements are tried to be incorporated into already 

constructed buildings, and are hence not done properly. Facilities such as emergency 

alarms and intercom facilities ensure that the elderly would always be immediately 

attended to. Of special mention is the care taken to incorporate the recreational needs 

of the inmates. Avenues for interaction between the elderly, on an individual and 

community level is encouraged. Common recreation facilities such as games, 

gardening, library, etc. are arranged.  Some projects are also located in lush, vast 

campuses with facilities such as in-house vegetable garden, eco-farming, etc. 

wherein the fresh farm produce is used for cooking which ensures a healthy 

nutritional diet for the residents. Interested residents are also encouraged to 

participate in maintaining such facilities. Representatives from SJD could visit such 

homes as study visits to learn about their practices and to incorporate adaptable ones 

in the homes run by the SJD. 

6.11. Conclusion 

Even though, a home based localised informal care model based on filial piety is 

functionally efficient and cost effective, Care Homes are an important response to 

accommodate and care for the large section of increasing elderly population. The 
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changes in culture, economy, family arrangements etc. has exacerbated the need for 

institutional care of the elderly. There are different needs and specific responses will 

have to be designed for them. For instance, a poor elderly who is a young old might 

not have the resources nor the support from the family and hence will have to be 

provided institutional arrangements by the state. In addition, there would be elderly 

requiring special nursing homes as they are terminally ill with no one to take care of 

them and some others might need special assistance such as the differently abled, 

elderly with dementia, those with mental health problems etc. Further, there is a 

need for transit homes or short stay facilities in case of rescues, short term 

rehabilitation services, referral to institutions providing long term care etc. However, 

currently there is a huge gap in providing such services curated to the needs of the 

elderly. Care homes are still run as charity homes with basic services, addressing 

only a fraction of the population who require care. This gap needs to be bridged and 

despite the over reliance on home based care models, the increasing need for 

institutional arrangements amidst the burgeoning elderly population, needs to be 

recognised and the system should be equipped to address this by providing quality 

facilities and services based on the needs. 
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MAINTENANCE TRIBUNALS AND 
APPELLATE TRIBUNALS 

CHAPTER VII 

7.1. Introduction  

Maintenance Tribunals, constituted at the revenue division level, provide a legal 

mechanism for senior citizens to enforce their rights to get maintenance from their 

children and legal heirs. The functioning of the Tribunals is governed by the 

Maintenance and Welfare of Parents and Senior Citizens Act, 2007 and the Kerala 

Maintenance and Welfare of Parents and Senior Citizens Rules, 2009. Appellate 

Tribunals are constituted at the district level to hear the appeal against the order of 

the Maintenance Tribunal. The Tribunals are envisaged to provide simple, 

inexpensive and speedy delivery of justice to senior citizens.   

A sample of five Maintenance Tribunals and two Appellate Tribunals were covered 

as part of the study. The Maintenance Tribunals covered by the study are Thalassery, 

Mananthavady, Fort Kochi, Thiruvalla and Thiruvananthapuram and the Appellate 

Tribunals covered are Kannur and Ernakulam.  The review of the functioning of the 

tribunals is based on data collected from the sample tribunals and depth interviews 

with the Presiding Officers and staff of the Tribunals, Conciliation Officers, District 

Social Justice Officers, representatives of the associations for senior citizens and some 

of the senior citizens who have approached the tribunals.  The applicants were 

enquired about their experience with the Tribunal, problems faced, sources of 

information, suggestions for improvement, etc. The study team also analysed the 

records relating to sample of cases filed in 2019-20 and 2020-21 in the Tribunals 

covered by the study.   The analysis provided information on the time taken by the 

Tribunals to complete different stages of case management.  The study team also 

observed the hearing proceedings and conciliation process in three Tribunals 

(Thiruvalla, Mananthavady and Thalassery). A review of earlier studies conducted 

on the functioning of the Tribunals in Kerala was also undertaken.  Two among them 
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were particularly relied on.  They are, 1) Welfare to Rights: A Review of the 

Implementation of Selected Legislations (2018), Third Report of the fourth 

Administrative Reforms Commission (study conducted in partnership with CSES) 

and 2) Report of the Study on the Functioning of Maintenance Tribunals and 

Appellate Tribunals for the Welfare of Parents and Senior Citizens, A Study 

conducted by CSES for the Department of Social Justice, Government of Kerala, 2015.  

The Act mandates that children and legal heirs are legally obliged to provide 

maintenance to senior citizens failing which the senior citizen can approach the 

Maintenance Tribunal. The Tribunal is expected to issue order for maintenance, after 

hearing the applicant and the respondents taking into consideration the amount 

needed by the applicant to meet his basic needs, income of the opposite party, value 

of actual and potential income from the property, if any, of the senior citizen 

(applicant) which the children would inherit and/or is in possession of. The 

maximum amount of maintenance is fixed at Rs 10,000/- per month. The amount 

was fixed long back.  But its revision requires a change in the Act. Maintenance 

Tribunal can also declare a transfer of property from the applicant as void if the 

transfer was made on condition of maintenance, and the transferee neglects the 

agreement.    

7.2. Maintenance Tribunals  

7.2.1. Case Management  

Majority of the applications are directly submitted to the Revenue Divisional 

Officer (RDO) who is the presiding officer of the Maintenance Tribunal (hereinafter 

Tribunal means Maintenance Tribunal unless specified as Appellate Tribunal).  

However, some of the senior citizens submit the application to the District 

Collector, District Social Justice Officer or the Police Station which are also 

forwarded to the Tribunal. When the application is not directly submitted to the 

Tribunal, there can be some delay in registering the complaint.  

The Rules stipulates that on receipt of application, the Tribunal should verify the 

completeness of the application and whether the application is prima facie 

maintainable. If maintainable, the Tribunal shall issue notice to the parties and the 
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respondent is bound to appear on a specific date to show cause as to why the 

maintenance should not be granted. There is also provision to proceed ex parte if 

the opposite party wilfully abstains from the proceedings. If the opposite party 

accepts his/her liability for maintenance, an agreement is reached and the Tribunal 

will pass an Order accordingly. If not, the Tribunal may refer the case to a 

Conciliation Officer, acceptable to both parties. If the Conciliation Officer, after 

holding discussions with both parties, agrees on a settlement, the Tribunal may 

pass an order based on the report of the Conciliation Officer. The Conciliation 

Officer is expected to submit the report in one month. In case the Conciliation 

Officer fails to reach a settlement, the Tribunal shall give an opportunity to the 

applicant and respondents for advancing evidence in support of their respective 

claims. After hearing both the parties, the Tribunal should pass an order.   

The tribunal may have a local enquiry, if necessary, done by the Technical Assistant, 

the Village Officer or the Station House Officer of the local police station. There are 

differences between tribunals regarding the conduct of the local enquiry. In the 

tribunals at Fort Kochi, Mananthavady and Thalassery, local enquiry is done only in 

cases where additional details are essential, which is assessed during the first 

hearing. In Thiruvalla tribunal, a preliminary enquiry is conducted before the first 

hearing for all applications. This was possible because the number of applications 

filed here is very low (Table 7.1). In Thiruvananthapuram tribunal, enquiry is done 

before first hearing only if the preliminary scrutiny necessitates more information.  

It is reported that there is delay in getting the enquiry report from the Village Officer 

compared to the other two options. Some of the tribunal staff have, however, shared 

their apprehension about the legal validity of the enquiry report filed by the technical 

assistant, who is a temporary staff appointed on contract basis.  

7.2.2. Details of Applications Received in 2019 and 2020 

Details of the number of new cases and pendency of cases in the sample tribunals is 

presented in Table 7.1.  
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Table 7.1: Details about the Applications Received and Case Pendency in Sample 
Tribunals – 2019 and 2020 

Particulars Thalassery 
Manantha-

vady* 
Fort 

Kochi 
Thiruvalla 

Thiruvana-
nthapuram 

2019 

Number of cases pending in 
the beginning of the year 

0 86 427 49 878 

Number of new cases 117 174 262 72 531 

Number of cases disposed of 
in the year 

113 116 236 114 481 

Number of cases pending at 
the end of the year 

4 144 453 36 928 

2020 

Number of cases pending in 
the beginning of the year 

4 144 453 36 928 

Number of new cases 79 119 220 83 190 

Number of cases disposed of 
in the year 

67 75 232 71 103 

Number of cases pending at 
the end of the year 

16 186 441 84 1015 

Note: * - Data for Mananthavady tribunal pertains to the financial year (2019-20 and 2020-21). 
Source: Compiled from the records of the sample tribunals.  

 
Table 7.1 shows that there is wide difference between tribunals in the number of fresh 

applications. The number of new cases in 2019 ranged between 72 in Thiruvalla to 

531 in Thiruvananthapuram. There was a drop in the number of fresh cases in 2020 

compared to 2019 in all the sample tribunals.  In 2020, the number of fresh cases 

registered ranged between 79 in Thalassery and 190 in Thiruvananthapuram. The 

COVID pandemic seems to have prevented some of the senior citizens from 

approaching the tribunals to address their grievances. Despite the drop in the 

number of fresh cases, the pendency of cases increased in all the tribunals except in 

Fort Kochi where there was a narrow decline. The system also has slowed down 

during the pandemic.  

The pendency of cases in Thiruvananthapuram and Fort Kochi tribunals is a cause 

of concern. The chances of speedy justice for the senior citizens who have 

approached these tribunals is remote. The huge pendency of cases in these tribunals 
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demand special initiatives including frequent adalats and better utilisation of 

conciliation process to clear the backlog. The fact that the Thiruvananthapuram 

tribunal was able to dispose 481 cases in 2019 shows that there is not much 

justification for pendency in other tribunals which have much lower number of cases.   

7.2.3. Time Taken for Disposal of Cases 

A sample of applications filed in the sample tribunals were reviewed to understand 

the time taken for the disposal of cases. The sample applications were selected from 

those filed in 2019-20 and 2020-21. A total of 46 applications were reviewed as part 

of the study. The number of days for the first hearing in the sample cases is reported 

in Table 7.2.  

Table 7.2: Time Taken for First Hearing in Sample Cases 

Number of Days Number of Cases 
Percentage of 

Cases 

Less than 15 days 8 17.4 

15 - 30 days 9 19.6 

1 - 2 months 8 17.4 

2 - 3 months 4 8.7 

More than 3 months 17 37.0 

Total 46 100.0 

Average number of days 105 days 

  Source: Compiled from the records of the sample tribunals.  

The average time taken for the first hearing in the case of sample cases is 105 days 

ie., three and half months from the date of application. Section 5(4) of the Act states 

that an application filed before the tribunal shall be disposed of within ninety days 

from the date of the service of notice of the application. Though it has not been made 

mandatory, the motive to provide speedy justice to senior citizens is clear from the 

above provision. In more than one-third of the applications, the first hearing was 

scheduled three months after the submission of the application. In the case of these 

applications, it is impossible to follow the time stipulated in the Act to dispose of an 

application within 90 days even if the case is disposed of in the first sitting itself. In 

order to understand whether the COVID pandemic has led to any delay in the 
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scheduling the first hearing, the sample cases for 2019-20 and 2020-21 were examined 

separately. It is found that cases filed during the pandemic period was called for first 

hearing much earlier than those in the previous year (not reported in Table). It may 

be because of the fewer number of cases and the availability of the option of online 

hearing.  

Table 7.3 presents the time taken for the disposal of the sample cases examined by 

the study team.  

Table 7.3: Time Taken for Disposal of Sample Cases 

Number of Days Number of Cases 
Percentage of 

Cases 

3 months or less 18 39.1 

3 - 6 months 17 37 

6 - 9 months 2 4.3 

More than 9 months 9 19.6 

Total 46 100 

Source: Compiled from the records of the sample tribunals.  

A perusal of the time taken for disposal of sample cases indicates that the tribunals 

in the state were not able to perform as envisaged in the Act with respect to time 

norms for disposal of applications. Only two out of five applications were disposed 

of within the stipulated time. The fact that one-fifth of the applications were disposed 

of after nine months calls for urgent measures to speed up the case disposal in the 

tribunals.   

Major causes of delay include the large pendency of cases in some tribunals, non-

appearance of parties in the hearings, other duties of the presiding officer and 

administrative emergencies leading to postponement of hearings, delay in filing the 

necessary details by the parties, etc. Delay can also occur in cases in which the 

parent/senior citizen mentions only one son/daughter as the respondent and at a 

later stage other children also have to be impleaded.  
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7.2.4. Number of Hearings per Case 

Number of times the senior citizen has to appear before the tribunal is an indicator 

of the effectiveness of the functioning of tribunal. The higher the number of hearings, 

the higher will be the transaction cost for the applicant, and it is likely that lesser will 

be their satisfaction with the process. It is, however, important to ensure that both 

parties are given sufficient opportunities to explain their position. As part of the 

study, the number of oral hearings conducted in the case of sample applications was 

examined (Table 7.4).   

Table 7.4: Number of Oral Hearings in Sample Cases 

Number of Hearings per Case Number of Cases Percentage of Case 

One 21 45.7 

Two 14 30.4 

Three 4 8.7 

Four 3 6.5 

Five 2 4.3 

Six 1 2.2 

Seven 1 2.2 

Total 46 100 

Average Number of Oral 
Hearings per Case 

2.1 

Source: Compiled from the records of the sample tribunals. 

On an average, two oral hearings were required to dispose of a case in the Tribunal.  

Table 7.4 shows that nearly half of the sample applications were disposed of with 

just one hearing. One-fourth of the cases were disposed of after three or more sittings.  

While the officials often cite the absence of the petitioner or the respondent for the 

increase in the number of hearings, a perusal of the records of the sample tribunals 

indicate that administrative and procedural issues also lead to more hearings.   

The presiding officer of the tribunal, being the sub-collector or the RDO has several 

other functions and may have to attend some emergency duties. The situation is 

currently managed by either postponing the hearing or another official conducting 

the hearing. In case of the former situation, the tribunal tries to inform the parties 
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over phone. But sometimes this information is not passed on to the parties and they 

appear before the tribunal on the scheduled date. Though there is no provision for 

any other officer to conduct the hearing, the Technical Assistant discusses with 

parties present and records it. It is also pointed out that, sometimes, the Senior 

Superintendent, authorised by the presiding officer, conducts the hearing though it 

is not permissible as per the Act/Rules.  

7.2.5. Conciliation Process in Maintenance Tribunals  

As per the Act and Rules, the Tribunal can refer the application to a Conciliation 

Officer empanelled by the Tribunal or to any other person acceptable with the 

consent of both parties. However, it is not mandatory that the Tribunal should refer 

an application for conciliation or that the parties should agree for conciliation. The 

Conciliation Officer is expected to submit a report based on the enquiry she/he 

conducts within one month. The Conciliation Officer tries to reach an agreement 

between the opposite parties and if a settlement is reached, the Tribunal issues notice 

to the parties to appear before the Tribunal on a specific date. In this context, a 

practice followed in Thalassery Tribunal is worth emulating. Here, the conciliation 

is done by a team of two conciliation officers while in other tribunal, a case is 

assigned to one conciliation officer. Engaging a team was found to improve the 

outcome of the conciliation process.   

If both the parties confirm the settlement, the Tribunal passes the final order 

validating the agreement. Even if the Conciliation process does not end in a 

settlement, the Officer has to submit a report detailing the efforts made and the major 

points of difference between the two parties. Necessary space and furniture for 

conciliation is provided in the tribunals.  

As per the Rules, the Tribunal has to constitute a panel of Conciliation Officers. The 

number of members in the panel ranged between 3 in Thiruvalla tribunal and 9 in 

Fort Kochi Tribunal (Table 7.5).   
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Table 7.5: Number of Conciliation Members Attached to Tribunals 

Tribunal 
Number of Conciliation Members 

Female Male Total 

Thalassery 0 7 7 

Mananthavady 1 7 8 

Fort Kochi 2 7 9 

Thiruvalla 0 3 3 

Thiruvananthapuram 3 1 4 

Source: Sample tribunals.  

In Thalassery and Thiruvalla tribunals, women are not represented in the panel.  

Given the fact that many of the senior citizens approaching the tribunal with their 

application for maintenance are women, it is necessary that women are adequately 

represented in the panel of conciliation members.   

The regular revision of the panel is important as the members either become 

disinterested after some time or may not be able to perform their roles due to old 

age. In Thalassery, the panel was revised 5 years back and in Thiruvalla it was 

revised three years back. In Thiruvalla tribunal, of the three members in the panel, 

only one person is even partially active. The other two members are not associating 

with the tribunal at present. One of them is aged above 80 years. Of the 9 members 

of the panel in Fort Kochi tribunal, only 3 are currently active. Discussions with 

officials in other tribunals also indicated that some of the existing members of the 

panel are not active for different reasons. As per the Rules, the conciliation panel has 

to be revised every six months, which seems to be impractical. In view of the 

situation, the government may consider increasing the term of the panel to at least 

two years with a provision for extension for one more term. This is possible only if 

changes are made in the Rules.   

As can be observed, the number of members of the panel is not dependent on the 

case load of the tribunal. For instance, Thiruvananthapuram tribunal which 
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registered a pendency of 1015 application as on 31st December 2020 has just four 

members in the panel, which is less than the number of conciliation officers in 

tribunals with much lesser case load. Another weakness is that the conciliation 

Officers did not receive any training for undertaking their tasks. As the state 

government is implementing a policy to reach out to the elderly, the possibility of 

organizing conciliation meetings at the local body level may be considered so that 

the parties do not have to travel long distance to reach the tribunal for conciliation.   

In the sample tribunals, about 40 per cent of the fresh cases in 2019 were sent for 

conciliation. In more than two-thirds of them, an agreement was reached between 

the parties through the conciliation process indicating its relevance as well as 

effectiveness in reducing the time required for case disposal. It also reduces the 

workload of the tribunal significantly. But it was found that the 

Thiruvananthapuram tribunal could not depend on conciliation process in 2019 and 

2020 as there was no live panel of conciliation members at that time. A new panel 

was constituted in 2021 only. The situation seems to have improved since 2015 when 

a study conducted by CSES for the Social Justice Department found that “in majority 

of the Tribunals covered by the study, no case was solved through the process of 

conciliation”12. During the year 2020, the number of cases sent for conciliation came 

down in the sample tribunals due to the pandemic.  

7.2.6. Non-compliance of Tribunal Orders and Legal Remedy  

The discussions with the officials of tribunals indicated that in many cases, the senior 

citizen is forced to approach the tribunal again for getting the relief envisaged in the 

Act as the respondent(s) do not comply with the order. In some cases, the 

maintenance amount is provided to the elderly for a few months and then the 

payment is discontinued. The senior citizen then has to approach the tribunal with a 

petition for execution of the order. For instance, 21 out of the 174 cases (12%) 

registered in Mananthavady tribunal in 2019 relates to non-execution of the earlier 

orders of the tribunal. The tribunals do not give any priority to execution petitions 

                                                        
12 CSES (2015). A Study on the Functioning of Maintenance Tribunals and Appellate Tribunals for 
the Welfare of Parents and Senior Citizens, Report Submitted to the Department of Social Justice, 
Government of Kerala.  
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but are considered along with fresh applications. Since no evidence is to be 

additionally collected, execution petitions shall be considered in the next sitting 

itself. If the respondent parties have any complaint about a previous order of the 

tribunal, they have to approach the Appellate Tribunal. It may be noted that the 

maintenance order of the tribunal has the same force and effect as an order passed 

under Chapter IX of the Code of Criminal Procedure, 1973. The Act specifies the 

procedure to be followed in case of non-compliance of the order.  As per section 5(8) 

of the Act, Tribunal may issue a warrant for levying the amount and may sentence 

the person defaulting the payment of maintenance amount to imprisonment for a 

term which may extend to one month or until payment, whichever is earlier. But the 

Act also states that no warrant shall be issued for the recovery of the amount unless 

an application is submitted before the tribunal to levy the amount within three 

months from the date on which it became due. This creates a problem in cases where 

the payment is irregular or intermittent. There should be a mechanism for 

monitoring the compliance of the orders of the tribunal at the local level.     

7.2.7. Role of the Social Justice Department 

The Social Justice Department has a major role to play in the functioning of the 

Maintenance Tribunals. SJD appoints Technical Assistants and provide honorarium 

to conciliation officers. Monthly reports are also obtained by the department and 

annual performance review meeting is undertaken where the Technical Assistants 

participate. Even though the District Social Justice Officer (DSJO) is expected to act 

as a conciliation officer, they seldom perform that role. DSJO is also not involved in 

the selection of the members of the Panel of Conciliation Officers. They are also not 

involved in review of the functioning of the tribunals in any significant way.   

Technical Assistant appointed by the SJD has a pivotal role in the functioning of the 

tribunal. They are expected to undertake preliminary assessment of the application 

and by holding discussions with the complainant. They may also conduct local 

enquiry, if necessary. They are offered a permanent travelling allowance of Rs 250 

per month for conducting local enquiry in the revenue division, which is inadequate 

given the extent of field activities they have to undertake. Sending the notice for 
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hearing and contacting the parties over phone are also responsibilities of the 

Technical Assistant. The parties and sometimes their lawyers also contact the 

Technical Assistant for clearing their doubts and to understand the status of the 

proceedings. They also act as the link between the tribunal on one side and the Social 

Justice Department, police, elected representatives, media, etc. on the other.  They 

can also play a role in reducing the pendency of cases and in ensuring better 

experience for the elderly who are forced to approach the tribunal for maintenance. 

Therefore, improving the efficiency of these key functionaries is of utmost 

importance. The SJD may consider organising training programmes for the Technical 

Assistants engaged by the tribunals. The training should include the roles and 

responsibilities of the Technical Assistants, communication and public relations, 

how to conduct preliminary assessment etc. The training programme should be 

based on a module prepared by SJD for the same.  

7.2.8. Monitoring  

The Technical Assistant submits the report of the performance of the tribunal to the 

Social Justice Department every month. The monthly report contains the following 

details which can help to review the physical performance of the tribunals. 

i. Number of new cases in the month 

ii. Number of cases in which hearing was organized in the month 

iii. Number of cases disposed of 

iv. Number of cases in which conciliation was successful 

v. Number of cases in which the Technical Assistant conducted an enquiry 

vi. Number of cases in which the Technical Assistant conducted house visits 

vii. Number of adalats organized 

viii. Number of medical camps organized 

ix. Number of old age homes visited by the Technical Assistant 

x. Intervention undertaken by the Technical Assistant for facilitation loans 

from banks through reverse mortgage  

xi. Attendance of Technical Assistant for the month.  



Centre for Socio-economic & Environmental Studies (CSES)                                                         167 

While the format for monthly report provides very relevant information on many of 

the aspects of the functioning of the tribunal, certain relevant indicators seem to be 

missing. They are: 

i. Number of pending applications at the end of the month (including those 

filed in the month) 

ii. Number of applications pending before the tribunal for more than 90 

days, which is the desirable time span stipulated in the Act   

iii. Number of cases in which conciliation process was initiated in the month 

iv. Number of conciliation officers who were engaged in the month and their 

names 

v. Number of cases that have come before the tribunal in the month due to 

the non-compliance by the respondents  

vi. Number of cases in which oral hearing was held in the month 

vii. Number of cases in which the hearing was adjourned  

viii. Number of Tribunal sittings in the month 

ix. Number of sittings of the tribunal postponed in the month 

A similar format may be used for the functioning of the Appellate tribunals. Monthly 

reporting without regular review of the performance of the tribunal based on the 

reports may not lead to better performance. At present, the review is undertaken 

only once in a year in which only the Technical Assistants participate. The last review 

was conducted in March 2021. Technical Assistant, who is a junior staff appointed 

on contract basis, does not have much say in the functioning of the tribunal except 

in implementing the activities and reporting to SJD.  Review of the functioning of the 

tribunals without the participation of the presiding officers may not be very 

productive. It is important to ensure that all the concerned officials shall be part of 

the review process. The possibility of engaging the state and district Vayojana 

Council in such a review may be considered by the state government.  Moreover, the 

review may be organized at least on a quarterly basis to ensure mid-course 

corrections.   
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7.2.9. Other Aspects Related to Maintenance Tribunal 

 The tribunals usually give the same time for hearing of all cases: mostly at 11 

AM. All the parties including the hapless senior citizens, reach the tribunal 

well before the time. If there are only a few cases, this may not pose any major 

problem. But when large number of cases are posted for hearing on a day, the 

parties are forced to wait for a long time.  But in Thiruvalla tribunal, where 

the number of applications is low, different cases are posted at different time 

points and the parties are intimated about the same. Asking the elderly to 

wait for a long time is not an acceptable practice especially because many of 

them are in poor health. It is suggested that the tribunals may allot separate 

timing for different cases. At the least, the parties of cases which are likely to 

be taken up for hearing in the afternoon session may be intimated 

accordingly. There should also be a limit to the number of cases posted on a 

day. If the caseload is high, hearings may be organized more frequently.   

 As per the Act, the Tribunal can cancel a deed made after 2007 on the basis of 

application from a senior citizen if the holder fails to provide necessary care 

to the applicant. The tribunal staff have pointed out that many of the 

applications coming before the tribunal are meant to revoke this provision. 

Sometimes, the dispute over sharing of properties is the primary reason for 

approaching the tribunal.   

 It is observed that the tribunals are not able to organize any awareness 

programmes on the Act. The grassroot level functionaries such as the elected 

representatives of local governments, Anganwadi workers, ASHA worker 

and Kudumbashree functionaries can play a major role in creating awareness 

and supporting the senior citizens in approaching the tribunal. Senior 

Citizens Associations, media, police and religious organisations can also be 

part of the initiative. As noted in Chapter II, Pakal veedu and Sayamprabha 

homes can also facilitate programmes to create awareness among the elderly.  

 Many of the senior citizens approach the tribunal because there is no one to 

support them. It has been noted that there are many senior citizens who do 

not have the capability to approach the tribunal. Their vulnerability itself 
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prevents them from seeking relief through the tribunal. Some of them live in 

old age homes run by the government or charitable organisations. The Act 

states that the Tribunals can take cognizance suo moto. But Tribunals rarely 

take up cases suo moto. Only two out of the five sample tribunals have taken 

such cases in 2019 and 2020. Even in these tribunals, only 1 or 2 cases are taken 

suo moto. In order to ensure that the most vulnerable among the elderly also 

benefits from the tribunal, more cases shall be taken up by the tribunal suo 

moto. This can be initiated by visiting the old age homes and based on media 

reports.   

 During the COVID pandemic, the tribunals started online hearing. But after 

a couple of online hearings, it was discontinued. The presiding officers and 

staff are of the opinion that online hearings are ineffective. However, they 

also accept that online hearings can be allowed if the senior citizen is unable 

to travel or if the respondents are living abroad. It is suggested that instead 

of discontinuing the practice of online hearing, it can be made optional.  

Online hearings can be held on a separate day.   

 At present, there is no provision for recording the age and phone number of 

the applicant in the format of the application to be submitted to the tribunal.  

These details may be included in the application format given as part of the 

Rules.  

7.3. Appellate Tribunals 

A person aggrieved by the order of Maintenance Tribunal can approach the 

Appellate Tribunal, which is presided over by the District Collector. The functioning 

of two Appellate Tribunals (Kannur and Ernakulam) was studied in detail as part of 

the present study. The study team interviewed the Presiding Officers and staff of the 

Appellate Tribunals and a small group of applicants. The case records of 15 appeals 

were also examined by the study team.  

In Kannur Appellate Tribunal, 40 appeals came up in 2019-20 of which 35 were 

decided in the same year itself. Of the 18 appeals submitted in 2020-21, 16 were 

disposed of in the same year. Of the 38 appeals which came up in the Ernakulam 
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Appellate Tribunal in 2019, 27 were disposed of in the same year. In 2020, only 12 

out of the 31 appeals were disposed of in the same year. In all districts except 

Wayanad there are two Maintenance Tribunals. The Appellate Tribunals, therefore, 

have to decide on appeals of the orders of two tribunals. It is observed that only in 

about 10 per cent of the cases disposed of by the Maintenance Tribunals, an appeal 

is filed before the Appellate Tribunal.   

Table 7.6: Time Taken for Disposal of Sample 
Appeals  

Number of days Number of cases 

One month or less 0 

1 - 3 months 7 

More than 3 months 8 

Total 15 

                                        Source: Sample tribunals. 

The Act envisages the order of the Appellate Tribunal to be pronounced within one 

month of the receipt of an appeal. Out of the 15 appeals examined as part of the study 

(10 pertaining to 2019-20 and 5 pertaining to 2020-21), eight were disposed of after 

three months (Table 7.6). None were disposed of within one month as stipulated in 

the Act.  It has been observed that only one appeal in the sample took more than two 

hearings. Of the remaining, half were disposed of in one hearing and the remaining 

in two hearings. But the problem lies in the fact that there is considerable delay in 

scheduling the first hearing, as can be discerned from Table 7.7. 

Table 7.7: Time Taken for the First Hearing of 
Sample Appeals  

Number of Days Number of Cases 

Less than 15 days 1 

15 - 30 days 0 

1 - 2 months 4 

2 - 3 months 6 

More than 3 months 4 

Total 15 

Source: Sample tribunals. 
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It is clear that the Appellate Tribunals take much more time than what was desired 

in the Act. Obviously, this creates hardships to the senior citizens who approach 

these tribunals.  

7.4. Conclusion  

Maintenance Tribunals are meant to provide relief to senior citizens who are not 

being given necessary care by their children or family members. The state 

government has started two Maintenance Tribunals in all districts except Wayanad 

where there is only one Maintenance Tribunal. In all districts, an Appellate tribunal 

is also functioning to decide on appeals against the orders of the Maintenance 

Tribunals. Support of different departments such as Revenue, Social Justice and 

Police are necessary for the effective functioning of the tribunals. Therefore, a 

coordinated approach is required in the functioning of the tribunal. The chapter has 

identified certain issues which limits the functioning of the Maintenance Tribunals 

and Appellate Tribunals. To improve the efficiency of these tribunals, changes are 

required in the systems and procedures, capacity building and amendments to the 

Rules. The recommendations based on the review of the functioning of the sample 

tribunals are detailed below.  
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RECOMMENDATIONS: THE WAY 
FORWARD 

CHAPTER VIII 

8.1. Introduction  

Population projections indicate that by 2030, the proportion of elderly in the state 

would be more than the proportion of children. As acknowledged by the State Old 

Age Policy 2013, the issues faced by the elderly are quite different from the ones 

faced by the general population.  The policy highlights the need to focus on the social, 

economic and health needs of the elderly. It also emphasises that special attention 

needs to be given to elderly women, elderly in rural areas and on the use of 

technology for improving the quality of life of the elderly. The present study 

examined the government initiatives for the elderly in Kerala, which has the highest 

proportion of elderly population.  The issues and gaps have been identified based on 

a sample survey among elderly in the state, feedback from programme beneficiaries, 

in-depth interactions with key officials and other stakeholders, observation of 

functioning of institutions for elderly, and available secondary information about 

various programmes. This chapter presents the recommendations based on this 

study which are envisaged to serve as a guideline for the State, and especially SJD, 

the nodal department for the elderly to plan the way forward in this sector. The 

recommendations begin with activities that the SJD may take up at the State level 

and then move on to measures to improve programmes of the SJD, health care 

services for the elderly and initiatives of the local governments.  

8.2. Recommendations relating to Social Justice Department  

8.2.1. General Recommendations  

o The State shall prepare a “State Plan of Action for the Elderly”. The State 

already has a comprehensive Old Age Policy since 2008 which was revised in 
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2013.  Though many of the goals set by the policy remains to be fulfilled, many 

initiatives targeting elderly have been started.  More information and data are 

also currently available.  Some support systems have also emerged afterwards.  

The local governments have started playing a major role in the programmes for 

elderly.  All these aspects need to be accounted for while preparing the State 

Plan of Action. The Action Plan shall be prepared through consultative 

workshops where all the stakeholder groups are represented, which shall be 

initiated by the SJD, the nodal department for the elderly.  Apart from the 

officials of different government departments and agencies, representatives of 

elderly forums, local governments, NGOs/CSOs and researchers should be 

involved in the development of the Action Plan.  

o Given the importance of addressing issues relating to the elderly, the state shall 

launch a flagship programme for the elderly addressing various needs of the 

elderly with the involvement of agencies/departments such as LSGD, KSSM, 

DHS, NHM, Ayush, etc., that are major stakeholders in ensuring access to 

various services for the elderly. SJD shall act as the coordinating agency not 

only at the state and district level but also at the local government level.  Such 

a programme may be designed this year itself so that it can be launched in the 

next financial year after ensuring necessary budget allocation. It may be 

modelled on the lines of the ICDS programme which has been successful in 

meeting multiple needs of children including nutrition, development, health 

care and growth monitoring. It is high time that the state recognises the 

demographic transition in the state and dedicates resources proportionate to 

the elderly in the population, who are soon expected to outnumber children in 

the state. 

o A major lacuna felt in the state with respect to care for elderly is the absence of 

a grassroot level worker specially for the elderly. To fill this vacuum, a 

Vayojana Coordinator shall be appointed in each LSGI who will be responsible 

for the management of the programmes of the state government and local 

government for the elderly.  The Vayojana Coordinator will associate with SJD, 

local government, ASHAs, Anganwadi workers and Vayojana Council of the 
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LSGI. Institutions such as pakal veedu/Sayamprabha home can function as the 

hub for the delivery of services for the elderly which will be co-ordinated by 

him/her.  He/She should be provided necessary training to coordinate the 

functions and about elderly care and protection. 

o For the effective implementation of the department programmes and to 

perform the role as the nodal department, it is important that the staff structure 

in the department be restructured, as there is no department staff below the 

district level. A block-level official may be appointed to act as a link between 

the suggested grassroot-level functionary (Vayojana co-ordinator) and the 

DSJO and to co-ordinate the activities for the elderly in the Block. With these 

functionaries in place, the level of activities for the elderly at different levels is 

bound to increase.  New initiatives shall also be planned and the LSGIs may be 

encouraged to initiate new projects.  This would necessitate more staff at the 

district and state level.  A work study may be conducted in the SJD which 

should take into consideration the present and future requirements at the state 

and district level and the required changes be made in the staff structure. It is 

also important that the staff in the department at all levels and institutions be 

given training in elderly care and management. 

o The SJD should clearly define the roles and responsibilities of officials of the 

SJD, and the functionaries attached to institutions such as care homes and 

Sayamprabha homes. Roles and responsibilities of officials of other 

departments involved in implementing programmes such as Vayomadhuram 

and Mandahasam should also be defined. The roles and responsibilities of the 

suggested Vayojana co-ordinator and Block-level SJD official to be recruited 

may also be clearly defined. 

o The SJD may embark on a  major campaign which should focus on the 

following: 

o Creating awareness about programmes for the elderly of SJD and 

other government departments/agencies 
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o Creating awareness about the rights of senior citizens and about the 

maintenance tribunals 

o Creating awareness about the need for barrier-free environment for 

the elderly in public spaces, institutions, transport, etc.,  

o Sensitisation of families to changing needs of the elderly and the need 

to make necessary changes in the houses and facilities at the household 

level to ensure better living condition for the elderly. 

o The SJD may initiate an internship programme in line with the one started by 

the Department of Industries and Commerce (DIC). Under the DIC 

programme named “Industry Internship Programme”, fresh graduates are 

recruited in all Grama Panchayats, Municipalities, and Municipal 

Corporations to support the district level team. The appointment is for a 

period of one year.  Selected interns work towards identifying and promoting 

opportunities for development of industries at the local level. The selected 

candidates will work under the supervision of the Industries Extension 

Officer. The performance of the selected candidates will be evaluated monthly 

based on pre-decided indicators. In a similar manner, the SJD may initiate a 

paid internship programme with adequate preparation and after defining the 

objectives clearly.  Such a programme shall be implemented jointly with the 

local governments.  The interns should be properly trained prior to engaging 

them.   

o In addition to the above, the SJD may initiate another internship programme 

for students in disciplines such as social work, psychology, psychiatry, 

sociology, law, etc.  The interns may be engaged in the care homes for the 

elderly, Sayamprabha homes, pakal veedu and Vayomithram. There have been 

initiatives to start degree and certificate courses in geriatric care in the state, 

wherein internship is part of their curriculum. Similarly students from other 

disciplines also have internship in their curriculum. The SJD may call for 

applications for internship at the district level, depending on the requirements 

at the district level, i.e. at the care homes and other institutions/programmes 

being implemented in the district.  
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o The SJD may promote the use of technology for improving the life of the 

elderly.  Apart from developing new technologies, solutions employed in 

developed country settings may be adapted to suit the local context.  These 

solutions can be made use of by the elderly, their care givers and care homes.  

o Technology for institutional care: Care homes for elderly can be equipped 

with emergency alarms and bells that would immediately alert the staff of 

falls or any other emergencies. Linking the same with the nearest health 

facility would ensure speedy response. More advanced beds fitted with 

easily raisable levers, easy to move wheelchair, etc. can be very helpful for 

care homes for the elderly.  

o Technology for home care: Fall alerts, emergency alarms and bells to alert 

the caregiver or the nearest health facility is useful for home-based care. 

Similarly, dispensers with motion sensors and voice recorded reminders 

would alert elderly citizens with conditions like dementia, to have their 

medicines and food on time. The family members or caregiver can also call 

up and remind when they get the missed alert.  Installation of CCTVs in 

homes where elderly are living alone and use of pre-programmed devices 

can help to track daily activities, food and medicine intake, exercise, etc.  

These can be accessed by family or care provider, which helps the latter to 

monitor the health of the elderly. Tracking is also helpful for Alzheimer’s 

patients who are at risk of wandering. Wearable trackers for tracking 

Alzheimer’s patients who are at risk of wandering and socks that could 

detect changes in the foot that could lead to ulcers are currently available.  

App-based support is also available to ensure timely medication, predictive 

analysis, blood pressure and glucose monitoring, fixing telemedicine 

consultation, etc.  

o Technology development: SJD may be collaborate with the universities, 

engineering colleges and industry for the development of appropriate 

technology and adaptation of available technology, to aid the elderly.  The 

start-ups under the Kerala Start-up Mission can support in this endeavour.  

SJD may initiate awards for new innovations/projects in geriatric care and 
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facilitate industry tie-ups for advancement of use of such technology in 

geriatric care in the state.  The needs of the potential users should be 

incorporated in the development of designs.  

o Access to Technology: The role of the state government will be to ensure that 

priority is given to low cost technological solutions which are accessible to large 

sections of the elderly.  Schemes to promote the adoption of technology can be 

implemented by SJD as well as the local governments.  As practised in some 

developed countries, advanced devices can be made available by the local 

governments on rent or on revolving basis.  To improve access to technological 

solutions, awareness programmes shall be organised by SJD by partnering with 

LSGIs and educational institutions. The elderly should also be supported to use 

smart phones and social media so that they can maintain their social contacts.  

The services of college students could be made use of, which can be organised 

in association with the National Service Scheme and Students’ Unions in higher 

education institutions. 

8.2.2. Recommendations to Improve Existing Programmes of SJD13 

Sayamprabha Homes 

 In order to improve the participation of elderly beneficiaries in Sayamprabha 

homes, the LSGIs shall learn from the successful LSGI initiatives seen in 

Arimpur, Eraviperoor, Chapparapadavu, etc. Elements that have been 

identified to be instrumental in the success of these models can be adopted 

according to the local context of the LSGI.  These guidelines can be used by the 

LSGIs in running the pakalveedu. 

 The SJD may prepare guidelines for the functioning of Sayamprabha homes 

before expanding the schemes to other LSGIs.   

 Involve elderly groups: Sayamprabha homes shall ensure the involvement of 

associations for the welfare of the elderly and pensioners’ associations. It 

                                                        
13 Vayomithram being a component for addressing health care needs of the elderly by the KSSM 
is discussed along with measures to improve health care services for the elderly. 
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should function in close coordination with Vayojana Clubs in the locality and 

the Vayojana Council of the LSGI.  

 A Managing Committee shall be constituted with representatives of elderly 

beneficiaries of the Home, elected representative of the ward/division where 

the Home is located, ASHA and Anganwadi worker.  

 Monitoring of the activities of Sayamprabha home shall be done by the 

Vayojana Council. Functioning of the centre shall be included as an item on the 

agenda in the elderly grama sabhas as well as the meetings of the Welfare 

Standing Committee. 

 The Sayamprabha home shall function as day care centre. The activities shall 

be planned and managed by the elderly themselves. Volunteers from among 

the elderly who have retired from service in the age group 56-68 years and who 

are interested in social activities could be identified and engaged to organise 

such activities. The activities in Sayamprabha home can be classified into, a. 

social day care, b. adult - health day care, and c. dementia day care. The first 

category of activities focus on meeting the socialisation needs of the elderly 

such as companionship, meeting peers, engaging in activities such as games, 

sing-songs, watching films, celebrating birthdays and festivals, etc. Such 

programmes shall be decided by the elderly themselves. In the second category 

of activities, health care needs of the elderly such as health check-ups, classes 

by health professionals, yoga, physiotherapy, other exercises, etc. could be 

provided. These activities, organised at regular intervals, require external 

support. Yoga instructors, physiotherapists, etc. can be engaged on a part-time 

basis on contract by the LSGI. Retired doctors, medical professionals interested 

in voluntary activities, etc., can also be engaged in such activities. Information 

about such activities shall be disseminated among all ward level Vayojana 

clubs in order to attract maximum participation of elderly. Vayomithram 

camps and Dementia detection camps could be organised regularly. Classes 

could also be provided to family members and caregivers on how to care for 

the elderly and manage elderly at different stages of dementia.  
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 Productive activities (handicraft making, making paper bags and other paper 

products, group farming) and short duration skill development programmes 

may be organised in Sayamprabha home. LSGIs and Kudumbashree shall 

provide necessary support for sourcing raw materials and marketing the 

products.  Making of lamp wicks by elderly women, under the 

“Ammoommathiri”/wicksdom social initiative of Smt. Lakshmi Menon, is such 

an example. 

 The Sayamprabha homes shall be made more inclusive by organising activities 

attractive to all genders. At present, the large majority of those visiting the 

home are women.   

 As practised in Arimpur grama panchayat, an annual programme calendar 

may be prepared in consultation with the elderly on the activities that could be 

undertaken in each month. 

 Sayamprabha home shall also function as the hub of all activities planned for 

the elderly in the LSGI. The home can function as a common service centre, 

digital literacy centre, etc. for the elderly. Necessary infrastructure for this 

could be procured by the LSGI, with support from the SJD or through funding 

from donations/CSR funds/MP/MLA funds, etc. Personnel to provide these 

services and assistance to the elderly could be sourced from among the local 

youth/college students/ volunteers from among the elderly. 

 Access to the Sayamprabha homes is a major factor determining regular 

participation of elderly. The homes shall be located in an easy to access location 

in the LSGI with proper access to public transport. The LSGI shall also form 

tie-ups with local transport providers such as autorickshaw/taxi/tempo 

drivers to pick up the elderly from their homes and drop them back. If not 

organised on a daily basis, the same shall be arranged on special days such as 

when health check-ups and medical camps happen, or some celebration. When 

elderly and their family members see that there are such regular activities 

happening, they will be willing to attend more regularly. When the 

participation of elderly increases, regular transport arrangements shall be 

provided. It is also worth considering whether two batches of elderly can be 
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accommodated in a Sayamprabha home with each batch coming on alternate 

days to increase the coverage of the programme. 

 Arrangements shall be made with Janakeeya hotel or a Kudumbashree group 

for the supply of food and refreshments.   The same can also be facilitated by 

entering into an agreement with a few households in the neighbourhood of the 

Sayamprabha home.  Apart from the funds made available by the SJD and 

LSGI, donations from the public including voluntary contributions from the 

beneficiaries can also be solicited. 

 Instead of constructing a building for the home (the amount which constitutes 

the major share under the Special Plan for Aged component of the LSGI), the 

LSGIs shall identify unoccupied houses or government properties in an 

accessible location and take it on lease or rent.  

 The institution shall be elderly friendly with ramps, railings, wheel chair 

accessibility, first aid facilities and elderly friendly toilets with non-skid 

flooring. The wall colours shall also be made more attractive to bring in a lively 

ambience. Dementia-friendly colours should also be adopted. In the case of 

buildings on rent, the agreement shall be taken for a long-term with the 

sanction to make such alterations to the structure. 

 The LSGI shall make sufficient allocation in its annual budget to meet the 

maintenance and operational expenses of the Sayamprabha home.  

 SJD, while selecting LSGIs for providing support under Sayamprabha homes, 

shall examine aspects such as access and elderly friendliness of the building, 

average attendance in the pakalveedu, activities usually undertaken, 

involvement of the elderly in the organisation of activities and management of 

the centre, provision of transport and refreshments, etc.  

Old Age Homes 

 All Government Old Age Homes should be upgraded to Second Innings 

Homes by exploring possibilities such as associating with civil society 

organisations, partnership with public and private companies or utilising their 

Corporate Social Responsibility fund. Standards need to be prescribed 
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concerning infrastructure and geriatric care and counselling facilities and 

followed.  

 The inmates of the old age homes are not a homogeneous group.  While some 

of the inmates may require nursing care, some others can live independently.  

The facilities and human resource required for these two categories are 

different.  The capacity of the old age homes shall be decided separately for 

those needing nursing care and others.  The human resources, especially with 

respect to nursing staff, shall be fixed accordingly. The possibility of engaging 

the healthy inmates for the care of others should also be explored. Giving a 

small remuneration (pocket money) for such inmates who are actively involved 

in the functioning of the institution may be considered. 

 Steps shall be taken to fill vacant staff positions as all the government old age 

homes in the sample were seen to have vacant posts, which was affecting the 

smooth functioning of the institution. 

 Professionalism should be brought into the functioning of government old age 

homes. Most of the staff in government-run homes are in those positions by 

promotion.  New recruits should be inducted after training and the existing 

staff should be provided in-service training on geriatric care before appointing 

them in old age homes.  Refresher training should be organised periodically by 

experts in geriatric care and gerontologists. Apart from geriatric care, the 

training should include orientation on laws, rights, and policies regarding the 

elderly and exposure visits to model institutions. Staff from aided institutions 

should also be included in such training programmes. 

 To address the inadequacy of medical attention provided to inmates in 

government old age homes, house surgeons in medical colleges can be deputed 

on a rotational basis, and an honorarium for such service may be considered. 

Similarly, post graduate students in Social Work can be engaged as part of their 

project work. The services of the doctor under Vayomithram should be ensured 

in all old age homes, including aided homes. Further, counselling services 
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under Vayomithram should be extended to inmates in all homes. Periodic visits 

of psychiatrists and psychologists should be ensured in all institutions. 

 Steps should be taken to upgrade the facilities in the dementia care centre to 

convert it into a model centre in the state. After undertaking a systematic 

assessment, the initiative may be replicated in other places.  

 The availability of laboratory facilities in Second Innings Homes is found to be 

beneficial in regularly monitoring the lifestyle diseases among the inmates. 

Routine screening and monitoring for NCDs could be arranged in other 

government-run homes through a tie-up with local laboratories. Screening for 

dementia should be carried out in all existing old-age institutions so that 

requisite timely care and assistance can be provided. 

 Arrangement for the transportation of inmates in case of health emergencies 

and hospital visits need to be made by entering into a contract with private 

transport providers. 

 Individual care plan taking into account the characteristics of a new inmate and 

the measures required to give them protection and rehabilitation should be 

prepared. It should be routinely updated and reviewed. The staff should be 

trained to prepare, monitor, and maintain ICP in the institutions. 

 The interests and hobbies of the elderly should be identified and promoted. 

Skill training can be provided in collaboration with voluntary organisations, 

associations of senior citizens or other actors such as Kudumbashree in 

channelising the interests of the elderly to generate some income. Measures to 

impart digital literacy may be started in old age homes. The elderly will have 

opportunities to learn new things and acquire skills, connect with their friends 

and family through social media. 

 As social security pension is not provided to inmates of old age homes, at least 

minimal financial aid (percentage of the original pension amount) to cover their 

out-of-pocket expenses may be provided to them.   
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Following are the recommendations for Aided Old Age Homes 

 A systematic reassessment of the facilities available in the aided homes in 

relation to the sanctioned strength of aided homes has to be undertaken before 

renewal of the grant-in-aid for the institution (scheduled once in every four 

years). 

 The grant provided to the aided homes should be reassessed and should be 

fixed at least to the level of old age pension which is Rs. 1600, from the current 

level of Rs. 1100 per inmate. The grant should also be periodically revised. 

 The food grains (rice and wheat) provided by Department of Civil Supplies 

under the Public Distribution System should be extended to all inmates in the 

aided homes. Currently, those who do not possess an Aadhar card or their 

names figuring in the ration cards elsewhere are not eligible for supplies at 

home. Steps should be taken up to remove the names of the inmates from ration 

cards elsewhere and added on to the card in the home. Further, it was identified 

that there is considerable delay in receiving food grains, especially during the 

annual renewal process. Majority of the inmates are destitute and depend 

primarily on these supplies, and hence prompt disbursement of rations should 

be ensured. 

o To improve the coverage of Mandahasam, more hospitals should be 

empanelled. Information dissemination activities shall be strengthened. 

Dentures should be of appropriate size and proper follow up should be 

provided after the procedure.  The LSGI may also consider reimbursement of 

ancillary expenses for the extremely vulnerable among the beneficiaries.  

 In the case of Vayomadhuram, the strips shall be replaced through the NCD 

clinics or the Vayomithram programme, through which other medicines 

including insulin is being provided. The elderly shall be trained to use the 

device through medical camps by Vayomithram or by health personnel, 

Santhwanam volunteers or ASHA by visiting their house.  
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8.2.3. Recommendations for Improving Health Care Services for Elderly 

o The State shall design a comprehensive Health Care Programme for the Elderly 

by streamlining and integrating the activities undertaken by multiple agencies 

to meet varied health needs of the elderly (See Matrix). As under Aardram 

mission, the LSGI level health facility shall be the hub of planning and 

implementing the programmes.  Local level systematic convergence and 

integration of services currently being provided by different stakeholders is 

required. 

Matrix of Provider and Location of Health Care Services to the Elderly 

Activity/Need 
Current Service 

Provider 
(Govt. only) 

Provided at 
Institution/Home 

Regular health care DHS, AYUSH Health facilities 

Chronic conditions 

tests 

DHS, NHM, 

Kudumbashree, 

Vayomithram 

Health facilities, 

home, medical 

camps 

Medicines 
DHS, NHM, 

Vayomithram 

Health facilities, 

home (during 

COVID), medical 

camps 

Palliative care NHM Home 

Home nursing 

services 
Kudumbashree Home 

Physical aids SJD, LSGI 
Health facilities, 

Medical camps 

Nutritional support SJD, LSGI 

Sayamprabha 

home, Home 

(during COVID) 

o The base of all planning would be data. During COVID, ASHA and Anganwadi 

workers were entrusted with the responsibility of collecting details of elderly 

in the LSGI. The same may form the foundation for planning. The details shall 

be digitised along with finer details such as co-morbidities, mobility status, 

caregiver dependence, etc. Current beneficiaries of programmes such as NCD 

clinics, Vayomithram and Palliative care shall be identified. Access to the data 
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shall be given to the LSGI President, Secretary, the Vayojana Co-ordinator, and 

the Medical Officer at the PHC. The e-Health programme also presents an 

opportunity for integrated database management and database linked 

provision of services. The LSGIs can pilot this first in a few wards. A model for 

local-level integrated health services provision for the elderly is given as 

Annexure IV. 

o Once the database is prepared, differential health needs of the elderly shall be 

identified. The needs are varied for men and women, for young-old and old-

old, for bedridden, for elderly with chronic ailments, for elderly with 

disabilities, etc. Once the needs are identified, the provider and periodicity of 

various services can be decided accordingly. For instance, frequency of 

monitoring blood sugar levels, frequency of palliative care visits, etc. may be 

decided according to the health status. This will facilitate constant monitoring 

and follow up of the health status and health care needs of the elderly at the 

local level. 

o Outreach programmes and home-based health care shall be a major component 

of the new health programme for elderly. Apart from the palliative care model, 

Vayomithram is also envisaged to have a home visit component, which is not 

being delivered currently. There is considerable scope for improvement in the 

provision of services and coverage of population. While Vayomithram units are 

engaged in conducting medical camps and medicine distribution during 

mornings, afternoons can be utilised for home visits. Once the database is 

prepared, high risk elderly may be identified, and home visits ensured for 

them. In Sweden, elderly are screened for a set of pre-identified risks and risk 

reduction plan is suggested and followed up with the patients. This can be done 

under Vayomithram. 

o Some services started during COVID such as home delivery of medicines and 

teleconsulting shall be sustained. Home based collection for lab tests and 

phone-based delivery of results shall be instituted through Santhwanam. LSGIs 

can also collaborate with private laboratories on subsidised rates. The Tamil 
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Nadu government has recently piloted a scheme “Makkal Thedi Maruthuvam” 

which aims at home visits by doctors, home-based testing and delivery of 

medicines and adult diapers. Though the programme is intended to address 

chronic diseases among persons aged 45 and above, priority will be given to 

the elderly.  

o The high prevalence of lifestyle diseases is partly due to the inadequacy of 

physical activities as is evident from the activity profile of the elderly included 

in the survey. Home visits may also be designed to track their physical activities 

and encourage the elderly to undertake doctor-prescribed activities. Such a 

system has been successful in Sweden. Similarly in Sweden, the incidence of 

fall related injuries, pressure ulcers in immobile patients, malnutrition and oral 

issues has decreased due to activities oriented towards prevention. Such 

changes need to be brought into the Vayomithram programme. Role of AYUSH 

in physical therapy including uzhichil and yoga needs to be explored more. 

o Vayomithram is a welcome initiative, implemented in urban local bodies and 

piloted in Block Panchayats to expand to rural areas. Even while piloting it is 

important that the entire range of services as envisaged is piloted, rather than 

just the medicine supply component, as is being done now. Given that the LSGI 

is the contributor of half of the funds towards Vayomithram, the LSGI 

authorities shall be made aware of the programme design and what all services 

are envisaged. As the programme is implemented in co-operation with the 

LSGI, the LSGI needs to review aspects such as number of camps held, 

frequency of camps, number of elderly receiving medicine, etc. Wherever gaps 

in service delivery are identified the LSGI shall discuss with the Vayomithram 

co-ordinator and work towards a solution.  

o The LSGIs also need to step up their function as monitoring agencies for 

palliative care programme. Proper records of beneficiaries of the services 

should be maintained and the LSGIs should review the functioning of the 

programmes. There is a need for services such as physiotherapy, counselling, 

services of Ayurvedic and Homeo doctor and provision of medicines, adult 
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diapers, therapeutic food, etc. through palliative services. Once there is a 

review of the functioning of the palliative programme jointly with the palliative 

unit, such needs could be identified and efforts to provide such services may 

be taken up. The LSGI may also align its palliative services with the ones 

offered by NGOs and voluntary organisations and work in tandem.  

o Special attention needs to be given to the increasing prevalence of Dementia, 

Alzheimer’s, Parkinson’s, and other neurological conditions in the society, 

especially among the elderly. Similarly, a separate Mental Health Component 

should also be developed for the elderly and integrated into the programme. 

o Neurological conditions also require early identification, diagnosis, monitoring 

and management so that the progression of the condition can be kept in check 

and the situation does not escalate. Community level health workers need to be 

provided with training to sensitise the community about early signs of such 

conditions. A team may also be constituted at the local level to administer the 

primary memory screening tests. The elderly diagnosed with the condition 

could be regularly followed up with the required support from trained care 

providers. Facilities such as memory clinics should be set up at the Taluk level, 

at the least. 

o The Vayojana Co-ordinator shall serve as the link between elderly desirous of 

receiving benefits of programmes such as Vayomithram, assistive devices from 

the SJD, etc. Applications, wherever required shall be given to the co-ordinator 

and on enquiry and assessing the authenticity of the request, he/she shall 

forward it to the DSJO. Timely dissemination of information, especially to the 

elected representatives, Anganwadi workers and ASHA, shall increase the 

reach of the programmes. 

o Programmes such as Harsham and creation of a local labour pool shall be 

encouraged, and necessary support provided by the authorities as the need for 

trained caregivers will increase significantly over the coming years.   

o By the end of this decade the proportion of elderly will be more than the 

proportion of children in the state.  Though paediatrics is a well-known and 
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widely available specialty care, geriatrics is yet to gain acceptance. Given the 

increasing demand for geriatric care in the state, Geriatrics must be promoted 

as a Specialty in the Medical and Paramedical courses in the state and students 

may be encouraged to take up the specialisation. Gerontology courses may also 

be started for non-medical professionals such as social workers. Short courses 

of varying duration and depth in elderly care may also be designed to help 

functionaries such as paramedical staff, and informal and formal caregivers, 

transport service providers, etc. Such short-term courses as well as guidance 

material would be helpful for family members as well who would need to be 

sensitised and given the orientation to handle the care needs of the elderly. Just 

like there are parenting workshops, programmes may also be arranged on 

elderly care. 

8.2.4. Recommendations on Local Government Initiatives  

o Local governments have a major role in addressing the needs of the elderly.  

The LSGIs shall identify and implement projects based on ground realities and 

using relevant data.  Data on elderly collected by ASHA or Anganwadi workers 

or collected through survey of elderly may be used for project planning. 

Projects, especially those planned under the Special Plan for the Aged, shall be 

curated based on the needs assessed based on the data. Projects shall be curated 

to the needs of the elderly such as bedridden, elderly living alone, elderly with 

disability, etc.  The experience of initiatives in Arimpur Grama Panchayat, 

Thuneri Block Panchayat and Manickal Grama Panchayat illustrates the 

importance of data-based planning at the local level.   The LSGIs can organise 

study visits to such LSGIs with successful interventions before developing 

plans for the aged. 

o Pakalveedu is a major programme undertaken by the LSGIs for the elderly. 

Instead of constructing a new building for the pakalveedu, the LSGI shall 

identify unused residences or government buildings in easily accessible 

locations, to start the pakalveedu. These buildings could be taken on lease or 

rent. It is also necessary to ensure that the buildings are made elderly friendly, 
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for which the agreement shall be drawn for a sufficiently long tenure including 

the provision to make necessary changes in the structure.  

o Given the massive investment in pakalveedu by LSGIs, a study on the effective 

functioning of pakalveedu should be conducted, as has been suggested by the 

Fourth Administrative Reforms Commission.  

o Ward level elderly forums or clubs shall be constituted. The activities of these 

forums shall be planned at the pakalveedu (if available in the ward) or in places 

such as Anganwadis, Government schools, etc. in such a manner and timing 

that would not hinder the regular functioning of these institutions. The 

socialisation needs as well as health care needs of the elderly can be met 

through organising activities including health check-ups at the ward level. 

These ward level forums shall also function as Jagratha Samithis and can be 

involved in the intermediation in cases of elderly abuse and maintenance grant 

disposal. 

o Vayojana Council shall be constituted in every LSGI.  The Council shall be 

constituted with representative of ward level committees. This council shall 

guide the panchayat in formulating plans and projects for the elderly. The 

Council can act as a pressure group and represent the issues of the elderly 

before the local government. The meetings and activities of the council can be 

held at the Sayamprabha home. The initiatives taken by Manickal and Arimpur 

GPs in these lines, is worth emulating. 

o Senior Citizens Grama Sabha, wherein the programs for the elderly are 

discussed and formulated shall be held, as envisaged, at the ward level once in 

a year. 

o The SJD may in collaboration with the LSGD, develop a shelf of projects that 

could be taken up under Special Plan for the Aged.  However, this should not 

preclude the LSGIs from other innovative projects to address the locally 

identified needs.  

o A local level labour bank could be created by identifying potential people from 

the LSGI as is being piloted in Arimpur GP. Such an initiative gains significance 

in the context of need among the elderly of such support systems, as seen in the 
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study. Many among the elderly want someone to accompany them when they 

go for hospital visits, banks and other institutions. Many elderly are 

accompanied by children or other family members. However, a significant 

section among the elderly are either living alone or in an elderly only 

household. With respect to the caregivers met during the study as well, many 

reported burnout and inability to engage in jobs or attend social functions, due 

to the responsibility of caring for the elderly. The Arimpur initiative also gains 

significance as to how the GP has identified and classified the categories of help 

that could be given from the labour pool, viz. as bystander, for companionship, 

etc. While there are such support systems mushrooming in the private sector 

on a commercial basis, such local level initiatives will be very helpful and also 

more reliable for the general public. 

o Adequate training should be provided before engaging them. It is also 

important to ensure that the workers receive reasonable remuneration for their 

work.  

o It is important to incentivise LSGIs that bring innovative projects for elderly 

and sustain them, through a provision of special grant or award. It is also 

important to share the learning from the success and failure of projects for 

elderly with other LSGIs.   

o Elderly abuse is becoming very common as is seen in the crime records as well 

as calls to the elderline to report on abuse and requests to be rescued. Though 

there are initiatives by the Police and at the LSGI level by the Kudmbashree 

through Jagratha Samithi, these incidents continue to occur. The department 

should undertake an in-depth study on the occurrence of elderly abuse and the 

effectiveness of the mechanisms to keep these in check. 

8.2.5. Sustaining Initiatives for Elderly in Response to the Pandemic 

o There have been initiatives during COVID pandemic to reach out to the elderly.  

ASHAs, who have been supporting the elderly during the pandemic, can be 

engaged in a more fruitful manner after being given orientation about the needs 

of elderly and schemes for their care and protection. Some activities entrusted 

with ASHA during COVID pandemic such as enlisting elderly in the locality 
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and home delivery of medicines could be continued in the post pandemic 

period also.  ASHA may also be trained to perform tests using glucometers and 

portable BP apparatus to provide these services to the elderly population in the 

locality.  Similarly, door delivery of medicines from programmes such as NCD 

and Vayomithram may be continued. Home delivery of ration and other 

essentials by the rapid response team/volunteers is another such initiative that 

could be sustained. The delivery of nutritious food to elderly beneficiaries is an 

initiative that the LSGIs could continue, though community kitchens are no 

longer functional. The same could be provided through Kudumbashree 

Janakeeya hotels at subsidised rates to the poor and free to the extremely poor.  

The pandemic also resulted in increased use of smart phones, including among 

the elderly who were wary of using them. Online modes of information 

dissemination, processing of applications, organisation of lectures/sessions, 

app-based health and activity monitoring services, online delivery of services, 

etc. must be encouraged among the elderly. Once the elderly are given training 

in such activities, it will be easier for them to manage many things by 

themselves. 
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ANNEXURE I 

Survey Questionnaire 
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Schedule Number  

INTERVIEW SCHEDULE FOR ELDERLY SURVEY 

A. IDENTIFICATION 
No. Particulars Code 

A1 
District and Code  
ജില്ലയും ക ോഡും 

  

A2 
Name of the LSGI and Code 
തകേശ സ്ഥോപനത്തിന്റെ കപരും ക ോഡും 

  

A3 
Ward Number  
വോർഡ് നമ്പർ 

  

A4 
Name of the Head of the Household  
ഗൃഹനോഥയന്റെ/നോഥന്റെ കപര് 

 

A5 
Address & Contact number 
കേൽവിലോസും & ക ോൺ നമ്പർ  

A6 

Total members in the household & number of 
members aged 60 or above 
വീട്ടിന്റല ആന്റ  അുംഗങ്ങൾ എത്ര, 60 വയകസോ അതിൽ 
കൂടുതകലോ പ്രോയമുള്ളവർ എത്ര? 

Total members 
Members aged 60 

or above 
Curtail 

interview if no 
one aged 60 or 

above   

A7 
Name of the selected elderly സർകവക്കോയി 
ന്റതരന്റെടുക്കന്റെട്ട മുതിർന്ന ന്റപൌരന്റെ കപര്  

A8 
Mobile number of the elderly  
മുതിർന്ന ന്റപൌരന്റെ ക ോൺ നമ്പർ           

A9 

Whether the elderly has any vulnerability and is not 
in a position to respond to the survey. To be recorded 
by observation or interaction with the family 
members. (Multiple response) 

മുതിർന്ന ന്റപൌരൻ ഏന്റതങ്കിലും തരത്തിലള്ള ശോരീരി -
േോനസി  ന്റവല്ലുവിളി കനരിടുന്നയോകളോ സവയും 
പ്രതി രിക്കോൻ സോധിക്കോത്തയോകളോ ആക ോ? സവയും 
നിരീക്ഷികചോ ബന്ധുക്കകളോെ് അകനവഷികചോ 
കരഖന്റെടുത്തു   

Bed ridden………………………………………………… 

Blindness………………………………………………….. 

Deaf & dumb……………………………………………... 

Locomotor disability…………………………………….. 

Mental illness……………………………………………... 

Dementia & related disorders…………………………... 

Others (specify)…………………………………………... 

No particular vulnerability……………………………… 

1 

2 

3 

4 

5 

6 

7 

8 

A10 

Name of the respondent  
(if elderly is not in a position to respond) 
വിവരദോതോവിന്റെ കപര്?  

(മുതിർന്ന ന്റപൌരന് പ്രതി രിക്കോൻ സോധിക്കിന്റല്ലങ്കിൽ 
േോത്രും) 

 

A11 
Relationship of the respondent with the elderly 
വിവരദോതോവിന്, മുതിർന്ന ന്റപൌരനുേോയള്ള ബന്ധും  

A12 
Phone number of the respondent 
വിവരദോതോവിന്റെ ക ോൺ നമ്പർ           

A13 Date of the Interview 
D D M M Y Y Y Y 

    2 0 2 1 

 
Name 
Date 

Spot checked by 

 
Field edited by Office edited by Keyed by 

  

 

Name & Signature of the Investigator 

 

 

Name & Signature of the Supervisor 

നേസ്കോരും! എന്റെ കപര് ............., ഞോൻ ന്റ ോചി ആസ്ഥോനേോയി പ്രവർത്തിക്കുന്ന CSES എന്ന ഗകവഷ  സ്ഥോപനത്തിൽ പ്രവർത്തിക്കുന്നു. 
CSES, സോമൂഹയ നീതി വകുെിനു കവണ്ടി, മുതിർന്ന ന്റപൌരന്മോരന്റെ ആവശയങ്ങൾ േനസിലോക്കുന്നതിനുും അവർക്കോയള്ള സുംസ്ഥോന 
സർക്കോരിന്റെ വിവിധ കസവനങ്ങളും പദ്ധതി ളും വിലയിരത്തുന്നതിനുേോയി ഒര പഠനും നെത്തു യോ ്. മുതിർന്ന ന്റപൌരന്മോർക്കോയി 
കൂടുതൽ പ്രകയോജന രേോയ പദ്ധതി ളും കപ്രോഗ്രാമോമു ളും ആവികരിരിക്കുന്നതിന് വ വിവരങ്ങൾ സഹോയ രേോയിരിക്കുും. തോങ്കൾ വ 
പഠനകത്തോെ് സഹ രിക്കുന്റേന്നുും ആവശയേോയ വിവരങ്ങൾ നൽകുന്റേന്നുും ഞങ്ങൾ പ്രതീക്ഷിക്കുന്നു. തോങ്കൾ നൽകുന്ന വിവരങ്ങൾ 
പഠനത്തിന്റെ ആവശയങ്ങൾക്ക് േോത്രകേ ഉപകയോഗിക്കൂ എന്നുും തോങ്കൾ നൽകുന്ന ഏത് വിവരവും വളന്റര രഹസയ സവഭോവകത്തോന്റെ േോത്രകേ 
ക  ോരയും ന്റെയ്യൂ എന്നുും ഞോൻ ഉറപ്പു നൽകുന്നു. 



2 
 

 

 

No Questions and Filters Coding Categories Skip to 

1.  
Age of the elderly (in completed years) 

മുതിർന്ന ന്റപൌരന്റെ വയസ് 

   

2.  
Sex 

ലിുംഗും 

Male………………………………………. 

Female......................................................... 

Transgender……………………………... 

1 

2 

3 

 

3.  
Marital Status 

കവവോഹി ോവസ്ഥ 

Married…………………………………... 

Unmarried.................................................. 

Divorced/Separated................................. 

Widowed ………………………………... 

1 

2 

3 

4 

      

     Q.7 

     Q.5 

     Q.5 

4.  
Age of the spouse (in completed years) 

പങ്കോളിയന്റെ പ്രോയും 

 

 

 Skip to 
Q.6 

5.  
If divorced/widowed, since how many years? 

പങ്കോളി േരിചകതോ/ വിവോഹകേോെിതകരോ ആന്റ ങ്കിൽ, 
എത്ര വർഷേോയി? 

   

6.  
How many children do you have?   

തോങ്കൾക്ക് എത്ര േക്കളണ്ട്? 

Male Female Transgender Total 

    

7.  

Who all live in this house other than you?  

(Multiple response) 

തോങ്കളല്ലോന്റത േറ്റോന്റരോന്റക്കയോ ് വ വീട്ടിൽ 
തോേസിക്കുന്നത്?  

(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്) 

No one…………..…………..…………….                    

Spouse…...……..….................................... 

Son………………………………………... 

Daughter…………………………………. 

Son-in-law ………………………………. 

Daughter-in-law………………………… 

Grand children………………………….. 

Other relatives…………………………... 

Helper/ care giver……………………… 

Others (Specify)…………………………. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

 

8.  

What is your major source of income?  

If mentioning as pension, probe which 
pension? 

തോങ്കളന്റെ പ്രധോന വരേോന കരോതസ് എന്തോ ്? 

(ന്റപൻഷനോന്റ ങ്കിൽ, ഏത് ന്റപൻഷന്റനന്ന് എടുത്ത് 
കെോദിക്കു ) 

 

Social Security Pension ...………………. 

Service Pension …………………………. 

Welfare Board Pension ………………… 

Agriculture….……………………………                   

Business/Self-employed …….………… 

Salary ……………………………………. 

Daily wages …………………………….. 

Rental income………………………….... 

Others (specify) ………………………… 

No income……………………………….. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

 

 

 

 

 

 

 

 

 

   Q.13 
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9.  
Do you have any other income sources?  

തോങ്കൾക്ക് േന്ററ്റന്റന്തങ്കിലും വരേോനങ്ങളകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

Q.11 

10.  

Specify which all (Multiple response) 

If mentioning as pension, probe which pension? 

ഏത ൊതെതെന്ന്  വ്യക്തമൊക്കുക  
(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്) 

ന്റപൻഷനോന്റ ങ്കിൽ, ഏത് ന്റപൻഷന്റനന്ന് എടുത്ത് 

കെോദിക്കു . 

Social Security Pension ...………………... 

Service Pension …………………………... 

Welfare Board Pension ………………….. 

Agriculture ………………………………...                 

Business/Self-employed …….…………... 

Salary ……………………………………… 

Daily wages ……………………………..... 

Rental income…………………………....... 

Others (specify) …………………………... 

1 

2 

3 

4 

5 

6 

7 

8 

9 

 

11.  

If receiving social security pension, did you face 
any difficulty in processing of the pension, 
including mustering?   

സോമൂഹയ സുരക്ഷോ ന്റപൻഷൻ ലഭിക്കുന്നുന്റണ്ടങ്കിൽ, 
ന്റപൻഷൻ ലഭിക്കുന്നതിന്റെ ഭോഗേോയി തോങ്കൾക്ക് 
എന്റന്തങ്കിലും പ്രയോസങ്ങൾ (േസ്റ്ററിുംഗ് ഉൾന്റെന്റെ) 
ഉണ്ടോകയോ? 

Yes.…………………………………………. 

No……........................................................... 

1 

2 

       

Q.13 

12.  

Kindly elaborate. വിശദേോക്കു . 

 

 

 

 

Current and past employment details 
ന്റതോഴിൽ വിവരങ്ങൾ (നിലവിലള്ളതും പഴയതും) a. Response b. Job 

13.  
Are you currently working?  

തോങ്കൾ ഇകെോൾ കജോലി ന്റെയ്യുന്നുകണ്ടോ? 

Yes………………….1 

No…………………..2 
 

14.  
Were you working before?  

തോങ്കൾ മുൻപ് കജോലി ന്റെയ്തിരകന്നോ? 

Yes………………….1 

No…………………..2 
 

15.  

Are you dependent on anyone else for your 
financial needs? 

സോമ്പത്തി േോയ ആവശയങ്ങൾക്ക് തോങ്കൾ 
ആന്റരന്റയങ്കിലും ആശ്രയിക്കുന്നുകണ്ടോ? 

Yes………..………………………………… 

No……........................................................... 

1 

2  Q.17 
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16.  
Whom? (Multiple response) 

ആന്റരയോ ് ആശ്രയിക്കുന്നത്?  
(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്) 

Spouse…...……..…...................................... 

Son………………………………………...... 

Daughter…………………………………... 

Son-in-law ………………………………… 

Daughter-in-law…………………………... 

Grand children……………………………. 

Others (Specify)……………………….…... 

1 

2 

3 

4 

5 

6 

7 

 

17.  

Can you tell us whether you 
usually go out for the 
following activities; before 
COVID and now? 

ഏന്റതോന്റക്ക  ോരയങ്ങൾക്കോയോ ് 
തോങ്കൾ സോധോര യോയി പുറത്തു 
കപോവന്നന്റതന്ന് പറയോകേോ? 
(കകൊവ്ിഡിന് മുമ്പതെയും 
ഇകപൊഴതെയും കൊര്യങ്ങൾ 
പ്രക യകമൊെി ക ൊദിക്കുക) 
(ഓകരോന്നുും എടുത്തു കെോദിക്കു ) 

Yes………………1 

No……………….2 

NA………………3 

Activity i) Before COVID ii) Now 

a.  Shopping   

b.  Ration shop   

c.  Religious institutions   

d.  Social engagements   

e.  Cultural programmes/ cinema   

f.  
To the junction to have tea/talk 
with known people 

  

g.  Friends’/relatives’ houses   

h.  Bank   

i.  Treasury   

j.  For work/ work place   

k.  Other offices   

18.  

Do you generally go out alone or with 
someone?  

സോധോര , തോങ്കൾ പുറത്തു കപോവോറുള്ളത് 
ഒറ്റക്കോക ോ ആരന്റെന്റയങ്കിലും കൂന്റെയോക ോ? 

Alone……………………………………........... 

With someone.................................................... 

Both……………………………………………. 

NA……………………………………………... 

1 

2 

3 

4 

       
 
 

Q.21 

19.  

When you go out, do you require any kind of 

support or assistance such as for walking, 

transport, formalities in an office, etc.?  

പുറത്ത് കപോവകമ്പോൾ തോങ്കൾക്ക്, നെക്കോകനോ, യോത്ര 
ന്റെയ്യോകനോ, ഓ ീസിന്റല  ോരയങ്ങൾ ന്റെയ്യോകനോ 
േകറ്റോ ഏന്റതങ്കിലും തരത്തിലള്ള സഹോയും 
ആവശയേോയി വരോറുകണ്ടോ? 

Yes.……….…………………………………..... 

No……................................................................ 

1 

2 

 

Q.21 
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20.  

What kind of support? Kindly elaborate 
എന്ത്  ര്െിലുള്ള സഹൊെും? വ്ിശദമൊക്കുക 

21.  

Do you engage in these activities to spend time? 

(Multiple responses with probe) 

ഇനിപറയന്ന ഏന്റതങ്കിലും  ോരയങ്ങൾ തോങ്കൾ 
ന്റെയ്യോറുകണ്ടോ? 
(ഒന്നിലധികും ഉെര്ങ്ങൾ ബൊധകമൊണ്. ഓകരോന്നുും 
എടുത്തു കെോദിക്കു ) 

 

Walking……………………………………….. 

Yoga…………………………………………… 

Other exercise………………………………… 

Cooking……………………………………….. 

Gardening/ homestead farming…………… 

Meditation…………………………………….. 

Prayer………………………………………….. 

Taking care of grandchildren……………….. 

Read…………………………………………… 

TV……………………………………………… 

Talk to family and friends on the phone…... 

Use social media (whatsapp, facebook, etc.)… 

Other creative activities (Specify)…………... 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

 

22.  

Have you ever felt the need for a place to go 
and spend time with others during daytime?  

പ ൽ സേയങ്ങളിൽ, േറ്റുള്ളവകരോന്റെോെും സേയും 
ന്റെലവഴിക്കോൻ ഒര ക ന്ദ്രും ആവശയേോന്റ ന്ന് 
 രതന്നുകണ്ടോ? 

Yes.……….……………………………………. 

No……................................................................ 

1 

2 

 

23.  

Have you ever gone to the 
pakalveedu/Sayamprabha home in the LG?  

തകേശ സ്ഥോപനത്തിനു  ീഴിലള്ള 
പ ൽവീെ്/സോയ ുംപ്രഭ കഹോും എകെോന്റഴങ്കിലും 
സന്ദർശിചിട്ടുകണ്ടോ? 

Yes.……….……………………………………. 

No……................................................................ 

1 

2 

 

24.  

What activities would you like to be undertaken in such homes/groups? 

ഇത്തരും സ്ഥോപനങ്ങൾ എന്റന്തോന്റക്ക ന്റെയ്യ ന്റേന്നോ ് തോങ്കൾ ആഗ്രാമഹിക്കുന്നത്?  
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25.  

Are you a member of any of the following 
groups/organisations?  
(Multiple responses with probe) 

ഇനി പറയന്ന ഏന്റതങ്കിലും സുംഘെന ളികലോ 
സുംഘങ്ങളികലോ തോങ്കൾ അുംഗേോക ോ? 
(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്. ഓകരോന്നുും 
എടുത്തു കെോദിക്കു ) 
 

Elderly welfare association…………….... 

Residents’ association ….………………... 

Community organisation ……………….. 

Political organisation ……………………..      

Pensioners/Retd. Association …………... 

Ayalkoottam/SHG ………………………. 

Any other (specify)..……………………… 

None ………………………………………. 

1 

2 

3 

4 

5 

6 

7 

8 

 
 
 
 
 
 
 
 
 
 
 
 

 Q.28 

26.  

Can you elaborate on activities undertaken in the organisations for elderly?  
ഇത്തരും സുംഘെന ൾ മുതിർന്ന ന്റപൌരന്മോർക്കോയി ന്റെയ്യുന്ന  ോരയങ്ങൾ എന്റന്തോന്റക്കയോ ്? 

 

 

 

27.  

Do you actively participate in the activities 

undertaken? 
വ പ്രവർത്തനങ്ങളിൽ തോങ്കൾ സജീവേോയി 
പന്റങ്കടുക്കോറുകണ്ടോ? 

Yes, most of the time …………………….. 

Yes, sometimes …………………………… 

No …………………………………………. 

1 

2 

3 

 

28.  

What other activities would you like such organisations to be engaged in, especially for the elderly? 
ഇത്തരും സുംഘെന ൾ  മുതിർന്ന ന്റപൌരന്മോർക്കോയി േന്ററ്റന്റന്തോന്റക്ക  ോരയങ്ങൾ ന്റെയ്യ ന്റേന്നോ ് തോങ്കൾ 
ആഗ്രാമഹിക്കുന്നത്? 

29.  

Contact numbers of who all is available with you 

or any of your family members?  

(Multiple responses with probe) 

ഇനി പറയന്ന ആരന്റെന്റയോന്റക്ക ക ോൺെോക്ട് 
നമ്പറു ളോ ് തോങ്കളന്റെകയോ വീട്ടു ോരന്റെകയോ 
 യ്യിലള്ളത്?  

(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്. ഓകരോന്നുും 
എടുത്തു കെോദിക്കു ) 
 

Ward member/councillor ……………... 

Anganwadi Worker ……………………. 

ASHA worker …….……….……………. 

Kudumbashree ADS/CDS.……………. 

Vayomithram ……………..…………….. 

Vayokshemam call line ………………... 

Prashanthi call line …............................... 

Local police station …………………….. 

If any others (Specify) ………………….. 

1 

2 

3 

4 

5 

6 

7 

8 

9 
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30.  

Who is your first contact person when you require 

any information regarding any government 

schemes/programmes? 

ഏന്റതങ്കിലും സർക്കോർ സ്ക്കീമു ൾ/കപ്രോഗ്രാമോമു ൾ 
സുംബന്ധിച എന്റന്തങ്കിലും വിവരങ്ങൾ ആവശയേോയി 
വരകമ്പോൾ തോങ്കൾ ആദയേോയി ബന്ധന്റെെോറുള്ളത് 
ആന്റരയോ ്? 

Ward member/councillor ………………. 

Anganwadi Worker ……………………… 

ASHA …...….……………………………… 

Kudumbashree ADS/CDS..……………... 

SJD/Vayomithram ………………….…… 

Political organisation representative …... 

Religious/caste organisation 

representative……………………………... 

Elderly organization representative …… 

Neighbour ………………………………… 

Family member …………………………... 

Others (specify) …………………………... 

No contact person ………………...……… 

1 

2 

3 

4 

5 

6 

 

7 

8 

9 

10 

11 

12 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Q.32 

31.  

Are they able to give you all the required 
information in a satisfactory manner?  

തോങ്കൾക്ക് ആവശയേോയ വിവരങ്ങൾ നൽ ോൻ 
അവർക്ക് സോധിക്കോറുകണ്ടോ? 

Yes, most of the time …………………….. 

Yes, sometimes ………………………….... 

No ………………………………………….. 

1 

2 

3 

 

32.  

Does the ASHA visit your house? If yes, how often 
do they come?  

ആശ പ്രവർത്ത  തോങ്കന്റള സന്ദർശിക്കോറുകണ്ടോ? 
ഉന്റണ്ടങ്കിൽ, എത്ര തവ ? 

Once/twice a month ………………… 

Once in a while ………….……………. 

No ……………………………………… 

1 

2 

3 

 

33.  

Are you aware of the MWPSC Act and the 
establishment of Maintenance Tribunals for 
protection of elderly?  

മുതിർന്ന ന്റപൌരന്മോരന്റെ കക്ഷേവും സുംരക്ഷ വും 
സുംബന്ധിച നിയേും, ന്റേയിെ നൻസ്/അെകലറ്റ് 
ട്രിബൂ ൽ എന്നിവന്റയ കുറിചറിയോകേോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

34.  

Do you have problems with …? (If problem reported, ask use of assistive device)  
തോങ്കൾക്ക് ഇനി പറയന്ന എന്റന്തങ്കിലും പ്രയോസങ്ങൾ ഉകണ്ടോ? (പ്രയോസങ്ങൾ പറെോൽ, സഹോയ ഉപ ര ങ്ങന്റളക്കുറിച ്

കെോദിക്കു ) 

a.  
പ്രെൊസങ്ങൾ Yes=1 

No=2 

 
ഉപകര്ണങ്ങൾ Yes=1 

No=2 

a.  Vision  ോഴ്ച  i.  Spectacles  ണ്ണെ  

b.  Walking നെക്കോൻ 

 ii.  Any walking aid (stick, wheelchair, 
crutches, etc.)  നെക്കോനുള്ള ഉപ ര ങ്ങൾ 
(വോക്കിുംഗ് സ്റ്റിക്ക്, വീൽ ന്റെയർ, ക്രചസ് 
തെങ്ങിയവ) 

 

c.  Hearing ക ൾവി  iii.  Hearing Aid ശ്രവ  സഹോയി  

d.  Chewing െവയ്ക്കോൻ  iv.  Dentures കൃത്രിേ പല്ലു ൾ  

e.  Sleeping ഉറങ്ങോൻ   

f.  Speaking സുംസോരിക്കോൻ  

g.  
Thinking/ finding right words 
െിന്തിക്കോൻ/ശരിയോയ വോക്കു ൾ ഓർന്റത്തടുക്കോൻ 
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35.  

Do you use any assistive devices provided by 
government agencies/departments? 
LSG/SJD/KSSM  

ഏജൻസി ൾ/വകുപ്പു ൾ വഴി (തകേശസ്ഥോപനും/ 
സോമൂഹയനീതി വകുെ്/സോമൂഹയ സുരക്ഷോ േിഷൻ) ലഭിച 
ഏന്റതങ്കിലും സഹോയ ഉപ ര ങ്ങൾ തോങ്കൾ 
ഉപകയോഗിക്കുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

 
 

Q.37 

36.  

Kindly give details. വിശദേോക്കു . 

37.  

Do you feel the need for any such assistive 

devices/aids?  
ഇത്തരകേന്റതങ്കിലും ഉപ ര ങ്ങൾ 
തോങ്കൾക്കോവശയേോന്റ ന്ന് കതോന്നുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

Q.39 

38.  

Kindly give details. വിശദേോക്കു . 

 

39.  

Please tell us for which all activities you require 

assistance 

(Multiple response) 

ഇനി പറയന്ന ഏന്റതോന്റക്ക  ോരയങ്ങൾക്കോ ് തോങ്കൾക്ക് 
ആരന്റെന്റയങ്കിലും സഹോയും ആവശയേോയി വരോറുള്ളത് 

(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്. ഓകരോന്നുും എടുത്തു 
കെോദിക്കു ) 

Walking……………………………………. 

Eating………………………………………. 

Bathing…………………………………….. 

Dressing…………………………………… 

Toileting…………………………………… 

Transferring from bed/chair…………….. 

Administering medication………………. 

Any other activity (specify)……………… 

No assistance required…………………… 

1 

2 

3 

4 

5 

6 

7 

8 

9 

 

 

 

 

 

 

Q.41 
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40.  

Who provides you with assistance when you 

require?  

(Multiple response) 

ഇത്തരും  ോരയങ്ങൾക്ക് ആരോ ് തോങ്കന്റള 
സഹോയിക്കുന്നത്? 

(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്) 

No one…………..…………..……………...                    

Spouse…...……..…...................................... 

Son………………………………………….. 

Daughter…………………………………... 

Son-in-law ………………………………… 

Daughter-in-law…………………………... 

Grand children……………………………. 

Other relatives…………………………….. 

Helper/ care giver………………………... 

1 

2 

3 

4 

5 

6 

7 

8 

9 

 

41.  

Do you have any of the following conditions?  

(Multiple response with probe) 

തോങ്കൾക്ക് ഇനി പറയന്നവ ഏന്റതങ്കിലമുകണ്ടോ? 

(ഓകരോന്നുും എടുത്തു കെോദിക്കു . ഒന്നിലധി ും ഉത്തരങ്ങൾ 
ബോധ േോ ്) 

Diabetes……………………………………. 

Blood pressure……..……………………… 

Cholesterol………………………………… 

Heart related ailments……………………. 

Kidney related ailments………………….. 

Respiratory ailments……………………... 

Thyroid…………………………………….. 

Cancer……………………………………… 

Arthritis……………………………………. 

Any skin ailments………………………… 

Any other (specify)……………………….. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

 

42.  

Are you currently undergoing treatment for the 
above-mentioned chronic conditions?  

ഇവക്കോയി തോങ്കൾ എന്റന്തങ്കിലും തരത്തിലള്ള െി ിത്സ 
ന്റെയ്യുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

43.  

Where are you going for your treatment/regular 

health care? 
തോങ്കൾ ഏത് തരത്തിലള്ള ആശുപത്രിയിലോ ് 
സോധോര  കപോവോറുള്ളത്? 

Govt. hospital..…………………………. 

Private hospital …………………………... 

Both………………………………………… 

1 

2 

3 

 

44.  

Which stream of medicine do you mainly depend 
on? 
തോങ്കൾ പ്രധോനേോയും ആശ്രയിക്കുന്നത് ഏത് കവദയ 
ശോഖന്റയയോ ്? 

Allopathic ……….………..………………..            

Ayurvedic..……..…..................................... 

Homeopathic …………………………....... 

Others (Specify)..…….….…….………....... 

1 

2 

3 

4 

 

45.  

Do you depend on any other stream of medicine 

for any particular condition?  

േകറ്റന്റതങ്കിലും കവദയ ശോഖന്റയ കൂെി 
ആശ്രയിക്കോറുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

Q.47 
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46.  

Kindly elaborate, for what ailments? വിശദേോക്കു . എന്തോവശയങ്ങൾക്ക്? 

47.  

How far is the health facility that you usually go 

to? (in Km.) 
തോങ്കൾ സോധോര  കപോവോറുള്ള െി ിത്സോ ക ന്ദ്രും 
എത്ര ദൂന്റരയോ ്? 

 

48.  

Do you conduct tests to evaluate blood 
sugar/pressure/cholesterol/thyroid, etc?  

പ്രകേഹും/ പ്രഷർ/കതകറോയിഡ്/ന്റ ോളകരോൾ 
തെങ്ങിയവ പരികശോധിക്കോറുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2  

    

Q.50 

49.  

Where do you usually take the test? 

(Multiple responses) 

സോധോര  എവിന്റെയോ ് തോങ്കൾ ന്റെസ്റ്റ് 
ന്റെയ്യോറുള്ളത്? 
(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്) 

Govt. Hospital ....………..………………..                  

Private Hospital ..….................................... 

Private Lab ………….…………………...... 

Community Health Worker Come 

Home............................................................. 

Neethi Lab ………………………………… 

Self ….……………………………………… 

Others (specify).…………………………... 

1 

2 

3 

 

4 

5 

6 

7 

 

50.  

Where do you get your regular medicines from? 

(Multiple responses) 

സോധോര  എവിന്റെനിന്നുേോ ് തോങ്കൾ േരന്ന് 
വോങ്ങിക്കുന്നത്? 

(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്) 

Govt. Hospital / NCD Clinic …….……...                    

Private Hospital/ Pharmacy...................... 

Subsidised pharmacies like neethi/jan 

Oushadhi…………………………............... 

Vayomithram ……...................................... 

Pain & palliative care …………………..... 

Others (specify) …………………………... 

1 

2 

 

3 

4 

5 

6 

Skip 

to 54 if 
not 
using 
Govt. 
hospit
al in 
Q. 
49&50 

51.  

If Govt. hospital, do you get your tests and 
medicines through the NCD clinic in the hospital?  

സർക്കോർ ആശുപത്രിന്റയ ആശ്രയിക്കുന്നവരോന്റ ങ്കിൽ, 
NCD ക്ലിനിക്കിലൂന്റെ ആവശയേോയ േരന്നു ളും ലോബ് 
പരികശോധന ളും ലഭിക്കോറുകണ്ടോ? 

Yes.……….…………………………………... 

No…….............................................................. 

1 

2  

      
Q.54 
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52.  

Do you face any difficulties while accessing the 

services from the NCD clinic?  

NCD ക്ലിനിക്കിന്റല കസവനങ്ങൾ ലഭയേോകുന്നതിൽ 
എന്റന്തങ്കിലും പ്രയോസങ്ങൾ ഉണ്ടോവോറുകണ്ടോ? 

Yes.……….…………………………………... 

No…….............................................................. 

1 

2  

 

Q.54 

53.  

Kindly elaborate. വിശദേോക്കു . 

 

 

54.  

What is your average monthly expenditure on 

regular medicines and treatment?  

തോങ്കളന്റെ െി ിത്സക്കുും േരന്നിനുേോയി ഒരേോസും 
ഏ കദശും എത്ര രൂപ ആവശയേോയി വരന്നുണ്ട്? 

Rs.  

55.  

Do you have health insurance? 

തോങ്കൾക്ക് ന്റഹൽത്ത് ഇൻഷുറൻസ് ഉകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2  

 

Q.57 

56.  

Which one? (Multiple responses) 

ഏത് ഇൻഷുറൻസ്? (ഒന്നിലധി ും ഉത്തരങ്ങൾ 
ബോധ േോ ്) 

RSBY-CHIS ………………...……………...                   

Karunya ……………………....................... 

ESI …………………………………………. 

CGHS …….................................................... 

State Employee Insurance ………………. 

Pvt. Insurance..………...……..…………… 

Others (specify) ……………………..……. 

1 

2 

3 

4 

5 

6 

7 

 

57.  

In the last three years, has there been instances 

where you needed health care but did not seek 

care?  

 ഴിെ 3 വർഷത്തിനിെയ്ക്ക്, െി ിത്സ ആവശയേോയിട്ടുും 
െി ിത്സിക്കോതിരന്ന സന്ദർഭങ്ങൾ 
തോങ്കൾക്കുണ്ടോയിട്ടുകണ്ടോ? 

Yes, Before COVID ……..………………...                    

Yes, Before & During COVID …………... 

Yes, During COVID .……………………... 

No….……..……………………………….... 

1 

2 

3 

4  

     
 
 
 

Q.59 

58.  

Why were you not able to seek care?  

(Multiple response) 
എന്തുന്റ ോണ്ടോ ് തോങ്കൾ െി ിത്സിക്കോതിരന്നത്? 
(ഒന്നിലധി ും ഉത്തരങ്ങൾ ബോധ േോ ്) 

Physical difficulty to go to the hospital…... 

Not enough money ………………………… 

No use of treatment …………………...…… 

Not a serious illness ………………………... 

Nobody to accompany …………………….. 

Not willing to go …………………………… 

Had medicine at home/bought from store. 

Other (specify) ……………………………… 

1 

2 

3 

4 

5 

6 

7 

8 
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59.  

Do pain and palliative health workers come to 

your house? 
പോലികയറ്റീവ് പ്രവർത്ത ർ തോങ്കളന്റെ വീെ് 
സന്ദർശിക്കോറുകണ്ടോ? 

Yes ………………..………………………... 

No ……………………………….…………. 

Not required ……………………………… 

1 

2 

3 

 
 
 

Q.62 

60.  
How regularly do they come? 

ഏതിെകവള ളിലോ ് അവർ വരോറുള്ളത്? 

At least once a week ……………………... 

Once/twice a month …………………….. 

Once in a while …………………………… 

1 

2 

3 

 

61.  

What all activities are undertaken by them? 
അവരന്റെ കസവനങ്ങൾ എന്റന്തോന്റക്കയോ ്? 

Therapy …………………………………… 

Giving medicines ……………...…………. 

Counselling ……………………………….. 

Changing of catheter …………………….. 

Dressing of wounds …………………........ 

Others (Specify) …………………………... 

1 

2 

3 

4 

5 

6 

 
 

62.  

Do you feel a need for physiotherapy or any other 

massage therapy, etc.?  

 ിസികയോ ന്റതറോെി, േസോജ് ന്റതറോെി കപോലള്ള 
ഏന്റതങ്കിലും ന്റതറോെി ൾ ആവശയേോന്റ ന്ന് തോങ്കൾക്ക് 
കതോന്നുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2  

 

Q.64 

63.  

Are you receiving the same? 

തോങ്കൾക്ക് ആവശയേോയ ന്റതറോെി ലഭിക്കുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 
 

64.  

Do you feel a need for counselling services? 
തോങ്കൾക്ക് ന്റ ൌൺസലിങ് കസവനും ആവശയേോന്റ ന്ന് 
കതോന്നുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2          Q.66 

65.  

Are you receiving the services? 
തോങ്കൾക്ക് ആവശയേോയ ന്റ ൌൺസലിങ് കസവനും 
ലഭിക്കുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

66.  

In the last three years, have you ever attended a 

medical camp organised by 

LSGI/Vayomithram/SJD? 

 ഴിെ മൂന്ന് വർഷത്തിനിെക്ക്, തകേശസ്ഥോപനകേോ, 
വകയോേിത്രകേോ, സോമൂഹയനീതി വകുകെോ സുംഘെിെിച 
ഏന്റതങ്കിലും ന്റേഡിക്കൽ  യോമ്പിൽ തോങ്കൾ 
പന്റങ്കടുത്തിട്ടുകണ്ടോ? 

Before COVID ...…..……………………… 

During COVID ….……………….……….. 

No ………………………………………….. 

1 

2 

3 
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67.  

Have you received any financial assistance or 
support for elderly under any government 
programme, including that of the LG?  

മുതിർന്ന ന്റപൌരന്മോർക്കോയി, സർക്കോകരോ തകേശ 
സ്ഥോപനകേോ നൽകുന്ന ഏന്റതങ്കിലും സോമ്പത്തി  
സഹോയകേോ, ആനുകൂലയങ്ങകളോ, ഉപ ര ങ്ങകളോ, േകറ്റോ 
തോങ്കൾക്ക് ലഭിചിട്ടുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

    

Q.69 

68.  

Kindly give details. വിശദേോക്കു . 

69.  
Do you have a mobile phone? 

തോങ്കൾക്ക് സവന്തേോയി ന്റേോകബൽ ക ോണുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

70.  
Do you have a bed to sleep on? 

തോങ്കൾക്ക് േോത്രേോയി ഒര  ട്ടിലകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

 

71.  

Where the toilet facility you use is located in the 

house? 
തോങ്കൾ ഉപകയോഗിക്കുന്ന  ക്കൂസ് വീെിന ത്തോക ോ 
പുറത്തോക ോ? 

Attached to the room ……………………. 

Inside the house ………………………….. 

Outside the house ………………………... 

No toilet facility ………………………….. 

1 

2 

3 

4  

 
 
 
 

Q.73 

72.  
What is the kind of toilet facility?  
 ക്കൂസ് ഏത തരത്തിലള്ളതോ ്? 

Indian ………….…………………………... 

Western ........................................................ 

1 

2 

 

73.  

Do you face any difficulties in moving around the 

house, including using the toilet? 

കെോയ് ലറ്റിലെക്കും വീെിന ത്ത് സഞ്ചരിക്കുന്നതിന് 
തോങ്കൾ എന്റന്തങ്കിലും പ്രയോസും കനരിടുന്നുകണ്ടോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2 

   

  Q.75 

74.  

Kindly elaborate. വിശദേോക്കു . 
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75.  

Have you made any alterations to the house to 

ease mobility inside the house?  

വീെിന ത്ത് സുഗേേോയി സഞ്ചരിക്കുന്നതിന് 
എന്റന്തങ്കിലും തരത്തിലള്ള േോറ്റങ്ങൾ വരത്തികയോ? 

Yes.……….………………………………… 

No……........................................................... 

1 

2  

 

   Q.77 

76.  

Kindly elaborate. വിശദേോക്കു . 

 

 

77.  
Is this house owned/rented?  

വീെിന്റെ ഉെേസ്ഥത? 

Owned …...………………………………... 

Rented ........................................................... 

1 

2  
       

78.  

Can you name some problems that you are facing, being an elderly citizen? 

മുതിർന്ന ന്റപൌരന്റനന്ന നിലയിൽ, തോങ്കൾ കനരിടുന്ന പ്രയോസങ്ങൾ എന്റന്തോന്റക്കയോ ്? 

 

 

 

79.  

Can you name some difficulties that you have faced as an elderly person in accessing various services? 

മുതിർന്ന ന്റപൌരന്റനന്ന നിലയിൽ, വിവിധ കസവനങ്ങൾ ലഭയേോകുന്നതിൽ തോങ്കൾക്ക് കനരികെണ്ടി വരന്ന 
പ്രയോസങ്ങൾ പറയോകേോ? 

 

 

 

80.  

What are the issues that you have faced due to COVID? 

ക ോവിഡ് മൂലും തോങ്കൾക്ക് കനരികെണ്ടി വന്ന പ്രയോസങ്ങൾ എന്റന്തോന്റക്കയോ ്? 
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81.  

Were there times during COVID when you required external support/assistance specifically for 
something? If yes, for what all activities and who provided that? What was the frequency of the support 
required and received?  

ക ോവിഡ് സേയത്ത് തോങ്കൾക്ക് പുറത്തുനിന്നുള്ള എന്റന്തങ്കിലും സഹോയകേോ കസവനകേോ ആവശയേോയി വന്നിരകന്നോ? 
ഉന്റണ്ടങ്കിൽ എന്റന്തല്ലോും  ോരയങ്ങൾക്ക്. സഹോയും/കസവനും ആരിൽ നിന്നോ ് ലഭിചത്? ഏത് ഇെകവള ളിൽ? 

 

 

 

 

82.  
Have you received vaccination?  

തോങ്കൾ വോക്സിന്റനടുകത്തോ? 

First Dose Only …………………………... 

Both Doses ………………………………... 

No……........................................................... 

1 

2 

3 

   Q.84 

83.  

Why have you not taken vaccination? 

തോങ്കൾ എന്തുന്റ ോണ്ടോ ് വോക്സിന്റനടുക്കോത്തത്? 

Not able to register online ………………. 

Do not know where to go ……………….. 

Do not want to take ……………………… 

Others (specify) …………………………... 

1 

2 

3 

4 

 

84.  
Religion  

േതും 

Hindu ……………………...……………… 

Muslim …………………...……………….. 

Christian …………...……………………… 

Others ……………………………………... 

1 

2 

3 

4 

 

85.  
Caste 

വിഭോഗും 

SC ….……………………...……………….. 

ST …...…………………...…………….…… 

OBC …..…………...…………………….…. 

Others …………………………………...… 

1 

2 

3 

4 

 

86.  
What is the colour of your ration card? 

കറഷൻ  ോർഡിന്റെ നിറും 

Yellow …..………………...……………….. 

Pink ……………………...………………… 

Blue ……...………...………………………. 

White.………………………………...……. 

No ration card ………...………………….. 

1 

2 

3 

4 

5 

 

87.  

Can you give some suggestions to the government/ name services (Public/private; paid/unpaid) for 

improving services for elderly? 

മുതിർന്ന ന്റപൌരന്മോർക്കോയള്ള കസവനങ്ങൾ ന്റേചന്റെടുത്തുന്നതിന് നിങ്ങൾക്കുള്ള നിർകദശങ്ങൾ എന്റന്തോന്റക്കയോ ്? 
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Name & Address of the 
Sample Elderly 
Respondent 

 
Schedule No.  

Main Schedule No.  

Caregivers Questionnaire - Household 

Sl.
No. 

Question Coding categories  Skip 

1.  Name of the Primary Caregiver  
സാധാരണ പരിചരിക്കുന്നയാളുടെ പപര് 

   

2.  Age of Primary Caregiver  വയസ്സ്   

 

 

3.  Gender of the Primary Caregiver 
ലിിംഗിം 

Male…………………………………………….. 
Female.................................................................. 
Transgender…………………………………… 

1 
2 
3 

 

4.  
Relationship of the primary caregiver with the elderly 
സാധാരണ പരിചരിക്കുന്നയാളിന്, മുതിർന്ന 
ടപൌരനുമായുള്ള ബന്ധിം 

Spouse…...……..…............................................. 

Son……………………………………………… 

Daughter……………………………………….. 

Son-in-law …………………………………….. 

Daughter-in-law………………………............. 

Grand children………………………………... 

Other relatives………………………………… 

Others (Specify)……………………………….. 

1 

2 

3 

4 

5 

6 

7 

8 

 

5.  Are you employed? 
താങ്കൾ എടെങ്കിലിം പ ാലി ടചയ്യുന്നുപടാ? 

Yes…………..……………………………... 
No…….......................................................... 

1 
2   Q.7 

6.  

Kindly give details. വിശദാിംശങ്ങൾ. 

 

 

7.  

Who are the others involved in caring for the elderly 

in the household? Mention them in relation to the 

elderly.  

(Multiple responses) 
താങ്കടളക്കൂൊടത മറ്റാടരാടെയാണ് മുതിർന്ന 
ടപൌരടെ പരിചരണത്തിൽ സഹായിൊറുള്ളത്? 
അവർെ് മുതിർന്ന ടപൌരനുമായുള്ള ബന്ധിം 
വയക്തമാക്കുക. 
(ഒന്നിലധികിം ഉത്തരങ്ങൾ ബാധകമാണ് ) 

Spouse…...……..…............................................. 

Son……………………………………………… 

Daughter……………………………………….. 

Son-in-law …………………………………….. 

Daughter-in-law………………………............. 

Grand children………………………………... 

Other relatives………………………………… 

Helper/ care giver……………………............. 
Others (Specify)……………………………….. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

 

8.  

Mention for which of the following activities you 

provide assistance to the elderly?  

(Multiple responses with probe) 
താടെ പറയുന്ന ഏടതാടെ കാരയങ്ങൾ ടചയ്യാനാണ് 
നിങ്ങൾ മുതിർന്ന ടപൌരടന സഹായിൊറുള്ളത്? 
(ഒന്നിലധികിം ഉത്തരങ്ങൾ ബാധകമാണ് ) 
(ഓപരാന്നുിം എടുത്ത് പചാദിക്കുക) 
 

Walking……………………………………..…. 

Giving food……………………………............. 

Bathing…………………………………............. 

Dressing………………………………………... 

Toileting………………………………………... 

Transferring from bed/chair………………… 

Administering medication…………………… 

Going to hospitals…………………………….. 

Going to bank/offices………………………... 

Others (Specify)……………………………….. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

 

9.  

Whether caring for elderly has hindered engagement 

in other activities for caregivers in your household? 
മുതിർന്ന ടപൌരടന പരിചരിപെടി വരുന്നത് മൂലിം 
താങ്കൾെ് മപറ്റടതങ്കിലിം പ്രവൃത്തിയിൽ ഏർടെൊൻ 
കെിയാടത വരുന്നുപടാ? 

Yes…………..…………………………….......... 

No……................................................................. 

1 

2  
  
 Q.11 
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10.  

Mention (Multiple choice) 
വയക്തമാക്കുക. 
(ഒന്നിലധികിം ഉത്തരങ്ങൾ ബാധകമാണ് ) 
 
 

Education……………………………………… 

Not able to engage in a fulltime occupation.. 

Not able to engage in any occupation………. 

Frequent absenteeism / Leave from work…. 

Had to leave job……………………………….. 

Not able to attend social gatherings/functions. 

Others (Specify)………...……………………... 

1 

2 

3 

4 

5 

6 

7 

 

11.  

What are some of the major difficulties that you face 

in providing elderly care? 

(Multiple choice) 
മുതിർന്ന ടപൌരടെ പരിചരണത്തിൽ താങ്കൾ 
പനരിടുന്ന പ്രധാന പ്രയാസങ്ങൾ എടൊടെയാണ്? 
(ഒന്നിലധികിം ഉത്തരങ്ങൾ ബാധകമാണ് ) 
 

Lack of financial support……………….......... 

Lack of infrastructure …................................... 

Lack of social support …………………........... 

Lack of technological inputs ………………… 

Lack of cooperation (elderly)………………... 

No support from family……………………… 

Others (Specify)………...……………………... 

1 

2 

3 

4 

5 

6 

7 

 

12.  

Have you received any financial support for the care 

of elderly through government schemes? 
മുതിർന്ന ടപൌരടെ പരിചരണത്തിടെ ഭാഗമായി 
താങ്കൾെ് സർൊരിൽ നിന്നുിം എടെങ്കിലിം 
തരത്തിലള്ള സാമ്പത്തിക സഹായിം ലഭിപചാ? 

Yes……………………………………………… 
No......................................................................... 
Not required…………………………………... 

1 
2 
3 

 

 Q.14 

13.  

Mention the support and institution. ലഭിച സഹായവിം, നൽകിയ സ്ഥാപനവിം വയക്തമാക്കുക. 

 

 

 

14.  

Have you received any formal/informal training in 

caring for the elderly? 
മുതിർന്ന ടപൌരടെ പരിചരണത്തിനായി താങ്കൾെ് 
എടെങ്കിലിം തരത്തിലള്ള പരിശീലനിം ലഭിചിട്ടുപടാ? 

Yes…………..……………………………... 

No…….......................................................... 

1 

2  Q.16 

15.  

Mention the source and nature of the training. പരിശീലനത്തിടെ വിശദാിംശങ്ങളുിം (എടൊടെ കാരയങ്ങൾ, എവിടെ, 
എങ്ങടന, തുെങ്ങിയവ) പരിശീലനിം നൽകിയ സ്ഥാപനിം/ സിംഘെനടയക്കുറിച്ചിം വയക്തമാക്കുക. 

 

 

16.  

Have you felt the need for technological 

inputs/infrastructure to ease your work? 
താങ്കളുടെ പ ാലി സുഗമമാക്കുന്നതിനായി ഏടതങ്കിലിം 
തരത്തിലള്ള സാപങ്കതിക സഹായപമാ/ 
ഉപകരണങ്ങപളാ ആവശയമാടണന്ന് പതാന്നുന്നുപടാ? 

Yes…………..…………………………….......... 

No……................................................................. 

1 

2   Q.18 

17.  

Provide details of the areas of your work where you would require external help? താങ്കൾെ് ഇത്തരിം ബാഹയ 
സഹായങ്ങൾ ആവശയമായ പമഖലയുിം, പ്രതീക്ഷിക്കുന്ന സഹായങ്ങളുിം വയക്തമാക്കുക.  

 

 

 

18.  

What would be your suggestions for improving elderly care? മുതിർന്ന ടപൌരന്മാരുടെ പരിചരണിം 
ടമചടെടുത്തുന്നതിനായി താങ്കൾക്കുള്ള നിർപേശങ്ങൾ എടൊടെയാണ് 
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Name & Address of 
the Sample Elderly 
Respondent 

 

Schedule No.  

 
Schedule 

No. 
 

Main Schedule No.  

Paid/ Voluntary Caregiver Questionnaire  Main 

Schedule 

No. 

 

Sl No Question Coding categories  Skip 

1.  Name of the Caregiver 
സാധാരണ പരിചരിക്കുന്നയാളുടെ പപര് 

 

2.  Age of Caregiver  
വയസ്സ് 

 

 

3.  
Gender of the Caregiver 
ലിിംഗിം 

Male……………………………………… 

Female........................................................ 

Transgender…………………………….. 

1 

2 

3 

 

4.  

Were you recruited from an agency or through some other mechanism? If so, elaborate. 

താങ്കൾ ഏടതങ്കിലിം റിക്രൂട്ട്ടെന്റ് സ്ഥാപനത്തിലൂടെപയാ െപേടതങ്കിലിം സിംവിധാനത്തിലൂടെപയാ റിക്രൂട്ട് 
ടചയ്യടെട്ട ആളാപണാ? വിശദൊക്കുക. 
 
 

5.  

If recruited from agency, details of the agency and the recruitment terms and processes 

റിക്രൂട്ട്ടെന്റ് സ്ഥാപനത്തിലൂടെ റിക്രൂട്ട് ടചയ്യടെട്ട ആളാടണങ്കിൽ റിക്രൂട്ട്ടെന്റിടന്റ ഭാഗൊയുള്ള പെിംസിം 
റിക്രൂട്ട്ടെന്റ് പരാസസ്സിം വിശദീകരിക്കുക. 
 

 

6.  
Please provide details of your wages/salary 
താങ്കളുടെ ശമ്പളത്തിടന്റ വിശദാിംശങൾ 
പറയുക 
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7.  

Have you received any formal training in 
caring for the elderly?  

മുതിർന്ന ടപൌരടന്റ പരിചരണത്തിനായി 
താങ്കൾക്ക് എടെങ്കിലിം തരത്തിലള്ള പരിശീലനിം 
ലഭിച്ചിട്ടുപടാ? 

Yes…………..…………………………… 

No……....................................................... 

1 

2  Q.9 

8.  

Mention the institution/organisation that provided the training and the nature of training 

പരിശീലനത്തിടന്റ വിശദാിംശങളുിം (എടൊടക്ക കാരയങൾ, എവിടെ, എങടന, തുെങിയവ) പരിശീലനിം 
നൽകിയ സ്ഥാപനിം/ സിംഘെനടയക്കുറിച്ചിം വയക്തൊക്കുക 

 

9.  

Have you felt the need for technological 
inputs/infrastructure to ease your work? 
താങ്കളുടെ പ ാലി സഗെൊക്കുന്നതിനായി 
ഏടതങ്കിലിം തരത്തിലള്ള സാപങ്കതിക 
സഹായപൊ/ ഉപകരണങപളാ 
ആവശയൊടണന്ന് പതാന്നുന്നുപടാ? 

Yes…………..…………………………… 

No……....................................................... 

1 

2   Q.11 

10.  

Provide details of the areas of your work where you would require external help?  

താങ്കൾക്ക് ഇത്തരിം ബാഹയ സഹായങൾ ആവശയൊയ പെഖലയുിം, രതീക്ഷിക്കുന്ന സഹായങളുിം 
വയക്തൊക്കുക. 

11.  

What would be your suggestions for improving elderly care? 

മുതിർന്ന ടപൌരന്മാരുടെ പരിചരണിം ടെച്ചടെടുത്തുന്നതിനായി താങ്കൾക്കുള്ള നിർപേശങൾ 
എടൊടക്കയാണ്? 
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Detailed Tables 

 

 

 

 

 

 

 



 

Table 1.2A: Percentage Composition of Survey Respondents According to Characteristics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Characteristic 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Location of the Elderly: 

Rural 69.0 72.8 71.9 69.4 71.2   71.0 

Urban 31.0 27.2 28.1 30.6 28.8   29.0 

Sex of the Elderly: 

Male   47.2 44.8 49.2 45.4 50.0 46.7 

Female   52.8 55.2 50.8 54.6 50.0 53.3 

Age of the Elderly: 

60-69 55.5 54.4    55.6 53.2 54.9 

70-79 30.0 32.5    30.6 33.1 31.3 

80 & above 14.5 13.2    13.8 13.7 13.8 
Marital Status: 

Married 89.0 29.8 68.1 49.3 33.9 55.3 62.9 57.5 

Unmarried 0.5 3.1 1.3 3.0 1.7 1.3 3.2 1.9 

Divorced/Separated 0.5 4.4 3.4 1.5 1.7 2.6 2.4 2.6 

Widowed 10.0 62.7 27.2 46.3 62.7 40.8 31.5 38.1 

Type of Ration Card: 

Priority card holders 44.0 53.5 46.8 48.5 59.3 53.0 39.5 49.1 
Non-priority card 
holders 

55.0 46.1 52.8 51.5 37.3 46.4 59.7 50.2 

No ration card/don’t 
know 

1.0 0.4 0.4 0.0 3.4 0.7 0.8 0.7 

Social Group: 

SC 4.0 5.3 4.7 3.7 6.8 5.9 1.6 4.7 

ST 4.0 6.1 5.1 5.2 5.1 6.9 0.8 5.1 

OBC 56.5 56.6 59.1 51.5 57.6 52.0 67.7 56.5 

Others 35.5 32.0 31.1 39.6 30.5 35.2 29.8 33.6 



 

 

Table 1.3A: Vulnerable among the Elderly 

 

Table 1.4A: Profile of the Informal Primary Caregivers 

 

 

 

Characteristic 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Type of Vulnerability: 
Elderly living alone 0.5 6.1 2.6 6.0 1.7 3.9 2.4 3.5 
Elderly living in 
elderly only 
households 

19.0 15.8 17.0 18.7 15.3 15.8 21.0 17.3 

Elderly reporting some 
vulnerability 

15.5 13.2 6.0 18.7 37.3 12.8 17.7 14.3 

Elderly who are/have: 

Bed ridden 4.0 3.5 0.4 4.5 15.3 3.9 3.2 3.7 

Blind/low vision 1.0 1.8 0.0 3.0 3.4 2.0 0.0 1.4 

Deaf & dumb 0.5 1.8 0.0 0.7 6.8 1.3 0.8 1.2 

Locomotor disability 6.0 3.1 3.0 6.7 5.1 2.3 9.7 4.4 

Mental illness 1.0 0.9 0.9 1.5 0.0 1.0 0.8 0.9 
Dementia & related 
disorders 

2.0 0.4 0.0 1.5 5.1 1.0 0.8 1.2 

Other vulnerabilities 3.5 1.8 1.7 2.2 6.8 2.3 3.2 2.6 

Characteristic 
Gender  Age Category  Location  

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Sex of the Informal Primary Caregivers: 
Male 14.3 27.8 0.0 30.0 20.0 18.2 30.0 21.9 

Female 85.7 72.2 100.0 70.0 80.0 81.8 70.0 78.1 

Relation with the Elderly: 
Spouse 50.0 0.0 50.0 40.0 10.0 27.3 10.0 21.9 

Son 14.3 11.1 0.0 0.0 20.0 13.6 10.0 12.5 

Daughter 0.0 44.4 0.0 20.0 30.0 27.3 20.0 25.0 

Son-in-law 0.0 16.7 0.0 20.0 5.0 4.5 20.0 9.4 

Daughter-in-law 28.6 22.2 50.0 10.0 30.0 22.7 30.0 25.0 

Grand children 7.1 5.6 0.0 10.0 5.0 4.5 10.0 6.3 

Age of the Caregiver: 
Below 40 years 14.3 22.2 0.0 30.0 15.0 18.2 20.0 18.8 

40 - 59 years 35.7 66.7 50.0 30.0 65.0 50.0 60.0 53.1 

60 years and above 50.0 11.1 50.0 40.0 20.0 31.8 20.0 28.1 



 

 

 

Table 2.1A: Work Status and Access to Income and Social Security Pension of the Elderly 

 

 

Table 2.2A: Sex-wise Differentials in Places Generally Visited by the Elderly:  
Before COVID and Now 

Activity 
Gender 

Total 
Gender 

Total 
Male Female Male Female 

Before COVID Now (August 2021) 
Shopping 76.5 57.9 66.6 55.5 20.2 36.7 
Ration shop 71.5 50.0 60.0 52.5 22.8 36.7 
Religious institution 68.5 73.7 71.3 17.0 11.4 14.0 
Social engagements 75.0 68.9 71.7 17.0 9.6 13.1 
Cultural programmes 
/Cinema 19.5 15.4 17.3 2.5 0.4 1.4 

To the junction to 
have tea/ talk with 
known people 

56.5 20.6 37.4 29.5 5.3 16.6 

Friends’/relatives’ 
house 68.0 76.3 72.4 20.0 21.5 20.8 

Bank 66.5 58.3 62.1 49.5 32.9 40.7 
Treasury 6.0 6.1 6.1 3.5 3.5 3.5 
Going out for work 40.0 19.7 29.2 20.0 5.3 12.1 
Visiting other offices 40.0 25.4 32.2 23.0 8.3 15.2 

 

Per cent of elderly 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Who were working 
before 

96.5 52.2 73.2 71.6 74.6 78.0 60.5 72.9 

Currently working 23.0 7.0 20.4 9.0 3.4 16.4 9.7 14.5 

Reporting no income 9.5 10.1 14.0 4.5 5.1 7.6 15.3 9.8 

With service pension 13.0 5.7 6.0 16.4 5.1 7.6 12.9 9.1 
Receiving welfare 
board pension 

17.0 16.7 14.5 20.1 18.6 18.4 12.9 16.8 

Receiving social 
security pension 

56.0 69.7 61.7 63.4 69.5 67.4 53.2 63.3 

Reporting social 
security pension as 
their main source of 
income 

47.0 62.7 50.6 59.0 66.1 57.9 49.2 55.4 

Reporting issues with 
social security pension 

16.2 17.7 13.2 22.4 20.0 17.1 17.2 17.1 

Who are dependent on 
others for their needs 

65.5 80.7 74.5 70.9 76.3 72.0 77.4 73.6 



 

 

 

 

Table 2.2.B: Age-wise Differentials in Places Generally Visited by the Elderly: Before 
COVID and Now 

Activity 
Age Category 

Total 
Age Category 

Total 
60-69 70-79 80+ 60-69 70-79 80+ 

Before COVID Now (August 2021) 
Shopping 75.3 65.7 33.9 66.6 49.8 26.1 8.5 36.7 
Ration shop 67.7 56.0 39.0 60.0 50.2 23.1 13.6 36.7 
Religious institution 76.2 73.1 47.5 71.3 17.0 11.9 6.8 14.0 
Social engagements 80.0 72.4 37.3 71.7 17.9 8.2 5.1 13.1 
Cultural 
programmes/Cinema 

20.0 15.7 10.2 17.3 2.1 0.7 0.0 1.4 

To the junction to 
have tea/ talk with 
known people 

40.9 35.1 28.8 37.4 22.6 8.2 11.9 16.6 

Friends’/relatives’ 
house 

80.0 73.9 39.0 72.4 26.8 16.4 6.8 20.8 

Bank 65.1 67.9 37.3 62.1 44.7 41.0 23.7 40.7 
Treasury 4.3 10.4 3.4 6.1 3.4 4.5 1.7 3.5 
Going out for work 34.5 27.6 11.9 29.2 19.1 5.2 0.0 12.1 
Visiting other offices 34.0 33.6 22.0 32.2 19.1 11.2 8.5 15.2 

 

 

Table 2.2.C: Location-wise Differentials in Places Generally Visited by the Elderly: Before 
COVID and Now 

Activity 
Location 

Total 
Gender 

Total 
Rural Urban Male Female 

Before COVID Now (August 2021) 

Shopping 68.1 62.9 66.6 37.5 34.7 36.7 
Ration shop 60.2 59.7 60.0 35.9 38.7 36.7 
Religious institution 71.4 71.0 71.3 13.2 16.1 14.0 
Social engagements 70.4 75.0 71.7 10.9 18.5 13.1 
Cultural programmes 
/Cinema 17.8 16.1 17.3 1.6 0.8 1.4 

To the junction to 
have tea/ talk with 
known people 

38.8 33.9 37.4 17.1 15.3 16.6 

Friends’/relatives’ 
house 75.3 65.3 72.4 21.4 19.4 20.8 

Bank 64.8 55.6 62.1 41.1 39.5 40.7 
Treasury 5.6 7.3 6.1 3.3 4.0 3.5 
Going out for work 29.3 29.0 29.2 12.2 12.1 12.1 
Visiting other offices 32.2 32.3 32.2 14.8 16.1 15.2 



 

Table 2.3A: Activities in which the Elderly Require Assistance while Going out 

 

Table 2.4A: Activities in which the Elderly Usually Engage in 

 

 

 

 

 

 

 

 

 

Activity 
Gender Age Category  Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Reading and writing 30.3 27.3 38.3 18.6 16.1 27.8 29.8 28.4 

Walking 15.8 28.8 15.9 30.0 38.7 23.8 24.6 24.0 

Traveling 19.7 20.5 20.6 14.3 32.3 17.9 26.3 20.2 
Filling an application 
form 

18.4 15.9 17.8 21.4 3.2 18.5 12.3 16.8 

Moving outside 
house 

7.9 15.9 12.1 14.3 12.9 11.9 15.8 13.0 

To climb steps 3.9 9.8 3.7 10.0 16.1 7.3 8.8 7.7 
Handling the English 
language 

6.6 8.3 13.1 1.4 3.2 3.3 19.3 7.7 

Getting in and out of 
the vehicle 

6.6 8.3 10.3 4.3 6.5 9.9 1.8 7.7 

Activity 
Gender Age Category Location 

Total 
Male Female Rural Urban 80 + Rural Urban 

Watching TV 82.0 81.6 88.9 76.9 64.4 78.6 89.5 81.8 
Talk to family and 
friends on the phone 

66.0 67.1 69.4 68.7 50.8 61.5 79.0 66.6 

Prayer 54.0 69.3 62.1 61.9 62.7 58.9 70.2 62.1 

Read 56.5 44.3 55.3 47.8 33.9 40.8 72.6 50.0 

Cooking 13.5 65.8 48.1 43.3 10.2 39.5 46.0 41.4 
Taking care of 
grandchildren 

35.5 40.4 43.4 37.3 18.6 35.9 43.5 38.1 

Gardening/ 
homestead farming 

40.5 32.5 46.4 28.4 13.6 39.1 29.0 36.2 

Walking 42.5 26.3 36.6 33.6 23.7 31.9 38.7 33.9 

Use social media 11.0 7.5 13.6 5.2 0.0 5.6 17.7 9.1 

Other exercises 8.5 4.8 9.4 4.5 0.0 5.3 9.7 6.5 

Yoga 4.0 3.1 3.8 3.7 1.7 2.0 7.3 3.5 

Meditation 2.0 1.8 2.1 1.5 1.7 1.3 3.2 1.9 



Table 2.5A: Elderly who wish for a Place for Daytime Activity and those who have 
Attended Pakal veedu 

 

Table 2.6A: Membership of Elderly in Various Groups/ Organisations 

 

Table 2.7A: Contact Numbers Available with the Elderly/ Family Members 

  

Gender Age Category  Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 

Elderly who felt a 
need for a place to go 
and spend time with 
others during daytime 

41.0 34.2 37.0 41.0 30.5 37.5 37.1 37.4 

Elderly who have ever 
gone to the Pakal 
veedu in the LSGI 

6.5 5.3 4.7 6.7 8.5 5.9 5.6 5.8 

Association 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

No membership in any 
group/organisation 

66.5 62.3 59.1 67.9 76.3 65.1 62.1 64.3 

Ayalkoottam/ SHG 1.5 25.4 20.9 8.2 1.7 15.8 10.5 14.3 

Residents’ Association 9.0 5.7 7.7 6.7 6.8 3.0 17.7 7.2 

Political Organisation 11.5 2.6 8.1 6.0 3.4 6.9 6.5 6.8 
Pensioners/ Retired 
employees Association 

8.5 4.4 3.8 9.7 8.5 5.9 7.3 6.3 

Community 
Organisations 

8.0 4.4 7.7 4.5 3.4 5.6 7.3 6.1 

Elderly Welfare 
Association 

3.0 1.8 1.3 3.7 3.4 3.3 0.0 2.3 

Person 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Ward member/ 
councillor 

84.0 77.2 80.9 76.9 86.4 78.6 84.7 80.4 

ASHA  69.5 69.3 69.4 70.1 67.8 74.0 58.1 69.4 

Local police station 43.5 37.7 38.7 45.5 35.6 38.5 45.2 40.4 

Anganwadi Worker 37.0 39.5 40.0 38.1 32.2 41.1 31.5 38.3 
Kudumbashree 
ADS/CDS 

30.0 31.1 30.2 28.4 37.3 35.9 17.7 30.6 

Vayomithram 3.5 2.6 2.1 2.2 8.5 2.3 4.8 3.0 

ST promoter 1.5 4.4 3.0 4.5 0.0 4.3 0.0 3.0 
Political party 
volunteers 

0.5 2.2 1.7 0.0 3.4 1.6 0.8 1.4 

Prashanthi call line 1.0 0.9 0.9 0.0 3.4 1.3 0.0 0.9 
Vayokshemam call 
line 

1.0 0.4 0.9 0.0 1.7 1.0 0.0 0.7 

No one 4.5 6.6 3.8 8.2 6.8 4.6 8.1 5.6 



Table 2.8A: First Contact Person/ Medium Used when Elderly Require Information 
Regarding Government Schemes/ Programmes 

 

Table 2.9A: Major Problems Faced by the Elderly during the Pandemic 

  

Person 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Ward member/ 
Councillor 

46.5 42.5 50.2 35.8 40.7 43.1 47.6 44.4 

Family member 23.0 34.6 24.7 36.6 30.5 27.6 33.1 29.2 
Political Organisation 
Representative 

5.5 3.1 4.3 3.0 6.8 3.9 4.8 4.2 

Neighbour 5.0 3.5 3.4 5.2 5.1 3.9 4.8 4.2 

ST promoter 1.0 3.5 2.1 3.7 0.0 3.3 0.0 2.3 
Kudumbashree ADS/ 
CDS 

0.0 3.9 3.0 1.5 0.0 2.3 1.6 2.1 

ASHA Worker 1.5 0.9 1.7 0.0 1.7 1.6 0.0 1.2 

Anganwadi Worker 0.0 1.3 0.0 2.2 0.0 1.0 0.0 0.7 

Friends 1.5 0.0 0.9 0.7 0.0 1.0 0.0 0.7 
Concerned Persons/ 
Department 

0.5 0.4 0.4 0.7 0.0 0.7 0.0 0.5 

Online 1.0 0.0 0.0 0.7 1.7 0.7 0.0 0.5 

Panchayat office 0.0 0.9 0.4 0.7 0.0 0.7 0.0 0.5 
Religious/ Caste 
Organisation 
Representative 

0.5 0.0 0.4 0.0 0.0 0.3 0.0 0.2 

Elderly Organization 
Representative 

0.5 0.0 0.4 0.0 0.0 0.3 0.0 0.2 

Volunteer 0.0 0.4 0.4 0.0 0.0 0.3 0.0 0.2 
Agriculture office 
(Krishi Bhavan) 

0.5 0.0 0.4 0.0 0.0 0.0 0.8 0.2 

Pensioners / Retired 
association 

0.5 0.0 0.0 0.7 0.0 0.0 0.8 0.2 

Do not contact 
anybody 

12.5 4.8 7.2 8.2 13.6 9.2 6.5 8.4 

  

Gender Age Category Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 

Restriction to move outside 36.5 35.5 39.6 32.8 28.8 35.5 37.1 36.0 

Lack of social interaction 16.5 16.7 16.6 17.2 15.3 14.5 21.8 16.6 

Mental pressure/ stress 8.0 14.0 14.0 9.7 3.4 8.9 16.9 11.2 

Financial issues 9.0 8.8 11.9 4.5 6.8 7.9 11.3 8.9 
Unemployment/ lost 
source of income 

11.5 4.8 11.1 5.2 1.7 6.3 12.1 7.9 

Difficulty in accessing 
hospital facility/ 
medicines/ therapy 

5.5 6.1 6.0 5.2 6.8 6.9 3.2 5.8 

Lack of other services 4.5 4.4 4.3 4.5 5.1 5.3 2.4 4.4 



Table 3.1A: Per cent of Elderly with Chronic Health Conditions 

 

Table 3.2A: Stream of Medicine Usually Depended on by Elderly 

 

Table 3.3A: Testing and Place of Conducting Tests and Sourcing Medicines 

  

Condition 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Blood pressure 44.5 61.0 48.9 62.7 49.2 52.0 56.5 53.3 

Diabetes 35.5 31.6 32.3 39.6 23.7 30.6 40.3 33.4 

Cholesterol 23.0 30.7 29.8 26.1 18.6 24.3 33.9 27.1 

Arthritis 20.5 25.9 20.4 30.6 18.6 25.0 19.4 23.4 

Heart related ailments 21.0 16.2 16.6 18.7 25.4 17.1 21.8 18.5 

Respiratory ailments 16.0 11.8 11.9 11.9 25.4 13.2 15.3 13.8 

Any skin ailments 13.5 6.1 6.8 11.2 16.9 8.6 12.1 9.6 

Thyroid 2.0 9.6 6.4 5.2 6.8 5.3 8.1 6.1 
Kidney related 
ailments 

7.5 3.5 4.7 6.7 5.1 4.6 7.3 5.4 

Cancer 1.5 1.3 1.3 1.5 1.7 1.6 0.8 1.4 

Stream 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Allopathy 93.0 93.4 92.3 94.0 94.9 93.8 91.9 93.2 

Ayurveda 4.5 4.4 6.4 3.0 0.0 4.3 4.8 4.4 

Homeo 2.5 2.2 1.7 2.2 5.1 2.3 2.4 2.3 

  

Gender Age Category Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 
Place where they usually conduct the test*: 

Govt. Hospital 36.4 37.6 39.7 33.9 34.0 40.9 28.0 37.0 

Private Hospital 28.4 26.4 28.4 28.7 20.0 27.4 27.1 27.3 

Private Lab 31.5 26.9 27.3 31.3 30.0 22.2 44.9 29.0 
Community Health 
Worker Come 

6.8 12.2 5.7 9.6 26.0 11.1 6.5 9.7 

Neethi Lab 6.8 5.1 5.2 7.8 4.0 6.7 3.7 5.8 

Self 3.7 3.6 4.6 2.6 2.0 3.6 3.7 3.6 
Places from where they source their medicines: 

Govt. Hospital  47.0 43.0 49.4 41.0 35.6 48.4 36.3 44.9 
Private Hospital/ 
Pharmacy 

56.0 58.3 55.3 59.7 59.3 56.3 59.7 57.2 

Subsidised pharmacies 
such as Neethi/ Jan 
Oushadhi 

12.5 9.2 9.4 11.9 13.6 8.6 16.1 10.7 

Vayomithram 1.5 2.6 1.3 3.0 3.4 0.3 6.5 2.1 



 

Table 3.4A: Instances of not being Able to Access Health Care 

 

Table 3.5A: Monthly Health Care Expenditure of the Respondents 

 

 

 

 

 

 

 

 

 

 

  

Gender Age Category Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 

Elderly who could not 
access health care 
when required during 
the past three years 

14.5 13.6 14.0 15.7 10.2 13.5 15.3 14.0 

Before COVID 7.0 9.6 7.7 9.7 8.5 8.2 8.9 8.4 

During COVID 12.5 11.8 13.6 12.7 5.1 11.5 13.7 12.1 
Reasons due to which they could not seek care*: 

Not enough money 48.3 35.5 45.5 33.3 50.0 39.0 47.4 41.7 
Physical difficulty to 
go to the hospital 

20.7 29.0 9.1 42.9 50.0 26.8 21.1 25.0 

Fear of COVID 
infection 

17.2 12.9 18.2 14.3 0.0 17.1 10.5 15.0 

Elderly not willing to 
go 

6.9 19.4 15.2 14.3 0.0 9.8 21.1 13.3 

Restrictions due to 
lockdown/ no 
inpatient care 

10.3 0.0 3.0 9.5 0.0 2.4 10.5 5.0 

Not enough money 48.3 35.5 45.5 33.3 50.0 39.0 47.4 41.7 

Expense 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

No specific expenses 21 11.8 20 13.4 6.8 18.4 10.5 16.1 

< Rs 500 12 11.8 11.5 14.2 8.5 13.2 8.9 11.9 

Rs 500 - 1000 25.5 24.6 24.7 22.4 32.2 25.0 25.0 25 

Rs 1001 - 2000 20 25.4 20.9 26.1 23.7 21.7 25.8 22.9 

Rs 2001- 5000 16.5 22.4 18.7 17.2 28.8 17.8 24.2 19.6 

More than  Rs 5000 5 2.6 3.4 6 0 3.0 5.6 3.7 
Average monthly 
health expenditure 

2021 1910 1835 2172 1935 1815 2277 1959 



 

 

Table 3.6A: Percentage Composition of Elderly According to Distance to the Health 
Facility and Average Distance to the Health Facility 

 

Table 3.7A: Need of and Access to Pain and Palliative Services 

 

 

 

 

 

Distance 

Gender Age Category Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 

Less than 1 kilometre 7.5 9.2 10.2 6.0 6.8 7.9 9.7 8.4 

1 - 2 kilometres 25.5 25.9 26.8 23.9 25.4 22.4 33.9 25.7 

2 - 5 kilometres 29.0 34.2 30.2 34.3 32.2 29.3 37.9 31.8 

5 - 10 kilometres 22.5 20.2 20.9 22.4 20.3 24.3 13.7 21.3 
More than 10 
kilometres 

15.5 9.6 11.9 13.4 11.9 15.8 4.0 12.4 

Average distance to the 
health facility 

7.1 5.7 6.4 6.4 6.1 7.0 4.7 6.3 

Particulars 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Frequency of visits by pain and palliative care providers*: 

At least once a week 6.7 0.0 11.1 0.0 0.0 3.4 0.0 2.7 

Once/twice a month 60.0 81.8 66.7 70.6 81.8 72.4 75.0 73.0 

Once in a while 33.3 18.2 22.2 29.4 18.2 24.1 25.0 24.3 

Services provided by pain and palliative care providers: 

Routine check-up of 
lifestyle disease 53.3 36.4 22.2 35.3 72.7 41.4 50.0 43.2 

Giving medicines 20.0 50.0 33.3 47.1 27.3 34.5 50.0 37.8 

Therapy 20.0 13.6 44.4 11.8 0.0 20.7 0.0 16.2 

Changing of catheter 13.3 13.6 11.1 11.8 18.2 10.3 25.0 13.5 

Dressing of wounds 20.0 9.1 11.1 11.8 18.2 10.3 25.0 13.5 

Counselling 0.0 9.1 11.1 5.9 0.0 6.9 0.0 5.4 

Provide food kit 6.7 0.0 0.0 5.9 0.0 3.4 0.0 2.7 



 

 

 

Table 3.8A: Device that the Elderly Require 

 

Table 3.9A: Requirement of Assistance for Activities by the Elderly 

 

 

 

 

 

Device 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Walking stick 33.3 22.2 19.7 35.6 26.9 25.0 32.1 26.5 

Spectacles 7.8 33.3 31.1 17.8 15.4 25.0 17.9 23.5 

Dentures 17.6 14.8 16.4 15.6 15.4 14.4 21.4 15.9 

Bed 15.7 9.9 8.2 20.0 7.7 12.5 10.7 12.1 

Walker 9.8 11.1 9.8 2.2 26.9 10.6 10.7 10.6 

Glucometer 9.8 9.9 18.0 4.4 0.0 10.6 7.1 9.8 

Hearing aid 9.8 3.7 6.6 2.2 11.5 5.8 7.1 6.1 

Wheelchair 5.9 6.2 4.9 2.2 15.4 6.7 3.6 6.1 

Activity 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Administering 
medication 20.5 21.1 8.9 29.9 47.5 21.1 20.2 20.8 

Walking 14.0 16.7 7.7 19.4 37.3 13.2 21.0 15.4 

Bathing 9.0 11.8 2.1 11.2 42.4 10.5 10.5 10.5 

Dressing 9.5 9.6 2.6 9.7 37.3 9.2 10.5 9.6 

Toileting 7.5 9.2 2.1 9.0 32.2 7.9 9.7 8.4 

Transferring from 
bed/chair 8.0 8.3 4.3 8.2 23.7 7.2 10.5 8.2 

Eating 5.5 5.3 0.9 7.5 18.6 5.6 4.8 5.4 



 

 

 

Table 3.10A: Activities for which Full-time Informal Caregiver Provide Assistance 

 

Table 3.11A: Facilities/ Items Required to Assist in Caregiving 

 

 

 

Activity 
Gender Age Category Location 

Total 
Male Female Rural Urban 80 + Rural Urban 

Administering 
medication 

85.7 94.4 100.0 80.0 95.0 95.5 80.0 90.6 

Transferring from 
bed/chair 

78.6 88.9 50.0 90.0 85.0 95.5 60.0 84.4 

Walking 78.6 66.7 100.0 70.0 70.0 72.7 70.0 71.9 

Toileting 71.4 72.2 50.0 60.0 80.0 81.8 50.0 71.9 

Bathing 57.1 72.2 50.0 80.0 60.0 77.3 40.0 65.6 

Dressing 64.3 66.7 50.0 60.0 70.0 77.3 40.0 65.6 

Administering food 57.1 66.7 100.0 50.0 65.0 68.2 50.0 62.5 

Going to hospitals 64.3 61.1 50.0 60.0 65.0 54.5 80.0 62.5 

Facility/ Item 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Wheelchair 28.6 50.0 0.0 40.0 41.7 38.5 50.0 41.2 

Walker 14.3 30.0 0.0 20.0 25.0 23.1 25.0 23.5 

Water bed 28.6 10.0 0.0 40.0 8.3 23.1 0.0 17.6 

Bed 0.0 20.0 0.0 0.0 16.7 15.4 0.0 11.8 

Sanitary items 14.3 10.0 0.0 0.0 16.7 15.4 0.0 11.8 

European closet 14.3 10.0 0.0 0.0 16.7 15.4 0.0 11.8 

More advanced 
bed 14.3 10.0 0.0 40.0 0.0 7.7 25.0 11.8 

Cleaning 
products 0.0 10.0 0.0 0.0 8.3 7.7 0.0 5.9 

Medical 
support 0.0 10.0 0.0 20.0 0.0 0.0 25.0 5.9 

Airbed 14.3 0.0 0.0 20.0 0.0 7.7 0.0 5.9 

BP device 14.3 0.0 0.0 0.0 8.3 7.7 0.0 5.9 



Figure 2.1A: Living Arrangement of the Elderly 

 

Figure 2.2A: Participation of Elderly in Activities of Community Organisations 

 

Figure 3.1A: Usual Source of Care of the Elderly in the Sample 

 

Figure 3.2A: Percentage Composition of Elderly by Health Insurance Coverage 

 

Living Arrangement 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Alone 0.5 6.1 2.6 6.0 1.7 3.9 2.4 3.5 

With spouse only 25.5 9.2 20.9 11.9 11.9 15.5 20.2 16.8 

With spouse & 
children/ grand 
children 

56.5 14.5 38.7 31.3 22.0 33.6 35.5 34.1 

With spouse & others 1.5 0.4 0.9 1.5 0.0 0.7 1.6 0.9 

With children/grand 
children 14.5 66.7 34.9 45.5 64.4 44.7 36.3 42.3 

With other relatives 1.0 2.6 1.7 3.0 0.0 1.3 3.2 1.9 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Participation in 
Activities 

Gender Age Category Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 

Yes, most of the time 41.8 25.6 34.4 30.2 28.6 31.1 36.2 32.7 

Yes, sometimes 16.4 25.6 18.8 23.3 35.7 22.6 19.1 21.6 

No 41.8 48.8 46.9 46.5 35.7 46.2 44.7 45.8 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Type of Hospital 
Gender Age Category Location 

Total 
Male Female 60-69 70-79 80 + Rural Urban 

Public hospital 45.0 48.7 50.2 43.3 42.4 49.7 40.3 47.0 

Private hospital 42.0 43.0 37.9 45.5 54.2 39.5 50.0 42.5 

Both 13.0 7.5 11.9 10.4 1.7 10.5 8.9 10.0 

Type of 
Insurance 

Gender Age Category Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 

RSBY-CHIS 45.5 38.6 46.4 36.6 35.6 45.4 33.1 41.8 

Pvt. Insurance 4.0 1.3 3.4 2.2 0.0 2.0 4.0 2.6 

Others 3.5 2.2 1.3 6.0 1.7 3.0 2.4 2.8 

No insurance 48.0 57.9 49.4 56.0 62.7 50.0 61.3 53.3 



 

Figure 3.3A: Per cent of Respondents Needing and Getting Physiotherapy and 
Counselling Services 

 

Figure 3.4A: Respondents with Reduced Functionality and Use of Assistive Devices 

 

 

Per cent of 
Respondents 

Gender Age Category Location 
Total 

Male Female Rural Urban 80 + Rural Urban 
Requiring 
Physiotherapy 

15.5 21.1 17.9 19.4 18.6 16.4 23.4 18.5 

Getting Physiotherapy 3.0 2.6 2.1 4.5 1.7 2.6 3.2 2.8 

Requiring Counselling 7.0 7.0 6.0 9.0 6.8 5.3 11.3 7.0 

Getting Counselling 2.0 1.3 1.7 2.2 0.0 1.3 2.4 1.6 

Function 
and using 

Aids 

Gender Age Category Location 
Total 

Male Female 60-69 70-79 80 + Rural Urban 

Vision 72.5 76.3 74.9 70.1 83.1 75.3 72.6 74.5 

Spectacles 59.0 54.8 61.3 50.0 54.2 53.3 65.3 56.8 

Walking 38.0 54.4 37.9 49.3 76.3 49.0 41.1 46.7 

Walking aid 12.5 12.3 5.5 13.4 37.3 13.5 9.7 12.4 

Chewing 31.0 33.8 24.7 38.1 50.8 31.9 33.9 32.5 

Dentures 7.0 8.8 6.4 10.4 8.5 6.9 10.5 7.9 

Hearing 17.0 14.5 11.1 14.2 37.3 16.4 13.7 15.7 
Hearing 
Aid 

2.0 1.8 0.9 4.5 0.0 0.7 4.8 1.9 



 

 

 

 

 

 

 
ANNEXURE III 

Arimbur Grama Panchayat Vayojana 
Vikasana Rekha 
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ANNEXURE IV 

Model of Local-level Integrated Health 
Care Services for Elderly 

 

 

 

 

 

 



  

 

Elderly (Database 
integrated at PHC. 
- Monthly review 
and follow-up by 
Vayojana council)

Healthy eldery

Regular check-ups 
and consultations 
at health facility

Priority for all 
services at health 
facility

Support for transport 
to health facility by 
LSGI

Medicines 
through health 
facility or 
Vayomithram 
camps

Tests at health 
facility, home 
test on 
subsidised rates 
by 
Kudumbashree

High risk elderly

Home visits by 
Vayomithram

Referral to specialised 
facilities when 
required. Support for 
transport and 
bystander by LSGI

Home delivery of 
medicines by ASHA 
co-ordinated 
through 
Vayomithram

Home tests by 
Kudumbashree 

Bedridden elderly

Palliative services 
by palliative unit

Model of Local-level Integrated Health Care Services for Elderly 
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