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Abstract 
Background: The Indian aged population is currently the second largest in the world after China. In India, as per 2001 census the population of 

elderly was 76.6 million as compared to 20 million in 1951.1 The absolute number of 60 years and over in India will likely to increase to 137 

million by 2021 (United Nations,2003). Urbanization, modernization and globalization have changed the traditional concept of family in India, 

which was to provide social support to ill, dependent and older family members. Over the years, urbanization has led to change in the economic 

structure, diminishing societal values, weakening the importance of elders in the family. As a consequence of which the older generation is 

caught between the decline in traditional values and absence to adequate health, care and social security. This study puts in an effort to assess the 

health care utilization pattern of elderly population of rural population of Mangalore.  Aims and Objectives: To assess the health care utilization 

pattern of elderly population of rural population of Mangalore. Materials and Methods: The study was conducted in Mangalore and 11 

neighbouring villages utilizing the health services of Rural field practice area, Department of Community Medicine, Srinivas Institute of Medical 

Sciences. Results: 89.8% of the elderly subjects didn’t have any difficulties in utilizing health care services.  Conclusion: Majority of the people 

are utilizing and are very happy with the services provided.  
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Introduction 

Ageing is a process that is universal which involves every living 

being. It is a normal biological phenomenon, progressive and 

irreversible process that has been an inevitable part of human 

existence. It is the results of bodily structural and functional changes 

taking place in various parts of the body as the age progresses from 

infancy towards old age[1]. It affects every aspect of human body 

bringing along a number of changes in the physical, psychological, 

hormonal and the social conditions. These changes are known to 

affect the quality of life of the elderly. There will be changes in the 

body morphology, reduced ability of functioning of body organs, 

change in interests towards day to day activities, attitude, behaviour 

and life styles. Health problems will start to accompany as the age 

progresses. These changes are expected to affect the quality of life of 

the elderly[2]. 

‘National Policy on Older Persons’ 1999 adopted by Government of 

India defines ‘senior citizen’ or ‘elderly’ as a person who is of age 60 

years or above[2]. UN projections reveal that India has added a total 

of about 12.6 million aged persons between 2005 and 2010.  
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In India, the elderly account for 7.4%[1] (as per 2001 statistics) of the 

total population of which two-thirds live in villages and nearly half of 

them in poor conditions. This trend is likely to accelerate further in 

the coming decades for a variety of socio-demographic and health 

related reasons which points to the need for understanding its various 

ramifications, particularly those in the realm of health and its delivery 

mechanism. 

The world health day topic in 2012 was Ageing and health with the 

theme "Good health adds life to years". The focus was how good 

health throughout life can help older men and women lead full and 

productive lives and are a resource for their families and 

communities. Ageing concerns each and every one of us – whether 

young or old, male or female, rich or poor – no matter where we 

live[3]. 

The Indian aged population is currently the second largest in the 

world after China. In India, as per 2001 census the population of 

elderly was 76.6 million as compared to 20 million in 1951[1]. The 

absolute number of 60 years and over in India will likely to increase 

to 137 million by 2021 (United Nations,2003). The decadal growth 

rate among elderly population during 1991-2001 was about 40 

percent, which is double than the general population growth of 21 

percent. Population ageing is the most significant consequence of the 

process known as Demographic transition. Reduction in fertility leads 

to a decline in the proportion of young in the population. Coupled 

with fertility decline, reduction in mortality enhances the life span of 

individuals leading to higher life expectancy at older ages. In other 

words, population ageing involves a shift from high mortality and 
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high fertility to low mortality and low fertility. The population of the 

world stood at around 6.1 billion in the early 21st century and 

projected to increase to 9.4 billion in 2050 and 10.4 billion in 2100. If 

we compare the global population, it has doubled between 1950 and 

2000 and likely to add another 4.4 billion in the next 100 years. 

However, the growth of the elderly population is much higher than 

that of general population. The proportion of elderly aged 60 and 

above is expected to grow from 7 percent in 2000 to 14.6 percent in 

2025 and 21.1 percent in 2050. Among the elderly, the oldest old 

(80+) is likely to increase its proportion from just 1.1 percent in 2000 

to 3.4 percent in 2050 and 7.1 percent in 2100 AD. If the percentage 

of elderly population is above seven percent in any country, as per the 

UN criterion, that country is ageing. In other words, India has 

emerged as “aging India” in the beginning of the 21st century. Thus 

twenty first century is the century of old[4]. 

In Karnataka, the estimated elderly population was 3,837,000 in 2001 

and projected to be 9,681,000 by 2026 (Census of India, 2001)[5]. 

This increasing number of elderly has a great demand on the health 

services and social security measures. At present the ageing has 

become a social problem as the socioeconomic shifts are affecting the 

family to continue with the care of their aged. Traditionally our Indian 

families had always borne the responsibility of looking after the aged 

but the changing times and industrialization has threatened this yester 

year culture. As a result family care of the elderly becomes more and 

more difficult and is leaving the aged to feel lonely, dependent and 

marginalized[1]. 

Urbanization, modernization and globalization have changed the 

traditional concept of family in India, which was to provide social 

support to ill, dependent and older family members. Over the years, 

urbanization has led to change in the economic structure, diminishing 

societal values, weakening the importance of elders in the family. As 

a consequence of which the older generation is caught between the 

decline in traditional values and absence to adequate health, care and 

social security[5]. 

These collective changes are affecting the quality of life of almost all 

the elderly. Chronic morbid conditions that generally accompany 

elderly are associated with increased prevalence of social and 

psychological disturbance. These problems in turn can aid in 

precipitating, exacerbating and aggravating the physical illness 

leading to a vicious cycle. So the factors such as health status, extent 

of disability, perceptions about one’s illness, availability of familial 

support, social security, medical care and psychological well-being 

are important determinants of the quality of life of elderly. This study 

puts in an effort to assess the health care utilization pattern of elderly 

population of rural population of Mangalore. 

 

Aims and objectives 

To assess the health care utilization pattern of elderly population of 

rural population of Mangalore 

 

Materials and methods 

Study Design 
This was a community based cross sectional study. 

 

Study Period 
The study was conducted over a period of one year, from December 

2017 to November 2018. 

 

Study Area 

The study was conducted in Mangalore and 11 neighbouring villages 

utilizing the health services of Rural field practice area, Department 

of Community Medicine, Srinivas Institute of Medical Sciences. 

 

Study Subjects 
The study subjects consist of population aged 60 years and above 

residing in the study area. 

Inclusion criteria: Individuals who were aged 60 and above residing 

in the study area and willing to give consent to be a part of this study. 

 

Exclusion Criteria 
The study excluded those individuals who were: 

a) individuals who are aged around 60 but age could not be 

validated that the age is above 60.  

b) individuals who didn’t want to reveal their details about their 

health. 

c) families who refused to let their elderly family member to be a 

part of the study. 

 

Sample Size 
The formula used for calculating sample size as follows:  

n =    Z2 P (1-P)/e2 

Where, Z = level of confidence (1.96) 

e = margin of error  

P = Prevalence of the disease (a few studies that have been conducted 

among the elderly in Southern India, reported the prevalence of 

morbidity in the range of 40-50%14,15) P was taken as 50%  for 

calculation  of sample size for the current study.  

Taking margin of error as 10%, the sample size came out to be 400. 

Assuming non- response rate to be 10%, 440 individuals were 

included for the study from the study area, which was having a total 

population of 30,258. 

 

Sampling Technique 

The subjects were selected from each village by proportion to the 

population of eligible subjects present in the village. The population 

of 12 selected villages was 3069, 1989, 1950, 2050, 2500, 600, 3200, 

3400, 3500, 2600, 2300 and 3100. Number of elderly subjects 

selected among these villages using Probability Proportional to Size 

(PPS) sampling technique are 45, 29, 28, 30, 36, 9, 46, 49, 51, 38, 33 

and 45 respectively. And then, the respective ASHA workers of the 

concerned village(s) were contacted. A list of elderly people in that 

particular village was prepared. The first subject was randomly 

selected from the first 10 names in the list and was interviewed for the 

study after valid consent. Thereafter, next elderly was selected from 

the list using every third person (Systematic random sampling 

technique), until the required sample size was obtained in that village. 

If elderly person was not available at the time of visit to the house, 

then a maximum of 2 more visits were paid to meet the particular 

elderly during subsequent visits to that village. When that elderly 

person was still unavailable, then the next elderly person in the list 

was chosen as the subject. This procedure was followed in all the 

villages till the required sample number was obtained from the study 

area. 

 

Study Instruments 

The following study questionnaires were used for the study:- 

 A proforma for collection of socio-demographic profile and 

assessment of health services utilization by the elderly.

  

 

Results 

Table 1: Nearest health facility for the study subjects (n = 441) 

Nearest health centre Male Female Total 

n % n % n % 

Govt PHC 57 12.9 37 8.4 94 21.3 

SIMS RHTC 187 42.4 160 36.3 347 78.7 

Total 244 55.3 197 44.7 441 100 
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Table 2: Distribution of preferred health centers among the study subjects (n =441) 

Nearest Health Facility Sex Total 

Male Female 

n % n % n % 

Govt. PHC Preferred 

centre 

Govt.  PHC 36 38.3 29 30.9 65 69.1 

SIMS RHTC 10 10.6 8 8.5 18 19.1 

Private hospital 11 11.7 0 0.0 11 11.7 

Total 57 60.6 37 39.4 94 100 

SIMS RHTC Preferred 

centre 

Govt. PHC 15 4.3 5 1.4 20 5.8 

SIMS RHTC 167 48.1 143 41.2 310 89.3 

Private hospital 3 0.9 5 1.4 8 2.3 

AYUSH doctors 2 0.6 7 2.0 9 2.6 

Total 187 53.9 160 46.1 347 100 

 

 
Fig. 1: Distribution of most preferred health centers among the subjects residing close to PHC and RHTC 

 

Table 3: Frequency of utilization of healthcare services (n = 441) 

Nearest health facility Sex Total 

Male Female 

   n % n % n % 

Govt. 

PHC 

Frequency Weekly once 3 3.2 0 0 3 3.2 

Monthly   once 7 7.4 4 4.3 11 11.7 

When ever ill 45 47.9 33 35.1 78 83 

Not utilizing 2 2.1 0 0 2 2.1 

 Total 57 60 37 39.4 94 100 

SIMS 

RHTC 

Frequency Weekly once 6 1.7 8 2.3 14 4 

Monthly once 20 5.8 23 6.6 43 12.4 

Whenever ill 161 46.4 128 36.9 289 83.3 

Not     utilizing 0 0 1 0.3 1 0.3 

Total 187 53.9 160 46.1 347 100 
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Fig. 2: Frequency of utilization of healthcare services as per residence to nearest health care centers 

 

Table 4: Opinion about facilities available at preferred health center (n = 441) 

Nearest Health Facility Sex  

Total Male Female 

   n % n % n % 

Govt 

PHC 

Adequate facilities No 3 3.2 0 0 3 3.2 

Yes 54 57.4 37 39.4 91 96.8 

Total 57 60.6 37 39.4 94 100 

SIMS 

RHTC 

Adequate facilities No 2 0.6 4 1.2 6 1.7 

Yes 185 53.3 156 45 341 98.3 

Total 187 53.9 160 46.1 347 100 

 

 
Fig. 3: Opinion about adequate facilities being available at preferred health center (n = 441) 

 

0

10

20

30

40

50

60

70

80

90

PHC RHTC Private PHC RHTC Private AYUSH

Govt PHC RHTC

69.1

19.1

11.7

5.8

89.3

2.3 2.6

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

No Yes No Yes

Govt. PHC SIMS RHTC

3.20%

57.40%

0.60%

53.30%

0

39.40%

1.20%

45%

Male Female

http://www.ijhcr.com/


International Journal of Health and Clinical Research, 2021;4(24):107-112              e-ISSN: 2590-3241, p-ISSN: 2590-325X 

 

____________________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________________

Divya  et al                International Journal of Health and Clinical Research, 2021; 4(24):107-112 

www.ijhcr.com  111 

Table 5: Distribution of preferred centers for healthcare among the study subjects (n = 441) 

 Sex Total 

Male Female 

n % n % n % 

Govt. PHC 51 11.6 34 7.7 85 19.3 

SIMS RHTC 177 40.1 151 34.2 328 74.4 

Private hospital 14 3.2 5 1.1 19 4.3 

AYUSH 2 0.5 7 1.6 9 2 

Total 244 55.3 197 44.7 441 100 

Table 6: Distribution of problems in accessing healthcare (n = 441) 

 Sex Total 

Male Female 

 n % n % n % 

Monetary 1 0.2 0 0 1 0.2 

Distance 8 1.8 10 2.3 18 4.1 

Non-Co-operative family members 3 0.7 7 1.6 10 2.3 

Non availability of services 8 1.8 0 0 8 1.8 

Other reasons 6 1.4 2 0.5 8 1.8 

No difficulties for accessing 218 49.4 178 40.4 396 89.8 

Total 244 55.3 197 44.7 441 100 

 

Discussion 

Though majority of the subjects preferred their respective nearest 

health centers, but some subjects had different preference. Though 

only their most preferred centers are listed below, subjects used either 

of the available services depending on the necessities and situation. 

Some of the patients, who felt they are healthy, reported that they do 

not utilize any of those services at all but still they had preference to 

avail the service, if deemed necessary. In a study by Choudhary M et 

al, in the year 2012 did a study to assess the morbidity pattern and 

treatment seeking behavior of geriatric population in Jamnagar city, 

29% of the subjects approached the health care facility regularly and 

71% of them visited only when ill[6].  In a study done by Gupta RD et 

al, at Dhaka, in the year 2014 to study the morbidity pattern and 

health care utilization pattern, 12.19% of males and 11.38% of female 

subjects, so a total of 12.23% of the subjects were utilizing the health 

care once a month. 28.13% of the study subjects were utilizing the 

services, once in 3 months. 4.6% of the subjects visited only when 

required without any fixed pattern of visit. There were none among 

the subjects who didn’t utilize the services[7]. In a study done by 

Qadri S et al, the coverage of utilization of government services 

among the elderly was just 7.3% in contrast to our study.  28.9% of 

the subjects were using the RHTC facility which was significantly 

lower compared to our study.  And notably, 52.7% of them depended 

on unqualified private doctors. 17.3% of them depended on private 

hospitals and 0.11% of them depended on faith healers[8].  In a study 

done by Gupta RD et al, at Dhaka, in the year 2014 to study the 

morbidity pattern and healthcare utilization pattern, 33% subjects 

utilized the government health facility. 8% utilized private hospitals 

& 25 % of them depended on private practitioners. 20% of them 

depended on self-medication from pharmacies.12% of the subjects 

depended on homeopathic treatment and 2% depended on home 

medications[7]. In a study done by Narpureddy B et al, 18.8% of the 

elderly utilized the government service which was close to our study 

finding.  45.8% of elderly depended on private practitioners for 

treatment. 32.2% of the subjects depended on non-registered 

practitioners and 3.2% depended on other services[9]. In a study done 

by Hakmaosa A et al, 51.5% of the elderly subjects were using 

government services. Private practitioners were depended upon by 

25.7% subjects. 26.5% of the subjects depended upon self-medication 

through pharmacies and 0.7% of the subjects depended upon quacks. 

The same study also revealed that 98.5% of the subjects depended on 

Allopathic medications and traditional medicines were preferred by 

0.7% subjects. Whereas Ayurveda and Homeopathy medicines were 

preferred by 0.4% of elders[10]. In a study done by Nipun A et al,72% 

of the elderly depended on Allopathic medicines, Ayurveda medicines 

by 3% and Homeopathic medicines by 8% in contrast to our study 

where only 2% preferred AYUSH treatment[11]. In a study done by 

Gupta M et al, the elderly utilizing the government healthcare services 

was 35.3%. Private hospitals were preferred by 26.7% of the subjects, 

4% preferred unqualified persons and 34% said they didn’t take any 

treatment in contrast to our study where only a fraction of percentage 

of subjects didn’t prefer to take any treatment[12]. In a study done by 

Narpureddy B et al, elderly subjects faced issues in accessing 

healthcare from the nearest government hospital and among the 

reasons stated, non-availability of drugs was the reason stated by 

10.5% of the subjects and poor facilities was stated by another 10.5% 

subjects[9]. In a study done by Hakmaosa A et al, in contrast to our 

study, around 62.3% of the elderly subjects were not seeking 

treatment for their ailments due to financial reasons. 39.6% reasoned 

it to be due to old age disease. Distance was the major problem for 

27.4% subjects[10]. In a study done by Jabeen S et al, 23% of the 

elderly study subjects said medicines were expensive, 20.3% said 

health care services were far away & 20.9% felt service providers 

were not available[13]. In a study done by Yerpude PN, to study the 

health problems and health - seeking behavior of elderly, the most 

common reasons for non-compliance for medications was high cost of 

medicines which accounted to 39.34% of the study subjects[14]. A 

study done by Qadri S et al, found that 33.3% of elderly felt the 

nearest health care facility was far from home. 10.8% felt there was 

lack of doctors, 20.6% felt there was lack of medicines and 17.7% felt 

the staffs were not cooperative[8]. 

 

Conclusion 

89.8% of the elderly subjects didn’t have any difficulties in utilizing 

health care services. 4.1% of the subjects had difficulty due to 

distance from their residence. 2.3% of the subjects had non-

cooperative family members. 1.8% subjects cited non availability of 

services to be the reason for not availing. 
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