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Abstract

The incidence of mental disorders is rising globally and poses multiple challenges for societies all over
the world. In India, a lack of public support, an overstretched health-care system as well as culturally
rooted Kin structures, put the family first in terms of providing care. This master thesis uses the
Longitudinal Ageing Study of India to examine the role of familial support on the mental well-being
of adults aged 45 and older in India. Using Pierre Bourdieu’s concept of capital as a base, the forms of
support are split into economic and emotional. The mental well-being is measured with a summary
index according to the CES-D. As expected, high emotional support and closeness with many family
members are positively associated the mental well-being. In contrast, receiving economic support from
the familial network shows a negative association with the mental well-being. Furthermore, the
educational level is decisive for the mental well-being outcomes and covers up eventual gender
effects.
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1. Introduction

Trends of declines in fertility and mortality as well as a rise in life expectancies can be found all over
the world and characterize today’s global population development (United Nations, Departement of
Economic and Social Affairs, Population Division, 2020). This results in an increasing share of the
elderly population and poses challenges for individuals, families, societies, and also on the country
level. Among other challenges, an increasing life expectancy can come along with decreasing health
(Brown, 2015; Lindgren, 2016). This does not necessarily mean that the number of years with bad
health increases but that more people who reach the oldest ages will have limitations in their daily
lives and need assistance or develop other needs with higher ages. According to the World Health
Organization (2017), over 20% of adults aged 60 and older suffer from mental or neurological
disorders with the most common ones being depression and dementia. What makes the problem of
mental disorders even more important is the fact that these disorders are under-identified by the older
people themselves as well as by health-care professionals. In addition, mental health conditions are

still stigmatized in many countries which makes people reluctant to seek help (ibid.).

Mental health problems among the older members of the society have far-reaching consequences in
many sectors on the societal or community level, as the elderly are often involved in voluntary work or
childcare (Aroonsrimorakot et al., 2019; Jadhav et al., 2013). Furthermore, longer phases of
dependency require more support over a longer period of time and therefore has implications on
family structures and intergenerational ties. The main question that arises from this is: who can offer
this support? More precisely, this means that both the public sector with pension systems as well as the
private environment through social and financial support are crucial factors in facing an increasing
amount of mental disorders among the elderly. Both developed and developing countries are
experiencing substantial changes in their age structures. In connection with the rise of mental disorders
among older aged people, there are potentially important implications for changes in all sectors of
society and before elaborating the interplay in more detail, the health context of the Republic of India

is outlined to provide a framework for the mentioned subject.

In India, the life expectancy at birth was at 69.3 years in 2019 and the United Nations project it to
increase to 74.6 years in 2050 (United Nations, Departement of Economic and Social Affairs,
Population Division, 2019). A crucial aspect of India is the immense diversity among the population
and the big differences in the life expectancy which are depending on regional differences and the
gender (Chaudhuri & Roy, 2009; Dandona et al., 2017; Ohlan, 2013; Roy & Chaudhuri, 2008).
Despite the rise in life expectancy, the highest ages are still relatively young compared to older-aged
adults in western societies. The average life expectancy at birth for people in Europe, for example, was
at 81 years in 2018 (Urmersbach, 2020). This difference in the life expectancies is crucial for this

study as it explains the age of the sample of this study. For this study, Indian adults who are 45 years
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and older are included. Relative to the life expectancy at birth, individuals with an age older than 45

are considered to count to the older aged adults in the country.

In terms of population ageing in India, the share of the people aged 65+ in India was indicated with
3.8% of the whole population in 1990, has almost doubled to 6.6% in 2020 and is projected to count
for 13.8% in 2050 (United Nations, Departement of Economic and Social Affairs, Population
Division, 2019). This is an even more remarkable figure in absolute terms: India had more than 91.6
million elderly in 2010 and the number of elderly in India is projected to reach 158.7 million in 2025
and will by then surpass the population of children below the age of 14 (Dey et al., 2012). The
question deriving from these facts can simply be phrased as: “who takes care of the elderly?” As a
result of the Indian context, for any kind of support, older aged individuals must mainly rely on their
own family. The Indian government provides no public support for many Indians, plus many Indians
hardly have any savings (Jadhav et al., 2013; Kumar & Kumar, 2019). Therefore, individuals work as

long as possible and later need to rely on their families for support.

To continue, a brief description of the current state of the Indian health care system follows. Like in
many other lower-middle-income countries, the health care system of India is less developed and
capacious compared to high-income countries. More specifically, the country has to deal with a “triple
burden of diseases” (Narain, 2016, p. 85) — the ongoing agenda to deal with infectious diseases plus
the challenge of (new) non-communicable diseases and the appearance of new pathogens which can
lead to epidemics and pandemics (ibid.). Additionally, all this must be handled by an already over-
stretched health-care system. Non-communicable diseases are by now the leading cause of death in the
country but also, for example, crucial factors like the maternal mortality ratio or the child mortality are
still concerningly high (Dandona et al., 2017; Narain, 2016). Therefore, the countries’ health system is
not prepared for an increase in chronic conditions of the elderly. Furthermore, mental disorders are not
a major focus in India’s health policy. India has a mixed health-care system, meaning a coexistence of
both public and private health-care service providers. Because of large disparities between urban and
rural areas in terms of use and quality of health care institutions, in 2005 the government started
focussing on strengthening the rural public health system, especially for women and children (Chokshi
etal., 2016).

In 2014, the first National Mental Health Policy was announced, aiming to provide sufficient
psychiatric care to the population by 2020. In India, only 0.7 physicians per 1,000 individuals and only
0.75 psychiatrists per 100,000 population exist, whilst the optimal number — recommended by the
Mental Health Atlas 2014 — should be higher than 3 psychiatrists per 100,000 (Garg et al., 2019).
Countries with a similar development level can rely on more health workers, like Nicaragua with 1
physician per 1,000 individuals and Bolivia with 1.6 (The World Bank Group, 2019), or Mongolia
with 3.3 psychiatrists per 100,000 population in 2005 already (Byambasuren & Tsetsegdary, 2005).



Further, the access to quality mental health care in India is limited and traditional approaches — like the
Ayurveda system of medicine — are unlikely to reach the high share of the population who have mental
disorders (Yellowlees & Chan, 2015). By using the global burden of disease study, Sagar et al. (2020)
found 197.3 million people suffering from mental disorders in India, including 45.7 million with
depressive disorders and 44.9 million with anxiety disorders, in 2017. Additionally, India has the
highest national suicide rate in South-East Asia: in 2015 the rate was 10.6 per 100,000 with a male to
female ratio of 2.2 (Snowdon, 2019). This underlines why Indians with mental health problems need
more attention and further indicates possible gender differences within that topic. Moreover, a highly
interesting difference regarding the age of people who committed suicide was found: the suicide rate
of elderly males and females in India between 1990 and 2016 increased substantially, whereas the
same rates in China, Japan and Australia fell substantially (Snowdon, 2019).

As will be explained in the theoretical section, social support is important for the (mental) health of
individuals and in the Indian context and as the main interest of this thesis, the role of the family
network is in focus. India is a special case in terms of cultural beliefs since it is very diverse and
combines different perspectives and high stigmatization on people with mental disorders (Khandelwal
et al., 2004). This puts families once more in the role of taking care, as it can be assumed that mental
disorders are more likely to be shared within the closest family as children and spouses, than with
friends or workers of health care institutions. Additionally, it is important to recognize that 90% of
older Indians do not have retirement provisions (Arokiasamy et al., 2012) and, therefore, the family
network plays an even more crucial role in providing financial and social support for older-aged
people.

The topic of mental disorders has been well studied in high-income countries (World Health
Organization and Calouste Gulbenkian Foundation, 2014) and awareness has also risen in less
developed countries, but there is still a gap in detailed research of the topic in countries of the global
south. As deriving from the previously given background information, little research has been done on
the explicit role of family support on the mental health outcomes of the elderly. However, the role
must be seen as a crucial form of support that helps to strengthen people’s mental health. This leads to
the following main research question: what is the role of family support on mental well-being
outcomes of older-aged adults in India? As described in the next section, the Indian context is also
specific in terms of gender preferences, so a sub-question asks how the outcomes differ between
females and males. A clear scientific contribution can be provided because the family support is split
up into two different dimensions: economic and emotional support from family members. Both
dimensions of support are assumed to have a positive impact on the mental well-being, however,
studying both within one dataset and in the Indian context has not been done before and only limited
research on the outcomes of family support in the Indian literature exists. Additionally, the dataset
LASI provides detailed and unique insights into the living experiences of older-aged Indians using a

nationally representative sample.



1.1. Gender-specific aspects in India

Throughout all areas of life, India is typified by high gender inequalities. This applies to child
preferences, education, work-force participation, health-care, and recognition in legal, social and
political rights (Arora, 2012; Deere et al., 2013; Maharana & Ladusingh, 2014). Although in this study
health outcomes are of main interest, it is crucial to consider inequality and gender disparities in other
sectors as well to see how they influence and predict each other. For example, accumulating wealth is
necessary to enjoy sufficient health care in a context with little public regulations; however, this
depends amongst others on the marital and inheritance regimes in that respective country. For India,
these regimes work mainly in favour of men (Deere et al., 2013). Moreover, this results in a strong
male bias in inheritance in practice as women cannot bequeath property to their children. This, in turn,
could influence the support children provide for their older-aged parents. Furthermore, women’s
property rights have a large effect on a gender-equitable distribution of wealth (ibid.).

Multiple studies document that men and women have unequal access to health care at all stages of
their life cycle (Saikia et al., 2016). At old age, Indian women report worse self-rated health and
disabilities, in line with utilizing health-care facilities less than men. Indeed, there is evidence, that
health-care expenditures on Indian women are significantly lower than on men, meaning that Indians
spend less on female health care than on male health care (ibid.). Focusing on cognitive health
outcomes, Lee et al. (2014) found gender disparities in cognitive functioning and they linked the
cognitive disadvantage of females in older ages to gender disparities in social activities, overall health

and educational attainment.

Some of these challenges for women become even more specific with higher ages as Irudaya &
Balagopal (2017) state in the following quote: “ageing reinforces problems associated with
widowhood, which is particularly significant in the case of elderly women, as a large proportion of
them are widowed, unemployed, illiterate and dependent on others for economic support” (p. 6). In
line with this, widowed women are more likely to experience segregation and isolation due to the
practice of patrilocality (ibid.), which means that after her husband died, a widowed woman usually
lives in the husband’s home village, which is likely to be a different village than her natal home. This
scenario is widely spread, due to differences in the life expectancy; which means women are more
often widowed than men. This has also implications on the question of who takes care of an individual
at an older age. The assumption is that the majority of elderly men would receive care from their
spouse, whereas widowed women would be dependent on their relationships with adult children, other
relatives or friends (lrudaya & Balagopal, 2017). Thus, female elderly are more vulnerable and in

weaker financial positions.

These briefly presented findings for gender inequalities in India aim to provide background knowledge
why gender differences within this field of research are expected. The expectations are elaborated in
the literature review and stated as hypotheses in chapter 2.6.
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2. Theoretical framework

This research seeks to identify the role of forms of support from the family network on the mental
health outcomes of Indians aged 45 and older. To have more insightful findings, the studied family
support is split up into two dimensions: emotional vs. economic support. This is mainly based on
Bourdieu’s distinction between individuals’ resources. Another theory dealing with the idea of the
interchange of resources between generations is the intergenerational solidarity framework. Concepts
of both theories are combined and knowledge from previous studies is added, to build a conceptual
model. From there, the hypotheses and operationalization of the variables follow.

2.1 The concept of capital according to Pierre Bourdieu

In the past years, there has been a rise of research on social capital and its relationship with health
outcomes within the social epidemiological literature (Carpiano, 2006). The idea of social capital
helps to explain new insights in how socioeconomic factors impact health (ibid). Mainly relevant for
this research is the distinction of capital done by sociologist Pierre Bourdieu. He divided four kinds of
capitals which an individual possesses: economic, social, cultural, and symbolic capital. According to
Bourdieu (1982), capital can be seen as social energy that opens up different possibilities for action of
an individual and can exist in an internalized or materialized form. By economic capital, Bourdieu
means money and property; cultural capital means knowledge and education and social capital refers
to a persons’ relationships. In other words, the social capital is fully inhered within social networks.
Symbolic capital, however, is a special type of capital and can only emerge from the other three types,
it refers mainly to prestige and fame (ibid.). For this analysis, both the economic and the social capital
are of main interest. This provides the possibility to split the forms of support the family grants and to
analyse the impact separately. Thus, these are the two aspects which were studied in the research — the
impact of economic support on the mental well-being as well as the impact of emotional support.
Although Bourdieu does not define where exactly individuals get their sorts of capital from, is it
unambiguous where it comes from for elderly people in the Indian context. Social capital comes, as in
Bourdieu’s definition, from the social network which is in this specific case limited to the family
network. This assumption is supported by Santini et al. (2015), who studied social network types of
countries and found the vast majority of the Indian sample belonging to the ‘locally integrated’ or
‘family dependent’ type, which both refer to close local family ties as the main source of the social
network. . Economic capital, as well, in the Indian context, has the origin in the family network in

absence of savings and public regulations.

Bourdieu’s capital approach has been associated in various studies with several health outcomes,
mostly in the field of gerontology and healthy ageing. Gruber & Bohm (2012) for example linked it to
the field of social psychiatry, which they define as a science that systematically examines the
importance of social, environmental and cultural factors of mental health and illness. The authors
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equalised Bourdieu’s concept of capital with the resilience approach, which is widespread in social
psychiatric work. Resilience is described as the ability of an individual to cope with stressful living
conditions or negative impacts of stress in general. In line, the types of capital are resilience-enhancing
factors, in addition to biological and psychological factors of an individual. This leads to the
assumption, that high capital influences the mental well-being of an individual positively. According
to Gruber & Bohm (2012), the concept of capital can be applied to people with psychological
problems as a source of support for coping with the disorders. Therefore, the central assumption is that
the concept of capital can be hamessed by assuming that it offers support to people with mental
problems by providing capital. In other words, the increase in the value or the amount of one capital
would strengthen the resilience of the individual and the person could then cope better with eventual
struggles. That could mean that more economic capital — gained through financial support from the
family — increases the resilience and has, therefore, a positive effect on the mental well-being.
Furthermore, that could also mean that a higher social capital — for example with many close contacts
within the family network — strengthens the ability to cope with (mental) difficulties and lead in turn to
a more positive well-being. For this study, the two forms of economic and social capital are used. In
the further of the study, the two forms of capital are transferred to the expressions of economic support
and emotional support. The following chapter provides another approach to distinguish support
between individuals and the two approaches are merged in the resulting conceptual model in chapter
2.5.

2.2 The intergenerational solidarity framework

After explaining the different kinds of capital deriving from Bourdieu’s concept, the intergenerational
solidarity framework is used to show the importance and the benefit of these capitals, provided by the
family. Intergenerational support refers to redistributions of resources between generations and is a
central component of the human life course. Generally, and especially when people cannot rely on
public institutions for support, the private transfers within the family help to survive in vulnerable
times. Moreover, families have always been the central source for support in the human development

and public support only became available in modern western societies.

Silverstein et al. (2012) and Irudaya & Balagopal (2017) both use the intergenerational solidarity
framework to explain different forms of solidarity between family members as well as their motives.
Both distinguish between six elements of solidarity, which are explained hereafter. Affectual solidarity
describes the emotional closeness between members of the family, whereas the associational solidarity
specifies the social interactions and common activities between the involved people. It follows the
consensual solidarity, which is defined by the agreement on values, attitudes and beliefs among family
members. The next dimension is the functional solidarity and means help and exchange of resources.
The two lastly mentioned are the normative and structural solidarity and refer to filial obligation and

geographic proximity, respectively.



Three forms of solidarity are of higher interest in this study since they provide a link between the
economic and emotional support deriving from Bourdieu’s theoretical approach and the variables that
are available in the dataset. According to the definition of intergenerational solidarity, emotional or
financial support are not two different concepts but related aspects of solidarity. Therefore, both are
perceived as central components of being resilient as they may reinforce the capacities to withstand
adversity. Thus, economic support is a central component of the functional element of solidarity, next
to more instrumental support in form of actual help with daily activities. On the other hand, two
elements are associated as forms of emotional support: affectual solidarity as well as associational
solidarity. Both are dealing with solidarity on a social level: on the one side the emotional closeness
between family members and on the other side the social interactions between those individuals. The
three forms of solidarity — associational, affectual and functional — are used as measurements of the

respective forms of support from Bourdieu that were stated previously.

There is evidence that the solidarity and the resulting support from adult children are influenced by
parental factors such as declining health, increasing age or widowhood of the parents (Irudaya
& Balagopal, 2017). Additionally, there are factors for the children which determine whether they
provide support. This could be the emotional attachment towards the elderly parent or the expectation
of financial rewards (ibid.).

Linking the forms of solidarity back to expected gender differences, indeed, research has shown that
certain types of support are predominant for mothers or fathers. Reflecting the strong male preference
in India, “affection is a stronger predictor when mothers are recipients of support, and that inheritance
is a more salient predictor when fathers are recipients” (Irudaya & Balagopal, 2017, p. 24). This
suggests that emotional support for male older-aged adults might have a stronger impact on their

(mental) health because it less culturally rooted and therefore more appreciated.

It is crucial to keep in mind that all those dimensions of solidarity refer to a transfer or agreement in
both directions, however, for this project, only the solidarity and upward share of resources the elderly
parents receive from their adult children or other family members are of interest.

2.3 The relation between the private network and mental well-being

According to the World Health Organization (2017), social care is important to support older people's
health and the prevention of diseases. In case there is not much support from governmental
institutions, care must mainly be provided through an individuals’ network and relationships, of which
the closest ones are usually the family. This links back to the concept of resilience, which can be
strengthened by familial support in various dimensions. If elderly people lack social and economic
capital, they can become socially isolated with health consequences or can become unable to finance
their health care (Grenade & Boldy, 2008). In a large review study of 148 empirical studies, Holt-
Lunstad et al. (2010) link the quality and quantity of individuals’ social relationships not only to
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mental health but also to both morbidity and mortality. While progress in technology and increasing
globalization could lead to the assumption that more social connections between people exist, the
opposite happens, and individuals become more isolated (ibid.). This raises the importance of the
relation between the social network and health behaviours. Holt-Lunstad et al. (2010) describe the
effect of social relationships on healthy behaviours as both positive and negative, but mostly a close
social network is associated “with conformity to social norms relevant to health and self-care” (p. 2).
Anaother role fulfilled by being a member of a social network is the purpose of providing self-esteem
and purpose to life because individuals see themselves as meaningful within that network (ibid.).
Social isolation, therefore, is a great predictor for bad mental health. In fact, their results even show
that a lack of social contacts leads to a higher mortality risk than well-known factors as smoking or
regular consumption of alcohol. Furthermore, Holt-Lunstad et al. (2010) found strong evidence that
social relationships influence the health outcomes of adults on the behavioural, emotional, and
cognitive level (ibid.). In line with that, Berkman et al. (2012) found the social network to have
“several functions including the provision of emotional, instrumental, appraisal, and financial support”
(p. 261). This strengthens the higher likelihood for older adults to suffer from mental disorders,
because a social network is usually becoming less strong with higher age when family members or
spouses die, or children move away. More specifically, Allen et al. (2014) were able to link social
isolation and loneliness of older people to depressive symptoms and overall poor mental health and
cognition. Further, Snowden (2007) could confirm that people “who are mentally ill are especially
sensitive to the needs and expectations of their families”. This strengthens the important role of family
support in times of suffering from mental illness. It is further stated that families of patients are present
and active throughout the psychiatric process in India what again underlines the close involvement
within Indian families. However, it is not clear whether the form of support is rather socially, as in
taking care, or economically, as in providing food or financial help. Another link, yet not specifically
examined within the family network, is the effect of financial insecurity on the mental well-being.
Both Rohde et al. (2016) and Weinstein & Stone (2018) provide evidence, that stable economic

conditions support psychological satisfaction.

2.4 Literature review

Although providing extensive knowledge about both mental and physical disorders in India,
Khandelwal et al. (2004) quickly come to the following statement: “there is no health profile unique to
India as a whole” (p. 140). This again highlights the variety of health conditions and outcomes within
the country. However, there are common factors that put groups of people on a higher risk of suffering
from a mental disorder. These are being a woman, being a member of a disadvantaged tribe or caste,
or living in a rural area (ibid.). This was confirmed by Sagar et al. (2020) and further examined by sex
differentials in the diagnoses. Females are more likely to suffer from depression, anxiety and eating
disorders, whereas males are more likely to suffer from autism or ADHD. Describing the unmet

mental health needs for adults, Patel et al. (2016) found the level of treatment coverage for mental
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disorders to be much lower than for child and maternal interventions or non-communicable diseases.
Treatment gaps were largest in rural areas due to poor distribution of mental health resources and
varying policies across states. Moreover, the majority of people visit traditional healers for care (ibid.).
Additionally, there is a significant gender disparity in widowhood due to the longer lifespan of
women, so elderly widows are more likely to experience deprivation and social isolation and therefore
at higher risk of suffering from mental disorders (Berkman et al., 2012). Using a qualitative approach,
Patel & Prince (2001) found, that “the system of family care and support for older persons was less
reliable than has been claimed. Care was often conditional upon the child's expectation of inheriting
the parent's property” (p. 29). This, according to the authors, leads to anxiety being very common
among older people. This again highlights the vulnerability of women because of the patriarchic

system in India.

Cramm et al. (2015) found differences in predictors of ill-health among men and women, using the
Longitudinal Ageing Study in India: “among men, older age and being single increased the probability
of being in poor health [...]. Among women, residence, age, marital status, income and indoor
smoking predicted SRH [self-reported health]” (p. 250). Although this effect has not been studied
explicitly for mental health outcomes, it supports the assumption, that the financial assistance is more

important for women, whereas the social network is for men.

The topic of family support and challenges for older-aged adults has been examined by multiple
studies working with data from India, but not as determinants of mental well-being. There is research
about the economic dependency of elderly (Kumar & Kumar, 2019; Murphy et al., 2020) or about
challenges women and men face in older age and the living arrangements of elderly in India (Berkman
et al., 2012; Jadhav et al., 2013). Also, there are studies which examine why children in India provide
support for their parents and what kind of support (Dhar et al., 2018; Irudaya & Balagopal, 2017;
Khandelwal et al., 2004). It was examined how and which kind of support affects the physical health
of the elderly which are being taken care of (Aroonsrimorakot et al., 2019), but not on the impacts on
possible mental disorders like depression and anxiety. As well, the caregiver’s perspective in the sense
of intergenerational transfers and potential stress and burdens among the giving and younger

generation has been studied (Murphy et al., 2020).

Furthermore, it has been found that elderly experience loneliness and depression as a result of living
alone or because of a lack of close family ties (Aroonsrimorakot et al., 2019). Recently, Christian et al.
(2020) could find evidence for a positive association between high social capital and the subjective
well-being of the elderly in India. This supports the assumption that the higher the level of emotional
support, the better the mental health outcomes. Irudaya & Balagopal (2017) found this especially to be
true for widows, since they are likely to live with their husband’s family after they married and remain
there, even as a widow. In their research, 14.6% of elderly men compared to 47.8% of elderly women

were widowed. This indicates that the majority of elderly men receive care from their spouse, as most
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were married at the time the study was conducted, whereas the situation of widowed women is more
dependent on the family network and support of their adult children. However, the support widows
require is not only of emotional and social nature but also economic. Kumar & Kumar (2019) noted
that, overall, 72% of Indians aged older than 60 were economically dependent on others, but with a
high gender disparity: “around 85% females were dependent either partially or fully, while among
males the situation was much better; more than half of the elderly males from both urban and rural
areas did not depend on others for their livelihood and maintenance” (p. 354). This supports the
assumption that for women financial support has a stronger effect on their mental health, compared to
men because elderly female persons are more vulnerable and in a weaker financial position. The
phenomenon of expelled and displaced widows is unfortunately widely spread in India and widows
often find themselves begging for money after they are being left from their families (Konig, 2014).

To summarize, any support and solidarity from an individuals’ social network is connected to the well-
being. Familial support, in this study, is seen as resilience strengthening factor for the mental well-
being and is therefore assumed to improve the outcome. Sex differentials in both overall mental health
as well as in the diagnoses were found in multiple studies (Khandelwhal 2004; Sagar 2020), with the
result of, on average, worse mental health among women than among men. Moreover, women are
economically disadvantaged due to multiple reasons and thus more dependent on financial support
from their families. High social support is associated with good health, as well as a stable financial
situation is associated with good health outcomes. It is assumed that emotional support has a stronger
effect on men’s mental well-being, since the underlying reason to care for fathers in old ages is likely

to be driven by the chances of inheritance than by affection and emotional solidarity.

2.5 Conceptual model

Deriving from the outlined theoretical background and the knowledge from previous research, figure 1
shows the conceptual model this study is based on. The model combines the two theoretical
approaches — economic and social capital of Bourdieu and the solidarity framework — and shows their
positive associations on the mental well-being, as they are expected in this study. The basic concepts
are emotional and economic support, which derive from Bourdieu’s definition of social and economic
capital, respectively. In other words, the shown forms of support are each a part of one kind of
capitals. The forms of support, on the other hand, are further split into forms of solidarity and then
operationalized with variables from the LASI dataset. This is explained in detail in the
operationalization (chapter 3.2). The outcome and main interest of this study is the mental well-being
of the individuals; measured with a summary index. The plus-signs at the arrows indicate a positive
effect on the mental well-being. If gender differences are expected, this is indicated with one or two
plusses and the sex in brackets. The associations are mainly deriving from what was found in previous
studies. Further, multiple other factors can shape the mental well-being of an individual, such as the

age, the educational level, the marital status, caste and religion. These demographic variables are
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added as control variables in the model as well as in the analysis. They do not show positive or

negative signs at the arrow, because no specific associations were made.

Control variables

High affectional

solidarity
Emotional support + (Men & Women)

High associational
solidarity

++ (Men)

+ (Women)

Mental well-being

++ (Women)

+ (Men)

Economic support — High functional
solidarity

Figure 1: Conceptual Model

2.6 Hypotheses

Six hypotheses are stated to give an answer to the research question and tested with regression
analysis. They can be found below; three hypotheses concentrating on the main effects of this study as
outlined in the theoretical framework and three hypotheses specified for expected gender differences

in the sample.

H1: In India, women report on average worse mental well-being than men.

H2: The more close family ties an individual reports, the better the mental well-being outcome.

H3: Receiving high emotional support has a significant positive impact on the mental well-being.

H4: Receiving economic support is positively associated with good mental well-being.

H5: Receiving emotional support has a significantly stronger effect on men’s mental well-being

compared to women.
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H6: Receiving economic support has a stronger effect on women’s mental well-being compared to

men.

3. Data and methodology

3.1 The dataset

The Longitudinal Aging Study in India — LASI — has been used for this research. It focuses on the
social and economic well-being of India’s elderly population as well as on a variety of physical and
mental health issues. It, therefore, allows unique insights into the situation of health and living
conditions of adults and elderly people in India. The study is well comparable to the Health and
Retirement Study of the United States and has several sister surveys as for the Longitudinal Study of
Ageing in Korea and the Health and Retirement Study of China. The pilot wave was conducted in
2010 in collaboration of the Harvard School of Public Health, the RAND Corporation and the

International Institute for Population Sciences in Mumbai (Cramm et al., 2015).

The data were collected from a nationally representative sample of the population aged 45 years and
older and based on the 2001 Indian census from October until December. The pilot study took place in
four Indian states — Rajasthan and Punjab in the north and Kerala and Karnataka in the south. Whereas
Rajasthan is a relatively poor state, Punjab is economically better developed. Kerala has a relatively
well-developed health system and is seen as a role model for other states in this respect (Arokiasamy
et al., 2012). The questionnaire was developed in English and then translated into the dominant
languages: Hindi (Punjab and Rajasthan), Kannada (Karnataka), and Malayalam (Kerala) (ibid.). LASI
takes account of features unique to India, including its institutional and cultural characteristics (The
Program on Global Aging, Health, and Policy, 2015). This study works with the pilot study from 2010
as the first wave has not been published yet. A total of 1,546 households was randomly sampled, and
1683 interviews with individuals were done in 950 of these households with a member aged at least 45
years (Lee et al., 2014). The response rates were 88.5 % for households and 90.9 % for individuals
(Cramm et al., 2015). After excluding respondents younger than 45 who answered the questionnaire in
case the household head was not available, a sample of 1,486 observations remained.

3.2 Operationalization

The operationalization for the main variables as well as the additional control variables will be
explained in detail in the following subchapters. For the operationalization of the main independent
variables, the intergenerational solidarity framework has been adopted to be a framework for any
solidarity among family members, not necessarily between generations. With the given data it is not
possible to distinguish from which family member(s) the support flows. This could, for example,
include support from the spouse or from siblings, which is in fact not intergenerational but still of

interest for this study.
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3.2.1 Dependent variable: mental well-being

The mental well-being of the individuals aged 45+ is the main interest of the study and, therefore, the
outcome variable of the analysis. To assess the mental well-being of an individual, an index consisting
of twenty variables was built. The used index is based on the Depression Scale of the Center for
Epidemiologic Studies (hereafter referred to as CES-D). The Center for Epidemiological Studies is
part of the American National Institute for Mental Health. It was developed to identify current
depressive symptomology in adolescents and adults. However, it does not work as a diagnostic tool,
more so as a screening measure (Radloff, 1977). The scale has originally been published by Radloff in
1977 already and has been used successfully across wide age ranges as well as on a variety of ethnical
and racial groups (American Psychological Association, 2011). There are 10 and 20-items versions of
the CES-D. The factor structure, as well as both reliability and validity, were for example established
and confirmed in a community of older adults in Singapore by Lee & Chokkanathan (2008) with the
result that also the brief CES-D scale can be used to compare symptoms of depression between males
and females aged older than 65. Similar results were presented for a sample of European older adults
(Karim et al., 2015) and populations in South Africa (Baron et al., 2017).

The original CES-D scale includes items asking for specific moods, feelings, loss of appetite and
sleeping difficulties. The scale aims to picture different dimensions of mental health with a focus on
symptoms of depression. The symptoms are added as a summary index. The possibilities for reply are
ranging from “rarely or none of the time; less than a day” to “some or little of the time, 1 or 2 days a
week” to “occasionally or a moderate amount of the time; 3 to 4 days” and “most or all of the time; 5
to 7 days”. In this study, the fifth and sixth categories “don’t know” and “refused” were recoded and
treated as missing. The scoring was done accordingly to the CES-D, namely: 0 for answering the first
option, 1 for answering the second option, 2 for answering the third option and 3 for answers of the
fourth option (Radloff, 1977). This leads to a possible range of scores from 0 to 60, with the higher
scores indicating the presence of more severe symptomology. Providing a benchmark for better
understanding of the scale, van Dam & Earleywine (2011) found an average score of 10.3 in a general
population sample of the United States or Cheung & Bagley (1998) a mean of 12.2 points in a sample
of Chinese couples living in Hong Kong. Smarr & Keefer (2011) state, that usually a score higher than
16 works as a cut-off for clinical depression and should result in a referral to a more diagnostic
evaluation. However, after comparing multiple studies working with the CES-D they recommend the

cut-off score of 19 as being optimal in most cases and for various populations (ibid.).

An overview of the twenty items is provided in table 1. A space on the right side indicates that the
wording in the LASI questionnaire did not differ from the phrasing of the original CES-D scale.
However, differences were found and indicated in the table for five out of twenty questions. In case of
question five, no action or recoding was required, since the meaning is very much the same. The other

four questions however differed in the way they were phrased negatively compared to the original
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positively phrased ones. This implies that there was no reverse scoring needed for those respective
guestions, to the contrary as what would be done with the original CES-D questions. The introduction
to these questions was the following sentence: “Please tell me how often you have felt this way during

the past week”.

Original CES-D Discrepancy in the LASI questionnaire

1. I was bothered by things that usually don’t
bother me.

2. 1 did not feel like eating; my appetite was
poor.

3. | felt that I could not shake off the blues
even with help from my family or friends.

4. | felt I was just as good as other people. 4. | felt I was not as good as other people.
5. | had trouble keeping my mind on what | | 5. I had trouble focusing.
was doing.

6. | felt depressed.
7. | felt that everything | did was an effort.
8. | felt hopeful about the future. 8. | felt hopeless about the future.

9. I thought my life had been a failure.
10. | felt fearful.
11. My sleep was restless.

12. 1 was happy. 12. | felt unhappy.

13. I talked less than usual.
14. 1 felt lonely.

15. People were unfriendly.
16. 1 enjoyed life. 16. 1 did not enjoy life.

17. 1 had crying spells.
18. | felt sad.
19. | felt that people dislike me.

20. I could not get “going.”

Table 1: Comparison of phrasing between CES-D and LASI variables
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Cronbach’s alpha was calculated for all the variables which are included in the index with a result of
the coefficient of 0.92. This gives evidence for a very high internal consistency of all the variables and
their suitability to build an index of. Radloff himself reported a high Cronbach’s alpha coefficient
(about 0.85) in his surveys in general populations, and hints at the following concern: “this high
consistency may include some component of response bias, i.e., the tendency of an individual to
answer all questions in the same (positive or negative) direction” (Radloff, 1977). However, after
testing the evidence of validity based on clinician’s ratings independent of the self-report, he found

that a possible response bias “is not the major contributor to the reliability of the scale” (ibid., p. 391).

3.2.2 Emotional support
As outlined before, there are two suitable variables in the dataset to measure the emotional support an

individual receives from his or her family.

The first option is the following continuous variable (fs324): “With how many of your family
members (siblings, spouse, children, grandchildren, parents, uncles, aunts, cousins) do you have a
close relationship?” This variable aims to measure the affectional solidarity. The replies range from 0
to 200 and it is assumed that a close relationship with a family member results in emotional support
from that respective family member in difficult times or situations. In fact, Burleson (2003) found, that
emotional support is the most important outcome provided by close relationship partners. In the
analysis, this is referred to as “number of close contacts” or “close family ties” and has been done
similarly by Grenade & Boldy (2008).

The second option to measure the emotional support, more specifically the associational solidarity, of
an individual within his or her family is phrased as the following in the questionnaire: “How often do
you feel ill-treated within your family?” Answer-categories ranged from “hardly ever or never” to
“some of the time” to “often”. Although this is not a typical measurement for emotional support, the
assumption is that in India — where close kinship structures are widely spread — no ill-treatment can
rather be interpreted as being well-treated more than as a complete absence of treatment or no contact
at all. This assumption is supported through a report of the UN (United Nations, Economic and Social
Affairs, 2016), indicating the average household size (=member per household) in India with 4.8
persons. This number is, for example, more than twice as high as the indicator for Germany (2.1
members per household on average). Furthermore, the average number of individuals living in one
household among the analysed sample is even higher, at 5.2. Therefore the variable was recoded
reversely as the following: “hardly ever or never” expresses “high emotional Support”, “sometimes”
and “often” were added and form the category “low emotional support” together, and “don’t know”
and ‘refused” are recoded as missing. Since there is no such variable asking for a calling or visiting
routine of relatives, it is assumed that these two variables come closest to measure the emotional
support of an individual. This goes in line with operationalisations in other studies, for example
Giesbers et al. (2019).
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3.2.3 Economic support

To find out whether an individual received any financial help from family members, the binary
variable fs401 with the wording “Did you receive financial help from your family (parents, children,
siblings, grandchildren, parents of spouse or other family members) during the past 12 months?” and
the given options “yes” and “no” are used. Economic support was similarly measured by Li (2013) for
the elderly in Taiwan. However, this variable shows some limitations. As mentioned before, the
majority of the individuals live in a household with multiple family members, so there might as well
be indirect financial help (for example in form of food), which cannot explicitly be measured with this
variable. However, in the codebook the explanation “Financial support includes both monetary and
non-monetary support in which annual costs totals more than 1000 rupees” is given. Still, this leaves a
lot of room for interpretation for the respondent and might also lead to different understandings among
cultures. This is not very specific but it measures all types of monetarized transfers ranging from food
provision over gifts to inheritances. To provide more background knowledge about the financial help,
the following question asked for the total value of the help from the past 12 months and the given
answers ranged from 250 to 300,000 rupees (approximately 5 to around 5,000 euros calculated with a

currency rate from 2010).

3.2.4 Control variables

There are several control variables which were added stepwise to the regression models. Some of the
variables had to be recoded and summarized into categories, since the number of cases is too small for
very detailed variables. First, the variable gender was added, it is coded with O=male and 1=female in
the dataset. Second, the age of the respondent is of interest for this study. The continuous variable
recording the age was recoded into a categorical variable with four age categories: 0=45-54, 1=55-64,
2=65-74 and 3=75+. Third, the marital status of the respondent is included. The original characteristics
“never married”, “separated/deserted”, “divorced” and “widowed” were summarized to O=not married
as opposed to the remaining category 1=married. Fourth, a variable reporting the level of education
was used. The socio-economic status of participants, which is often used in similar studies as a
predictor of (mental) health outcomes, is thus covered with the educational levels. The category 0=no
schooling remained as it was, 1=less than primary and 2=primary completed were recoded to
1=primary education, 3=middle school completed was recoded to 2=secondary education, and 4=high
school completed and 5=more than high school were recoded to 3=tertiary education. Moreover, two
contextual variables are used as control variables as well. The categorical variable caste was
categorized in the LASI dataset as follows: O=other, 1=sc/st meaning “scheduled caste/scheduled
tribe” and 2=obc meaning “other backward classes”. The sc/st and obc categories are historically
disadvantaged social classes in India (Cramm et al., 2015), so the “other” must most likely represent
higher castes and was therefore used as the reference category. These terms and classifications are
recognised in the Constitution of India. Scheduled tribes and scheduled castes are despite of protection

in the constitution facing discrimination and marginalization across all areas of life and have been
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identified as the two most backward groups of Indian Society (Senapati, 2013; Srinivasan & Kumar,
1999). Lastly, another categorical variable — religion — is used with the following coding: 0=Hindu,
1=Muslim, 2=Christian, 3=Sikh and 4=0Other.

3.3 Methodology

The first section of the results will give the descriptive statistics of all variables. For continuous
variables, the respective mean, the standard deviation as well as the minimum and the maximum value
are presented in the overview table 2. For categorical variables, the number of cases per category as
well as the percentage share of the whole sample per category are reported. This aims to provide an
overview without having the dataset available and to understand the socio-economic and demographic
profile of the sample. To get first results, the differences between the genders on the mental well-being
index scale were tested for significance across all ages as well as within the age-categories using a t-
test. The results can be found in graph 1. Moreover, the differences between the genders regarding the
main effects (close contacts, emotional support and economic support) have been tested for statistical

significance (see graph 2).

In order to test the relations between the variables and the hypotheses of this study, multivariate linear
regressions have been conducted. Since the dependent variable (the mental well-being) is continuous it
is suitable for this type of regression and the first main independent variable is the number of close
family ties and also continuous. It is assumed that there is a linear relationship between the dependent
and independent variables. However, this means that for the two categorical independent variables
economic support and the second measurement of emotional support the variables were recoded to
dummy variables. Linear regression models aim to estimate the effect of an increase of one unit in x

on the dependent variable y and then hypotheses testing can be done.

The hypotheses have been tested in different models. Firstly, a basic model was built using mental
well-being as the dependent variable and the number of close family ties as the independent variable.
The first model (M1) aims to show the main effect of the predictor on the dependent variable. Next,
the sociodemographic control variables gender and age (in categories) were added. In the third model,
the level of education, as well as the marital status, were added and lastly in the fourth model further

contextual variables as caste and religion were included.

For the second set of models, the same process was done with the remaining two main independent
variables. The continuous variable “number of close contacts” was replaced by the binary variable
measuring emotional support (O=low emotional support; 1=high emotional support) and the binary
variable measuring economic support (0=no; 1=yes) and then the model building proceeded in the
same way as described above. As an addition, in the last model (M8) interaction-effects were included.
This was done by multiplying the respective variables (gender*emotional support and

gender*economic support). As outlined in the theoretical part of this paper, it is assumed that gender

20



influences the effect of forms of support on the mental well-being and that the outcomes differ by

gender.

4. Results

4.1 Descriptive findings

As previously mentioned, table 2 below provides an overview over all used variables in the analysis.

Mean | SD Range Min | Max | N %
Mental well-being (CES-D) 7.84 7.46 | 0-60 0 46 | 1,203
males 7.25 7.41 0 46 578
females 8.39 7.47 0 43 625
Number of close contacts 8.56 16.86 0 200
Emotional support (reverse ill- | low 348 | 2541
treatment)
high 1,022 | 74.6
Economic support yes 81 5.45
no 1,404 | 94.55
Age (continuous) 57.96 | 10.82 | 45-103
45-54 651 | 4381
55-64 434 | 29.21
65-74 259 | 1743
75+ 142 | 9.56
Marital status not married 296 | 19.93
married 1189 | 80.07
Level of education no schooling 682 | 45.93
primary 365 | 24.58
education
secondary 159 | 10.71
education
tertiary 279 | 18.79
education
Caste scheduled 380 | 26.35
caste/tribe
other 523 | 36.27
backward
classes
other 539 | 37.38
Religion Hindu 1,021 | 68.89
Muslim 101 |6.82
Christian 112 | 7.56
Sikh 215 | 1451
Other 33 2.23

Table 2: Overview descriptives. Data from LASI pilot study 2010.

21




To get a more detailed idea of the sample of the study, specific features of the sample are shortly
presented. The respondents’ ages vary from 45 to 103 years old and on average, the respondents are
around 58 years old. The biggest share has the group of the first age-category from 45 to 54 (43.18%).
Moreover, 80% of the individuals are married. Almost half of the sample reports a “no schooling”
level of education (around 46%). The second biggest group (24.6%) finished primary education;
another 10.7% completed secondary education and the remaining 18.8% reported a degree from high-
school or higher. Caste-wise, more than half of the sample reports to be in a lower caste (62.6% sc/st
and other backward caste added). Being part of the Hindu religion was claimed for the vast majority of
the sample (68.9%), the remaining distribute to Sikh, Christian, Muslim and Other in that order. If the
distributions would be calculated by gender, the percentages do not differ much from the percentages
of both sexes combined, which means that the sample is relatively balanced, and men and women tend

to answer the questionnaire in similar manners.

Next, the descriptive results of the summary index of mental well-being are presented. The scores can
possibly range from 0 to 60, however, 46 is the highest score that was calculated from this sample.
The mean is 7.84 for both sexes and separated by gender, the mean of the males reports 7.25 and for
females 8.39. Overall, a very good mental well-being across all ages and genders could be found.
However, females score on average higher on the index. This, in turn, means that females report on
average worse mental well-being than men since the scoring works counter-intuitively and a higher
score indicates more severe symptomology. The means across the age-categories can be seen in graph
1 below. The aim here is to show whether statistically significant differences in the average mental

well-being across age and gender exist.

Mean scores on the mental well-being index

10 - 9,5 9,3
9 ! 8,4
8 7,3 o ° 78 7,3
7 61
6
5
4
3
2
1
0
45-54 years 55-64 years* 65-74 years 75+ Across all ages*

Men = Women

Figure 2:Mean scores on the mental well-being index by gender and age. Higher means indicate worse
mental well-being. Data from the LASI pilot study 2010, own calculations.
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T-tests showed that there is a statistically significant difference between the two genders with a p-
value of 0.008 across all ages as well as in the second age-category (p-value of 0.009) on the 99%
significance level; indicated with a star in the graph. Even when lowering the level of significance to
95% or 90%, for the other age groups no statistically significant difference could be found. However,
in conclusion, the first hypothesis (“women report on average worse mental well-being than men”) can
be confirmed.

For the main independent variables, the following distribution has been found; the reported number of
close contacts within the family ranges from 0 to 200 with a mean of 8.56. Surprisingly, the median
lies only at 4 close contacts for this sample. The distribution for the second option to measure the
emotional support tells the following: the vast majority (74.6%) report that they perceive high
emotional support within their family and 25.41 % of the respondents perceive low emotional support.
For the economic support, only 5.45% report that they did receive financial help from their family
within the past 12 months whereas 94.55% did not. As visualization, the distributions of the three
main independent variables separated by gender are presented in figure 3. As seen, the shares within
one sex are very similar to the numbers for both sexes combined. The biggest difference was found in
the distribution of who received economic support. Among men, 6.5% reported financial help,
whereas it was only 4.5% among the women. This support the findings from the literature review, that
older aged men are economically more supported because the children are expecting to be rewarded
with inheritances. It can also mean that women are indirectly economically supported through money
the husband receives from family and then uses for both, but they do not specify in the question. After
testing for statistical significance with t-tests, no significant differences between the genders for those
three variables were found. This leads to the assumption, that there will not be a gender effect in the

regression models either.
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Overview main independent variables by gender
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Figure 3: Overview main independent variables by gender. Data from the LASI pilot study 2010, own
calculations.

4.2 Regression analysis

In this paragraph, the first four models analysing the relation between the number of close contacts
and the mental well-being are presented to test the second hypothesis. In the table, the standardized
beta coefficients, as well as the standard errors in brackets, are presented. The unstandardized

coefficients do not differ much, and thus standardized ones make the comparability easier.

Model 1 Model 2 Model 3 Model 4

Number of close contacts -0.070* -0.078** -0.005 -0.007
(0.012) (0.012) (0.012) (0.012)
Gender (ref: male) 0.077** 0.013 0.015
(0.431) (0.437) (0.44)
Age (ref: 45-54)

55-64 -0.027 -0.037 -0.034
(0.509) (0.493) (0.496)
65-74 0.095** 0.059 0.059
(0.612) (0.599) (0.600)
75+ 0.041 -0.002 0.003
(0.813) (0.801) (0.806)

Level of education (ref: no schooling)
Primary education -0.190*** -0.179***
(0.533) (0.574)
Secondary education -0.196*** -0.183***
(0.694) (0.752)
Tertiary education -0.239*** -0.225%**
(0.583) (0.652)

Maritalstatus (ref: not married)
Married -0.081** -0.073*
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(0.545) (0.546)
Religion (ref: Hindu)

Muslim 0.011
(0.990)
Christian -0.030
(0.823)
Sikh -0.035
(0.618)
Other -0.082**
(1.401)
Caste (ref: other)
Sc/st 0.037
(0.616)
Obc -0.022
(0.536)
N 1158 1158 1158 1158
r2 0.005 0.022 0.090 0.100

Standardized beta coefficients; standard errors in parentheses
* p<0.05, **p<0.01, *** p<0.001

Table 3: Regression models M1 to M4. Data from the LASI pilot study 2010, own calculations.

Here, the main variable of interest — the number of close contacts — shows a negative significant effect
in the first two models. In other words, this means that an increase of one close contact reduces the
score on the mental well-being index by 0.07 scale-points. That finding goes in line with the
expectation “the more close family ties an individual reports, the better the mental well-being
outcome”. This effect increases minimally to 0.078 (p<0.01) in the second model when controlling for
gender and age (in categories). However, it stops being significant when controlling for the level of
education and the marital status. The reason for this might be the decreasing number of cases with a
high number of close contacts in the third and fourth model. It can be assumed that not the effect itself
becomes insignificant but it is rather explained with fewer cases in the later regression models.
Significant effects of further explanatory variables are analysed as follows: the second model shows
that being a woman increases the mental well-being score by 0.077 scale points. This indicates that the
mental well-being of women is significantly lower than the one of men and goes in line with the
descriptive findings. Moreover, being in the age category of 65-74 years increases the score on the
mental well-being index by 0.095 units compared to an age between 45 and 54 years. Both the age-
and the gender-effect are not significant anymore in either the third or fourth model when the level of
education and marital status are included. Both newly added control variables show significant results.
The educational levels show the strongest results (p<0.001) and the highest effect sizes. The last
models both show similar results, only the effect sizes differ slightly. The final model shows that the
higher the level of education, the stronger the significant negative effect on the mental well-being
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index. Also, being married reduces the score on the mental well-being index by 0.073 scale-points
compared to respondents who are not married (anymore). The category “other” of the variable religion
indicates a significant negative effect on the mental well-being score in the fourth model, however, the
interpretation is limited. It can be said that belonging to any other religion (or none) among the ones
listed in the model reduces the score on the mental well-being compared to being a Hindu. Caste, in
turn, shows no significant results. In total the final model explains 10.0% of the variance of the

dependent variable, indicating a mediocre explanatory power (R?=0.10).

The next paragraph will discuss the model with the change of the main independent variables to test
the remaining hypotheses: the number of close contacts is replaced by the two remaining main
variables of interest: the binary variable indicating low or high emotional support within the family
and the binary variable indicating whether the respondent had been receiving economic support from
his family. Additionally, interaction effects are included to get more detailed information about the
interdependency of the participants’ gender and the effect of the respective form of support. To
anticipate this and as already indicated in the descriptive findings, there are no statistically significant

and systematic differences between the sexes.

Model 5 Model 6 Model 7 Model 8

High emotional support (ref: low) -0.301***  -0.297***  -0.269***  -0.259***
(0.503) (0.503) (0.490) (0.638)
Economic support (ref: no) 0.017 0.019 0.055* 0.089*
(0.922) (0.918) (0.901) (1.332)
Gender (ref:male) 0.082** 0.025 0.008
(0.417) (0.423) (0.878)
Age (ref: 45-54)
55-64 -0.039 -0.044 -0.039
(0.493) (0.478) (0.482)
65-74 0.060* 0.036 0.039
(0.591) (0.577) (0.581)
75+ 0.034 -0.002 0.003
(0.792) (0.781) (0.787)
Level of education (ref: no schooling)
Primary education -0.177*** -0.164***
(0.517) (0.561)
Secondary education -0.189*** -0.175***
(0.664) (0.728)
Tertiary education -0.219*** -0.202***
(0.553) (0.628)
Maritalstatus (ref: not married)
Married -0.066* -0.058*
(0.526) (0.529)
Religion (ref: Hindu)
Muslim 0.017
(0.968)
Christian -0.031

26



(0.789)

Sikh -0.026
(0.602)
Other -0.067*
(1.352)
Caste (ref: other)
Scist 0.037
(0.598)
Obc -0.031
(0.521)
Gender*emotionalsupport -0.017
(0.973)
Gender*economicsupport -0.043
(1.793)
N 1.144 1.144 1.144 1.144
r2 0.091 0.104 0.165 0.173

Standardized beta coefficients; standard errors in parentheses
* p<0.05, ** p<0.01, *** p<0.001

Table 4: Regression models M5 to M8. Data from the LASI pilot study 2010, own calculations.

For the reversed ill-treatment within the respondents’ family, there are highly significant results in
each model (p<0.001). The significant negative effect decreases with more explanatory variables being
added, but, even in the final model perceiving high emotional support reduces the score on the mental
well-being index by 0.259 scale-points compared to perceiving low emotional support. In other words,
the table shows that high emotional support has a significantly positive effect on the individuals’
mental well-being. This goes in line with the expectation of H3. Receiving financial support, on the
other hand, shows significant results only in model 7 and 8 while controlling for education which is a
well-known predictor for poor mental health. Surprisingly, the effect is positive, which is
contradictory to what was expected and the hypothesis 4 cannot be confirmed. This means that,
according to model 8, receiving economic support increases the score on the mental well-being scale
by around 0.09 scale points (3=0.089, p<0.05) compared to not receiving any financial help. In other
words, the mental well-being becomes slightly worse when the respondent is economically supported
by his/her family. However, this could also be explained with reverse causality. The relation could
also work in the opposite direction: the worse someone’s mental well-being is, the more the person
requires financial support and, according to the data, also receives financial help from the familial
environment. Just as in the previous models, the effect of gender starts being significant and becomes
insignificant as soon as the educational levels are added. The same happens with the age-category of
65-74 years old individuals. The significant negative effects of the education categories are slightly
weaker than the effects of the same categories in the first set of regression models but still highly
significant (p<0.001). Interesting here is that the coefficient of having completed the highest education
within that sample (tertiary education p=-0.202, p<0.001) is still smaller than the coefficient of
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perceiving high emotional support (p=-0.259, p<0.001). This means that in this cross-section, a high
emotional support from the family has a bigger benefit on one’s mental well-being than having a high
education. Again, being married also has a lowering effect on the score on the mental well-being scale,
but the effect size of the variable is smaller than in the first set of models. Finally, the last model
shows an R? of 0.173 which means that the model explains 17.3% of the variance of the dependent
variable. Therefore, the variables emotional support measured through reversed ill-treatment and
economic support have a lot more explanatory power to predict the score on the mental well-being

scale.

5. Discussion

This study on familial support and mental well-being among Indian men and women showed that
emotional support — measured through close family ties and being well treated — is positively
associated with the mental well-being. As opposed to that, receiving financial support from one’s
family shows a negative association with the mental well-being. The overall research question was the
following: what is the role of familial support on mental well-being outcomes of older-aged adults in
India? From the cultural and political background of India, it became clear that the family is the main
provider of care in all its different dimensions. That significant role was reflected in the statistical
analysis of that research. The amount of close family ties has been found to positively affect the
mental well-being outcome of older-aged adults in the study. Further, a high perceived emotional
support has been found to be positively associated with mental well-being outcomes. This is especially
interesting because the emotional support can only be measured from a one-sided personal
perspective. Emotional support is always subjective and can hardly be objectively measured. The
number of close contacts gets closer to an objective measure because it consists of comparable
numbers; however, it is again subjective whether a contact is considered to be a close one. The high
share of multiple-generation households in India might have biased the outcome of the economic
support. The total number of individuals reporting that they are being financially supported from their
family was very low, which could be the result of misunderstanding and no clear separation of extra
monetary support or support in form of other resources as a place to live or food which was not
considered in the answers. For the Indian context, there could be a better fit to examine the amount of
economic support, but this restriction was due to the dataset. Moreover, the association between
receiving economic support and the mental well-being was negative. This is contradictory to the
general findings that a stable financial environment usually is positively associated with mental health.
However, as outlined in the analysis, the causality of that effect is not given due to the cross-sectional
data and therefore needs further research. It can be concluded that the family context can greatly shape
the mental well-being of their older members of the family by providing emotional care and treating
them well. So far, the family plays a significant role in the mental well-being outcomes of older-aged

adults in India. Linking this back to the capital concept of Bourdieu, the social capital of an individual,
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referred to as emotional support, does work as a resilience-enhancing factor for mental well-being and

positively shapes the outcome.

Except for the economic support, the results from this study join the line of findings from previous
studies and general knowledge of the determinants of mental well-being. For example,
Aroonsrimorakot et al. (2019) could as well find evidence of a lack of close contacts increasing the
chances of suffering from depression. Similar results were found by Christian et al. (2020), associating
high social capital with good self-reported health.

A factor which has not been the focus of the study but shows the second-highest effects on the mental
well-being of older-aged adults in India is the educational level. Education is a widely known
determinant of mental well-being as examined and proved in multiple settings (Bracke et al., 2013;
Chevalier & Feinstein, 2006; Silva et al., 2016). The tendency of a higher educational level going
along with a stronger positive effect in this study is in line with previous findings. Interestingly, the
effect of education fits very well in the mentioned theoretical framework of capitals by Bourdieu. In
the sociologists’ definition, education is part of an individuals’ cultural capital (Bourdieu, 1982),
which — as the other sorts of capital — can work as resilience strengthening for the well-being. This
leads to the conclusion that of all three measured capitals, high social as well as high cultural capital
work best in protecting the mental well-being of an individual. Another interesting finding is that the
effect of gender in the regression models only is significant before the variable for education is added.
This can be a hint rather for structural inequality between men and women than for an actual gender
effect. As outlined earlier, women in India are disadvantaged in many aspects of life, amongst them
also the education. They follow lower school and educational paths and also spend less lifetime in
schools or academic institutions, which in turn can have a lowering effect on their mental well-being
in later life. As well known, education has far-reaching consequences, as it for example determines the
occupation. Consequently, with a higher education a better paid job is more likely, which can result in
more expenditures on health. Moreover, a higher education can be associated with more awareness of

the mental well-being and thus more mindfulness.

Surprisingly, no significant differences in the effects of the support-forms gender-wise could be found.
There are two possible reasons for that. First, the number of cases limits the meaningfulness of the
statistical analysis and more cases might lead to more insightful results. Second, the CES-D is
conceptualized to measure symptoms for depression and anxiety mainly. However, women are more
likely to suffer from these disorders, compared to men who are more likely to suffer from autism or
ADHD, as found by Sagar et al. (2020). This could have biased the gender-specific outcomes. An
additional factor that can shape or influence answers of questions handling mental well-being or
feelings and behaviours, in general, is the social desirability. In a country with a strong patriarchal
tradition, this means that men could tend to report their feelings or behaviours in a way which is more

socially acceptable to project a favourable image of them instead of reporting their actual feeling.
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All in all, to study the effect of family support on mental well-being outcomes of older-aged Indians
has not been done yet and the results follow the same line as previous studies already show. The study,
therefore, fits well into other scientific research and contributes to research in the Indian context, since

the findings were for the first time found with the LASI dataset.

5.1 Limitations

The study, however, also shows some limitations. One of the main obstacles is the cross-sectional
nature of the data. This only allows finding associations as opposed to find causal relations. It is easier
to identify cause and effect when applying a longitudinal data approach. Furthermore, the results
would probably be more distinct if the number of cases would be higher. | assume that this would also

show some significant gender differences and/or differences in the age-categories.

Regarding the scale for mental well-being, it has to be considered that the scale, conceptualized with a
western concept of mental disorders, might not be fully compatible with the Indian concept of mental
disorders. The cultural background of India might have led to slightly different results compared to
how the means would be in a western country. Some changes or adjustments in the phrasing of the
questions could have influenced the way the questions were answered and therefore also the scoring
on the scale. As mentioned earlier, the average score on the index is relatively low, which could
indicate that it is not the best fit for the Indian context. Gupta et al. (2006), for example, applied a
slightly reversed CES-D scale in an Asian-Indian context to improve the sensitivity of the indicator.
Four items were dropped and two or the remaining items were modified. These adjustments led the
researchers to a 12-item version with the following result: the three-factor, 12-item scale can be used
by service providers as a clinical tool to determine the level of depression among caregivers of the
elderly in India. Indeed, this gives evidence that the major part of the CES-D scale can be applied in
the Indian context, and since the LASI provided 20 items clearly related to the original CES-D scale,
no changes in the phrasing could be made in hindsight and all of the items were included in building
the index. Compared to other scales which measure the mental well-being, like the SF36 or the K10
scale, the CES-D fitted best in the end. The meaning of items from other scales aim to measure similar
feelings or behaviours, but the highest congruence and also the same options to reply were found with
the CES-D.

6. Conclusion

The objective of this research was to examine the role of familial support on the mental well-being of
adults 45 and older in India. Many close contacts within the family as well as being well-treated within
ones’ family were found to have a strong positive association with the mental well-being. Opposed to
that, economic support from the family tends to lower the mental well-being. The mental well-being
was measured with an index scale according to the CES-D. The findings are interesting for future

policymakers, as mental disorders are already an important topic in societies and the topic will very
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likely rise further. Even though the overall mental well-being examined in this study was rather good
among the respondents, the pure high number of Indian people legitimates more focus on mental well-
being in that country and on which factors have positive effects on it. This also applies to the trend of
ageing populations, in which more and more people will need support in the future, which can increase

the pressure on families.

Although actions, treatments and support within families cannot be controlled by the government or
policies, public institutions could be strengthened to take some caring responsibility from the family
and to generally raise awareness for mental disorders. Current targets set by the Indian government
include equal access to health care, reducing stigmatization, and promoting gender equality (Sagar et
al., 2020). By deinstitutionalizing mental health care and integrating it into primary health care
settings and community-based programs, barriers to mental health care access are reduced and also
people in rural areas are more likely to be reached. With the implementation of such programs,
“communities and target groups consisting of mostly (female) mental health care patients are gaining
the benefits of increasing access, reduced associated mental health care stigma and gender equity”
(Gruiskens, 2015, p. 9).

With regard to this study, there is evidence that getting support itself is beneficial for the mental well-
being of both women and men, nonetheless in future research, there could be more focus on
differences among the genders. This could lead to more insightful results and in turn to more specific
policy implications for the government. Moreover, this study is based on a nationally representative
dataset. Splitting the dataset per region or between cities could provide more differentiated results.
India is very diverse, and it might, therefore, be interesting to study the questions within states or
neighbourhoods to eventually find regional differences. The national representative dataset which was
used in this thesis is a unique feature, but it is difficult to make statements and suggestions for such a
big and diverse country.
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