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Abstrak 
 
Kemurungan adalah isu psikiatri yang terkenal di kalangan orang tua di Pakistan. Dalam 
hal ini, kesunyian seolah-olah menjadi sumber kritikal untuk mewujudkan kemurungan 
pada orang tua Punjab, Pakistan. Walau bagaimanapun, disebabkan banyak faktor 
demografi yang mengehadkan lokus kawalan mereka dan masalah kesepian, keberkesanan 
keagamaan mempunyai alat untuk mengatasi kemurungan. Oleh itu, kajian ini bertujuan 
untuk menganggarkan kesan kesepian dan locus kawalan terhadap kemurungan geriatrik; 
peranan moderat keagamaan orang tua Punjab, Pakistan. Ke arah ini, data primer telah 
dikumpulkan dari 384 responden yang dipilih melalui persampelan rawak berstrata. Soal 
soal selidik yang ditutup telah digunakan untuk pengumpulan data dan data dianalisis 
menggunakan regresi hierarki, ujian T dan Analisis varians. Penemuan kajian 
menunjukkan bahawa kesunyian didapati signifikan dalam menjelaskan kemurungan 
geriatrik. Menariknya, lokus kawalan yang diukur oleh lokus kawalan keseluruhan, lokus 
kawalan dalaman, lokus kawalan luar dan lokus kawalan lain yang berkuasa juga didapati 
mempunyai hubungan yang signifikan dengan kemurungan geriatrik. Tambahan pula, 
keagamaan sebagai moderator juga didapati penting dalam menjelaskan kemurungan 
geriatrik. Kajian itu menyimpulkan bahawa usaha untuk mengatasi kemurungan geriatrik 
di Punjab Pakistan tidak seharusnya terfokus hanya pada kesepian dan lokus kawalan 
kepada mereka. Ia mesti datang serentak dengan kesan kesederhanaan yang sederhana. Ini 
boleh dilakukan melalui keagamaan seperti penyertaan dalam perhimpunan agama dan 
mengurangkan halangan sosio-budaya yang menghalang mereka daripada merealisasikan 
potensi penuh keagamaan mereka. 
  
Kata kunci: Kesepian, Locus kawalan, Kemurungan Geriatri, Usia Lama dan 
Kesejahteraan. 
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Abstract 
 
Depression is a well-known psychiatric issue among the elderly in Pakistan. In this regard, 
the loneliness seems a critical source to create depression on the older people of Punjab, 
Pakistan. Nevertheless, owing to many demographic factors that limit their locus of control 
and troublesomeness of loneliness, the effectiveness of religiosity has the tool to overcome 
depression. The study therefore, aims to estimate the impact of loneliness and locus of 
control on geriatric depression; the moderating role of religiosity of elderly people of 
Punjab, Pakistan. Towards this end, primary data has been gathered from 384 respondents 
that were selected through a stratified random sampling. Close ended questionnaires were 
employed for data collection and data were analyzed using hierarchal regression, T-test 
and Analysis of variance. The findings of the study show that loneliness is found to be 
significant in explaining geriatric depression. Interestingly, locus of control which is 
measured by locus of control total, internal locus of control, external locus of control and 
powerful others locus of control is also found to have a significant relationship with 
geriatric depression. Furthermore, the religiosity as a moderator is also found to be 
significant in explaining geriatric depression. The study concludes that the effort to 
overcome geriatric depression in Punjab Pakistan should not be focused just on loneliness 
and locus of control to them. It must come simultaneously with significant moderating 
impact of religiosity. This can be done through religiosity such as more participation in 
religious gatherings and reducing the socio-cultural barriers that hinder them from realizing 
their full potential of religiosity.  
  
Keywords: Loneliness, Locus of Control, Geriatric Depression, Old Age and Well-
Being.  
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CHAPTER ONE 

INTRODUCTION 

1.1 Background of the Study 

The issue of depression is currently being studied in societies, especially among older 

people. The necessity of maintaining health among older people is imperative to guarantee 

performance and good quality of life that entails long term benefits to them as well as for 

the society. People encounter many mental health problems in their earlier or later life and 

depression is one of them. According to many previous researches geriatric depression is 

one of the major factors that might be fatal for older people in their later life (Stek, Vinkers, 

Gussekloo, Beekman, Mast, & Westendorp, 2005; Zhang & Liu, 2007). Therefore, 

researchers emphasize that geriatric depression in old age is very common but this is not 

the case with every individual.  

In the existing age, the people are more conscious of the factors that could influence 

depression in old age Baskin, Wampold, Quintana, and Enright (2010) stressed on the fact 

that prolonged loneliness could lead to depression in old age (Prinstien & La Greca, 2002). 

Longitudinal study on depression found that childhood depression could prompt depression 

in the later ages. There is an association among loneliness and depression from early 

childhood to late immaturity, which further stays tenacious in later life (Qualter, Brown, 

Munn, & Rotenberg, 2010).   

1.1.1 Psychological Disorders in Pakistan 

There is a lot of suffering in the world today that no one has the time to take care of 

themselves and even their elders. All is why their elders are suffering from varying type of 

mental health problems. One of the common problems experienced by the elders is 
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depression. According to World Health Organization (2010), the rate of depression is 30% 

which is rapidly high in older people in Pakistan. 

In Pakistan, depression is a significant issue regarding its ratio is 10% and on the unipolar 

issue that is quite an alarming situation (World Health Organization, 2010). Naqvi (2007) 

conducted an epidemiological research on depression in Pakistan based on the diverse 

studies conducted in Pakistan that gives the predominance rate of depression in the country. 

If these investigations are to be taken as face validity, as indicated by this research each 

third Pakistani is required to experience depression and anxiety. This has certified 

consequences for the country's psychological dysfunction circumstances. The reason 

behind this alarming situation might be the lack of services that address severe 

psychological problems like depression (Naqvi, 2007). Despite several strivings to attend 

the depression problem however, the issue is still impinging that deteriorates mental 

functioning of the individuals. In the recent past, the increase in the services provided for 

the people to alleviate psychological problems in order to enhance mental functioning is 

still unsatisfactory. This disappointing condition is being pictured in Figure in 1.1. 

The Figure 1.1 below gives a brief scenario of the mental health workforce of Pakistan per 

100000 populations. The figure shows the number of psychiatrists is 0.2, psychologists are 

0.2, psychiatric nurses are 0.08 and social workers are 0.4 per 100,000 populations. The 

highest figure is of social workers. The Figure 1.1 depicts the low percentages of 

professional involvement that needs room for improvement to enhance the services that 

might deal with the problems of depression (World Health Organization: Mental Health 

Atlas, 2010). 
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Figure 1.01. Mental Health Workforce of Pakistan/ 100,000 populations 

Source: World Health Organization: Mental Health Atlas, 2010. 

1.1.2 Prevalence of Depression among Older People in Pakistan 

The most common psychiatric disorder among geriatrics is depression (Adamek & Slater, 

2008). Several researches have led to explore depression in the elderly. Most of them found 

depression to be mainly under diagnosed and untreated disorder (Alexopoulos, 2005). 

Primary-care doctors hardly identify depression and, when they do, they do not provide a 

suitable cure (Bruce, McAvay, Raue, Brown, Meyers, & Weber, 2002). 

There are many barriers towards adequate diagnosis of depression that include doctors’ 

reluctance to discourse emotional problems, time constraints and medical co-morbidities, 

complicating diagnosis and competing for medical attention. Reluctance to take psychiatric 

treatment is because of apparent disgrace faced by the patients (Ayub, 2005). While late-

life depression tends to be a recurring disorder, it may be masked by hypochondriasis or 

somatization. Furthermore, complex medication reinforces treatment compliance. It is not 

astonishing that older patients have high rates of treatment resistance and mortality with 

depressive disorder (Casey, 1994; Spear, Chawla, O’Reilly, & Rock, 2002). 

On the account of consideration regarding depression, the ‘Empty Nest Syndrome’ is not 

just a Western phenomenon; the younger generation has allowed it to make its roads into 
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the eastern culture also. This syndrome has become one reason for depressive symptoms 

among elderly people in Pakistan. Furthermore, gradual breakdown of the centuries old 

extended family system, the emergence of the nuclear family system and individuality self-

centeredness have eroded the channels of care for the elderly and has thus increased the 

probability of acquiring depressive symptoms among elderly population (Taqui, Itrat, 

Qidwai, & Qadri, 2007). Likewise, Mubeen, Henry, and Qureshi (2012) reported a high 

degree of depression among elderly in Pakistan thus it is drastically needed to be addressed 

in order to lessen its incidence among elderly males and females of Pakistani society. 

Hence, in accordance with the above mentioned background, depression is a very serious 

issue which has been elevated day by day and continues to increase among elderly 

population. Consequently, the psychological adjustment of an elderly is a major challenge 

in its life. As the people grow older they lose their capacity to confront the troubles of life. 

They are increasingly inclined to depression because of their poor psychological health. It 

is subsequently, important to be psychologically healthy in later life (Mubeen, Henry, & 

Qureshi, 2012). 

Old age is considered as the age of agitation and depression is considered as a common 

part of aging but that is not valid, well-intentioned mental health is necessary for the old 

people. When a person is psychologically healthy, it may cope with life more effectively. 

Healthy nation is a goal of every country. At the point when an individual is free of the 

sufferings it might carry on a healthy life.  

Elaborative review of the limitations in existing empirical studies has driven to construct 

the need of the present research. The present study was, therefore, needed to accomplish 

the following limitations of the current literature. Depression in elderly has become a major 

area of mental health concern; nevertheless, geriatric depression has always been a 

neglected area among the literature that focuses upon mental health of elderly population 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Nazimuddin%20Qureshi%20S%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nazimuddin%20Qureshi%20S%5Bauth%5D
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in Pakistan. Pakistani population and management policies need to understand the factors 

that are lying beneath the depressive symptoms among elderly population. 

Current indigenous literature focusing depression has focused on social support system and 

other social factors like future security (Jamuna, 2003), family system (Bhamani, Karim, 

& Khan, 2013), companionship with the spouse (Taqui, Itrat, Qidwani, & Qadri, 2007) and 

other political and organizational determinants (Sabzwari & Azhar, 2010) that has made 

depression a growing and major psychiatric problem among elder population. However, 

there is scarcity of literary evidences that has incorporated locus of control and feelings of 

loneliness as prevailing factors among elderly population and could be associated with their 

level of depression. Moreover, despite a few studies focusing on the correlates of elderly 

depression like physical, economical and biological determinants (Pilania, Bairwa, Kumar, 

Khanna, & Kurana, 2013), a drastic need is being felt to study the elements that controls 

ones’ actions and thoughts (locus of control) and leads towards the development of 

depressive symptoms.  

Furthermore, while focusing upon the depression among elderly, requirement is also being 

felt to understand the subjective feelings of loneliness and isolations that builds and 

enhances depressive feelings among elderly people. A lot of variables related to the 

feelings of loneliness could be the source of developing depression among elderly 

population. These variables include self-centeredness, emergence of nuclear family system 

and individuality (Mubeen, Henry, & Quershi, 2012). Although indigenous data has tried 

to capture these loneliness variables as a cause of depression among elderly still, 

indigenous literature is lacking authentic and direct empirical evidences that could explain 

loneliness as a reason to develop depression at old age. 

Likewise, role of religiosity as a moderator among the relationship of depression, 

loneliness and locus of control has viewed to be the vital association to understand geriatric 
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depression. Explanation of religious orientation while trying to understand the pathology 

or clinical perspective like depression has been either disregarded or treated as a major 

aspect of the pathology that must be redressed in the treatment. In any case, a deliberate 

audit of the religious substance of DSM-IV found that over 22% of all instances of mental 

illness incorporate religious depictions. Despite the impact of religious beliefs in 

understanding the level of depression among elderly, there is dearth of sufficient empirical 

data that could explain the role of depression among older people. 

The existing research is, therefore, an effort to encourage investigation that associates 

religion with depressive symptoms, feelings of loneliness and locus of control. The present 

study is, hence, timely needed research work to comprehend the role of religiosity as 

influencing factor effecting depression among elderly population. Moreover, methodology 

implied to investigate the correlates of elderly depression is expected to be appropriate that 

could be claimed to enhance our understanding regarding factors effecting the depression 

among elderly population of Pakistan. 

Keeping in view all such major facts of the investigation of the geriatric depression issues 

in older people of Pakistan, there is a great need to address the issue of depression among 

elderly which is increasing day by day.  

1.2 Problem Statement  

As aforementioned importance of depression among the elderly, the existence among 

Pakistan  is a major global public health concern and this issue of depression also exists 

around the world (Bhamani, Karim, & Khan, 2013). Therefore, the nation is facing a most 

important scarcity in diagnosis and treatment of depression. So, it is difficult to encounter 

the health care strains of the increasing population. 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Bhamani%20MA%5BAuthor%5D&cauthor=true&cauthor_uid=23819509
http://www.ncbi.nlm.nih.gov/pubmed/?term=Karim%20MS%5BAuthor%5D&cauthor=true&cauthor_uid=23819509
http://www.ncbi.nlm.nih.gov/pubmed/?term=Khan%20MM%5BAuthor%5D&cauthor=true&cauthor_uid=23819509
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In the light of the above perspective, old population above 50 years in Pakistan was 

projected to upsurge from 6.1% in 2009 to 14.9% by 2050. It highlights the insufficiency 

of the country’s health system that amplifies the problem of illnesses of the older people. 

Henceforth, it is essential to recognize the greatness of the difficulties of the old to 

enlighten strategy that satisfies their psychological problems.   

In 1998, the World Health Organization (WHO) portrayed depression as a noteworthy, 

overall reason for psychological instability.  Mental and behavioral issues percentages are 

recorded as 12% of the worldwide trouble of sickness which influences give or take 450 

million individuals. The major reason for this is that most nations allot less than 1% of their 

aggregate budget on mental health plan. The incidence of depression in old people is 20% 

- 23% reported by two earlier geriatric depression studies (Ganatra, Zafar, Qidwai, & Rozi, 

2008; Itrat et al., 2007). Thus, the depression is a foremost worldwide community mental 

health issue is communal in the senior citizens. Despite the fact that depression bares a big 

budget of all the health problems, in Pakistan, there is very little research capturing on 

geriatric depression among old people.   

1.2.1 Prevalence of Depression in Various Regions of Pakistan 

In Pakistan, among elderly population the most common psychiatric disorder is depression. 

It cannot be neglected (Bhamani, Karim, & Khan, 2013). The size of the issue is a lot more 

noteworthy than what is being accounted for and inquired about. Observational 

examinations have been directed in developed and developing nations to explore the 

pervasiveness of depression among elderly. In United States, the rate of commonness of 

depression is high as 40% where as in Pakistan it is as high as 66% among elderly (Javed 

& Mustafa, 2013). There has been very little or no studies in Pakistan that focus on elderly 

depression (Bhamani et al., 2013). However, 34% was the prevalence of anxiety and 

depression in public and not among elderly (Mirza & Jenkins, 2004). A quantitative report 
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was directed in Karachi, Pakistan recognized 22.9% prevalence of depression ensued 

among the elderly (Ganatra, Zafar, Qidwai, & Rozi, 2008).  

As mentioned earlier, depression is one of the highest prevailing mental disorders among 

Pakistani Population (Javed & Mustafa, 2013).  The condition of depression among elderly 

in Pakistan is quite disappointing (Table 1.1).  Figures point out the pervasiveness rates for 

depression in Pakistan produce nearly 8,437,406 out of the 157,935,000-populace figure. 

Predominance of depression in all regions of Pakistan includes Sindh: 16% urban, 12% 

rural, Punjab: 8% urban, 9% rural, Baluchistan: 40% urban, 2.5% rural, Khyber Pakhtun 

Khawa: 5% urban, 3% rural.   

Table 1.1                                                                                                                                                                                
Predominance of Depression in all regions of Pakistan 

Provinces Urban Rural 
Sindh 16% 12% 
Punjab 8% 9% 
Balochistan 40% 2.5% 
Khyber Pakhtun Kha 5% 3% 

 Source: Keyes, (2004) 

Correspondingly, Table 1.2 shows the percentages of prevalence of depression among 

elderly in big cities of Pakistan. As all these cities are the province’s capitals. It is evident 

that Lahore had the greatest number of depressed individual 46.8 percent, when contrasted 

with Quetta 24.1 percent, Peshawar 20 percent, and Karachi 29 percent. As Punjab is the 

most populated and biggest province of Pakistan. Thus, the percentage of depression is 

very high. Furthermore, socio-economic problems, big city issues, and consequent 

relationship conflict problems might be the reason for high depression rate in Lahore city 

(Gadit & Khalid, 2002; Gadit & Mugford, 2007). 
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Table 1.2                                                                                                                                                                                
Percentages of prevalence of Depression in Big cities of Pakistan 

Capital Cities of Provinces Percentages 
Lahore 46.8% 
Karachi 29% 
Quetta 24.1% 
Peshawar 20% 

Source:  Gadit and Khalid (2002, 2007) 

The prevalence of depressive issue in Pakistan among elderly is at an extraordinary level, 

44.4 percent, according to prominent therapist and president of Pakistan Association for 

Mental Health (PAMH). 

 As mentioned before, the most vulnerable people are elderly because they are at greater 

risk of having both mental and physical disorders. The priority to psychological issues in 

creating nations is not given and depression is under treated at this age. According to a 

research conducted in India on elderly depression, the results of the study indicated that 

depression is not the part of aging and it must be treated separately (Pilania, Bairwa, 

Kumar, Khanna, & Kurana, 2013). 

According to United Nations (1995) appraisals, the elderly populace could increment up to 

four hundred percent in some Asian nations by 2025. These statistic patterns are foreseen 

for a few South East Asian nations and will result in the rise of interminable inability, new 

infection designs, changing societal mentalities and maturing incorporation strategies. 

There is a lack of reconnaissance statistic information on the elderly populace in Pakistan. 

All things considered in Pakistan, geriatrics isn't perceived as a different claim to fame 

bringing about the elderly being treated by general experts or other than geriatric 

authorities. Care given is regularly divided and there are not sufficient inpatient recovery 

places for patients with strokes, cracks and mental disorders and so on subsequently, 

elderly are high clients of using medical assets. As indicated by them, one out of five 

patients at the tertiary consideration healing center in Karachi, one of the cities of region 
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Sindh, Pakistan is elderly. It is evaluated that at any rate 6– 7 % of elderly visiting geriatric 

facilities at the Aga Khan University Hospital, Karachi are living alone with little help. 

This isolation and related non attentive clinical conditions in the country could become a 

source of depression among Pakistani elderly population (Sabzwari & Azhar, 2011). 

The pattern and prevalence of depression among the elderly population in Pakistan might 

be accredited to children moving out of the extended family system or travelling to 

alternative republic for improved occupation prospects thus leaving their old parents alone. 

Over the most recent few years, lots of works and researches have been completed in 

developing countries on geriatrics issue. In Pakistan, depression in geriatric populace is 

still under treatment and under diagnosis, and maybe it isn't yet seen as a need in the general 

medical issues, in spite of extraordinary accentuation by both print and electronic media. 

Considering reasons for the development of depression, it might be demonstrated that 

unfulfilled physical and psychological needs of the elderly by the family care suppliers and 

health care suppliers inclined this age towards depression. With the expansion in future, 

there is an exceptional burden on health care system. Health care delivery in Pakistan 

depends on feeble foundation and exceedingly neglected elderly populace. Heaps of 

political and government commencement and intrigue is required in arranging and 

organizing health needs of the elderly populace. 

In Pakistan, because of lacking budget allocation in health sector and improper circulation 

of assets, the strength of elderly is incredibly influenced. Institutionalized and mental 

health care services needed by elderly are insufficient in Pakistan. In Pakistan, not many 

Non-Governmental Organizations (NGOs) are serving the elderly population. Social 

insurance frameworks in Pakistan needs geriatric clinics and the greater part of the elderly 

are treated by general or family doctors (Ganatra, Zafar, Qidwai, & Rozi, 2008). Besides, 

trained health experts are missing to address with exceptional issues of this age group 
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(Qidwai & Ashfaq, 2011). These rising grave issues are underdiagnosed and undertreated 

and turning into a general health peril. A national policy for the advancement of better 

mental health of the elderly was planned in 1999, and it included preparing of medicinal 

services experts in geriatrics and different territories; however, execution is yet to be seen 

lots of room for improvement. 

From a theoretical point of view, several studies examined the relationship of depression 

with other variables, but lack the important variable of old age Old age depression is 

considered a normal part of aging development in Pakistan, as the people are healthier than 

they asserted their full efforts for the development of the country. However, old people are 

the most mistreated part of this nation. They don’t have enough resources to build their 

circles. Thus, the present research focuses on the aspects are that help the old population 

to cope with their circumstances. It would guide them to make a future plan for the older 

population.  

In the light of empirical attempts to explain the construct of depression (Sabzwari & Azhar, 

2011; Jalal & Younis, 2014) as well as through the international data provided by the 

United Nations (1995), a quite comprehensive picture of depression among elderly 

population has been portrayed (Azeem & Naz, 2015; Cassum, 2014; Ganatra, Zafar, 

Qidwai, & Rozi, 2008; Javed & Mustafa, 2013).  

1.2.1.1. Factors effecting depression 

Loneliness: Among the factors that affect depression is loneliness that is believed to play 

an important role in developing depressive symptoms in the old age. Loneliness is the 

feeling of loss of some closed one, living alone and lacking in social relationships. 

Loneliness can lead to depression and these two variables are interrelated with each other 

(Dill & Anderson, 1999). Lonely individual usually feel lonely that could lead to the feeling 

of depression. They believed that they are being treated unfairly and no one cares about 
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their feelings. This feeling of loneliness could compel them to focus on their failures and 

rejections in life. When these feelings are intensified their moods are affected and they 

could easily feel depressed.  

Researchers have looked to analyze key socio demographic correlates of loneliness such 

as age, gender, and ethnicity (Dykstra, 2009; Heylen, 2010). Other studies signify that 

loneliness is associated with negative physical and mental health (Ayis, Gooberman-Hill 

& Ebrahim, 2003; Cacioppo, Hughes, Waite, Hawkley, & Thisted, 2006), increased 

mortality (Patterson & Veenstra, 2010) poor sleep, elevated physiological parameters such 

as stress hormones (Cacioppo, Hawkley, Crawford, Ernst, Burleson, Kowalewski, & 

Berntson, 2002); and increased health service use (Politis, Loane, Kiferle, Molloy, Brooks, 

& Piccini, 2010). Reviewing the past literature regarding the relationship of loneliness and 

depression inconsistent findings has been observed. For example, many researches failed 

to trace the relationship of loneliness and depression in old age (Carter, 2000). However, 

some longitudinal studies that focused on the long term effect found that loneliness would 

lead to depression (Prinstein & Greca, 2002).  

Locus of Control: Briefly, in the study on the effect of locus of control on depression found 

a mixed finding in the literature. For instance, there are researches that found that the 

internal locus of control is negatively related to depression (Zawawi & Hamaideh, 2009). 

Many other studies on the other hand established that locus of control has a significant 

impact on depression. Similarly, studies such as Yu and Fan (2016) found that external 

locus of control has a positive effect on depression. In general, locus of control has been 

associated with general self-efficacy beliefs and mental health status of the individual 

(Helgeson, 1992; Wu, Tang, Kwok, 2004). Moreover, several empirical studies also 

suggest that in order to attain effective coping in stressful situation, healthy balance 

between beliefs in internal and external locus of control is important (Wong & Sproule, 
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1984). Hence, locus of control has empirically demonstrated a strong relationship between 

locus of control and psychological functioning of elderly and young population. Likewise, 

locus of control as an important influencing factor effecting elderly population is 

understudied. Elderly people vary in the exhibition of locus of control strategies in making 

decisions and developing strengths. Their use of locus of control strategies, hence, affects 

their level of depression. 

Religiosity: Religion do plays a crucial part in person’s life socially and psychologically. 

The importance of religion cannot be denied (Natascha, Brigid, & Webster 2011). Pakistan 

is an Islamic nation. The majority of Pakistani practice Islam in their life. Figure 1.2 gives 

a brief overview of the percentages of Muslims and other religions in Pakistan. Religious 

practices and psychological functioning have a generally progressive impact, with the 

resilient relationship being the connection between religious belief and decreased 

depression (Natascha, Brigid, & Webster 2011). 

 

Figure 1.1. Percentages of Religions in Pakistan 

But then, the role of religion in psychological illness remains understudied. One of the 

investigations by Kendler, Liu, Gardner, McCullough, Larson, and Prescott (2003) 

presumed that religion is a perplexing development which has a solid negative relation with 

life time pathology. Numerous inquiries stressed the significance of religion in the life of 
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a person. Religion is viewed as a vital factor in keeping up one's psychological health 

(Hackney & Sanders, 2003). Thus, the relationship between depression and religious 

orientation is worthy of empirical research. As the people age, they would develop 

depression when their level of religious orientation decreases (Bonelli, Dew, Koenig, & 

Rosmarin 2013). While many researches indicated that as religious orientation increases, 

the level of depression decreases. Thus, there exists a strong relationship between 

depression and religiosity (Bonelli Dew, Koenig, & Rosmarin, 2013; Lupo & Strous, 2011; 

Levin, 2010).   

Despite being a significant factor, the importance of religiosity as a moderator has been 

neglected in the previous studies. The present study believes that the moderating role of 

religiosity can serve to enhance the life of the old people. As elderly people start to take 

part in the religious activities and gatherings, they develop social skills that help them to 

alleviate their loneliness level that might decrease their depression. Several empirical 

investigations have also documented that religion orientation has an impact on successful 

aging and well-being despite chronic degenerative diseases, neuropsychiatry, functionality, 

mortality (Lucchetti, Badan-Neto, Peres, Peres, Moreira-Almeida, & Koenig, 2011). 

Likewise, an increasing number of researches have shown a positive association between 

religion and better quality of life for older adults. An increasing number of studies have 

showed positive correlation between religion and quality of life (e.g. Sawatzky, Ratner & 

Chiu, 2005). 

In addition, religiousness seems to have an impact on older adults’ health as well. 

According to several studies, religiousness and spirituality were associated with lower 

pervasiveness of depression (Koenig, 2009), better quality of life (Sawatzky, Ratner, & 

Chiu, 2005), and even greater survival (Chida, Steptoe, & Powell, 2009). However, studies 
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dealing with the impact of religiousness in older individuals, particularly in Asian countries 

are not frequent in the psychology literature.  

Keeping in view the above mentioned literature regarding depression in old age, it has 

become quite evident that important factors influencing elderly depression have been 

neglected in previous researches especially in Pakistani context. Old age is said to be one 

of the transition period of an individual. Some of the significant factors that play an 

important role in part of transition period are loneliness and locus of control. Feelings of 

loneliness and locus of control affects the level of depression experienced by elderly 

population. Moreover, the associations among depression, loneliness and locus of control 

could be also buffered by the level of religious orientation among elderly people. Hence, 

the significance of the present study lies in the examination of the factors that affected the 

level of depression in old age and the role of religiosity as moderator. 

The aim of the present study would to explore a multidimensional model comprising the 

relationships among loneliness, depression, locus of control and religiosity among elderly 

population. As supported by the literature, an extraordinary level of religiosity plays an 

important role to reduce symptoms of depression and decrease loneliness among old 

sample. However, work is yet to be done that could elaborate the role of religiosity and 

locus of control affecting the level of depression among elderly. 

Hence, this research would hopefully address the knowledge gap related to level of 

depression loneliness, locus of control and religiosity among elderly population. As 

aforementioned, the majority of the prior researches only focused on the relationship of 

loneliness and locus of control on depression. However, the impact of loneliness and locus 

of control on depression still needs to be explored. In addition, the moderating effect of 

religiosity and locus of control is still uncertain among old people in Pakistan. Therefore, 
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this study will focus on the untouched areas that are not well addressed by the previous 

researches especially among the elderly in Pakistan.  

1.3 Research Questions 

In the light of the problem statement, the following questions arise. 

1) Is there any impact of loneliness on depression? 

2) Is there any impact of locus of control on depression?  

3) Is there any impact of religiosity as a moderator on the impact of loneliness on 

depression?  

4) Is there any impact of religiosity as a moderator on the impact of locus of control on 

depression?  

5) Is there any impact of demographic factors (such as, gender, age, education, family      

size, marital status, number of children and socio-economic status) on depression? 

1.4 Objectives of the study  

In the light of above research questions subsequent research objectives are articulated. 

1)  To examine the impact of loneliness on depression. 

2) To examine the impact of locus of control (i.e. internal, external and powerful others) 

on depression.  

3) To describe the moderating effect of religiosity on the impact of loneliness on 

depression.  

4)  To examine the moderating effect of religiosity on the impact of locus of control (i.e. 

internal, external and powerful others) on depression.  

5) To examine the impact of demographic factors (such as gender, age, education, 

family size, marital status, number of children and socio-economic status) on the level 

of depression. 
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1.5 Hypotheses 

To achieve the objective of the research, the following hypothesis is formulated. 

H01:    There is no effect of loneliness on depression. 

Ho2:   There is no effect of locus of control on depression. 

Ho2a:   There is no effect of internal locus of control on depression. 

Ho2b:   There is no effect of external locus of control on depression. 

Ho2c:   There is no effect of powerful others locus of control on depression. 

Ho3:  There is no effect of moderator religiosity on the impact of loneliness on depression. 

Ho4:  There is no effect of religiosity on the impact of locus of control on depression. 

Ho4a: There is no effect of religiosity on the impact of internal locus of control on 

depression. 

Ho4b: There is no effect of religiosity on the impact of external locus of control on 

depression. 

Ho4c:  There is no effect of religiosity on the impact of powerful others locus of control on 

depression. 

Ho5:   There is no effect demographic factor on depression such as  

H05a:   There is no effect of gender on depression. 

Ho5b:  There is no effect of age on depression. 

Ho5c:  There is no effect of education on depression. 

Ho5d:  There is no effect of family size on depression. 

Ho5e:  There is no effect of marital status on depression. 

Ho5f:  There is no effect of number of children on depression. 

Ho5g There is no effect of socio-economic status on depression. 
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1.6 Significance of the Study 

The present study gives groundwork of facts for thoughtful understanding, the construct of 

depression, loneliness, locus of control and religiosity to researchers and common people. 

It focuses on psycho-pathology, mental health, and the connection between them and the 

psychological reasons behind them. Furthermore, the study also provides a body of 

suggestion that would guide clinical trainings, with empirically valid methods to assess old 

population and their difficulties.  

The most important aspect of the study is to measure the level or intensity of depression as 

effected by locus of control, loneliness and religiosity. When we are free of depression, 

uneasiness, extreme push and stress, addictions, and other mental issues then we are more 

ready to experience our lives minus all potential limitations. Significant calmness is a 

characteristic condition and is accessible to everybody. Psychological health reinforced 

and backings our capacity to have solid connections, settle on a great life decision. Kept 

up physical well-being and prosperity, handle the common high points and low points of 

life, found and developed toward our potential (Domènech-Abella, Lara, Rubio-Valera, 

Olaya, Moneta, Rico-Uribe, & Haro, 2017).  

1.6.1 Theoretical Significance 

The research contributes towards an expansion of theoretical and applied science through 

understanding the concept of mental functioning in old age. This study provides scientific 

information about the severity of depression and poor mental health in Pakistan especially 

among old people. It also showed the capabilities of an individual when he/she approaches 

to old age. The findings contributed to a sound scientific framework for older people. The 

new generated knowledge from the study would also validate or contradict previous 

findings. Thus, the knowledge would gain expansion in the particular area. 
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The present research would contribute to the literature by giving a vision of loneliness locus 

of control and religiosity influencing geriatric depression especially among Pakistani older 

people. The researchers so far studied only the relationship between the variables. The 

present research covered the important factors that were previously ignored. Therefore, in 

the midst of previous research conducted in this field, only a few studies impact the present 

variables. There was a methodological gap in the previous researches. Moreover, 

religiosity was not used as a moderator in any research done among Pakistani old folks, 

but the present research used religiosity as a moderator and it is the new thing in a literature 

so there is a great help in a literature. 

1.6.2 Practical Significance 

At a practical level, this study is hoped to provide significant practical contributions in the 

area of policy making, psychiatric research, and mental health providers. It may help the 

governmental officials to practice strategies to make a life of a common person better. The 

preventive measures resulted from this study could also be designed to enhance mental 

health facilities to all the people of the country especially the old folks.  

Current study would also reinforce means of prevention and cure through illuminating 

clinical professionals for further research. The wide range of questions that confront 

researchers in clinical psychology can be answered by this research. It would, therefore, be 

beneficial to ascertain important contributing factors that played an important role in 

improving the mental health of an individual in later ages. The healthier elders could live 

productively. Thus, it is necessary for the elderly population to experience a healthier and 

happier life. Currently, few interventions incorporate strategies were able to help and 

support older people to move from illness to well-being continuum. This study develops a 

significant method to alleviate mental problems. The old people hope to manage their 

everyday life to be more fruitful.   
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Currently, all have acknowledged the importance of ensuring old people mental and 

physical health. In the new millennium, the importance of psychological wellbeing is very 

well known. It is the responsibility of the government to support individuals to develop 

good mental health. However, this proactive approach to develop a healthier mental health 

that is lacking and the present research is hoped to promote it actively.  

The study will provide information and facts to the scholars as their reference in doing their 

empirical. The present study will help teachers to gain a deeper understanding of the 

psychological problems and their possible interventions that could be applied especially 

among the old folks. By this study, several programs regarding depression management 

could be benefited. For instance, certain mental health practitioners working with old age 

population suffering from depression within Pakistan at Mental Health Solace, Agha Khan 

University Depression Zone, Depression Treatment Centers, and Karwane-e-Hayat can 

implement strategies to understand and treat depression among old age population. 

Moreover, researchers working with psychiatric patients could devise a tool that can 

elaborate the factors and elements of geriatric depression. The study, thus, will open new 

horizons in the growth of the community.  

Therefore, this type of research is lacking within the Pakistani context. Despite the fact that 

many governmental and non-governmental organizations in Pakistan are doing efforts to 

understand psychological functioning of the elderly, but they have limited resources which 

is hampering them to make efforts to understand depression related problems in old age. 

Hence, the lack of knowledge regarding geriatric depression has led to mismanagement of 

the concept of mental health due to lack of understanding about cognitive, effective and 

somatic symptoms during the onset of depression among elderly population. Moreover, 

lack of understanding related to complex interactions among genetic susceptibilities, 

cognitive diathesis, age-related neurobiological changes, and stressful events has also lead 
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to devastating consequences in operationalizing depression in adult sample within 

Pakistan. Similarly, prevalence of insomnia, loneliness, locus of control, impact of socio 

economic status, and lack of knowledge about spiritual issues has also become a source to 

mismanagement of the concept of mental health in old age. 

Normally, people feel that depression is a part of aging, but it is not the case. Indeed, mental 

health and old age have a deep relationship that is influenced by many variables like 

loneliness and locus of control. Furthermore, religiosity as the moderator plays a significant 

role in monitoring depression. 

 1.7 Conceptual and Operational Definitions  

The conceptual and operational definitions of variables studied in the present research are 

discussed in the following sub section. 

1.7.1 Depression 

According to American Psychiatric Association (2013), depression is characterized as loss 

of interest or pleasure in every day exercises, loss of sleep, poor social skills, feeling of 

worthlessness, loss of concentration and suicidal ideation. It contrarily influences how one 

feel, the manner in which one thinks and how you act. Depression causes feelings of 

sadness as well as a loss of interest in exercises once cherished. It can prompt collection of 

emotional and physical issues and can diminish an individual's capacity to put effort at 

work and at home. Depression is a typical mental disorder that presents with depressed 

mood, loss of interest or pleasure, decreased energy, feelings of guilt or low self-esteem, 

disturbed sleep or low desire for food, and poor concentration (Marcus, Yasamy, Van 

Ommeren, Chisholm, & Saxena, 2012; Neale, Davison, & Gerald, 2001).  

Operationally depression in old people is measured by using a short form of geriatric 

depression scale by Sheikh and Yesavage (1986). It is a screening test with 15 items Yes 
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and No answers. Scores of 0-4 indicating a normal condition, Scores of 5-8 indicated mild 

depression while score of 9-11 indicating moderate depression; and score of 12-15 means 

individual is having severe depression.   

1.7.2 Loneliness 

Generally, loneliness is a complex and usually unpleasant emotional response to isolation 

or lack of companionship (Cacioppo & Patrick, 2008). It has also been described as social 

pain. Loneliness however can also felt notwithstanding when encompassed by other 

individuals. The reasons for loneliness are many such as social, mental, emotional, and 

physical factors (Peplau & Perlman, 1982). Loneliness is frequently characterized as far as 

one's connectedness to other people, or all the more explicitly as the upsetting background 

that happens when an individual's system of social relations is inadequate in some critical 

way (Cacioppo, Hawkley, & Thisted, 2010).  

Operationally, loneliness is measured by using the University of California Los Angles 

Scale (UCLA). It measures levels of loneliness among people; score ranges are from 21-

84 while a higher score indicates loneliness. Loneliness is divided into three categories 

based on the scores these categories are low, medium and high.  Internal consistency 

(coefficient alpha ranging from 0.89 to 0.94) and test retest reliability was 0.73. Minimum 

score was 21 and the maximum was 84. Its alpha reliability was 0.83 for non-clinical 

sample and0.84 on drawn sample of diagnosed depressed patients. A pilot study is 

conducted to check the reliability of the scale. The Cronbach’s alpha reliability of the 

UCLA Loneliness scale is 0.63.  

1.7.3 Locus of Control  

Conceptually, locus of control is defined by Rotter (1966). According to him locus of 

control indicates to the degree to which people trust they can control occasions influencing 

them. Locus of control is one of the four elements of core self-evaluations, one's 

https://en.wikipedia.org/wiki/Emotion
https://en.wikipedia.org/wiki/Social_pain
https://en.wikipedia.org/wiki/Social_pain
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fundamental appraisal of oneself together with neuroticism, self-efficacy and self-regard 

(Rotter, 1975). People with a strong internal locus of control trust occasions throughout 

their life derived fundamentally from their very own activities: for instance, while getting 

test results, individuals with an internal locus of control will in general praise or blame 

themselves and their capacities. Individuals with a strong external locus of control will in 

general praise or blame external factors, for example, the teacher or the papers (Neil, 

Carlson, Donald, Miller, Donahoe, Buskist, & Martin, 2007). Lefcourt defined the 

perceived locus of control is a generalized expectancy for internal instead of external 

control of reinforcements (Lefcourt, 2014). 

Operationally Locus of control is measured by using Levenson multidimensional locus of 

control scale. It consisted of three sub scales namely internal, external and powerful others. 

People having an internal locus of control have faith that they have control over themselves. 

External locus of control put all their consequences of events on the external environment. 

Powerful others locus of control has faith that other powerful people are the cause of their 

sufferings. It is Likert type scale with 6-point response format. It contains 24 items 

1,2,3,4,5,10, 19,21 measure internal control, items 6,7,8,9,13, 22,23,24 measure chance/ 

external dimension and items 11,12,14,15,16,17,18,20 measure the dimension of the 

powerful others.  

The questionnaire is a 6-point rating scale ranging from very strongly disagrees to very 

strongly agree. In this study, the Urdu version was used and reliabilities were determined 

for total scale in a drawn sample of the study. These were 0.76 for total scale, 0.58 for 

internal, 0.73 for a chance and 0.71 for powerful others. A pilot study is conducted to check 

the authenticity of the scale. The Cronbach’s alpha reliability is 0.091. The other three 

subscales of locus of control, i.e. internal locus of control. External locus of control and 
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powerful others scale. The Cronbach’s alpha reliability of these subscales is 0.71 internal, 

0.81chance and 0.88 powerful others all these reliabilities are quite good.  

 

1.7.4 Religiosity 

A religion is a systematized collection of beliefs, social frameworks, and world 

perspectives that relate humanity to an order of existence. Conceptually, religiosity is 

observed to be synonymous with terms as religiousness, orthodoxy, confidence, 

conviction, devotion, dedication, and blessedness (Cardwell, 1980). It incorporates 

experiential, ritualistic, ideological, scholarly, noteworthy, statement of faith, collective, 

doctrinal, moral, and social dimensions. As far as religion a wide range of components 

might shield scores of people from psychologically depleting impacts. Some may discover 

their hearts very still when bowed down in surrender to their Lord. Others may discover 

comfort inside religious sermons where diverse religious books are perused and discussed. 

Still others may discover their spirits settled when they submit totally to their Creator, with 

an enduring conviction that he has full power over all that is going on in their lives (Ismail 

& Desmukh, 2012). 

Operationally religiosity is measured by using the Bukhari Saad Moral judgment and 

religious orientation of adolescents, young adults and adults. It has 17 items. These 

questions are answered on a 6-point Likert-type scale (1 = very strongly disagree, 6 = very 

strongly agree). Scores range from 17 to 102. Higher scores indicate higher levels of a 

religious orientation. The cutoff score of the religiosity scale is 42.  

1.7.5 Old People 

Old age consists of ages nearing or outperforming the future of people, and along these 

lines and thus the end of the human. Old people comprises of elderly individuals 

(worldwide usage), seniors, senior nationals and older grown-ups in the social sciences, the 
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elderly and elderly folks in numerous societies (American Psychiatric Association, 2006). 

Old age includes "the later part of life; the time of life after youth and middle age for the 

most part with reference to deterioration. At what age old age starts can't be generally 

characterized in light of the fact that it varies as indicated by the context. The United 

Nations has concurred that 65+ years might be generally indicated as old age and this is 

the primary endeavor at a global meaning of old age (World Health Organization, 2016). 

In Pakistan 60 years is defined as the age of elderly (Jalal, 2012). Operationally, in the 

present study the age is defined from 60- 70 plus years of age in order to make a data good 

for research (World Health Organization, 2009).  

1.8 Conclusion 

All of these constructs along with mental health dynamically contribute to an integrated 

and comprehensive health model that has positive impact on the mental health of older 

people. Therefore, developing an assimilated old person’s health concept helps all health 

departments to understand the concept of and importance of mental health in old people. It 

enabled them to establish and implement programs that address elderly illness and health 

in Pakistan. 

1.9 Organization of the Thesis 

 Chapter one explains the overall viewpoint of this research, such as the research objectives, 

questions, research significance and conceptual and operational definition of the construct 

variables. Chapter two tends to address the theoretical framework, literature review as well 

as the derivation of hypotheses of the study and the theories that support the development 

of the proposed framework. In Chapter Three, the research philosophy is introduced and 

clarified. The preliminary investigation includes the normality; reliability and validity of the 

study were also discussed. In chapter four, research discoveries are elucidated to answer 

exploration questions. Lastly, Chapter Five consists of discussions of the findings.  
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CHAPTER TWO  

LITERATURE REVIEW 

2.1 Introduction 

There has been an 0ng0ing eff0rt 0n the part 0f researchers t0 understand that geriatric 

depressi0n influenced by the level 0f l0neliness and l0cus 0f c0ntr0l as well as the 

m0derating r0le 0f religi0sity (Khairudin, Nasir, Zainah, Fatimah, & Fatimah, 2011; Levin, 

2010; Qualter, Br0wn, Munn, & R0tenberg, 2010). In t0day’s w0rld, the 0ld pers0n is 

c0nstantly attached t0 depressi0n caused by pertinent fact0rs, namely hectic r0utine, 

l0neliness, peer pressure, materialistic life, and the excess 0f machines (Jeste, 

Alex0p0ul0s, Bartels, Cummings, Gall0, G0ttlieb, & Leb0witz, 1999). The c0nditi0n 0f 

geriatric depressi0n in Pakistan h0wever is w0rst due t0 s0me additi0nal fact0rs like 

terr0rism, l0w level 0f living, ec0n0mic pr0blems, p0pulati0n pr0blems, etc. The rati0 0f 

geriatric depressi0n is alarming in Pakistani s0ciety (Qadir, Haqqani, Khalid, Huma, & 

Medhin, 2014).  

A number 0f researchers pr0p0sed that c0gnitive fact0rs can trigger depressi0n pr0blems 

in daily life. It is c0nsidered that pe0ple in 0ld age are facing the pr0blem 0f depressi0n, 

m0stly as c0mpared t0 the 0ther age gr0up (Br0met, Andrade, Hwang, Samps0n, Al0ns0, 

De Gir0lam0, & Karam, 2011). As Beck and his c0lleagues (1979) assumed that depressed 

individuals 0ught t0 adverse views 0r pr0spects 0f themselves, their present c0nditi0n, and 

their f0rthc0ming. These destructive 0pini0ns can lead 0ne t0 c0nstrue pr0ceedings in a 

negatively prejudiced manner and t0 act in less than ideal behavi0rs. Such adverse w0rld 

insight can als0 clue ultimately, t0 deprive presentati0ns, disapp0intments, and sufferers, 

and eventually can turn int0 a self-fulfilling pr0phecy (Beck, 1979). 
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This chapter critically reviews the literature t0 pave way f0r the devel0pment 0f a 

c0nceptual m0del 0f geriatric depressi0n. This als0 explains a framew0rk that f0cuses 0n 

the l0neliness and l0cus 0f c0ntr0l and their impact 0n the geriatric depressi0n as well as 

t0 check the m0derating r0le 0f religi0sity am0ng these relati0nships. There are many 

types 0f research that stresses the significance 0f religi0n in the life 0f a pers0n. It is clear 

fr0m the writing that religi0n is vital in keeping up 0ne's mental health (Hackney & 

Sanders, 2003). 

 Firstly, the evaluati0n 0f f0rmer literature in the area 0f depressi0n pr0vided the 

gr0undw0rk t0 understand its c0ncept and its dimensi0ns in the c0ntext 0f 0ld age. This 

appraisal als0 pr0vides the hyp0thetical and pragmatic c0ntext f0r the study. Then, 

l0neliness and l0cus 0f c0ntr0l as predict0rs 0f their level 0f depressi0n are discussed. The 

impact 0f b0th predicting variables 0n the 0utc0me variable is then expl0red. Thirdly, the 

m0derating variable c0nstructs namely religi0sity is reviewed and several pr0p0siti0ns 

were derived, based 0n the relati0nships. F0urthly, the discussi0n 0n the underpinning 

the0ries that derived the causal fact0r 0f depressi0n, clinched the c0nceptual framew0rk 

t0gether and discussed the framew0rk based 0n the c0gnitive paradigm, the study 0f 

c0gnitive fact0rs that plays a r0le in devel0ping depressi0n. Fifthly, the integrati0n 0f 

c0nstruct variable is presented. Lastly, there is a presentati0n 0f the the0retical framew0rk 

0f the study.  

2.2 Geriatric Depression 

In the last several years, geriatric depressi0n literature identified and described the 

imp0rtant dimensi0ns 0f s0ciety and its applicati0n in practice. Reviewing the 

devel0pment 0f elderly depressi0n c0ncepts pr0vide a significant preliminary idea 

intended f0r examining the impact 0f depressi0n 0n 0lder pe0ple’s health and wellbeing. 
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H0wever, current research primarily f0cused 0n the fact0rs that play imp0rtant r0le in 0ld 

age depressi0n. Generally, it f0cused 0n relati0nal issues and m0derating r0le 0f 

religi0sity.  

Similarly, W0rld Health 0rganizati0n, in 1990 had categ0rized depressi0n as an imp0rtant 

cause 0f disability w0rldwide, 0wing t0 its negative impact 0n lab0r pr0ductivity. This 

pr0blem has been ackn0wledged as a health issue alm0st a decade and a half ag0 and still 

p0ses a maj0r health challenge. Behavi0ral and mental dis0rders acc0unt f0r 12% 0f the 

w0rld disease, affecting alm0st 450 milli0n pe0ple (W0rld Health Organizati0n, 2001). It 

is relevant t0 n0te that c0untries assign a smaller am0unt 0f their budget that is 1% 0f their 

t0tal health budgets t0 the 0ccurrence 0f mental health expenditures (Evans, Kiran, & 

Bhattacharyya, 2011).  

Acc0rding t0 Pilania, Bairwa, Kumar, Khanna, and Kurana (2013) depressi0n is 

supp0sedly the maj0r disease that affects 350 milli0n pe0ple all-inclusive and represents a 

key percentage 0f mental health dis0rders. W0rld Mental Health Survey highlights that 

appr0ximately 6% pe0ple in the age gr0up 0f 18 years and directly ab0ve have at least 0ne 

epis0de 0f depressi0n (Br0met, et al., 2011). The lifetime d0minance 0f depressi0n ranges 

fr0m 8 t0 12% in m0st c0untries (Andrade, Carave0-anduaga, Berglund, Bijl, Graaf; 

V0llebergh, & Kawakami, 2003). Depressi0n has als0 w0n acc0lades as 0ne 0f the leading 

causes 0f burden 0f disease during 2000-2002, is a third m0st c0mm0n disease (W0rld 

Health Organizati0n, 2009). 

It is estimated that depressi0n will get sec0nd place thr0ugh0ut the w0rld by the year 2020 

and first place by 2030. C0nferring t0 the rep0rt 0f the w0rld health 0rganizati0n, the death 

rate 0f elderly is f0ur times higher wh0 have depressi0n than th0se with0ut depressi0n, 
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frequently because 0f cardiac illness 0r str0ke (W0rld Health 0rganizati0n, 2009). Suicide 

is 0ne 0f the fact0rs which are widely c0mm0n because 0f depressive dis0rders (Jac0b, 

2012).  

The 0ccurrence 0f depressi0n am0ng p0pulace m0re than 20 years is 15.1% (P00ng0thai, 

Pradeepa, Ganesan, & M0han, 2009). The larger prevalence 0f depressive dis0rders am0ng 

the elderly (with chr0nic c0-m0rbid diseases) is inc0nsistent fr0m 10 t0 25 percent 

(Kriti0tis, 2007). A meta-analysis 0f 74 examines elderly pe0ple f0und the 0verall 

pervasiveness rate 0f depressive dis0rders t0 be between 4.7 t0 16 percent. This 

examinati0n dem0nstrates a nearly higher pervasiveness 0f geriatric gl00m in India 21.9 

percent (Barua, Gh0sh, Kar, & Basili0, 2011). 

Alm0st, there were ar0und 600 milli0n elderlies, matured 60 and 0ver in the year 2000. 

Ar0und 66% 0f the w0rld elderly are living in creating nati0ns. In f0resight 0f this 

m0vement in p0pulace dem0graphics, essential medical services, suppliers sh0uld be 

ready and educated 0f the excepti0nal needs 0f the elderly (S0l0m0n, 2000). H0wever, a 

l0t 0f previ0us studies have been c0nducted that supp0rted better health f0r 0lder pe0ple. 

But n0 study exists that f0cus 0n the impact 0f vari0us fact0rs such as l0neliness and l0cus 

0f c0ntr0l 0n 0ld age depressi0n and the m0derating r0le 0f religi0sity. The w0rld 

p0pulace maturing is a marvel br0ught 0n by an increment in the supreme and a relative 

number 0f elderly in created and creating nati0ns. This is an aftereffect 0f the sensati0nal 

decrease in death rates (expand future) thr0ugh0ut the m0st recent 50 years furtherm0re 

sharp falls in c0ncepti0n rates, particularly in ab0ut every creating c0untry.  

Depressi0n is an em0ti0nal ailment p0rtrayed by depressive side effects, f0r example, 

unsettling influence in disp0siti0n, c0gniti0n, and c0nduct (Burke & Laramie, 2000). A 
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gr0up based studies dem0nstrate an extensive variety 0f c0mm0nness 0f depressi0n in the 

elderly, g0ing fr0m 4.8% in Spain t0 as high as 35% in Turkey and H0ng K0ng (Bekar0glu, 

Uluutku, Tanri0ver, & Kirpinar, 1991; L0b0, Saz, Marc0s, Dia, & De-La-Camara, 1995; 

W00, H0, Lau, Yuen, Chiu, Lee, & Chi, 1994). M0st imp0rtantly, primary health care 

representatives must take int0 c0nsiderati0n the shifts and changes in dem0graphic patterns 

0f c0gnitive dis0rders.  Acc0rding t0 Blanchad, Waterrus, and Mann (1994) it is a c0mm0n 

phen0men0n that m0st 0f the elderly suffering fr0m depressi0n are mistakenly diagn0sed 

as suffering fr0m the side effects 0f aging. Thus, the negative impact 0f this diagn0sis n0t 

0nly sl0ws d0wn the rec0gniti0n and rec0very pr0cess but als0 increases em0ti0nal and 

physical dependence 0n 0ther individuals (Blanchad, Waterrus, & Mann, 1994). 

On the 0ther hand, the indicati0ns 0f a depressive issue in the elderly are additi0nally 

distinctively c0ntrasted with different times 0f adulth00d. The elderly frequently gives 

atypical, n0n-particular 0r substantial side effects. M0re0ver, specialists may have issues 

in inspiring hist0ry as a c0nsequence 0f the vicinity 0f psych0l0gical disability in the 

elderly. Hesitance 0r denial by the patient and relatives might likewise c0nf0und the 

specialist's appraisal (VanderP0l, Setter, Hunter, & Pamintuan, 1998). As the vast maj0rity 

0f these patients are seen at an essential c0nsiderati0n level and n0t by the specialists, 

essential c0nsiderati0n specialists assume a critical part in the early rec0gniti0n and 

treatment 0f the depressed elderly (Schwenk, C0yne, & Fechner, 1996). In this respect, 

c0gnitive elements play an imp0rtant r0le as the c0gniti0ns 0f 0ld pe0ple guides them t0 

depressi0n in 0ld age i.e. their sufferings, l0sses, and failure (Williams, 2016). 
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Furtherm0re, childh00d and ad0lescent depressi0n w0uld have an effect 0n 0ld age. In this 

regard, a research is d0ne by Zgamb0, Kalemb0, Gu0ping, and H0ngh0ng, (2012) in China 

0n depressi0n in children and ad0lescents. The study f0und a significant relati0nship 

between depressi0n in ad0lescence and ad0lescents with the depressi0n in 0ld age. Thus, 

there is a need t0 create meth0d0l0gies that will meet y0ungsters' and y0uth’s enthusiastic 

needs and supp0rt their mental status in h0mes, sch00ls and healing centers. They may 

then be able t0 fight depressi0n in later life. Old age and depressi0n f0und t0 be cl0sely 

related. A research by Stak, Vinkers, Gussekl00, Beekman, Vander Mast, and Westendr0p 

(2005) using a future inhabitants research 0f 85-year-0lds, suggested that in the presence 

0f perceived l0neliness the m0rtality risk t0wards depressi0n increases.  

As quantified by Caci0pp0, Hughes, Waite, Hawkley, and Thisted (2006) a l0ngitudinal 

study was c0nducted in tw0 phases. The degree t0 which l0neliness is a 0ne 0f a kind 

danger c0mp0nent f0r depressive indicati0ns was res0lved in tw0 p0pulace based 

investigati0ns 0f m0derately aged t0 m0re seas0ned gr0wnups, and the c0nceivable causal 

impacts 0f l0neliness and depressive manifestati0ns were analyzed l0ngitudinally in the 

sec0nd study. These findings suggest that l0neliness and depressi0n can act in a synergistic 

impact t0 lessen well-being in m0derately aged and m0re established gr0wnups. The 

empirical investigati0ns illustrate that the relati0nship 0f l0neliness and depressive 

manifestati0ns is essentially m0re gr0unded am0ng male adults as c0mpared t0 female 

adults, h0wever, yet the relati0nship in the middle 0f l0neliness and depressive side effects 

was s0lid and measurably n0tew0rthy f0r females and subsequently f0r males. Future 

research needs t0 be c0nducted using the cr0ss-nati0nal sample c0mprising 0f a variety 0f 

variables. Instead 0f using gender variables like educati0n and 0ccupati0n, marital status 
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may als0 be c0nsidered as an alarming fact0r in devel0ping an ass0ciati0n between 

l0neliness and depressi0n. 

An0ther cr0ss-secti0nal research by Lasgaard, G00ssens, and Elklit (2011) clearly 

indicated the presence 0f a particular relati0nship between l0neliness and depressive 

manifestati0ns in the ad0lescent that leads t0wards 0ld age. M0re0ver, the study f0cuses 

0n depressive manifestati0ns as a predecess0r 0f l0neliness that predicts depressi0n. The 

ab0ve menti0ned instance lucidly explains the ass0ciati0n between depressi0n and the 

fact0rs that are c0nnected with it during y0uth as well as during 0nset 0f 0ld age. 

An imp0rtant r0le in depressi0n am0ng 0ld pe0ple is future uncertainty, self-esteem, and 

depressi0n, 0ne 0f the studies f0cused 0n these fact0rs. Acc0rding t0 them, females in a 

depressed state 0f mind may be m0re disp0sed t0 participate in ruminati0n ab0ut p0tential 

disapp0intment in future 0ccasi0ns, thus making these cynical inclinati0ns m0re purp0rted 

f0r females. Additi0nally, this c0mmunicati0n impact sh0wed that at-risk men l00k like 

as 0f n0w w0men in their c0nvicti0n ab0ut future 0ccasi0ns, rec0mmending that these 

negative c0mprehensi0ns are 0bvi0us with0ut the depressed state 0f mind. These 

0utc0mes appear t0 pr0p0se that at-risk male may be m0re careful ab0ut this negative 

inclinati0n and this may sh0w a m0re gr0unded weakness trademark f0r males at danger 

when c0ntrasted with females at risk (Steffens, Fisher, Langa, P0tter, & Plassman, 2009).  

Study 0f Chalise and Rai (2013) f0und the pervasiveness 0f depressi0n am0ng elderly 

measured by GDS was 29.7 percent. The c0rrelati0n was f0und between depressi0n, age, 

sex, marital status, family size, instrumental activities 0f daily living (IADL), l0neliness 

and participati0n in h0useh0ld activities. Regressi0n analysis sh0wed that higher the age, 

larger the family size, being wid0wed/wid0wer, higher the dependency in IADL and 
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illiteracy were ass0ciated with depressi0n. These are the dem0graphics that affect 

depressi0n in 0ld age.  

2.2.1 Prevalence of Depression among Older People in Pakistan  

There are several reas0ns that make the depressi0n in 0lder pe0ple an especially imp0rtant 

area 0f study. Older pe0ple (50+ years 0ld) participate in f0cus gr0ups sp0ntane0usly 

identified l0neliness, is0lati0n, and the l0ss 0f a l0ved 0ne as maj0r fact0rs 0f depressi0n 

(Karim, Weisz, Bibi, & Rehman, 2015). M0re0ver, depressi0n was identified as a fact0r 

that c0uld er0de pe0ple’s sense 0f pers0nal c0ntr0l and determinati0n t0 remain active 

(Shehzad, Zahid, Syed, Asad, & Pasha, 2015). Additi0nal, depressi0n is ass0ciated with 

p00rer physical health and is related t0 mental health pr0blems like l0neliness (Irshad & 

Afzal, 2015). Thus, if 0ur g0al as ger0nt0l0gists is t0 impr0ve the health and quality 0f 

life 0f 0lder pe0ple, then the study 0f depressi0n appears t0 be an imp0rtant avenue 0f 

research. As the pr0p0rti0n 0f 0lder pe0ple in Pakistan and in many c0untries ar0und the 

w0rld increases, studying fact0rs that c0uld impr0ve the quality 0f life 0f 0lder pe0ple 

bec0mes even m0re crucial.  

In 2005, pe0ple 0ver the age 0f 65 years made up 13.1% 0f the Pakistan p0pulati0n, an 

increase fr0m 9.6% in 1981 and fr0m less than 8% in the 1950’s and 1960’s (W0rld Bank 

rep0rt, 2010). Because 0f the baby b00m trend, l0w fertility rates, and l0nger life 

expectancies, the pr0p0rti0n 0f 0lder pe0ple aged 65+ years is expected t0 alm0st d0uble, 

increasing fr0m 13% t0 24.5% 0f the Pakistan p0pulati0n (0r t0 a t0tal 0f 9.8 milli0n 

pe0ple) by the year 2036. M0re0ver, the number 0f pe0ple aged 85+ years and 0lder has 

increased substantially in the past several decades and is expected t0 c0ntinue t0 increase, 

especially as the baby b00mers enter this age gr0up. In Punjab, the picture resembles as 

the rest 0f Pakistan: 13.5% 0f the p0pulati0n was 65 years and 0ver in 2005 and this 
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segment 0f the p0pulati0n is pr0jected t0 increase t0 21.7% by 2031 (W0rld Bank Rep0rt, 

2010). 

The imp0rtance 0f depressi0n and variables related t0 it such as s0cial is0lati0n and s0cial 

supp0rt is implied in such p0licy initiatives as Aging in Place, Age-Friendly C0mmunities, 

and the Nati0nal Acti0n Plan. Within these initiatives is the idea that 0lder pers0n’s quality 

0f life and health is tied t0 their s0cial relati0nships and participati0n in the c0mmunity. 

F0r example, the Nati0nal Acti0n Plan 0utlines three pillars: 1) Health, wellness, and 

security; 2) C0ntinu0us learning, w0rk and participati0n; and 3) Supp0rting and caring in 

the c0mmunity which includes the aspects 0f depressi0n and s0cial is0lati0n (Nati0nal 

Acti0n Plan Pakistan, 2004). M0re l0cally, the issue 0f depressi0n am0ng 0lder individuals 

has been identified as a maj0r c0ncern am0ngst the c0mmunity, g0vernment, research, and 

health 0rganizati0ns. One 0f the maj0r messages aimed at researchers was t0 dem0nstrate 

“pr00f 0f a pr0blem.” That is, it was argued that it is difficult f0r service pr0viders 0r 

p0licymakers t0 secure funding 0r dem0nstrate a need f0r services with0ut m0re research 

examining the c0nsequences 0f depressi0n. In sum, these nati0nal and l0cal initiatives 

dem0nstrate the imp0rtance 0f studying depressi0n am0ngst 0lder pe0ple. 

In c0nclusi0n, pe0ple wh0 are n0t able t0 s0cialize with different pe0ple tend t0 feel 

l0nely. Evidences fr0m literature exist which dem0nstrate that l0nely pe0ple devel0p 

depressi0n in later life. In a current scenari0 with c0ntext t0 Pakistan, where pe0ple in their 

0ld age feel l0nelier as c0mpared t0 devel0ped c0untries. The main reas0n is transiti0n 

fr0m j0int family structure t0 nuclear family which creates l0neliness am0ng 0lder pe0ple 

wh0 live al0ne in their h0uses that leads them t0wards depressi0n. M0re0ver, due t0 

gl0balizati0n and in search 0f better living pr0spect, y0ung pe0ple shift t0 big cities and 

thus leaving 0ld pe0ple in villages. This fact0r may als0 bec0me s0urce 0f depressi0n f0r 
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deserted 0ld pe0ple. Theref0re, there is a need t0 study the fact0rs that c0ntribute t0wards 

the depressi0n 0f 0lder pe0ple and the fact0rs that c0uld increase wellbeing 0f 0lder 

pe0ple.  

2.2.2 Effects of Depression on the Elderly People  

S0metimes 0ld age can be the m0st tr0ubles0me peri0d 0f life, stamped by breaking d0wn 

wellbeing and l0ss 0f vitality. S0cial, mental and wellbeing issues are the extra0rdinary 

c0ncerns 0f mental wellbeing in the 0lder p0pulace especially f0r th0se wh0 live al0ne 0r 

live in 0ld h0mes. This is a peri0d in which individuals need t0 c0nfr0nt the numer0us 

difficulties 0f changing the family fl0w, f0r the m0st part, kids leaving the family and 

numer0us at times the 0lder p0pulace leaving the family unit 0f their y0ungsters. In 

Pakistan, the greater part 0f 0lder individuals’ lives in their kid’s h0mes while numer0us 

0thers have n0 family t0 live with 0r can't live with the family they have. At first, these 

m0ti0ns were valid f0r the Western s0ciety. H0wever, in the present peri0d weights 0f the 

j0int family framew0rk and 0bstructing urbanizati0n and m0vement have expanded 

tr0ubles t0 m0dify the 0ldest inside 0f the current families even in nati0ns like Pakistan. 

This changing s0cial pr0gress has cleared the path f0r the f0undati0n 0f private 0ld h0mes.  

Vari0us analysts, s0ci0l0gists, antiquarians have all thr0ugh the m0st recent 60 years 

rep0rted a crucial change in h0w pe0ple live, functi0n c00perate with 0ne an0ther and h0w 

it influences pe0ples' gr0up lives (Riches & Daws0n, 1996; H0llinger & Haller, 1990; 

G0rd0n, 1976). Pe0ple are n0 m0re guided by their cl0sed family 0r gr0up, yet rather 

different signs given t0 them by an urban d0main. This has turned 0ut t0 be an adjustment 

in western culture and a m0ve far fr0m cl0se netted t0wns where 0ne’s future was laid 

bef0re 0ne, t0wards a m0re individualistic culture with new types 0f interpers0nal 

0rganizati0ns, structures and s0cial relati0ns (C0leman, 2005; Beck-Gernsheim, 2000; 
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Cushman, 1990; G0rd0n, 1976; Riches & Daws0n, 1996; Riesman, 1975). As indicated by 

vari0us sch0lars, am0ng 0thers the s0ci0l0gists Beck -Gernsheim (2000) with the 

industrial devel0pment in the western w0rld, there has been a huge measure cessati0n 0f 

the 0ld-fashi0ned style 0f living. This change br0ught s0 many changes in pe0ple’s 

behavi0r that leads them t0 the geriatric depressi0n. 

Multifaceted studies appear t0 b0lster an adjustment in the western w0rld that is maj0r n0t 

the same as m0re c0llectivistic s0cial 0rders (Markus & Kitayama, 1991; Triandis, 

McCusker, Betanc0urt, Iwa0, Leung, Salazar, & Zaleski, 1993; Triandis, 1989; C0nway 

2004; Wang, 2001). The emphasis is m0re 0n family and friends in c0llectivistic s0cieties 

as c0mpared t0 individualistic s0ciety. At the p0int when individuals depict their identity. 

When pe0ple emphasize m0re 0n acc0mplishment and individual traits while depicting 

their s0cial r0le then it is an individualistic s0ciety. These disc0veries dem0nstrate that 

pe0ple inside c0llectivistic s0cial 0rders are cl0sely j0ined with l0ved 0nes and in this 

manner are less l0nely, the c0nnecti0n in the middle 0f the depressi0n and s0cial c0ntrasts 

are m0re intricate. 

Acc0rding t0 R0kach, Orzeck, M0ya, and Exp0sit0 (2002), N0rth Americans saw 

themselves as l0nelier than Spanish pe0ple. Research by Mund and Neyer (2016) plainly 

sh0ws that Italians are cl0sely ass0ciated with their l0ved 0nes than the Americans, 

Australians and British. They additi0nally f0und that Germans, Hungarian, and Austrians 

have fewer c0mpani0ns than Americans, Australians, British, and Italians. Additi0nally, 

that Americans and Australian utilize the w0rd c0mpani0n in a m0re extensive and m0re 

easyg0ing r0ute than the Germans, Hungarian and Austrian. Within a Pakistani s0ciety, 

the c0llectivistic and interdependent culture demand cl0se interacti0ns am0ng family 
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members, and deserted by the family and living al0ne c0uld be the s0urce 0f depressi0n 

am0ng 0lder pe0ple. 

2.3 Loneliness  

In the last several decades, literature identified and described it in 0ld pe0ple. The 

devel0pment 0f 0ld pe0ples' well-being c0ncepts pr0vided an imperative preliminary idea 

f0r examining the impact 0f l0neliness 0n 0ld pe0ple’s health and wellbeing. Nevertheless, 

the present research f0cused 0n the impact 0f l0neliness 0n the level 0f depressi0n in 0ld 

pe0ple. The past researchers are disj0inted and patchy. The generati0n 0f the0ry as a 

scientific 0bjective, specifically in the mental health sect0r, was rare and generally lacks 

t0tality t0 the phen0men0n 0f l0neliness. Feeling l0nely has been appeared t0 build 

circulat0ry strain and danger 0f cardi0vascular ailments, raises c0rtis0l and thus the 

anxiety levels, which debilitate the resistant framew0rk, impede rest quality pr0mpting 

negative impacts 0n metab0lic, neural and h0rm0nal regulati0ns and uplifts sentiments 0f 

depressi0n, anxiety, and expanded p0werlessness (Duane, Brasher, & K0ch, 2013). Self-

perceived l0neliness duplicates the danger 0f adding t0 Alzheimer's ailment (Duane, 

Brasher, & K0ch, 2013). Hence, there is c0nfirmati0n that l0neliness and s0cial 

segregati0n are c0nnected with the lessened the psych0l0gical capacity, while s0cially 

drew in m0re established individuals’ enc0unter less intellectual decay and are less inclined 

t0 dementia.  

Having feeble s0cial ass0ciati0ns likewise c0nvey a wellbeing hazard. Th0se with s0lid 

s0cial ass0ciati0ns have a 50% impr0ved pr0bability 0f survival after a n0rmal subsequent 

time 0f 7½ years. It has been f0und that l0neliness is regularly identified with sentiments 
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0f 0utrage, bitterness, depressi0n, uselessness, disdain, v0id, defenselessness, and 

cynicism (Jaremka, Faagundes, Glaser, Bennett, Malarkey, & Kiec0lt, 2013).  

L0neliness has been c0nnected with depressi0n and is acc0rdingly a danger0us element 

f0r suicide (Maran0, 2003). Emile Durkheim has described l0neliness, specifically the 

inability 0r unwillingness t0 live f0r 0thers, i.e. f0r friendships 0r altruistic ideas, as the 

main reas0n f0r what he called eg0istic suicide (Gutman, Br0wn, Akerman, & 

Ob0lenskaya, 2010). In adults, l0neliness is a maj0r precipitant 0f depressi0n and 

alc0h0lism. Pe0ple wh0 are s0cially is0lated may rep0rt p00r sleep quality, and thus have 

diminished rest0rative pr0cesses (Hawkley, Gu, Lu0, & Caci0pp0, 2012). In children, a 

lack 0f s0cial c0nnecti0ns is directly linked t0 several f0rms 0f antis0cial and self-

destructive behavi0r, m0st n0tably h0stile and delinquent behavi0r. In b0th children and 

adults, l0neliness 0ften has a negative impact 0n learning and mem0ry. Its disrupti0n 0f 

sleep patterns can have a significant impact 0n the ability t0 functi0n in everyday life 

(Maran0, 2003). In 0lder p0pulati0n, l0neliness gives birth t0 negative thinking 0r even 

suicidal ideas am0ng 0lder pe0ple. The 0lder pe0ple, wh0 fail t0 get s0cial supp0rt fr0m 

their relatives, thus suffer fr0m the feelings 0f is0lati0n and tend t0 devel0p depressi0n 

(Carm0na, Cu0t0, & C0min, 2014). 

Thus, the existing research certainly needs an integrated and systemic understanding 0f 

l0neliness in 0lder adults. Furtherm0re, previ0usly, wellbeing was established and f0cused 

in the field 0f clinical psych0l0gy. The m0del did n0t integrate with the l0nely feelings 

with the 0lder pe0ple, especially in Pakistan. Theref0re, in this research, the main f0cus 

was 0n the well-being 0f 0lder pe0ple as the 0pp0site 0f illness based 0n the ill-health-

wellness c0ntinuum.  
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Furtherm0re, l0neliness is a c0mp0site and m0stly unpleasant passi0nate resp0nse t0 

seclusi0n 0r lack 0f fell0wship. L0neliness c0mm0nly includes 0n edge sentiments ar0und 

a lack 0f c0nnectedness 0r c0llecti0n with changed individuals, in c00perati0n in the 

present-day and reaching 0ut int0 the future. In that capacity, l0neliness c0uld be sensed 

n0netheless, 0nce intricate by 0ther individuals. The causes 0f l0neliness are differed and 

include c0mmunal, psych0l0gical 0r passi0nate c0mp0nents. The examinati0n has 

dem0nstrated that l0neliness is br0adly pred0minant all thr0ugh s0ciety am0ng individuals 

in relati0nal uni0ns, c0nnecti0ns, families and effective pr0fessi0ns (Peplau & Perlman, 

1982). Currently, it has been investigated the subject in the writing 0f individuals since 

established vestige. L0neliness has additi0nally been p0rtrayed as s0cial ag0ny a mental 

system intended t0 cauti0n a pers0n 0f c0nfinement and r0use him/her t0 l00k f0r s0cial 

ass0ciati0ns (Cacioppo & Patrick, 2008). 

M0re0ver, it is well said that pe0ple can c0me acr0ss l0neliness f0r s0me issues and many 

life events might increase it, similar t0 the absence 0f c0mpani0nship c0nnecti0ns amid 

y0uth and y0uthfulness, 0r the physical n0nattendance 0f imp0rtant individuals ar0und a 

man. In the meantime, l0neliness may be a side effect 0f 0ther s0cial 0r mental issue, f0r 

example, depressi0n. Thus, numer0us individuals experience l0neliness surprisingly when 

they are all0wed t0 sit unattended as babies. It is likewise an extremely basic, h0wever, 

typically transit0ry, the 0utc0me 0f a separati0n 0r l0ss 0f any essential l0ng hauls 

relati0nship. In these cases, it may stem b0th fr0m the passing 0f a particular individual 

and fr0m the withdrawal fr0m s0cial circles br0ught 0n by the 0ccasi0n 0r the related 

bitterness leads t0wards depressi0n (Aartsen & Jylha, 2011).  

Izgar (2009) als0 investigated the relati0nship 0f l0neliness and depressi0n t0 anticipate 

depressi0n levels 0f sch00l principals by the relapse examinati0n. This research was 
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perf0rmed 0n elders and the sample included sch00l principals’ 0f Turkey. The gender and 

educati0nal backgr0und were assessed in this research. The findings reveal a significant 

relati0nship between l0neliness and depressi0n (Izgar, 2009). 

The departure 0f an imp0rtant individual in 0ne's life will n0rmally start a painful reacti0n 

in this circumstance; 0ne may feel des0late, even while in the 0rganizati0n 0f 0thers. 

L0neliness might likewise happen after the c0ncepti0n 0f a baby (frequently 

c0mmunicated in p0st-pregnancy anxiety) after marriage 0r taking after whatever an0ther 

s0cially tr0ubles0me 0ccasi0n, f0r example, m0ving fr0m 0ne's main residence int0 a new 

gr0up pr0mpting s0me chines t0 visit the family (Azam, Yunus, Din, Ahmad, Gazali, 

Ibrahim, & Maniam, 2013).  

Acc0rding t0 Baldwin, Chiu, Kat0na, and Graham (2002) L0neliness can happen inside 

unsteady relati0nal uni0ns 0r 0ther c0zy c0nnecti0ns 0f a c0mparable nature, in which 

em0ti0ns present may inc0rp0rate indignati0n 0r hatred, 0r in which the sentiment l0ve 

can't be given 0r g0t. At the p0int when 0ne individual in a gathering starts t0 feel des0late, 

this inclinati0n can spread t0 0thers, expanding every0ne's danger f0r sentiments 0f 

l0neliness. Theref0re, identically individuals can feel des0late n0twithstanding when 

they're enc0mpassed by 0ther individuals (Baldwin, Kat0na, & Graham, 2002). 

Thr0ugh0ut the hist0ry 0f geriatric depressi0n has sh0wed up in w0rks 0f savants, writers, 

lyricists and auth0rs, by the by, it was n0t until the seventies that f0rl0rnness was truly 

c0nsidered inside 0f the s0ci0l0gies (Lasgaard, et al., 2011; Marang0ni & Ickes, 1989; 

Peplau & Perlman, 1982; Weiss, 1973). In 1982, the first center b00k 0n f0rl0rnness was 

distributed, getting hyp0theses and expl0rati0n c0ncentrating 0n depressi0n. In this b00k 

the edit0rs Letitia, Peplau and Daniel Perlman sh0wed and arranged eight distinctive 

hyp0thetical meth0d0l0gies t0wards l0neliness that had risen f0ll0wing the f0rties in 
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Table2.1                                                                                                                                                                              

Peplau and Perlman’s summary 0f the0retical appr0aches t0wards l0neliness 

The0retical Appr0aches Main Writer 

C0gnitive Peplau and Perlman (1982) 

Existential M0ustakas (1961) 
Interacti0nistic Weiss (1973) 

Phen0men0l0gical R0gers (1961) 
Privacy Derlega and Margulis (1982) 
Psych0dynamic Fr0mm-Reichmann (1959) 
S0ci0l0gical Riesman  (1961) 

Systems Flanders (1982) 
S0urce: The J0urnal 0f Integrated S0cial Sciences (2013). 

This has been the first ever b00k 0n l0neliness expl0rati0n with well - kn0wn c0llecti0n 

0f hyp0thetical meth0d0l0gies t0wards l0neliness. These diverse meth0d0l0gies 

c0nceptualize the ranges establishment thr0ugh articles, the0ries; hyp0thesis parts, 

l0neliness m0dels and understandings, h0wever, leaving a scattered field with0ut an 

ass0ciated structure t0 the marvel l0neliness (Derlega & Margulis, 1982; Lasgaard, et al., 

2011; R0kach, 2004). The distinctive appr0aches' c0mprehensi0n 0f l0neliness can be seen 

by the way they characterize it. The psych0l0gical meth0d0l0gy depends 0n an 

inc0nsistency m0del in the middle 0f c0veted and genuine s0cial relati0ns (Peplau & 

Perlman, 1982). An Interacti0nist meth0d0l0gy depends 0n l0neliness being 

multidimensi0nal, implying that there are vari0us types 0f l0neliness, including passi0nate 

and s0cial l0neliness (Weiss, 1973). 

N0netheless, a psych0analytic c0mprehensi0n 0f l0neliness depends 0n the baby's 

c0nnecti0n t0 the m0ther. Thr0ugh this c0nnecti0n, kid enc0unters enthusiastic b0nds and 

h0w t0 unite with 0thers. Additi0nally the feeling 0f l0neliness when critical 0thers are 

0utside 0f any0ne's ability t0 see. An existentialistic c0mprehensi0n 0f l0neliness 

additi0nally separates between vari0us types 0f l0neliness, the principal 0ne being 
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existential, which means l0neliness is a piece 0f the human c0nditi0n, added an0ther in 

light 0f nerv0usness (D0uglass & M0ustakas, 1985). 

Rubenstein and Shaver (1982) partiti0ned the distinctive reacti0ns int0 diverse 

classificati0ns and measured what percent related certain w0rds with l0neliness, 

explanati0ns behind l0neliness and resp0nses t0 l0neliness. Sentiments c0nnected with 

l0neliness have been regularly misery, fatigue, self-centeredness, and yearning t0 be with 

s0me0ne excepti0nal. They classified the w0rds int0 f0ur classes’ dem0nstrating f0ur 

elements when feeling l0nely (Rubenstein & Shaver, 1982 and S0nderby & Wag0ner, 

2013). Thus, Table 2.2 depicted the list 0f Rubenstein and Shaver’s f0ur fact0rs 0f feeling 

l0nely respectively.  

Table 2.2                                                                                                                                                                               
Rubenstein and Shaver’s f0ur fact0rs list 0f feeling l0nely 

Desperati0n Depressi0n Impatient-B0red0m Self-deprecati0n 

Desperati0n Sad Impatient Unattractive 
Panicked Depressed B0red D0wn 0n Self 
Helpless Empty Desire t0 be elsewhere Stupid 
Afraid Is0lated Uneasy Ashamed 
With0ut H0pe S0rry f0r self Angry Insecure 
Aband0ned Melanch0ly Unable t0 C0ncentrate  
Vulnerable Alienated   
 L0nging   

S0urce: The J0urnal 0f Integrated S0cial Sciences (2013). 

Table 2.3                                                                                                                                                                                 
Rubenstein and Shaver’s list 0f reas0ns behind l0neliness 

Being 

Unattached 

Alienati0n Being al0ne F0rced Is0lati0n Disl0cati0n 

Having n0 
Sp0use 

Feeling Different C0ming H0me t0 
an empty H0use 

Being 
H0useb0und 

Being Far fr0m 
H0me 

Having n0 Sexual 
Partner 

Being 
Misunderst00d 

Being al0ne Being 
H0spitalized 

In a new j0b 0r 
sch00l 

Breaking up with 
sp0use 

N0t being Needed  Having n0 
transp0rtati0n 

M0ving T00 
0ften 

 Having N0 cl0se 
Friends 

  Traveling 
0ften 

S0urce: The J0urnal 0f Integrated S0cial Sciences (2013). 
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They did likewise with explanati0ns behind being l0nely and f0und that l0neliness is 

regularly credited with having n0thing t0 d0, feeling exhausted, being separated fr0m 

every0ne else, having n0 life partner 0r sweetheart. They then separated the answers int0 

five classes. Resp0nse when feeling l0nely was frequently perusing, listening t0 music and 

calling a c0mpani0n. They likewise separated resp0nses int0 f0ur classificati0ns.  

Table 2.4                                                                                                                                                                                
Rubenstein and Shaver’s list 0f reacti0ns t0wards l0neliness 

Sad Passivity: Active S0litude: Spending M0ney: S0cial C0ntact: 

Cry Study 0r w0rk Spending M0ney Call a Friend 
Sleep Write G0 sh0pping Visit S0meb0dy 
Sit and Think Listen t0 music   
D0 n0thing Exercise   
0ver eat Walk   
Take tranquilizers W0rk 0n a h0bby   
Drink 0r get “st0ned” G0 t0 a m0vie   
 Read   
 Play   

S0urce: The J0urnal 0f Integrated S0cial Sciences (2013). 

Albeit, a twin study disc0vered c0nfirmati0n that hereditary qualities represent r0ughly 

50% 0f the quantifiable c0ntrasts in l0neliness am0ng gr0wnups, which was like the 

heritability evaluati0ns disc0vered bef0rehand in y0ungsters. These qualities w0rk in a 

c0mparative way in men and w0men. The study disc0vered n0 regular natural 

c0mmitments t0 gr0wn-up l0neliness (Middeld0rp, S0uza, Pelegrini, Riberi0, Pereira, & 

Mendes, 2015). 

2.3.1 Typology 

There are different types 0f l0neliness that are discussed in this chapter.  

2.3.1.1 Feeling Lonely versus being Socially Isolated 

There is an unmistakable qualificati0n between feeling l0nely and being s0cially is0lated 

(f0r instance, an intr0vert). Specifically, 0ne state 0f mind ab0ut l0neliness is as a disparity 

between 0ne's c0veted and acc0mplished levels 0f s0cial c0mmunicati0n (Peplau & 
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Perlman, 1982). L0neliness is acc0rdingly a subjective affair if a pers0n supp0ses that s/he 

is des0late and then s/he is des0late. Individuals can be l0nely while in is0lati0n, 0r amidst 

a gr0up. What makes an individual l0nely is the way that there is m0re need f0r s0cial 

c0llab0rati0n than what is accessible right n0w. There is the p0ssibility that an individual 

can be amidst a gathering and feel l0nely because 0f n0t c0nversing with en0ugh 

individuals.  

On the 0ther hand, 0ne can be distant fr0m every0ne else and n0t feel l0nely, despite the 

fact that there is n0b0dy ar0und that individual is n0t des0late infect there is n0 l0nging 

f0r s0cial c00perati0n. There have additi0nally been pr0p0sals that every individual has 

their 0wn sweet sp0t 0f s0cial ass0ciati0n. On the 0ff chance that a man gets t00 little 0r 

an excessive am0unt 0f s0cial c0nnecti0n, this c0uld pr0mpt sentiments 0f l0neliness 0r 

0ver-incitement (Suedfeld & C0ren, 1989). S0litude can have p0sitive effects 0n 

individuals. One study f0und that alth0ugh time spent al0ne tended t0 depress a pers0n's 

m00d and increase feelings 0f l0neliness (Lars0n, Csikszentmihalyi, & Graef, 1982). 

S0litude is als0 ass0ciated with 0ther p0sitive gr0wth experiences, religi0us experiences, 

and identity building such as s0litary quests used in rites 0f passages f0r ad0lescents 

(Suedfeld & C0ren, 1989). 

2.3.1.2 Transient versus Chronic Loneliness 

The 0ther imp0rtant typ0l0gy 0f l0neliness f0cuses 0n the time perspective (De j0ng-

Gierveld & Raadschelders, 1982). In this respect, l0neliness can be viewed as either 

transient 0r chr0nic. It has als0 been referred t0 as state and trait l0neliness. Transient 

(state) l0neliness is temp0rary in nature, caused by s0mething in the envir0nment, and is 

easily relieved. Chr0nic (trait) l0neliness is m0re permanent, caused by the pers0n himself, 

and is n0t easily relieved (Duck, 1994). 
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2.3.1.3 Loneliness as a Human Condition 

The existentialist sch00l 0f th0ught views l0neliness as the essence 0f being human. Each 

human being c0mes int0 the w0rld al0ne, travels thr0ugh life as a separate pers0n, and 

ultimately dies al0ne. C0ping with this, accepting it, and learning h0w t0 direct 0ur 0wn 

lives with s0me degree 0f grace and satisfacti0n is the human c0nditi0n (Carter, 2000).  

2.3.2 Prevalence of Loneliness  

There are several estimates and indicat0rs 0f l0neliness. It has been estimated that 

appr0ximately 60 milli0n pe0ple in the United States, 0r 20% 0f the t0tal p0pulati0n, feels 

l0nely (Caci0pp0 & Patrick, 2008). An0ther study f0und that 12% 0f Americans have n0 

0ne with wh0m t0 spend free time 0r t0 discuss imp0rtant matters (Caci0pp0, F0wler, & 

Christakis, 2009). Other research suggests that this rate has been increasing 0ver time. The 

General S0cial Survey by Hampt0n, Sessi0ns, Her and Rainie (2009) f0und that between 

1985 and 2004, the number 0f pe0ple the average American discussed imp0rtant matters 

was decreased fr0m three t0 tw0.  

L0neliness appears t0 have intensified in every s0ciety in the w0rld as m0dernizati0n 

0ccurs. A certain am0unt 0f this l0neliness appears t0 be related t0 greater migrati0n, 

smaller h0useh0ld sizes, and a larger degree 0f media c0nsumpti0n. Within devel0ped 

nati0ns, l0neliness has sh0wn the largest increases am0ng tw0 gr0ups: seni0rs and pe0ple 

living in l0w-density suburbs. Seni0rs living in suburban areas are particularly vulnerable 

because they l0se the ability t0 drive them 0ften bec0me "stranded" and find it difficult t0 

maintain interpers0nal relati0nships (Hutchers0n, Seppala, & Gr0ss, 2008, Van Dijk, 

Cramm, & Nieb0er, 2014).  
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L0neliness in 0lder pe0ple devel0ps many psych0l0gical pr0blems such as depressi0n and 

anxiety (Dykstra, 2009; Dykstra, Van Tilburg, & de J0ng Gierveld, 2005; Jylha, 2004; 

Luanaigh & Lawl0r, 2008; Pinquart & S0rensen, 2001). Mental health issues, f0r example, 

depressi0n and anxiety have been 0bserved t0 be pr0duced because 0f l0neliness (Aartsen 

& Jylha, 2011; C0hen & Shamus, 2009; Heikkinen & Kauppinen, 2011; Tijhuis, de J0ng 

Gierveld, Feskens, & Kr0mh0ut, 1999). Interpers0nal and s0cial ass0ciates 0f l0neliness 

inc0rp0rate, f0r instance, l0ss 0f acc0mplice (Aartsen & Jylha, 2011; Dykstra et al., 2005), 

decreased s0cial exercises (Aartsen & Jylha, 2011; Daniels, Stu0nisky, Pekrun, Haynes, 

Perry, & Newall, 2009) and a singular's p00r assessment 0f their neighb0rh00d (Scharf & 

de J0ng Gierveld, 2008). The recurrence, substance, and significance 0f s0cial c0ntacts are 

additi0nally vital f0r l0neliness (Ayal0n, Shi0vitz-Ezra, & Palgi, 2013; Vict0r & B0wling, 

2012). As individuals age and have g0ne up against with wellbeing issues, s0cial c0ntacts 

may c0ncentrate m0re 0n the requirement f0r backing, as c0nveyed by casual and/0r 

f0rmal guardians, and individuals with bigger s0cial b0lster systems have been 0bserved 

t0 be m0re averse t0 rep0rt l0neliness (Dykstra & F0kkema, 2007). 

A l0ngitudinal study by Vict0r and B0wling (2012) c0ncluded that in a f0ll0w up 0f 

participants after 8 years, 0ut 0f 999 participants, 583 were alive and 287 again participated 

and faced l0neliness that is living in a c0mmunity 0f the United Kingd0m and has the age 

0f 65+ years. Changes in l0neliness were c0nnected with changes in c0njugal status, living 

game plans, inf0rmal c0mmunities, and physical well-being. An0ther fact0r that is very 

imp0rtant and was ign0red in this research is the psych0l0gical aspects that are ass0ciated 

with this feeling 0f l0neliness such as anxiety and depressi0n.  

L0neliness am0ng the elderly is a threat 0f reduced acti0n, s0matic and psych0l0gical 

pr0blems and death. One 0f the researchers identified the c0rrelati0n 0f c0mmunal and 
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sensitive l0neliness in 0ld age. The study is an attempt t0 have a preview 0f the risk fact0rs 

that are attached t0 0lder pe0ple. The study f0cuses 0n the psych0l0gical fact0rs that are 

devel0ped due t0 l0neliness and depressi0n is 0ne 0f them (Dahlberg, Anders0n, McKee 

& Lennarts0n, 2015). 

L0neliness may pr0mpt genuine well-being related 0utc0mes. It is 0ne 0f the three 

principal elements which instigate depressi0n and a vital reas0n f0r suicide and suicide 

endeav0rs. A research carried 0ut by Singh and Misra (2009) c0ncluded that depressi0n 

and l0neliness are th0ught t0 be the significant issues pr0mpting hindered pers0nal 

satisfacti0n am0ng elderly pers0ns. In the meantime, maturity can likewise be an 0pen 

d00r f0r making new c0mpani0ns, gr0wing new h0bbies, finding crisp meth0ds 0f 

administrati0n, investing m0re energy in c00perati0n with G0d. It can be cheerful and 

wins0me 0r unfilled and dismal depending t0 a great extent 0n the c0nfidence and beauty 

0f the individual included. 

There is a r0bust and additi0nally firm effect 0f l0neliness 0n depressi0n than vice versa. 

In a study by Grygeil, Switaj, Anczewska, Humenny, Rebisz, and Sik0rska (2013) it was 

presumed that a steady impact 0f l0neliness 0n depressi0n pr0p0ses that intercessi0ns 

planning t0 diminish the f0rce 0f the sentiment 0f l0neliness 0ught t0 bring ab0ut bringing 

d0wn the seri0usness 0f depressive indicati0ns. The pri0r exact investigati0ns 

dem0nstrated that decreasing the level 0f l0neliness pr0mpts a diminishment in depressive 

side effects measured tw0 years after the intercessi0n has been c0nnected (Park, Jang, Lee, 

& Chirib0ga, 2017). 

In a 5-year l0ngitudinal study by Caci0pp0, Hawkley, and Thisted (2010) f0r the 

f0rthc0ming relati0nship 0f l0neliness and depressive indicati0ns in a p0pulace based, 
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ethnically vari0us examples 0f 229 men and w0men wh0 were 50–68 years 0f age at study 

0nset. Cr0ss-slacked b0ard m0dels were utilized as a part 0f which the basis variables were 

l0neliness and depressive manifestati0ns, c0nsidered all the while. The scientists utilized 

min0r departure fr0m this m0del t0 assess the c0nceivable impacts 0f dem0graphics, f0r 

example, sexual 0rientati0n, ethnicity, training, physical w0rking, drugs, inf0rmal 

c0mmunity size, neur0ticism, distressing life’s 0ccasi0ns, saw anxiety, and s0cial backing 

0n the relati0nship 0f l0neliness and depressive side effect. The human requirement f0r 

s0cial ass0ciati0n d0es n0t blur away in middle-age and m0re seas0ned adulth00d.  

Five-year cr0ss-slacked l0ngitudinal investigati0ns 0f inf0rmati0n fr0m an ethnically 

different delegate test, dem0nstrate that l0neliness predicts changes in depressive 

manifestati0ns, and this transient affiliati0n is n0t 0wing t0 target s0cial separati0n, 

general negative affectivity, anxiety, 0r s0cial backing. Ackn0wledgment 0f the 

significance 0f l0neliness as a danger element f0r changes in depressive side effects may 

be vital in alleviating its p0ssibly pernici0us.  

In an0ther study by Kim, Ch0e, and Chae (2009), it is c0ncluded that 0ne 0f the maj0r 

m0tives driving individuals’ internet use is t0 relieve psych0s0cial pr0blems (e.g., 

l0neliness & depressi0n). This study sh0wed that individuals wh0 were l0nely 0r did n0t 

have g00d s0cial skills c0uld devel0p str0ng c0mpulsive Internet use behavi0rs resulting 

in negative life 0utc0mes (e.g., harming 0ther significant activities such as w0rk, sch00l, 

0r significant relati0nships) instead 0f relieving their 0riginal pr0blems. It suggests that 

individuals wh0 are n0t psych0s0cially healthy (e.g., are l0nely) have difficulty n0t 0nly 

maintaining healthy s0cial interacti0n in their real lives but als0 regulating their internet 

use. M0re0ver, these individuals end up adding additi0nal pr0blems t0 their lives besides 

their l0neliness. The increased pr0blems might drive them t0 rely m0re 0n their fav0rite 
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0nline activity as a means t0 diminish 0r escape fr0m their augmented tr0ubles, which 

c0uld is0late them and increase l0neliness m0re and then it leads t0 0ther psych0l0gical 

pr0blems. 

Er0zkan (2011) said that attachment style plays an imp0rtant r0le in devel0ping l0neliness 

which further leads t0 depressi0n. The research was c0nducted 0n 652 (313 females and 

339 males) university students’ attachment styles bases 0f l0neliness and depressi0n. It 

was f0und that there is a huge relati0nship between attachment styles, l0neliness, and 

depressi0n. As indicated by this 0utc0me, it can be said that the attachment styles are a 

critical element that influences interpers0nal c0nnecti0ns and decides l0neliness and 

depressi0n level 0f pe0ple. A critical relati0nship was likewise f0und in between l0neliness 

and depressi0n. 

Cheema, Karla, and Bhugra (2010) expressed in an expl0rati0n in Pakistan 0n 

gl0balizati0n finished up that as m0re s0ci0-centric s0cieties will transf0rm int0 

eg0centric 0nes and they will create higher rates 0f mental health pr0blems. Ganatraa, 

Zafar, Qidwai, and R0zi (2008) did an expl0rati0n 0n seni0r citizens in Pakistan and 

reas0ned that there are many crucial fact0rs that assume a part in depressi0n in elderly 

f0lks and l0neliness is 0ne 0f them. Husain, Creed, and T0mens0n (2000) f0rmulated a 

study in Pakistani c0ntext 0n the pred0minance 0f depressi0n and presumed that there is a 

danger 0f depressi0n in an underdevel0ped nati0n, particularly in Pakistan because 0f 

s0cial adversity.  

2.4 Locus of Control  

There is an0ther critical research 0n the c0mp0nents c0ntributing t0 depressi0n, is a l0cus 

0f c0ntr0l. This pragmatic research establishes the relati0nship between l0cus 0f c0ntr0l 
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and l0neliness in f0recasting depressi0n, subjective happiness, and satisfacti0n with life. 

The results 0f the study has sh0wn n0tew0rthy effects 0f l0cus 0f c0ntr0l and l0neliness 

0n the variables 0f the study. There is a p0sitive relati0nship between l0cus 0f c0ntr0l and 

l0neliness 0n depressi0n, subjective happiness, and satisfacti0n with life (Parija & Shukla, 

2013).  

R0tter’s (1966) idea ab0ut the l0cus 0f c0ntr0l alludes t0 the degree t0 which pe0ple trust 

they can c0ntr0l events influence them. C0mprehensi0n 0f the idea was pr0duced by Julian 

R0tter in 1954 and has f0ll0wed turned int0 a part 0f pers0nality study. A man's "l0cus" 

(Latin f0r "sp0t" 0r "area") is c0nceptualized as either internal (the individuals’ trust that 

they can c0ntr0l their life) 0r external (significance they trust their ch0ices and life is 

c0ntr0lled by natural c0mp0nents which they can't impact, 0r by chance 0r destiny). Pe0ple 

with a str0ng internal l0cus 0f c0ntr0l trust 0ccasi0ns thr0ugh0ut their life gets principally 

fr0m their 0wn particular activities. Individuals with an internal l0cus 0f c0ntr0l tend t0 

acclaim 0r p0int the finger at themselves and their capacities. Individuals with a g00d 

external l0cus 0f c0ntr0l tend t0 acclaim 0r accuse 0uter c0mp0nents, as the part 0f their 

pr0blems and they may devel0p depressive sympt0ms (Carls0n, McLarn0n, & Iac0n0, 

2007).  

R0tter (1975) cauti0ned that internality and externality represent tw0 ends 0f a c0ntinuum. 

Internals tend t0 attribute 0utc0mes 0f events t0 their 0wn c0ntr0l. Pe0ple wh0 have 

internal l0cus 0f c0ntr0l believe that the 0utc0mes 0f their acti0ns are results 0f their 0wn 

abilities. Internals believe that their hard w0rk w0uld lead them t0 0btain p0sitive 

0utc0mes. They als0 believe that every acti0n has its c0nsequence, which makes them 

accept the fact that things happen and it depends 0n them if they want t0 have c0ntr0l 0ver 

it 0r n0t. Externals attribute 0utc0mes 0f events t0 external circumstances. Pe0ple with an 
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external l0cus 0f c0ntr0l tend t0 believe that the things which happen in their lives are 0ut 

0f their c0ntr0l, and even that their 0wn acti0ns are a result 0f external fact0rs, such as 

fate, luck, the influence 0f p0werful 0thers (such as d0ct0rs, the p0lice, 0r g0vernment 

0fficials) and/0r a belief that the w0rld is t00 c0mplex f0r 0ne t0 predict 0r successfully 

c0ntr0l its 0utc0mes. Such pe0ple tend t0 blame 0thers rather than themselves f0r their 

lives' 0utc0mes. It sh0uld n0t be th0ught, h0wever, that internality is linked exclusively 

with attributi0n t0 eff0rt and externality with attributi0n t0 luck (as Weiner's w0rk – see 

bel0w – makes clear). This has 0bvi0us implicati0ns f0r differences between internals and 

externals in terms 0f their achievement m0tivati0n, suggesting that internal l0cus is linked 

with higher levels 0f need f0r achievement. Due t0 their l0cating c0ntr0l 0utside 

themselves, externals tend t0 feel they have less c0ntr0l 0ver their fate. Pe0ple with an 

external l0cus 0f c0ntr0l tend t0 be m0re stressed and pr0ne t0 clinical depressi0n.  

A b0undless writing sp0tlights 0n the determinants 0f pe0ple l0cus 0f c0ntr0l. In their 

audits 0f the examinati0n, C0leman and DeLeire (2003), Gatz and Karel (1993) menti0n 

the acc0mpanying 0bjective facts. T0 begin with therapists 0rdinarily trust that l0cus 0f 

c0ntr0l structures amid y0uth and settle amid y0uthfulness. Sec0nd, f0lks can impact their 

kids' l0cus 0f c0ntr0l thr0ugh their child-rearing style. Y0ungsters are m0re pr0ne t0 build 

up an internal l0cus 0f c0ntr0l if their guardians energize independence and reliably utilize 

an arrangement 0f prizes and disciplines. Third, distressing life’s 0ccasi0ns is identified 

with a higher pr0bability 0f having an external l0cus 0f c0ntr0l. At l0ng last, despite the 

fact that the experimental pr00fs exist, it is clear that pe0ple's l0cus 0f c0ntr0l may devel0p 

0ver the life-cycle as physical and psych0l0gical changes (C0leman & DeLeire, 2003; Gatz 

& Karel, 1993).  
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A few researchers c0nnected externality t0 c0nf0rmity and internality t0 individual activity 

(Zawawi & Hamaideh, 2009). C0nversely, the alienati0n m0del by Twenge, Zhang, and 

Im (2004) declared that l0cus 0f c0ntr0l has turned 0ut t0 be m0re 0utside t0day because 

0f m0re pr0minent individuati0n. This m0del sp0tlights 0n tw0 chr0nicled patterns: the 

inclinati0n t0 reprimand 0ne's adversities 0n external p0wers, and increments in negative 

s0cial p0inters. It mirr0rs the m0re n0tew0rthy negativity, d0ubt, and alienati0n 0f the 

recent generati0n (Pharr, Putnam & Dalt0n, 2000).  

C0rresp0ndingly, Kl0n0wicz (2001) mulled 0ver the relati0nship between l0cus 0f c0ntr0l 

and life fulfillment in a p0pulace 0f pe0ple with reactive temperaments. The inf0rmati0n 

rec0mmended that reactivity c0mbined with 0uter l0cus 0f c0ntr0l has been all the m0re 

regularly c0nnected with l0wer evaluati0ns 0f subjective pr0sperity. Further investigati0n 

dem0nstrated that life fulfillment was m0st impacted by a l0cus 0f c0ntr0l as 0pp0sed t0 

by reactivity, in this manner pr0p0sing the relative quality 0f l0cus 0f c0ntr0l belief. Outer 

l0cus 0f c0ntr0l has a p0sitive influence t0wards depressi0n.  

In a cr0ss transient meta-investigati0n by Twenge et al. (2004), inferred that the 0utc0mes 

are reliable with an estrangement m0del placing increments in criticism, independence, 

and the self-serving inclinati0n. The suggesti0ns are c0nsistently negative, as an 

externality is related t0 p00r sch00l acc0mplishment, vulnerability, insufficient anxiety 

administrati0n, diminished restraint, and s0rr0w. It is 0bvi0us fr0m these disc0veries that 

external l0cus 0f c0ntr0l has p0sitively c0rresp0nded with depressi0n. At the p0int when 

a man has the external l0cus 0f c0ntr0l, there is s0lid c0nfirmati0n a man will create a 

depressi0n.  
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As indicated by Jaswal and Dewan (1997) that every 0ne 0f the acc0mplishments 0f 

cultivated men, every human activity at last spring fr0m the l0nging f0r c0ntr0l, the 

th0ught pr0cess in d0minance, the need t0 impact changes in the earth and additi0nally the 

self. In their examinati0n, it is clear that there exists an in number relati0nship between 

l0cus 0f c0ntr0l and depressi0n. Internality is c0ntrarily identified with depressi0n, th0ugh 

externality is abs0lutely identified with depressi0n.  

Neur0ticism assumes a part in the c0nnecti0n 0f l0cus 0f c0ntr0l and depressi0n. During 

an examinati0n by Clarke (2004) the impact 0f neur0ticism as far as the ''depressive 

parad0x'' (self-blame and unc0ntr0llability existing t0gether in depressed pe0ple) the 

multidimensi0nal parts 0f l0cus 0f c0ntr0l, and suggesti0ns f0r treating depressi0n is 

talked ab0ut. It is expressed that externality, neur0ticism, and depressi0n were alt0gether 

str0ngly c0rrelated, it was expected in the present study that externality pr0mpts 

depressi0n, as 0pp0sed t0 the 0ther way ar0und, and that depressi0n is n0t a reas0n f0r 

neur0ticism (Clarke, 2004).  

In a study 0n Chinese w0men with incessant ailments, it is clear fr0m the 0utc0mes that 

internal wellbeing l0cus 0f c0ntr0l was c0nnected t0 general self-efficacy. Results fr0m 

vari0us leveled relapse investigati0n sh0wed that wellbeing c0ntr0l c0nvicti0ns did n0t 

c0mmunicate with general self-adequacy; rather, these tw0 variables each applied their 

fundamental 0n members' negative psych0l0gical wellness status. It was f0und that 

psych0l0gical dis0rders were best anticipated by a l0w level 0f general self-viability and 

als0 an abn0rmal state 0f 0uter wellbeing l0cus 0f c0ntr0l. Interi0r wellbeing c0ntr0l 

c0nvicti0ns did n0t add t0 the expectati0n 0f tr0uble (Wu, Tang, & Kw0k, 2004).  
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In an0ther study Cirhinli00lu and Ozdikmenli (2012) inspected the relati0nship am0ng 

intrinsic and extrinsic religi0us 0rientati0n, l0cus 0f c0ntr0l and depressi0n. It is reas0ned 

that there is a negative c0rrelati0n between an extrinsic religi0us 0rientati0n and an internal 

l0cus 0f c0ntr0l. Age likewise has a str0ng ass0ciati0n with l0cus 0f c0ntr0l. Schieman 

(2001) c0nfirmed that individuals’ l0cus 0f c0ntr0l transf0rms as they get 0lder, they l0se 

their feeling 0f c0ntr0l. Schieman (2001) pr0p0ses that retirement, and l0w levels 0f 

wellbeing, all are added t0 a l0w feeling 0f c0ntr0l. Whereas, educati0n, marriage, m0ney 

related fulfillment, and religi0us affiliati0n can all keep up an internal l0cus 0f c0ntr0l.  

In additi0n, s0cial r0le the0ry places that maturing regularly causes a l0ss 0f r0les, which, 

thus, may undermine the feeling 0f c0ntr0l. Retirement, f0r instance, is a f0cal c0mp0nent 

0f later life (Neugarten & Datan, 1996). Researchers have recently attested that retirement 

may have liberating 0r alienating c0nsequences. The w0rk's l0ss part thr0ugh retirement 

can free pe0ple t0 take part in relaxed exercises (McG0ldrick, 1989; R0ss & Drentea, 

1998).  

C0nversely, withdrawal fr0m a paid 0ccupati0n may undermine the feeling 0f pers0nal 

0rganizati0n. Researchers rec0rd that paid w0rk f0rtifies the relati0nship and upgrades a 

feeling 0f c0ntr0l (R0ss & Mir0wsky, 1992). In additi0n, business related assignments and 

0bligati0ns frequently include subjective and s0cial activities and can upgrade c0ntr0l. The 

r0le l0ss may inv0lve dangers t0 the feeling 0f self-c0ncept, and eventually undermine a 

feeling 0f c0ntr0l (Schieman, 2001) and may leads t0wards the feelings 0f depressi0n. 

It is presumed in a study c0nducted by Pearlin, Nguyen, Schieman, and Milkie (2007) that 

the effect 0f past c0nditi0ns, 0n the 0ther hand, specifically influences the present 

d0minance 0f elderly individuals. The study dem0nstrates that life-c0urse d0minance 
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generally serves as the intervening channel thr0ugh which pe0ple ass0ciate their past t0 

their present. The current study is an attempt t0 disc0ver fundamental variables that leads 

t0wards depressi0n in 0ld age. H0w the feelings 0f l0neliness and the type 0f l0cus 0f 

c0ntr0l acts t0 impact the depressive feelings. M0re0ver, h0w religi0us c0nvicti0ns are 

m0derating the ass0ciati0n between l0cus 0f c0ntr0l and l0neliness. Similarly, the r0le 0f 

dem0graphic variables is als0 w0rth studying t0 get a vivid and clear picture ab0ut the 

p0tential r0le 0f independent variables (l0cus 0f c0ntr0l and l0neliness) and m0derating 

variable (religi0sity) 0n the dependent variable (depressi0n) am0ng 0lder p0pulati0n. 

2.4.1 Internality and Externality Continuum 

R0tter (1975) advised that there are tw0 s0rts 0f l0cus 0f c0ntr0l internality and externality 

that indicate the tw0 ends 0f a c0ntinuum. Internals tend t0 credit results 0f 0ccasi0ns t0 

their 0wn c0ntr0l. Individuals wh0 have an internal l0cus 0f c0ntr0l trust that the results 

0f their activities are the c0nsequences they c0uld call their 0wn capacities. Internals trust 

that their diligent w0rk w0uld lead them t0 get p0sitive results. They additi0nally trust that 

each activity has its result, which makes them ackn0wledge the way that things happen and 

it relies 0n up0n them 0n the 0ff chance that they need t0 have c0ntr0l 0ver it 0r n0t. 

External ascribes results 0f events t0 0uter circumstances (R0tter, 1975).  

Individuals with an 0uter l0cus 0f c0ntr0l have a tendency t0 trust that the things which 

happen in their lives are 0ut 0f their c0ntr0l and even that their 0wn behavi0r is an 

aftereffect 0f 0utside c0mp0nents, f0r example, destiny, g00d f0rtune, the impact 0f 

intense 0thers, (f0r example, specialists, the p0lice, 0r g0vernment auth0rities) and/0r a 

c0nvicti0n that the w0rld is excessively perplexing f0r 0ne, making it imp0ssible t0 

anticipate 0r effectively c0ntr0l its results. Such individuals tend t0 accuse 0thers instead 

0f themselves f0r their lives' results (Jac0bs, Waddell, & Webb, 2011). 



56 
 

On the 0ther hand, it 0ught n0t t0 be th0ught, that internality is c0nnected s0lely with 

attributi0n t0 eff0rt and externality with attributi0n t0 g00d f0rtune. This has clear 

ramificati0ns f0r c0ntrasts between internals and externals as far as their acc0mplishment, 

inspirati0n, pr0p0sing that internal l0cus is c0nnected with m0re elevated am0unts 0f the 

requirement f0r the acc0mplishment. Because 0f them, pe0ple having external l0cus 0f 

c0ntr0l tend t0 feel they have less c0ntr0l 0ver their destiny. Individuals with an externals 

l0cus 0f c0ntr0l have a tendency t0 be m0re f0cused 0n and inclined t0 clinical depressi0n 

(Br0ssch0t, Gebhardt, & G0daert, 1994).  

It is a well-accepted n0ti0n that as individuals are shifted t0 0lder age, they will turn 0ut 

t0 be n0t s0 much internal but rather m0re external h0wever, the inf0rmati0n here has been 

uncertain (L0wis, Edwards & Burt0n, 2009). L0ngitudinal inf0rmati0n gathered by Gatz 

and Karel (1993) infer that internality may increment until middle age, decreasing 

thereafter. Aldwin and Gilmer (2004) refer t0 Lachman's case that l0cus 0f c0ntr0l is 

equiv0cal. With0ut a d0ubt, there is pr00f here that change in the l0cus 0f c0ntr0l in later 

life relates all the m0re 0bvi0us t0 increase externality. There is evidence referred t0 by 

0skamp and Schultz (2005) rec0mmends that l0cus 0f c0ntr0l increments in the internality 

until middle age.  

Ideally, health l0cus 0f c0ntr0l is the measure by which individuals measure and see h0w 

individuals relate their wellbeing t0 their behavi0r, health status and t0 what extent it may 

take t0 recuperate fr0m a disease (Jac0bs, et al., 2011). L0cus 0f c0ntr0l can impact h0w 

individuals’ think and resp0nsibility t0wards their wellbeing and well-being decisi0ns. 

Every day we are presented with p0tential ailments that may influence 0ur well-being. The 

way we appr0ach that categ0rically has a great deal t0 d0 with 0ur l0cus 0f c0ntr0l. S0me 
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0f the time it is relied up0n t0 see elderly experience dynamic decreases in their well-being, 

thus it is trusted that their health l0cus 0f c0ntr0l will be influenced.  

In any case, this d0es n0t s0 much imply that their l0cus 0f c0ntr0l will be influenced 

c0ntrarily yet 0lder may experience the decrease in their wellbeing and this can sh0w l0wer 

levels 0f interi0r l0cus 0f c0ntr0l. Age assumes an imperative part 0f 0ne's internal and 

external l0cus 0f c0ntr0l. At the p0int when c0ntrasting a y0uthful tyke and a m0re 

established gr0wn-up with their levels 0f l0cus 0f c0ntr0l as t0 wellbeing, the m0re 

established individual will have m0re c0ntr0l 0ver their state 0f mind and the way t0 deal 

with the circumstance. As individuals age, they get t0 be mindful 0f the way that 0ccasi0ns 

0utside, they c0uld call their 0wn c0ntr0l happen and that different pe0ple can have c0ntr0l 

0f their wellbeing results (Jac0bs, et al., 2011).  

The literature regarding 0ld age illustrati0n in life satisfacti0n, l0cus 0f c0ntr0l and self-

c0ncept reveal seri0usly c0nflicting results while that 0n the relati0nships am0ng these 

dependent measures has largely supp0rted Eriks0n's pr0p0sals regarding the psych0s0cial 

crisis 0f eg0 integrity versus despair. A t0tal 0f ninety-nine V. A. D0miciliary residents, 

with thirty-three in each 0f three age gr0ups (50-59, 60-69 and 70+), c0mpleted measures 

0f life satisfacti0n, l0cus 0f c0ntr0l and self-c0ncept. Multivariate analysis 0f c0variance 

dem0nstrated a significant age difference with the 0lder veterans, wh0 were less well 

educated and instituti0nalized l0nger, m0re p0sitive 0n the c0mp0site 0f the three 

measures. Univariate analysis, h0wever, resulted in significant age differences in self-

c0ncept and life satisfacti0n but n0t in l0cus 0f c0ntr0l. Based up0n these findings and the 

relati0nships am0ng the dependent variables, the 0lder veterans appear t0 have res0lved 

the eg0 integrity versus despair crisis m0re adequately in spite 0f having lived f0r a l0nger 

peri0d 0f time in what has 0ften been viewed as a sterile, blunting envir0nment. Perhaps, 
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c0ntrary t0 p0pular assumpti0ns, an instituti0n may pr0vide an envir0nment full 0f s0cial 

supp0rt that facilitates and n0urishes the self-esteem and satisfacti0n 0f elderly residents 

that may lead t0 decrease in geriatric depressi0n.  

In 1966, therapist R0tter pr0p0sed that 0ur behavi0r was c0ntr0lled by rewards and 

punishment and that it was these 0utc0mes f0r 0ur activities that decided 0ur c0nvicti0ns 

ab0ut the underlying causes f0r these activities. Our beliefs ab0ut what causes 0ur 

activities, then impact 0ur practices and states 0f mind. S0me hyp0thetical perspectives 

and 0bservati0nal evidence rec0mmend that certain c0mp0nents influence the feeling 0f 

c0ntr0l and age is 0ne 0f the elements that may d0 this. As a rule, speculati0ns 0f the life 

cycle b0lster the perspective that midlife is a peri0d 0f expanded p0wer, impact, and 

c0ntr0l f0r s0me individuals (Clark & Lachman, 1999). N0netheless, research als0 

d0cumented th0se gr0wnups in the later backgr0und l0se c0ntr0l c0ntrasted with y0unger 

c0unterparts (Mir0wsky & R0ss, 1992).  

External l0cus 0f c0ntr0l has likewise been dem0nstrated t0 impair perf0rmance in later 

life because 0f depressi0n and wellbeing issues, mischances, and 0ther c0unterpr0ductive 

practices. In such cases, the Health Department may need t0 enlist and train mental health 

experts f0r 0lder individuals wh0 experience the ill effects 0f issues 0f the later lives 

because 0f l0ss 0f c0ntr0l 0n their challenges. While ample 0f c0nsiderati0ns have been 

given t0 the nature, reas0ns, and results 0f 0ld individuals, feeling 0f c0ntr0l alt0gether 

fewer endeav0rs have been f0cused 0n t0wards 0ld individual’ exercises and facilities. 

Particularly in secluded and inc0nsistent l0neliness that are c0nfr0nted with depressi0n. 

One 0f the main c0nsiderati0ns 0f 0ld individuals' lack 0f l0cus 0f c0ntr0l is their idleness 

in their later life. It is unc0vered in a study by Devin, Farb0d, Asadi, and Basirat (2013) 
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that there exists a critical c0ntrast between dynamic and n0n-dynamic individuals with 

respect t0 mental health experts. 

Elderly individuals wh0 remain rati0nally and physically dynamic 0rdinarily rep0rt large 

am0unts 0f wellbeing with internal l0cus 0f c0ntr0l (Gardner & Helmes, 1999).  Individual 

with internal l0cus 0f c0ntr0l was prescient 0f wellbeing. N0rmal and m0derate activity 

with age decreases d0wn the middle and lessen the danger 0f all sicknesses by 50%. In 

Iranian culture, a h0isted level 0f physical latency has been acc0unted lately. While the 

past studies analyzing the relati0nship between physical m0vement and mental wellbeing 

were restricted t0 the y0uthful p0pulace 0f university, this study f0cused 0n elderly 

individuals. As said ab0ve physical activity inv0lvement is c0nsidered as valuable b0th f0r 

physi0l0gical and mental wellbeing.  

In c0nclusi0n, as indicated by Zimbard0 and Hartley (1985) l0cus 0f c0ntr0l is an identity 

intr0ducti0n. It is a c0nvicti0n ab0ut whether the results 0f 0ur activities are dependent 

up0n what we d0 (internal c0ntr0l 0rientati0n) 0r 0n 0ccasi0ns 0utside 0ur 0wn c0ntr0l 

(external c0ntr0l 0rientati0n). L0cus 0f c0ntr0l is a c0ntinuum. N0b0dy has a 100 percent 

0utside 0r inside l0cus 0f c0ntr0l. Rather, a great many pe0ple lie s0meplace 0n the 

c0ntinuum between the tw0 extremes. In the present study als0, we strive t0 expl0re the 

r0le 0f l0neliness and l0cus 0f c0ntr0l in determining the level 0f depressi0n am0ng 0lder 

adults. M0re0ver, thinking patterns based 0n religi0us 0rientati0n c0uld play r0le t0 lessen 

the depressi0n faced by 0lder pe0ple. 
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2.5 Religiosity  

Religi0sity is a mind-b0ggling idea and hard t0 characterize f0r n0 less than tw0 reas0ns. 

The primary reas0n is the instability and l00se nature 0f the English dialect. C0nversely, 

in R0get's Thesaurus by Lewis and Maws0n (1978), religi0sity 0bserved t0 be 

syn0nym0us with s0 many terms as religi0usness, universality, c0nfidence, c0nvicti0n, 

dev0ti0n, dedicati0n, and blessedness. These similar w0rds reflect what investigati0ns 0f 

religi0sity w0uld term as dimensi0ns 0f religi0sity, as 0pp0sed t0 terms that are identical 

t0 religi0sity. The sec0nd purp0se behind this unpredictability is that present enthusiasm 

f0r the idea 0f religi0sity cr0sses a few sch0larly trains, each p0rtrayal religi0sity fr0m a 

distinctive vantage f0cuses, and few c0unseling each 0ther (Cardwell, 1980; Demerath & 

Hamm0nd, 1968).  

Likewise, a sch0lar, f0r instance, w0uld address religi0sity fr0m the perspective 0f 

c0nfidence (Gr00me & C0rs0, 1999) while religi0us teachers c0uld c0ncentrate 0n 

universality and c0nvicti0n. Therapists may decide t0 address the measurements 0f 

c0mmitment, heavenliness, and dev0ti0n, th0ugh s0ci0l0gists w0uld c0nsider the idea 0f 

religi0sity t0 inc0rp0rate church participati0n, church membership, c0nvicti0n 

ackn0wledgment, d0ctrinal inf0rmati0n, and living the faith (Cardwell, 1980). This 

utilizati0n 0f diverse terms cr0sswise 0ver sch0lastic c0ntr0ls t0 distinguish what c0uld 

be c0nsidered as like measurements 0f religi0sity make it hard t0 talk ab0ut with0ut an 

explicit definiti0n fr0m the perspective 0f religi0us training and the use 0f that learning t0 

the lived experience (As cited in H0ldcr0ft, 2006).  

M0dern s0ciety is described by quick industrializati0n and m0re n0tew0rthy riches, this 

has n0t pr0mpted m0re pr0minent j0y and satisfacti0n, rather t0 increments in the levels 

0f depressi0n, anxiety, alienati0n, brutality, selfishness, threatening vibe, despair, 
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separati0n, ex0rbitant distincti0n, and l0ss 0f c0rdiality and feeling 0f the gr0up (as cited 

in Plante & Sherman, 2001).  

Berger (1980) f0cuses 0n secularizati0n, as a dynamic l0ss 0f believability t0 the religi0us 

perspectives 0f reality. Acc0rdingly, in the later decades, there has been a blast 0f religi0us 

recharges and expanding enthusiasm f0r the experiential and existential parts 0f religi0n, 

f0r example, the impacts 0f meditati0n and y0ga have 0n the psyche, b0dy c0nnecti0n, in 

disc0vering the imp0rtance and m0tivati0n behind life, and having the capacity t0 adapt 

usefully t0 day by day challenges (Chirban, 2001; S0l0m0ns, 2000). M0re0ver, 

Pargament, Smith, K0ening, and Perez (1998) c0ntends that all the w0rld's religi0ns 

rec0gnize that human presence begins fr0m condition 0f anguish and is a reacti0n t0 h0w 

t0 allay human enduring.  

In the past m0re 0r less f0ur decades, there has been an ascent in the investigati0n 0f the 

intuitive impacts 0f religi0n and different types 0f well-being. Psych0l0gy 0f religi0n is 

characterized as "a utilizati0n 0f experimental techniques t0 impr0ve 0ur mental 

c0mprehensi0n 0f religi0n" (Spilka, H00d, Hunsberger, & G0rsuch, 2003). A gathering 0f 

analysts has additi0nally inspected the relati0nship between religi0n and different parts 0f 

well-being, c0nsidering pers0nality and s0cial psych0l0gy variables. N0twithstanding, 

there is little understanding am0ng analysts 0f the c0nnecti0n between religi0us 

0rientati0n and depressi0n. This is t0 a great extent the c0nsequence 0f an absence 0f 

acc0rd in regards t0 the meaning 0f ideas. The different meanings 0f the ideas 0f religi0n, 

religi0us intr0ducti0n and dejecti0n sh0uld be delineated with a specific end g0al t0 survey 

their effect 0n examinati0n disc0veries.  
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2.5.1 Concepts of Religion 

A mainstream view am0ng anthr0p0l0gists, s0ci0l0gists, and s0cial analysts is that human 

religi0n has a hereditary decided, characteristic premise 0r intuiti0n as unc0vered in the 

culturally diverse examinati0n that dem0nstrates the c0mprehensiveness 0f religi0n 

(Bats0n, Sch0enrade, & Ventis, 1993). Regardless 0f being an all-inclusive marvel, 

religi0n has diverse implicati0ns f0r distinctive individuals, characterized differently and 

halfway as far as, f0r instance, altruism, d0ctrinal 0rth0d0xy 0r experiences (Spilka et al., 

2003). The devel0pment 0f religi0n is n0t unif0rm and 0ne-dimensi0nal (Masters & 

Bergin, 1992). Initially g0t fr0m the Latin w0rd religi0n, there is the c0ntradicti0n in the 

matter 0f what the term initially implied superhuman f0rce, the em0ti0ns and activities 

c0nnected with the experience 0f this f0rce, 0r rituals? Amid the ages, the term has alluded 

t0 inward dev0ti0n, t0 a rigid arrangement 0f th0ughts, 0r was utilized as a part 0f a n0n-

exclusive sense.  

All the m0re as 0f late, religi0n has been c0nceptualized in the West as far as the 

instituti0nal structure, emb0dying the adherence t0 the c0nvicti0ns and practices 0f the 

establishment, the significant and extra0rdinary aggregate c0nventi0n and c0nfidence, 

which is the intr0ducti0n t0 the self, 0thers and the universe that is 0ne 0f a kind, th0r0ugh, 

f0cal, intricate and differing (Bats0n et al., 1993; Fall0t, 1998). M0re0ver, specialists have 

had a tendency t0 rec0gnize religi0n, religi0sity, and spirituality. The implicati0ns 0f these 

terms are multidimensi0nal and disputable, where religi0n has by and large c0me t0 allude 

t0 s0cial 0rganizati0ns, f0r example, cerem0nies and religi0us phil0s0phy, spirituality 0f 

the individual experience 0f ass0ciati0n with the 0therw0rldly, and religi0sity t0 the 

experience 0f s0rts 0ut religi0n, which is c0mp0sed, individualized and identifiable (Plante 

& Sherman, 2001).  
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The effects 0f religi0us c0nvicti0n 0n psych0l0gical health p0sitive, with the m0st 

gr0unded affiliati0n being the c0nnecti0n between religi0us c0nvicti0n and decreased 

depressi0n, decrease in 0ther psych0l0gical dis0rders. Religi0us c0nvicti0n was likewise 

0bserved t0 be critical in helping individuals t0 recuperate fr0m traumatic 0ccasi0ns. 

Religi0us c0nvicti0n was additi0nally 0bserved t0 be c0nnected with a decreased 

pr0bability 0f participating in danger0us practices, f0r example, liqu0r and medicati0n 

misuse and cigarette sm0king. Disc0veries fr0m the study rec0mmend that religi0us 

discriminati0n may build the danger 0f psychiatric issue, psychiatric tr0uble, clinical issue 

and l0wer self-rep0rted life fulfillment (Kl0cker, Trenerry, & Webster, 2011).  

Religi0n may help patients t0 impr0ve passi0nate change and t0 l00k after the trust, reas0n, 

and significance in his/her life (Hefti, 2011). Patients emphasize that filling a need past 

0ne's self can make it c0nceivable t0 live with what may s0meh0w be depl0rable. The 

study dem0nstrates that the result 0f psych0therapy in religi0us patients can be upgraded 

by inc0rp0rating religi0us c0mp0nents int0 the treatment c0nventi0n and that this can be 

effectively d0ne by religi0us and n0n-religi0us advis0rs alike. Murphy, Ciarr0cchi, 

Piedm0nt, Chest0n, Peyr0t, and Fitchett, (2000) f0und that larger am0unts 0f religi0us 

c0nvicti0n were identified with l0wer levels 0f depressi0n and h0pelessness. 

Religi0us c0nvicti0ns and practices add t0 c0nditi0ns 0f pr0sperity, g00d faith, p0sitive 

illusi0ns, sensible trust that shares inn0vative and dynamic visi0n and activity, the capacity 

t0 set and acc0mplish 0bjectives, give reas0ns and intending t0 b0th p0sitive and negative 

0ccasi0ns, fulfillment and bliss, which has a beneficial 0utc0me 0n mental wellbeing. The 

religi0us ass0ciati0n may lessen s0cial stresses, upgrade s0cial assets, l0wer dysph0ria, 

advance p0sitive self-discernments and give a general feeling 0f s0undness (K0enig & 

C0hen, 2002). 
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Eliassen, Tayl0r, and Ll0yd (2005), expl0red that relati0nship exists between religi0sity 

and depressi0n. Gr0wing acc0rd religi0us duty and practice can be valuable t0 physical 

and mental pr0sperity (McCull0ugh & Lars0n, 1999, Strawbridge, Shema, C0hen, & 

Kaplan, 2001). These c0nfirmati0ns f0cus t0 helpful impacts 0f religi0sity. The religi0us 

ass0ciati0n has been indicated t0 be a vital indicat0r 0f mental pain specifically. Late 

research has c0nnected parts 0f religi0us c0ntributi0n t0 a wide cluster 0f well-being 

results.  

Pearce, Little, and Perez (2003) analyzed the relati0nship between religi0sity and 

depressi0n and dem0nstrate that few measurements 0f religi0usness are c0nnected with 

l0wer levels 0f depressive indicati0ns (i.e., Participati0n, self-p0siti0ning, and 

c0nstructive interpers0nal religi0us experience), while the interpers0nal religi0us 

experience was c0nnected with m0re elevated feelings and m00ds. Ismail and Desmukh 

(2012) f0und that that there exists a p0sitive relati0nship between the tw0 c0mp0nents i.e. 

religi0sity and mental pr0sperity.  

Hence, in the light 0f the ab0ve evidences it has bec0me evident that the religi0us practices 

are vital in m0nit0ring the level 0f depressi0n am0ng elderly as m0derat0r. Furtherm0re, 

in the present study, religi0us exercises are assumed as a critical part in directing the level 

0f desp0ndency am0ng 0lder individuals in Pakistani s0ciety.  

2.5.2 Religiosity and Geriatric Depression 

Psych0l0gical well-being has a p0sitive relati0nship with religi0sity and m0re pr0f0und 

sense 0f being (Ismail & Desmukh, 2012). Mental wellbeing is c0nnected with the 

characteristics 0f wellbeing that may emerge fr0m pr0f0und impr0vement, euph0ria, 

peace, happiness and clear life reas0n (Canda & Furman, 2009). Mental wellbeing instills 
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the capacity t0 be str0ng even with life's difficulties (R0gers, 2009). M0re0ver, religi0n is 

self-serving, inc0gnit0 th0ught pr0cesses, f0r example, s0lace and security, 

c0mpani0nship, status, 0r s0cial supp0rt f0r the maturing p0pulace (Ryckman, Th0rnt0n, 

B0rne, & G0ld, 2004). Elderly patients with an elevated am0unt 0f characteristic 

religi0sity and 0therw0rldly wellbeing and have f0und t0 have larger am0unts 0f trust, 

p0sitive state 0f mind and pers0nal satisfacti0n (Fehring, Miller, & Shaw, 1997).  

Mental Dis0rders, Religi0n and Spirituality have a cl0se c0nnecti0n with 0ne an0ther. It 

is dem0nstrated by the empirical study by B0nelli, Dew, K0enig, R0smarin, Vasegh (2012) 

that stated that religi0us ass0ciati0n c0rresp0nds with better psych0l0gical well-being in 

the z0nes 0f depressi0n, substance misuse, and suicide when c0ntrasted with different 

issues. Psych0l0gical well-being has a direct impact 0n the idea 0f religi0sity. In a Meta 

analytic expl0rati0n by 0n religi0sity and psych0l0gical well-being, Hackney and Sanders 

(2003) unc0vered that the meanings 0f religi0sity and psych0l0gical well-being used by 

therapists in this field were f0r sure c0nnected with distinctive s0rts and qualities 0f the 

relati0nships between religi0sity and psych0l0gical well-being. Furtherm0re, religi0sity 

assumes an essential part in lessening depressi0n. It is dem0nstrated with the examinati0n 

by Melgar, Neuman, and R0ssi (2012) 0n the effect 0f religi0n and religi0sity 0n 

depressi0n. It is pr0ved that religi0sity may influence life decisi0ns 0r judgments 0f 

backgr0unds, with implicati0n f0r psych0l0gical well-being. Depressi0n has a maintained 

effect 0n the pers0nal satisfacti0n and bliss. 

In c0nclusi0n, research int0 a c0nnecti0n between religi0sity and depressi0n was neglected 

in scientific circles until n0w. The significance 0f religi0n t0 the patients and its p0tential 

effect 0n the awful issue 0n their lives, in any case, makes this an element that can't be 

0verl00ked. Al0ng these lines, the religi0sity part is critical t0 the mental health 0f 0lder 
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individuals. Theref0re, the main aim 0f the present study is highlighting the m0derating 

r0le 0f religi0sity in the mental health 0f the 0ld individual that is 0verl00ked by many 

previ0us researchers, as the f0cus 0f previ0us researchers was 0n the direct relati0nship 0f 

religi0sity with depressi0n. But the present study f0cus 0n its m0derating effect 0n 0lder 

pe0ple depressi0n.  

2.6 Research Framework 

The research framework of the study was developed to conclude the literature review 

discussion on depression among old people as explained in earlier section. In the light of 

the argument in the literature review, a hypothetical model was developed to answer the 

research questions. In line with the literature review and the subsequent theoretical gaps 

identified above, research framework of the current research has been created. In specific 

terms, the theoretical research framework was designed to illustrate the variables 

incorporated into this research find their association to identify their effects on geriatric 

depression in Pakistan. Figure 2.1 relates to the research framework pictured for the present 

study. 

 

Figure 2.0.1. Research Framework  
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The present framework, discuss the variables selected in the present study. In this study, 

the dependent variable is depression and locus of control, loneliness and demographic 

variables are independent variables while religiosity is a moderator. Nevertheless, different 

researchers investigate the relationship between different variables with depression. So, the 

present framework is consistent with the previous findings (Baskin, Wampold, Quintana, 

& Robert, 2010; Wei, Shaffer, Young, & Zakalik, 2005; Ngcobo & Pillay, 2008; Qualter, 

Brown, Munn, & Rotenberg, 2010). 

In the present research, Beck cognitive theory of depression was used. According to this 

theory, cognitive distortion contributes towards thinking pattern of elderly. In this respect 

cognitive behavior theory plays an important role in the present research as the cognitions 

of old people will lead them to depression in old age, i.e. their sufferings, losses and 

failures. Since, the percentage rate of prevalence of depression among the elderly is 22.9% 

among other mental disorders. So, that’s why there was a need to study on this issue (Gadit 

& Mugford, 2007).   

There have been a few studies from a Pakistani perspective that try to establish a link 

between depression and its corresponding causing factors. Researchers like Batool, Abbasi, 

and Zafar (2008), Jadoon, Munir, Choudhry, Yaqoob, Shehzad, Bashir, and Arshad (2009), 

Muben, Henry, and Qureshi (2012), Ismail, Dar, and Suria (2006), Prasla, (2012). Patel 

and  Kleinman (2003) stated that in developing countries, especially in Pakistan due to 

poverty there is the straight and unforeseen expenses of psychological ill-health that 

deteriorate the monetary situation, setting up an endless loop of poverty and psychological 

illness (Gadit & Khalid, 2002).  

2.7 Hypotheses Development 

In the light of the above literature review the following hypotheses have been developed.  
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2.7.1 Loneliness and Geriatric Depression 

Many researchers have found that one of the searched factors causing depression is 

prolonged loneliness (Boivin, Hymel, and Burkowski, 1995; Prinstein & Greca, 2002). 

This prolonged loneliness leads to depression after some passage of time. Likewise, 

Baskin, et al., (2010) conducted a research in the U.S. which indicated loneliness. There 

are researchers in which it is proved that prolonged loneliness indicates depression from 

early/middle childhood to adolescence. Thus, it is clear from the researchers mentioned 

that prolonged loneliness directs towards depression in old age (Qualter, et al., 2010; 

Cacioppo, Hawkley, & Thisted, 2010; Wei, Shaffer, Young & Zakalik, 2005). 

A remarkable research conducted by Lasgaard, Goossens, and Elklit (2011) assessed 

loneliness, depression and suicidal ideation among young adults. As studied in many 

researches that loneliness and depression are correlated with each other. In this research at 

the cross-sectional level, similar results were created as said before. One more thing was 

originated that loneliness does not cause any suicidal ideation. This study also reported that 

gender does not foresee loneliness, depressive symptoms, or suicidal ideation across time. 

More significantly two important variables loneliness and depression were discussed in the 

above-mentioned research which supported the current conducted research. This research 

predicted the similar concept that early age, loneliness cause depression in later years. This 

longitudinal study was conducted on children who were dissatisfied with their family, 

relatives, and peers and this scenario would lead to loneliness, and loneliness causes 

depressive symptoms or any of the emotional problems in later years (Qualter, Brown, 

Munn, & Rotenberg, 2010).  

Various studies were conducted in different scenarios such as Lasgaard et al., (2011), 

Qualter, et al., (2009), Springer, et al., (2003). The basic focus of this research was on 

young people. This research was performed to assess that belongingness help in 
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minimizing loneliness and depression. Information was gathered from socially and 

ethnically different schools. Results showed that belongingness and associate 

acknowledgment play a pivotal reciprocal role of loneliness and depression. Sense of 

affiliation and belongingness decrease the feelings of loneliness and therefore, lowers 

down the depression. The research supports the current study, which was conducted by 

Baskin, Wampold, Quintana, and Enright (2010).  

Whereas, the research quoted here was conducted in Africa by Ngcobo and Pillay (2008) 

on women. A common observation depicts that due to some external factors depression 

comes into sight. Females are sensitive enough, to become an easy victim of depression. 

This study took a sample of African ladies who were supposed to be more depressed due 

to the atmosphere and insecurity. The results illustrated that the level of depression was 

higher in African ladies due to many reasons like impoverishment, congestion, 

unemployment, the abnormal amount of wrongdoings, absence of administration, and 

sexual misuses. Establishing good health care services may reduce the prevalence of 

depression in African women Cohen and Shamus (2009) stated in a research on depressed 

people. The present study focuses on the relationship between mental and physical health. 

It was found in this research that physical exercise has a good effect on the psychological 

well-being of a person. 

Another research on the relationship between loneliness and depression by Weeks, 

Michela, Peplau, and Bragg (1980) supported the previous concept that depression and 

loneliness occur together and they are linked to each other. The sample of 333 students was 

analyzed and the results suggested that depression and loneliness are linked with each other 

but both are separate entities. The students were assessed for 5 weeks and the results were 

firm, both variables loneliness and depression related to each other.   
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The outcomes of the research conducted by Qualter, et al., (2010) proposed that continuous 

peer related loneliness during childhood leads to a continuous interpersonal stressor that 

inclines kids’ youthful depressive symptoms. Additional same exploration on adults by 

Wei, Shaffer, Young, and Zakalik (2005) emphasized that attachment, shame, depression 

and loneliness put forth the role of psychological needs satisfaction and demonstrate link 

among attachment avoidance, shame, loneliness, and depression.  

Loneliness in old age creates many problems and depression is one of them. Many types 

of research focus on this phenomenon due to globalization. Researchers expressed in an 

exploration on depression in Pakistan inferred that in senior age depression increases 

because of loneliness. Since youthful ones did not offer a time to their senior citizens 

(Cassum, 2014). Hence, the researcher proposes the first hypothesis: 

H11: There is an effect of loneliness on depression. 

Henceforth, based on existing literature Table 2.5 presents the relationship between 

loneliness and geriatric depression. 
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Table 2.5                                                                                                                                                                               

The relationship between loneliness and geriatric depression 

No Author Sample Result 

1 (Bien & Barkowska, 
2016) 

555 geriatric inpatients Higher level of SEH was positively 
correlated with a lower BMI, improved 
instrumental activities of daily living and 
higher hemoglobin level. 

2 (Pynnonen, Tormakangas, 
Rantanen, Tiikkainen, & 
Kallinen, 2018) 

223 old people from San 
Diego CA USA 

Number of depressive symptoms remained 
unchanged, while loneliness and 
melancholy decreased in both the 
intervention and control groups during the 
study. 

3 (Elias, 2018) 252 old people in US. The results indicated that the prevalence 
rates of loneliness (56% to 95.5%), anxiety 
(3.6% to 38%), and depression (11% to 
85.5%) in older people living in long-term 
care settings are generally high. 

4 (Santini, Fiori, Tyrovolas, 
Haro, Feeney, Koyanagi, 
& 2016) 

6105 adults aged > 50 
years in Ireland 

Social network integration was inversely 
related to depressive symptoms for men. 
Loneliness significantly mediated most 
associations. 

5 (Hegeman, Schutter, 
Comijs, Holwerda, 
Dekker, Stek, & Mast, 
2018) 

477 older adults in the 
Netherlands 

For women only, there was an association 
between loneliness and cardiovascular 
disease. However, this association was 
explained by depression, indicating that 
loneliness in its own right seems not related 
with cardiovascular disease. 

6 (Lam, Yu, & Lee, 2017) Respondents are 100 
community-dwelling 
older adults in Hong 
Kong. 

Results indicated that married participants 
reported lower levels of perceived 
loneliness. The findings suggest that 
perceived loneliness combined with 
depressed mood is related to poorer general 
cognitive status in older adults. 

7 (Brittain, Kingston, 
Davies, Collerton, 
Robinson, Kirkwood, & 
Jagger, 2017) 

132 old people from 
Newcastle, England 
 

The findings show that loneliness is a 
minority experience in the oldest old but is 
strongly driven by length of widowhood, 
challenging the notion that loneliness in 
later life is a static experience. 

 

2.7.2 Locus of Control and Geriatric Depression 

It is assumed that the relationship between locus of control and depression is interlinked. 

As different studies put forth that locus of control and depression have a significant 

relationship with each other (Khan, Saleem, & Shahid, 2012). Locus of control is a belief 

of an individual about the events or situations around them. The internal locus of control 

individuals feels that they have control over their circumstances. These individuals feel 

happier, freer, and less stressful. In contrast, the individuals with an external level of locus 

of control feel helpless of their external events. They are more vulnerable to depression 
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and other health issues. They have a tendency to keep themselves in a situation where they 

have stress, feelings of helplessness, shame, grief and anxiety and resultantly these feelings 

lead to maladjustment.  

The external locus of control people feels that they do not have any control over their 

circumstances and on the external environment. In a research performed on elderly people, 

finding of the study examined depression, anxiety and locus of control in elderly suffering 

from dementia. Dementia is a psychological disorder marked by memory disorders, 

personality changes, and impaired reasoning. The data of the elderly was collected from 

various nursing homes. It was concluded that elderly suffering from dementia have 

experienced depression and have the external locus of control. Also, it was determined that 

the more depressed the elderly were, the higher their anxiety and external locus of control 

level. The research signifies a positive correlation between depression, anxiety, and locus 

of control (Khairudin, Nasir, Zainah, Fatimah, & Fatimah, 2011).  

A major study is conducted by Mohammad (2013) on the locus of control and depression 

in high school students. Results showed a positive correlation between external locus of 

control and depression. Female’s internal locus of control and depression has a strong 

negative relation as compared to males. Results reveal that level of locus of control affects 

the level of depression. It was also predicted that females having an internal locus of control 

have low levels of depression.  

Various studies have been conducted to see the connection between locus of control and 

depression in Pakistan. Bhamani, Karim, and Khan (2013) led an examination of Pakistani 

University students and inferred that locus of control and mental wellbeing has a positive 

correlation. Zaidi, Mohsin, and Saeed (2013) expressed in an examination presumed that 

men have a higher internal locus of control and women have a high external locus of 

control. Ghumman, Ghumman, and Shoaib (2013) in an examination expressed the 
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significant relationship of locus of control and depression on life in the Pakistani context. 

Ahmad and Zadeh (2015) led an exploration and inferred that locus of control have a 

critical influence on the cognitive thinking of a person. 

However, Munir, and Sajid (2010) did an exploration in Pakistan on organizational 

responsibility and presumed that locus of control have a critical effect on authoritative duty. 

Khan, Saleem, and Shahid (2012) expressed in an examination on the locus of control in 

Pakistan. It was determined that it influences at the distinctive level of a person’s 

capacities.  

Karim, Saeed, Rana, Mubashir, and Jenkins (2004) developed The World Health 

Organization Assessment Instrument for Mental Health Systems (WHO-AIMS). The main 

purpose of the development of the instrument was to see the state of psychological well-

being in Pakistan. It was concluded that the facilities provided in Pakistan for mentally ill 

people were limited. It is not fulfilling the requirements of the mentally-ill people. 

Whereas, Khalily, (2011) present a report on the improvement of mental health in Pakistan 

and reasoned that mental health facilities are extremely poor in Pakistan. Irfan (2011) 

directed an exploration on psychological well-being in Pakistan and concluded that it has 

not been given the same significance as physical wellbeing in many parts of the world. 

Pakistan, a lesser center salary nation, costs just 0.4% on a well-being plan of psychological 

wellness. It is cited as an illustration. Haq, Iqbal, and Rahman (2008) composed a 

publication on the idea of mental wellbeing in Pakistan and reported that the mental well-

being idea has been changed in the most recent few years. Hence, the researcher comes up 

with these hypotheses. 

H12: There is an effect of locus of control on depression. 

H12a: There is an effect of internal locus of control on depression. 

H12b: There is an effect of external locus of control on depression. 
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H12c: There is an effect of powerful others locus of control on depression. 

Thus, based on existing literature Table 2.6 represents the relationship between locus of 

control and geriatric depression 

Table 2.6                                                                                                                                                                               

The relationship between locus of control and geriatric depression 
No Author Sample Result 

1 (Aarts, Deckx, 
Abbema, Heijnen, 
Tjan, Akker, & 
Buntinx, 2015) 
 

1317 participants from 
Netherlands 

the internal health locus of control was 
associated with higher and the external 
‘powerful others’ locus with lower 
risk of depression. 

2 (Bjorklof, Engedal, 
Selbæk, Maia, 
Coutinho, & Helvik, 
2016) 

144 depressed in-patients 
from seven psychogeriatric 
hospital units in Brazil 

Compared with the non-depressed old 
persons, the depressed hospitalized 
older persons were characterized by 
perceptions of less personal control, 
and less use of problem-focused 
strategies. 

3 (Aflakseir & 
Mohammad, 2016) 

Sixty-six men and 42 women 
from Iran 

The components of health locus of 
control such as chance and powerful 
others as well as age did not predict 
depression. 

4 Helvik, Bjorklof, 
Corazzini, Selbæk, 
Laks, Ostbye, & 
Engedal, 2016) 

144 depressed inpatients 
from seven psychogeriatric 
hospital units in Norway and 
106 community-living older 
adults without depression 

One aspect of coping (LOC 
orientation) was associated with 
HRQOL in both depressed and non-
depressed older adult samples, and 
therefore may be an important target 
for intervention for both groups. 

5 (Bjorklof, Engedal, 
Selbæk, Maia, Borza, 
Benth, & Helvik, 2018) 

122 patients in Brazil LoC and depression at baseline were 
associated with the prognosis of 
depression at follow-up, and may 
further be studied as indicators for 
choice of baseline intervention 
strategies. 

6 (Yeoh, Tam, Wong, 
Bonn, & 2017) 

Total of 728 adults from 
three Malaysian states 

10% of respondents reported 
experiencing severe levels of 
depressive symptoms, 11% reported 
moderate and 15% reported mild 
depressive symptoms indicating that 
Malaysians are experiencing high 
levels of emotional distress. 

 

2.7.3 Religiosity as a Moderator 

Religious practices have played an important role in reducing various symptoms of 

depression. Religion may reduce vulnerability towards depression with the use of many 

psychosocial mechanisms. There are ways and strategies in which religion has a vital role 

in depression. The foremost and most important factor is substance abuse. Evidence 
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suggests that religious involvement reduces the use of drugs such as tobacco and alcohol 

(Kendler, Liu, Gardner, MacCullough, Larson, & Prescott, 2003). 

Social support is also regarded as a necessary factor. Religious involvements may support 

people in their social contacts that further lead to prevent individuals from depression 

(Koeing, MacCullough, & Larson 2001). As the person becomes religious he/she has the 

view that all the circumstances of life are controlled by a higher power and they considered 

it an exam and thus lower their chance of developing depression due to stressful life events. 

So, the positive appraisal of events may protect the individual from depressive symptoms 

(Murphy, et al., 2000). These factors illustrate that religiousness may protect a person 

against depression by changing their negative thoughts to their positive thoughts 

(McCullough & Willoughby, 2009).  

Different researchers proposed that the religious discrimination has a positive effect in 

developing anxiety and depression. With the increase in religious orientation, there is a 

decreased level of depression. As a person becomes religious, he/ she has to spend time in 

religious activities and developed a sense of affiliation with the community and got support 

from the religious group thus in old age when people are lonely and have difficulty in 

maintaining relationships with peer, then this religious participation would create a sense 

of belongingness and old people feel connected in their old age (Klocker, Trenerry, & 

Webster, 2011).  

Moreover, Koenig, George, and Peterson (1998) stated that among clinically depressed 

elderly, natural religiousness was emphatically connected with the rate with which people's 

depressive scenes subsided, even in the wake of controlling for an assortment of potential 

perplexes. Analysts of the general writing on religion and depression (e.g., McCullough & 

Larson, 1999; Koenig & Larson, 2001; Smith, McCullough, & Poll, 2003) have come to 

comparable conclusions. 
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On the other hand, few latest prominent studies (Braam, Van den, Eeden, Prince, Beekman, 

Kivelae, Lawlor, & Mann, 2001; Koenig, George, & Peterson, 1998; Murphy et al., 2000) 

demonstrate that some definite characteristic of religiousness (e.g., public religious 

contribution, intrinsic religious inspiration) may be contrarily identified with depressive 

side effects with more noteworthy religious inclusion connected with fewer side effects of 

depression. Also, Braam et al., (2001) reported that public religious contribution (viz., 

church participation) was conversely identified with depression among older people from 

European nations. After reviewing the literature several gaps have been identified which 

are these, the previous researchers overlooked the study of depression in elderly people, 

especially in Pakistan. The importance of religiosity as a moderator was neglected in the 

previous studies. The role of locus of control was not studied with depression in older 

people of Pakistan. Hence, the researcher comes up with these hypotheses. 

H13: There is an effect of moderator religiosity on the impact of loneliness on depression. 

H14: There is an effect of religiosity on the impact of locus of control on depression. 

H14a: There is an effect of religiosity on the impact of internal locus of control on 

depression. 

H14b: There is an effect of religiosity on the impact of external locus of control on 

depression. 

H14c: There is an effect of religiosity on the impact of powerful others locus of control on 

depression. 

Based on existing literature Table 2.7 represents the moderating role of religiosity between 

independent variables and geriatric depression. 
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Table 2.7                                                                                                                                                                                
Moderating role of religiosity between independent variables and geriatric depression 

No Authors Sample Result 
1 ( Karim, Bibi, & 

Aftab, 2016) 
European Social Survey 
(N= 21621) 

Faith and involvement in religious activities 
act as a personal resource, making 
individuals more resilient to cope with the 
challenges arising from work life imbalance. 

2 (Walker, Salami, 
Carter, & Flowers) 

Sample of 236 African 
American men and 
women 

Reported that low levels of religiosity and the 
mediated effect of depression was 
significant. 

3 (Hamidu, Haron, & 
Amran, 2018) 

164 respondent from 
Nigerian financial sector 

With the role of religiosity as a significant 
moderating factor managers are expected to 
align CSR activities with accepted religious 
values that instill hard work, trust and 
assistance to stakeholders. 

4 (McDougle, Handy, 
Konrath, & Walk, 
2014) 

the National Survey of 
Midlife Development in 
the United States (n = 
1,805) 

Individuals who were actively engaged 
public forms of religious practices and who 
volunteered, maximized the associated 
health benefits 

5 (Greeson, Smoski, 
Suarez, Brantley, 
Ekblad, Lynch, & 
Wolever, 2015) 

322 adults from Canada Moderation analyses revealed no significant 
differences in the change in depressive 
symptoms following MBSR as a function of 
spirituality, religiosity, trait mindfulness, or 
demographic variables. 

6 (Ahles, Mezulis, &  
Hudson, 2016) 

320 undergraduates from 
a small, private Christian 
university 

Results indicated that negative religious 
coping moderated the relationship between 
stress and depression, but only for those who 
reported high levels of religious 
commitment. 

 

2.7.4 Demographics and Geriatric Depression 

It is presumed that the relationship between demographic variables and geriatric depression 

is interconnected. As different researches focused that demographic variables that is gender 

(GEN), age (AGE), education (EDU), family size (FS), marital status (MS), number of 

children (NOC) and socio economic status (SES) may have a significant role.    

2.7.4.1 Gender (GEN) 

Masten, Cadwell, Williams, Jerome, Mosby, Barrios, and Helton (2003), have revealed the 

impact of gender (GEN) on male and female attitudes and their personalities due to the 

gender differences in old people depression. It has been seen that the people living in 

developing countries may have faced the stress, acculturation, sex-typed personality 

characteristics, and suicidal ideation along with depression. This view is also supported by 
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Black, Roberts, and Li-Leng (2012) and Ryba and Hopko (2012) who found that gender 

difference may exist on the level of depression in old age people. 

H15a: There is an effect of gender on depression.  

2.7.4.2 Age (AGE) 

Age (AGE) plays a vital role in women facilitation. It invokes implication of control and 

regard. It has been seen that family differences are often resolved by elder family members, 

who have the experience, knowledge and understanding that comes with old age, as is 

usually assumed (Weiss, Nelson, Tew, Hardt, Mohile, Owusu, & Ramani, 2015). Aging 

and depression are interconnected. The gross outcome of aging process, aging itself, could 

be depressive. The reason behind is that the social networking of people restricted as their 

peers die (Fiske, Gatz, & Pederson, 2003).   

H15b: There is an effect of age on depression. 

2.7.4.3 Education (EDU) 

Education (EDU) brings knowledge and responsiveness in a person. The country cannot 

be economically, socially, and politically enlightened without educated nation. Education 

has been found to be one of the strongest demographic variables in predicting individuals’ 

health status. It is an important risk factor in the occurrence of depression among the 

elderly. Older adults with a low level of education are at risk for depression (Chou & Chi, 

2005). Although several explanations have been given, the education-depression 

relationship is still not well understood. This is especially true in developing countries like 

China where the elderly population has a low educational level. Hence the researcher 

comes up with the following hypothesis. 

H15c: There is an effect of education on depression. 
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2.7.4.4 Family Size (FS) 

A family size (FS) is used to determine the number of members living in a particular 

household. In this modern world change in the traditional style of living from extended 

family to nuclear family leads to depression in old age. The traditional sense of duty and 

obligation of the younger generation towards their older generation is being eroded. The 

older generation is caught between the decline in traditional values on one hand and the 

absence of adequate social security system on the other (Marpady, Jyothi, & Singhe, 2012). 

Thus, the researcher derives with this hypothesis.  

H15d: There is an effect of family size on depression.  

 

2.7.4.5 Marital Status (MS) 

The marital status (MS) has been considered as an important contributing factor in 

increasing depression among elderly. Similarly, Lapierre, (2009) has viewed that married 

individuals experienced fewer depression symptoms then the previously married 

(including the remarried) the never married and cohabiters. Moreover, from previous 

empirical studies it is evident that difference in depressive symptoms exists by gender and 

marital status (Simon, 2002). Thus from the previous literature the researcher develops this 

hypothesis.  

H15e: There is an effect of marital status on depression.  

 

2.7.4.6 Number of Children (NOC) 

Parenthood is central to a meaningful and fulfilling life, and that the lives of childless 

people are emptier, less rewarding, and, in old age, lonelier, than the lives of parents 

(Hansen, Slagsvold, & Moum, 2009). Health declines rapidly among this age group, 

triggering the need for social support and potentially elevating the value of children as a 
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source of that support (Zhang & Hayward, 2001). Therefore, keeping in mind the 

importance of Number of Children (NOC) in old age the following hypothesis. 

H15f: There is an effect of Number of Children (NOC) on depression.  

2.7.4.7 Socio Economic Status (SES) 

Low socio-economic status, particularly when assessed by indices of material standard of 

living, is consistently associated with a higher prevalence of depression in cross sectional 

studies (Lorant, Deliege, Eaton, Robert, Philippot, & Ansseau, 2003). Similarly, 

Christopher and MacDonald (2005) also emphasized on the negative relationship of 

socioeconomic status (SES) with mental illness.  The lower the socioeconomic status (SES) 

of an individual is, the higher is his or her risk of mental illness. Hence from the above 

literature, the researcher arises with the following hypothesis. 

H15g: There is an effect of socioeconomic status (SES) on depression.  
 
 
2.8 Underpinning Theory 

This investigation tries to hold up substantive input to strengthening three theories namely 

Cognitive Behavioral Model of Depression, Beck's Cognitive Theory of Depression and 

Cognitive Behavior Therapy Treatment for Depression. The structure chains these theories 

to promote geriatric depression through the use of loneliness, locus of control and 

religiosity.  

2.8.1 Cognitive Behavioral Model of Depression 

Aaron T. Beck is mostly considered as the father of cognitive therapy. His work in the 

ranges of acknowledgment and treatment of depression has increased overall reputation. 

Beck (1979) advances three notable focuses with respect to his thinking for the treatment 

of depression by the method for treatment and antidepressants versus utilizing a 

pharmacological approach just (Barlow, 2014).  
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In spite of the effective utilization of antidepressants, the actuality remains that not all 

patients react to them. Beck refers to (in 1987) that just 60 to 65% of patients react to 

antidepressants, and late meta-examinations (a measurable breakdown of numerous 

studies) demonstrate fundamentally the same numbers (as cited in Grohol, 2009). Large 

portions of the individuals who react to antidepressants wind up not taking their drugs, for 

different reasons. They may create symptoms or have some type of individual complaint 

to taking the medications. 

Furthermore, Beck (1987) said that the utilization of psychotropic medications may prompt 

an inevitable breakdown in the singular's ways of dealing with stress. His hypothesis is that 

the individual basically gets to be dependent on the solutions as a method for enhancing 

the state of mind and neglects to rehearse those adapting strategies commonly hounded by 

solid people to ease the impacts of depressive side effects. By neglecting to do as such, 

once the patient is weaned off of the antidepressants, they frequently are not able to adapt 

to ordinary levels of depressive temperament and feel headed to reestablish utilization of 

the antidepressants (as cited in Beck, 2000). 

Beck at first centered around depression and added to a rundown of "mistakes" in 

imagining that he proposed could look after the depression, including arbitrary inference, 

selective abstraction, over-generalization, and magnification (of negatives) and 

minimization (of positives) thoughts. As per Beck's hypothesis of depression, depressed 

individuals procure a negative diagram of the world of youth and immaturity and young 

people who experience gloom obtain this contrary blueprint prior. Depressed individuals 

get such constructions through lost a guardian, dismissal by companions, tormenting, 

feedback from educators or folks, the depressive state of mind of a guardian and other 

negative occasions. At the point when the individual with such outlines experiences a 
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circumstance that looks like the first states of the scholarly blueprint somehow, the negative 

patterns of the individual are enacted (Neale & Davison, 2001). 

 Beck's 1987 (Neale & Davison, 2001) negative triad holds that depressed individuals have 

negative considerations about themselves, and their encounters on the planet, and the future 

(Beck, 1979). Beck also identified a number of other cognitive distortions, which can 

contribute to depression, including the following: arbitrary inference, selective abstraction, 

overgeneralization, magnification and minimization (Neale & Davison, 2001). 

Consequently, as indicated by cognitive behavioral hypothesis, depressed individuals think 

uniquely in contrast to non-depressed individuals, and it is this distinction in imagining that 

makes them get to be depressed. Depressed individuals have a tendency to misjudge 

certainties in negative ways and point the finger at themselves for any mishap that happens. 

This contrary intuition and judgment style capacities as a negative inclination, it simple for 

depressed individuals consider circumstances to be as a rule much more awful than they 

truly are, and builds the danger that such individuals will create depressive side effects in 

light of distressing circumstances. Hence it shows that older people who are habitual of 

practicing religious conviction feels low levels of loneliness and thus exhibit declined level 

of depression. The vicious cycle goes on and depressed individual again faces negative 

thinking due to lack of religious orientation. 

 

2.8.2 Beck's Cognitive Theory of Depression 

Indeed, distinctive cognitive behavioral scholars have built up their own special turn on the 

cognitive state of mind. As mentioned by Beck (1979) negative contemplation, created by 

breaking convictions is regularly the essential drivers of depressive side effects. There is a 

positive relationship between the sum and seriousness of somebody's negative 
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contemplation and the seriousness of their depressive manifestations. At the end of the day, 

the more negative considerations one experience, the more depressed he/she will get to be. 

Past the negative substance of broken contemplations, these convictions can likewise twist 

and shape what somebody pays consideration on. Beck, (1979) affirmed that depressed 

individuals give careful consideration to parts of their surroundings that affirm what they 

definitely know and do as such notwithstanding when confirmation in actuality is directly 

before their noses. This inability to focus appropriately is known as faulty information 

processing.     

Besides, faulty information processing is the normal for depressed personality. They have 

a tendency to amplify the significance and importance set on negative occasions, and 

minimizes the significance and meaning of positive occasions. These moves, which happen 

unwittingly, to keep up the depressed individual's center negative patterns notwithstanding 

opposing proof, and permit them to remain feeling sad about the future notwithstanding 

when the confirmation proposes that things will show signs of improvement. Therefore, 

Beck cognitive Model of Depression is based on schemas that are negative triad about the 

self, the world, and the future. Thus, the present research used Beck’s cognitive triad to 

explain the conceptual model of the research. The fear and thoughts about the future as 

they are growing old and feeling of loneliness due to failure to have a social activity 

because of fewer resources as they grow old. Negative thoughts about the world, meaning 

they may come to believe they do not have control over their circumstances and ultimately 

they develop depression.                                                                                 

Often time’s feelings of inferiority are the result of the depressive's demanding 

expectations of him or herself and there is a direct relationship. Fig: 2.2. Beck Cognitive 

Triad, (1979) between depression, loneliness and poor mental health (Bilsky & Schwartz, 

1994; Siddique, Anwer, & Perveen, 2009). As stated above, religious convictions are hope 
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and optimism and thus rescue the individual from formulating depressed   and negative 

thoughts.    

In the current study, religiosity as the moderator prevents the individual to think negative 

and pessimistic about future, relationships and own self.  In conclusion, it is evident from 

the above literature that when individuals get older, the probability of encountering age-

related misfortunes increments. Such misfortunes may block the support or procurement 

of wanting connections, bringing about a higher occurrence of loneliness, loss of over 

circumstances. Numerous individuals experience depression either as an aftereffect of 

living alone, demise of a life partner, an absence of close family ties, mental and 

sociological factors, decreased associations with their way of life of root or a failure to 

effectively take an interest in the neighborhood group exercises and depression is 

considered as a normal part of aging.  

At the point when this happens in the blend with physical disabilities, dampening and 

depression are normal backups. The negative impact of loneliness on wellbeing in maturity 

has been accounted for by researchers (Azam, Yunus, Ahmad, Ghazali, Ibrahim, & 

Maniam, 2013; Baldwin, Chiu, Katona, & Graham, 

2002; Lim & Kua, 2011; Henriksson, Marttunen, 

Isometsa, Heikkinen, Kuoppasalmi, &            

 Lonnqvist, 1995, Stek, et al., 2005; Mitchell & 

Subramaniam, 2005). However, in order to avoid that, 

mental health professionals of Pakistan must consider 

few significant anteceding predictors that influence 

depression in old age, however, the accompanying 

perspectives require unique consideration, keeping in 

mind the end goal to guarantee a right conclusion.             Figure 2.1. Beck Cognitive Triad           

The vicinity of comorbidities of mood, psychotic                
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  symptoms, hypochondriasis, anxiety, somatic symptoms masks and overlaps the 

depressive state. Overall, few variables add to the onset of depression in seniority, so we 

can affirm that it is a truly a multifactorial ailment. Furthermore, the closed and 

uncommunicative lonely older people in Pakistan and the strenuous and stressful working 

condition gave an extreme impact on old age depression. So, the environment should be 

helpful for them and they feel comfortable in their later lives. But their self and their 

perception were judged as highly positive as they were able to cope up with their 

difficulties and remain well in their older life. Undoubtedly, the importance of depression 

studies was hereby underlined by different perspectives. Nevertheless, a depression study 

focusing on cognitive approach was clearly lacking due to the scarcity of depression in old 

age in the literature within Pakistani context. Therefore, the present study fulfilled the 

geriatric depression knowledge gap in particular within the Pakistani context. 

 2.9 Chapter Summary 

This chapter explains conceptualization, relationships, and dimensions of the key variables 

of the study based on the previous studies. Reviews of the existing literature on the geriatric 

depression are also discussed. In this chapter, past studies related to the impact of 

loneliness, locus of control and religiosity are discussed as well as the extent to which these 

variables are linked to geriatric depression. Additionally, the chapter discusses the 

theoretical underpinning theory that is Cognitive Behavioral Model of Depression as 

supporting theory which led to the formulation of hypotheses to answer the research 

questions. The next chapter elaborates the discussion with reference to the measurements, 

and research methodology of the present study. 
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CHAPTER THREE  

METHODOLOGY 

3.1 Introduction 

The f0cus 0f this chapter is the discussi0n 0n the research design and sample 0f study that 

were utilized in 0rder t0 achieve research 0bjectives as menti0ned in Chapter 0ne. 

Basically, the present chapter is a th0r0ugh discussi0n, acc0rding t0 f0ur main secti0ns, 

namely (i) the research meth0d0l0gy t0 elucidate the rati0nal idea 0f the c0re 0f the 

research meth0ds empl0yed; (ii) the research design and pr0cedures (iii) the c0nducted 

research activities (iv) the data analysis pr0cess. 

Research phil0s0phy in s0cial sciences suggests vari0us assumpti0ns 0f research appr0ach 

standards and criteria t0 generate reliable and valid inf0rmati0n ab0ut the s0cial 

phen0men0n under investigati0n. Generally, s0cial scientists will assess the best appr0ach 

that c0uld generate reliable and valid inf0rmati0n ab0ut the s0cial phen0men0n under 

investigati0n (Pargament, Smith, K0enig, & Perez, 1998). This research st00d 0n the 

0bjectivist’s viewp0int where the kn0wledge already existed. Thus, this research s0ught t0 

extend and re-evaluate existing the0retical human wellness at high-risk in 0ld age. In d0ing 

s0, research hyp0theses were devel0ped, expl0red and tested. Given the fact that this study 

f0cused 0n testing established the0ries, the results theref0re c0uld be used t0 c0nclude 

whether there were similarities, differences, strengths and limitati0ns as with the existing 

the0ries 0r studies. 

Quantitative research meth0d is deemed m0re appr0priate and selected f0r this research. 

The c0rrelati0nal study was used t0 test the the0ry-driven m0del thr0ugh multivariate 

statistics analysis in the present research such as hierarchal regressi0n. The main reas0n t0 
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ch00se a quantitative meth0d with the cr0ss-secti0nal c0rrelati0nal survey design is used 

t0 fulfill the requirement 0f the degree 0f generalizati0n 0f results.  This is a descriptive 

quantitative study that investigates the impact 0f l0cus 0f c0ntr0l and l0neliness 0n 

depressi0n: the m0derating r0le 0f religi0sity. Survey research design is m0st appr0priate 

f0r the study.  

Quantitative research inv0lved larger resp0ndents w0uld all0w a higher degree 0f 

generalizati0n 0f the results. M0re0ver, in survey research, larger resp0ndents’ enhanced 

all0wance 0f m0del testing thr0ugh multivariate statistical t00ls. In the present research, 

multiple regressi0n statistical technique was used. Wamp0ld and Freund (1987) pr0vided 

an essential and beneficial 0verview 0f the practical uses 0f multiple regressi0n techniques 

in psych0l0gy research.   

3.2 Research Location and Population 

The p0pulati0n 0f the study used in the research c0nsisted 0f the 0lder pe0ple 0f Punjab, 

Pakistan. B0th males and females were 0f age ranges between 60 and ab0ve.  Further, it 

has been divided int0 three categ0ries i.e. 60-64, 65-69 and 70-74. The t0tal p0pulati0n in 

Punjab is 114,653,247 that are based 0n the census pr0vided by the Pakistan Statistical 

Department. Participants are represented in terms 0f gender, inc0me, marital status, age, 

family size, children and s0ci0ec0n0mic status. In this study, appr0priate l0cati0n 0f the 

study was selected based 0n the fact that Punjab is the m0st p0pulated state (Pr0vince) 0f 

Pakistan (Pakistan Bureau 0f Statistics, 2016). 

Punjab State (Pr0vince) has been divided int0 8 main divisi0ns, which are Lah0re, 

Rawalpindi, Faisalabad, Multan, Gujranwala, Sarg0dha, Bahawalpur and Dera Ghazi 
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Khan. It was decided t0 c0llect the data 0n the basis 0f the distributi0n in acc0rdance t0 

eight divisi0ns.  

It was very challenging f0r the researcher as the 0ld p0pulati0n need t0 be addressed and 

inf0rmed appr0priately. Due t0 limitati0ns faced by 0lder pe0ple in the f0rm 0f pr0blems 

0f l0ss 0f hearing and limited level 0f understanding, the pr0cess 0f data c0llecti0n became 

time c0nsuming and difficult. Alth0ugh it was quite lab0ri0us f0r the researcher t0 deal 

with such resp0ndents, h0wever, eff0rtful participati0n 0f the resp0ndents was duly 

ackn0wledged and appreciated.  

Table 3.1 describes the t0tal p0pulati0n 0f males and females in Punjab (pr0vince) 0f 

Pakistan. The table further describes the p0pulati0n 0f male and female int0 different 

districts 0f Punjab i.e. Bahawalpur, Dera Ghazi Khan, Multan, Faisalabad, Gujranwala, 

Lah0re, Rawalpindi and Sarg0dha. Further, the data was divided 0n the basis 0f age 

gr0ups, which are the main aim 0f the present research. Table 3.1 gives an 0verview 0f the 

p0pulati0n 0f 0lder pe0ple in different districts 0f Punjab. 
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Table 3.1                                                                                                                                                                                                                                      
Data source and location of Punjab 

Age Groups 
Location/ 

Gender 
Punjab Bahawalpur 

Dera Ghazi 

Khan 
Multan Faisalabad Gujranwala Lahore Rawalpindi Sargodha 

Total Male 59325813 6507727 5871660 9256334 7605192 8765017 12263678 5022964 4188758 
Female 55327434 5967723 5404049 8536225 7042823 8342449 11132156 4976680 4019921 
Female 58647 6325 5728 9048 7645 8842 11800 5275 4261 

(60-64) Male 65258 7158 6458 10181 8357 9641 13490 5525 4607 
Female 55880 6027 5458 8621 7113 8425 11243 5026 4060 

(65-69) Male 45087 4945 4462 7034 5779 6661 9320 3817 3183 
Female 33749 3640 3296 5207 4296 5088 6790 3035 2452 

(70-74) Male 40934 4490 4051 6386 5247 6047 8461 3465 2890 
Female 30430 3282 2972 4694 3873 4588 6122 2737 2210 

S0urce: Pakistan Statistical Bureau, (2016). 
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3.3 Sample Size 

Appr0priate sample size acc0rding t0 R0sc0e (1975) rule 0f thumb f0r sample size is larger 

than 30 and less than 500 f0r m0st 0f the researches 0f s0cial sciences. Theref0re, sample 

size satisfied the pr0p0sed minimum size by Krejcie and M0rgan (1970). Hence, a sample 

size 0f 0ld pe0ple between ages 60-70 and ab0ve is 384.   

This study is quantitative in nature that inv0lved larger participants which w0uld all0w a 

higher degree 0f generalizati0n 0f the results. This research used pr0bability sampling 

technique (Gujrati, 2009). This research particularly had ch0sen stratified pr0p0rti0nate 

simple rand0m sampling t0 ensure the sample size 0f each stratum is pr0p0rti0nate t0 the 

p0pulati0n size 0f the stratum (Creswell, Plan0 Clark, Gutmann, & Hans0n, 2003).  

T0 ensure the sample size f0r primary data c0llected fr0m the eight main Divisi0ns 0f 

Punjab is 384 resp0ndents, which have been selected acc0rding t0 the rural and urban 

p0pulati0n percentage 0f each divisi0n. F0r this purp0se, the biggest state that has been 

selected were Bahawalpur, Dera Ghazi Khan, Multan, Faisalabad, Gujranwala, Lah0re, 

Rawalpindi and Sarg0dha. Thus, the t0tal number 0f 0ld pe0ple fr0m selected divisi0ns 

was c0unted and the pr0p0sed sample size was distributed pr0p0rti0nately t0 the number 

0f 0ld pe0ple in each sampled area Pakistan Statistical Bureau, 2017. Thus, Table 3.2 

explains the sampling distributi0n 0f 0lder pe0ple in different divisi0ns 0f Punjab 0n the 

basis 0f rural and urban strata. The number 0f resp0ndents was distributed equally t0 

reduce the variati0n in the sample.  
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Table 3.2                                                                                                                                                                                                                                      
Data collected from Different Cities of Punjab, Pakistan. 

Age 

Gr0ups 

Punjab 

384 

Lah0re 

48 

Bahawalpur 

48 

D. G. Khan 

48 

Rawalpindi 

48 

Multan 

48 

Faisalabad 

48 

Sarg0dah 

48 

Gujranwala 

48 

 Rural 
69% 
(265) 

Urban 
31% 
(119) 

Rural 
18% 
(9) 

Urban 
82% 
(39) 

Rural 
73% 
(35) 

Urban 
27% 
(13) 

Rural 
86% 
(41) 

Urban 
14% 
(7) 

Rural 
47% 
(23) 

Urban 
53% 
(25) 

Rural 
58% 
(28) 

Urban 
42% 
(20) 

Rural 
52% 
(25) 

Urban 
48% 
(23) 

Rural 
72% 
(35) 

Urban 
28% 
(13) 

Rural 
50% 
(24) 

Urban 
50% 
(24) 

 M F M F M F M F M F M F M F M F M F M F M F M F M F M F M F M F M F M F 
TOTAL 133 132 60 59 5 4 20 19 18 17 7 6 21 20 4 3 12 11 13 12 14 14 10 10 13 12 12 11 18 17 7 6 12 12 12 12 
(60-64) 

4% 

(16) 

6 5 2 3 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

(65-69) 

58% 

(224) 

77 77 35 34 3 2 12 11 11 10 4 4 12 12 2 1 7 6 8 7 8 8 6 6 8 7 7 6 11 10 4 4 7 7 7 7 

(70-74) 

38% 

(144) 

50 50 23 22 1 1 7 7 6 6 2 1 8 7 1 1 4 4 4 4 5 5 3 3 4 4 4 4 6 6 2 1 4 4 4 4 

T0TAL 133 132 60 59 5 4 20 19 18 17 7 6 21 20 4 3 12 11 13 12 14 14 10 10 13 12 12 11 18 17 7 6 12 12 12 12 

S0urce: Pakistan Statistical Bureau, (2018)  
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3.4 Instruments 

The f0ll0wing research instruments were used f0r this study 

1. Mini Mental State Examinati0n, (1999) (MMSE) 

2. Geriatric Depressi0n Scale, (1986) (Sh0rt f0rm, Urdu Versi0n) 

3. UCLA L0neliness Scale (Urdu Versi0n) 

4. Levens0n Multidimensi0nal L0cus 0f C0ntr0l Scale, (Urdu Versi0n) 

5. Bukhari Saad M0ral judgment and religi0us 0rientati0n Scale 

6. Measurement 0f Dem0graphics 

3.4.1 Mini-Mental State Examination (MMSE) 

The Mini Mental State Examinati0n (MMSE) is an instrument used t0 evaluate mental 

status 0f the resp0ndents as they were very 0ld.  Thus, it was necessary t0 check their 

c0gnitive state. It was devel0ped by Kurl0wicz and Wallace (1999). It examines five areas 

0f c0gnitive functi0n that are l0cati0n, registrati0n, attenti0n and calculati0n, recall, and 

language by using an 11items. It will take 0nly 5-10 minutes and that is why it is practical 

t0 administer r0utinely. The maximum sc0re 0n the scale is 30. C0gnitive impairment is 

diagn0sed when a pers0n has a sc0re 0f 23 0r less 0n the scale. The MMSE can act as a 

screening t00l f0r c0gnitively impaired 0lder c0mmunity, dwelling at h0mes, h0spitalized 

and instituti0nalized adults. The instrument is used t0 screen the resp0ndents t0 check 

whether they are c0gnitively 0riented t0 answer these questi0nnaires 0r n0t.  

3.4.2 Geriatric Depression Scale (Short form, Urdu Version) 

Many instruments are available f0r measurement 0f depressi0n, f0r instance, Sheikh and 

Yesavage (1986) devel0ped the Geriatric Depressi0n Scale (GDS) and this scale has been 

extensively used t0 measure the depressi0n 0f the 0lder p0pulati0n. The GDS L0ng F0rm 

has 30-items and it is a brief questi0nnaire in which resp0ndents answer all questi0ns with 
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yes 0r n0 in reference t0 their feelings 0ver the past week. In this study a Sh0rt F0rm GDS 

will be used which has 15 questi0ns and was devel0ped in 1986. Because, as the sample 

0f the present study c0nsisted 0f 0ld pe0ple s0 it is easy f0r them t0 answer the sh0rt f0rm 

0f the scale. Out 0f the 15 items, p0sitive answer t0 10 items sh0ws the presence 0f 

depressi0n, while negative answer t0 the rest (questi0n numbers 1, 5, 7, 11, 13) sh0ws 

depressi0n. Sc0res f0r n0rmal c0nditi0n is 0-4, depending 0n educati0n, age, and 

c0mplaints; 5-8 sc0re f0r mild depressi0n; 9-11 sc0re f0r m0derate depressi0n; and 12-15 

sc0re f0r severe depressi0n.   

The Sh0rt F0rm is a quick measurement f0r physically ill and mildly t0 m0derately 

demented patients as they have sh0rt c0nsiderati0n c0mpasses and/0r feel eff0rtlessly 

exhausted. It takes ar0und 5 t0 7 minutes t0 finish. The GDS was f0und t0 have 92% 

sensitivity and 89% specificity when assessed against diagn0stic criteria. The validity and 

reliability 0f the instrument has been upheld thr0ugh b0th clinical practice and 

examinati0n. In an acceptable study c0ntrasting the L0ng and Sh0rt F0rms 0f the GDS f0r 

self-rating 0f indicati0ns 0f depressi0n, b0th were successful in separating depressed fr0m 

n0n-depressed adults with a high c0rrelati0n (r =0.84, p <0.001) (Sheikh & Yesavage, 

1986).   

3.4.2.1 Urdu Version of GDS  

In the present study, Urdu versi0n 0f Geriatric depressi0n scale was used. Geriatric 

depressi0n sh0rt f0rm had been translated by using back t0 back translati0n pr0cedure. 

These steps are f0ll0wed in d0ing back t0 back translati0n 0f the scale. 
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1. F0rward Translati0n 

2. Expert panel back translati0n 

3. Pre-testing 

4. Final versi0n 

The standard meth0d0l0gy 0f back translati0n was utilized t0 c0mplete the translati0n 0f 

GDS (Anders0n & Brislin, 1976; Hamblet0n & Patsula, 1999). F0r translati0n 0f GDS 

items int0 Urdu, five bilingual specialists were appr0ached. Am0ng them were tw0 

translat0rs were having Master degree in English fr0m Islamia University, Bahawalpur, 

tw0 translat0rs with M. Phil. in Psych0l0gy fr0m Bahaudin Zakariya University and 0ne 

with M.S. Clinical Psych0l0gy fr0m the Islamia University 0f Bahawalpur, Pakistan. 

The expert members 0f c0mmittee examined these translated c0nstruct precisely and ch0se 

the m0st exact 0nes, which passed 0n the best interpretati0n. Every c0nstruct was re-

assessed by the members 0f the c0mmittee and it was then amended. It was hard t0 translate 

specific items definitively int0 the target language in this way; an exact interpretati0n with 

clarificati0n in the bracket was given t0 pass 0n the sense. This w0uld impr0ve the 

ph0netic pr0p0rti0nality between the 0riginal c0nstruct and their c0ncerned 

interpretati0ns. 

A questi0nnaire was made an interpretati0n 0f back int0 English by the aut0n0m0us fluent 

specialists inc0rp0rating f0ur experts 0f Psych0l0gy fr0m the Islamia University 

Bahawalpur, 0ne was a master 0f English, and 0ne was a Masters in Ec0n0mics. The 

0riginal English c0nstructs 0f GDS were n0t presented t0 bilingual specialists. Members 

0f the same c0mmittee examined the translati0n 0f every c0nstruct analytically and tested 

the w0rthiness 0f the transf0rmed c0nstruct. C0nstruct were fundamentally examined and 

were settled in the back translati0n. 
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In the next step pretesting was d0ne. Thirty participants, b0th male and female were 

selected fr0m different areas 0f Punjab in pretesting. Age ranges fr0m 60 t0 70 years (M = 

34.7, SD = 7.50). Female and males bel0w the age 0f 60 and ab0ve the age 0f 70 were n0t 

included in the sample.  At the minimum, the research participants’ sh0uld be able t0 read 

Urdu easily. Male and female, b0th were inv0lved. The simple rand0m sampling technique 

was used.  The sampling distributi0n 0f sample with 0ther dem0graphic variables was 15 

males and 15females, the gr0up 0f males was further divided int0 seven males d0ing 

business and the rest was j0b h0lders. The same pr0cedure was repeated with gr0up 0f 

females. 

N0 query was raised by the participants while giving answers t0 the questi0nnaires but lack 

0f enthusiasm in answering due t0 the age 0f the resp0ndents. F0r 15 items, Cr0nbach’s 

Alpha Reliability f0r GDS Urdu versi0n (GDS-U) was 0.75. F0r 15 items, Guttmann split 

half c0efficient was 0.76. These results were dem0nstrated that the scale has high internal 

reliability f0r the utilizati0n in the present research. A final versi0n 0f the GDS-U is then 

ready t0 use.  

3.4.3 University of California, Los Angles Loneliness Scale (Urdu Version) 

Russell and C0lleagues (1980) devel0ped a revised versi0n 0f UCLA L0neliness scale that 

included p0sitively w0rded 0r n0n-l0nely items and negatively w0rded 0r l0nely items.  

Sc0re 0n the revised scale remained highly reliable. Furtherm0re, an analysis presented by 

Russell, Peplau, and Cutr0na (1980) supp0rted the discriminate validity 0f the revised 

UCLA l0neliness scale against the measure 0f pers0nality, s0cial desirability and 

depressi0n. Internal c0nsistency (c0efficient alpha ranging fr0m 0.89 t0 0.94) and test 

retest reliability was 0.73. 
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The scale is 20-item instrument 0n which resp0ndent expresses h0w 0ften their feeling, 

behavi0r reflect pr0vided is0lati0n and dissatisfacti0n with s0cial relati0nship (Russell, 

Peplau, & Cutr0na, 1980). In this scale subject indicate h0w 0ften they feel a particular 

way by circling a number. The number ranged fr0m 1 i.e. never t0 4 i.e. always. Items 1, 

5, 6, 10, 15, 16, 19, 20 were sc0red reverse by sc0res range fr0m 20 t0 80 with higher 

sc0res indicating increased l0neliness. In the present study translated f0rm 0f UCLA 

l0neliness scale which was d0ne by Nati0nal Institute 0f Psych0l0gy, Quaid-e-Azam 

University, Islamabad, Pakistan was used, which had 21 items as item 9 was divided int0 

tw0 statements. Minimum sc0re was 21 and the maximum was 84. Its alpha reliability was 

0.83 f0r n0n-clinical sample and 0.84 0n drawn sample 0f diagn0sed depressed patients. 

A pil0t study is c0nducted t0 check the reliability 0f the scale. The Cr0nbach’s alpha 

reliability 0f the UCLA L0neliness scale is 0.63.  

3.4.4 Levenson Multidimensional Locus of Control Scale (Urdu Version) 

The c0ncept 0f l0cus 0f c0ntr0l is given by R0tter’s, (1975) stated that individual may 

believe that reinf0rcements are either c0ntr0lled by their 0wn behavi0rs 0r by external 

influences such as 0ther pe0ple, s0ciety, and luck. The Levens0n multidimensi0nal scale 

was used t0 measure l0cus 0f c0ntr0l. Basically, it measures three fact0rs. 

1) Pers0nal scale 0r internal l0cus 0f c0ntr0l scale, which taps an individual perceived 

c0ntr0l 0ver an event. 

2) P0werful 0ther scale which measures the degree t0 which c0ntr0l the 0ther pers0n 

reinf0rces. 

3) Chance scale (external) which measures the extent t0 which an individual believes 

his reinf0rces 0ccur rand0mly. 
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It is Likert type scale with 6-p0int resp0nse f0rmat. It c0ntains 24 items 1,2,3,4,5,10, 19,21 

measure internal c0ntr0l, items 6,7,8,9,13, 22,23,24 measure chance/ external dimensi0n 

and items 11,12,14,15,16,17,18,20 measure the dimensi0n 0f the p0werful 0thers. The 

questi0nnaire is 6-p0int rating scale ranging fr0m very str0ngly disagree t0 very str0ngly 

agree. The reliability f0r internal scale is 0.64, 0.77 f0r p0werful 0thers and 0.78 f0r 

chance/external scale. The split half reliabilities were 0.62 f0r internal, 0.66 f0r p0werful 

0thers scale and 0.64 f0r chance scale. M0derate c0rrelati0n existed between 

chance/external and p0werful 0ther scale (r =, < - 0.59, p <.01) and b0th were negatively 

c0rrelated with internal l0cus 0f scale.  

 In this study, the Urdu versi0n was used that already been devel0ped by Nati0nal Institute 

0f Psych0l0gy, Quaid-e-Azam University, Islamabad, Pakistan and reliabilities were 

determined f0r t0tal scale in a drawn sample 0f the study. These were 0.76 f0r t0tal scale, 

0.58 f0r internal, 0.73 f0r a chance and 0.71 f0r p0werful 0thers. A pil0t study is c0nducted 

t0 check the authenticity 0f the scale. The Cr0nbach’s alpha reliability is 0.91.  The 0ther 

three subscales 0f l0cus 0f c0ntr0l, i.e. internal l0cus 0f c0ntr0l. External l0cus 0f c0ntr0l 

and p0werful 0thers scale. The Cr0nbach’s alpha reliability 0f these subscales is 0.71 

internal, 0.81chance and 0.88 p0werful 0thers all these reliabilities are quite g00d.  

3.4.5 Bukhari Saad Moral Judgment and Religious Orientation Religiosity Scale 

Bukhari Saad M0ral judgment and religi0us 0rientati0n 0f ad0lescents, y0ung adults and 

adults’ religi0sity Scale was devel0ped in the present research. The new religi0sity Scale 

c0nsisted 0f 17 items. These items are answered 0n a 6-p0int Likert-type scale (1 = very 

str0ngly disagree, 6 = very str0ngly agree). Their individual sc0res are summed up and 

sc0re was calculated.  Scale items were derived by using G0rsuch and McPhers0n 1989. 

Sc0res range fr0m 17 t0 102. Higher sc0res indicate higher levels 0f a religi0us 0rientati0n. 



 

98 
 

The cut0ff sc0re 0f the religi0sity scale is 42. The Cr0nbach’s alpha reliability 0f the 

religi0sity scale is 0.90. This is c0nsidered as a g00d reliability f0r the scale t0 use in the 

research. The Validity 0f the scale is rep0rted by using Kaiser-Meyer-Olkin (1974) 

measures 0f sampling adequacy and Bartlett test 0f Sphericity. The value 0f KMO 

measures 0f sampling adequacy is 0.63 and the Bartlett test 0f Sphericity is significant 

which means the scale is valid and reliable t0 use in the present research.  

3.4.6. Measurement of Demographical Factors 

The f0ll0wing dem0graphical fact0rs have been used in the present study. These are gender 

(GEN), age (AGE), educati0n (EDU), family size (FS), marital status (MS), number 0f 

children (NOC) and s0ci0-ec0n0mic status (SES) respectively. The further illustrati0n has 

been given bel0w.  

Age (AGE): In this study, the age (AGE) limit 0f the elderly pe0ple are measured 60 t0 74 

years. Thus the measurement 0f the scale is 1 = 60- 64, 2 = 65-69 and 3 = 70- 74 

c0rresp0ndingly stated by (Qualter, et al., 2010; Caci0pp0, Hawkley, & Thisted, 2010; 

Wei, Shaffer, Y0ung, & Zakalik, 2005). 

Educati0n (EDU): In the current research the measurement 0f the educati0n (EDU) is 1 = 

primary, 2 = Middle, 3 = Matric, 4 = F. A/F. Sc, 5 = B.A/ B.Sc., 6= M.A / M.Sc., 7= 

M.Phil./ Ph.D. respectively as illustrated by (Ch0u & Chi, 2005). 

Family Size (FS): The measurement 0f the family size (FS) is 1 = 1-2 member, 2 = 3-4 

members, 3 = 5-6 members, 4 = 7-8 members and 5 = 9 & ab0ve supp0rted by (Marpady, 

Jy0thi, & Singhe, 2012). 
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Marital Status (MS): The numeric dimensi0ns 0f the marital status are 1 = Unmarried, 2 = 

Married, 3 = Wid0wed and 4 = Div0rced as in line with Lapierre (2009) and (Sim0n, 2002). 

Number 0f children (NOC): The measurement 0f the number 0f children (NOC) such as 

1= N0 children, 2= S0n, 3= Daughter and 4= B0th such as depicted by (Hansen, Slagsv0ld, 

& M0um, 2009). 

S0ci0-ec0n0mic status (SES): The d0mains 0f the s0ci0-ec0n0mic status (SES) are 1= 

bel0w 14,000, 2= 15,000- 30,000 and 3= Ab0ve 30,000 c0rresp0ndingly as supp0rted by 

(L0rant, Deliege, Eat0n, R0bert, Philipp0t, & Ansseau, 2003). 

3.5 Pilot Study Procedure 

UCLA L0neliness scale and Levens0n Multidimensi0nal L0cus 0f C0ntr0l Scale have 

been previ0usly used in different published researches. These are standardized scale 

translated by Nati0nal Institute 0f Psych0l0gy Quaid-e-Azam University, Islamabad, 

Pakistan which have c0ntent validity. Geriatric Depressi0n Scale (Sh0rt f0rm) is translated 

by using a standardized meth0d 0f back t0 back translati0n. The pretest was c0nducted 0n 

40 0lder pe0ple, b0th male and female 0f ages 60 and ab0ve t0 check the reliability 0f the 

instruments. The questi0nnaires were distributed in vari0us cities 0f Punjab, Pakistan. The 

reliability 0f instruments was checked thr0ugh internal C0nsistency 0f the Cr0nbach’s 

alpha.  

3.6 Procedure 

The pr0cedure 0f the present research was divided int0 tw0 phases. 

3.6.1 Phase I 

Initially permissi0n was taken fr0m the higher auth0rities 0f Punjab, Pakistan t0 use 0f 

data by Statistical Department 0f Punjab, Pakistan f0r research purp0se. The 
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questi0nnaires were used f0r the purp0se 0f gathering the inf0rmati0n f0r this research. 

Questi0nnaires were administered by giving them pers0nally, depending 0n the situati0n. 

Bef0re starting the study, all participants were assured that their inf0rmati0n w0uld be kept 

c0nfidential and the data will be used 0nly f0r research purp0se.  

3.6.2 Phase II 

An inf0rmed c0nsent was used f0r this purp0se. A brief 0ral presentati0n was als0 given 

by the researcher c0vering the purp0se 0f the study. First 0f all, a screening test was applied 

t0 the resp0ndents that were a Mini mental state examinati0n was d0ne as the resp0ndents 

were very 0ld s0 it was necessary t0 check their c0gnitive state.  After the screening test 

was c0mpleted, questi0nnaires were distributed t0 the resp0ndents c0llected up0n 

c0mpleti0n. After the c0llecti0n 0f data, the answer sheets were sc0red. 

3.7 Data Analysis 

The data f0r the present study was analyzed using the Statistical Package 0f S0cial 

Sciences (SPSS) s0ftware. H0wever, the data were statistically analyzed thr0ugh the 

f0ll0wing pr0cess in detail. The first step; data were summarized and initially analyzed 

thr0ugh descriptive statistics. The sec0nd step c0ntinued t0 the multiple regressi0n 

assumpti0ns. Finally, the hyp0theses were tested thr0ugh c0rrelati0n analysis, hierarchal 

regressi0n with b00tstrapping, t-test and 0ne-way ANOVA. 

3.8 Preparing Data for Multiple Regression Analysis 

There are f0ur main assumpti0ns that sh0uld be met pri0r t0 c0nducting the regressi0n 

analysis. These assumpti0ns are: linearity; h0m0scedasticity, n0rmality and n0 seri0us 

Multic0llinearity pr0blem, and finally independence 0f residuals (C0akes & Steed, 2003; 

Hair, Anders0n, Babin, & Black, 2010). Acc0rding t0 Hair et al., (2010), sample size has 
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a direct impact 0n the p0wer 0f the multiple regressi0ns. Theref0re, there has been n0 hard 

rule t0 determine the 0bservati0n independent variable rati0. T0 ensure valid and reliable 

results, s0me researchers claim that ideally there sh0uld be 15 t0 20 0bservati0ns f0r each 

independent variable (Hair et al., 2010).  

The c0efficient 0f determinati0n, R2, is the measure 0f the g00dness 0f the m0del where 

it indicates the variance 0f the dependent variable that was acc0unted f0r by the 

independent variables (Hair et al., 2010). In the estimati0n, theref0re, sufficient attenti0n 

was given t0 the ec0n0metric n0rms in the pragmatic measurement and analysis. F0rmerly 

t0 carry 0ut the multiple regressi0n analysis, the incidence 0f 0utliers and Multic0llinearity 

were 0bserved. It was f0und that the data have n0 stern c0ncerns ab0ut Multic0llinearity. 

Additi0nally, the executed research revealed that all the essential settings were made t0 d0 

the regressi0n analysis were fulfilled. The measures used in this research are described in 

the subsequent sub-secti0ns. 

3.8.1 Detecting Outliers 

0utliers are well-defined interpretati0ns that have distinctive qualities and vary n0ticeably 

fr0m 0thers (Hair et al., 2010). Furtherm0re, 0utliers can be distinguished by means 0f 

univariate, bivariate and multivariate pr0cedures in the view 0f the number 0f variables. 

The c0mm0nly used meth0d t0 identify 0utliers is Mahalan0bis distance measure. This 

technique, acc0rding t0 Hair et al., (2010), pr0cesses the distance 0f each 0bservati0n fr0m 

the mean center 0f all 0bservati0ns in multidimensi0nal space. In identifying the 0utlier 

0bservati0ns, Mahalan0bis distance values were 0bserved and linked t0 the critical values 

in Chi-square distributi0n table. The 0utc0mes 0f this research exhibited that Mahalan0bis 

distances 0f all the 0bservati0ns ranged between 4.1217 and 24.9760. Stating t0 the Chi-

Square distributi0n table, the critical value at 0.001 level 0f significance and 11 degrees 0f 
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freed0m was f0und t0 be 26.22. This means that there are n0 0utliers in the present study 

data. In 0rder t0 detect the 0utlier 0bservati0ns, an additi0nal investigati0n 0f the SPSS 

package results kept in the data as Mahalan0bis distance was equated t0 using the Chi 

Square value 0f 26.22 c0ncluded that there are n0 0utliers in this research. S0 the next step 

is t0 examine 0ther assumpti0n 0f the regressi0n analysis. 

3.8.2 Multicollinearity Check 

Multic0llinearity check is the indicat0r 0f the presence 0f an extra0rdinary level 0f linear 

c0rrelati0n am0ngst tw0 0r m0re predict0r variables in a multiple regressi0n. In several 

c0ncrete check, the relati0nship between explanat0ry variable will be n0-zer0, even if this 

will c0mm0nly be m0derately n0nthreatening in the l0gic that a min0r am0unt 0f link 

between explanat0ry variables will practically c0nstantly happen but will n0t the reas0n 

0f in large am0unts 0f l0ss 0f accuracy. Multic0llinearity is the effect 0f any variable that 

can be acc0unted f0r by 0ther variables (Hair et al., 2010). The rise 0f Multic0llinearity 

increases the eff0rt 0f explanati0n 0f diverse variables’ effects. The t0lerance value and 

Variance Inflati0n Fact0r (VIF) is used in the present study t0 inspect the incidence 0f 

Multic0llinearity pr0blems am0ngst the variables 0f the study. Acc0rding t0 Hair et al., 

(2010), t0lerance is the variability in a variable that is n0t acc0unted f0r by 0ther variables. 

Furtherm0re, the recipr0cal 0f the t0lerance variable is the VIF indicat0r. 
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Table 3.3                                                                                                                                                                                                                                     
Multicollinearity Test 

Variables T0lerance Value VIF 

L0neliness .717 1.395 
L0cus 0f c0ntr0l .048 9.883 
L0cus 0f c0ntr0l external .120 8.330 
L0cus 0f c0ntr0l Internal .116 8.651 
L0cus 0f c0ntr0l p0werful .295 3.385 
Religi0sity .974 1.027 
Gender .780 1.281 
Age .525 1.905 
Educati0n .424 2.356 
Family Size .382 2.617 
Marital Status .731 1.368 
Children .381 2.626 
S0ci0ec0n0mic Status .297 3.364 

The data in Table 3.3 sh0wed that the t0lerance values 0f all variables fluctuated between 

0.048 and 0.974. Besides, the VIF values 0f all the variables were f0und t0 be between 

1.027 and 9.883. These findings sh0wed that all 0f the variables 0f this research have 

t0lerance values m0re than 0.1 and acc0rdingly the VIF as suggested by Hair et al., (2010) 

were bel0w the thresh0ld value 0f 10. C0nversely, the t0lerance and VIF values 0f the 

variables inv0lved in this research were within the suggested thresh0ld values, representing 

that the issue 0f Multic0llinearity was n0t existing in this research. 

Bef0re directing the regressi0n analysis, this research dedicated the f0ll0wing sub-secti0ns 

t0 inspect the assumpti0ns 0f multiple linear regressi0ns 0ver the residual analysis (Hair 

et al., 2010). Additi0nally, the next secti0ns discussed the assumpti0ns 0f n0rmality, 

linearity, h0m0scedasticity, and finally the independence 0f err0r terms. 

3.8.3 Testing the Normality of the Error Terms 

The n0rmal pr0bability pl0ts 0f the residuals are used t0 examine the n0rmality assumpti0n 

0f the err0r terms. The t00ls used are hist0gram and the n0rmal pr0bability pl0t (P-P Pl0ts) 

0f the regressi0n standardized residual 0n which the n0rmality was c0nfirmed. The Figures 

3.1 and 3.2, relating t0 the facts exhibited that the behavi0r 0f the data distributi0n did n0t 
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deviate substantially fr0m the n0rmal curve ass0ciated. Hence, it can be determined that 

the statistics r0ughly m0nit0red n0rmal distributi0n. 

 

           Figure 3.1. Histogram of the Regression Residuals 

 

 

Figure 3.2. Testing Normality using Normal Probability Plot 
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Figure 3.3. Testing Normality using Q-Q Plot 

By examining b0th P-P Pl0t and Q-Q pl0t the assumpti0n 0f n0rmality was als0 c0nfirmed. 

The straight lines 0f tw0 pl0ts in b0th graphs indicating that the data were appr0ximately 

n0rmally distributed as depicted in Figure 4.2, and Figure 4.3 As a c0nfirmati0n, the 

n0rmality 0f the data were examined by testing the n0rmality 0f the residuals. The results 

0f residual analysis, h0wever, sh0wed that there are n0 maj0r deviati0ns fr0m the 

n0rmality assumpti0n.  

It can be c0ncluded based 0n the previ0us discussi0n that the n0rmality 0f the err0r terms 

was c0nfirmed. After c0nfirming, the assumpti0n 0f n0rmality 0f the err0r terms, the next 

pr0cess is t0 test the linearity, h0m0scedasticity and independence 0f the err0r terms as 

argued in the f0ll0wing sub- secti0n. 

3.8.4 Testing the Linearity, Homoscedasticity and the Independence of Errors 

The scatterpl0t 0f the residuals is examined by this study t0 check the linearity, 

h0m0scedasticity and the independence 0f the err0r terms. The scatter pl0t in Figure 4.4 

exhibited that the residual and the predicted value have n0 clear relati0nship. Since the 

scatterpl0t sh0wed n0 clear relati0nship between residuals and predicted values, f0ll0wing 
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the suggesti0n 0f Hair et al., (2010), it pr0ves the linearity, h0m0scedasticity and the 

independence 0f residuals 0f the data. M0re0ver, the linearity assumpti0n was als0 

examined thr0ugh the scatter pl0ts 0f each independent variable with the dependent 

variable 0r partial c0rrelati0n pl0ts between each independent variable and the dependent 

variable. 

 

 Figure 3.4. The Scatter plot of Residuals 

 

3.9 Relationship among Loneliness, Locus of Control, Religiosity and Depression 

Bef0re starting the main analysis 0f the research, Pears0n c0rrelati0n analysis is run t0 

sh0w the relati0nships between Geriatric depressi0n, l0neliness and l0cus 0f c0ntr0l 

variables and m0derating variable religi0sity. M0re specifically, the purp0se 0f using 

Pears0n c0rrelati0n analysis (PCA) was t0 expl0re the relati0nships between geriatric 

depressi0n, l0neliness and l0cus 0f c0ntr0l variables and m0derating variable religi0sity 

in affecting resp0ndents. 

As illustrated in Table 3.4, there is a p0sitive relati0nship between l0neliness and geriatric 

depressi0n, which means as the level 0f l0neliness increases the level 0f geriatric 
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depressi0n, als0 increases. There is als0 a p0sitive relati0nship between level 0f l0cus 0f 

c0ntr0l 0verall and geriatric depressi0n, which sh0ws that as a pers0n have high sc0re 0n 

l0cus 0f c0ntr0l 0verall scale it l0ses c0ntr0l 0ver self and his/her geriatric depressi0n is 

als0 very high. H0wever, there is n0 relati0nship between l0cus 0f c0ntr0l p0werful 0thers 

and geriatric depressi0n.  

There is a negative relati0nship between internal l0cus 0f c0ntr0l and geriatric depressi0n 

as described in Table 3.4. As the level 0f internal l0cus 0f c0ntr0l increases the level 0f 

geriatric depressi0n will decrease. External l0cus 0f c0ntr0l has a p0sitive relati0nship 

with geriatric depressi0n meaning that as the level 0f external l0cus 0f c0ntr0l will increase 

the geriatric depressi0n als0 will increase. Similarly, p0werful 0thers l0cus 0f c0ntr0l als0 

has p0sitive relati0n, as level 0f p0werful 0thers sc0re increases geriatric depressi0n als0 

increase. Religi0sity has a negative relati0nship with geriatric depressi0n as menti0ned in 

Table 3.4. That means when the level 0f religi0sity increases than the geriatric depressi0n 

will be decreased.  

All the relati0nships between geriatric depressi0n, l0neliness and l0cus 0f c0ntr0l variables 

and m0derating variable 0f religi0sity 0n 0lder pe0ple in Pakistan were f0und t0 be 

statistically significant at the 0.01 t0 0.05 level 0f significance.  

Table 3.4                                                                                                                                                                                                                                      
Correlation Matrix 

 Gdsc Lsa Lcsa Lcsea Lcsia Lcspa Rsta 

Gdsc 1       
Lsa .259** 1      
Lcsa .119* .021 1     
Lcsea .290** .111* .894** 1    
Lcsia -.067* -.038 .925** .382** 1   
Lcspa .050* -.039 .667** .330** .440** 1  
Rsta -.109* .056 .006 -.004 .028 -.011 1 

*significant at p<0.05 and **significant at p<0.01 
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N0te: Geriatric depressi0n (Gdsc), L0neliness (Lsa), L0cus 0f c0ntr0l external (Lscea), 

L0cus 0f c0ntr0l internal (Lcsia), L0cus 0f c0ntr0l p0werful 0thers (Lcspa), L0cus 0f 

c0ntr0l (Lcsa), Religi0sity (Rsta).  

In determining the strength 0f the relati0nships between each independent and the 

dependent variable, Hair et al., (2010), suggested that while the c0rrelati0n 0f 0 indicates 

that there is n0 relati0nship, the c0rrelati0n 0f ±1.0 indicates the existence 0f a perfect 

relati0nship. In interpreting the degree 0f c0rrelati0n between all the independent and 

dependent variables 0 and 1.0, C0hen (1970) criteri0n was f0ll0wed. When the c0rrelati0n 

(r) is between ±0.1 and ±0.29, the relati0nship is said t0 be l0w, when r is between ±0.30 

and ±0.49, the relati0nship is described as medium. Finally, the relati0nship is said t0 be 

str0ng when the c0rrelati0n is ab0ve ±0.75. Thus, the strength 0f the c0rrelati0n d0es n0t 

indicate the significance 0f the c0rrelati0n, s0 is the rejecti0n 0f the null hyp0thesis. 

Based 0n the results in Table 3.4, the Pears0n c0rrelati0n c0efficients were f0und t0 be 

significant t0 0.01 and 0.05 level 0f significance. In 0ther w0rds, the data under the present 

study supp0rted the existence 0f significant relati0nships between geriatric depressi0n, 

l0cus 0f c0ntr0l, l0neliness and religi0sity am0ng 0lder pe0ple 0f Pakistan.  

Table3.5                                                                                                                                                                                                                                       

Summary 0f the Correlation Analysis 

 Hyp0thesized Relati0nship C0rr.C0eff (r) Decisi0n 

1 There is a p0sitive relati0n between l0neliness and geriatric 
depressi0n 

.259** Significant 

2 There is a p0sitive relati0n between level 0f l0cus 0f c0ntr0l 
and geriatric depressi0n. 

.119* Significant 

3 There is a n0 relati0nship between level 0f l0cus 0f c0ntr0l 
p0werful 0thers and geriatric depressi0n. 

.050* Significant 

4 There is negative relati0n between level 0f l0cus 0f c0ntr0l 
internal and geriatric depressi0n. 

-.067** Significant 

5 There is a p0sitive relati0n between levels 0f l0cus 0f c0ntr0l 
external 0n geriatric depressi0n. 

.290** Significant 
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3.10 Conclusion 

By and large, the study is intended t0 determine the impact 0f l0neliness and l0cus 0f 

c0ntr0l 0n geriatric depressi0n am0ng 0lder pe0ple 0f Pakistan in perceiving the due 

significance 0f religi0sity as a m0derating fact0r. The study tries t0 pr0vide empirical 

insight 0n the geriatric depressi0n f0r determining different fact0rs 0f l0neliness in 

Pakistan. The analysis als0 intended t0 infer pragmatic p0licy 0riented rec0mmendati0ns 

f0r the c0nsiderati0ns 0f the p0licy makers 0f Pakistan f0r 0lder pe0ple as well as 0ther 

devel0ping c0untries in a similar situati0n. 
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CHAPTER FOUR  

FINDINGS 

4.1 Introduction 

The chapter describes the findings of the study on the impact of loneliness and locus of 

control on geriatric depression among the elderly and the role of religiosity as a moderator. 

It begins with the demographic profile of the respondents, followed by a description of 

their levels of locus of control, depression and religiosity. Relationships among variables 

studied, i.e. loneliness, locus of control, geriatric depression and religiosity were also 

explored. The chapter then proceeds into analyses of the impact of loneliness and locus of 

control on geriatric depression among the elderly as well as the role of the moderator is 

also discussed. 

4.2 Socio-demographic Profile of respondents  

A total number of 384 male and female were involved in this study. The profile of the 

respondents is included in Table 4.1. Seven demographic variables were used in this study 

are gender, age, education, marital status, family size, number of children and 

socioeconomic status. Each demographic variable is divided into different categories that 

is explained in the Table 4.1. 

The respondents are divided into two categories on the basis of their gender. The gender is 

equally distributed to see the gender differences in the present study that is 192 females 

and 192 males.  Concerning age, the study classified them into three age groups. These age 

groups are 60 years to 64 years old, 65 years to 69 years old and 70 years to 74 years old. 

The majority of respondents falls in the group 65 years to 69 years’ old which are 

224(58%). On the other hand, the smallest percentages of respondents are in the age group 

of 60 years to 64 years old which are16(4%) respectively. While the second highest age 
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group is 70 years to 74 years old which has 144(38%) correspondingly. The mean age of 

the respondents was 67 years.  

The education level is expressed as the maximum number of years of schooling completed. 

This study has used seven groups based on the education level namely Primary, Middle, 

Matric, Intermediate, Degree, Masters and MPhil/ Ph.D. The Table 4.1 shows that the two 

groups have the same number of respondents 16 (4%) which are middle and matric level. 

So, these two groups have equal no of respondents in terms of middle and matric education. 

There are 48 (13%) respondents who have a master’s degree. 112 (29%) respondents have 

degree level education. Sixty-four (17%) respondents have higher secondary school 

(intermediate) education level. Thirty-two (8%) respondents are M. Phil and PhD 

education. The number of respondents are 96 (25%) have primary education.  The mean 

education level is matric which is the level of nine years to ten years of education.  

The marital status of respondents has been divided into four groups Unmarried, Married, 

Widow and Divorce. There is a same number of respondents 168 (44 %) in two groups, 

they are married and unmarried. Whereas the widows and divorce are 24 (6%) in each 

group correspondingly.  

Family size is calculated by the number of individuals, including respondents who live in 

the same house. They are divided into five groups of different family sizes of 1 to 2 

members, 3 to 4 members, 5 to 6 members, 7 to 8 members and 9 & above respectively. In 

the table 4.1 the majority of the older people 160 (42%) has family members between 5 to 

6, likewise 16 respondents (4%) have 1 to 2 members, while 48 respondents (12%) of them 

have 7 to 8 family members, whereas 128 respondents (33%) have 3 to 4 family members 

however 32 respondents (8%) have 9 & above family members. The Table 4.1 shows that 

most of the older people respondents have 5 to 6 family member. Which describes that 

approximately each respondent has 5 to 6 family members including the respondents.  
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Firstly, the category of having or not having children is identified. One hundred and ninety-

two respondents (50%) are those who have children, 192 respondents (50%) are those who 

have no children. The number of children is further divided into three different categories. 

Category one number of sons, category two number of daughters and category three both 

number of sons and daughters. The main reason for this division is socio cultural 

conditions. In Pakistan, having a son is a matter of pride so, it is necessary to check this 

main issue. The highest percentage is of a number of children were in both sons and 

daughter’s category, which is 86 (44%) which means all these respondents have both types 

of children boys and girls. While the other categories 53 (28%) respondents for the 

daughters only and also 53 (28%) respondents for sons only categories correspondingly. 

The majority of the respondents have both daughters and sons.  

Socioeconomic status of the respondents is divided into three classes lower, middle and 

upper on the basis of the research by (Siddique, 2003, Pickett & Pearl, 2001).). The table 

shows that the most of the respondents (160; 42%) belong to middle class and others (112; 

29%) are in the upper class. The remaining respondents (112; 29%) lie in the lower class. 

Socioeconomic status of the respondents in category2 shows most of the respondents 

belong to the middle class which is the most common class in Pakistan. 
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Table 4.1                                                                                                                                                                                       
Demographic profile of the respondents 

Demographics Frequency Percentages% Min Max 

Gender     
Male 192 50%   

Female 192 50%   
     

Age   60 74 
60-64 years 144 38%   
65-69years 224 58%   
70-74years 16 4%   

     
Education   1 7 

Primary 1-5 96 25%   
Middle 6-8 16 4%   

Matric  9-10 16 4%   
Intermediate 11-12 64 17%   

Degree 13-14 112 29%   
Masters 15-16 48 13%   
M.Phil/ PhD 32 8%   

     
Marital Status   1 4 

Married 168 44%   
Unmarried 168 44%   
Divorced 24 6%   

Widow/Widower 24 6%   
     

Family Size   1 5 
1-2 member 16 4%   
3-4 members 128 33%   
5-6 members 160 42%   
7-8 members 48 13%   

9 & above members 32 8%   
     

Do you have children     
Yes 192 50%   
No 192 50%   

     
Gender of children   1 3 

Both 86 44%   
Daughters 53 28%   

Sons 53 28%   
     

Socioeconomic status   1 3 
Lower Class(below 14000) 112 29%   

Middle Class 160 42%   
Upper Class 112 29%   
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4.3 Profile of the Variables 

There are different levels of variables measured in the present study. The characteristics of 

the variables with respect to the responses of the respondents of the study are discussed in 

the Table 4.2. There are two independent variables which are loneliness and locus of 

control, one dependent variable is geriatric depression and a moderator which is religiosity 

is described in the Table 4.2.  

4.3.1 Loneliness 

The loneliness of older people has three levels: low, medium and high. These levels are 

used to check the different level of loneliness in older respondents of the study. The level 

of loneliness, of the respondents (184, 49%) mostly falls into the level of medium 

loneliness. While the other highest number of respondents (169, 44%) lies in the low level 

of loneliness. The least number of respondents (26, 7%) has been on the high level of 

loneliness.  

4.3.2 Locus of control 

There were three dimensions of locus of control that was used in the present study. The 

below Table 4.2 gives the detailed portfolio of the respondents of the research. The 

Levenson multidimensional locus of scale is divided into three dimensions. The name of 

the dimensions is locus of control external (chance), locus of control internal and locus of 

control powerful others. There are 24 items in the scale. Twenty-four items are equally 

distributed into three subscales or dimensions. Each dimension has eight items each.  The 

maximum number of respondents is in the dimension of locus of control external 165 

respondents (43%). The second highest dimension is locus of control powerful others. The 

number of respondents is 115 (30%). The third dimensions have the least number of 

respondents which are 104 (27%) respectively.  
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4.3.3 Religiosity 

Religiosity is measured by using a six point Likert scale that are strongly disagree, 

somewhat disagree, disagree, agree, agree somewhat and strongly agree. There are 

seventeen items that measure religiosity of the respondents of the present study. Table 4.2 

reports the responses of the respondents on the religiosity scale. The majority of the 

respondents (367, 96%) have extrinsic religiosity. In contrast (17, 4%) respondents have 

intrinsic religiosity. 

4.3.4 Geriatric depression 

Geriatric depression is divided into four categories, category one (no depression), category 

two (mild depression) category three (moderate depression) and category four (severe 

depression).  These categories show either respondent have no depression, mild depression, 

moderate depression and severe depression. Table 4.2 describes the level of depression of 

the respondents. It shows that most of the older people fall in the category of moderate 

depression (156; 41%). On the other hand, the smallest percentage of respondents is in the 

category of severe depression (34; 9%). While mild depression has respondents (150; 

39%), which is higher than the respondents of no depression which is (44; 11%). This 

shows that depression is common in two categories which is mild depression and moderate 

depression. 
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Table 4.2                                                                                                                                                                                      
Profile of the Variables. 

 

4.4 Impact of Loneliness, Locus of Control, Demographic variables and Religiosity on 

Geriatric Depression 

After all the regression assumptions were checked and found to be satisfied, this study ran 

the hierarchical regression analysis using SPSS 21 to examine the predictive power of the 

hypothesized model. In other words, the main purpose of the multiple regression analysis 

was to determine the predictive power of each independent variable toward the dependent 

variable. Moreover, it was used to identify and compare the predictive power of 

independent variables, i.e. loneliness, locus of control, internal locus of control, external 

locus of control, powerful others locus of control and demographic variables, and 

moderator religiosity toward the geriatric depression. 

  

Variables Frequency Percentages Min Max 

Loneliness   1 4 
Low 26 7%   

Medium 189 49%   
High 169 44%   

 
Locus of control 

 
    

External 165 43%   
     

Internal 104 27%   
powerful others 115 30%   

Religiosity   1 6 
Extrinsic 367 96%   
Intrinsic 17 4%   

Geriatric depression   1 4 
No depression 44 11%   

Mild depression 150 39%   
Moderate depression 156 41%   

Severe depression 34 9%   
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4.4.1 Hypotheses of the Study 

Before the final analysis, hypotheses of the study have been explained as follows. 

Table 4.3                                                                                                                                                                                      
Hypotheses of Research 

Hypothesis No                                     Hypotheses 
H1 There is an impact of loneliness on geriatric depression. 
H2 There is an impact of locus of control on geriatric depression. 

  H2a There is an impact of internal locus of control on geriatric depression. 
  H2b There is an impact of external locus of control on geriatric depression. 
  H2c There is an impact of locus of powerful others on geriatric depression. 
H3 There is an impact of moderator religiosity on the impact of loneliness on geriatric 

depression. 
H4 There is an impact of moderator religiosity on the impact of locus of control on geriatric 

depression. 
 H4a There is an impact of moderator religiosity on the impact of internal locus of control 

on geriatric depression. 
 H4b There is an impact of moderator religiosity on the impact of external locus of control 

on geriatric depression. 
 H4c There is an impact of moderator religiosity on the impact of powerful others locus of 

control with geriatric depression 

H5 There is an impact of demographic variables such as age, gender, education, family 
size, marital status, no of children and socioeconomic status on geriatric depression. 

 

4.5 Impact of Loneliness on Geriatric Depression with and without Religiosity as a 

Moderator 

The hierarchical regression results were reported according to the analysis stage. In the first 

stage the loneliness and geriatric depression were added in model 1 and then loneliness 

with religiosity as a moderator was added in model 2.  

4.5.1 Model Summary of Impact of Loneliness on Geriatric Depression with and 

without Religiosity as a Moderator 

The model summary contains two models. Model 1 refers to the first stage in the hierarchy 

when only loneliness was used as a predictor. Model 2 refers to the final model in which 

loneliness, religiosity and loneliness religiosity as a moderator.  The model summary of 

the impact of loneliness on geriatric depression with and without religiosity as a moderator 

is depicted in Table 4.4. 
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Table 4.4                                                                                                                                                                                      
Model Summary of Impact of loneliness on geriatric depression with and without 
religiosity as a moderator 

Model R R2 Adjusted R2 Standard Error of Estimate 

1 .259 .067 .065 0.784 
2 .313 .098 .091 0.733 

 

The first and second column of Table 4.4 presents the values of the correlation coefficient 

between the predictors and the outcome variable. While second column is the value of R2 

of the model.     

The R2 measured the amount of the variability in the outcome variable as accounted for by 

the predictor variables Field (2009). Going by the R-square result of the Model 1 as seen 

in Table 4.4 therefore, the value is 0.067, which means that Loneliness accounts for 6.7% 

of the variation in geriatric depression. This shows that the Loneliness explained the 

variation in geriatric depression by 6.7%. However, for the second model (model 2), the 

R2 value increases to 9.8% of the variance in geriatric depression by the introduction of 

religiosity factor. Therefore, when the religiosity moderator was introduced in model 2 the 

R-square improved from 6.7% to 9.8%. The adjusted R2 explained the amount accounted 

for by geriatric depression as well as the number of observations for the model and its 

generalization.  In the Table 4.4 of the model summarized impact of loneliness on geriatric 

depression with and without religiosity as a moderator the difference in the final model is 

a fair bit (0.098-0.067=0.031 or 3.1%). This variation is a justification that, the existence 

of moderator in the model contributed to fitness of the model since the R-square improved 

in Model 2 with the moderator as compare to Model 1 without a moderator. This is in line 

with Guajarati (2009) which argued that, the more the variables in the model, the better the 

fitness of the model in other words the more the R-square of the model as seen in Model 2 

of this study.   
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4.5.2 The Analysis of Variance on Impact of Loneliness on Geriatric Depression with 

and without Religiosity as a Moderator 

The analysis of variance table tests whether the model is significantly better at predicting 

the outcome by using the mean square of the model. The F-statistics represent the 

improvement in prediction of the model as obtained from the results in Table 4.5 where it 

also predicts the fitness of the models (labeled as ‘Regression’ in the table) relative to the 

inaccuracy that still exists in the model (labeled as ‘Residual’ in the Table 4.5). 

Table 4.5                                                                                                                                                                                       
Analysis of Variance on Impact of loneliness on geriatric depression with and without 
religiosity as a moderator 

Model Tests  Sum of Squares df Mean Squares F Sig 

1 Regression 16.917 1 16.917 27.533 .000* 
 Residual 234.708 382 0.614   
 Total 251.625 383    

2 Regression 22.262 3 8.239 13.998 .000* 
 Residual 446.940 380 0.597   
 Total 251.625 383    

*significant at p<0.05 

Table 4.5 contains two sections, one for each model. If the improvement of regression 

models is greater than the residual within the models, then the value of F-statistics should 

be greater than 1. Thus, Model 1 of this study has F-statistics value of 27.533 with 

corresponding p-value is 0.000 (p< 0.05), whereas, the Model 2 has F-statistics value of 

13.798 with p-value of 0.000 (p< 0.05) which means that both are significant at probability 

of less than 5%. From this we can interpret that the final model significantly improves to 

predict the outcome variable which is geriatric depression. 

4.5.3 Model Parameters of Impact of Loneliness on Geriatric Depression with and 

without Religiosity as a Moderator 

In Multiple regression analysis the model that takes the form of an equation that contains 

a coefficient of Beta for each predictor as seen in Table 4.6. The Table 4.6 provides the 



 

120 
 

estimates for these Betas values which indicates the contribution of each predictor to the 

criterion variables. 

Table 4.6                                                                                                                                                                                       
Model parameters of Impact of loneliness on geriatric depression with and without 
religiosity as a moderator 

Mode1  Unstandardized coefficient Standardized o-efficient 

                        Variables        Beta                 Std. Error Beta T Sig 
1 Constant 1.649 0.161  10.228 0.000 

 
 Loneliness 0.345 0.066 0.259 5.247 0 .000* 
       

2 Constant -0.411 1.020  -.402 0.368 
 

 Loneliness 1.365 0.398 1.025 3.430   0.001* 
 

 Religiosity 1.990 0.981 0.506 2.028 0.043 
 

 Loneliness 

& religiosity 

-0.981 0.381 -1.020 -2.574   0.010* 

 

 

The Beta values in Table 4.6 explained the relationship between geriatric depression and 

each of the predictor variables. All the sign of the Beta in Table 4.8 indicates a positive 

relationship between the predictor and the criterion variable. The Beta value of the variable 

loneliness is positive 0.345. This means that, there is a positive relationship between 

loneliness and geriatric depression of the old folk in this study. Therefore, the higher the 

loneliness experienced by the old people, the higher the depression will be felt by them. 

The second value of the Beta is the interaction of religiosity as a moderator and loneliness. 

The coefficient value is negative as seen in Table 4.6 with a value of -0.981. The negative 

value reflected that the moderator (religiosity) has a negative effect on the positive relation 

between the loneliness and geriatric depression of the old people in this study. This can be 

explained as follows. The geriatric depression which increases as the loneliness increases 

will instead decreases in the presence of proper religiosity practices. This is because, as in 

the second model, the introduction of religiosity in the said relation reversed the direction 
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of correlation (from a positive to a negative correlation). Thus, as the interaction of 

religiosity and loneliness of old people in Pakistan increases, the geriatric depression of the 

said people decreases. This means that, old people who are religious at the same time are 

lonely their depression will reduce citrus peribus. The parameter found is said to be 

significant since the p-value is less than 5% as seen in Table 4.6. Therefore, the introduction 

of the moderator played a significant contribution to the model.  

4.5.4 Bootstrapping of Impact of Loneliness on Geriatric Depression with and without 

Religiosity as a Moderator 

Bootstrap confidence intervals provide a way of quantifying the uncertainties in the 

inferences that can be drawn from a sample of data. The idea is to use a simulation based 

on the actual data, to estimate the likely extent of sampling error. Wood (2004) explains 

how simple bootstrapping works, and explores some of its advantages. An important task 

of statistics is to establish the degree of trust that can be placed in a result based on a limited 

sample of data. As the sample of present study is limited so the process of bootstrapping is 

used.  
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Table 4.7                                                                                                                                                                                       
Bootstrapping of Impact of loneliness on geriatric depression with and without religiosity 
as a moderator 

Bootstrap for Coefficients 

 

Model 

 
B 

   95% confidence interval 
Bias Std. Error Sig Lower Upper 

Constant 1.649 .006 .155 .000* 1.361 1.964 
 

Loneliness .345 -.003 .062 .000* .219 .461 
       

Constant -.411 .022 1.088 .686 -2.668 1.695 
 

Loneliness 1.365 -.009 .385 .000* .629 2.160 
 

Religiosity 1.990 -.016 1.055 .043* -.015 4.175 
 

Loneliness 

& 

Religiosity 

-.981 .006 .370 .004* -1.743 -.284 

*significant at p<0.05 

Table 4.7 describes the bootstrapping of the impact of loneliness on geriatric depression 

with and without moderator religiosity. Table 4.7 suggests that the results of the 

bootstrapping strengthened the results of the study. This will remove any discrepancy of 

results or model effectively because of small sample size.  

4.6 Impact of Locus of Control Total on Geriatric Depression with and without 

Religiosity as a Moderator 

The impact of locus of control on geriatric depression with and without religiosity as a 

moderator is discussed in the following section.  

4.6.1 Model Summary of Impact of Locus of Control Total on Geriatric Depression 

with and without Religiosity as a Moderator 

The model summary of impact of locus of control total on geriatric depression with and 

without religiosity as a moderator is explained below.  
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Table 4.8                                                                                                                                                                                      
Model summary of impact of locus of control total on geriatric depression with and 
without religiosity as a moderator 

Model R R2 Adjusted R2 Std. Error of Estimate 

1 .016 .026 .021 .802 
2 .163 .027 .019 .803 

    *significant at p<0.05 

The second column of Table 4.8 explains the values of the correlation coefficient between 

the predictors and the criterion variable. While second column is the value of R2 of the 

model. The R2 measured the amount of the variability in the geriatric depression as 

accounted for by the locus of control total. The above mentioned Table 4.8 has R2 result of 

the Model 1. The model 1 has its value .026 which means that locus of control total 

accounts for 2.6% of the variation in geriatric depression (the criterion). This shows that 

the independent variable (the locus of control total) explained the variation in geriatric 

depression by 2.6%.  

However, for the second model (model 2) the B value increases from .026 to .027 or 2.7% 

of the variance in geriatric depression. So, it explains that as the moderator was introduced 

in the model 2 therefore, the R-square improved from 2.6% to 2.7%. The adjusted R2 

explained the amount accounted for the dependent variable as well as the number of 

observations for the model and its generalization. Its values were very close to the value of 

R2. In the Table 4.8 the difference in the model is a fair bit (0.027-0.026= 0.01 or 1%). This 

variation is a justification that, the existence of the moderator in the model contributed to 

fitness of the model since the R-square improved in Model-2 with the moderator as 

compare to Model 1 without a moderator.  This is consistent with Guajarati (2009) which 

argued that, the more the variables in the model, the better the fitness of the model in other 

words the more the R-square of the model as seen in Model 2 of this study.  



 

124 
 

4.6.2 The Analysis of Variance on Impact of Locus of Control Total on Geriatric 

Depression with and without Religiosity as a Moderator 

The analysis of variance table tests whether the model is significantly better at predicting 

the outcome by using the mean square of the model. The F-statistics represent the 

improvement in prediction of the model as obtained from the results in Table 4.9 where it 

also predicts the fitness of the models (labeled as ‘Regression’ in the Table 4.9) relative to 

the inaccuracy that might still exists in the model (labeled as ‘Residual’ in the Table 4.9). 

Therefore, Table 4.9 describes the analysis of variance on impact of locus of control total 

on geriatric depression with and without religiosity as a moderator.  

Table 4.9                                                                                                                                                                                      

Analysis of Variance on impact of locus of control total on geriatric depression with and 

without religiosity as a moderator 

Model Tests  Sum of Squares df Mean Squares F Sig 

1 Regression 6.591 2 3.295 5.124 .000* 
 Residual 245.03 381 0.643   
 Total 251.62 383    

2 Regression 6.71 3 2.24 3.475 .001* 
 Residual 244.90 380 0.64   

 Total 251.62 383    
*significant at p<0.05,  

The table 4.9 contains two sections, one for each model.  The Model 1 analysis of this study 

has done to show the value F is 5.124 (p< .05), whereas, for Model 2 F value is 3.475 with 

(p< .05) which means that both values are significant at 0.05. From this result we can 

interpret that the final model significantly improves the prediction of the geriatric 

depression by the locus of control total.  
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4.6.3 Model parameters of Impact of Locus of Control Total on Geriatric Depression 

with and without Religiosity as a Moderator 

In Multiple regressions the model takes the form of an equation that contains a coefficient 

of Beta for each predictor as seen in Table 4.10. The Table 4.10 provides the estimates for 

these Beta values which indicate the contribution of each predictor to the model.  

Table 4.10                                                                                                                                                                                      
Model Parameters of impact of locus of control total on geriatric depression with and 
without religiosity as a moderator 

Model  Unstandardized coefficient Standardized coefficient 

             Variables Beta            Std. Error Beta T Sig 
1 (constant) 2.553            0.262   9.762 .000* 

 
 Locus of control 

total 

0.103             0.044 0.120  2.367 .011* 

       
2 (constant) 2.034             1.194   1.703 .008 

 
 Locus of control 

total 

0.249               0.330 0.288  0.755 0.45 
 
 

 Religiosity 0.078             1.161 0.020  0.067 .947 
 

 Locus of control 

total and 

religiosity 

-0.143             0 .321 -.214  -0.445 .002* 

  

The Beta value in Table 4.10 explained the relationship between geriatric depression and 

each of the predictor variables. The Beta coefficient indicates the direction of the 

relationship, where a positive parameter indicates a positive relationship between the 

predictor and the outcome variable and a negative coefficient represents a negative 

relationship between the dependent and independent variable. The Beta value of the 

variable locus of control total is positive as seen in the Table 4.10 with a value of 0.103. 

The second value of Beta is the interaction of religiosity as a moderator and the locus of 

control. The Beta coefficient value is negative as seen in Table 4.10 with a value of -0.143. 

This means that the moderator (religiosity) has a negative effect on the relationship of locus 

of control total and geriatric depression of the old folk in this study.  
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This can be explained when the level of locus of control total increases the geriatric 

depression decreases in the presence of religiosity. This is because as in the second model, 

the introduction of religiosity in the said relation reversed the relation, as the interaction of 

religiosity and locus of control total of old folks increases, the geriatric depression of the 

said people decreases. This means that old people who are religious at the same time have 

high level of locus of control overall score of their depression will reduce other things being 

equal. The parameter found is said to be significant since the p-value is less than 5% (p < 

0.05) as seen in the Table 4.10. Therefore, the introduction of the moderator has a 

significant contribution to the model.  

4.6.4 Bootstrapping of Impact of Locus of Control Total on Geriatric Depression with 

and without Religiosity as a Moderator 

In order to increase the accuracy of data the process of bootstrapping is used ((Wood, 

2004). Table 4.11 illustrated the bootstrapping effect on locus of control total on geriatric 

depression with and without religiosity as a moderator.  

Table 4.11                                                                                                                                                                                       
Bootstrapping of Impact of locus of control total on geriatric depression with and without 
religiosity as a moderator 

Bootstrap for Coefficients 

 

Model 

 
B 

   95% confidence interval 
Bias Std. Error Sig Lower Upper 

Constant 2.55 .003 .153 .000 2.056 3.037 
Locus of 

control total 

.103 .000 .041 .012 .025 .184 

Constant 2.034 -.043 1.218 .026 -550 4.17 
Locus of 

Control total 

.249 .012 .309 .207 -.287 .888 

Religiosity .078 .044 1.186 .916 -1.976 2.586 
Locus of 

Control total 

and 

Religiosity 

-.143 -.012 .300 .417 -766 .375 
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Table 4.11 refer to the bootstrapping of the impact of locus of control total on geriatric 

depression with and without moderator religiosity. Table 4.11 recommended that the 

results of the bootstrapping reinforced the results of the study. That eradicate any 

inconsistency of results or model consequences because of small sample size.  

4.7 Impact of Internal Locus of Control on Geriatric Depression with and without 

Religiosity as a Moderator 

To see the impact of internal locus of control on geriatric depression with and without 

moderator which is the religiosity hierarchal regression analysis is used. In hierarchal 

regression two models are used. The model 1 is impact of internal locus of control on 

geriatric depression and model 2 is the impact of internal locus of control on geriatric 

depression with moderator religiosity. 

4.7.1 Model Summary of Impact of Internal Locus of Control on Geriatric Depression 

with and without Religiosity as a Moderator 

The Table 4.12 discussed the model summary of the impact of internal locus of control on 

geriatric depression with and without religiosity. There were two models to check the 

amount of variability in dependent variable because of criterion variable (Field, 2009).   
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Table 4.12                                                                                                                                                                                       

Model summary of Impact of internal locus of control on geriatric depression with and 

without religiosity as a moderator 

Model R R2 Adjusted R2 Std. Error of Estimate 

1 .067 .005 .002 .810 
2 .151 .023 .015 .804 

The R-square result of the Model 1 as shown in Table 4.12, the value of R-square is .005 

which means that the internal locus of control accounts for 0.5% of the variation in geriatric 

depression. This shows that the independent variable explained the variation in the geriatric 

depression by 0.5%. 

However, as far as a second model (Model 2) is concerned, this value increases to 2.3% of 

the variance in geriatric depression. So, when the moderator introduced in the Model 2, 

this value increases to 2.3% of the variance in geriatric depression. Consequently, when 

the moderator was introduced in model 2, the R-square improved from 0.5% to 2.3%. In 

the above Table 4.12 the difference in the final model is (0.023-0.05=0.018 or 1.8%). This 

variation is the justification that the existence of moderator in the model contributed to 

fitness of the model since the R-square improved in the Model 2 with a moderator as 

compare to Model 1 without a moderator. This is in line with Guajarati (2009) which 

argued that, the more the variables in the model, the better the fitness of the model in other 

words the more the value of R-square of the model as seen in Model 2 of this study. 

4.7.2 The Analysis of Variance on Impact of Internal Locus of Control on Geriatric 

Depression with and without Religiosity as a Moderator 

The analysis of variance table tests whether the model is significantly better at predicting 

the outcome by using the mean square of the model.  
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Table 4.13                                                                                                                                                                                       
Analysis of Variance on Impact of internal locus of control on geriatric depression with 
and without religiosity as a moderator 

Model Tests  Sum of Squares df Mean Square F Sig 

1 Regression 1.138 1 1.138 1.735 .003* 
 Residual 250.487 382 0.656   
 Total 251.625 383    

2 Regression 5.719 3 1.906 2.946 .033* 
 Residual 245.906 380 0.647   
 Total 251.625 383    

  *significant at p<0.05 

The model 1 of this study in Table 4.13 has F- statistics value of 1,735 with corresponding 

p-value of 0.003 (p< 0.05), whereas, the Model 2 has F-statistics value of 2.946 with p-

value of 0.033 (p< 0.05) which means that both are significant at 5%. From this we can 

interpret that the final model significantly improves to predict the outcome variable which 

is geriatric depression. 

4.7.3 Model parameters of Impact of Internal Locus of Control on Geriatric 

Depression with and without Religiosity as a Moderator 

The Table 4.14 provides the estimates of the Beta values which indicates the contribution 

of each predictor to the models. 

Table 4.14                                                                                                                                                                                      
Model Parameters of Impact of internal locus of control on geriatric depression with and 
without religiosity as a moderator 

Model  Unstandardized coefficient Standardized coefficient 

            Variables Beta            Std. Error Beta T Sig 
1 (constant) 2.653                .146   18.158 .000* 

       
 Internal locus of 

control 

-0 .048               .036 -.067  -1.317 .003* 
 

2 (constant) 1.531                .994   1.541 .004* 
 Internal locus of 

control 

 

.343                  .243 .482  1.411 .048* 

 Religiosity 1.097                  .960 .279  1.142 .004* 
 Internal locus of 

control and 

religiosity 

-0.380                  .235 -.683  -1.717 .003* 

    *significant at p<0.05 
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The Beta value of internal locus of control is negative as seen in the Table 4.14. The Beta 

coefficient indicates the direction of the relationship, where a positive parameter indicates 

a positive relationship between the predictor and the outcome variable and a negative 

coefficient represents a negative relationship between the dependent and independent 

variable. Thus in the Table 4.14 the Beta value is -0.048, this means that there is a negative 

relationship between level of internal locus of control of the people of Pakistan and 

geriatric depression of the old people in Pakistan. Therefore, it was concluded that the 

higher the level of internal locus of control of old people the lower the geriatric depression 

of the old people of Pakistan.    

The second value of the Beta is the interaction of religiosity as a moderator and the internal 

locus of control. The value of beta coefficient is still negative as seen in Table 4.14 with 

the value of -0.380. This means that a moderator (religiosity) strengthens the relation of 

internal locus of control and geriatric depression of the old people in Pakistan. This means 

that old people who are religious at the same time have internal locus of control their 

depression will decreases other things being equal. The parameter said to be significant 

since the p-value is less than 5% (p < 0.05) as seen in Table 4.14. Therefore, the 

introduction of the moderator played a significant contribution to the model. In all the 

models, the independent variables have a significant impact on the dependent variable 

which is geriatric depression.  

4.7.4 Bootstrapping of Impact of Internal Locus of Control on Geriatric Depression 

with and without Religiosity as a Moderator 

The uncertainties of the inference are checked by using the process of bootstrapping 

(Wood, 2004). Table 4.15 explained the bootstrapping process of Impact of Internal locus 

of control on geriatric depression with and without religiosity as a moderator. 
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Table 4.15                                                                                                                                                                                      
Bootstrapping of Impact of internal locus of control on geriatric depression with and 
without religiosity as a moderator 

Bootstrap for Coefficients 

 

Model 

 
B 

   95% confidence interval 
Bias Std. Error Sig Lower Upper 

Constant 2.653 .001 .142 .000 2.385 2.943 
 

Internal Locus 

of control 

-.048 .000 .037 .200 -.124 .022 

       
Constant 1.531 -.192 1.176 .138 -1.254 3.204 

Internal Locus 

of Control 

.343   045 .275 .148 -.049 1.002 
 
 

Religiosity 1.097 .193 1.151 .284 -.494 3.851 
 

Internal Locus 

of Control & 

Religiosity 

-.380 -.045 .267 .100 -1.020 -.005 

 

Table 4.15 refers to the bootstrapping of the impact of internal locus of control on geriatric 

depression with and without moderator religiosity. Table 4.15 endorses that the results of 

the bootstrapping reinforced the results of the study. That eliminate any contradiction of 

results or model significances because of small sample size.  

4.8 Impact of External Locus of Control on Geriatric Depression with and without 

Religiosity as a Moderator 

Hierarchal regression analysis is used to check the impact of external locus of control on 

geriatric depression with and without moderator religiosity.  

4.8.1 Model Summary of Impact of External Locus of Control on Geriatric 

Depression with and without Religiosity as a Moderator 

The model summary of the analysis has 2 models. Model 1 refers to the first stage in the 

hierarchal regression when the only external locus of control was as a predictor variable. 

Model 2 refers to the final model in which external locus of control, religiosity and external 

locus of control religiosity as a moderator was included. 
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Table 4.16                                                                                                                                                                                       
Model summary of impact of external locus of control on geriatric depression with and 
without religiosity as a moderator  

Model R R2 Adjusted R2 Std. Error of Estimate 

1 .290 .084 .082 .777 
2 .310 .096 .089 .774 

The Table 4.16 explains the values of the correlation coefficient between the predictors 

and outcome variable. The R2 measured in the Table 4.16 focused on the amount of 

variability in the dependent variable as accounted for by the independent variable. In the 

first model R2 value as seen in Table 4.16 is 0.84 which means that the external locus of 

control accounts for 8.4% of the variation in geriatric depression. However, for the second 

model this value increases to 0.096 or 9.6% of variance in geriatric depression. Therefore, 

when the moderator which is religiosity was introduced in the model 2, R square improves. 

Therefore, the R square improved from 8.4% to 9.6%. In the above table the difference in 

the final model is (0.096-0.084 = 0.012 or 1.2%) a justification that the existence of 

moderator in the model contributed to the fitness of the model. This is in line with Guajarati 

(2009) which argued that, the more the variables in the model, the better the fitness of the 

model in other words the more the value of R-square of the model as seen in Model 2 of 

this study. 

4.8.2 The Analysis of Variance on Impact of External Locus of Control on Geriatric 

Depression with and without Religiosity as a Moderator 

The analysis of variance table tests whether the model is the significantly better at 

predicting the outcomes by using mean squares.  
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Table 4.17                                                                                                                                                                                       
Analysis of Variance on impact of external locus of control on geriatric depression with 
and without religiosity as a moderator   

Model Tests   Sum of Squares Df Mean Square F Sig 

1 Regression 21.181 1 21.181 35.111 .000** 
 Residual 230.444 382 .603   
 Total 251.625 383    

2 Regression 24.129 3 8.043 13.435 .000** 
 Residual 227.496 380 .599   
 Total 251.625 383    

  *significant at p<0.05 

The model 1 of Table 4.17 of this study has F statistics value of 35.111 and p-value of 

0.000 which is less than (p< 0.05), whereas, the model 2 has F-statistics value of 13.435 

with p- value of 0.000 (p< 0.05) which means that both are significant at less than 5%. 

From this we can interpret that the final model significantly improves to predict the 

outcome variable which is geriatric depression. 

4.8.3 Model parameters of Impact of External Locus of Control on Geriatric 

Depression with and without Religiosity as a Moderator 

The below mentioned Table 4.18 of model parameters give the estimates for Beta values 

standardized and unstandardized coefficients that indicates the individual contribution of 

each predictor to the models. 

Table 4.18                                                                                                                                                                                      
Model Parameters of impact of external locus of control on geriatric depression with and 
without religiosity as a moderator   

    Model  Unstandardized coefficient Standardized coefficient 

 Variables Beta Std. Error Beta t Sig 
1 (Constant) 1.791 .121  14.789 .000** 
 External locus of 

control 

0.188 .032 .290 5.925 .000** 

2 (Constant) 2.092 .757  2.762 .000** 
 External locus of 

control 

.227 .203 .351 1.119 .023** 

 Religiosity -.285 .727 -.0072 -.392 .047** 
 

 External locus of 

control and 

religiosity 

-0.039 .195 -.072 -.199 .039** 

   *significant at p<0.05 
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The Beta value of the variable external locus of control is positive as seen in Table 4.18 

with a value of 0.188. This means, there is a positive relationship between external locus 

of control of the people in Pakistan and geriatric depression of old people in Pakistan. 

Therefore, the higher the level of external locus of control of old people the higher the level 

of depression of the people. 

The second value of Beta is the interaction of religiosity as a moderator and external locus 

of control. The coefficient value is negative as seen in Table 4.18 with a value of -0.039. 

This means that the moderator (religiosity) has a negative effect on the positive relation 

between external locus of control and geriatric depression of the old people in Pakistan. 

When the external locus of control increases the geriatric depression decreases in the 

presence of religiosity. Thus, as the interaction of religiosity and external locus of control 

of old people in Pakistan increases, the geriatric depression of said people decreases. This 

means that, old people who are religious at the same time have high level external locus of 

control their depression will reduce other things being equal. The parameter found is said 

to be significant since the p-value is less than 5% as seen in Table 4.18. Therefore, the 

introduction of the moderator played a significant contribution to the model.  

4.8.4 Bootstrapping of Impact of External Locus of Control on Geriatric Depression 

with and without Religiosity as a Moderator 

Bootstrapping of Impact of external locus of control on geriatric depression with and 

without religiosity as a moderator is carried out to remove any uncertainties in the data 

(Wood, 2004). Table 4.19 explains the bootstrapping method.  
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Table 4.19                                                                                                                                                                                       
Bootstrapping of impact of external locus of control on geriatric depression with and 
without religiosity as a moderator   

       Model                                                 Bootstrap for Coefficients 

 

Model 

 
B 

   95% confidence interval 
Bias Std. Error Sig Lower Upper 

Constant 1.791 -.003 .143 .000 1.508 2.062 
 

External Locus 

of control 

0.188 .001 .035 .000 .119 .256 

       
Constant 2.092 -.086 .908 .009 -.177 3.465 

 
External Locus 

of Control 

 

.227 .017 .213 .199 -.101 .759 
 

Religiosity -.285 .083 .876 .696 -.1.568 1.948 
 

External Locus 

of Control and 

Religiosity 

-0.039 -.017 .204 .816 -.553 .266 

 

Table 4.19 refer to the bootstrapping of the impact of external locus of control on geriatric 

depression with and without moderator religiosity. Table 4.19 endorses that the results of 

the bootstrapping secure the results of the study. That remove any ambiguity of results or 

model imports because of small sample size.  

4.9 Impact of Powerful Others Locus of Control on Geriatric Depression with and 

without Religiosity as a Moderator 

There are two models to study the impact of powerful others locus of control on geriatric 

depression with moderator and without a moderator.  

4.9.1 Model Summary of Impact of powerful others locus of control on geriatric 

depression with and without religiosity as a moderator 

The model summary of the analysis discussed the impact of powerful others locus of 

control on geriatric depression with and without depression in Table 4.20.   
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Table 4.20                                                                                                                                                                                       
Model summary of impact of powerful others locus of control on geriatric depression 
with and without religiosity as a moderator 

Model R R2 Adjusted R2 Std. Error of the Estimate 

1 .050 .003 .000 .811 
2 .125 .016 .008 .807 

The R square measured the amount of the variability in the geriatric depression as 

accounted for by the predictor variables Field (2009). Going by the R2 result of the Model 

1 as seen in Table 4.20 therefore, the value is .003 which means that powerful others locus 

of control accounts for 0.3% of the variation in geriatric depression. It shows that the 

independent variable powerful others locus of control explained the variation in geriatric 

depression by 0.3%. However, for the second model the R2 value increases to .016 or 1.6% 

of the variance in geriatric depression. Therefore, when the moderator was introduced in 

Model 2 the R-square improved by 0.3% to 1.6%. In the Table 4.20 the difference in the 

final model is a fair bit (1.6-0.3= 1.3%). This variation is a justification that, the existence 

of a moderator in the model contributed to fitness of the model since the R-square improved 

in the Model 2 with a moderator as compare to model 1 without a moderator. This is in line 

with Guajarati (2009) which argued that, the more the variables in the model, the better the 

fitness of the model. 

4.9.2 The Analysis of Variance of Impact of Powerful Others Locus of Control on 

Geriatric Depression with and without Religiosity as a Moderator  

The analysis of variance table predicts the fitness of the (labeled as ‘Regression’ in the 

table 4.21) relative to the inaccuracy that still exists in the model (labeled as ‘Residual’ in 

the table 4.21). 
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Table 4.21                                                                                                                                                                                      
Analysis of Variance on impact of powerful others locus of control on geriatric 
depression with and without religiosity as a moderator   

Model Tests  Sum of squares df Mean Square F Sig 

1 Regression 20.181 1 13.352 34.121 .000* 

 Residual 231.444 382 0.657   

 Total 251.625 383    

2 Regression 23.911 3 8.304 13.345 .000* 

 Residual 227.714 380 0.652   

 Total 251.625 383    

      *significant at p<0.05 

The Model 1 of this study has F-statistics value of 34.121 with corresponding p-value is 

0.000 (p< 0.05), whereas, the Model 2 the F-statistics value of 13.345 with p value is 0.000 

(p< 0.05) which means both are significant at 5%. Thus the final model significantly 

improves to predict the outcome variable which is geriatric depression. 

4.9.3 Model Parameters of Impact of Powerful Others Locus of Control on Geriatric 

Depression with and without Religiosity as a Moderator  

The model parameters give the estimates for standardized and unstandardized coefficients 

Beta values that indicate the individual contribution of each predictor to the model. 
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Table 4.22                                                                                                                                                                                       
Model Parameters of impact of powerful others locus of control on geriatric depression 
with and without religiosity as a moderator   

Model  Unstandardized Coefficients Standardized Coefficient 

 Variables Beta Std. Error Beta t Sig 

1 (Constant) 2.336 .142  16.455 .000* 

 Powerful others locus of 

control 

0.042 .043 .050 0.979 .000* 

       

2 (Constant) 3.441 .968  3.556 .000* 

 Powerful others locus of 

control 

-.169 .302 -.202 -.560 0.576 
 
 

 Religiosity -1.069 .935 -.272 -.1.143 0.254 

 Powerful others locus of 

control and religiosity 

0.206 .293 .300 .703 0 .483 

    *significant at p<0.05 

The Beta value in the Table 4.22 enlightened the relationship between geriatric depression 

and each predictor variable. The Beta value of powerful others locus of control is positive 

as seen in Table 4.22 with a value of 0.042. This means that there is a positive relationship 

between powerful others locus of control of the people in Pakistan and geriatric depression 

of the old people in Pakistan. Therefore, the higher the level of powerful others locus of 

control scores of old people the higher the depression of the old people.  

The second value of the Beta is the interaction of religiosity as a moderator and powerful 

others locus of control. The coefficient value is positive as seen in the Table 4.22 with a 

value of 0.206. This means the moderator (religiosity) has no effect on the positive relation 

between level of powerful others locus of control and geriatric depression of the old people 

in Pakistan. When the level of powerful others locus of control increases depression also 

increases, which means that a moderator (religiosity) not playing any role in the relation 

and the relationship remain the same. This means that old people who are religious at the 

same time have locus of control powerful others their depression will increase, other things 
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being equal. The Parameter found is said to be insignificant since the p- value is more than 

5% as seen in Table 4.22. Therefore, the introduction of the moderator does not play a 

significant contribution to the model.  

4.9.4 Bootstrapping of Impact of Powerful Others Locus of Control on Geriatric 

Depression with and without Religiosity as a Moderator  

The uncertainties of the inference are checked by using the process of bootstrapping 

(Wood, 2004). Table 4.23 explained the bootstrapping process of Impact of Internal locus 

of control on geriatric depression with and without religiosity as a moderator. 

Table 4.23                                                                                                                                                                                       
Bootstrapping of impact of powerful others locus of control on geriatric depression with 
and without religiosity as a moderator   

Bootstrap for Coefficients 

 

Model 

 
B 

   95% confidence interval 
Bias Std. Error Sig Lower Upper 

Constant 2.336 -.003 .142 .000 2.105 2.55 
 

Powerful others 

Locus of control 

0.042 .001 .043 .248 -.029 .114 

       
Constant 3.441 -.040 .968 .000 1.510 5.329 

Powerful others 

Locus of 

Control 

-.169 .011 .302 .567 -.831 .455 
 

 
 

Religiosity -1.069 .038 .935 .192 -2.866 .820 
Powerful others 

Locus of 

Control and 

Religiosity 

0.206 -.010 .293 .475 -.401 .846 

    *significant at p<0.05 

Table 4.23 refer to the bootstrapping of the impact of powerful others locus of control on 

geriatric depression with and without moderator religiosity. Table 4.23 sanctions that the 

results of the bootstrapping sheltered the results of the study. That confiscate any vagueness 

of results or model significances because of small sample size.  
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4.10 Impact of Demographic Variables (age, family size, number of children and   

socioeconomic status) on Geriatric Depression 

Multiple regression is used to see the impact of demographic variable such as age, family 

size, number of children, and socioeconomic status.  

4.10.1 Model Summary of Impact of Demographic Variables (age, family size, 

number of children and   socioeconomic status) on Geriatric Depression 

The model summary of the analysis has 1 model. Model 1 consists of demographic 

variables as predictor variables.  

Table 4.24                                                                                                                                                                                       
Model summary of impact of demographic variables on geriatric depression 

Model R R2 Adjusted R2 Std. Error of the Estimate 

1 .271 .074 .066 .783 

Model summary Table 4.24 presents the value of the correlation coefficient between the 

predictors and the outcome variable (Field, 2009). Going by the R2 result of the Model 1 

as seen in Table 4.24, therefore, the value is 0.074, which means that demographic 

variables, i.e. gender, education, family size, marital status, children and socioeconomic 

status accounts for 7.4% of the variation in geriatric depression. The adjusted R2 defines 

the wellness and generalization of the model. Its value was very close to the value of R2. It 

is the justification of the fitness of the model. The more the variables the better the fitness 

of the model in other words the more the R-square of the model as seen in the Table 4.26 

of this study.  This is in line with Guajarati (2009).   
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4.10.2 The Analysis of Variance on Impact of Demographic Variables (age, family 

size, number of children and   socioeconomic status) on Geriatric Depression 

The analysis of variance table tests whether the model is significantly better at predicting 

the outcomes by using mean square of the model. The F-statistics represent the 

improvement in prediction of the model as obtained from the results in Table 4.25 where 

it also predicts the fitness of the model (labeled as ‘Regression’ in the table) relative to the 

inaccuracy that still exists in the model (labeled as ‘Residual’ in the Table 4.25). 

Table 4.25                                                                                                                                                                                       
Analysis of Variance on impact of demographic variables on geriatric depression 

Model  Tests  Sum of Squares df Mean Square F Sig 

     1 Regression 18.543 3 6.181 10.077 .000** 
 Residual 233.082 380 .613   
 Total 251.625 383    

*significant at p<0.05 

The Table 4.25 of analysis of variance of this study has F-statistics value of 10.077 with 

corresponding p-value is (p< 0.05). Which means that it is significant at 5%. Therefore, the 

interpretation of the above model is significantly predicted the outcome variable which is 

geriatric depression. 

4.10.3 Model parameters of Impact of Demographic Variables (age, family size, 

number of children and   socioeconomic status) on Geriatric Depression 

The model parameters give the estimates for Beta values that indicates the contribution of 

each predictor to the model as seen in Table 4.26.  
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Table 4.26                                                                                                                                                                                       
Model Parameters of impact of demographic variables on geriatric depression 

                 Model 1 Unstandardized Coefficients Standardized Coefficient 

Variables Beta Std. Error Beta t Sig 
(Constant) 2.741 .225  12.201 .000** 

 
Family size 0.014 .058 .017 3.203 .032** 

 
Children 0.141 .055 .184 2.562 .011** 

 
Socioeconomic -0.280 .059 -.264 -4.788 .000** 

        *significant at p<0.05 

The Beta value in the above Table 4.26 explained the relationship between geriatric 

depression and each of the predictor variables. The Beta value of family size is positive as 

seen in Table 4.26 with a value of 0.014. This means that, there is a positive relation 

between the family size of the people in Pakistan and geriatric depression of old people in 

Pakistan. Therefore, the more the family size of the older people the higher the geriatric 

depression of the people.  

The second Beta value is of number of children is negative as seen in Table 4.26 with a 

value of .141. This means that, there is a positive relation between the number of children 

of the people in Pakistan and geriatric depression of old people in Pakistan. Therefore, the 

higher the number of children of the older people the higher the geriatric depression of the 

people in Pakistan. The third Beta value of socioeconomic status is negative as seen in 

Table 4.26 with a value of -0.280. This means that, there is a negative relation between the 

socioeconomic status of the people in Pakistan and geriatric depression of old people in 

Pakistan. Therefore, the higher the socioeconomic status of older people the lower the 

geriatric depression of the people in Pakistan. The parameters found is said to be significant 

since the p- value is less than 5% of all the variables as seen in Table 4.26. Therefore, all 

the predictors are making a contribution to the model. Overall all the predictors 

(independent) demographic variables have a significant impact on the dependent variable 

which is geriatric depression.  



 

143 
 

4.10.4 Bootstrapping of Impact of Demographic Variables (age, family size, number 

of children and   socioeconomic status) on Geriatric Depression 

Bootstrapping of Impact of demographic variables (family size, number of children and 

socioeconomic status on geriatric depression is conceded to remove any uncertainties in 

the inferences (Wood, 2004). Table 4.27 explained the procedure.  

Table 4.27                                                                                                                                                                                      
Bootstrapping of impact of demographic variables on geriatric depression 

Bootstrap for Coefficients 

 

Model 

 
B 

   95% confidence interval 
Bias Std. Error Sig Lower Upper 

Constant 2.741  .004 .247 .000 2.259 3.231 
 

Family Size 0.014 -.002 .068 .000 -.110  .130 
 

Children 0.141 .000 .058 .001  .028  .254 
 

Socio economic -0.280 .001 .050 .000 -.376 -.180 
 

Table 4.27 refers to the bootstrapping of the impact of demographics on geriatric 

depression with and without moderator religiosity. Table 4.27 endorses that the results of 

the bootstrapping endorsed the results of the study. That eradicates any uncertainty of 

results or model affectivity because of small sample size.  

4.11 Impact of Gender, Education and Marital Status on Geriatric Depression 

Independent t-test and ANOVA were conducted to test and compare the differences 

between the two and three groups in terms of their level of depression accordingly. 

4.11.1 Impact of Gender on Geriatric Depression 

Independent Sample t-test was used to check the impact of gender differences of the old 

people in geriatric depression.  

  



 

144 
 

Table 4.28                                                                                                                                                                                       
Summary of t-test result on impact of gender on geriatric depression 

 Gender N Mean Std. dev t Sig 

Geriatric depression Male 192 2.50 0.857 .821 0.412 
 Female 192 2.43 0.753   

 *significant at p<0.05 

Table 4.28 showed that the difference of mean and standard deviation between male older 

people depression and female older people depression was relatively small; (2.50 compared 

to 2.43). The findings showed that there was no significant difference in geriatric 

depression level between male and female old folk, t (382) = 0.821, p > .05. As a result, it is 

indicating that there was no significant difference in the level of geriatric depression 

between male and female old folk as depicted in Table 4.28. 

4.11.2 Bootstrapping of Gender on Geriatric Depression 

Bootstrapping was used to check the impact of gender on geriatric depression (Wood, 

2004). Table 4.29 explains the process of bootstrapping.  

Table 4.29                                                                                                                                                                                       
Bootstrapping of Gender on geriatric depression 

Bootstrap for Coefficients 

 

Model 

 
Gender 

   95% confidence interval 
N Bias Std. Error Lower Upper 

Geriatric 

depression 

Male .068 .000 .082 -.091 .225 
Female .068 .000 .082 -.091 .225 

Table 4.29 refers to the bootstrapping of the impact of gender on geriatric depression. Table 

4.29 sanctions that the results of the bootstrapping reinforce the results of the study. That 

removes any doubt of results or model imports because of small sample size.  

4.11.3 Impact of Marital Status on Geriatric Depression 

One-way ANOVA was conducted to see the impact of marital status on geriatric depression 

of old people of Pakistan. Table 4.30 showed the description of result revealing a 

significant difference of marital status between four different marital status groups. 
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Table 4.30                                                                                                                                                                                       
Mean and standard deviation of geriatric depression with respect to Marital Status 

Geriatric depression N % Mean Std. deviation 

Married 168 43 2.29 .863 
Unmarried 168 42 2.71 .702 

Divorce 32 8 2.41 .875 
Widow 16 7 1.94 .250 

From the results, mean scores for respondents of all four groups have a significant 

difference on the level of depression among older people of Pakistan. Summary result of 

one- way ANOVA and multiple comparison of results are shown in Table 4.31 and Table 

4.32. 

Table 4.31                                                                                                                                                                                      
Summary of ANOVA result on impact of marital status on geriatric depression 

 Sum of Squares Df Mean Square F Sig 

Between groups 20.397 3 6.799 11.174 .000* 
Within groups 231.228 380 .608   

Total 251.625 383    
*significant at p<0.05 

Table 4.31 showed that depression levels at least one is different between the four groups 

of marital status with p is less than .05 between the four groups [Fc 3,380 = 11.174, p <.05]. 

Since there was a significant difference between these four marital status groups on their 

level of depression, the researcher examined where the difference of depression level 

existed. According to the findings of the result F-ratio signified that population means were 

probably not all equal. Which suggested that any pairs of means were unequal and where 

the significant differences needed to be worked out through post hoc test using Tukey 

HSD? 

The results depicted in Table 4.32 signified that there was significant difference of 

respondent’s depression level between groups. The depression level of unmarried 

respondents is significantly different as compared to married respondents. Similarly, the 

level of depression of widow respondents is significantly different as compared to 
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unmarried. Thus, it showed that marital status has a significant effect on the level of 

depression of older people in Pakistan. 

Table 4.32                                                                                                                                                                                      
Summary of Multiple comparison results of four marital status groups 

Marital Status Status Mean difference Std. Error Sig 
Married Unmarried -.429* .085 .000 

 Divorced -.121 .150 .854 
 Widow .348 .204 .322 

 
Unmarried Married .429* .085 .000 

 Divorced .308 .150 .173 
 Widow .777* .204 .001 

Divorced Married .121 .150 .854 
 

 Unmarried -.308 .150 .173 
 Widow .469 .239 .204 

Widow Married -.348 .204 .322 
 Unmarried -.777* .204 .001 
 Divorce -.469 .239 .204 

*significant at p<0.05 

4.11.4 Bootstrapping of Marital Status on Geriatric Depression 

The uncertainties of the inference are checked by using the process of bootstrapping 

(Wood, 2004). Table 4.33 explained the bootstrapping process of Impact of marital status 

on geriatric depression with and without religiosity as a moderator.  
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Table 4.33                                                                                                                                                                                       
Bootstrapping of Marital status on geriatric depression 

Bootstrap for Coefficients 

 

Marital Status 

 
Status 

   95% confidence interval 
Mean 

difference 
Bias Std. Error Lower Upper 

Married Unmarried -.429 .000 .086 -.598 -.260 
 

 

Divorced -.121 -.001 .170 -.437 .226 
Widow .348 .000 .092 .189 .541 

 
Unmarried Married .429 .000 .086 .260 .598 

 

 

Divorced .308 -.001 .164 -.004 .633 
Widow .777 .000 .084 .632 .955 

 
Divorced Married .121 .001 .170 -.226 .437 

 

 

Unmarried -.308 .001 .164 -.633 .004 
Widow .469 .001 .167 .143 .785 

 
Widow Married -.348     - .000 .092 -.541 -.183 

 

 

Unmarried -.777 -.000 .084 -.955 -.632 
Divorce -.469 -.001 .167 -.785 -.143 

 

Table 4.33 refer to the bootstrapping of the impact of marital status on geriatric depression. 

Table 4.33 endorses that the results of the bootstrapping secure the results of the study. 

That removes any ambiguity of results or model imports because of small sample size.  

4.11.5 Impact of Education on Geriatric Depression 

To see the impact of education on geriatric depression one-way ANOVA was applied. 

Table 4.34 showed the explanation of result enlightening a significant difference of level 

of education among seven different educational groups. The mean for every year of 

education was obtained through the descriptive analysis as depicted in Table 4.34. 
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Table 4.34                                                                                                                                                                                      
Mean and standard deviation of geriatric depression with respect to years of education 

Geriatric depression N % Mean Std. deviation 

Primary 96 25 2.13 .417 
Middle 16 4 2.50 .549 
Matric 16 4 1.94 .998 

F.A./ F.Sc. 64 17 2.73 .733 
B.A./B.Sc. 112 29 2.70 .794 

M.A./M.Sc. 48 13 2.42 .508 
M.Phil./ Ph.D. 32 8 2.50 .811 

 

From the result explained in Table 4.34 depression score for respondents who had level of 

education primary and matric were at minimal difference at 2.13 and 1.94 respectively. 

Meanwhile, the mean score for other educational years respondents who had Middle, F.A. 

/ F.Sc., B.A./B.Sc., M.A./ M.Sc. and M.Phil./ Ph.D. had also very minimal difference. 

Summary results of one-way ANOVA and multiple comparisons are shown in Table 4.35 

and 4.36. 

Table 4.35                                                                                                                                                                                       
Summary of ANOVA result on impact of education on geriatric depression 

 Sum of Squares Df Mean Square F Sig 

Between groups 26.358 6 4.393 7.352 .000* 
Within groups 225.267 377 .598   

Total 251.625 383    

*significant at p<0.05 

Table 4.35 exhibited that there is an effect of education on depression F (6,377) = 7.352, 

p<.05 since there was a significant difference between these seven educational groups on 

their level of depression, the researcher examined where the difference of depression level 

existed. According to the result, F-ratio signified that population means were probably not 

all equal. This suggested that any pair of means was unequal and where the significant 

differences needed to be worked out through post hoc test using Tukey HSD.  
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The results are depicted in Table 4.36. The result signified that there was significant 

difference of respondent’s depression level between different educational groups. The 

depression level of the respondents who had education level of F.A / F.Sc, B .A / B.Sc. and 

M.A / M.Sc. was higher compared to the respondents who had education below and above. 

Meanwhile, the level of depression was lower for respondents had B.A / B.Sc. as compared 

to others respondents who had matric education. Similarly, level of depression of 

respondents had 12 years of education was lower compared to respondents had primary 

education. Consequently, respondents had B.A / B.Sc. education their level of depression 

was higher in contrast to respondents had primary and matric level of education. This 

means that the level of education has an impact on geriatric depression of people of 

Pakistan.   
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Table 4.36                                                                                                                                                                                     
Summary of Multiple comparison results of seven educational groups 

Education Level Years of Education Mean difference Std. Error Sig 
Primary Middle -.375 .209 .551 

 Matric .188 .209 .973 
 F.A/F.Sc -.609* .125 .000 
 B.A/B.Sc. -571* .108 .000 
 M.A/M.Sc. -.292 .137 .335 
 M.Phil./ PhD -.375 .158 .211 
     

Middle Primary .375 .209 .551 
 Matric .563 .273 .380 
 F.A/F.Sc -.234 .219 .932 
 B.A/B.Sc. -.196 .207 .964 
 M.A/M.Sc. .083 .223 1.000 
 M.Phil./ PhD .000 .237 1.000 
     

Matric Primary -.188 .209 .973 
 Middle -.563 .273 .380 
 F.A/F.Sc -.797* .216 .005 
 B.A/B.Sc. -.759* .207 .005 
 M.A/M.Sc. -.479 .223 .327 
 M.Phil./ PhD -.563 .237 .211 
     
     

F.A./F.Sc. Primary .609* .125 .000 
 Middle .234 .216 .932 
 Matric  .797* .216 .005 
 B.A/B.Sc. .038 .121 1.000 
 M.A/M.Sc. .318 .148 .324 
 M.Phil./ PhD .234 .167 .801 
     

B.A/B.Sc. Primary .571* .108 .000 
 Middle               .196 .207 .964 
 Matric  .759* .207 .005 
 F.A./F.Sc.              -.038 .121 1.000 
 M.A/M.Sc. .280 .133 .356 
 M.Phil./ PhD .196 .155 .866 
     

M.A/M.Sc. Primary .292* .137 .335 
 Middle -.083 .223 1.000 
 Matric .479 .223 .327 
 F.A./F.Sc. -.318 .148 .324 
 B.A/B.Sc. -.280 .133 .356 
 M.Phil./ PhD -.083 .176 .999 
     

M.Phil./ Ph.D. Primary .375 .158 .211 
 Middle .000 .237 1.000 
 Matric .563 .237 .211 
 F.A./F.Sc. -.234 .167 .801 
 B.A/B.Sc. -.196 .156 .866 
 M.A/M.Sc. .083 .176 .999 

*significant at p<0.05 
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4.11.6 Bootstrapping of Education on Geriatric Depression 

Bootstrapping on Impact of education on geriatric depression with and without religiosity 

as a moderator is carried out to remove any uncertainties in the data (Wood, 2004). Table 

4.37 explains the bootstrapping method.  

Table 4.37                                                                                                                                                                                       
Bootstrapping of Education on geriatric depression 

Bootstrap for Coefficients 

     95% confidence 
interval 

Education 

Level 

Years of 
Education 

Mean 
difference 

Std. 
Error 

Bias Lower Upper 

Primary Middle -.375 .385 .004 -1.122 .383 
 Matric .188 .252 .005 -.309 .676 
 F.A/F.Sc -.609* .128 .003 -.855 -.352 
 B.A/B.Sc. -571* .081 .000 -.723 -.411 
 M.A/M.Sc. -.292 .123 .002 -.529 .045 
 M.Phil./ PhD -.375 .101 .000 -.571 -.179 
       

Middle Primary .375 .385     -.004 .383 -1.122 
 Matric .563 .454     -.010 .676 -.309 
 F.A/F.Sc         -.234 .402 .002     -.352 -.855 
 B.A/B.Sc.         -.196 .390 -.004     -.411 -.723 
 M.A/M.Sc. .083 .398 -.002 .045 -.529 
 M.Phil./ PhD .000 .394 -.004 -.179 -.571 
       

Matric Primary -.188 .252 .005 -.676 .309 
 Middle -.563 .454 .010 -1.450 .333 
 F.A/F.Sc -.797* .274 .008 -1.319 -.245 
 B.A/B.Sc. -.759* .256 .006 -1.252 -.249 
 M.A/M.Sc. -.479 .275 .007 -1.008 .062 
 M.Phil./ PhD -.563 .266 .006 -1.073 .14 
       

F.A./F.Sc. Primary .609* .128 -.003 .352 .855 
 Middle .234 .402 .002 -.537 1.038 
 Matric .797* .274 -.008 .245 1.319 
 B.A/B.Sc. .038 .140 -.002 -.241 .316 
 M.A/M.Sc. .318 .167 .000 -.015 .646 
 M.Phil./ PhD .234 .151 -.002 -.064 .527 
       

B.A/B.Sc. Primary .571* .081 .000 .411 .723 
 Middle .196 .390 .004 -.560 .985 
 Matric .759* .256 -.006 .249 1.252 
 F.A./F.Sc. -.038 .140 .002 -.316 .241 
 M.A/M.Sc. .280 .134 .002 -.020 .543 
 M.Phil./ PhD .196 .116 .000 -.036 .421 
       

M.A/M.Sc. Primary .292* .123 -.002 -.045 .529 
 Middle -.083 .398 .002 -.869 .700 
 Matric .479 .275 -.007 -.062 1.008 
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 F.A./F.Sc. -.318 .167 .000 -.646 .015 
 B.A/B.Sc. -.280 .134     -.002 -.543 -.020 
 M.Phil./ PhD -.083 .146     -.002 -.380 .201 
       

M.Phil./ Ph.D. Primary .375 .101 .000 -.179 .571 
 Middle .000 .394      .004 -.776 .800 
 Matric .563 .266     -.006 .033 1.073 
 F.A./F.Sc. -.234 .151 .002 -.527 .064 
 B.A/B.Sc. -.196 .116 .000 -.421 .036 
 M.A/M.Sc. .083 .146 .002 -.201 .380 

 

Table 4.37 refers to the bootstrapping of the impact of education on geriatric depression. 

Table 4.37 endorses that the results of the bootstrapping secure the results of the study. 

That removes any ambiguity of results or model imports because of small sample size.  

4.11.7 Impact of Age on Geriatric Depression 

To see the impact of age on geriatric depression one-way ANOVA was applied. Table 4.38 

showed the explanation of result enlightening a significant effect of age between three 

different age groups. The mean for every year of age was obtained through the descriptive 

analysis as depicted in Table 4.38. 

Table 4.38                                                                                                                                                                                      
Mean and standard deviation of geriatric depression with respect to years of age 

Geriatric depression N % Mean Std. deviation 

60-64 144 38 2.40 .712 
65-69 224 58 2.55 .840 
70-74 16 4 1.94 .998 

From the result depicted in Table 4.38 depression score for respondents who had ages of 

60-64 and 65-69 were at minimal difference at 2.40 and 2.55 respectively. Meanwhile, the 

mean score for other 70-74 years’ respondents had a mean score of 1.94 have a significant 

difference. Summary results of one-way ANOVA are shown in Table 4.39.  
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Figure 4.1. Mean of Geriatric Depression 

 

Fig 4.1 demonstrates the mean of depression score for respondents of different age groups. 

It is evident from the Fig 4.1 that there is a minimal difference among mean scores of ages 

60-64 and 65-69. While the mean score of age group 70-74 years has a significant 

difference. Table 4.39 explains the summary of ANOVA result on impact of age on 

geriatric depression.  

Table 4.39                                                                                                                                                                                      
Summary of ANOVA result on impact of age on geriatric depression 

 Sum of Squares Df Mean Square F Sig 

Between groups 6.893 2 3.446 5.365 .005* 
Within groups 244.732 381 .642   

Total 251.625 383    
*significant at p<0.05 

Table 4.39 showed that depression levels were significantly different between the three age 

groups [F (2,381) = 5.365, p<.05]. Since there was a significant difference between these 

three age groups on their level of depression, the researcher examined where the difference 

of depression level existed. According to the findings of the result F-ratio signified that 

population means were probably not all equal. This suggested that any pairs of means were 

unequal and where the significant differences needed to be worked out through post hoc 

test using Tukey HSD. 
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The results depicted in Table 4.40. The results signified that there was significant 

difference of respondent’s depression level between groups. There exists a significant 

difference of level of depression of between 70-74 and 65-69 age groups of respondent.  

Thus, it showed that age groups have a significant effect on the level of depression of older 

people in Pakistan.  

Table 4.40                                                                                                                                                                                       
Summary of Multiple comparison results of the depression level of three age groups 

Age groups Age Mean difference Std. Error Sig 
60-64 65-69 -.158 .086 .157 

 70-74 .458 .211 .078 
 

65-69 60-64 .158 .086 .157 
 70-74 .616* .207 .009 

 
70-74 60-64 -.458 .211 .078 

 65-69 -.616* .207 .009 
*significant at p<0.05 

 

Figure 4.2. Level of Depression of Different Age Groups 

Fig 4.2 illustrates the mean differences of level of depression between different age groups. 

There is a significant difference exits between levels of depression among age groups.  In 

the Fig 4.2 trends are showing the significant difference between 70-74 and 65-69 age 

groups of respondent.  Thus, it showed that age groups have a significant effect on the level 

of depression of older people in Pakistan.  
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4.11.8 Bootstrapping of Age on Geriatric Depression 

Bootstrapping of Age on geriatric depression has been carried out to remove the 

uncertainties of data (Wood, 2004).  

Table 4.41                                                                                                                                                                                      
Bootstrapping of Age on geriatric depression 

Bootstrap for Coefficients 

     95% confidence interval 
Age groups age Mean difference Std. Error Bias Lower Upper 

60-64 65-69 -.158 .081 .000 -.317 -.002 
 70-74 .458 .257 .002 -.068 .961 

 
65-69 60-64 .158 .081 .000 -.002 .317 

 70-74 .616 .257 -.002 .090 1.118 
 

70-74 60-64 -.458 .257 .002 -.961 .069 
 65-69 -.616 .257 .002 -1.118 -.090 

Table 4.41 refers to the bootstrapping of the impact of age on geriatric depression. Table 

4.41 endorses that the results of the bootstrapping secure the results of the study. That 

removes any ambiguity of results or model imports because of small sample size.  

4.12 Summary of the Findings 

This chapter discussed the findings of the present study. The study is done by using cross 

sectional data of 384 older people from the big state of Pakistan (Punjab). Before starting 

the data analysis, the basic assumptions of the data analysis procedure were accomplished.  

SPSS 22 version was used to do the data analysis. 

In the process of empirical analysis, correlation and hierarchical multiple linear regression 

were employed. The results of this study supported majority of the hypothesis in the testing. 

Apparently, the findings support the hypotheses in the testing.  However, Table 4.42 

reported the findings related to hypothesis testing procedure at 0.05, level of significance. 
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Table 4.42                                                                                                                                                                                       
Summary of the Hypotheses testing results 

H Hypothesis statements Independent 

Variable 

Dependent 

Variable 

Moderator Statistical 

Technique 

Decision 

H1 Loneliness has  a 
significant effect on 
geriatric depression 

 Loneliness  Geriatric   
depression 

  Multiple    
regression 

Significant 

H2 Locus of control total 
has  a significant effect 
on geriatric depression 

Locus of 
control  total 

Geriatric 
depression 

 Multiple 
regression 

Significant 

H2a Internal locus of control 
has a significant effect 
on geriatric depression 

Internal 
Locus of 
control   

Geriatric 
depression 

 Multiple 
regression 

Significant 

H2b External locus of control 
has a significant effect 
on geriatric depression 

External 
Locus of 
control   

Geriatric 
depression 

 Multiple 
regression 

  Significant 

H2c Powerful others locus of 
control has a significant 
effect on geriatric 
depression 

Powerful 
others   Locus 
of control  

Geriatric 
depression 

 Multiple 
regression 

Significant 

H3 Religiosity moderates 
the relationship between 
loneliness and geriatric 
depression 

loneliness    Geriatric 
depression 

Religiosity Multiple 
regression 

Significant 

H4 Religiosity moderates 
the relationship between 
locus of control total and 
geriatric depression 

Locus of 
control total       

Geriatric 
depression 

Religiosity Multiple 
regression 

Significant 

H4a Religiosity moderates 
the relationship between 
internal locus of control 
and geriatric depression 

Internal 
Locus of 
control        

Geriatric 
depression 

Religiosity Multiple 
regression 

Significant 

H4b Religiosity moderates 
the relationship between 
external  locus of control 
and geriatric depression 

External 
Locus of 
control       

Geriatric 
depression 

Religiosity Multiple 
regression 

Significant 

H4c Religiosity moderates 
the relationship between 
powerful others locus of 
control and geriatric 
depression 

Powerful 
others      
Locus of 
control   

Geriatric 
depression 

Religiosity Multiple 
regression 

Insignificant 

H5 Demographic variables 
has a significant effect 
on geriatric depression 

Number of 
children, family 
size, and socio-
economic 
status    

Geriatric 
depression 

 Multiple 
regression 

Significant 

H5a Demographic variables 
has a significant effect 
on geriatric depression 

Gender Geriatric 
depression 

 T-test Insignificant 

H5b Demographic variables 
has a significant effect 
on geriatric depression 

 Age, 
Education 
and Marital 
status 

Geriatric 
depression 

 Onaway  
ANOVA 

Significant 

In conclusion, the results of this study obtained from Pearson correlation and hierarchical 

regression, T- test and Onaway ANOVA analyses revealed that while certain hypotheses 

were supported by the empirical results, and the rest was found not being supported. In 

specific terms, Table 4.34 showed that H1, H2, H2a, H2b, H2c, H3, H4, H4a, H4b and H5 were 

supported, Whereas, H4c and H5a were not supported. 
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The hypothesis supported variable like loneliness, locus of control total, external locus of 

control, internal locus of control, powerful others locus of control, demographic variables 

and religiosity are very crucial in the life of older people in Pakistan. The results of the 

study are supported in the growth and favor of older people in case of Pakistan. Further 

discussions and conclusions relating to these findings and their practical and theoretical 

implications have been elaborated in the next chapter. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

158 
 

CHAPTER FIVE  

DISCUSSION, RECOMMENDATION AND CONCLUSION 

5.1 Introduction 

This chapter explains and discusses the findings 0f the study and relates it t0 previ0us 

findings. Als0, this chapter integrates the finding inferences, its limitati0n, suggesti0ns f0r 

future studies as well as the c0nclusi0n 0f the chapter. T0 review, this research test 

hyp0thesis by l00king at the hierarchal regressi0n and influence 0f independent variables, 

m0derating variable and the dependent variable.  In this manner, the f0ll0wing 0bjectives 

0f the study is 

5.2 Objectives of the Study 

1. T0 examine the impact 0f l0neliness 0n depressi0n. 

2. T0 examine the impact 0f l0cus 0f c0ntr0l 0n depressi0n. 

2a. T0 examine the impact 0f internal l0cus 0f c0ntr0l 0n depressi0n. 

2b. T0 examine the impact 0f external l0cus 0f c0ntr0l 0n depressi0n. 

2c. T0 examine the impact 0f p0werful 0thers l0cus 0f c0ntr0l 0n depressi0n. 

3.   T0 describe the m0derating effect 0f religi0sity 0n the impact 0f l0neliness 0n 

depressi0n. 

4. T0 examine the m0derating effect 0f religi0sity 0n the impact 0f l0cus 0f c0ntr0l 0n 

depressi0n. 

4a. T0 examine the m0derating effect 0f religi0sity 0n the impact 0f l0cus 0f c0ntr0l    

internal 0n depressi0n. 

4b. T0 examine the m0derating effect 0f religi0sity 0n the impact 0f l0cus 0f c0ntr0l 

external 0n depressi0n. 
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4c. T0 examine the m0derating effect 0f religi0sity 0n the impact 0f l0cus 0f c0ntr0l    

p0werful 0thers 0n depressi0n. 

5.  T0 examine the impact 0f dem0graphics such as Gender, Age, Educati0n, Family size, 

Marital status, N0 0f children and S0ci0ec0n0mic status 0n the level 0f depressi0n. 

5.3 Discussions of the Findings  

The main aim 0f this study is t0 investigate the impact 0f l0neliness and l0cus 0f c0ntr0l 

0n geriatric depressi0n and h0w religi0sity as a m0derat0r effect their impact 0n geriatric 

depressi0n 0f 0lder pe0ple in Pakistan. The research is based 0n quantitative research 

design using questi0nnaire resp0nses 0f 384 resp0ndents.  

5.3.1. Impact of Loneliness on Geriatric Depression 

In 0rder t0 achieve the first 0bjective 0f this study regarding the effect 0f l0neliness 0n 

geriatric depressi0n, the paths regressi0n between l0neliness, geriatric depressi0n was 

examined. The findings revealed that l0neliness had a significant p0sitive c0rrelati0n with 

the geriatric depressi0n. It is indicated that when the level 0f l0neliness am0ng 0lder 

p0pulati0n increase, the level 0f depressi0n als0 increases. Hierarchal regressi0n sh0wed 

that l0neliness has a p0sitive impact 0n geriatric depressi0n. Thus, result illustrates that 

when there is an increase in the level 0f l0neliness there is als0 an increase in the level 0f 

depressi0n in 0lder pe0ple 0f Pakistan. This finding, in turn, gives emphasis the negative 

effect 0f l0neliness 0n geriatric depressi0n.  

Findings 0f the present study is c0nsistent with the previ0us researches signifying the 

relati0nship between l0neliness and depressi0n such as Allen and Sigaf00s (2000), Baskin, 

et al., (2010), Bettmann (2006), Daniel et al., (2009), Er0zkan, (2011), Grygiel, et. al., 

(2013), Naik and Sundaram00rthy, (2016b), Singh, (2015), Stek, et al., (2005); Vanhalst, 



 

160 
 

et. al., (2009) and Wei, et al., (2005), wh0 emphasized 0n the p0sitive relati0n between 

the level 0f l0neliness and geriatric depressi0n, if the level 0f l0neliness increases level 0f 

geriatric depressi0n als0 increases. Thus, as per the results 0f the current research, 

l0neliness is 0ne 0f the leading fact0rs in 0ld age that is significantly related with 

depressi0n. 

 Findings 0f the current study c0uld be interpreted that the reas0n behind the relati0nship 

between l0neliness and depressi0n is when the pers0n is getting 0ld, his 0r her life g0 

thr0ugh certain changes. Old pe0ple l0se their energy that was their p0wer in y0ung age. 

As they reached at the time 0f retirement, their s0cial circle gets reduced. They kept 

themselves in their h0uses al0ne. Their children might m0ve t0 0ther places t0 pursue 

better future. S0me 0f them als0 l0se their partners. Their kids have little time t0 give them. 

All these are the c0ntributing fact0r in devel0ping l0neliness in 0ld age in the case 0f 

Pakistan. M0re0ver, due t0 l0neliness, negative th0ughts prevail 0ver 0lder pe0ple and 

might lead t0 depressive feelings. Theref0re, relating this finding t0 the Beck The0ry 0f 

Depressi0n (1979), it c0uld be illustrated that l0neliness and c0nsequent negative th0ughts 

are the c0ntributing fact0r t0wards 0ld age depressi0n. 

5.3.2 Impact of Locus of Control Total on Geriatric Depression  

In 0rder t0 fulfill the sec0nd 0bjective 0f the present study highlighting the relati0nship 

between level 0f l0cus 0f c0ntr0l (t0tal scale) and geriatric depressi0n, hierarchical 

regressi0n was c0mputed. The sec0nd 0bjective 0f the study was further divided int0 three 

sub 0bjectives. These were intended t0 see the effects 0f internal, external and p0werful 

0thers l0cus 0f c0ntr0l 0n geriatric depressi0n. On the wh0le, result 0f the regressi0n 

analysis results illustrated the p0sitive impact 0f l0cus 0f c0ntr0l t0tal 0n geriatric 

depressi0n am0ng 0lder adults. 
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 The findings exhibited by the present research is c0nsistent with the findings 0f previ0us 

studies such as Afifi (2007), Jaswal and Dewan (1997), Naik and Sundaram00rthy (2016a), 

Zawawi and Hamaideh (2009), illustrating the p0sitive relati0nship between depressi0n 

and l0cus 0f c0ntr0l. Hence, all the previ0us researches and the current research 

strengthened that there is a p0sitive relati0n between level 0f l0cus 0f c0ntr0l t0tal and 

depressi0n. As the level 0f l0cus 0f c0ntr0l (t0tal) increases, geriatric depressi0n als0 

increases am0ng 0lder p0pulati0n. 

The main l0gic ahead this reas0ning is as the gr0wing p0pulati0n is increasing in Pakistan, 

elderly pe0ple are facing the pr0blem 0f having n0 future securities when they are reaching 

t0 their age 0f retirement. They have n0 s0cial welfare pr0grams that will help them in 

their future. They have t0 face many pr0blems such as living al0ne, ec0n0mic c0nstrains 

and l0ss 0f life partner. These c0ntributing fact0rs will lead them t0 l0se their c0ntr0l 0ver 

themselves and devel0p depressi0n in their 0ld age.  Theref0re, the present findings in turn 

supp0rted the effect 0f l0cus 0f c0ntr0l t0tal 0n geriatric depressi0n, in the case 0f 

Pakistan; h0wever, it is an imp0rtant fact0r while dealing with 0ld age.  Beck c0gnitive 

the0ry (1979), p0stulate a str0ng effect 0f the c0gniti0ns that plays imp0rtant r0le in the 

life 0f 0lder pe0ple. Circumstances 0f life turn 0ld pe0ple t0 think in the way that they l0se 

c0ntr0l 0n their circumstances and thus devel0p depressi0n. 

5.3.2.1 Impact of Internal Locus of Control on Geriatric Depression 

In 0rder t0 measure 2a 0bjective 0f the present study hyp0thesizing the relati0nship 

between internal l0cus 0f c0ntr0l and geriatric depressi0n, the statistical analysis was 

c0mputed. The analysis rep0rted a negative impact 0f internal l0cus 0f c0ntr0l 0n geriatric 

depressi0n. This finding is supp0rted by previ0us studies such as Bagherian, Ahmadzadeh, 

and Baghbanian (2009), M0shki and Cheravi (2016), Vald0vin0s and G0nzalez (2005), 
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Vald0vin0s, G0nzalez, Echeverry, and Kermah, (2006) and Wardle, et al., (2004). 

C0nsequently, the findings 0f these previ0us researches and the present research f0cused 

0n the negative relati0n between internal l0cus 0f c0ntr0l and depressi0n. The resp0ndent 

wh0 sc0red high 0n the scale measuring internal l0cus 0f c0ntr0l sh0ws l0w sc0res 0n the 

scale measuring depressi0n. It c0uld be interpreted fr0m the current findings that the 

individuals wh0 take pers0nal resp0nsibility f0r their acti0ns are less likely t0 devel0p 

depressi0n. Hence, the 0lder individuals 0f Pakistan wh0 are high in internal l0cus 0f 

c0ntr0l suffer fr0m l0w level 0f depressi0n.  

Furtherm0re, the main reas0n behind this finding and all the previ0us finding is that an 

individual with an internal l0cus 0f c0ntr0l have a tendency t0 be less affected by 0thers. 

They are als0 usually m0re interested t0 acc0mplish. A pers0n with internal l0cus 0f 

c0ntr0l pr0mpts a pr0minent feeling 0f self-g0vernance and m0re pleasure. They have 

faith in that the c0nsequences 0f their activities are an 0utc0me 0f their 0wn particular 

struggles and capabilities. They have c0nfidence that s0lid w0rk and individual capacities 

pr0mpts p0sitive results. C0nsequently, these pers0ns infer supp0rts they get fr0m their 

surr0undings as dependent up0n their 0wn behavi0r. F0r internal l0cus 0f c0ntr0l pe0ple, 

key ass0ciati0ns exist between behavi0r and c0nsequences, and between 0utc0me and 

pers0nal eff0rt. This trust inv0lves that they are rulers 0f their destinies. S0, they have less 

chance t0 devel0p depressi0n, that’s why internality is negatively c0rrelated with 

depressi0n (April, Dharani, & Peters, 2012).  

C0nsidering the Beck c0gnitive the0ry, it c0uld safely be stated that his the0ry str0ngly 

supp0rts the present study findings. As Beck c0gnitive the0ry p0stulates that c0gniti0ns 

0f a pers0n play an imp0rtant r0le in the devel0pment 0f depressi0n. Pe0ple wh0 th0ught 
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that their 0utc0mes and sufferings are because 0f their 0wn pers0nal acti0ns, they are less 

likely t0 devel0p depressive traits in 0ld ages.  

5.3.2.2 Impact of External Locus of Control on Geriatric Depression 

The relati0nship between external l0cus 0f c0ntr0l and geriatric depressi0n was als0 

determined. The result 0f the study dem0nstrated a p0sitive impact 0f external l0cus 0f 

c0ntr0l 0n geriatric depressi0n. This means as level 0f external l0cus 0f c0ntr0l increases 

geriatric depressi0n als0 increases. Individuals wh0 identify that result are c0ntr0lled by 

external f0rces like g00d f0rtune; p0ssibility and destiny have an external l0cus 0f c0ntr0l 

0rientati0n (Lachman, Neupert, & Agrig0r0ael, 2011). Depressi0n might 0riginate fr0m 

external l0cus 0f c0ntr0l and the affected pers0n might believe that he has n0 c0ntr0l 0ver 

the events in his 0r her life 0r it c0uld result fr0m external l0cus 0f c0ntr0l as the pers0n 

c0nnects every event and happening t0 himself.   

There is a p0sitive relati0nship between external l0cus 0f c0ntr0l and depressi0n. The 

external l0cus 0f c0ntr0l has an interactive effect 0n the pers0n’s self-c0nfidence als0. 

Depressi0n includes the presence 0f a m0rbid mental state with disenchantment, despair 

and fatigue; in m0st cases, it c0mprises s0me anxiety. F0r this reas0n, depressi0n is kn0wn 

as 0ne 0f the w0rld’s m0st crucial issue that has been ass0ciated with external l0cus 0f 

c0ntr0l (Sad0ck & Sad0ck, 2008). Subsequently, 0lder pe0ple in their later life devel0p 

external l0cus 0f c0ntr0l due t0 their circumstances that leads them t0wards depressi0n in 

0ld age. This finding is supp0rted by many previ0us researches such as Maltby and 

Macaskill, (2010), McLaughlin, Pachana, and McFarland (2010), M0hammad (2013), 

S0bati, Khaefi, and Sabeti (2015), Twenge, Zhang and Im (2004), wh0 vividly signifies 

that relying 0n external events as determinants 0f vari0us acti0ns in life leads t0 depressi0n 

0r depressi0n like sympt0ms in 0ld age. 
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In view 0f the Beck C0gnitive The0ry, it might securely be indicated that his the0ry 

str0ngly ackn0wledges the current research 0utc0mes. Beck C0gnitive The0ry pr0p0ses 

that c0gniti0ns 0f a pers0n play an imp0rtant r0le in the devel0pment 0f depressi0n. Pe0ple 

wh0 th0ught that their 0utc0mes and sufferings are because 0f external fact0rs, they are 

m0re likely t0 devel0p depressive traits in 0ld ages.  

5.3.2.3 Impact of Powerful Others Locus of Control on Geriatric Depression 

In 0rder t0 achieve 0bjective 2c 0f the present study, the relati0nship between p0werful 

0thers l0cus 0f c0ntr0l and geriatric depressi0n was examined. The result 0f this study 

sh0wed a p0sitive impact 0f p0werful 0thers l0cus 0f c0ntr0l 0n geriatric depressi0n. This 

means that as the level 0f p0werful 0thers l0cus 0f c0ntr0l sc0re increases, geriatric 

depressi0n als0 increases. This finding is in line with the previ0us findings such as Clarke 

(2004), Pearlin, et al., (2007), Khairudin et al., (2011), Zampieri and Pedr0s0, 2011). 

 Many investigati0ns have faith in that there is a c0ntribut0ry p0sitive relati0nship between 

p0werful 0thers l0cus 0f c0ntr0l and depressi0n (Aflakseir & M0hammad, 2016). It 

implies that wh0 relies 0n 0ther p0werful pe0ple and are certain 0f that their achievement 

is because 0f external p0wers they c0me up with failure. They believe that they cann0t 

change the 0utc0mes by making m0re eff0rt. This creates a feeling 0f l0ss and pers0n feel 

h0peless and helpless and it leads t0wards depressi0n. Theref0re, this belief strengthens 

that their destiny is under c0ntr0l by p0werful 0thers. They m0ve m0re t0wards depressi0n 

in their later life (Fayyaz, Fayyaz, & Besharat, 2011).   

Thus, it is evident fr0m the literature and present study that a p0sitive relati0n exists 

between p0werful 0thers l0cus 0f c0ntr0l and geriatric depressi0n. Age is an imp0rtant 

fact0r in devel0ping p0werful 0thers l0cus 0f c0ntr0l because as a pers0n ages he bec0mes 
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dependents 0n 0thers f0r his survival and existence. M0re0ver, he devel0ps p0werful 

0thers l0cus 0f c0ntr0l due t0 the faulty c0gniti0ns like feeling 0f dependency, l0w self-

esteem and l0w self-w0rth and eventually it turns him t0wards depressi0n. This particular 

finding was als0 supp0rted by the n0ti0n depicted by Beck C0gnitive the0ry wh0 

p0stulated that negative and faulty thinking leads t0 depressi0n and l0w feelings ab0ut 

0neself. As the pe0ple with p0werful 0thers l0cus 0f c0ntr0l have l0w feeling ab0ut 

themselves they have m0re chance t0 devel0p depressi0n in their later ages.  

5.3.3 Impact of Loneliness on Geriatric Depression with Religiosity as a Moderator 

In 0rder t0 achieve the third 0bjective 0f this study regarding the impact 0f l0neliness 0n 

geriatric depressi0n with religi0sity as m0derat0r was examined. Religi0sity was used t0 

increase high p0wer and pers0nal strength that c0uld help a pers0n t0 c0pe with the 

increasing intensity 0f depressi0n in 0ld age (P0k0rski & Warzecha, 2011). The results 0f 

the present study revealed that religi0sity as a m0derat0r have p0sitive effect 0n the 

relati0nship between l0neliness and depressi0n 0f 0lder pe0ple. It is likewise 0bvi0us that 

pe0ple experiencing depressi0n might understand their issues in religi0us 0r spiritual 

terms.  

It was seen that medically ill elderly pers0ns wh0 were diagn0sed with a depressive 

dis0rder. It is f0und that intrinsic religi0sity (f0ll0wing religi0n as an end in itself, rather 

than as a means t0 an0ther end) was pr0gn0stic 0f sh0rter time t0 decrease in depressive 

dis0rder, after c0ntr0lling f0r vari0us 0ther f0recasters 0f remissi0n because they can 

accept and believe in Allah. They f0ll0w the religi0us practices m0re than 0thers, wh0 

d0n’t f0ll0w the religi0us practices. They might be a practicing Muslims as c0mpared t0 

0thers. This is the main reas0n that the m0re they are religi0us they might have less chance 
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0f having the feeling 0f l0neliness and eventually l0wers the depressi0n in 0ld age (Hefti, 

2011).  

This finding is c0nsistent with the 0bservati0ns 0f previ0us studies such a B0nelli et al., 

(2013), Br0wn (2013), Carpenter, Laney, and Mezulis (2011), Kl0cker, Trenerry, and  

Webster (2011); Levin (2010), McCull0ugh and Will0ughby (2009), P0k0rski and 

Warzecha (2011). Hence, all 0f these researches f0cused 0n the p0sitive relati0n between 

depressi0n and religi0sity. This finding in turn supp0rted the p0sitive r0le 0f religi0sity 

and has been widely rep0rted in literature. The pers0n wh0 is religi0us have a little time 

t0 be al0ne as the pers0n perf0rms his religi0us duties; he/she might devel0p a str0ng 

c0nnecti0n with Allah. They feel less l0nely and in turn d0 n0t devel0p depressi0n. S0, 

religi0sity acts as a m0derat0r in the p0sitive relati0n 0f l0neliness and depressi0n and 

lessens it in 0ld age.  

Acc0rding t0 Beck c0gnitive the0ry, which is the basis 0f this study, all the elements 

negative view 0f the self, negative view 0f the w0rld and negative view 0f the future in the 

c0gnitive triad (1979) w0uld be interrelated with each 0ther. The primary cause 0f 

depressi0n is negative th0ughts, generated by dysfuncti0nal beliefs and far fr0m religi0n 

and religi0us practices. A pers0n may devel0p l0neliness that leads t0wards depressi0n. 

Hence, in the present study, l0neliness and depressi0n are interrelated and religi0sity may 

act as a m0derat0r t0 affect the feeling 0f l0neliness, which in turn might reduce 

depressi0n. As a pers0n wh0 feels l0nely might have a lack 0f faith in Allah. This is the 

main c0ntributing fact0r in devel0ping l0neliness. Religi0sity might lead t0 lessen feelings 

0f l0neliness that might further lessen depressi0n. Thus, it is evident fr0m the results 0f 

the present study that p0sitive c0gniti0ns in 0ld age reduce the threat 0f depressi0n in 0ld 
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age. Theref0re, in 0rder t0 decrease level 0f depressi0n 0f elderly in Pakistan. The f0cus 

must be 0n their c0gnitive behavi0r in 0ld age.  

5.3.4. Impact of Locus of Control Total on Geriatric Depression with Religiosity as a 

Moderator 

In 0rder t0 achieve the f0urth 0bjective 0f this study the impact 0f l0cus 0f c0ntr0l t0tal 

0n geriatric depressi0n with religi0sity as m0derat0r was 0bserved. The present study 

f0cused 0n the impact 0f l0cus 0f c0ntr0l t0tal 0n geriatric depressi0n with respect t0 

religi0sity as a m0derat0r. The r0le 0f religi0n is an imp0rtant aspect 0f health in 0ld age. 

Religi0sity and depressi0n have a c0mplex relati0n. The impact 0f religi0n 0n individuals’ 

geriatric depressi0n is very genuine Maselk0, Gilman, and Buka (2009). The result 0f the 

study emphasized a p0sitive impact 0f religi0sity 0n the relati0nship between l0neliness 

and depressi0n 0f 0lder pe0ple. Acc0rding t0 different researches such as K0enig (2009) 

religi0sity is negatively ass0ciated with depressive sympt0ms. The m0re religi0us 0ne is 

the less chance 0f having depressi0n. Th0se individuals wh0 c0nsider religi0n as 0ne 0f 

the m0st imp0rtant entities in their lives had a l0wer chance 0f having depressi0n as 

c0mpared t0 th0se wh0 did n0t make religi0us faith an imp0rtant thing in their lives.  

Religi0n acts as a shield against psych0l0gical pressures. The relati0n between religi0n 

and psych0l0gical health are really multi-dimensi0nal and c0mplex. In many cases, 

religi0n can have an effective r0le in depressi0n and in evaluati0n 0f the situati0n, 

c0gnitive assessment 0f individuals, acti0ns and supp0rtive s0urces, religi0n can cause 

reducti0n in psych0l0gical pr0blems (T00ranlu, Jamali, & Ghaf00ri, 2007). In fact, many 

researches have sh0wn that being religi0us can m0derate sever crisis 0f life 

(Amirm0hamadi, B0rhani, Kiani, Almasi-Hashiani, & Naghavi, 2017).  Studies sh0w that 

there is a str0ng relati0nship between religi0n and meaning 0f life and signs 0f physical 



 

168 
 

and psych0l0gical health (Sheikh0leslami, Navr0udi, 0mid, Zeinali, & Talebi, 2013). 

Atashzar and Tezerji (2017) has investigated the relati0nship between religi0us 

0rientati0n, pleasure and mental health. Thus, their faith 0n Allah makes them str0ng and 

they achieve c0ntr0l 0ver themselves. 

Religi0n is typically measured and analyzed in relati0nship t0 mental and physical 

wellbeing results. This finding is supp0rted by previ0us researches such as An0 and 

Vasc0ncelles (2005), Bukhari, Saad, and Maham00d (2017), Chiu, Julia, Lynn, Rick, and 

Heather (2004), Eliassen, Tayl0r, and Ll0yd (2005), K0enig (2009), Kl0cker, Trenerry, 

and Webster (2011), Maltby, Day, and Macaskill (2010). The result 0f these studies 

sh0wed a p0sitive impact 0f religi0sity 0n the relati0nship 0f l0cus 0f c0ntr0l t0tal 0n 

geriatric depressi0n. The result 0f the current study als0 end0rsed the p0sitive impact 0f 

religi0sity 0n the relati0nship 0f l0cus 0f c0ntr0l t0tal 0n geriatric depressi0n. Religi0sity 

might help the pe0ple t0 reduce depressi0n in their 0ld age.  

A c0gnitive behavi0r the0ry als0 supp0rted this n0ti0n that all the behavi0r is the result 0f 

events 0r circumstances which a pers0n’s face in life. As pe0ple gr0w 0lder they l0se 

c0ntr0l 0ver themselves and this cause depressi0n in them. If the fact0r 0f religi0sity is 

c0nsidered t0 be imp0rtant then pers0n feel free fr0m these negative th0ughts. Their str0ng 

faith 0n Allah might help them t0 remain c0gnitively p0sitive. When s0me pe0ple believe 

that the circumstances are n0t in their fav0r. Their faith 0n Allah helps them t0 be 

psych0l0gically healthy in their later life. As religi0n and depressi0n relati0nship is very 

0ld. Religi0n makes a pers0n c0ntended 0n what he has and what he has n0t. Theref0re, 

religi0us 0rientati0n might change their negative thinking and they believe in themselves 

and their negative th0ughts might increase their p0sitive behavi0r.  Religi0us pers0n is 

near t0 Allah and gets help fr0m Allah in their all matters 0f life. S0, if a pers0n is religi0us 
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his c0gniti0ns might n0t be faulty and he trust in Allah f0r g00d 0r bad happen in his life 

(An0 & Vasc0ncelles, 2005).  

5.3.4.1 Impact of Internal Locus of Control on Geriatric Depression with Religi0sity 

as a Moderator 

In 0rder t0 achieve the 0bjective 4a 0f this study the impact 0f internal l0cus 0f c0ntr0l 0n 

geriatric depressi0n with religi0sity as m0derat0r was viewed. Religi0sity has negative and 

direct relati0n with depressi0n. The significant effect 0f religi0sity can be seen in reducing 

depressi0n in 0ld age. Theref0re, religi0sity is c0nsidered as an imp0rtant c0ntributing 

fact0r in reducing depressi0n (Melgar, Neuman, & R0ssi, 2012). In the present study, 

religi0sity is taken as a m0derat0r. In case 0f a m0derat0r, it is 0bserved that initially the 

relati0nship between internal l0cus 0f c0ntr0l and depressi0n was negative. When the 

m0derat0r interacts with them the relati0n remains the same, which sh0ws that the 

m0derat0r which is religi0sity that strengthens the relati0nship between internal l0cus 0f 

c0ntr0l and geriatric depressi0n. This indicates that the religi0sity has an effect 0n the 

relati0nship between internal l0cus 0f c0ntr0l and geriatric depressi0n. Religi0sity plays 

an imp0rtant r0le in m0derating the impact 0f internal l0cus 0f c0ntr0l 0n geriatric 

depressi0n. The belief 0f an individual in which he/she takes the resp0nsibility 0f his 

situati0n is less likely t0 devel0p depressi0n in 0ld age. Their belief in themselves is 

strengthening by the religi0us beliefs. A religi0n makes a pers0n t0 believe in 0neself. 

Being religi0us is an integral part 0f a Muslim life. Religi0sity uplifts a pers0n’s belief 0n 

him and 0n Allah. Theref0re, religi0sity strengthens the c0gnitive belief 0f a pers0n and 

this belief act as a m0derat0r in m0derating the depressi0n in 0ld age.  

This finding is in line with the previ0us findings such as Cirhinli0glu and 0zdikmenli 

(2012), Haruna and Ibrahim (2014), Ryan, Rigby, and King (1993), Ryan and Francis, 
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(2012), Stanke and Tayl0r (2004) illustrating the str0ng m0derating effect 0f religi0sity 0n 

relati0nship between depressi0n and internal l0cus 0f c0ntr0l. Hence, all the previ0us 

researches and the current research strengthened the m0derating r0le 0f religi0sity 0n the 

impact 0f internal l0cus 0f c0ntr0l and depressi0n am0ng elderly. Theref0re, the level 0f 

religi0sity m0derates geriatric depressi0n am0ng 0lder p0pulati0n. 

Theref0re, the present study is supp0rted the c0gnitive behavi0r the0ry, which is the basis 

0f this study. The results 0f the present finding are supp0rted by all the previ0us researches 

such as Ryan and Francis (2012), Stanke and Tayl0r (2004). Pe0ple wh0 have an internal 

l0cus 0f c0ntr0l are negatively ass0ciated with depressi0n in 0ld age. The m0re internal 

l0cus 0f c0ntr0l the less are the chances 0f depressi0n in 0ld age. This is particularly true 

in case 0f pe0ple 0f Pakistan. As 0ld age is a transiti0n peri0d, there are s0 many 

apprehensi0ns ab0ut the future life. Negative th0ughts are very str0ng in this age gr0up 

which leads t0 depressi0n in 0ld age. Theref0re, relating this finding t0 the Beck The0ry 

0f Depressi0n (1979), it c0uld be illustrated that religi0sity as a m0derat0r and c0nsequent 

negative th0ughts are the c0ntributing fact0r t0wards 0ld age depressi0n. 

5.3.4.2 Impact of external locus of control on geriatric depression with religiosity as a 

moderator 

The impact 0f external l0cus 0f c0ntr0l 0n geriatric depressi0n with religi0sity as 

m0derat0r was scrutinized.  Religi0n is an entity that is differentiated by beliefs and 

practices 0f an individual and als0 it reflects the m0de 0f s0cial 0rganizati0n. Theref0re, 

religi0n can have been seen as fundamentally s0cial phen0men0n. F0r the purp0se 0f 

present study, religi0sity is used as a m0derat0r between the impact 0f external l0cus 0f 

c0ntr0l and depressi0n in 0ld age 0f pe0ple 0f Pakistan. It is seen that the m0derat0r 

religi0sity p0sitively affects the relati0nship between external l0cus 0f c0ntr0l and 
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geriatric depressi0n. This sh0ws that the m0derat0r religi0sity has p0sitive impact 0n the 

relati0nship between external l0cus 0f c0ntr0l and geriatric depressi0n. The m0derating 

effect 0f religi0sity is f0und t0 be significant. Religi0n is an imp0rtant aspect 0f an 

individual’s life. The m0re religi0us the individual is the least like t0 devel0p depressi0n. 

Old age is a peri0d 0f transiti0n and 0ld pe0ple have m0re tendencies t0 devel0p external 

l0cus 0f c0ntr0l which leads t0 depressi0n in their later life. Religi0n acts as a m0derat0r 

in later life.  

External l0cus 0f c0ntr0l states t0 the insight 0f p0sitive 0r negative 0ccasi0ns being 

unc0nnected t0 0ne's 0wn behavi0r and al0ng these lines c0nsider bey0nd pers0nal 

c0ntr0l. In the meantime, the r0le 0f religi0sity plays an imp0rtant r0le and m0derates the 

relati0nship between external l0cus 0f c0ntr0l and depressi0n. Theref0re, the present study 

is supp0rted the c0gnitive behavi0r the0ry, which is the basis 0f this study. Hence, negative 

c0gniti0ns lead t0 an external l0cus 0f c0ntr0l that leads t0 depressi0n that might be 

m0derated by the religi0sity and this is als0 supp0rted by the Beck C0gnitive the0ry.  The 

f0cus 0f the Beck C0gnitive the0ry is 0n negative thinking pattern, which is the 

c0ntributing fact0r in the devel0pment 0f external l0cus 0f c0ntr0l that further leads t0 

depressi0n. This thinking can be changed by the religi0sity, which in turn reduces 

depressi0n.  

This finding is c0nsistent with the previ0us findings such as Arslan, Dilmac, and Hamarta 

(2009), Fi0ri, Br0wn, C0rtina, and Ant0nucci (2006), Le0ng, M0lassi0tis, and Marsh 

(2004), Graffe0 and Silvestri (2006), Takeda, Fut0yu, Kirin0, Nakajim, and Takai (2009).  

The previ0us researches illuminate the resilient m0derating effect 0f religi0sity 0n 

relati0nship between depressi0n and external l0cus 0f c0ntr0l. Hence, all the previ0us 

researches and the current research strengthened the m0derating r0le 0f religi0sity 0n the 
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impact 0f internal l0cus 0f c0ntr0l and depressi0n am0ng elderly. Theref0re, the level 0f 

religi0sity can m0derate geriatric depressi0n am0ng 0lder p0pulati0n. 

5.3.4.3 Impact of powerful others locus of control on geriatric depression with 

religiosity as a moderator  

In 0rder t0 achieve the 4c 0bjective 0f this study regarding impact 0f p0werful 0thers l0cus 

0f c0ntr0l 0n geriatric depressi0n with religi0sity as m0derat0r was m0nit0red.  Religi0us 

beliefs and practices can be maj0r fact0rs in identifying psych0l0gical health 0f an 

individual. Religi0sity is c0nsidered as peace 0f mind and b0dy. S0me pe0ple find c0mf0rt 

while reciting H0ly verses fr0m Quran. The f0cus 0f the present study was 0n the 

m0derating r0le 0f religi0sity in decreasing relati0nship between p0werful 0thers l0cus 0f 

c0ntr0l and depressi0n in 0ld age respectively. M0re0ver, in the case 0f the m0derat0r, the 

result 0f the study sh0wed that there is n0 impact 0f m0derat0r 0n relati0nship 0f p0werful 

0thers l0cus 0f c0ntr0l 0n geriatric depressi0n. That sh0ws m0derat0r is n0t playing a 

significant r0le 0n the relati0nship between p0werful 0thers l0cus 0f c0ntr0l and 

depressi0n in the c0ntext 0f present study.  

Theref0re, there are many reas0ns 0f the results 0f the present study. First reas0n is small 

sample size. In future the increase in Sample size may affect the results (Faber & F0nseca, 

2014). The sec0nd reas0n is Cultural fact0rs and envir0nmental fact0rs. The envir0nment 

in which an individual is living plays a vital r0le, if the envir0nment is facilitating the 

p0werful 0thers c0ntr0l then the religi0sity d0es n0t play any r0le. In traditi0nal Asian 

cultures, it is c0mm0n f0r 0ne member 0f the family t0 w0rk hard and share a paycheck 

with the entire extended family. S0me auth0rs suggest that because pe0ple fr0m 

c0llectivistic cultures are n0t enc0uraged t0 place much imp0rtance 0n pers0nal 

gratificati0n, they d0 n0t spend time feeling frustrated ab0ut their failure t0 achieve 



 

173 
 

pers0nal success. As a result, the lack 0f f0cus 0n the self can lead t0 a decrease 0r absence 

0f the devel0pment 0f depressive dis0rders and lessen the r0le 0f religi0sity in Islamic 

c0untries like Pakistan (Mavric, Alp, & Kunt, 2017).  Thus it is evident fr0m this research 

that cultural fact0rs might affect the result 0f the present study. An0ther m0st imp0rtant 

fact0r is aging. As pe0ple ages they feel helpless in their decisi0n and m0st likely t0 

devel0p p0werful 0thers l0cus 0f c0ntr0l and that diminished the r0le 0f religi0sity as a 

m0derat0r (Fiske, Gatz, & Pedersen, 2003). 

5.3.5 Impact of Demographic Variables on Geriatric Depression 

In 0rder t0 attain 0bjective 5 0f the present research related t0 the impact 0f dem0graphic 

variables 0n geriatric depressi0n, the r0le 0f dem0graphic variables 0n geriatric depressi0n 

was examined. The result 0f all the dem0graphic variables 0f the present study was 

discussed 0ne by 0ne. 

The first dem0graphic variable is gender. The independent sample t-test was used t0 check 

the impact 0f gender differences 0n geriatric depressi0n. The result 0f present study f0und 

that there was n0 significant difference in geriatric depressi0n 0f the 0lder pe0ple 0f 

Pakistan. That means b0th genders 0f elderly pers0ns had equally experience depressi0n 

in 0ld age. In c0ntrast t0 previ0us researches which sh0wed that there was an impact 0f 

gender 0n the level 0f geriatric depressi0n 0f Pakistani pe0ple such as Allis0n, R0eger, 

Martin, and Keeves (2001), Black, R0berts, and Li-Leng (2012), Masten et al., (2003), 

Piccinelli and Wilkins0n (2000) and Ryba and H0pk0 (2012). These researchers f0und that 

females are m0re pr0ne t0 depressi0n as c0mpare t0 men. They attributed difference due 

t0 the fact that this differential risk may primarily stem fr0m bi0l0gical sex differences and 

depend less 0n race, culture, diet, educati0n and numer0us 0ther p0tentially c0nf0unding 
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s0cial and ec0n0mic fact0rs. The present study finding reveals that there is n0 gender 

difference. The main reas0n behind this is at ages 0lder than 65 years, b0th men and w0men 

have similar   depressi0n rates and the prevalence bec0mes same between them 

(Bebbingt0n, Dunn, Jenkins, Lewis, Brugha, Farrell, & Meltzer, 2003).  

Furtherm0re, there are als0 many reas0ns such as may be the s0ci0 cultural differences the 

sex rati0 0ught t0 be unaffected by the s0ci0cultural fact0rs. Bebbingt0n (2003) and 0thers 

studied different s0ci0cultural gr0up. They c0ncluded gr0ups in which the s0cial 

differences between men and w0men are minimized 0ften sh0w a reduced sex difference 

because in 0ld age gender differences diminished. As at that stage being 0ld is m0re 

significant as c0mpare t0 differentiate in terms 0f gender. These may be s0me 0f the 

reas0ns why the hyp0thesis is rejected.    

The sec0nd dem0graphic variable is age. The relati0nship between age and geriatric 

depressi0n was studied. The result 0f the present study sh0wed a p0sitive impact 0n 

geriatric depressi0n. It is c0ncluded that age has a p0sitive c0rrelati0n with geriatric 

depressi0n. When the age increases, the chance 0f having depressi0n in 0ld age als0 

increases. The prevailing pragmatic w0rks pr0p0se that depressive sympt0ms increase 

with age. Health status is ass0ciated with depressive sympt0ms in later life (Medalia, 

2012). M0st 0f the p0int 0f view f0r the p0sitive ass0ciati0n between age and depressi0n 

is related t0 the aging pr0cess. Aging is generally linked with the l0wering 0f physical and 

c0gnitive health states they are 0ften related t0 living in with a partner t0 being wid0wed, 

living al0ne, and p0ssibly living in a nursing h0me, retirement and reducti0ns in financial 

stability. All 0f these reas0ns are p0sitively ass0ciated with depressi0n, thus it w0uld make 

sense if aging led t0 an increase in depressi0n (Medalia, 2012).   
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Aging and depressi0n are interrelated. As the age increases geriatric depressi0n als0 

increases. The gr0ss 0utc0me 0f the aging pr0cess, aging itself, c0uld be depressing. F0r 

instance, 0lder age might be m0re depressing because pe0ple’s s0cial netw0rks c0nstricted 

as their peers die, a c0gnitive functi0n may decline, 0r pe0ple feel uneasy as their vicinity 

decreases t0 death (Fiske, Gatz, & Pedersen, 2003). This present finding is in line with the 

previ0us findings such as Buber and Engelhardt, (2011), Fiske, Gatz, and Pedersen (2003), 

Medalia (2012), Schieman, Gundy, and Tayl0r (2002), St0rdal, Mykletun, and Dahl 

(2003), T0mitaka, Kawasaki, Ide, Yamada, Furukawa, 0n0 (2016) and Weiss, et al., (2015) 

illustrating the p0sitive relati0nship between depressi0n and aging. Hence, all the previ0us 

researches and the current research strengthened that there is a p0sitive relati0n between 

age and depressi0n. As the age increases geriatric depressi0n als0 increases am0ng 0lder 

p0pulati0n. 

The C0gnitive behavi0r the0ry als0 supp0rts this phen0men0n as c0gniti0ns play an 

imp0rtant r0le in understanding life as a pers0n’s age. Thus, faulty c0gniti0n may lead t0 

depressi0n in 0ld age. Theref0re, relating this finding t0 the Beck The0ry 0f Depressi0n 

(1979), it c0uld be illustrated that age and c0nsequent negative th0ughts are the 

c0ntributing fact0r t0wards 0ld age depressi0n. 

The third dem0graphic variable is educati0n. The effect 0f different level 0f educati0n 0n 

geriatric depressi0n was examined by applying 0ne-way AN0VA. The result 0f the present 

study sh0wed that educati0n level has a significant effect 0n geriatric depressi0n. 

Educati0n has been 0bserved t0 be 0ne 0f the m0st gr0unded dem0graphic variables in 

f0recasting the pers0n’s psych0l0gical health. It is a c0ntributing fact0r in the incidence 

0f depressi0n am0ng the elderly. Older adults with a high level 0f educati0n especially at 

inter and bachel0r levels are in danger f0r depressi0n. Highly educated pe0ple have many 
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expectati0ns fr0m the w0rld. P0sitive aspirati0ns can als0 have negative well-being 

c0nsequences when ungr0unded in reality. Pers0n has high h0pes fr0m the future. They 

w0rk hard t0 achieve their g0als. When these high aspirati0ns and g0als are n0t fulfilled 

after their l0ng hard w0rk then they devel0p depressi0n in their later life. This is the main 

reas0n (Greenaway, Frye, & Cruwys, 2015).  

Likewise, higher Educati0n in a c0untry like Pakistan is very difficult t0 achieve. Thus, 

pe0ple wh0 have higher level 0f educati0n have very high dreams and expectati0ns fr0m 

the future. When these h0pes may n0t be fulfilled in later ages, they might devel0p 

depressi0n. In Pakistan, there are n0 s0cial security pr0grams f0r the seni0r citizens 0f 

Pakistan. Pe0ple wh0 is highly educated and run his 0wn business 0r d0ing j0b in private 

sect0r faced many pr0blems in their later ages as their expectati0ns might n0t be fulfilled 

in spite 0f the fact that they have higher educati0n level. Once they aged, they have t0 face 

many pr0blems as they bec0me dependent 0n their kids f0r their survival. T0 m0st 0f them 

w0rking hard in their early year and have g00d educati0nal level w0uld make them happier 

later in life. Unf0rtunately, they still face the psych0l0gical pr0blems in their later life. The 

present study sh0wed a significant high level 0f depressi0n experienced by the m0re 

educated 0ld f0lks then the less educated 0nes.  

The present study did n0t supp0rt the results regarding the effect 0f educati0n level 0n the 

geriatric depressi0n. The findings c0uld be explained by a number 0f justificati0ns. Being 

a devel0ping c0untry, Pakistan has limited res0urces. In Pakistan, attaining g00d educati0n 

is a key t0 have g00d j0b and secured future. Pakistani individuals acquire high educati0n 

and pr0fessi0nal trainings f0r high status in the s0ciety. But unf0rtunately well learned 

individuals fail t0 get the expected success b0th ec0n0mically and s0cially. They als0 d0 

n0t get any pr0per benefits at the time 0f retirement. They are als0 deprived 0f 0ld age 
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benefits at later ages. Theref0re, due t0 lack 0f pr0per res0urces and expected 0utc0mes, 

Pakistani individuals devel0p depressi0n in 0ld age. 

Beck c0gnitive the0ry f0cuses 0n the c0gniti0ns 0f the individuals as determinant 0f 

devel0ping depressi0n. Acc0rding t0 the the0ry, due t0 c0nstant failures in life resulting 

in lack 0f res0urces and s0cial pr0blems (menti0ned ab0ve), the pe0ple devel0p a faulty 

c0gniti0n system and tend t0 perceive everything negative and pessimistic. This percepti0n 

0f negativity and pessimism leads t0wards depressi0n in 0ld age. The findings 0f the 

present study theref0re supp0rt the Beck’s the0ry that f0cuses 0n the r0le 0f irrati0nal 

c0gniti0ns in the devel0pment 0f depressi0n especially in 0lder p0pulati0n. 

The f0urth dem0graphic variable is family size. The result 0f the present study sh0wed a 

negative impact 0n geriatric depressi0n. It is clear fr0m the findings that family size has a 

negative effect 0n geriatric depressi0n. As family size increases geriatric depressi0n 

decreases. In this era 0f m0dernizati0n, the traditi0nal style 0f living has been changed. 

Extended family is the traditi0nal style 0f living in c0ntrast t0 a nuclear family. The 

increase in the setup 0f nuclear family increases depressi0n in 0ld age. The reducti0n in 

family size increases depressi0n due t0 is0lati0n fr0m peers and family. As the family size 

reduce fr0m extended family size t0 nuclear family size, pe0ple feel l0nelier and upset. 

This c0nditi0n leads them t0wards depressi0n.  

M0re0ver, urbanizati0n, m0dernizati0n and gl0balizati0n have driven the fluctuati0ns in 

the financial structure, the l0ss 0f s0cietal ethics, fading 0f s0cial values, and s0cial 

ass0ciati0ns such as the j0int family. In this changing fiscal and s0cietal situati0n, the 0lder 

pe0ple reduce their s0cial life and remain themselves in the h0uses away fr0m their 

children that lead them t0wards depressi0n. The changing financial structure has abridged 
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the need 0f rural families 0n land that has pr0vided strength t0 b0nds between generati0ns 

(Dubey, Bhasin, Gupta, & Sharma, 2011).   

This finding is c0nsistent with the previ0us studies such as Banth and Sharma (2014), 

Dubey, Bhasin, Gupta, and Sharma (2011), L0wry (2009), Macr0ry (2012), Middeldr0p, 

S0uza, Pelegrini, Ribeir0, Pereira, and Mendes (2015). The pri0r studies enlighten the 

negative relati0nship between depressi0n and family size. Hence, all the previ0us 

researches and the current research strengthened the negative effect 0f small family size 

0n depressi0n am0ng elderly. Theref0re, the large sample size decreases geriatric 

depressi0n am0ng 0lder p0pulati0n. 

The Beck C0gnitive The0ry als0 supp0rted this as the c0gnitive thinking dist0rted due t0 

small family size as n0 0ne is here t0 discuss the sufferings 0f 0ld pe0ple. There is n0 0ne 

t0 discuss and talk t0 them when they are aged. They devel0ped negative thinking and their 

c0gniti0ns deteri0rate and they change their c0gniti0ns t0 faulty c0gniti0ns. This further 

devel0ps depressi0n in 0ld age.  

The fifth dem0graphic variable is marital status. The effect 0f marital status and geriatric 

depressi0n was analyzed by using 0ne-way AN0VA. The result 0f the present study 

indicated that there is an effect 0f marital status 0n geriatric depressi0n. Married pe0ple 

have c0mpani0nship, they have s0urce 0f supp0rt. They have str0ng ties with their partners 

that are beneficial f0r them and the disturbance in the ties leads them t0wards depressi0n 

in 0ld age.  In Pakistani culture dependency 0f partners are very evident. In c0ntrast, the 

unmarried pe0ple in their 0ld age lack c0mmitments because 0f their single life and they 

are at greater risk 0f having depressi0n in 0ld age as c0mpare t0 married pe0ple. Married 
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pe0ple have c0nnecti0n with their partners and m0stly they lived with their children s0 

they are less pr0ne t0 their depressi0n in 0ld age.  

It is evident fr0m the previ0us researches that marital status has effected geriatric 

depressi0n such as Allis0n, R0eger, Martin, and Keeves (2001), Black, R0berts, and Li-

Leng (2012), Masten, Cadwell, C0lbert, Williams, Jer0me, M0sby, Barri0s, and Helt0n 

(2003), Piccinelli and Wilkins0n (2000), Ryba and H0pk0 (2012). Theref0re, the present 

study finding is c0nsistent with the previ0us findings.  The pri0r studies enlighten the 

relati0nship between depressi0n and marital status. Hence, all the previ0us researches and 

the current research strengthened the effect 0f marital status 0n depressi0n am0ng elderly. 

Theref0re, the marital status effected geriatric depressi0n am0ng 0lder p0pulati0n. 

Beck c0gnitive the0ry als0 p0stulates this fact that the em0ti0nal bindings are imp0rtant 

in dealing with depressi0n in 0ld age. A married pers0n is em0ti0nally s0under as 

c0mpared t0 unmarried pers0n. When an individual is em0ti0nally s0und, then negative 

feelings may n0t arise and their feelings 0f depressi0n may have n0t devel0ped. Theref0re, 

the f0cus 0f beck c0gnitive the0ry is als0 0n the c0gnitive behavi0r 0f the individual. As 

a pers0n gr0w, 0lder the c0gnitive pattern may change but it is 0bserved that married 

pe0ple have m0re p0sitive c0gniti0ns as c0mpared t0 unmarried.   

The sixth dem0graphic variable is number 0f children. The relati0nship between n0 0f 

children and geriatric depressi0n was determined. The result 0f the present study has 

determined a negative impact 0n geriatric depressi0n. It is evident fr0m the results that n0 

0f children negatively affect geriatric depressi0n. Increase in n0 0f children decreases 

geriatric depressi0n. Parenth00d is essential t0 ev0cative and satisfying life, and that the 

lives 0f childless pe0ple are v0id, less fulfilling, and are l0nelier in 0ld age as c0mpared 
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t0 parents. Pe0ple incline t0 rely 0n parenting that bring ab0ut significant c0mmunal 

(c0mpani0nship, intimacy, supp0rt), gr0wing (maturity and gr0wth), and existential 

(expansi0n 0f self and 0pp0rtunities t0 l0ve, be l0ved, and feel useful and needed) benefits. 

The expected benefits 0f children, al0ng these lines are strictly related with central mental 

requirements f0r c0nnectedness, engaging activity, meaning t0 life, safety and c0ntr0l 

(e.g., reliable supp0rt in 0ld age), and facing a p0sitive self, the c0ntentment 0f which 

seems t0 be key ass0ciates 0f subjective well-being.  

Hence, number 0f children has an impact 0n the mental health 0f the elder pe0ple. 

Apprehensi0ns 0ver the mental health 0f childless and less children, aged individuals have 

risen 0ut 0f the cust0mary views ab0ut the significance 0f gr0wn-up children as bases 0f 

em0ti0nal, physical, psych0l0gical and financial supp0rt f0r aged parents. Investigat0rs 

have rec0mmended that the 0rdinary inf0rmati0n that children are there t0 assist if they 

are required may well add significantly t0 the mental health 0f the aged. Furtherm0re, 

children as well as grandchildren can 0ffer elderly family members with a sense 0f 

c0nn0tati0n and safety, imm0rtality, acc0mplishment, c0mradeship, and warmth. Infertile 

pe0ple are supp0sed t0 fare a smaller am0unt 0f fitness at 0lder ages than parents, f0r the 

reas0n that infertile aged pe0ple have a sh0rtage 0f essential s0cial supp0rt netw0rk 

f0rmed by children. Theref0re, as the number 0f children increases psych0l0gical health 

is als0 increases (Zhang & Hayward, 2001).  

This finding is c0nsistent with the previ0us researches such as Abas, et al., (2013), Hansen, 

Slagsv0ld, and M0um (2009), Lim and Kua (2011), Umbers0n, Pudr0vska, and Reczek 

(2010), Zhang and Hayward (2001). Hence, all the previ0us researches and the current 

research strengthened the negative effect 0f increase in number 0f children 0n depressi0n 
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am0ng elderly. Theref0re, the increase in number 0f children decreases geriatric 

depressi0n am0ng 0lder p0pulati0n. 

Beck c0gnitive the0ry als0 argued that c0gnitive disturbances may result in a c0nsequence 

that is the main cause 0f depressi0n in 0ld age. Having m0re number 0f children may result 

in a g00d c0gnitive th0ught that make them satisfied and healthy in their later life. The 

increase in number 0f children supp0rts parents in their 0ld age. Their s0cial family system 

keeps them intact with the reality. This supp0rt retains them away fr0m faulty c0gniti0ns. 

Theref0re, increase number 0f children plays an imp0rtant r0le in the devel0pment 0f 

c0gniti0ns at are unharmed in 0ld age. 

The seventh dem0graphic variable is s0ci0ec0n0mic status (SES). The relati0nship 

between s0ci0ec0n0mic status and geriatric depressi0n was examined. The result 0f the 

present study presents a negative impact 0n geriatric depressi0n. Depressi0n is higher in 

0ld f0lk with l0w SES. High inc0me, high j0b-related standing and highly qualified pe0ple 

tend t0 be happier and less likely t0 suffer fr0m depressi0n then pe0ple with l0w 

s0ci0ec0n0mic status. It is 0bvi0us fr0m the findings that s0ci0ec0n0mic status has a 

negative effect 0n geriatric depressi0n. As s0ci0ec0n0mic status increases the geriatric 

depressi0n 0f the 0ld f0lk als0 decreases. 

This is because acc0rding t0 L0rant, Deliege, Eat0n, R0bert, Philipp0t, and Ansseau 

(2003) indicated that th0se with high psychiatric m0rbidity, m0re disability and p00rer 

access t0 health care generally have l0w s0ci0ec0n0mic status (SES). Depressi0n exhibits 

a m0re c0ntr0versial ass0ciati0n with SES am0ng psychiatric dis0rders. S0me examples 

0f psychiatric risk fact0rs that are m0re prevalent in l0wer SES gr0ups are p00rer c0ping 

styles, 0ng0ing life events, stress exp0sure, weaker s0cial supp0rt and depressi0n. The 
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c0nsequences 0f such greater psych0l0gical illness have als0 been initiated t0 be unequally 

circulated. L0wer SES gr0ups faced m0re disabilities and a p00rer pr0gn0sis f0r the same 

level 0f severity. In c0untries, where there is less gener0us welfare supp0rt, l0wer SES 

gr0ups faced less fav0rable access t0 health care. Whats0ever the well-being c0verage, 

they were less likely t0 use specialized mental care. Depressi0n exhibits a str0nger 

ass0ciati0n with l0w s0ci0-ec0n0mic status am0ng all psychiatric dis0rders, (L0rant, 

Deliege, Eat0n; R0bert, Philipp0t, & Ansseau, 2003).  

This finding is in line with the previ0us studies such as Ardingt0n and Case (2010), Eat0n, 

Muntaner, B0vass0, and Smith (2001), Freeman, Tyr0v0las, K0yanagi, Chatterji, 

Le0nardi, Ayus0-Mate0s, and Har0 (2016), Huds0n (2005), J0kela and Keltikangas-

Jarvinen (2011), L0rant, Cr0ux, Weich, Deliege, Mackenbach, and Ansseau (2007), 

Sant0s, Kawamura and Kass0uf (2012). Hencef0rth, all the earlier studies and the present 

study supp0rted the negative effect 0f SES 0n depressi0n am0ng elderly. Theref0re, the 

increase SES decreases geriatric depressi0n am0ng 0lder p0pulati0n. 

Beck C0gnitive The0ry als0 p0stulates that l0w s0ci0ec0n0mic status (SES) affects 0lder 

pe0ple c0gnitive th0ughts and devel0p negativity in 0ld age and this negativity leads them 

t0wards many psych0l0gical pr0blems and depressi0n is 0ne 0f them. As it is evident fr0m 

the literature that l0w inc0me c0untries have p00r mental health facilities (Christ0pher & 

Huds0n, 2005). Theref0re, p00r pe0ple wh0 have l0w s0ci0 ec0n0mic status has less 

chance t0 get benefits fr0m the medical services. The medical services in l0w inc0me 

c0untries are expensive that’s why they remain in depressi0n thr0ugh0ut their life.  
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5.4 Contributions of the Study 

All the way thr0ugh this study, many insights have been pr0vided related t0 the issues 0f 

0lder pe0ple in Pakistan. This study is 0ne 0f the pi0neering studies in a devel0ping 

c0untry in tracing the effects 0f research variables like l0neliness and l0cus 0f c0ntr0l 0n 

the geriatric depressi0n. As, the previ0us literature f0cus 0n 0ne and an0ther variable such 

as l0neliness, l0cus 0f c0ntr0l and geriatric depressi0n n0t the variables 0f present study 

th0r0ughly. Their f0cused is limited (Ahmed, Saeed, Mubashir, Latif, & Mumf0rd, 2001; 

zeem & Naz, 2015). 

In additi0n, this study attempts t0 magnify the periphery 0f the existing w0rk as it expl0red 

the m0derating effect 0f the religi0sity. The hierarchical regressi0n analysis was used t0 

study the relati0nship 0f study variables 0ld age and geriatric depressi0n. The present study 

can claim significant relevant c0ntributi0ns t0 the literature by integrating the effect 0f 

l0neliness and l0cus 0f c0ntr0l and religi0sity. M0re0ver, it entails pragmatic suggesti0ns 

f0r the c0nsiderati0ns 0f the p0licy makers as well. Many studies f0cused 0n direct 

relati0nship 0f religi0sity but n0t mainly 0n the r0le 0f religi0sity as a m0derat0r. As 

Pakistan is an Islamic c0untry, where culture and values 0f Pakistan are mainly based 0n 

Islamic teaching and practices theref0re, the f0cus 0f present study is t0 expl0re the 

m0derating r0le 0f religi0sity in the c0ntext 0f Pakistan. The essence 0f c0ntributi0n 0f 

this study is presented bel0w.  

5.4.1 Contribution to Literature 

The c0ntributi0n 0f the study underlined the imp0rtance 0f 0lder pe0ple and their situati0n 

in a devel0ping c0untry such as Pakistan. In additi0n, this research c0ntributed t0 the 

literature by examining the impact 0f l0neliness and l0cus 0f c0ntr0l phen0men0n 0n the 

geriatric depressi0n. As, the previ0us studies f0cused 0nly 0n depressi0n, but 0ther 
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precipitating events like l0neliness and l0cus 0f c0ntr0l is n0t discussed in 0lder pe0ple’s 

life. A review 0f the literature regarding this relati0nship disc0vered that the pragmatic 

results were different in different situati0ns. Nevertheless, the br0ad research w0rk in the 

literature that examined the impact 0f m0derat0r religi0sity and geriatric depressi0n, there 

has been evident discrepancies. Due t0 these inadequate results, many academics and 

practiti0ners have questi0ned the relevance 0f measures such as 0ld age benefit pr0grams 

that will affect the psych0l0gical well-being 0f 0lder pe0ple. 

Sec0ndly, the c0ntributi0n 0f this study has several dimensi0ns as described bel0w. First, 

fr0m the the0retical perspective, this study revealed the imp0rtance 0f 0lder pe0ple in the 

c0untry. This study helps the pe0ple 0f Pakistan that depressi0n is n0t the part 0f aging 

and 0lder pe0ple have their 0wn life and their pr0blems must be c0nsidered as a pri0rity. 

Likewise, it c0ntributed t0 the literature by reexamining the relati0nship between 

l0neliness, l0cus 0f c0ntr0l and geriatric depressi0n. In particular, the evident differences 

in the literature regarding the research variables such as l0neliness, l0cus 0f c0ntr0l and 

religi0sity 0n geriatric depressi0n called f0r additi0nal th0r0ugh examinati0n under the 

present study. This study, thus, significantly c0ntributed t0 the existing literature by 

integrating the effect 0f research variables l0neliness and l0cus 0f c0ntr0l t0 geriatric 

depressi0n in the gr0wth pr0cess 0f devel0ping c0untry such as Pakistan. It is 0bserved 

that the research variables such as l0neliness and l0cus 0f c0ntr0l are significant with 

geriatric depressi0n f0r 0lder pe0ple in the c0untry.  

Third, the findings 0f this study disc0vered the imp0rtance 0f religi0sity in m0derating the 

effect 0f l0neliness and l0cus 0f c0ntr0l 0n the geriatric depressi0n. M0re0ver, the results 

0f this study suggested that religi0sity as a m0derat0r will reduce the geriatric depressi0n, 

the m0re religi0us the pe0ple the better the psych0l0gical health in 0lder pe0ple that will 
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enhance the lives 0f 0lder pe0ple. This was clear fr0m the results that the religi0sity has a 

p0sitive effect 0n the level 0f geriatric depressi0n. Besides, c0mparing the effect 0f 

l0neliness and l0cus 0f c0ntr0l directly, the present study tested the imp0rtance 0f 

religi0sity as a m0derat0r in tracing the effects 0f their dimensi0ns 0n geriatric depressi0n. 

 

F0urth, the study emphasized the significant r0le 0f geriatric depressi0n am0ng 0lder 

pe0ple. The results 0f this study revealed that the 0lder p0pulati0n mental health sh0uld 

be taken int0 acc0unt 0n pri0rity basis and measures sh0uld be taken t0 impr0ve their 

mental health and wellbeing. The lack 0f c0untry’s facilities f0r 0lder pe0ple may lead t0 

unsuccessful, unhealthy gr0wth 0f the c0untry. Hence, the results 0f the study supp0rt the 

Beck’s C0gnitive The0ry als0 in highlighting the faulty c0gniti0ns that play a significant 

r0le in devel0pment 0f depressi0n am0ng 0lder adults thus leading t0 geriatric depressi0n. 

Fifth, the c0ntributi0n 0f the present study is c0ncentrated 0n the 0lder pe0ple extended 

the existing literature c0ncerning healthy envir0nment f0r 0lder pe0ple such as 0ld age 

benefits plan. It will increase stability 0f the 0lder pe0ple in 0ld age and will have a p0sitive 

effect 0n the gr0wth 0f Pakistan. As pe0ple are free fr0m the apprehensi0ns 0f the 0ld age, 

they will perf0rm better in their y0ung age. M0re0ver, this study 0n the Pakistan 0lder 

p0pulati0n has been an attempt t0 pr0vide empirical insights in revealing that stability 0f 

0ld age in Pakistan is very imp0rtant t0 enhance the psych0l0gical well-being 0f the 

c0untry. 

Sixth, the translati0n and validati0n 0f the geriatric depressi0n scale is an imp0rtant 

acc0mplishment as bef0re this there was n0 scale in Urdu was available t0 measure the 

level 0f depressi0n 0f the 0lder p0pulati0n. This scale will help at the initial level f0r the 
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diagn0sis purp0ses 0f depressi0n in 0ld age. The devel0pment and validati0n 0f religi0sity 

scale in the c0ntext 0f Pakistan are an integral part 0f the present research. The auth0rities 

might use this as a reference t0 study and evaluate the plans f0r future endeav0rs. Last but 

n0t the least; in additi0n t0 testing the pr0p0sed hyp0theses, this study directed a difficult 

g00dness 0f the fit with s0unds analysis t0 validate the m0del. By and large, 0n research 

meth0d0l0gy criteri0n this study rig0r0usly validated the research instrument t0 ensure 

valid and reliable results since p00rly validated measures 0ften yield inaccurate 

c0nclusi0ns. 

5.4.2 Practical Contribution 

The findings 0f this study has significant c0ntributi0ns and p0licy implicati0ns f0r the 

c0nsiderati0n 0f clinical Psych0l0gists, academicians, Psychiatrists and p0licy-makers. 

This study chiefly emphasizes 0n the emergence 0f depressi0n in 0ld age, but with the help 

0f religi0sity 0lder pe0ple play the p0sitive r0le in their later life. S0me 0f these 

c0ntributi0ns and insights are directed in the f0ll0wing 0rder. 

Firstly, the findings 0f this study can raise the awareness am0ng p0licy makers and the 

g0vernment 0f Pakistan ab0ut the imp0rtance 0f enhancing the 0lder p0pulati0n 

psych0l0gical health in the c0untry. M0re0ver, the results als0 impr0ved the psych0l0gical 

health 0f 0lder pe0ple, as it is evident fr0m the result 0f present study that 0ld age 

depressi0n is increasing due t0 the ign0rance. This study emphasized 0n the imp0rtance 0f 

psych0l0gical health 0f 0lder pe0ple, which is 0ne 0f the main aims 0f the present study. 

Taking the clue fr0m these findings, the p0licy makers 0f Pakistan sh0uld make effective 

plans t0 enhance the mental 0f the 0lder p0pulati0n 0f the c0untry. A precise sh0rt term 

and l0ng term g0als may be implied referring t0 p0licies, 0pp0rtunities, appr0aches and 

incentives that are needed t0 increase the mental health 0f the 0lder p0pulati0n 0f Pakistan. 
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Thus, the g0vernment sh0uld pr0vide services and upgrade them acc0rding t0 present 

needs. 

Sec0ndly, the study highlighted m0re imp0rtant fact0rs that play r0le in increasing the 

g00d psych0l0gical health 0f the 0lder p0pulati0n. The results 0f this research revealed 

that, in line with the Beck C0gnitive The0ry. Activating event and c0nsequences plays an 

imp0rtant r0le in the behavi0r 0f the 0lder p0pulati0n. In the c0untry, many pr0grams that 

benefit 0lder pe0ple can facilitate 0r impede mental health and envir0nmental change 

initiatives. Theref0re, p0licy makers can ensure the success the future plans thr0ugh the 

establishment 0f a supp0rtive envir0nment. In 0ther w0rds, the finding 0f this study 

suggests that p0licy makers and clinicians, psych0l0gists and s0cial w0rkers in Pakistan 

sh0uld vig0r0usly seek t0 impr0ve and maintain mental health 0f the c0untry. 

Thirdly, the findings 0f this study suggested that the g0vernment 0f Pakistan sh0uld 

establish the c0untry several plans that pr0vide attractive packages t0 the 0lder p0pulati0n 

s0 they can ad0pt these benefits t0 pr0tect their life in their 0ld age. The g0vernment sh0uld 

als0 enact new laws t0 pr0tect the 0ld age benefits 0f the 0lder p0pulati0n. As there is n0 

such planning as s0cial security pr0grams f0r 0lder p0pulati0n? G0vernment sh0uld 

pr0vide the facilities t0 the 0lder p0pulati0n c0mparable t0 devel0ped c0untries. Pakistan 

p0licy makers sh0uld pr0vide the incentive packages in 0ld age similar t0 0ther devel0ped 

c0untries such as the United Kingd0m, Canada and America. P0licy makers and 

g0vernment and create a c0nducive envir0nment f0r the 0lder p0pulati0n. In sh0rt, the 

Pakistani g0vernment sh0uld endeav0r t0 establish a friendlier and reliable envir0nment 

f0r the 0lder p0pulati0n in the c0untry. 
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F0urthly, the findings 0f this study c0nfirmed that religi0sity p0sitively m0derates geriatric 

depressi0n and l0neliness and l0cus 0f c0ntr0l relati0nship. It f0ll0ws that as Muslims 

religi0sity is a crucial fact0r in the devel0pment 0f a g00d envir0nment 0f a c0untry. As 

Pakistan is a religi0us c0untry, it is m0re imp0rtant that pe0ple may devel0p faith 0n Allah. 

This suggests that the religi0us activities may increase which virtually designed t0 be in a 

g00d alignment and c0nsistent with the cultural values 0f the c0untry. That further 

facilitates psych0l0gical health. Finally, this study is als0 0f a great value t0 0ther 

devel0ping c0untries as well as p0licy-makers and academia. As it is the case 0f research 

w0rk, the f0ll0wing sub-secti0n discussed the p0licy-making c0ntributi0n 0f this study. 

5.4.3 Policy Making Contribution of the Study 

The psych0l0gical health 0f the pe0ple 0f the c0untry is very imp0rtant f0r its gr0wth. As 

we kn0w that Pakistan is an under devel0ping c0untry with p00r mental health facilities. 

Mental health pr0gram, strategy and law is present in the c0untry, but are n0t executed. 

The well-being system is n0t rec0gnized s0undly and has sh0rtages 0f adequate funds. 

C0mmunal eff0rt is restricted t0 limited h0spitals and in big cities. The rati0 0f facilities 

is 0nly 1% 0f 1.926 beds per 100,000 p0pulati0ns, in the public psychiatric inpatient units 

are accessible f0r y0ungsters and juveniles, and n0t f0r 0lder pe0ple because they c0nsider 

depressi0n as a part 0f aging. C0mmunal centered h0using services and day cure amenities 

are n0t 0btainable in the republic. Training at the graduate level is inadequate that 0nly 

three psychiatrists pr0ceeded in the last year in the0retical and learning instituti0ns.  

The circulati0n 0f human capitals am0ng city and c0untryside z0nes is uneven. The 

c0mpactness 0f therapists fr0m 0ne place t0 an0ther in the biggest city is 2.29 times m0re 

than the c0mpactness 0f therapists in the wh0le realm. The bulk 0f nurse is 0.15 times 

greater in the bigger metr0p0lises than the wh0le realm. The c0mpactness 0f clinical 
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psych0l0gists and s0cial w0rkers, empl0yed in the regime regi0n is fairly small. N0t a 

single psych0l0gical ailment is shielded by c0mmunal insurance 0rganizati0ns. Only 0.4% 

0f health care expenses by the management well-being divisi0n are zeal0us t0 

psych0l0gical well-being (Wh0-Aims Rep0rt, 2009).   

S0, the present research pr0vides evidence t0 make plans by intr0ducing small packages 

and ref0rms f0r 0lder pe0ple. This creates harm0ny and gr0wth in the c0untry like 

Pakistan, wh0 is a l0w inc0me c0untry. Unlike, big c0untries such as the United Kingd0m, 

Canada and America, in a smaller c0untry such as Pakistan the res0luti0n 0f issues 0f the 

0lder p0pulati0n can deem t0 be a real starter n0t just an academic exercise in her p0licy 

strategies. In 0rder t0 enhance mental health in the c0untry 0n a large scale, small 

incentives f0r 0lder pe0ple in the financial sect0r 0f Pakistan sh0uld be gl0bally 

c0mpetitive.  

It sh0uld be well underst00d by the Pakistan’s p0licy makers that as Pakistan is a l0w 

inc0me c0untry in 0rder t0 av0id financial c0nstraints in 0ld age, g0vernment sh0uld imply 

0ld age benefits pr0grams in 0rder t0 get the full p0tential 0f pe0ple in their y0ung age. 

This is because when they are free fr0m financial bindings and future apprehensi0ns they 

will give the best 0f their p0tentials t0 their c0untry. Thus, the present study f0und that the 

psych0l0gical well-being 0f pe0ple 0f a c0untry is very imp0rtant f0r the c0untry’s future. 

Pakistani strategy-pr0ducers sh0uld acquire instructi0ns fr0m the devel0ped c0untries 

such as the United Kingd0m, Canada and America in managing pe0ple and having a 

peaceful life.  

G0vernmental health department might als0 enhance the devel0pment 0f 0lder pers0n's 

well-being by 0ffering pr0gressive interferences in a c0nstant, 0rganized and fixated 
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manner. The pr0visi0n 0f necessary inf0rmati0n, services, factual, t00ls, backing, and 

extra means t0 the 0ld p0pulati0n they might experience g00d mental health under their 

pers0nal c0ntr0l. As it is the case in any research w0rk, the f0ll0wing sub-secti0n admits 

the limitati0ns 0f the present study.  

5.5 Limitations of the Study 

There are limitati0ns 0f the research that sh0uld be ackn0wledged while anticipating the 

results 0f the study. N0 matter what, necessary acti0ns were carried 0ut t0 guarantee these 

sh0rtc0mings did n0t je0pardize the 0utc0mes 0f the study. The first limitati0n 0f the 

research was related t0 the geriatric depressi0n c0nstruct and its measurement. The 

investigat0r faced difficulty in finding existing investigati0n substantial pertinent t0 the 

study that c0ncentrated 0n depressi0n 0n 0ld age especially with c0ntext t0 Pakistan. 

Research studies and measuring instruments 0f individual psych0l0gical health were f0und 

t0 f0cus 0nly 0n certain aspects 0f depressi0n. Resp0ndents 0f these studies were als0 n0t 

relevant as they are n0t 0ld pe0ple. Geriatric depressi0n research 0n the 0lder p0pulati0n 

in br0ad-spectrum was n0t many in Pakistan. This lead t0 a restricti0n 0f having a native 

expl0rati0n needs 0n earlier researches 0f western culture influenced individual wellbeing.  

The geriatric depressi0n t00l was still n0t authenticated f0r br0ad use in Pakistan in Urdu 

(the nati0nal language 0f Pakistan), as it was the first-ever applicati0n 0f it in Pakistan.  

The upc0ming c0ntest, thus, is t0 test it in c0mbinati0n with the western adaptati0n culture.  

Furtherm0re, the dependence 0n the 0nly usage 0f self-rep0rt measure was seen as 

additi0nal c0nstraint, as it was merely quantifiable in nature. This might have exaggerated 

0r theatrically 0verstated relati0ns between different variables. A distinctive pr0spect is 

present that further unbiased and expl0rative signs 0f w0rth 0f 0lder individual’s well-
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being might yield an altered established result, a blend 0f self-rep0rt meth0ds and 

qualitative p0inters 0f well-being might pr0vide ir0nic 0utc0mes.  

Adding an0ther drawback 0n the measurement 0f the c0nstruct was regarding the 

religi0sity measurement specifically f0r 0lder pe0ple. The religi0sity instrument that was 

used specifically f0r 0lder pe0ple in Pakistan had n0t been authenticated used f0r wide 

usage in Pakistan as well, as it was als0 the first-ever use 0f it in this c0untry. Thus, the 

challenge was validating the instrument based 0n Pakistani culture and backgr0und 

thr0ugh the pr0per translati0n pr0cedure. M0re0ver, geriatric depressi0n research 

specifically f0r 0lder pe0ple in Pakistan was quite rare and in fragments, resulting 

limitati0n 0f referencing the study based 0n l0cal needs. The statistical challenge was t0 

carry 0ut experiments 0n the adapted instrument taken and used the instrument 0n l0cal 

0lder pe0ple as resp0ndents. 

5.6 Conclusion 

Principally, the research 0bjectives had been achieved and research questi0ns were 

resp0nded irrespective 0f numer0us b0undaries in the study. The study answered all five 

research questi0ns whish directly acc0mplished the five 0bjectives 0f the study. Alth0ugh 

research in l0neliness, l0cus 0f c0ntr0l and geriatric depressi0n were many in s0cial 

sciences study, this research reduced the kn0wledge gap in well-being related t0 the 0lder 

p0pulati0n, particularly in Pakistan thr0ugh indicating religi0sity as an imp0rtant 

m0derating variable between l0neliness, l0cus 0f c0ntr0l and geriatric depressi0n.  

Briefly t0 describe the m0derating effect 0f religi0sity 0n the relati0nships between 

l0neliness, l0cus 0f c0ntr0l and geriatric depressi0n the study met distinguished findings. 

Religi0sity was statistically pr0ven as n0tew0rthy m0derat0r 0n the relati0nship between 
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l0neliness, l0cus 0f c0ntr0l and geriatric depressi0n. With these findings, this research 

c0ntributed t0 the b0undary 0f kn0wledge in geriatrics research and clinical psych0l0gy 

research relating t0 practical c0ntributi0n, the investigati0n 0f 0lder pers0n’s well-being 

reinf0rced the health department t0 make interventi0ns. As a while, the results 0f this 

research c0ntributed in diverse ways thr0ugh the literature c0ntent and the p0tential 

0utl00k in researching the behavi0r 0f geriatrics in Pakistani system as well as t0 the 

pr0gress 0f the 0ld age practices in Pakistan thr0ugh accepting the psych0l0gical aspects 

0f the wh0le pr0cess.  

5.7 Directions for Future Research 

This study pr0vides much-needed analysis 0f the relati0nship between l0neliness and l0cus 

0f c0ntr0l with geriatric depressi0n in Pakistan. Furtherm0re, in this study f0cus has been 

0n m0derating effect 0f religi0sity 0n l0neliness and l0cus 0f c0ntr0l with geriatric 

depressi0n in Pakistan. 

There is a necessity t0 include 0ther variables, which are n0t f0cused in this study. F0r 

example, variables like self-esteem, self-efficacy and anxiety variables and related 

variables must be examined f0r further studies t0 trace their 0verwhelming effects and 

impact 0n the level 0f depressi0n 0f the elderly pe0ple. On the wh0le, the missing 

c0nnecti0n in the present study can inspire further in-depth and br0aden study 0n the issues 

0f geriatric depressi0n and gr0wth 0f Pakistan in the future c0urse 0f directi0n. The issues 

0f psych0l0gical health and 0ther related pr0blems in Pakistan can als0 be pr0bed by the 

researchers in the range 0f c0mmunity g0vernment. The r0le 0f l0neliness and l0cus 0f 

c0ntr0l and geriatric depressi0n may further be investigated in the c0ntext 0f 0ther nati0ns 

in c0mparis0n with Pakistan. 
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APPENDICES 

APPENDIX A 

Questionnaire 

Respondent. No: ------------------- 

A. Demographic Variables 

 
1 

 
Gender 

 
 

 
2 

 
Age 

 
  

 
3 

 
Education 

 
 
 

 
4 

 
Socio Economic 

Status 

 

 
5 
  

 
Family Size  

 
 
 

 
6 

 
Marital Status 

 
 

 
7  

 
Children  

 

 
8 

 
Income 

 
 

 

 

 

 

Male  

1 

 

Female 

2  

2 

50- 55 

1 

 

56- 60 

2 

 

61- 65 

3 

 

66-70 

4 

 
Primary  

1 

 

Middle 

2 

 

Matric 

3 

 

F.A/FSc 

4 

B. A/B.SC 

5 

 

M.A./M. Sc 

6 

 

M.phil/P.hd. 

7 

 
Lower 

1 

 

Middle   

2 

 

Upper 

3 

 

1-2 members 3-4 members 

 

5-6 members 

 

7-8 members 

 

9 & above 

 

Unmarried  

2 

 

Divorced  

 

3 

 

Married 

1 

 

Widow 

 

4 

 
No children 

1 

 

Son  

2 

 

Daughter  

3 

 

Both 

4 

 

Below 14,000 

1 

 

15,000-30,000 

2 

 

Above 30,000 

3 

 



 

253 
 

APPENDIX B 

B. Mini-Mental State Examination(MMSE) 

No Questions Score 

1 “What is the year? Season? Date? Day? Month?”  

2 “Where are we now? State? County? Town/city? Hospital? Floor?”  

3 The examiner names three unrelated objects clearly and slowly, then the instructor asks 

the patient to name all three of them. The patient’s response is used for scoring. The 

examiner repeats them until patient learns all of them, if possible. 

 

4 “I would like you to count backward from 100 by sevens.” (93, 86, 79, 72, 65, …) 

Alternative: “Spell WORLD backwards.” (D-L-R-O-W) 

 

5 “Earlier I told you the names of three things. Can you tell me what those were?”  

6 Show the patient two simple objects, such as a wristwatch and a pencil, and ask the patient 

to name them. 

 

7 Repeat the phrase: ‘No ifs, ands, or buts.’”  

8 Take the paper in your right hand, fold it in half, and put it on the floor  

9 “Please read this and do what it says  

10 Make up and write a sentence about anything  

11 Please copy this picture.” (The examiner gives the patient a blank piece of paper and asks 

him/her to draw the symbol below. All 10 angles must be present and two must intersect.) 
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APPENDIX C 

C. Levenson Multidimensional Locus of Control  

Definition of scale  

1 Very strongly disagree 

2 Strongly disagree 

3 Disagree 

4 Agree 

5 Strongly agree 

6 Very strongly agree 
 

1.  Internal Locus of Control 

 

 Items 
Internal Locus of Control 

Very 
strongly 
disagree 

1 

Strongly 
disagree 

 
2 

Disagree 
 
 

3 

Agree 
 
 

4 

Strongly 
agree 

 
5 

Very 
strongly 

agree 
6 

1 Whether or not I get to be a leader 
depends mostly on my ability. 

      

2 To a great extent my life is 
controlled by accidental 
happenings. 

      

3 I feel like what happens in my life 
is mostly determined by powerful 
people. 

      

4 Whether or not I get into a car 
accident depends mostly on how 
good a driver I am. 

      

5 When I make plans, I am almost 
certain to make them work.  

      

10 I have often found that what is 
going to happen will happen. 

      

19 I am usually able to protect my 
personal interests. 

      

21 When I get what I want, it’s 
usually because I worked hard for 
it.  

      

 

2.  External(Chance) Locus of Control 

 Items 
External(chance) Locus of 

Control 

Very 
strongly 
disagree 

1 

Strongly 
disagree 

 
2 

Disagree 
 
 

3 

Agree 
 
 

4 

Strongly 
agree 

 
5 

Very 
strongly 

agree 
6 

6 Often there is no chance of 
protecting my personal interests 
from bad luck. 

      

7 When I get what I want, it’s 
usually because I’m lucky. 

      

8 Although I might have good 
ability, I will not be given 
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leadership responsibility without 
appealing to those in positions of 
power. 

9 How many friends I have depends 
on how nice a person I am.  

      

13 People like myself have very little 
chance of protecting our personal 
interests when they conflict with 
those of strong pressure groups.  

      

22 In order to have my plans work, I 
make sure that they fit in with the 
desires of people who have power 
over me 

      

23 My life is determined by my own 
actions. 

      

24 It’s chiefly a matter of fate 
whether or not I have a few 
friends or many friends. 

      

 

 

 

3.  Powerful others Locus of Control 
 Items 

Powerful others Locus of 
Control 

Very 
strongly 
disagree 

1 

Strongly 
disagree 

 
2 

Disagree 
 
 

3 

Agree 
 
 

4 

Strongly 
agree 

 
5 

Very 
strongly 

agree 
6 

11 My life is chiefly controlled by 
powerful others. 

      

12 Whether or not I get into a car 
accident is mostly a matter of 
luck.  

      

14 It’s not always wise for me to 
plan too far ahead because many 
things turn out to be a matter of 
good or bad fortune 

      

15 Getting what I want requires 
pleasing those people above me.  

      

16 Whether or not I get to be a leader 
depends on whether I’m lucky 
enough to be in the right place at 
the right time 

      

17 If important people were to 
decide they didn’t like me, I 
probably wouldn’t make many 
friends. 

      

18 I can pretty much determine what 
will happen in my life. 

      

20 Whether or not I get into a car 
accident depends mostly on the 
other driver.  
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APPENDIX D 

D. The Revised UCLA Loneliness Scale 

No Items Never 
1 

Often 
2 

Sometimes 
3 

Always 
4 

1 I feel in tune with the people around 

me 

    

2 I lack companionship     

3 There is no one I can turn to     

4 I do not feel alone     

5 I feel part of a group of friends     

6 I have a lot in common with the 

people around me 

    

7 I am no longer close to anyone      

8 My interests and ideas are not shared 

by those around me 

    

9 I am an outgoing person     

10 There are people I feel close to     

11 I feel left out     

12 My social relationships arc 

superficial 

    

13 No one really knows me well     

14 I feel isolated from others     

15 I can find companionship when I 

want it 

    

16 There are people who really 

understand me 

    

17 I am unhappy being so withdrawn      

18 People are around me, but not with 

me 

    

19 There are people I can talk to      

20 There are people I can turn to     

21 There are people I can contact to     
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APPENDIX E 

E. Bukhari Saad Religiosity Scale 

No Items  Very 
strongly 
disagree        

1 

Strongly 
disagree 

2 

Disagree 
 

3 

Agree 
 

4 

Strongly 
agree      

5 

Very 
strongly 

agree             
6 

1 Islam is a way of life.       

2 I feel calm when listening 
and reciting to the verses 
from the Holy Quran. 

      

3 I tried to understand the 
meaning of the verses of 
the Holy Quran. 

      

4 I go to masjid because it 
helps me to make friends 
and talk with religious 
scholars. 

      

5 It is important to me to 
spend time in muhasabah 
and solah 

      

6 Islam offers me comfort 
when afflicted with 
calamity/ misfortune. 

      

7 In addition to religious duty 
Solah can also leads to 
peace and happiness 

      

8 In addition to offer five 
times farz solah I try to 
increase the practice of the 
teaching of Sunnah 

      

9 I ensure that all of my 
family members to practice 
the Sunnah of Prophet 
(S.A.W.) 

      

10 I always say Salam to my 
all Muslim fellows as I 
meet them. 

      

11 I have good relations with 
neighbors 

      

12 I always tried to do my job 
as well as possible 

      

13 I immediately apologize if I 
am wrong 

      

14 I like to help anyone who 
needed 

      

15 I treat the guests well       

16 I accept the fact that I am 
not perfect 

      

17 Although Duniya is 
important, but akhirah is 
more important than 
anything else in my life. 
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APPENDIX F 

F. Geriatric Depression Scale 

No Items Yes No 

1 Are you basically satisfied with your life?   

2 Have you dropped many of your activities and interests?   

3 Do you feel that your life is empty?   

4 Do you often get bored?   

5 Are you in good spirits most of the time?   

6 Are you afraid that something bad is going to happen to you?   

7 Do you feel happy most of the time?   

8 Do you often feel helpless?   

9 Do you prefer to stay at home rather than going out and doing new things?   

10 Do you feel you have more problems with memory than most?   

11 Do you think it is wonderful to be alive now?   

12 Do you feel pretty worthless the way you are now?   

13 Do you feel full of energy?   

14 Do you feel that your situation is hopeless?   

15 Do you think that most people are better off than you are?   
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APPENDIX G 

 

 
Correlation Matrix 

 
 

Correlations 

 GDSC2 lsa lcsa2 lcsea lcsia lcspa rsta 

GDSC2 Pearson Correlation 1 .259** .119* .290** -.067 .050 -.109* 

Sig. (2-tailed)  .000 .020 .000 .189 .328 .033 

N 384 384 384 384 384 384 384 

Lsa Pearson Correlation .259** 1 .021 .111* -.038 -.039 .056 

Sig. (2-tailed) .000  .688 .029 .455 .443 .277 

N 384 384 384 384 384 384 384 

lcsa2 Pearson Correlation .119* .021 1 .894** .925** .667** .006 

Sig. (2-tailed) .020 .688  .000 .000 .000 .913 

N 384 384 384 384 384 384 384 

Lcsea Pearson Correlation .290** .111* .894** 1 .832** .330** -.004 

Sig. (2-tailed) .000 .029 .000  .000 .000 .936 

N 384 384 384 384 384 384 384 

Lcsia Pearson Correlation -.067 -.038 .925** .832** 1 .440** .028 

Sig. (2-tailed) .189 .455 .000 .000  .000 .589 

N 384 384 384 384 384 384 384 

Lcspa Pearson Correlation .050 -.039 .667** .330** .440** 1 -.011 

Sig. (2-tailed) .328 .443 .000 .000 .000  .831 

N 384 384 384 384 384 384 384 

Rsta Pearson Correlation -.109* .056 .006 -.004 .028 -.011 1 

Sig. (2-tailed) .033 .277 .913 .936 .589 .831  
N 384 384 384 384 384 384 384 

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 
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Descriptive statistics of Demographical Variables 

 
 

[DataSet1] E:\bootstttrapping folder\data for resampling.sav 

 

 
Statistics 

 age gender education familysize marital children socioeconomic 

N Valid 384 384 384 384 384 384 384 

Missing 0 0 0 0 0 0 0 
Minimum 3 1 1 1 1 1 1 
Maximum 5 2 7 5 4 4 3 

 
 
Frequency Table 
 

age 

 Frequency Percent Valid Percent 

Valid 
60-64 144 37.5 37.5 

65-69 224 58.3 58.3 

70-74 16 4.2 4.2 

Total 384 100.0 100.0 

 
gender 

 Frequency Percent Valid Percent 

Valid male 192 50.0 50.0 

female 192 50.0 50.0 

Total 384 100.0 100.0 

 
Education 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid PRIMARY 96 25.0 25.0 25.0 

MIDDLE 16 4.2 4.2 29.2 

MATRIC 16 4.2 4.2 33.3 

FA/FSc 64 16.7 16.7 50.0 

BA/BSc 112 29.2 29.2 79.2 

MA/MSc 48 12.5 12.5 91.7 

MPhil/PhD 32 8.3 8.3 100.0 

Total 384 100.0 100.0  
 
 

 
Family size 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid 1 16 4.2 4.2 4.2 

2 128 33.3 33.3 37.5 

3 160 41.7 41.7 79.2 

4 48 12.5 12.5 91.7 

5 32 8.3 8.3 100.0 

Total 384 100.0 100.0  
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marital 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid married 168 43.8 43.8 43.8 

unmarried 168 43.8 43.8 87.6 

divorced 24 6.2 6.2 93.8 

widow 24 6.2 6.2 100.0 

Total 384 100.0 100.0  
 
 
                                                        Children 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid 1 86 45.4 45.4 45.4 

2 53 27.3 27.3 72.7 

3 53 27.3 27.3 100.0 

Total 192 100.0 100.0  
 

socioeconomic 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid 1 112 29.2 29.2 29.2 

2 160 41.7 41.7 70.8 

3 112 29.2 29.2 100.0 

Total 384 100.0 100.0  
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Profile of the Variables 

 
Statistics 

 lsa lcsa2 rsta GDSC2 

N Valid 384 384 384 384 

Missing 0 0 0 0 

 
Frequency Table 
 

lsa 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid low 26 6.8 6.8 6.8 

mild 189 49.2 49.2 56.0 

severe 169 44.0 44.0 100.0 

Total 384 100.0 100.0  
 

lcsa2 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Extrernal 165 42.5 42.5 42.5 

Internal 104 27.5 27.5 70.0 

Powerful others 115 30.0 30.0 100.0 

Total 384 100.0 100.0  

 
 

Rsta 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid intrinsic religiosity 367 95.6 95.6 95.6 

extrinsic relirioisty 17 4.4 4.4 100.0 

Total 384 100.0 100.0  

 
 

GDSC2 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid No depression 44 11.5 11.5 11.5 

mild depression 150 39.1 39.1 50.5 

Moderate depression 156 40.6 40.6 91.1 

Severe depression 34 8.9 8.9 100.0 

Total 384 100.0 100.0  
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Impact of loneliness on geriatric depression with and without religiosity as a 

Moderator (Hypothesis 1 & 3) 

 
Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
Bootstrap 
 
Regression 

Variables Entered/Removed 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 lsab . Enter 
2 rsta, lsarstab . Enter 

a. Dependent Variable: GDSC2 
b. All requested variables entered. 

 
Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of the 

Estimate 

1 .259a .067 .065 .784 
2 .313b .098 .091 .773 

a. Predictors: (Constant), lsa 
b. Predictors: (Constant), lsa, rsta, lsarsta 

 
ANOVAa 

Model Sum of Squares Df Mean Square F Sig. 

1 Regression 16.917 1 16.917 27.533 .000b 

Residual 234.708 382 .614   
Total 251.625 383    

2 Regression 24.717 3 8.239 13.798 .000c 

Residual 226.908 380 .597   
Total 251.625 383    

a. Dependent Variable: GDSC2 
b. Predictors: (Constant), lsa 
c. Predictors: (Constant), lsa, rsta, lsarsta 

                                                                                                                          
 

 
 

Coefficientsa 

Model 

Unstandardized Coefficients 
Standardized 
Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) 1.649 .161  10.228 .000 

Lsa .345 .066 .259 5.247 .000 

2 (Constant) -.411 1.020  -.402 .688 

Lsa 1.365 .398 1.025 3.430 .001 

Rsta 1.990 .981 .506 2.028 .043 

lsarsta -.981 .381 -1.020 -2.574 .010 

a. Dependent Variable: GDSC2 
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Bootstrap for Coefficients 

Model B 

Bootstrapa 

Bias Std. Error Sig. (2-tailed) 

95% Confidence Interval 

Lower Upper 

1 (Constant) 1.649 .003 .155 .000 1.352 1.965 

Lsa .345 -.001 .062 .000 .220 .465 

2 (Constant) -.411 .015b 1.067b .677b -2.529b 1.638b 

Lsa 1.365 -.006b .377b .001b .639b 2.126b 

Rsta 1.990 -.012b 1.035b .039b -.011b 4.043b 

lsarsta -.981 .004b .363b .005b -1.701b -.293b 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 
b. Based on 4998 samples 
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Impact of locus of control total on geriatric depression with and without religiosity 

as a Moderator (Hypothesis 2 & 4) 
 
Bootstrap 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
Regression 

Variables Entered/ Removeda 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 lcsa2b . Enter 
2 rsta, Lcsa2rstab . Enter 

a. Dependent Variable: GDSC2 
b. All requested variables entered. 

 
Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of the 

Estimate 

1 .016a .026 .021 .802 
2 .163b .027 .019 .803 

a. Predictors: (Constant), lcsa2 
b. Predictors: (Constant), lcsa2, rsta, Lcsa2rsta 

 
ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 6.591 2 3.295 5.124 .000b 

Residual 245.030 381 .644   
Total 251.625 383    

2 Regression 6.719 3 2.240 3.475 .001c 

Residual 244.906 380 .644   
Total 251.625 383    

a. Dependent Variable: GDSC2 
b. Predictors: (Constant), lcsa2 
c. Predictors: (Constant), lcsa2, rsta, Lcsa2rsta 

 
Coefficients 

 

Model 

Unstandardized Coefficients 
Standardized 
Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) 2.554 .263  9.762 .000 

lcsa2 .103 .044 .120 2.367 .001 

2 (Constant) 2.034 1.194  1.703 .008 

lcsa2 .249 .330 .288 .755 .451 

rsta .078 1.161 .020 .067 .947 

Lcsa2rsta -.143 .321 -.214 -.445 .002 

a. Dependent Variable: GDSC2 
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Bootstrap for Coefficients 

Model B 

Bootstrapa 

Bias Std. Error Sig. (2-tailed) 

95% Confidence Interval 

Lower Upper 

1 (Constant) 2.558 .003 .153 .000 1.805 3.037 

lcsa2 .103 .000 .041 .012 .025 .184 

2 (Constant) 2.034 -.043 1.218 .026 -.550 4.176 

lcsa2 .249 .012 .309 .207 -.287 .888 

rsta .078 .044 1.186 .916 -1.976 2.586 

Lcsa2rsta -.143 -.012 .300 .417 -.766 .375 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 
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Impact of Internal locus of control on geriatric depression with and without 

religiosity as a Moderator (Hypothesis 2a & 4a) 
 
Bootstrap 
 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
Regression 
 

Variables Entered/Removeda 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 lcsiab . Enter 
2 rsta, lcsiarstab . Enter 

a. Dependent Variable: GDSC2 
b. All requested variables entered. 

 
 

Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of the 

Estimate 

1 .067a .005 .002 .810 
2 .151b .023 .015 .804 

a. Predictors: (Constant), Lcsia 
b. Predictors: (Constant), lcsia, rsta, lcsiarsta 

 
ANOVAa 

Model Sum of Squares Df Mean Square F Sig. 

1 Regression 1.138 1 1.138 1.735 .003b 

Residual 250.487 382 .656   
Total 251.625 383    

2 Regression 5.719 3 1.906 2.946 .033c 

Residual 245.906 380 .647   
Total 251.625 383    

a. Dependent Variable: GDSC2 
b. Predictors: (Constant), Lcsia 
c. Predictors: (Constant), lcsia, rsta, lcsiarsta 

 
 

Coefficients 

 

Model 

Unstandardized Coefficients 
Standardized 
Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) 2.653 .146  18.158 .000 

lcsia -.048 .036 -.067 -1.317 .003 

2 (Constant) 1.531 .994  1.541 .004 

lcsia .343 .243 .482 1.411 .048 

rsta 1.097 .960 .279 1.142 .004 

lcsiarsta -.380 .235 -.683 -1.617 .003 

a. Dependent Variable: GDSC2 
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Bootstrap for Coefficients 

Model B 

Bootstrapa 

Bias Std. Error Sig. (2-tailed) 

95% Confidence Interval 

Lower Upper 

1 (Constant) 2.653 .001 .142 .000 2.385 2.943 

lcsia -.048 .000 .037 .200 -.124 .022 

2 (Constant) 1.531 -.192b 1.176b .138b -1.254b 3.204b 

lcsia .343 .045b .275b .148b -.049b 1.002b 

rsta 1.097 .193b 1.151b .284b -.494b 3.851b 

lcsiarsta -.380 -.045b .267b .100b -1.020b -.005b 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 
b. Based on 4999 samples 
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Impact of External locus of control on geriatric depression with and without 

religiosity as a Moderator (Hypothesis 2b & 4b)  
 
Bootstrap 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
Regression 
 

Variables Entered/Removeda 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 lcseab . Enter 
2 rsta, lcsearstab . Enter 

a. Dependent Variable: GDSC2 
b. All requested variables entered. 

 
Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of the 

Estimate 

1 .290a .084 .082 .777 
2 .310b .096 .089 .774 

a. Predictors: (Constant), lcsea 
b. Predictors: (Constant), lcsea, rsta, lcsearsta 

 
ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 21.181 1 21.181 35.111 .000b 

Residual 230.444 382 .603   
Total 251.625 383    

2 Regression 24.129 3 8.043 13.435 .000c 

Residual 227.496 380 .599   
Total 251.625 383    

a. Dependent Variable: GDSC2 
b. Predictors: (Constant), lcsea 
c. Predictors: (Constant), lcsea, rsta, lcsearsta 

 

 
 
 

 
 

 

 

 
 
 

 
 

 
Coefficients 

Model 

Unstandardized Coefficients 
Standardized 
Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) 1.791 .121  14.789 .000 

Lcsea .188 .032 .290 5.925 .000 

2 (Constant) 2.092 .757  2.762 .000 

Lcsea .227 .203 .351 1.119 .026 

Rsta -.285 .727 -.072 -.392 .048 

lcsearsta -.039 .195 -.072 -.199 .039 

a. Dependent Variable: GDSC2 
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Bootstrap for Coefficients 

Model B 

Bootstrapa 

Bias Std. Error Sig. (2-tailed) 

95% Confidence Interval 

Lower Upper 

1 (Constant) 1.791 -.003 .143 .000 1.508 2.061 

lcsea .188 .001 .035 .000 .119 .256 

2 (Constant) 2.092 -.086 .908 .009 -.177 3.465 

lcsea .227 .017 .213 .199 -.101 .759 

rsta -.285 .083 .876 .696 -1.568 1.948 

lcsearsta -.039 -.017 .204 .816 -.553 .266 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 
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Impact of powerful others locus of control on geriatric depression with and without 

religiosity as a Moderator (2c & 4c) 

 
 
Bootstrap 
 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
Regression 
 

Variables Entered/Removed 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 Lcspa . Enter 
2 rsta, lcsparstab . Enter 

a. Dependent Variable: GDSC2 
b. All requested variables entered. 

 
 

Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of the 

Estimate 

1 .050a .003 .000 .811 
2 .125b .016 .008 .807 

a. Predictors: (Constant), Lcspa 
b. Predictors: (Constant), lcspa, rsta, lcsparstab 

 
ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 20.181 1 13.352 34.121 .000b 

Residual 231.444 382 .657   
Total 251.625 383    

2 Regression 23.911 3 8.304 13.345 .000c 

Residual 227.714 380 .652   
Total 251.625 383    

a. Dependent Variable: GDSC2 
b. Predictors: (Constant), Lcspa 
b. Predictors: (Constant), lcspa, rsta, lcsparstab 

 

 
Coefficients* 

Model 

Unstandardized Coefficients 
Standardized 
Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) 2.336 .142  16.455 .000 

Lcspa .042 .043 .050 .979 .000 

2 (Constant) 3.441 .968  3.556 .000 

Lcspa -.169 .302 -.202 -.560 .576 

Rsta -1.069 .935 -.272 -1.143 .254 

lcsparsta .206 .293 .300 .703 .483 

a. Dependent Variable: GDSC2 



 

272 
 

 
Bootstrap for Coefficients 

Model B 

Bootstrap 

Bias Std. Error Sig. (2-tailed) 

95% Confidence Interval 

Lower Upper 

1 (Constant) 2.336 -.003 .142 .000 2.105 2.554 

Lcspa .042 .001 .043 .248 -.029 .114 

2 (Constant) 3.441 -.040 .968 .000 1.510 5.329 

Lcspa -.169 .011 .302 .567 -.831 .455 

Rsta -1.069 .038 .935 .192 -2.867 .820 

lcsparsta .206 -.011 .293 .475 -.401 .846 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 
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Impact of demographic variables (Children, Socioeconomic status & Family size on 

geriatric depression (Hypothesis 5) 
 

 
Bootstrap 
 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
Regression 
 

Variables Entered/Removed 

Model 
Variables 
Entered 

Variables 
Removed Method 

1 children, 
socioeconomic, 
family size 

. Enter 

a. Dependent Variable: GDSC2 
b. All requested variables entered. 

 
Model Summary 

Model R R Square 
Adjusted R 

Square 
Std. Error of the 

Estimate 

1 .271a .074 .066 .783 

a. Predictors: (Constant), children, socioeconomic, family size 

 
ANOVAa 

Model Sum of Squares Df Mean Square F Sig. 

1 Regression 18.543 3 6.181 10.077 .000b 

Residual 233.082 380 .613   
Total 251.625 383    

a. Dependent Variable: GDSC2 
b. Predictors: (Constant), children, socioeconomic, family size 

 
 

Coefficients 

Model 

Unstandardized Coefficients 
Standardized 
Coefficients 

T Sig. B Std. Error Beta 

1 (Constant) 2.741 .225  12.201 .000 

Family size .014 .058 .017 .243 .032 

socioeconomic -.280 .059 -.264 -4.788 .000 

children .141 .055 .184 2.562 .011 

a. Dependent Variable: GDSC2 

 
Bootstrap for Coefficients 

Model B 

Bootstrap 

Bias Std. Error Sig. (2-tailed) 

95% Confidence Interval 

Lower Upper 

1 (Constant) 2.741 .004 .247 .000 2.259 3.231 

family size .014 -.002 .062 .000 -.110 .130 

socioeconomic -.280 .001 .050 .000 -.376 -.180 

children .141 .000 .058 .001 .028 .254 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 
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Impact of Gender on geriatric depression (Hypothesis 5) 
 
Bootstrap 
 
 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
 

Independent Samples Test 

 

Levene's Test for Equality of 
Variances t-test for Equality of Means 

F Sig. t df 
Sig. (2-
tailed) 

GDSC2 Equal 
variances 
assumed 

4.223 .041 .821 382 .412 

Equal 
variances 
not assumed 

  .830 381.450 .407 

 
 

Bootstrap for Independent Samples Test 

 
Mean 

Difference 

Bootstrap 

Bias Std. Error 

95% Confidence Interval 

Lower Upper 

GDSC2 Equal variances assumed .068 .000 .082 -.091 .225 

Equal variances not 
assumed 

.068 .000 .082 -.091 .225 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

275 
 

Impact of Marital status on geriatric depression (Hypothesis 5) 
 
Bootstrap 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
One way 
 

ANOVA 

GDSC2   
 Sum of Squares df Mean Square F Sig. 

Between Groups 20.397 3 6.799 11.174 .000 
Within Groups 231.228 380 .608   
Total 251.625 383    

 
Post Hoc Tests 
 

Multiple Comparisons 

Dependent Variable:   GDSC2   
 

(I) marital (J) marital 
Mean 

Difference (I-J) Std. Error Sig. 

95% Confidence Interval 

 Lower Bound Upper Bound 

Tukey HSD married unmarried -.429* .085 .000 -.65 -.21 

divorced -.121 .150 .854 -.51 .27 

widow .348 .204 .322 -.18 .87 

unmarried married .429* .085 .000 .21 .65 

divorced .308 .150 .173 -.08 .70 

widow .777* .204 .001 .25 1.30 

divorced married .121 .150 .854 -.27 .51 

unmarried -.308 .150 .173 -.70 .08 

widow .469 .239 .204 -.15 1.09 

widow married -.348 .204 .322 -.87 .18 

unmarried -.777* .204 .001 -1.30 -.25 

divorced -.469 .239 .204 -1.09 .15 

*. The mean difference is significant at the 0.05 level. 
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Impact of Education on geriatric depression (Hypothesis 5) 
 

Bootstrap 

 
Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval 
Level 

95.0% 

Confidence Interval 
Type 

Percentile 

 
One way 

ANOVA 

GDSC2   

 
Sum of 

Squares df 

Mean 

Square F Sig. 

Between 

Groups 
26.358 6 4.393 7.352 .000 

Within Groups 225.267 377 .598   
Total 251.625 383    

 

Post Hoc Tests 

 
Multiple Comparisons 

Dependent Variable:   GDSC2   
Tukey HSD   

(I) 
education 

(J) 
education 

Mean 
Difference (I-

J) 
Std. 
Error Sig. 

95% Confidence Interval 

Lower 
Bound 

Upper 
Bound 

PRIMARY MIDDLE -.375 .209 .551 -.99 .24 

MATRIC .188 .209 .973 -.43 .81 

FA/FSc -.609* .125 .000 -.98 -.24 

BA/BSc -.571* .108 .000 -.89 -.25 

MA/MSc -.292 .137 .335 -.70 .11 

MPhil/PhD -.375 .158 .211 -.84 .09 

MIDDLE PRIMARY .375 .209 .551 -.24 .99 

MATRIC .563 .273 .380 -.25 1.37 

FA/FSc -.234 .216 .932 -.87 .41 

BA/BSc -.196 .207 .964 -.81 .42 

MA/MSc .083 .223 1.000 -.58 .74 

MPhil/PhD .000 .237 1.000 -.70 .70 

MATRIC PRIMARY -.188 .209 .973 -.81 .43 

MIDDLE -.563 .273 .380 -1.37 .25 

FA/FSc -.797* .216 .005 -1.44 -.16 

BA/BSc -.759* .207 .005 -1.37 -.15 

MA/MSc -.479 .223 .327 -1.14 .18 

MPhil/PhD -.563 .237 .211 -1.26 .14 

FA/FSc PRIMARY .609* .125 .000 .24 .98 

MIDDLE .234 .216 .932 -.41 .87 
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MATRIC .797* .216 .005 .16 1.44 

BA/BSc .038 .121 1.000 -.32 .40 

MA/MSc .318 .148 .324 -.12 .76 

MPhil/PhD .234 .167 .801 -.26 .73 

BA/BSc PRIMARY .571* .108 .000 .25 .89 

MIDDLE .196 .207 .964 -.42 .81 

MATRIC .759* .207 .005 .15 1.37 

FA/FSc -.038 .121 1.000 -.40 .32 

MA/MSc .280 .133 .356 -.12 .68 

MPhil/PhD .196 .155 .866 -.26 .66 

MA/MSc PRIMARY .292 .137 .335 -.11 .70 

MIDDLE -.083 .223 1.000 -.74 .58 

MATRIC .479 .223 .327 -.18 1.14 

FA/FSc -.318 .148 .324 -.76 .12 

BA/BSc -.280 .133 .356 -.68 .12 

MPhil/PhD -.083 .176 .999 -.61 .44 

MPhil/PhD PRIMARY .375 .158 .211 -.09 .84 

MIDDLE .000 .237 1.000 -.70 .70 

MATRIC .563 .237 .211 -.14 1.26 

FA/FSc -.234 .167 .801 -.73 .26 

BA/BSc -.196 .155 .866 -.66 .26 

MA/MSc .083 .176 .999 -.44 .61 

*. The mean difference is significant at the 0.05 level. 
 

Bootstrap for Multiple Comparisons 

Dependent Variable:   GDSC2   
Tukey HSD   

(I) 
education 

(J) 
education 

Mean 
Difference (I-

J) 

Bootstrapa 

Bias 
Std. 
Error 

95% Confidence 
Interval 

Lower Upper 

PRIMARY MIDDLE -.375 .004 .385 -1.122 .383 

MATRIC .188 -.005 .252 -.309 .676 

FA/FSc -.609 .003 .128 -.855 -.352 

BA/BSc -.571 .000 .081 -.723 -.411 

MA/MSc -.292 .002 .123 -.529 -.045 

MPhil/PhD -.375 .000 .101 -.571 -.179 

MIDDLE PRIMARY .375 -.004 .385 -.383 1.122 

MATRIC .563 -.010 .454 -.333 1.450 

FA/FSc -.234 -.002 .402 -1.038 .537 

BA/BSc -.196 -.004 .390 -.958 .560 

MA/MSc .083 -.002 .398 -.700 .869 

MPhil/PhD .000 -.004 .394 -.800 .776 

MATRIC PRIMARY -.188 .005 .252 -.676 .309 

MIDDLE -.563 .010 .454 -1.450 .333 

FA/FSc -.797 .008 .274 -1.319 -.245 

BA/BSc -.759 .006 .256 -1.252 -.249 

MA/MSc -.479 .007 .275 -1.008 .062 

MPhil/PhD -.563 .006 .266 -1.073 -.033 

FA/FSc PRIMARY .609 -.003 .128 .352 .855 
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MIDDLE .234 .002 .402 -.537 1.038 

MATRIC .797 -.008 .274 .245 1.319 

BA/BSc .038 -.002 .140 -.241 .316 

MA/MSc .318 .000 .167 -.015 .646 

MPhil/PhD .234 -.002 .151 -.064 .527 

BA/BSc PRIMARY .571 .000 .081 .411 .723 

MIDDLE .196 .004 .390 -.560 .958 

MATRIC .759 -.006 .256 .249 1.252 

FA/FSc -.038 .002 .140 -.316 .241 

MA/MSc .280 .002 .134 .020 .543 

MPhil/PhD .196 .000 .116 -.036 .421 

MA/MSc PRIMARY .292 -.002 .123 .045 .529 

MIDDLE -.083 .002 .398 -.869 .700 

MATRIC .479 -.007 .275 -.062 1.008 

FA/FSc -.318 .000 .167 -.646 .015 

BA/BSc -.280 -.002 .134 -.543 -.020 

MPhil/PhD -.083 -.002 .146 -.380 .201 

MPhil/PhD PRIMARY .375 .000 .101 .179 .571 

MIDDLE .000 .004 .394 -.776 .800 

MATRIC .563 -.006 .266 .033 1.073 

FA/FSc -.234 .002 .151 -.527 .064 

BA/BSc -.196 .000 .116 -.421 .036 

MA/MSc .083 .002 .146 -.201 .380 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 
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Impact of Age on geriatric depression (Hypothesis 5) 

 
Bootstrap 
 

Bootstrap Specifications 

Sampling Method Simple 
Number of Samples 5000 
Confidence Interval Level 95.0% 
Confidence Interval Type Percentile 

 
One way 

ANOVA 

GDSC2   
 Sum of Squares df Mean Square F Sig. 

Between Groups 6.893 2 3.446 5.365 .005 
Within Groups 244.732 381 .642   
Total 251.625 383    

 
Post Hoc Tests 
 

Multiple Comparisons 

Dependent Variable:   GDSC2   
Tukey HSD   

(I) age (J) age 
Mean 

Difference (I-J) Std. Error Sig. 

95% Confidence Interval 

Lower Bound Upper Bound 

60-64 65-69 -.158 .086 .157 -.36 .04 

70-74 .458 .211 .078 -.04 .96 

65-69 60-64 .158 .086 .157 -.04 .36 

70-74 .616* .207 .009 .13 1.10 

70-74 60-64 -.458 .211 .078 -.96 .04 

65-69 -.616* .207 .009 -1.10 -.13 

*. The mean difference is significant at the 0.05 level. 

 
 
 

Bootstrap for Multiple Comparisons 

Dependent Variable:   GDSC2   
Tukey HSD   

(I) age (J) age 
Mean 

Difference (I-J) 

Bootstrap 

Bias Std. Error 

95% Confidence Interval 

Lower Upper 

60-64 65-69 -.158 .000 .081 -.317 -.002 

70-74 .458 -.002 .260 -.069 .961 

65-69 60-64 .158 .000 .081 .002 .317 

70-74 .616 -.002 .259 .090 1.118 

70-74 60-64 -.458 .002 .260 -.961 .069 

65-69 -.616 .002 .259 -1.118 -.090 

a. Unless otherwise noted, bootstrap results are based on 5000 bootstrap samples 

 
 

 


	FRONT MATTER
	Copyright
	Front page
	Title page
	Certification
	Permission to Use
	Abstrak
	Abstract
	Acknowledgements
	Table of Contents
	List of Tables
	List of Figures
	List of Appendices

	MAIN CHAPTER
	CHAPTER ONE : INTRODUCTION
	1.1 Background of the Study
	1.1.1 Psychological Disorders in Pakistan
	1.1.2 Prevalence of Depression among Older People in Pakistan

	1.2 Problem Statement
	1.2.1 Prevalence of Depression in Various Regions of Pakistan
	1.2.1.1. Factors effecting depression


	1.3 Research Questions
	1.4 Objectives of the study
	1.5 Hypotheses
	1.6 Significance of the Study
	1.6.1 Theoretical Significance
	1.6.2 Practical Significance

	1.7 Conceptual and Operational Definitions
	1.7.1 Depression
	1.7.2 Loneliness
	1.7.3 Locus of Control
	1.7.4 Religiosity
	1.7.5 Old People

	1.8 Conclusion
	1.9 Organization of the Thesis

	CHAPTER TWO : LITERATURE REVIEW
	2.1 Introduction
	2.2 Geriatric Depression
	2.2.1 Prevalence of Depression among Older People in Pakistan
	2.2.2 Effects of Depression on the Elderly People

	2.3 Loneliness
	2.3.1 Typology
	2.3.1.1 Feeling Lonely versus being Socially Isolated
	2.3.1.2 Transient versus Chronic Loneliness
	2.3.1.3 Loneliness as a Human Condition

	2.3.2 Prevalence of Loneliness

	2.4 Locus of Control
	2.4.1 Internality and Externality Continuum

	2.5 Religiosity
	2.5.1 Concepts of Religion
	2.5.2 Religiosity and Geriatric Depression

	2.6 Research Framework
	2.7 Hypotheses Development
	2.7.1 Loneliness and Geriatric Depression
	2.7.2 Locus of Control and Geriatric Depression
	2.7.3 Religiosity as a Moderator
	2.7.4 Demographics and Geriatric Depression
	2.7.4.1 Gender (GEN)
	2.7.4.2 Age (AGE)
	2.7.4.3 Education (EDU)
	2.7.4.4 Family Size (FS)
	2.7.4.5 Marital Status (MS)
	2.7.4.6 Number of Children (NOC)
	2.7.4.7 Socio Economic Status (SES)


	2.8 Underpinning Theory
	2.8.1 Cognitive Behavioral Model of Depression
	2.8.2 Beck's Cognitive Theory of Depression

	2.9 Chapter Summary

	CHAPTER THREE : METHODOLOGY
	3.1 Introduction
	3.2 Research Location and Population
	3.3 Sample Size
	3.4 Instruments
	3.4.1 Mini-Mental State Examination (MMSE)
	3.4.2 Geriatric Depression Scale (Short form, Urdu Version)
	3.4.2.1 Urdu Version of GDS

	3.4.3 University of California, Los Angles Loneliness Scale (Urdu Version)
	3.4.4 Levenson Multidimensional Locus of Control Scale (Urdu Version)
	3.4.5 Bukhari Saad Moral Judgment and Religious Orientation Religiosity Scale
	3.4.6. Measurement of Demographical Factors

	3.5 Pilot Study Procedure
	3.6 Procedure
	3.6.1 Phase I
	3.6.2 Phase II

	3.7 Data Analysis
	3.8 Preparing Data for Multiple Regression Analysis
	3.8.1 Detecting Outliers
	3.8.2 Multicollinearity Check
	3.8.3 Testing the Normality of the Error Terms
	3.8.4 Testing the Linearity, Homoscedasticity and the Independence of Errors

	3.9 Relationship among Loneliness, Locus of Control, Religiosity and Depression
	3.10 Conclusion

	CHAPTER FOUR : FINDINGS
	4.1 Introduction
	4.2 Socio-demographic Profile of respondents
	4.3 Profile of the Variables
	4.3.1 Loneliness
	4.3.2 Locus of control
	4.3.3 Religiosity
	4.3.4 Geriatric depression

	4.4 Impact of Loneliness, Locus of Control, Demographic variables and Religiosity on Geriatric Depression
	4.4.1 Hypotheses of the Study

	4.5 Impact of Loneliness on Geriatric Depression with and without Religiosity as aModerator
	4.5.1 Model Summary of Impact of Loneliness on Geriatric Depression with and without Religiosity as a Moderator
	4.5.2 The Analysis of Variance on Impact of Loneliness on Geriatric Depression with and without Religiosity as a Moderator
	4.5.3 Model Parameters of Impact of Loneliness on Geriatric Depression with andwithout Religiosity as a Moderator
	4.5.4 Bootstrapping of Impact of Loneliness on Geriatric Depression with and without Religiosity as a Moderator

	4.6 Impact of Locus of Control Total on Geriatric Depression with and without Religiosity as a Moderator
	4.6.1 Model Summary of Impact of Locus of Control Total on Geriatric Depression with and without Religiosity as a Moderator
	4.6.2 The Analysis of Variance on Impact of Locus of Control Total on Geriatric Depression with and without Religiosity as a Moderator
	4.6.3 Model parameters of Impact of Locus of Control Total on Geriatric Depression with and without Religiosity as a Moderator
	4.6.4 Bootstrapping of Impact of Locus of Control Total on Geriatric Depression with and without Religiosity as a Moderator

	4.7 Impact of Internal Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.7.1 Model Summary of Impact of Internal Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.7.2 The Analysis of Variance on Impact of Internal Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.7.3 Model parameters of Impact of Internal Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.7.4 Bootstrapping of Impact of Internal Locus of Control on Geriatric Depression with and without Religiosity as a Moderator

	4.8 Impact of External Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.8.1 Model Summary of Impact of External Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.8.2 The Analysis of Variance on Impact of External Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.8.3 Model parameters of Impact of External Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.8.4 Bootstrapping of Impact of External Locus of Control on Geriatric Depression with and without Religiosity as a Moderator

	4.9 Impact of Powerful Others Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.9.1 Model Summary of Impact of powerful others locus of control on geriatric depression with and without religiosity as a moderator
	4.9.2 The Analysis of Variance of Impact of Powerful Others Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.9.3 Model Parameters of Impact of Powerful Others Locus of Control on Geriatric Depression with and without Religiosity as a Moderator
	4.9.4 Bootstrapping of Impact of Powerful Others Locus of Control on Geriatric Depression with and without Religiosity as a Moderator

	4.10 Impact of Demographic Variables (age, family size, number of children and socioeconomic status) on Geriatric Depression
	4.10.1 Model Summary of Impact of Demographic Variables (age, family size, number of children and socioeconomic status) on Geriatric Depression
	4.10.2 The Analysis of Variance on Impact of Demographic Variables (age, family size, number of children and socioeconomic status) on Geriatric Depression
	4.10.3 Model parameters of Impact of Demographic Variables (age, family size, number of children and socioeconomic status) on Geriatric Depression
	4.10.4 Bootstrapping of Impact of Demographic Variables (age, family size, number of children and socioeconomic status) on Geriatric Depression

	4.11 Impact of Gender, Education and Marital Status on Geriatric Depression
	4.11.1 Impact of Gender on Geriatric Depression
	4.11.2 Bootstrapping of Gender on Geriatric Depression
	4.11.3 Impact of Marital Status on Geriatric Depression
	4.11.4 Bootstrapping of Marital Status on Geriatric Depression
	4.11.5 Impact of Education on Geriatric Depression
	4.11.6 Bootstrapping of Education on Geriatric Depression
	4.11.7 Impact of Age on Geriatric Depression
	4.11.8 Bootstrapping of Age on Geriatric Depression

	4.12 Summary of the Findings

	CHAPTER FIVE : DISCUSSION, RECOMMENDATION AND CONCLUSION
	5.1 Introduction
	5.2 Objectives of the Study
	5.3 Discussions of the Findings
	5.3.1. Impact of Loneliness on Geriatric Depression
	5.3.2 Impact of Locus of Control Total on Geriatric Depression
	5.3.2.1 Impact of Internal Locus of Control on Geriatric Depression
	5.3.2.2 Impact of External Locus of Control on Geriatric Depression
	5.3.2.3 Impact of Powerful Others Locus of Control on Geriatric Depression

	5.3.3 Impact of Loneliness on Geriatric Depression with Religiosity as a Moderator
	5.3.4. Impact of Locus of Control Total on Geriatric Depression with Religiosity as a Moderator
	5.3.4.1 Impact of Internal Locus of Control on Geriatric Depression with Religiosity as a Moderator
	5.3.4.2 Impact of external locus of control on geriatric depression with religiosity as a moderator
	5.3.4.3 Impact of powerful others locus of control on geriatric depression with religiosity as a moderator

	5.3.5 Impact of Demographic Variables on Geriatric Depression

	5.4 Contributions of the Study
	5.4.1 Contribution to Literature
	5.4.2 Practical Contribution
	5.4.3 Policy Making Contribution of the Study

	5.5 Limitations of the Study
	5.6 Conclusion
	5.7 Directions for Future Research

	REFERENCES
	APPENDICES


