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Old age is regarded as a time period when individuals experience change in many aspects of their lives. While being 
presented with various challenges over time, their resources like social support, physical and mental health, financial 
income, etc also tend to decline, thus leaving them at a loss of resources that are actually necessary to help them cope 
with these challenges. Most studies on elderly population have suggested these factors have an impact on their Quality 
of Life. The onset of the COVID pandemic (which was deemed health-threatening, especially for older people in 
comparison to adults of other age groups) and lockdown implied further complications for their health, mental well 
being and their daily functioning too. However, despite the absence of external sources of support, the presence of 
internal sources like coping could act as a protective factor in face of adversity, and have a positive influence on their 
Quality of Life. The aim of this research is to study the coping responses of elderly Indian population during the lockdown 
period of COVID pandemic, and its effect on their Quality of Life.
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INTRODUCTION:
The onset of COVID and its effects on people was studied by 
researchers all over the world. The pandemic and lockdown 
has inflicted and continues to inflict, varying challenges to 
people worldwide - especially for the elderly population. In 
addition to the pre-existing conditions in older adults that 
occur with aging; the onset of Covid has rendered the Elderly 
Population even more helpless, for they are considered to be 
more vulnerable at the risk of contracting COVID. Lockdown 
and self isolation were officially imposed as a solution to 
prevent spread, however there is also evidence of isolation 
affecting the mental health of older adults.

The WHO recognises individuals of 60 years and above, as 
older adults, and the population of those above 60 years of age 
can be collectively termed as elderly population. Aging is 
accompanied by  prof ound changes  in  phys ica l , 
psychological and social aspects of their lives (such as 
retirement, onset of diseases, cognitive impairment, loss of 
autonomy, death of loved ones, etc), which are accompanied 
by increase in levels of stress and can affect their Quality of 
Life. Furthermore, these changes cause their internal (health, 
finance) and external (decreased social support, retirement) 
resource systems to decrease, leaving them with very limited 
resources to work through the challenges in everyday life 
(González & Padilla, 2006; Sachs-Ericsson et al., 2014).  

Quality of Life (QOL) is defined as a multidimensional 
concept with both objective and subjective factors that refer 
to general satisfaction with life or its components. Some of the 
factors that influence one's quality of life are emotional, 
material, and physical well-being; engagement in 
interpersonal relations; and participation in society (Lawton, 
1991; Bowling et al., 2002). In line with this, while physical 
health, decreased stress and involvement in social activities 
has been correlated with higher QOL in older adults; on the 
other end, functional impairment, chronic diseases, and 
mortality are associated with depressive symptoms 
(Schoevers et al., 2000; Nilsson et al., 2011; Djukanovic et al., 
2015).  Loneliness is another important factor which is 
identified to be closely associated with depressive symptoms 
(Barg et al., 2006; Cacioppo et al., 2006; Hawkley and 
Cacioppo, 2010). A study by Cacioppo et al. (2010) has shown 
loneliness to be a significant predictor of increase in 
depressive symptomatology at least 1 year later.

While it has been studied that social participation with 
support systems alleviates the impact of functional limitation 
on elderly (Netuveli & Blane, 2008), at times, physical 

disability can restrict the individuals from being able to 
engage in certain social or leisure activities, increasing 
isolation and reducing their quality of social support (Blazer, 
1983). Eventually these factors (impaired social support and 
late-life depression) affect the quality of life of elderly 
population (Doraiswamy et al., 2002). The components for 
successful aging have been termed as freedom from chronic 
disease and disability, and high physical and mental 
functioning and social engagement (Berkman et al., 1993; 
Depp & Jeste, 2006). This could explain why a number of 
studies that have been conducted on elderly population, have 
emphasized the importance of developing adequate coping 
strategies to help minimize the emotional consequences of 
stressful situations and adapt to them.

However, although the period of old age of an individual's life 
is often viewed as a time of frailty accompanied by disability, 
declining sensory and motor functions, and increased 
physical and mental limitations, there exist a few studies 
which show older adults actually experiencing high 
wellbeing and quality of life, and consider themselves to be 
aging successfully despite the onset of chronic conditions 
(Kinsel, 2005; Nygren et al, 2005; Bowling & Iliffe, 2011; Jeste, 
Savla, & Thompson et al., 2013). Psychologically, old age can 
be considered as a time of resilience and fortitude (Hamarat 
et al., 2002) and they are studied to have the same or greater 
capacity for resilience than those who are younger (Nygren et 
al., 2005; Netuveli & Blane 2008; Gooding, Hurst, Johnson, & 
Tarrier, 2012). 

When bringing the onset of COVID into picture too, older 
adults were found to have less negative affect and more 
positive affect and reported positive daily events more often 
than the young and middle-aged groups, despite similar 
levels of perceived stress (Klaiber, Wen, DeLongis�, & Sin, 
2020). A survey was published in August 2020 by Centers for 
Disease Control and Prevention (CDC), where elderly 
participants aged 65 years or older reported significantly 
lower percentages of anxiety disorder, depressive disorder, 
or trauma- or stress-related disorder than participants in 
younger age groups (Czeisler et al., 2020). A comparative 
study indicated that older age, when compared with younger 
age, was associated with lower rates of anxiety, depression, 
and PTSD (González-Sanguino et al.  2020). Although 
loneliness was reported to have increased after the 
pandemic, mental health levels of older adults remained 
unchanged before and after the start of the pandemic (van 
Tilburg et al., 2020). One important protective factor against 
the stressors could be the employment of coping strategies. 
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Coping has been defined as a category of adaptation that is 
employed by individuals, especially under challenging 
circumstances (Costa, Somerfield, & McCrae, 1996). Lazarus 
and Folkman (1984, p141) defined the process of coping as 
cognitive and behavioral efforts undertaken by an individual 
in order to deal with demands that are especially challenging 
and sometimes even exceed their capacities and/or 
resources to deal with the situation. The goal of coping 
strategies is to compensate for the challenges, alleviate 
stressful situations, either by reformulation of objectives, or 
adjustment to a new and positively assessed situation 
(Gamrowska & Steuden, 2014).

Coping strategies were categorized as problem-focused and 
emotion-focused by Lazarus and Folkman (1984). Problem 
focused strategies are aimed at modifying and/or dealing 
with the problematic situation and its impact; and emotion 
focused strategies are aimed at individual's self-regulation 
and thereby minimizing, preventing or reducing the 
emotional consequences caused by stressful situations 
(Schoenmakers et al., 2015). Coping strategies like 
acceptance, emotional social support, positive reframing, 
humour, and engagement in religious activities are 
categorised as emotion focused, while active coping, 
planning and instrumental support are considered to be 
problem-focused. Problem-focused coping strategies have 
been employed frequently in situations where the 
problem/stressor can be controlled, and they help improve 
psychological well-being. Emotion-focused coping 
strategies are suitable with problem situations that are 
inalterable, where the stressor cannot be controlled 
(Folkman, 1984; Park et al., 2004). 

A second order dimension of coping strategies was 
established as adaptive vs maladaptive coping strategies, 
where venting, denial, behavioral disengagement, self-
blame, self-distraction and substance use were categorised 
as maladaptive coping strategies; while active coping, 
positive reframing, acceptance, planning, seeking social 
support, using instrumental and emotional support, religion, 
and humor were categorised as adaptive coping strategies 
(Meyer, 2001). Maladaptive strategies are found to be 
associated with mental health problems and perceived stress, 
while adaptive strategies are associated with psychological 
well being (Meyer, 2001; Garcia et al., 2018). Despite the 
presence of functional limitations, adaptive coping styles in 
older adults is studied to be one of the protective factors, as 
well as a characteristic of resilient outcomes relative to their 
QOL (Zoe Hildon et al. 2010). 

Endler and Parker (1990) suggested adding a third set of 
strategies, namely avoidant coping strategies, where the 
individual avoids stressful situations by seeking the company 
of others, engaging in different activities, etc. Stating that the 
distinction between problem-focused and emotion-focused 
coping strategies is insufficient, Carver et al (1989) identified 
13 dimensions of coping. Five of them were interpreted as 
sub-dimensions of problem-focused coping (active coping, 
planning, suppression of competing activities, restraint 
coping, seeking social support for instrumental reasons), 
another five were categorised as sub-dimensions of emotion-
focused coping (seeking social support for emotional 
reasons, positive reinterpretation and growth, acceptance, 
denial, turning to religion); and the remaining three were 
classified “less useful” strategies (venting of emotions, and 
mental and behavioral disengagement).

Coping strategies have been found to function as the 
mediator between stressors and their impact on QOL in the 
elderly, (León-Navarrete et al., 2017). This study aims to 
understand the influence of coping strategies on the quality of 
life among the Indian elderly population. 

Research problem:
Do coping responses have an impact on the quality of life in 
elderly adults?

Objectives:
To identify the various coping styles employed by elderly 
adults, and to study the relationship between coping 
responses and Quality of Life in elderly adults.

Hypothesis
There would be no significant relationship between any of the 
coping styles and quality of life in elderly adults. 

Methodology:
Data was collected using surveys via online questionnaires. 
Purposive sampling was the sampling method employed in 
the study. The link to the online questionnaire was circulated 
with elderly adults of ages 60 and above. The questionnaires 
included demographic details, WHOQOL-OLD and Brief R-
COPE. Consent was obtained from the participants who were 
willing to participate in the study, and instructions provided. 
They were informed that there are no right or wrong answers 
and asked not to ponder on a question for too long, and 
respond with the answer that comes immediately to their 
mind. The sample of the study comprised 82 older adults of 
the age group 60 and above. 

RESULTS:
Data was tested for correlation using parametric measures 
namely Kolmogorov-Smirnova and Shapiro-Wilk tests of 
normality. However, the significance level was 0.000 and thus, 
data was not normally distributed. Hence, correlation was 
measured using a non parametric measure - Spearman's rho. 

Table 1 indicating the mean and standard deviation 
values for coping methods, QOL and its facets.

With the number of participants being 82, mean values were 
calculated for the participants' responses on Coping and 
Quality of Life. The mean value of Quality of Life is 67.21, and it 
can be seen that the mean scores of facets Autonomy, Past 
Present Future (PPF) abilities, Social Participation and 
Intimacy are relatively higher in comparison with mean 
scores of Sensory abilities, and Death and Dying. Thus, the 
quality of life in elderly population can be impacted poorly by 
limited sensory functioning, and concerns about death and 
dying. However, their QOL is better in the facets of 
independence, satisfaction about achievements in the past 
and goals for future, participation in activities and ability to 
have intimate relationships.

From the mean values of coping responses, it can be seen that 
predominantly employed coping methods are adaptive 
strategies namely acceptance, positive reframing and 
religion; and the least employed coping methods are 
maladaptive strategies namely substance use, self blame and 
denial. 
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Mean Std deviation

Self distraction 5.82 1.649

Active Coping 5.41 1.699

Denial 3.39 1.654

Substance use 2.50 1.399

Use of emotional support 5.55 1.82

Use of instrumental support 5.13 1.762

Behavioural disengagement 3.63 1.674

Venting 4.27 1.397

Positive reframing 6.07 1.705

Planning 5.00 1.918

Humour 4.43 1.839

Acceptance 6.61 1.368

Religion 6.02 2.09

Self blame 2.88 1.29

Sensory abilities 7.26 3.25

Autonomy 14.99 3.623

Past present future abilities 15.10 3.157

Social participation 14.95 3.413

Death and dying 6.82 4.263

Intimacy 15.35 3.588

WHOQOL-OLD Total 67.21 11.197



*-Correlation is significant at the 0.05 level (2-tailed)
**-Correlation is significant at the 0.01 level (2-tailed)

From the table, we can observe a positive correlation between 
WHOQOL total and the following coping styles: self 
distraction, active coping, use of emotional and instrumental 
support, venting, positive reframing, planning, humour, 
acceptance and religion. In simple terms, the more the usage 
of these coping strategies, the higher is their overall Quality of 
Life measured to be. Thus, a mixture of both problem focused 
and emotion focused strategies have been employed by the 
elderly, which collectively impact their Quality of Life. 

The results of the present study indicates positive correlation 
between the coping styles of self-distraction, planning, active 
coping, humour, emotional support, acceptance and positive 
reframing, with QOL facets of Autonomy, Past Present Future 
abilities, Social participation and Intimacy. Thus, employing 
adaptive coping strategies such as distracting oneself from 
overwhelming and discouraging news, dealing with problem 
situation, making lighthearted humour, spending time with 
loved ones, accepting and making meaning out of struggle; 
can help in alleviating the effects of pandemic and other 
stressors, thereby increasing their QOL in the areas of 
independence, achievement in life, social participation and 
intimacy. Although self distraction had been categorised 
under maladaptive strategies previously, in view of the 
current pandemic, distracting oneself from ongoing 
lockdown situation and overwhelming information about 
COVID can be considered as an adaptive strategy. 

Instrumental support is positively correlated with the facet of 
autonomy, which can be explained by the availability of 
instrumental support equipping the elderly with more 
resources to cope and experiencing greater independence. 
Religious coping consists of performing religious activities 
and providing a sense of connectivity with fellow believers in 
the community, which can explain the positive correlation 
between religious coping and social participation. 

A positive association is found between QOL in sensory 
functioning and substance use, which can be explained as 
individuals with higher QOL having the option to cope using 
substances too. While those with lesser physical efficiency are 
mindful to not use substances for coping. There is a negative 
correlation between self blame and social participation, ie, 
the lesser the sense of being connected within their 
community, the more they may resort to the maladaptive 
strategy of blaming oneself. It can also take another pathway, 
where the employment of self blame could drive others away, 
thereby affecting their QOL with respect to social 
participation.

The facet Sensory Abilities is negatively correlated with 
acceptance and reframing. That is, decreased QOL due to 

physical limitations is associated with increasingly 
employing acceptance and positive reframing; which could 
be the strategies they try to cope with when experiencing 
physical limitations. The facet Death and Dying is negatively 
correlated with positive reframing. That is, the lower their 
QOL is due to worries regarding death, the more they try to 
cope with the help of positive reframing strategies. 

Implications:
The results of this study can be applied to elderly population, 
where they can be supported by maximizing resources for 
coping in order to improve their Quality of Life during 
adverse situations. 

Limitations: 
The present study measures the relationship between coping 
and QOL, however the presence of other factors (such as 
resilience, psychological well being, etc.) could have an 
impact on either/both of the variables. The present data is not 
normally distributed which could pave way for error. 

Scope for future research:
A similar study can be conducted on a bigger population. 
Additional variables such as stress, resilience, psychological 
well being, can be included in future studies to identify their 
relationship with QOL too.  

CONCLUSION: 
The coping methods predominantly employed by elderly 
Indian adults are adaptive strategies namely positive 
reframing, religion and acceptance (adaptive), and the least 
employed coping strategies are maladaptive strategies 
namely substance use, self blame and denial. 

The relationship between QOL and coping methods can vary 
with each coping style. In the current study, the following 
coping strategies were found to have a positive correlation 
with Quality of Life in Elderly adults: (i)self-distraction from 
pandemic s i tuat ion, ( i i )act ive coping, ( i i i )use of 
environmental support and (iv)instrumental support, (v) 
venting (vi)positive reframing, (vii)planning, (viii)humour, 
(ix)acceptance and (x)religion. 

Whereas, there was no correlation found between QOL and 
the rest of coping strategies namely (i)denial, (ii)substance 
use, (iii)behavioural disengagement and (iv)self blame, all of 
which are categorised under maladaptive strategies. 
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