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ABSTRACT

The present study aimed at studying the relationship between Loneliness, Humor style and
Quality of life among older adults living in old-age homes and with families. The data was
collected by convenience, purposive and snowball sampling techniques from older adults living
in old-age homes (N = /20) and older adults living with families (N = /40). Loneliness Scale
Urdu Version (Russell, 1978) was used to assess loneliness, Humor Styles Questionnaire (Martin
& Doris, 2003) was used to measure humor and Quality of Life Scale (Urdu Version) developed
by World Health Organization in 2004 was used to measure quality of life. Graphical analysis
indicated that the major reason for coming to old-age home is lack of caregiver. Another reason
was domestic problems and illness, elderly adults living in old-age homes were not able to meet
medical expenses as well. Pearson product moment correlation indicated that positive humor (i.e.
self-affiliative and self-enhancing humor) was positively related with quality of life (i.e. overall
health, physical health, psychological health, social relationship and environmental health) in
older adults living with family and in old-age homes. Whereas, loneliness was negatively related
with quality of life (i.e. overall health, physical health, psychological health, social relationship
and environmental health) in both elderly adults living with families and old-age homes.
Loneliness and negative humor (i.e. aggressive and self-defeating humor) were found to be
higher in older adults living in old-age homes as compared to living with families. Whereas,
positive humor and quality of life were higher in the older adults living with families as
compared to living with old-age homes. The predictor for quality of life in older adults living
with families was positive humor style and similarly, whereas, the predictor for quality of life in
older adults living in old-age homes was loneliness and negative humor style. Mediation analysis
was conducted based upon literature support on the older adults living in old age homes as
humor style being the mediator between loneliness and quality of life. It was found out the
positive humor style act as a role of mediator in the individuals suffered from loneliness which
works as coping mechanism in order to enhance the quality of life as giving them satisfaction,
happiness and hope to live further. Implications and suggestions were discussed for future

researches.



INTRODUCTION



Chapter I
Introduction

Humans go through various phases of life. Aging is a natural, continuous and
complex process that begins with birth and ends at death. Old age is the last phase in
human life cycle. Aging involves series of biological changes that follow a natural
development from birth to old age and death. The term "aging" refers to the harmful
sense of the biological process of aging, which some authors call "senescence". Aging
involves the collection of changes that render people with age. Aging has been
characterized as dynamic utilitarian decay or continuous weakening of physiological

capacity with age, including a diminishing the energy of fertility.

The ageing process is a natural reality and its own particular elements that are
far beyond the human ability to control. In any case, it is additionally subject to the
developments by which each general public sees age. The age of 60 or 65, which in
most advanced countries is about the same age as retirement, is referred to as the
beginning of old age (Gorman, 1999). Aging is considered to be an age bond
phenomenon and shows cultural variations. Furthermore for women age between 45
to 55 is considered as old age whereas for men age between 55 to 75 years are
considered as old age (Vincent, 2006). Chronological age of 55 years in most
developed countries have accepted the as a definition for "older" or older people

(Imarinen, 2001).

Aging is the gradual process of becoming old. The term "old-age" and "elderly
adult" is defined as a person older than 50 years. Old-age is termed as a period in which
individuals experience changes in their physical health, psychological health and in
social rules (e.g. retirement). These changes are very important for older adults because
individuals who adapt to later life changes through social activity lead a happier and
healthier life than those who do not (Cornwell, Laumann, & Schumm, 2008). The old-
age defined as "any age after 50", eligibility for pension systems uses most age 60 or 65
years (Roebuck, 1979). Any one between the chronological age of 50 to 65 is

considered as older adults based upon setting and the region (WHO, 2013).



Old-Age is associated with diminished physical capacity, declining mental
capacity, the steady abandonment of pretends in financial exercises and a move in
monetary status from monetary independence to monetary reliance on others for help
(Gowri, 2003). Old-Age is the last period of the life expectancy. It is a period when
individuals move far from more attractive periods or times of utility. Maturity is
considered a curse associated with the decay of all physical, mental variables, the
confinement of social, financial and different exercises. In social terms, this stage was
considered as the whole of lived encounters (Panday, Kiran, Srivastava, & Kumar,

2015).
Theories of Aging

Modern biological theories of aging in humans can be divided into two main

categories:

Modern non-programmed aging theories assert that we are maturing in light
of the fact that our bodies don't give better security against regular wear and tear, for
example, mechanical wear, oxidation and other harm. These circumstances exists in
light of the fact that every species has just a developmental need to live and replicate
for an animal types particular lifetime and, along these lines, has grown just the
upkeep and repair abilities expected to manage that lifetime (Trindade, Aigaki,
Peixoto, Balduino, & Heddle, 2013).

Modern programmed aging theories assert that we are maturing on the
grounds that we have a natural suicide instrument or program that deliberately
restrains the life expectancy to an animal type’s particular incentive for transformative
advantage. Living longer and imitating makes a transformative detriment that causes

the advancement and upkeep of the life expectancy restricting component (Jin, 2010).
Biological Theories of Senescence

Theories that clarify the natural premise of human maturing are either
stochastic speculations that hypothesize senescence as the consequence of unplanned
harm to the life form, or they are customized speculations that express that senescence

is the aftereffect of hereditarily decided procedures. Presently the most well-known
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speculations include: (a) the free radical theory, which expresses that different
responsive oxygen metabolites can cause broad aggregate harm (b) hormonal theory,
for instance, that expanded levels of steroid hormones caused by the adrenal cortex
can cause speedier maturing procedure; and (¢) immunological speculations crediting
a decrease in the invulnerable framework to age (Cristofalo, Tresini, Francis, &
Volker, 1999; Watts-Roy, 2008).

Stress theories of aging. Stress theories contend that extreme physiological
initiation has uncontrolled outcomes. Stress mechanisms are accepted to connect with
age-related changes in the hypothalamic-pituitary-adrenocortical hub (HPA), which is
one of the body's two fundamental administrative frameworks for reacting to stressors
and keeping up inner homeostatic respectability. Singular contrasts in reactivity may
in total prompt substantial individual contrasts in neuroendocrine maturing and to

age-related sickness dangers (Finch & Seeman, 1999).

Psychological theories of aging. Psychological theories of aging may refer
to both psychological changes due to aging processes and adaptive psychological
mechanisms to counteract the losses associated with physical deterioration. For
example, the field of cognitive psychology deals with age-related changes in cognitive
performance and strategies to compensate for these changes (Wernher & Lipsky,
2015). Theories suggest that there are psychological gains and losses in all phases of
life, but losses in old age far exceed profits. Baltes and Smith (1999) suggests that
evolutionary development remains incomplete even in the very last stage of life, while
social support is no longer sufficient to compensate for the decline in physiological

infrastructure and loss of behavioral functionality (Baltes & Smith, 1999).

Wear and Tear aging theories. Many individuals trust that maturing is just
the consequence of wear, oxidation, other atomic harm, or other unavoidable
characteristic procedures that reason progressive degradation. Stochastic theories
propose that aging is the result of random changes that have negative effects that
affects organic frameworks. Maturing could be the consequence of the gathering of
poisonous results, harm because of atomic radiation, entropy or some other slow

decay process (Agogo, Milne, & Schewe, 2014).



Sociological theory. This theory with respect to human maturing
demonstrates some imperative and promising advancement. The affirmation status of
theory in social gerontology is enhancing; the legitimate structure of his sentences and
contentions is worked out in total; the determinateness of hypothesis based forecasts
is better; and social gerontological theory is progressively being enunciated with
general sociological speculations of socialization, social aptitudes, and social change.
The likelihood and likelihood of social reconciliation of the elderly in present day
modern social orders has been illustrated. Finding a solitary effective approach to
adjust to maturing, such as the retreat, is presently experimentally and hypothetically
unjustified (Kohli, 1988).

Loneliness

Loneliness is defined as being connected to others, or more specifically, the
feeling of unpleasant experience that occurs when an individual’s attachments and
connection is deficient with the other individuals of community (Kim, Larose, &
Peng, 2009). Loneliness is a sense of social isolation in which a person desires that he

or she has better social relationships (Sonderby & Wagoner, 2013).

Smith and Victor (2018) defined loneliness as a social gap and lack of
willingness to share social and emotional experiences with people, it is a state in
which individual does not interact with others even despite of having a potential, and

a difference between the actual interaction and desired connection with others.

It can also be defined as a discrepancy between ideal and perceived social
relationships. In other words, it's about displeasure that individuals do not feel bound
to people so warmly, or so happy in their presence. It's a problem with hopes against

reality (Hawkley & Cacioppo, 2010).

Loneliness is characterized as the upsetting background that happens when
social connections are seen less quantitatively and, specifically subjectively than
wanted. Being alone and experiencing loneliness is totally different from each other.
The experience of loneliness is highly subjective; sometimes without feeling
loneliness individuals can be alone and individuals can feel lonely even when they are

with other (Heinrich & Gullone, 2006).



The lack of interpersonal relationships of an individual refer to loneliness.
Individual feel loneliness when he or she wants close relational connections however
can't build up them. According to Perlman (2004), loneliness is the disagreeable
experience that emerges when a person fail to established a sufficient social network
(Upadhayay & Khokhar, 2006).

Loneliness in the Modern Age

In modern era loneliness is an emerging problem. Recent studies revealed that
modern life make us alone that persuaded toward public health problems. According
to new findings mortality risk increases up to 26% because of loneliness. We are
affected by loneliness at certain points of our lives. Some key times are as; moving or
shifting to the new places, losing loved and starting a university studies. Literature
suggests that loneliness is useful tool to reduce social pain as it motivates us to
enhance attachment with others and seek new friendships (Holt-Lunstad, Smith,

Harris, & Stephenson, 2015).

Loneliness is associated with an unpleasant emotional response leading to
isolation. Loneliness usually involves nervous feelings about lack of attachment and
communication with others. Loneliness can be prominent in the environment of other
people because it includes social, mental, emotional and physical factors (Pittman &

Reich, 2016).

Loneliness is more common among women than men and also associated with
ageing, widowhood, low salary and education, weakness, physical illness, loss of

attention, and lack of social interaction (Savikko & Routasalo, 2005).
Theoretical perspectives on loneliness

Reason of loneliness can be explored by using a number of theoretical
perspectives. The four major theories are cognitive, existential, psychodynamic and
interactional theories. None of this is characterized to age or later life (Victor,

Scambler, & Bowling, 2000).

The cognitive theory.  According to this theory, way of people think

regarding loneliness is a detrimental factor in experience of loneliness. It has been



found that social support and supporting confidence reduce the feeling of loneliness.
However, older adult with cognitive loss are not much affected by social supports and

loneliness (Singh & Kiran, 2013).

Existential theory. This theory characterizes loneliness as a constructive
opportunity that boosted by the experience of affection and attachment with others.
Loneliness is considered a very important role in our life, and in the most familiar
aspect of life we are basically alone. According to this theory individual cannot
differentiate between the subjective sense of being alone and the objective nature of

being alone (Singh & Kiran, 2013).

The psychodynamic theory. This theory is based on the Freudian method.
This theory recommends that interpersonal, childhood, and virtuous connections and
situations constitute a personality establishment that predicts future adapting policies.
Some researchers observed loneliness as a mental state that is symptomatic of
neurosis initiating from a past life, making it difficult for lonely older adults to form
relationships. It focuses only on a pathological explanation, while ignoring the effects
of aging, their culture and the social world of the elderly adults that’s the limitation of

this theory (Singh & Kiran, 2013).

Interactionist theory. Loneliness is initiated by a combination of the
lack/loss of a caretaker and the lack of an adequate social support. It is believed that
the experience of loneliness depends on the personality type of the individual.
Loneliness is not necessarily negative and therefore other factors have to be included

in the feeling of loneliness (Singh & Kiran, 2013).

There have been several studies on loneliness-related traits, and a variety of

methods have been used.
Demographic Factors

Aging has been related with loneliness (Jylha, 2004). Researches revealed
that, prevalence of loneliness is more common in older adults than younger adults

(Savikko, 2008). It has been considered that age is related to loneliness or whether the
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relationship is explained by changes in the lives of older persons, such as widowhood

or a decline in physical ability (Ollonqvist, Palkeinen, & Aaltonen, 2008).

Gender has been also related with loneliness. Findings indicate that older men
are lonelier as compared to older women (Wai, 2015; Jylha 2004). Previous literature

also suggests that there are no gender differences on loneliness (Savikko, 2008).

Elderly adults living in old-age home seems to be related with an increased
prevalence of loneliness as compared to those living with their families (Abot-Okelo,
2014). However, many previous findings have found no differences in loneliness
between elderly adults living in old-age homes and elderly adults living with families
(Bondevik & Skogstad, 1996) or between older adults living in residential homes
(Broese & Thomese, 1996). This could be due to an increased need for social support

and thus to social contacts with old-age home workers (Broese & Thomese, 1996).

The connection of income with loneliness has received much less attention in
research as compared to living conditions (Andersson, 1998). Previous researches
have found that loneliness is more prevalent among individuals who are not satisfied
with their income than those individuals who view their salary as satisfactory (Borg,

Hallberg, & Blomqvist, 2006).

Health and functional status. Several researches revealed that loneliness is
associated with poor subjective health reduced health status or diminished quality of
life (Victor, Scambler, & Bowling, 2000). Poor vision or hearing (Skaff, 2007) the
presence of long-lasting diseases or health problems (Penning, Liu, & Chou, 2014)
and reduced cognitive/mental utilities (Lindeboom, Portrait, & Berg, 2002) seem to

increase prevalence of loneliness in older adults.

It is believed that older adult may place a different importance on their
relationships with friends and neighbors than their children and their families. This
may be due to the difference between the relationships. Elderly adults may feel that
children remain partially connected because it is obligatory, while friends and

neighbors can be more honest in the relationship (Pitkala & Tilvis, 2003).



Psychological health. Sintonen (2001) identified that psychological well-
being is generated through numerous dimensions, such as absence of anxiety and
emotional loneliness, sense of safety, life satisfaction, happiness, and future plans.
Mental health is considered to be an important element of the quality of life of older
adults (Felce & Perry, 1995).

Social contacts and satisfaction. Previous findings investigated that low
frequency of social attachment with children, circle of relatives, neighbors and lack of
friends has been related to loneliness in numerous studies (Routasalo & Pitkala,
2003).

Loneliness affects the quality of life in older adult and strong predictors of
loneliness are the existence of long-lasting physical health issues and lack of hobbies.
Elderly adults living alone need to be labeled as an excessive-danger group and
therefore decision makers and medical examiner should be aware of the causes that
can affect loneliness. In order to increase the quality of life of older people and the
psychological well-being of older people, social support systems must be taken into
account and older people encouraged participating in social activities (Arslantas,

Adana, Ergin, Kayar, & Acar, 2015).

Loneliness has been described as a complex group of feelings that occurs
when intimate and social needs are not adequately met and make individuals seek to
fulfill those needs. It is a universal phenomenon that is found in humans and is closely
linked to changing living conditions. Age is often perceived as loneliness. Studies
have shown that loneliness is related with depression, a lower quality of life, and an
increased susceptibility to physical and psychological health problems of the elderly.
It has become common practice to distinguish emotional and social loneliness (Prince,

Harwood, Blizard, Thomas, & Mann, 1997).
Emotional and Social Loneliness

Emotional loneliness lacks an intimate bond, like a spouse, and is
accompanied by feelings of isolation and insecurity, and by having no one around,
while social loneliness lacks a circle of friends and acquaintances that can instill a
sense of belonging and membership in a community. One study found that older age,

g

Lﬁ.
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absence of partner, dependency; institutionalization and health impairment were
associated with an increased risk of loneliness. Factors such as cognitive function and
limitations in activities of daily life were not associated with loneliness (Prince,

Harwood, Blizard, Thomas, & Mann, 1997).

Researchers have found that loneliness is the maximum critical thing
predicting a low-quality of life in caregivers. Older people in general point out that
this is crucial in caring for the elderly. Hallberg Ekwall and Sivberg (2005)
investigated that there were gender differences that are feelings of loneliness are
higher in women than in men. Results indicated a significant correlation between
loneliness, weak social support and low mental quality of life (Hallberg, Ekwall, &
Sivberg, 2005).

Past researches investigated the impact of loneliness on the health and well-
being of older adults in China. It has often been found social and emotional isolation.
Many of the health factors including psychological, physical and social tends to
contribute in the onset and experience of loneliness. In elder people, deterioration in

their health 1s associated with loneliness (Dong & Simon, 2011).

Loneliness and anxiety are common in the elderly. A study conducted by
Jakobsson and Hallberg (2005) has found that the relationship between loneliness,
quality of life and anxiety among older people from a gender perspective. They found
that loneliness was significantly associated with marital status, living in institution
and gender. The results showed that loneliness are more reported prevalent in women
as compared to men. They also found that loneliness is related to anxiety and fear and
had lower quality of life who reported more anxiety and loneliness (Jakobsson &
Hallberg, 2005).

Humor Style

Humor has been defined as “the creation of joyful moment and the playful
recognition that helps to attain or maintain good mood." Humorous persons are those
who can smile and laugh with others" (Edwards & Martin, 2014). The capability of

the creation of humor in a person is called humor. The ability to triggers laughter,
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identify humor or sense, whether this humor is created by others or oneself (Dozois,

Martin & Bieling, 2009).

Humor encompasses several dimensions, including adaptive humor,
maladaptive humor, emotional responses, behaviors that express humor, cognitive
aspects, and aims to describe, explain, predict, and control humorous behavior (Ruch
& Hofmann, 2017). Humor is an instrument that makes the peoples laugh, laughter

and cause amusement (McGhee & Goldstein, 2014).

Sense of humor characterized into three separate components: the ability to
humor (appreciation), the ability to enjoy humor (production) and humor as a
disposition (or attitude). For more understanding of the concept, we found it necessary
to consider motivational, emotional, cognitive, behavioral and social components of

the sense of humor (Ziv, 1981).

Peterson and Seligman (2007) defined humor in three ways that are that
includes a composed view of the adversities that make it possible to see its bright side
and maintain a good mood, playful recognition, enjoyment, and incongruence; and an
individuals’ ability that create smile or laugh in others. Humor important to evaluate
the strength of character because it is universally recognized virtues (Peterson &
Seligman, 2007).

According to researcher, being a part of psychological traits humor is a multi-
dimensional concept (Martin, Puhlik-Doris, Larsen, Gray, & Weir, 2003). Martin
(2003) found that humor can be: (a) can be understand jokes (a cognitive ability), (b)
may like specific types of education (an aesthetic answer), (¢) Habit or laugh often or
say a lot of jokes (habitual pattern of behavior), (d) A coping strategy or defense
mechanism and (f) an attitude. Cheerfulness is the basic function of humor (Solomon,
1996).

Researches has focused on four distinct types of humor style.

Affiliative humor. This type of humor encompasses the jokes on those
things which might find funny by everyone. The basic aim of humor is seeking a

gathering of people to find the humor in daily life. The kind of jokes told and focus by
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humorist in daily life always represent the respective types of jokes. The goal is to

create a sense of happiness, community and well-being of others (Martin, 2003).

Self-enhancing humor. This can be categorized as laughing at oneself,
therefore making a joke when a person is in a stresstul condition or something bad
happens with him. People high on self-enhancing humor try to find the humor in daily
routine and achieve a goal of humor in a good way. It may be related with stress

management (Martin, 2003).

Aggressive humor. This includes devaluations or insults to individuals. It is
to threaten or psychologically harm others; mostly tyrants use this humor. Some
viewers found this kind of humor funny while others thought this laugh is just to

cover up a sense of discomfort (Martin, 2003).

Self-defeating humor. To show an aggression or "arrogant” is called self-
destructive humor. Psychologists, sometime use bullying followers to prevent attacks
from becoming a jackpot before others put down, this is unhealthy form of humor

(Walecka-Matyja, 2017).

Humor can also serve as a coping strategy, such as laughing rather than crying
Humor can also be conceptualized as habitual behavior, and in this regard, attention is

paid to how sometime laughs or tells jokes to others (Martin & Lefcourt, 2004).

Psychological Benefits of Humor. Kennedy (2008) identified three things
which are real that’s: laughter, God and human foolishness. The first one is in our
control while last two are away from our grasp. One of the advantages of humors is
used as tools to reducing stress, discomfort and anxiety, and its psychological benefits
and coping mechanism (Linstead, 1985). Sense of humor can use as a tool to reduce
anger, frustration and boredom, it can offer to reduce the burdens present in older

adults an escape from the harshness of reality (Weaver, Richard & Cotrell, 1987).

Sociological Benefits of Humor.  According to Steele (1998) sociological
theory of humor explains the means of transmitting cultural beliefs and better group
collaborations. The most important functions of humor are being empathic with new

members to society, socialization, kindhearted and to understand each other (Pollak &
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Freda, 1997). The socialization process teaches us how to deal with other people and
with life's challenges present in society/ community. Duncan (1984) identified that
sense of humor is a binding force through which people improve group cohesiveness

and moral values, share common experiences, and focused toward common goals.

Steele (1998) stated that laughter and sense of humor is the shortest distance
between two individuals, and it is an effective way in interpersonal communication
skills. Laughter is seen to organize human interaction, a resource in connection, and

approval and invitation to elaborate for the hearer to respond in kind (Steele, 1998).

Physiological Benefits of Humor.  Humor and laughter are a great impact
on our physiological health as it also called universal medicine. Sense of humor and
laugh increases the ratio of oxygen in the blood, improves blood flow that make lungs
healthier, diaphragm, and face muscles, enhance the immune system and defend
against diseases (Cornett, 1986). Pleasure increases and pain decreases, because of the
increase in endorphin secretion in our body. Laughing increases alertness by
increasing catecholamine in our body. Sense of humor also leads to excitement,
pleasure, and alertness that reduce the experience of tension and stress (Rainsberger,

1994).
Theories of Humor Style

Four theories of humor have been proposed: (a) superiority theory, (b)

psychoanalytic theory, (¢) relational theory, and (d) incongruence theory.

Superiority theory. According to Berger (1987) as the name implies, the
purpose of humor according to this theory is to allow someone to feel superior to
others. This conceptualization of humor can also be interpreted as the development of
superiority or attainment of mastery over past mistakes, defects, or mistakes. Being
able to laugh at one-self requires control over oneself and the environment, which

means superiority (Robinson, 1983).

Psychoanalytic theory.  The psychoanalytic theory of humor was first
introduced in 1960. According to Freud, humor has been defined as a joke intended to

distract the superego and is associated with sexual / aggressive inhibition, as non-
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verbal sources of positive emotions. Both Inhibition and humor (defined as the
perception of something incongruent that avoids negative affects) are associated with

emotional inhibition Collicutt & Gray, 2012).

Relief theory of humor. This theory of humor (also known as the arousal
theory of humor) is psychophysiological in nature. Relief theory was strongly
influenced by the 19th century view of the nervous system (Martin, 2003). This
theory suggests that humor can be understood on the basis of arousal and pleasure

(Berlyne, 1972).

The incongruity theory of humor. This theory of humor is cognitive
because it causes its frame of reference to be unexpectedly shifted to reconcile
dissimilar information (Martin & Lefcourt, 2004). According to this theory, a joke or
a situation is funny because of the expectation of one thing and the delivery of
another. Incongruity is a common topic in jokes where the punch line is a complete

surprise (Lodico, 1998).

It has been suggested that only positive forms of humor have a positive effect
on mental health (Martin & Chen, 2007). Studies have suggested that in older age
people’s sense of making and understanding humor becomes diminished which cause

them to make inappropriate jokes (Greengross, 2013).
Cultural Reflections on Humor and Humor Style

Humor is hard to define among individuals and may not be in all cultural
groups, e.g. different races, ethnic groups or genders (Martin 2003). Lippa (2007)
found that both men and women in same-sex and opposite-sex relationships in fifty-
three nations crave humor. Although this suggests that humor is common, it does not
prove that humor is universally conceived in the same way (Saroglou, Lacour &

Demeure, 2010).

When looking at the individual literature on humor and loneliness, it is
striking that they contrast with certain psychological health and interpersonal
communication skills. It has been found that physical health, stress resistance and

psychological health positively relates with humor as it improves social connection
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and interaction (Martin, Puhlik-Doris, Larsen, Gray, & Weir, 2003). Hawkley and
Cacioppo (2009) stated that lonely individuals (regardless of age) are more aware of

everyday stressors as compared to those individuals who are not lonely.

Ruch and Proyer (2010) found that older adults laugh less and show less
appreciation as compared to younger adults that they valued verbal humor for
everyday activity (Ruch, & Proyer, 2010). Past studies identified that they are no
major differences in gender related to humor, whereas men appreciate humor better
than women. Shuster (2013) suggested that women use humor to get affection from
others and create solidarity, while men use humor as a tool to reduce and to control

aggression.
Quality of life (QOL)

Quality of life defined as a general well-being of individuals and societies that
includes positive and negative aspects of life. Life satisfaction is a subjective part of
quality of life that includes psychological/mental health, environmental health,
physical health, family system and income, education, employment, wealth, and

religious beliefs (Jacobson, Braffett, Cleary, & Larkin, 2013).
Quality of Life and Aging

World Health Organization (2015) defined quality of life is the combination of
the overall health of an individual that are physical, psychological and environmental
health, the social circumstances and interaction, the feelings of competence, the
independence activities of daily life. It is an individual perception of one's self of life
satisfaction in the perspective of the culture and value systems in which they live,

expectations, standards and concerns and in relation to their goals (WHO, 2015).

Pavot and Diener (2004) defined as quality of life is a conscious cognitive
judgment of satisfaction with one's life. Life satisfaction is planned to be a mental
construct yet is utilized as an umbrella term for various results. However there is no
expectation of creating hypothesis or of consistently understanding what causes

fluctuation or variation in life satisfaction (Rejeski & Mihalko, 2001).



Health-Related Quality of Life

Minayo, Hartz and Buss (2000) explained that the quality of life is a
multidimensional concept. Life satisfaction is not only limited to physiological and
biological aspects. It includes many factors that may be affected their feelings,
connection and attachment with others, the way we interact and communicate in their

context the individual's perception of their surroundings, and their daily activities.

Quality of Life (QOL) is based on objective and subjective parameters
because the quality of life may be affected by cultural values, religious and personal
aspects and the way it is perceived. The objective parameters are related to the basic
needs that enhance life satisfaction and well-being, while the subjective parameters
related to personal happiness and achievement, self-esteem and psychological well-

being among individuals (Diener & Suh, 1997).

According to Bell (2012) quality of life is the subjective perception of the
good life that’s related to the feelings of happiness, meaning in life and inner
satisfaction. The quality of life does not meet the objective or external standards. In
addition, the definition of success could be based on the subjective judgment about
the quality of life. Person realizes that their life is meaningful when they have inner
peace and happy, and then the successful and achieve a high quality of life. Moreover,
it is understood that increasing inner peace, happiness, and meaning in life have a

good quality of life.

Quality of life defined as the degree of satisfaction or dissatisfaction of people
with various aspects of their lives. Or simply put, quality of life is providing the
necessary conditions for happiness and satisfaction. Elderly people talk about quality
of life in different contexts, but the most important components (most often named) of
a good quality of life are: family (children), social contacts, health, mobility / ability,
material circumstances, activities, happiness, youthfulness and living environment

(Farquhar, 1995).

The concept of quality of life largely includes how an individual measures the
goodness of several aspects of their lives. These assessments include the emotional

responses to life, the disposition, the sense of fulfillment and gratification of life, and
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the satisfaction with work and personal relationships (Diener, Suh, Lucas, & Smith,

1999).

Quality of life may include general life satisfaction (LS) and includes general
feelings of well-being (WB) and other aspects such as economic situation, health,
social and / or spiritual aspects of life. Generic Health Quality of Life typically
includes areas such as physical, psychological, social and environmental assessments
of life with positive and negative aspects. Therefore, generic health quality of life is a
more comprehensive concept than the current health status of an individual (Bowling,

2005).

Quality of life can be defined in terms of life satisfaction, subjective well-
being and happiness, etc. Life satisfaction, which includes factors such as health,
education, interpersonal relationships, and socioeconomic status, is considered to be
an assessment of life in general. Family and income status influences the perception
of quality, and these factors also affect the quality of life. The loss of some social
roles and independence, retirement, the deaths of friends and relatives, children
leaving home, increasing loneliness, financial difficulties, and various illnesses
resulting from these changes, affect the quality of life of older individuals (Beyaztas,

Kurt, & Bolayir, 2012).

Life satisfaction continues to be an important construct in psychosocial
geriatric research. It is one of the commonly accepted subjective conditions of quality
of life and seems to be one of the facets of successful aging, both key concepts of
aging. Research reports indicate that life satisfaction is strongly associated with socio-

demographic and psychosocial variables (Iyer & Naganathan, 2008).

Researches examine the quality of life, depression and loneliness in elderly
people living in old-age homes and living with community. They found that older
people living with families reported high score on quality of life, while older people
living in old-age shelter homes were more scored loneliness and had depressive
symptoms. Findings have also revealed that older women were more depressed than
older men, whereas widows and widower older adults reported more loneliness as

compared to unmarried people (Cesetti, Vescovelli, & Ruini, 2017).



Being institutionalized or living in the community in the studied regions did
not affect the quality of life in the analysis models. Factors such as age, education,
self-assessment of health and recreational activities, when statistically controlled,
influenced seniors' perceptions of their quality of life. The institutionalized
individuals living in old-age homes generally reported a lower quality of life because
they were older and had worse socio-economic and health conditions than their
corresponding person. Nursing measures and interventions should be carried out in
the context of primary health care, taking these differences into account to promote
quality of life in this age group. Other variables of interest may be examined to
identify factors that add to the quality of life perceptions of these individuals treated
in this study (Diener & Suh, 1997).

[nterventions must be designed to increase the life satisfaction of older people.
Appropriate age management with important responses to the difficulties of older
people is important for them to feel that they are an element of culture. Many of the
elders are satisfied with the Geriatric Home Services (diet, room service, bathing,
hygiene, clothing, and house staff relations), while being dissatisfied with some
services such as environmental, social activities, entertainment, security measures and

transportation (Sangar, Karem, Alireza, & Muaf, 2015).

No needy at home was the important reason in retirement homes. With the
exception of food, all variables such as medical service, recreational facilities, safety,
space availability, and personal availability in private nursing homes were
significantly better. Similarly, the quality of life in private retirement homes was
significantly better than in public retirement homes (Gupta, Mohan, Tiwari, & Singh,
2014).

The overall sentiments of older women living in families were better
positioned than those of older women in the institution. Better social relationships
were maintained by the family dwellers because they had regular interaction, feelings
and support from the family. The condition of the elderly women living in the facility
was that they felt lonelier, more depressed and less content with life. In this context,
the need to preserve our tradition of a common family and the mutual cooperation and
understanding between the younger and older generations could be more urgent

(Dubey, Bhasin, Gupta, & Sharma, 2011).
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High qualities of life is observed among older people who are well-educated.
retired, belonging to the middle socio-economic state (SES) and have no habits whose
spouses are young and retired. Among the various socio-demographic factors, SES
has the highest relation to quality of life. A high quality of life is seen by nursing
homes compared to seniors. However, the difference in mean quality of life was not

statistically significant (Rayirala, Nallapaneni, Bhogaraju, & Mandadi, 2016).
Loneliness and Quality of Life

Several researches revealed that loneliness is associated with poor subjective
health reduced health status or diminished quality of life (Victor, Scambler, &
Bowling, 2000). Loneliness affects the quality of life in older adult and strong
predictors of loneliness are the existence of long-lasting physical health issues and
lack of hobbies. Studies have shown that loneliness is related with depression, a lower
quality of life, and an increased susceptibility to physical and psychological health
problems of the elderly. It has become common practice to distinguish emotional and

social loneliness (Prince, Harwood, Blizard, Thomas, & Mann, 1997).
Loneliness and Humor Style

Adaptive humor style has been described as mediator for stressors of life for
example loneliness. According to the past researches loneliness and humor style are
related to psychological states and communication skills. It has been found that sense
of humor positively correlates with stress resistance and psychological health as it
improves social support (Martin, Puhlik-Doris, Larsen, Gray, & Weir, 2003).
Consequently, individuals who are not lonely tend to have a happier life as compared
to lonely individuals (Hawkley & Cacioppo, 2009). Sense of humor can use as a tool
to reduce anger, frustration and loneliness, it can offer to reduce the burdens present
in older adults an escape from the harshness of reality (Weaver, Richard & Cotrell,

1987).
Humor Style and Quality of Life

Past researches regarding humor styles and psychological adjustment

suggested that endorsement of adaptive humor has been linked with better quality of
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life. Kuiper (2012) proposed that adaptive humor works as a mediator for relationship
of quality of life and loneliness. Incorporation of positive humor in life of individual
increases social circle reduce feeling of loneliness and as a result enhances quality of
life (Martin, 2003). Humor enables a more optimistic outlook to life and enhances
quality of life (Kuiper, Martin, & Dance, 1992). Hampes (2005) explored that use of
positive humor in life has been linked with healthy interpersonal relationships which

as a result increases physical and psychological well-being.

Good sense of humor is associated with high quality of life in people. A study
conducted by Martin and Dance (1993) indicated that sense of humor is indicator of
better quality of life, including positive effects and personal role in response to
everyday life events. Finding showed that humor facilities have a more positive
attitude towards life. Less humorous persons reported lower life satisfaction and less

pleasant as compared to more humorous persons (Martin & Dance, 1993).

Martin (2003) found that good sense of humor can facilitate the attainment of
psychological well-being. Over the years, researchers have identified a number of
processes through which a good sense of humor might support well-being. It has been
also suggested that a good sense of humor avoid psychological distress and might

play a role in supporting resilience and well-being.

Conceptual Framework

Positive Humor

[ Loneliness ]( ’[ Quality of life ]

e

Negative Humor
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Loneliness and negative humor are negatively related with quality of life while
positive humor is positively related with quality of life. There was negative
relationship between loneliness and positive humor, whereas loneliness and negative

humor were positively related with each other.
Mediating Role of Humor styles

Research regarding humor styles and psychological adjustment suggested that
endorsement of adaptive humor has been linked with better quality of life.
Incorporation of positive humor in life of individual increases social circle reduce
feeling of loneliness and as a result enhances quality of life (Martin, 2003). Hampes
(2005) explored that use of positive humor in life has been linked with healthy
interpersonal relationships which as a result increases physical and psychological
well-being. Positive humor style has been described as mediator for stressors of life

(Lefcourt, 2001).

Kuiper (2012) proposed that adaptive humor works as a mediator for
relationship of quality of life and loneliness. Researches found humor style work as
mediator in relation between loneliness and shyness (Zhao, Kong, & Wang, 2012).
Shyness is one of the factors that foster loneliness, individuals tended to use affiliative
humor less, which led to more loneliness. Conversely, shy individuals tended to make
more use of self-defeating humor style which may affect the quality of life. Shy
people usually take an evasive attitude on social interaction, too prone to yield
negative emotions, and tend to have a more negative evaluation of themselves and
others, which make them less involved in social activities, and thus have a strong
sense of loneliness (Ashe & McCutcheon, 2001). Humor also mediated the relation
between negative self-evaluative standards and psychological health of older adults
(Kuiper & Mchale, 2009).

Old-Age Homes (Alternative shelter for the older)

The concept of institutionalization for older adults has emerged from Western
culture. Their norms and values are very different from the collectivist societies in the
East. The need of old- age homes cannot be ignored for older adults who are unable to

manage their own affairs or anyone who takes care of them. It is an alternative

20



reservation where older people can share their feelings. tastes, and experiences that
they have in this type of settlement. They live in an institutional institution according

to certain rules and regulations (Panday, Kiran, Srivastava, & Kumar, 20135).
0Old-Age Homes in Pakistan

“Growing old homes in Pakistan™, 2017 reported that in Pakistan, parents are
considered to be next to God. Here people respect their parents so much that they
consider it a sin not to obey their parents. Pakistani parents expect their children to
take care of them as they age. When her son marries, they are overjoyed at the arrival
of the daughter-in-law, feeling safer and more comfortable. Most Pakistani families
respect their parents and take good care of them, but unfortunately there are people
who treat their parents as liabilities and feel neglected. Of course, there are rare cases
in which parents themselves prefer the privacy of retirement homes, but in most cases,
the cold attitude of children forces parents to move into retirement homes. According
to the World Health Organization (WHO), 4.2 percent of Pakistan's population is now
over 65 years old. The UN-backed Global Age Watch Index 2013 found that Pakistan
is the third worst country where a person can grow old (“Pakistan among worst

countries to grow old in”, 2013)

Najjat Old-Home runs retirement and retirement homes, cares for the elderly,
homeless and abandoned people in Rawalpindi It caters to both men and women. The
Old Home has all the facilities to meet the personal, medical and social needs of the
inmates. The services are provided free of charge. There are 30 senior citizens,
including 15 male and 15 female inmates. Gender vies Separate buildings. For
medical treatment in emergency situations, all basic facilities are available, including
groceries, laundry, medical management by qualified doctors, clothing and emergency

services.

Dar-ul-Afiyat, a government agency, is a retirement home that currently
accommodates 21 senior citizens over the age of 65. Nineteen males and two females
are currently living in Dar-ul-Afiyat. It is located in Muslim Town, Khana Road,
Rawalpindi. The Senior Citizen Foundation of Pakistan is a non-governmental non-
profit organization dedicated to the well-being of Pakistani seniors. It was founded in

1986 and is based in Islamabad, as well as throughout the country.
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Rationale of the study

The current World Health Organization report indicates that 5.6% of
Pakistan's populations are over 60 years (Jalal & Younis, 2014). Throughout Pakistan,
many older adults are neglected by their families. Their families think that they are a
burden for them. In this situation, older adults are admitted to retirement homes. In
Pakistan, there is an increasing demand for old-age homes. Meanwhile, there are
many old-age homes in Pakistan to support the neglected elderly. Despite this fact, the
tradition remains that most families look after older adults. The number of old age
homes and older adults living in old-age homes has increased in the past (Ashiq &
Asad, 2017). The majority of older adults in retirement homes are those either whose
families refuse to take care of them or who have no family. Reason of coming to old
homes vary from individual to individual, some of them can be taken up in retirement
homes due to no family support, family members do not have time for them, or they

may suffer from type of any physical illness (Hayat, Khan, & Sadia, 2016).

Esteem, expertise and piety are the key constructs attached to old age. Getting
old is a natural phenomenon. According to the 1998 census, there are 7.3 million
senior citizens in Pakistan a sizable growth from 2 million in 1951. Pakistan’s society
has constantly stood for excessive value, admire and dignity of human existence. The
growing older phenomenon begins early in Pakistan and other growing nations, due to
poverty and malnutrition (Qureshi, 2017). Especially the Pakistani women enter the
old age in 30s due to the social and cultural set-up. Pakistan predominantly is a
Muslim nation where family system is inspired by means of Islamic lifestyle and
Islamic values, in which appreciate, care and sharing for every other are fundamental
norm. But, because of the influx of western media and different outside impacts we
see and find western family styles being extra appealing. It is extensively believed
that the youngsters want to be extra impartial and the new married couples want to
live separately and do no longer want to stay with their mother and father for need of

privacy (Gull & Dawood, 2013).

It has been noted that lack of attachment and connection between children and
parents and weakening relationships in families has been the reason for old people in
families to move to shelter homes (Hayat, Khan, & Sadia, 2016). There has been

weakening family bonds where senior citizens in families have been feeling neglected
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and unworthy in their family environment. Old age demands affection and the new
generation have been becoming materialistic and their attitude towards family has

been changing over time (Hayat, Khan, & Sadia, 2016).

With the transition researchers are trying to study the psychological well-being
and quality of life among elderly adults living in old age homes and with families.
Researchers have established a relationship between anxiety, psychological well-
being, social support and quality of life among elderly adults living in old age homes
and living with families (Chodzko-Zajko et al., 2009). Researches conducted in
indigenous context have found a relationship between anxiety and social support in
everyday maintenance activities (Larson, 1990). Researches have extensively studied
loneliness, social support, quality of life, fear of death, depression and the physical

and social conditions of the elderly (Wiles et al., 2009).

Past literature indicates that older adults experience loneliness more
frequently. Current estimates propose that greater than 1,000,000 human beings
elderly over 65 frequently or constantly experience loneliness (Jones & Rowbottom,
2010). Social engagement is key determinant of quality of life at any age. Impaired
social engagement has been connected with an expansion of health issues. Spending
time alone, being widowed, unmarried or divorced, impaired mental health and
having a perceived health status are a number of the vulnerability factors for
loneliness (Victor & Yang, 2012). Loneliness may also result in extreme health-
associated effects. It is one of the foremost factors that lead to depression and is a
critical cause of suicide attempts as well (Green et al., 1992). Loneliness and social
isolation have been linked with temperament and health. The quality of life decreases
with accelerated feeling of loneliness. The psycho-social well-being of elderly adults

suffering from loneliness can be lethal and lead to poor health (Golden et al., 2009).

Model of humor (Martin, 2003) has greatly illuminated the complicated and
often counter-intuitive relationship between humor style and well-being. It has been
found that, relying on how it's far utilized in daily life, humor can positively or
negatively related to a wide form of manifestations of psychological well-being (Cann

& Collette, 2014),



Elderly who have an Affiliative humor style use humor to attain interpersonal
or social rewards, They use humor to entertain others in an effort to enrich the first-
rate of social relationships whereas elderly who have a Self-enhancing humor style
use humor to acquire intrapersonal rewards, that is, to beautify or keep high quality
psychological nicely-being and distance themselves from adversity. They preserve a
humorous outlook on lifestyles, dealing with hard instances with the aid of viewing
them from a humorous perspective. Accordingly, self-improving humor is intently

associated with coping humorousness (Martin, 2003).

People with an aggressive humor style use humor, now not to make
interpersonal relationships extra profitable for the self and others, but alternatively as
a means of criticizing or manipulating others. They tease and mock at others to
demonstrate their superiority over others (Martin, 2003). The aggressive humor
fashion has been shown to be unfavorable for interpersonal relationships. Sooner or
later, human beings who've a self-defeating humor fashion poke a laugh at their own
weaknesses in an effort to ingratiate themselves to others. Additionally they use
humor as a means to keep away from confronting problems and dealing with poor
emotions (Stieger, Formann, & Burger, 2011). Kuiper and McHale (2009), for
instance, observed that humor styles mediate the connection among beliefs about self

and low self-esteem.

The present study therefore aims to assess the relationship between loneliness,
humor styles and quality of life in elderly people living with families and in old-age
homes in Pakistani culture. The current research is also important because it identifies
the significant impact of humor styles which is a positive factor among older adults to
reduce loneliness, and enhance the quality of life. The study also aims to compare
elderly adults living with families and in old age home on major constructs of

loneliness, humor and quality of life.
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Chapter II

METHOD

Objectives

Objectives of present studies are as follows,

38

To find out the relationship between Loneliness, Humor Style and Quality of
Life among older adults living in family and in old age homes.
To study the role of demographic variables (i.e. age, gender, place of living)

with study variables.

Hypotheses

Hypotheses of present studies are as follows.

!\J

There will be a negative relationship between loneliness and quality of life
(i.e. overall health, physical health, psychological health, social relationship,
and environmental health) among older adults living with family and in old-
age homes.

There will be a negative relationship between loneliness and positive humor
style (i.e. self-enhancing and self-affiliative humor) in older adults living with
family and in old-age homes.

There will be a positive relationship between loneliness and negative humor
style (i.e. aggressive and self-defeating humor) in older elders living with

family and in old-age homes.

. There will be a negative relationship between quality of life (i.e. overall

health, physical health, psychological health, social relationship, and
environmental health) and negative humor style (i.e. aggressive and self-
defeating humor) in older adults living with family and in old-age homes.

There will be a positive relationship between quality of life (i.e. overall health,
physical health, psychological health, social relationship, environmental
health) and positive humor style (ie. self-enhancing and self-affiliative

humor) in older adults living with family and in old-age homes.



6. Positive humor style (i.e. self-enhancing and self-affiliative humor) will
positively predict quality of life (i.e. overall health, physical health,
psychological health, social relationship, environmental health) in older adults
living with family and in old-age homes.

7. Loneliness and negative humor (i.e. aggressive and self-defeating humor) will
negatively predict quality of life (i.e. overall health, physical health,
psychological health, social relationship, environmental health) in older adults
living with family and in old-age homes.

8. Humor style (i.e. positive and negative humor styles) will mediate relationship
between loneliness and quality of life in older adults living with family and in
old-age homes.

9. Older adults living in old age homes will score higher on loneliness as
compared to older adults living with families.

10. Older adults living with family will score higher on quality of life (i.e. overall
health, physical health, psychological health, social relationship,

environmental health) as compared to older adults living in old age homes.
Operational definition of Variables

Loneliness.  Loneliness is defined as a response to a discrepancy between
desired and achieved levels of social contact and that cognitive process, especially
attributions, have a moderating influence on loneliness experiences (Sonderby, 2013).
Cut-off scores of 50 or above on Revised-University of California, Los Angeles
Loneliness Scale (Russell, 1978) indicates high loneliness and vice versa (Russell,

Peplau, & Cutrona, 1980).

Humor Style. Humor style is defined as “the playful recognition, enjoyment,
and/or creation of incongruity that allows one to sustain a good mood™. The Humor
Style Questionnaire (Martin, 2003) assesses uses of humor on the two dimensions;
leading to the four styles of humor uses (self affiliative, self-enhancing, aggressive,
and self-defeating). Affiliative humor includes jokes about things that everyone might
find funny. Self-enhancing humor makes people capable of laughing at oneself, such
as making a joke when something bad happened to an individual. Aggressive humor

includes devaluations or insults to individuals. Self-defeating humor is to put oneself

26



in an aggressive manner (Martin, 2003). High scores on each sub-scale indicate high

level of humor and vice versa.

Quality of Life. World Health Organization defines the concept of Quality of
Life as ‘individuals' perception of their position in life in the context of the culture
and value systems in which they live and in relation to their goals, expectations,
standards and concerns (WHO, 2015). Quality of life includes areas such as
psychological health, physical health, social relation, environmental health and overall
health assessments of life with positive and negative aspects (WHO, 1995). High
scores on each domain represent high quality of life (i.e. overall health, physical
health, psychological health, social relationship, and environmental health) and vice

versa (WHO, 2013).
Instruments
Demographic sheet

For the present study, a demographic sheet was developed. Participants were
asked to provide demographic information including age, gender, education, marital
status, and total number of family, number of children, source of income, physical

illness and duration of illness.
Loneliness Scale Urdu Version

Urdu Version Loneliness Scale (Gul, 2015) was used to measure participants'
experience of loneliness. Responses are marked on a 4-point scale (1 = never to 4 =
always) how often they felt as described in each item. Scores on this scale could range
from 20 to 80. Alpha coefficient of this scale was found to be .89 (Russell, 1996).
Cut-off scores of 50 or above on Revised University of California, Los Angeles
Loneliness Scale (Russell, 1978) indicates high loneliness and vice versa (Russell,

1980). Item numbers 1, 5, 6, 9, 10, 15, 16, 19, 20 are reverse scored.
Humor Styles Questionnaire

Urdu Version of Humor Style Scale (Khan, 1994)) was used. It consists of 32

items, each of which is a selt-descriptive statement about particular uses of humor.
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Respondents rate the degree to which each statement describes them on a scale from |
(totally disagree) to 7 (totally agree). Scores are obtained for 4 subscales that consist
32 items (8 items for each subscale) measuring four humor styles: Affiliative (use of
humor to amuse others and facilitate relationships) Self-enhancing (use of humor to
cope with stress and maintain a humorous outlook during times of difficulty)
Aggressive (use of sarcastic, manipulative, put-down, or disparaging humor) Self-
defeating (use of humor for excessive self-disparagement, ingratiation, or defensive
denial). Reported Cronbach's alphas for the four subscales were .77, .81, .80 and .75
respectively (Martin, Puhlik-Doris, Larsen, Gray, & Weir & 2003).

Quality of Life Scale (QoL)

Urdu Version of Quality of Life Scale (Khalid & Kausar, 2008) was used. The
purpose of this scale is to assess subjective quality of life within the context of and
individual’s culture, value system, personal goals, standard and concerns. It contains
26 items and addresses four Quality of Life domains. Items number 3, 4, 10, 15, 16,
17. and 18 are related to mobility, daily activities, energy and fatigue, sleep, pain and
discomfort. It assesses physical health. Items 5, 6, 7, 11, 19, and 26 are related to self-
image negative thought, mentality, and positive aftitude. It assesses psychological
health. Items number 20, 21, 22 are related to personal relationship, social support and
sexual activity and it assess social relationship. Items 8, 9, 12, 13, 14, 23, 24, and 25
are related to financial resource, freedom, physical safety and security, health and

social care, it assess environmental health (Khalid & Kausar, 2008).

The reliability of sub-scales was found to be .78, .77, .82, .73 respectively.
[tem numbers 3, 4 and 26 are reversed. Responses are rated on a 5-point Likert scale
with high scores indicating a high quality of life and lower scores indicating lower

quality of life (Skevington, 2004).
Research Design

The research was designed to study the phenomena of loneliness, quality of
life and humor style among older adults living with family and living in old age
homes. This study used comparative study design which is a procedure for collecting,

analyzing and quantifying the data in comparison with two different populations
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within a single study, to understand the problem more completely (Ollerenshaw &
Creswell, 2002). Data was collected by using survey method. The data obtained from
the sample was computed as quantitative with the help of SPSS-21. The study also
highlighted contemporary issues related to demographics of the sample studied. In
order to optimize the perspective of complications of the sample, detailed
demographic analysis has been also being conducted at first in the form of graphical
representation for the older adults living in old age homes in Rawalpindi/Islamabad
and older adults living with family by evaluating the open ended questions answered

by the participants illustrated on the demographic sheet (see appendix A).
Sample

A sample of 260 older adults in which older adults living with family were N
= 140, (male, n = 72, female, n = 67) whereas, older adults living in old age homes
were N = 120 (male, n = 72, female, n = 48) with the age range of 50-77 years, (M =
59.8, SD = 5.80). The data was taken from elderly adults living with families and
elderly adults living in old age homes in area of Rawalpindi and Islamabad, Pakistan.
Foremost, the consent was taken by the organization conducting research and properly

approval from the authorities of old age homes was taken.

Individuals consent was taken [rom the participant before the administration of
questionnaire. Convenience, purposive and snowball sampling techniques were used
to gather data. Due to fact that sample had to be living in old age homes, purposive
sampling techniques was used in order to gather data. The inclusion criteria consisted
of participants at least over 50 year of age and they must be living either with families

or in any private or government old age homes.
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Demographics of Old-Age Homes and Families

Table 1
Frequency and Percentages along Demographics Variables (N= 260)
Demographics Old-Homes Demographics of families
(N=120) f (%) (N=140) | (%)
Gender Gender
Male 72 (60) Male 73 (52.1)
Female 48 (40) Female 67 (47.9)
Age Age
50-60 42 (35) 50-60 88 (62.9)
60 and above 78 (65) 60 and above 52 (37.1)
Marital Status Marital Status
Married 10 (8.3) Married 99 (70.7)
Unmarried 31(2.5) Unmarried Nil
Widowed 36 (30) Widowed 23 (16.4)
Widower 63 (52.5) Widower 15(10)
Divorced 8(6.7) Divorced 3(2.1)
Occupation Occupation
Employed Nil Employed 71 (50.7)
Unemployed 90 (75) Unemployed 17 (12.1)
Retired 25 (20.8) Retired 27 (19.3)
Other/Business 5(4.2) Other/Business 25(17.9)
Old-Homes in Islamabad/ Residence
Rawalpindi With Children 127 (90.7)
Najjat Old Age Home 28 (23) With Relatives 13 (9.3)
Senior Citizen Foundation 14(11)
Apka Apna Ghar 22(18)
Dar-ul-Afiyat Trust 21 (17.5)
Baghbaan Old Home 19 (15)
MGQ Trust 16(13)

The comparative data sample that has been collected indicates clear

differences between the two samples living in two different conditions. Elderly adults
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living with family comprised of 52% of males and 47% of females whereas, older
adults living in old-age homes had 60% males and 40% of females. 65% of older
adults living in old-age homes were above 60 years, whereas 62.9% of older adults
living with families had age between 50-60 years.

Table 1 revealed that 70% of the older adults living with family were married,
16% were widowed and 10% as widower. Only 3% were divorced, whereas, for older
adults living in institution/ Old-age homes 52% were widower, 30% were widowed,
8% were married and 6% were divorced. 50% of the individuals living with families
were employed whereas 75% were unemployed of older adults living in old-age

homes.

Procedure

For the data collection of older adults living with family, convenience
sampling technique was used. Likewise, sample obtained from old age home was
sensitive and collected with snowball sampling technique.

The old age homes included Najjat Old-Age Home, Senior Citizen
Foundation, Apka Apna Ghar, Dar-ul-Afiyat Trust, Baghbaan Old-Home and MGQ
Trust.

Data was collected through individual administration by selecting individuals
over 50 years of age. Likewise, Old age home data collection was conducted after
approval from residents’ authorities to conduct research data collection. Inform
consent was taken from each participant before the instrument was given. Participants
were assured that their responses will be kept confidential. Appropriate statistical tests

were applied for the analysis of the variables.
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Chapter III
Results

The present research aims to study the relationship between Loneliness,
Humor styles and Quality of life among elderly adults living with families (N = /40)
and in old age homes (N = /2(). Data was analyzed using Statistical Package for
Social Sciences (SPSS 21.0 for Windows) for quantitative analysis. This study is
based on empirical data so the results have been presented in the form of tables given
below. The statistical analysis consists of descriptive and inferential statistics. In
descriptive statistics, it includes items of scales/subscales, Cronbach o, mean.
standard deviation, range, skewness, and kurtosis. Whereas, inferential statistics
Simple linear regression, Pearson Product Moment Correlation, independent sample ¢-
test and mediation were included. Furthermore graphs were used to show percentages

of group differences for demographics.

The study was conducted on older adults living in old-age homes in the region
of Islamabad/Rawalpindi. Data was collected from old-age homes mentioned in table
2. These old-age homes running in order to give shelter, tood and care to frail and old
individuals. The Old-Age homes organization working currently in

[slamabad/Rawalpindi are:

Results of Older Adults living in Old-Age Homes
Table 2

Frequencies and Percentages of currently working old-age homes in Islamabad and
Rawalpindi

Old-Age homes f (%)
Najjat Old Age Home 30 (25)
Senior Citizen Foundation 14 (11.6)
Apka Apna Ghar 22(18.3)
Dar-ul-Afiyat Trust 21(17.5)
Baghbaan Old Home 19 (15.8)
MGQ-Memorial Trust 14 (11.6)

ol
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According to the data collected from Islamabad/Rawalpindi, above mentioned
Old-Age homes are well equipped, fully utilized and working properly. Only Dar-ul-
Afiyat is run by Government authorities and other Old-Age homes are maintained by
private authorities working as Non-Profit Organization (NGO). The current working
old age homes includes; Najjat Old-Age Home, Senior Citizen Foundation, Apka
Apna Ghar, Dar-ul-Afiyat Trust, Baghbaan Old-Home and MGQ Memorial Trust.
Table 3

Frequencies and Percentages of coming into old-age homes (N=120)

Reason for coming to Old-Age homes f (%)
Relatives left here forcefully 5(4.2)
Children left here 4(3.3)
Due to illness 24 (20.0)
Lack of caregiver 57 (47.5)
Domestic problems 28 (23.3)
Poverty/No Shelter 2(L.7)

The factors that compelled the Old-Age Homes residents for residing in old
age homes are summarized above. The most prominent reasons of coming to old-age
homes were lack of caregiver (47.5%). The second most common reason of coming to
old-age homes were domestic problems (23.3%). Other factors were due to illness
(20%), relatives left them forcefully (4.2%), and children do not want to keep the
elderly due to their physical and psychological illness (3.3%), and poverty/no shelter
were (1.7%).



Figure 1

Percentages showing marital status across elder adults living with family and elder
adults living with old age homes
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Figure. 1 Marital status among older adults living with families and in old-age homes

Figure 1 illustrates a comparative analysis of marital status of elderly adults
living in old age home and with families. 70.7% of elderly adults living with families
were married as compared to 8.30% of elderly adults living in old age homes. 52.5%
of elderly adults living in old age homes were widower in comparison to 10.7% of
elderly adults living with family. 30% of females living in old age home were

widowed as compared to 16.4% who live with their families.
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Table 4

Frequencies and Percentages of the physical health of older adult living in old-age
homes (N =120) and living with families (N =140)

With Families Old-Age home

(N =140) (N=120)
Type of iliness f(%) (%)
No illness 100 (71.4) 20 (16.7)
Tuberculosis 4(2.9) 10 (8.3)
Blood pressure 12 (8.6) 39 (32.5)
Joint pain 7(5.0) 14 (11.7)
Hepatitis 4(2.9) 7(5.8)
Sugar 2(1.4) 3(2.5)
Poor Vision 1 (0.7) 13 (10.8)
Asthma 5(3.6) 3(2.5)
Epilepsy 1 (0.7) 3(2.5)
Typhoid 1(0.7) 1 (0.8)
Paralyzed 2(1.4) 6(5.0)
Heart patient 1(0.7) 1 (0.8)

Table 4 demonstrates that 71.4% older adults living with families reported no
illness in comparison to 16.7% older adults living in old homes. 2.9% of older adults
living with families reported tuberculosis as compared to 8.3% of older adults living
in old age homes. 32.5% older adults who live in old age homes reported that they
have blood pressure comparatively to 8.6% of older adults who lives with families.
11.7% of older adults living in old homes reported joint pain as compared to 5% of
older adults living with families. 10.8% of older adults who live in old age homes
reported that they have poor vision comparatively to 0.7% of older adults who lives
with families, Generally more health related issues have been reported by older adults

living in old age homes.



Figure 2

Percentages showing type of illness in individuals living in Old-Age homes and with
family (N = 260)
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Figure 2 demonstrates types of illness in individuals living in Old-Age homes
and with family. According to the results of current study, older adults living in old
age homes are more prone to illness because of low family support, lack of caregiver,

and unhealthy lifestyle in comparison to older adults living with families.
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Figure 3

Visits of family members
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Figure illustrates percentages of visits of family members to meet their elder
relatives living in old age homes. 73.30% of elder adults living in old age homes
reported that their family members sometime visit whereas, 26.70% of them reported
that their family members never visit to see them.

There can be number of reasons which contribute to lack of family visits to old
homes but it is evident that visits of family member make them hopeful for life.
Empirical researches (Choi & Wyllie, 2008) described that how regularly loved ones
visits old homes and its impacts on well-being of elders. Current findings described
that family visits were not much frequent, 26.7% reported that their family never

visits them in old age home (see Figure 3).
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Figure 4

Satisfaction of elderly with living condition in old age homes
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Figure 4 illustrates satisfaction of elderly adults with living conditions of old

age homes. 75.8% of elderly adults reported that they are not satistied with living

conditions of old age homes whereas 24.2% reported that they are satisfied.



Figure 5
Problem faced by elderly at old age homes
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Figure 5 illustrates problems faced by elderly adults in old age homes. 37.5%
reported that they don’t have any problem whereas 20% reported problem related to
room for example sharing room with others and small sizes of rooms. 10% of elderly

adults reported prevalence of medicine and food related issues in old age homes.
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Descriptive Statistics and Psychometric Properties of Scales

To see the descriptive statistics and psychometric properties alpha coefficients,
mean standard deviation, range, skewness and kurtosis of Loneliness Scale Urdu
Version (Russell, 1996), Humor Styles Questionnaire Urdu Version (Martin, 2003)
and its subscales (Self Affiliative, Self-Enhancing, Aggressive and Self-Defeating)
and Quality of Life Scale Urdu Version (WHO, 2003) and its subscales (Overall
Health, Physical Health, Psychological Health, Social Relationship and
Environmental Health) of older adults living with family(NV = /40) and living in old-
homes (N =/20).
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Table 5

Alpha Coefficient and descriptive statistics Loneliness Scale(Urdu Version), Humor Styles Scale(Urdu Version) and its subscales (Self
Affiliative, Self-Enhancing, Aggressive and Self-Defeating) and Quality of Life Scale Urdu Version and its subscales (Overall Health, Physical
Health, Psychological Health, Social Relationship and Environmental Health) living with family(N = 140) and living in old-homes (N =120)

0ld-age home With Family
Reliability Range Range
Scales  ltems old-age Family M SD Potential  Actual Skew  Kurtosis M SD Potential  Actual skew kurtosis
LN 20 73 .70 55.02 6.29 20-80 41-68 04 -.64 3385 536 20-80 23-50 32 -.12
QoL 26 91 .88 47.84 10.9 26-130 32-77 .63 -53 107.9  10.76 26-130  81-124 -70 -.53
OH 2 .64 73 3.37 1.21 2-10 2-8 1.03 1.24 8.49 1.30 2-10 6-10 -.26 -1.18
PH 7 72 .70 16.21 3.62 7-35 9-24 38 -.69 28.53 342 7-35 15-35 -81 1.09
PsyH 6 66 .70 10.97 2.50 6-30 7-15 A1 -1.31 25.65 3.16 6-30 17-30 -.80 -.04
SR 3 .63 .62 4.84 1.52 3-15 3-9 A7 .03 12.95 1.88 3-15 4-15 -1.56 1.05
En 8 .87 .62 14.70 4.93 8-40 8-28 1.03 .06 3232 342 8-40 20-39 -.94 1.30
AfH 8 .76 .55 24.01 6.95 8-56 14-48 1.13 .85 45.58  4.30 8-56 30-55 -1.03 .97
SE 8 .86 .66 23.35 8.27 8-56 12-42 .83 -.87 4340 545 8-56 27-54 -.66 -21
AgH 8 .81 .70 43.15 6.91 8-56 24-53  -1.34 75 20.78  6.05 8-56 11-41 .62 -29
SD 8 .59 .84 44.65 3.82 8-56 32-52 -1.17 1.78 19.10  7.92 8-56 10-40 1.13 .20

Note: LN = Loneliness, QOL = Quality of life, OH = Overall Health, PH = Physical Health, PsyH = Psychological Health, SR = Social Relationship, En = Environmental Health,
HS = Humor Style, AfH = Afjiliative Humor, SE = Self-Enhancing humor, AgH = Aggressive Humor, SD = Self-Defeating Humor
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Table 5 shows the descriptive statistics of Loneliness Scale, Quality of life
Scale and its subscales; Overall Health, Physical Health, Psychological Health, Social
Relationship and Environmental Health and Humor Styles Scale including subscales;
Self Affiliative, Self-Enhancing, Aggressive and Self-Defeating among elderly adults
living in old age homes and families. Skewness and Kurtosis values of both sample is

2 indicating that the data is normally distributed.
Old age homes

Across Old age homes alpha reliability of loneliness was .73 whereas for
quality of life and its sub-scales (Overall Health, Physical Health, Psychological
Health, Social Relationship and Environmental Health) were .91, .64, .72, .66, .63, .87
respectively. Cronbach alpha for subscales of humor style (Self Affiliative, Self-
Enhancing, Aggressive, and Self-Defeating) were 76, .86, .81, .59 respectively among

elderly adults living in old age homes.
Family

Across elderly adults living with families alpha reliability of loneliness was
.70 whereas for quality of life and its sub-scales (Overall Health, Physical Health,
Psychological Health, Social Relationship and Environmental Health) were .88, .73,
70, .70, .62, .62 respectively. Cronbach alpha for subscales of humor style (Self
Affiliative, Self-Enhancing, Aggressive, and Self-Defeating) were .55, .66, .70, .84

among elderly adults living with families.



Table 6

Correlation matrix among variables for older adults living with family (N = 140) and older adults living in old age homes (N = 120)

Variables Ln QoL OH PH PsyH SR En AfH SE AgH SD
Ln - - 28%* - 21%* -.19* -.24%% - 35** -.20% -.34%% -.15 28%* 04
QoL =.60%* - 68%* Bl 88%* K B2** A46%* JA3*F - 747 -.76%*
OH -36%* F3%* - 40%F 62%% S5%*F 39** HPEEE 62" -.66%* -.66%*
PH -.63%* B4¥* AT - 64%% A49%= 49%* 29%* 60%** - 54 - 56%%*
PsyH -59%* B4 S56%** .64%* - 60** LHEE A0** J2%* -.66%* - J1H*
SR -.62%* S3uk J2x* S56%* i ¥ - 61%% AZ** S1Y* -.64%* -.55%%*
En -.34%% 88%* 69%* S8*+* 67%* 24%* - 0% 50%* -59%* -.61%*
AfH -.39%* JI8E* 68%* S2%% 68%* 4 80> - SIt> -.56%* - 44
SE -35%* J6** 67 SO** b i 10 B0%* g - = 73T - 76%*
AgH DIE -.69%* -.61%* -45%F . 647 =20%* =70%* -79%* =TT** - 83%¥*
SD J2 %% - 45%* - 42%% = 25%% o 3Q¥% -.16 -50%* -57%* -51%* LD -

Note Ln = Loneliness, QoL = Quality of life, OH = Overall health, PH = Physical Health, PsyH = Psychological Health, SR = Social Relationship, En = Environmental health,
HS = Humor style, AfH = Affiliative Humor style, SE = Self-Enhancing humor, AgH = Aggressive Humor, SD = Self-defeating Humor. *p < .05, ** < .01, ***p < 001.

Bold = old age home correlation, Un-bold = Correlation of with family sample
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Table 6 demonstrate results of Pearson product moment correlation of study
variables that includes Loneliness Scale, Quality of life Scale including subscales;
overall health, physical health, psychological health, social relationship and
environmental health and Humor Styles Scale including subscales; self affiliative,
self-enhancing, aggressive and self-defeating among elderly adults living in old age
homes and families. Significant negative correlation was apparent between loneliness,
quality of life (overall Health, physical Health, psychological health, social
relationship and environmental health) and positive humor (self-affliative and self-
enhancing), whereas, significant positive relation was observed between loneliness
and negative humor (aggressive and self-defeating) among older adults living in old-

age homes and older adults living with families.

Significant positive relationship was apparent between quality of life (overall
health, physical health, psychological health, social relationship and environmental
health) and positive humor (self-affliative and self-enhancing), while significant
negative relation is observed between all domain of quality of life and negative
humor. Significant negative relation was apparent between positive humor (self-
affliative and self-enhancing) negative humor (aggressive and self-defeating) for both

samples.
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Predictors of Quality of Life in old age homes (N = 120)

To check the simple predictive role of Loneliness, Humor style Scale (Urdu
Version) and its subscales (affiliative, self-enhancing, aggressive and self-defeating)

for overall Quality of life Simple linear regressions analysis was carried out.
Table 7

Simple linear regression showing the effect of humor style and loneliness on Quality
of life of older adults living in old homes (N =120)

95% CI
Variables B i) S.E LL UL
Constant 69.11 11.74 45.84 92.37
Ln -.60 - 34 %%k .08 =77 -42
AfH 52 % b A5 22 .83
SE 33 26%% A2 A1 .59
AgH -.14 -.08 B -.41 3
SD -.07 -.02 17 -.42 28
R? 75
AR? 74
F 69.9%*

Note: Ln=loneliness, AfH= Affiliative humor, SE= Self-Enhancing Humor. AgH= Aggressive Humor,
SD= Self-Defeating Humor

Table 7 indicates role of Loneliness, Humor style Scale (Urdu Version) and its
subscales (Self Affiliative, Self-Enhancing, Aggressive and Self-Defeating) for
predicting overall Quality of life. Results revealed that Loneliness and Humor style
significantly predicts Quality of life in elderly adults living in old age homes. Overall

model explained 74% variance in dependent variable with (F' = 69.9%** p = <.00)



Predictors of Quality of Life with families

To check the predictive role of different humor style and loneliness for quality

of life simple linear regression analysis was computed. (Table 8)

Table 8

Simple linear regression showing the effect of Humor style and its subscales (Self
Affiliative, Self-Enhancing, Aggressive and Self-Defeating) and Loneliness on Quality
of life of older adults living with family (N = 140)

95% CI
Variables B B S.E LL UL
Constant 114.27 11.95 90.62 137.92
Ln -.37 - 18¥* A1 -.59 -15
AfH -.01 .00 o b -.32 29
SE .54 U 15 22 .85
AgH -.24 -.13 18 -.61 A2
SD -.58 - 43 oAk .14 -.86 -.30
R? .68
AR? .06
F 57:20%*

Note: Ln=Loneliness, AfH= Affiliative Humor, SE= Self-Enhancing humor, AgH= Aggressive Humor,
SD= Self-Defeating Humor

Table 8 illustrates simple linear regression analysis with humor styles and
loneliness as predictor variables for quality of life among elder adults living with
families. Findings suggest that 66% of variance in quality of life is significantly

accounted to loneliness and humor styles.
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Mediation Analysis for older adults living in old-age homes

Mediation model is one that seek to identify and explicate the mechanism or
process that underlies an observed relationship between an independent variable (X)
and a dependent variable (Y) via the inclusion of a third explanatory variable known

as a mediator variable (M)
Table 9

Mediation analysis for Positive humor style in Relationship between Loneliness and
quality of life among older adults living in old-age homes (N = 120)

Model 1 Model 2 95% C1
Variables B B S.E LL UL
Constant 105 77%% 57.5%%* 5.74 46.22 68.93
Loneliness ~1.05%F* - GOWHE .09 -.78 -43
Positive humor SO** .04 42 57
R? 37 15
F 6921 ¥4* 174.2%**

z = -4 .31%**

Table 9 shows mediating role of positive humor for the relationship between
loneliness and quality of life. The results indicate that loneliness negatively predict (B
= -1.05***) and explain 37% of variance for quality of life. Inclusion of positive
humor as mediator in model 2 of regression showed positive prediction (f = .50%%*)
for quality of life. Furthermore, the positive humor mediated the relation between
loneliness and quality of life and explained 38% additional variance. Value of Sobel

effect is (z = -4.31%%%),
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Figure 6. Mediation pathway for Positive humor style in relationship between
Loneliness and quality of life among older adults living in old-age homes

Table 10

Mediation analysis for Negative humor style in Relationship between Loneliness and
Quality of life among older adults living in old-age homes (N = 120)

Model 1 Model 2 95% CI
Variables B Vi S.E LL UL
Constant 110.0%** 148.8%** 6.95 135,1 162.6
Loneliness B i - 82%% 10 -1.02 -.61
Negative humor G k" .07 -75 -48
R? 37 64
F 69.5%** 102, Lk

= -3.03***

Table 10 shows mediating role of negative humor for the relationship between
loneliness and quality of life. The results indicate that loneliness negatively predict (B
= -1.05%%*) and explain 37% of variance. Inclusion of negative humor as mediator in
model 2 of regression showed that it negatively predict (f = -.61%%%) quality of life.

Furthermore, the negative humor mediated the relation between loneliness and quality

of life and explained 27% additional variance. Value of Sobel effect is z = -3.03%*%*
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Figure 7. Mediation pathway for Negative humor style in relationship between

Loneliness and Quality of life among older adults living in old-age homes
Mediation Analysis for older adults living with families

Mediating role of different types of Humor Styles in predicting quality of life.
Mediation model is one that seek to identify and explicate the mechanism or process
that underlies an observed relationship between an independent variable (X) and a
dependent variable(Y)via the inclusion of a third explanatory variable known as a

mediator variable(M)
Table 11

Mediation analysis for Positive humor style in Relationship between Loneliness and
quality of life among older adults living with families (N = 140)

Model 1 Model 2 95% CI
Variables B p S.E LL UL
Constant 127.4%%% 38, 9%n 9.17 20.8 57.0
Loneliness - S8¥LE = 2] HHH 08 -45 -.04
Positive humor JBSEr J3 .70 1.01
R’ .08 .50
F 12.3%%* 69.8%**
z=-3, | 7H**

Table 11 shows mediating role of positive humor for the relationship between

loneliness and quality of life. The results indicate that loneliness negatively predict (B
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= -.58%**) and explain 8% of variance in model 1. Inclusion of positive humor as
mediator in regression model 2 showed positive prediction (/= .85%¥) for quality of
life and explained 42% additional variance. Sobel effect showed (z = -3.17*%%¥). It

shows significant indirect effect of positive humor on Quality of life.

Positive Humor

a=-43 b

[ Loneliness ){ Quality of Life J

¢ =-.21 (-.58)

i
[~ =]
h

Figure 8. Mediation pathways for Positive humor style in relationship between
Loneliness and quality of life among older adults living with families

Table 12

Mediation analysis for Negative humor style in Relationship between Loneliness and
Quality of life among older adults living with families (N =140)

Model 1 Model 2 95% CI
Variables B )i S.E LL UL
Constant 127 4k 143.6%** 3.6 136.4 150.9
Loneliness - 58k 33 %% 10 -.54 -13
Negative humor -Gl kA* .04 -.69 -.53
Rr? .08 .65
F 12344 126.0%%%

z=-1.86%%*

Table 12 shows mediating role of negative humor for the relationship between
loneliness and quality of life. The results indicate that loneliness negatively predict (B
= - 58%#%) quality of life and explain 8% of variance in model 1. Inclusion of negative
humor as mediator in model 2 of regression showed negative prediction (f = -.61%%¥)
for quality of life. Furthermore, the negative humor mediated the relation between

loneliness and quality of life and explained 57% additional variance. Sobel effect
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showed (z = -1.86%**). It shows significant indirect effect of negative humor on

Quality of life.

Negative Humor

Loneliness ﬁ( Quality of Life J
¢=-33(-58)

Figure 9 Mediation pathways for Negative humor style in relationship between

Loneliness and quality of life among older adults living with families.



Table 13

Differences of study variables loneliness, quality of life and its subscales Overall health, Physical health, Psychological health, Social relationship,
Environment, Humor style and its subscales including Affiliative, Self-enhancing Aggressive and Self-defeating humor among elder adults living
with families and elder adults living in Old age homes.(N = 260)

Family Old home
(N = 140) (N=120) 95% CI Cohen's

Variables M SD M SD [(258) p LL UL d
Ln 33.85 5.36 55.02 6.29 29.26 .00 -22.59 -19.74 3.28
QOL 107.96 10.76 47.84 10.90 44.62 .00 57.46 62.77 5.54

OH 8.49 1.30 337 1.21 32.51 .00 4.80 5.42 4.07

PH 28.53 342 16.21 362 28.12 .00 11.45 13.18 3.49

PsyH 25.65 3.16 10.97 2.50 40.95 .00 13.96 15.38 5.15

SR 12.96 1.88 4.84 1.52 37.77 .00 7.69 8.54 4.74

En 3232 342 14.70 4.93 33.81 .00 16.58 18.63 4.15
AfH 45.58 4.30 24.01 6.95 30.50 .00 20.17 22.96 3.73
SE 43.40 5.45 93.35 827 23.35 .00 18.35 21.74 287
AgH 20.78 6.05 43.15 6.91 27.80 .00 -23.94 -20.78 3.44
SD 19.10 7.92 44.65 3.82 32.25 .00 -27.11 -23.99 4.10

Note: LN = Loneliness, QOL = Quality of life, OH = Overall Health, PH = Physical Health, PsyH = Psychological Health, SR = Social Relationship, En = Environmental
Health, HS = Humor Style, AfH = Affiliative Humor, SE = Self-Enhancing humor, AgH = Aggressive Humor, SD = Self-Defeating Humor



Independent Sample t-test has been conducted to study variables loneliness,
quality of life and its subscales Overall health, Physical health, Psychological health,
Social relationship, Environment, humor style and its subscales including Affiliative
humor, Self-enhancing Aggressive humor and Self-defeating humor to see the group
difference among older adults living with families and older adults living in Old age
homes.

Significant differences were observed in table 10 on loneliness and negative
humor style (i.e. aggressive and self-defeating humor) among older adults living in
old-age homes and living with families. Elderly adults living in old age homes scored
higher on loneliness and negative humor styles as compared to older adults living
with families. In comparison older adults living with families scored higher on

Quality of life, and positive humor style.



Table 14

Gender differences in loneliness, quality of life and its subscales Overall health,
Physical health, Psychological health, Social relationship, Environment, humor style
and its subscales including Affiliative humor, Self-enhancing Aggressive humor and
Self-defeating humor among elder adults living in old homes (N = 120)

Male Female
(n=72) (n = 48) 95% CI  Cohen’s
Variables M SD M SD - t(258) 4 LL UL d
Ln 54.84 6.16 5529 6.55 37 .70 -2.77 188
QOL 48.18 10.93 4733 1096 .42 .88 -3.19 488
OH 338 132 335 104 .15 .87 -41 .48
PH 1625 3.69 1616 356 .12 .90 -126 142
PsyH 1122 246 1060 254 132 .18 -30 1.54
SR 479 141 491 169 43 66 -69 .44
En 1473 460 1466 543 .75 27 -1.75 1.89
AfH 2422 664 2370 746 39 .69 -2.06 3.08
SE 2401 855 2235 7.80 107 28 -139 471
AgH 42.84 7.0 43.60 6.67 .58 .55 331 180
SD 4469 393 4460 371 .12 .90 -1.32  1.50

Note: Ln = Loneliness, OH = Overall Health, PH= Physical Health, PsyH = Psychological Health, SR=
Social Relationship, En = Environmental Health, AfH = Affiliative Humor style, SE= Self-enhancing
humor, AgH = Aggressive humor, SD = self-defeating Humor

Non-significant differences were apparent on study variables with reference to

gender (See table 14)
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Chapter IV

Discussion

The present study aims to find out the relationship between loneliness, quality
of life and humor style among older adults living with families (V = /40) and older
adults living in old-age homes (N=/2()). The instruments included demographic sheet,
Loneliness Scale Urdu Version III (Russell, 1996) was used to assess participants
experience of loneliness; Humor Styles Questionnaire Urdu Version (HSQ) (Martin,
2003) was used to assess the positive humor style (self-affiliative, self-enhancing) and
negative humor style, (aggressive, and self-defeating); Quality of life Urdu Version

(WHO, 2003) was used to assess subjective quality of life.

In the present study, comparative research method was used. Data has been
collected by purposive and convenience sampling technique from older adults living
with families, whereas convenience and snowball sampling technique has been used
to collect data from old-age homes found in the city of Islamabad, Rawalpindi. The
age of the sample ranged from 50 to 80 years (M = 64.6 and SD = 5.36). In order to
find out the relationship between variables, Pearson product moment correlation,
simple linear regression analysis and independent sample /-test were conducted along
with mediational analysis. Comprehensive demographic analysis for the old home
population is elaborated for deeper understanding of the population. The descriptive
analyses indicate that tools are reliable and data normally distributed. The value of

skewness and kurtosis lies within the acceptable range of £2.

Graphs were used for comparative analysis of both samples. In present study
30% of females living in old age home were widowed as compared to 16.4% who live
with their families (see figure 1). Most of the elderly adults living in old age homes
were widowed/widower. Reportedly, one of the prominent reasons of elders to stay
away from family could be death of spouse. Most of the elderly have been left as
single after death of their partner. In Pakistan, the prevalence of remarriage of
widowed/divorced is lower among women and men. This is because of the cultural
taboos inhabiting widowed/divorced women’s and men’s remarriage. This contributes
to maintain the percentage of widowed or divorced among the older adults in old age

homes (Salahuddin & Jalbani, 2006).

n
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Figure 2 illustrates comparison between prevalence of different illnesses
among older adults living in old age homes and living with families. Finding of the
present study suggested that there is more diseases are prevalent in elder adults living
in old-age homes as compared to older adults living with family. Chakrabarti (2009)
reported that elderly living in family setting have good health and satisfaction of life
as compared to older adults living in old age homes. In present study 10% older adults
living in old-age homes reported that they have sutfered non availability ot standard
food which increases higher risk of malnutrition with respect to the elderly population
living with families (see Figure 5). Previous findings also identified that malnutrition
and lack of care could be reasons of more prevalence of diseases in older adults living

in old age homes as compared to older adults living with family (Pai, 2011).

There can be number of reasons which contribute to lack of family visits to old
homes but it is evident that visits of family member make them hopeful for life.
Empirical researches (Gaugler, Roth, & Mittelman, 2008) described that how
regularly loved ones visits old homes and its impacts on well-being of elders. Current
study revealed that family visits were not much frequent, 26.7% reported that their
family never visits them in old age home (see Figure 3). Despite the fact that they
stay away from family, visits from family members and contact could be helptul for
enhancing their quality of life. Family involvement is vital for the quality of life of
aged. Lack of family support can reduce quality of life in elderly as it may cause
loneliness and depression in them. Most of the elderly adults sense happiness and feel
satistied after family visits which affect their overall well-being. According to elderly
adults their family members visits them rarely because of their busy routine.
Moreover, Elderly adults feel they're no longer essential for their family that’s why

they experience loneliness frequently (Alam, Singh, Gupta, Bhawnani, & Soni, 2016).

75.8% of elderly adults reported that they are not satisfied with living
conditions of old age homes whereas 24.2% reported that they are satisfied (see
Figure 4). Previous researches found that life satisfaction is positively related to
quality of life. Elderly adults who tended to not satisfied with their living condition
possess low quality of life (Yildirim, Kilic, & Akyol, 2013). Common problems

reported by older adults in old age homes were congested room and non-availability



of medicines at time that caused them to not satisfy with living conditions of old
homes (see Figure 5).

Based upon the literature support objectives and hypotheses were tested. First
objective was to test the relationship across study variables in older adults living with
families and older adults living in old-age homes. Hypothesis 1 is related to the first
objective. It was hypothesized that there will be negative relationship between
loneliness and quality of life (i.e. overall health, physical health, psychological health,
social relationship, and environmental health) among older adults living with family
and in old-age home. Finding of Pearson moment correlation confirmed this
hypothesis. Past researches also argue that loneliness leads to impaired quality of life
(Dahlberg, Andersson, McKee, & Lennartsson, 2015). The result of linear regression
also showed that loneliness is negative predictor of all domains of quality of life.
Total variance accounted by model in old home was 74% and with families variance
was 66%. Model includes positive and negative humor as well. Poor subjective health
(Dahlberg, 2011), decreased health status or impaired quality of life has been found to
be associated with loneliness. Other factors that add in quality of life such as presence
of chronic diseases or health problems has been related to increase the prevalence of
loneliness among elderly adults (Penning, Liu, & Chou, 2014). Decreased health
status of the older adults makes social contacts difficult, which in term increase risk
for loneliness. Loneliness also causes impaired psychological health which decreased

quality of life (Ekwall, Sivberg, & Hallberg, 2005).

It was hypothesized in Hypothesis 2 that there will be negative relationship
between loneliness and positive humor style (Self-enhancing and Self-affiliative) in
older adults living with families and living in old-age home. Results of Pearson
moment correlation confirmed this hypothesis; previous researches also explained that
positive humor impact loneliness negatively and function as a mechanism to reduce
loneliness (Schiau, 2016). Positive humor has been regarded as a source of positive
emotions, which can distract the individual from negative aspects of life and thus
reduce negative feelings and decreases loneliness (Samson & Gross, 2012).
According to Caron (2002), humor produces the positive emotion of joy, which helps
individuals cope with negative situations. Hampes (2005) found that affiliative and
self-enhancing humor style had a moderate negative relationship with loneliness.

Theoretically, affiliative humor is an interpersonal form of humor that includes telling
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jokes, saying funny things to amuse others, to improve relationships, and reduced
loneliness (Martin, 2003). Self-enhancing humor relates to perspective taking and
using humor to regulate emotions and cope, as well as to reducing loneliness. By
using sense of humor positively in interpersonal relationships feeling of
connectedness can be enhance that’s why positive humor and loneliness’s negatively

related to each other in both samples (Martin, 2003).

Hypothesis 3 stated that there will be positive relationship between loneliness
and negative humor style (Aggressive and Self-defeating) in older adults living with
family and in old-age home. It is evident by findings of previous researches that
maladaptive humor style (self-defeating and aggressive humor) involves excessively
self-disapproving humor, attempts to amuse others by doing or saying funny things at
one’s own expense as a means of gaining approval, and laughing along with others
when being ridiculed or criticized. Negative humor styles have been associated with
maladaptive schemas which increase possibility of depression. Previous researches
found that loneliness has been significantly linked with depression (Kazarian &
Martin, 2004; Martin, 2003). People who use negative humor tend to have low self-
esteem (Peplau & Perlman, 1982; Weiss, 1973) and low self-esteem has also been
related with loneliness (Martin, 2003). People with low self-esteem use negative
humor which can adversely affect interpersonal relations, as a result make people

lonelier (Cecen, 2007).

It was stated in hypothesis 4 that there will be negative relationship between
quality of life (i.e. overall health, physical health, psychological health, social
relationship, environmental health) and negative humor style (Aggressive and Self-
defeating) in older adults living with family and in old-age home. The result
conducted by Pearson product correlation also revealed that negative humor had
negative relation with quality of life (i.e. overall health, physical health, psychological
health, social relationship, and environmental health). Previous literature also
supported the findings that the use of maladaptive humor negatively affects the
quality of life in older adults (McGuire & Boyd, 1993; Powell & Thorson, 1993).
Results of linear regression also showed that negative humor negatively predict
quality of life. Model includes positive humor and loneliness as well. Total variance
accounted by model in old home was 74% and with families variance was 66%. This
result indicated that individuals using positive humor seem to be appealing to other
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people as compared to people who use negative humor that act as mean of destroying
healthy relationships. When people use humor as a way of insulting others then they
themselves can’t live happily by lacking satisfaction, happiness and good quality of
life. Humor is an element that uses for building satisfying interpersonal relationships
instead of demoralizing others by making jokes of them which as a result makes

person to live lonely (Hampes, 2005).

Hypothesis 5 stated that quality of life (i.e. overall health, physical health,
psychological health, social relationship, and environmental health) will be positively
related to positive humor style (self-enhancing and self-affiliative) in older adults
living with family and in old-age home. The result of Pearson product correlation
revealed that positive humor had positive impact on quality of life. Previous
literatures also supported these finding. Results of regression also showed that
positive humor positively predict quality of life and accounted for 74% of variance in
old home and 66% in older adults living with family. Adaptive humor has been
demonstrated for reducing discomfort and easing tension as a result makes life
pleasant (Linstead, 1985). Positive humor has been served as a channel (though
temporary) for frustration, apathy, resentment, hostility and anger, it can offer an
escape from the harshness of reality and lighten the burdens of life in older adults.
Incorporating positive humor in interpersonal relations helps individuals to get rid of
negativity and enhance quality of life. Positive humor is good for physical and
emotional health, reinforces interpersonal relationships with family, friends and
coworkers. As a result, person’s quality of life increases (Weaver, Richard, & Cotrell,
1987).

Hypothesis 8 stated that humor styles (positive and negative humor) will
mediate relationship between loneliness and quality of life in older adult living in old
age homes and living with family. In order to check mediating role of humor style
(positive and negative humor) mediation analysis were carried out which show
significant mediating role of positive and negative humor for both samples. Humor
enables a more optimistic outlook to life and enhances quality of life (Kuiper, Martin,
& Dance, 1992). Hampes (2005) explored that use of positive humor in life has been
linked with healthy interpersonal relationships which as a result increases physical
and psychological well-being. Adaptive humor style has been described as mediator

for stressors of life (Lefcourt, 2001). Kuiper and Nicholl (2004) proposed that
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adaptive humor works as a mediator for relationship of quality of life and loneliness.
Previous researches found that humor style work as mediator in relation between
loneliness and shyness. Shyness is one of the factors that foster loneliness, individuals
tended to use affiliative humor less, which led to more loneliness. Conversely, shy
individuals tended to make more use of self-defeating humor style which may affect
the quality of life. Shy people usually take an evasive attitude on social interaction,
too prone to yield negative emotions, and tend to have a more negative evaluation of
themselves and others, which make them less involved in social activities, and thus
have a strong sense of loneliness (Ashe & McCutcheon, 2001). Research regarding
humor styles and psychological adjustment suggested that endorsement of adaptive
humor has been linked with better quality of life. Incorporation of positive humor in
life of individual increases social circle reduce feeling of loneliness and as a result

enhances quality of life (Martin, 2003).

Hypothesis 9 stated that older adults living in old age homes will score higher
on loneliness as compared to older adults living with family. To test the hypothesis, /-
test was carried out between the older adults living with families and older adults
living in old-age homes. The results showed that older adults living in old age homes
scored higher on loneliness and negative humor style as compare to older adults living
with families. In comparison older adults living with families scored higher on
Quality of life (i.e. overall health, physical health, psychological health, social
relationship, and environmental health) and positive humor style (i.e. self-enhancing
and self-affiliative). Declination of ages comes with dependency on others, feeling of
loneliness, lack of caregiver and a worst case of physical illness as well. Loneliness is
more prevalent in the population living in old-age homes because the lack of
caregiver and domestic problems in their life. The results supported in accordance
with the previous research findings. A study conducted by Jakobsson and Hallberg
(2005) on older adult reported that loneliness is more prevalent in older adults living
in institution as compared to older adult living with families. Living in old-age homes
seems to be associated with an increased prevalence of lonecliness because people
living in old age homes are generally less surrounded by people and love from family
as compared to people living with families so they experience more loneliness as they
have experienced family life as well which make them nostalgic (Jylha 2004; Nilsson,

Lindstrom, & Naden, 2006).
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Hypothesis 10 stated that older adults living with family will score higher on
quality of life (i.e. overall health, physical health, psychological health, social
relationship, environmental health) as compared to older adults living in old-age
homes. In order to check the difference, independent sample t-test analysis has been
conducted among older adults living with families and older adults living in old-age
homes. The results revealed significant higher scores on all domain of quality of life
(overall health, physical health, psychological health, social relationship,
environmental health) in older adults living with families as compared to older adults
living in old-age homes. Many researchers conducted in Pakistan in regards to the
quality of life in older adults reported that quality of life is better in individuals who
live with family than those who lives in institutionalized setup because elder living in
old age homes lack in availability of standard food, proper medicine at time and
genuine love and support of family which affect their physical health as well as
psychological health (Hayat, Khan, & Sadia, 2016). Quality of life includes many
factors including health, interpersonal relations, satisfaction of life so people living
with family score high on all these domains of quality of life as compared to elder

living in old homes (Grande, Farquhar, Barclay, & Todd, 2009).

Family plays a vital role in every phase of life especially in society like ours
where family support is crucial for wellbeing. People living away from families
deprived of that family support lead to less life expectancy. Residents of old homes
were tears while had speaking their hearts and sharing stories of their lives. They
needed only one thing that is time of their loved ones. They were suffering in a lot of
ways, e.g. ageing, different types of disease, lack of proper caregiver, lack of family
support and lack of home environment. There is a lot to do for elder people of our
society. Some of them were highly educated and served their whole life fulfill needs
of their family but after getting retired from their jobs, there were no one to support

them.
Limitations and Suggestions

Sample of the study was constrained to old-age homes located in twins cities
(Islamabad and Rawalpindi).

sing convenience sampli echniques participants of the s ore
e By using convenience sampling techniqu articipants of the study wet

approached from area of [slamabad/Rawalpindi, that's why findings cannot be
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applied to overall population. There can be cultural variations which don’t
allow generalization of results.

¢ Self-report measures generate concerns about accuracy of findings.

e It is suggested to future researcher to use longitudinal or mixed method to
explore factor that contributes in loneliness and quality of life among older

adults living with families and in old-age homes.
Implications

There is a great need of improving life standards of people living in old age
homes. The study will help to understand lives of older adults living apart from
families. Quality of life should be increased along with efforts to cope effectively with
life challenges of older adults living in old-age homes and living with families. This
study will help to understand importance of incorporating humor in lives of elderly
people for making them feel connected by decreasing loneliness and enhancing their

quality of life.

Conclusion

Present study explored relationship between loneliness, quality of life and
humor style among older adults living in old-age homes and living with families.
Present study has explored that older adults living in old-age homes scored higher on
loneliness, negative humor and scored lower on quality of life and positive humor as
compared to older adults living with families. Finding of the present study revealed
that positive humor positively predicted quality of life among older adults living in
old-age homes and living with families. This study has revealed that peoples living
with families has more positive humor and they use it as a tool to cope loneliness,
consequently they have more happiest and satisfactory life as compare to older adults

living in old age homes.
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Loneliness Scale Urdu Version
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Annexure-E~
Quality of Life Scale (Urdu Version)
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