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Objective: 
Primary objective: 
⚫ To determine the association between urban greenspace Access and Usage on the Mental Health among Elderly in urban Mysuru. 
⚫ To determine the association between urban greenspace Access and Usage on the quality of life among Elderly in urban Mysuru. 
Secondary objective: 
⚫ To assess the level of depression, anxiety, and stress among Elderly in Urban Mysuru. 
⚫ To assess the quality of life (QoL) of Elderly in urban Mysuru 
⚫ To identify the patterns of green space use among Elderly.

SECTION A: SOCIO-DEMOGRAPHIC SCALE 
1. Participant Name: _____________________
2.Date of Interview (DD/MM/YYYY): _______/_______/_______
       3.Time of Interview (HH:MM): ______:______
Section 1: Basic Demographics
5. Age (in completed years): _____________________ 
6. Gender:
· [ ] Male       [ ] Female       [ ] Others

7. Marital Status:
· [ ] Never Married
· [ ]  Married
· [ ] Widowed
· [ ] Divorced
· [ ] Separated
8. Religion: Hindu / Muslim / Christian / Sikh / Buddhist / Jain 
· [ ] Other (Please specify): _____________________
Section 2: Socioeconomic Status & Education
10. Highest Level of Education Completed:
_____________________
11. Current Occupation Status:
             _____________________
12. Approximate Monthly Family Income (from all sources):
_____________________
Section 3: Household and Living Arrangement
13. Type of Family:
· [ ] Nuclear Family (Parents and unmarried children)
· [ ] Joint Family (Multiple generations living together)
· [ ] Extended Family (Other relatives living together)
14. Total Number of Members in Your Household (including yourself): _____________________
15. What is your current living arrangement?
· [ ] Living alone
· [ ] Living with spouse only
· [ ] Living with children
· [ ] Living with other relatives (e.g., siblings, grandchildren)
· [ ] Living in an old age home/assisted living facility
· [ ] Other (Please specify): _____________________
16. How long have you been residing in urban Mysuru?
_____________________
Section 4: Self-Reported Health and Lifestyle Factors 
17. In general, how would you rate your health?
· [ ] Excellent
· [ ] Very Good
· [ ] Good
· [ ] Fair
· [ ] Poor
18. Do you currently have any diagnosed chronic diseases (e.g., Diabetes, Hypertension, Heart Disease, Arthritis, Asthma, Depression, etc.)?
· [ ] Yes
· [ ] No
· [ ] Prefer not to disclose
· If Yes, please list them: _______________________________________________________________
QOL
Physical Activity (typical week)
1a. Walking for transport (to shops, temple, bus stop, park) – days/week: __; minutes/day: __
1b. Leisure walking in greenspaces – days/week: __; minutes/day: __
1c. Moderate activities (brisk walk, cycling, household chores, gardening) – days/week: __; minutes/day: __
1d. Vigorous activities (fast cycling, stair climbing, manual labor, group exercise) – days/week: __; minutes/day: __
1e. Strength/balance (sit‑to‑stand, leg raises, yoga/tai‑chi) – sessions/week: __; minutes/session: 

2. Sleep
2a. Night sleep duration (hours) on most nights: __
2b.how long do you typically nap during the day? ☐ No ☐ <30 min ☐ 30–59 ☐ 1–2 h ☐ >2 h
2c. Sleep quality overall: ☐ Very good ☐ Good ☐ Fair ☐ Poor ☐ Very poor
2d. Snoring or witnessed apnoea? ☐ Yes ☐ No ☐ Don’t know


3. Food
MNA-SF Questions:
1. Has food intake declined over the past 3 months due to loss of appetite, digestive problems, chewing or swallowing difficulties?
· 0 = severe decrease in food intake
· 1 = moderate decrease
· 2 = no decrease
2. Weight loss during the last 3 months?
· 0 = weight loss > 3 kg (6.6 lbs)
· 1 = does not know
· 2 = weight loss between 1 and 3 kg (2.2-6.6 lbs)
· 3 = no weight loss
3. Mobility?
· 0 = bedridden or chair-bound
· 1 = able to get out of bed/chair but does not go out
· 2 = goes out
4. Has suffered psychological stress or acute disease in the past 3 months?
· 0 = yes
· 2 = no
5. Neuropsychological problems?
· 0 = severe dementia or depression
· 1 = mild dementia
· 2 = no psychological problems
6. Body Mass Index (BMI)
· 0 = BMI less than 19
· 1 = BMI 19 to less than 21
· 2 = BMI 21 to less than 23
· 3 = BMI 23 or greater
· (Note: If BMI cannot be calculated, an alternative is to use calf circumference: 0 = less than 31 cm, 3 = 31 cm or greater)

Food Frequency Questionnaire (FFQ)
Food Group                Rarely/Never1-2 times/week3-5 times/week6-7 times/week Daily
Fresh Fruits
Green Leafy Vegetables
Processed/Junk Foods
Sweets or Sugary Drinks
Fish or Nuts


4. Substance Use
4a. Tobacco (current): ☐ None ☐ Smoking (cigarette/beedi) ☐ Smokeless (chew, snuff) ☐ Both
If current or past, age started: __; quit year (if past): __; daily amount: __; years used: __
4b. Alcohol (past 12 months): ☐ None ☐ Monthly or less ☐ 2–4×/month ☐ 2–3×/week ☐ ≥4×/week
4c. Typical drinks on a drinking day: ☐ 1–2 ☐ 3–4 ☐ 5–6 ☐ ≥7
4d. Binge frequency (≥5 drinks/occasion): ☐ Never ☐ <Monthly ☐ Monthly ☐ Weekly ☐ Daily/almost daily
4e. Areca nut/paan: ☐ Never ☐ Occasionally ☐ Weekly ☐ Daily
4f. Caffeine (tea/coffee) cups/day: __








[bookmark: _Hlk204849957]Section B: Geriatric Depression Scale(GDS) 
Instructions:
Please answer the following questions based on how you have felt over the past week. Choose YES or NO for each.
	No.
	Question
	Response (✓)
	Score*

	1
	Are you basically satisfied with your life?
	YES / NO
	

	2
	Have you dropped many of your activities and interests?
	YES / NO
	

	3
	Do you feel that your life is empty?
	YES / NO
	

	4
	Do you often get bored?
	YES / NO
	

	5
	Are you in good spirits most of the time?
	YES / NO
	

	6
	Are you afraid that something bad is going to happen to you?
	YES / NO
	

	7
	Do you feel happy most of the time?
	YES / NO
	

	8
	Do you often feel helpless?
	YES / NO
	

	9
	Do you prefer to stay at home, rather than going out and doing new things?
	YES / NO
	

	10
	Do you feel you have more problems with memory than most people?
	YES / NO
	

	11
	Do you think it is wonderful to be alive?
	YES / NO
	

	12
	Do you feel pretty worthless the way you are now?
	YES / NO
	

	13
	Do you feel full of energy?
	YES / NO
	

	14
	Do you feel that your situation is hopeless?
	YES / NO
	

	15
	Do you think that most people are better off than you are?
	YES / NO
	


Total Score: ____ /15
 Scoring Guidelines:
· 0–5: Normal (No depression)
· 6–10: Mild to moderate depression (Follow-up recommended)
· 11–15: Severe depression (Clinical evaluation required)
Note: Score 1 point for each response that suggests depression. (Answers indicating depression are italicized in the original scale and must be pre-coded accordingly.)

Section C: GAD-7 – Generalized Anxiety Disorder Scale
Purpose: Over the last two weeks, how often have you been bothered by the following problems?
For each question, choose from the following alternatives:
· 0 - Not at all
· 1 - Several days
· 2 - More than half the days
· 3 - Nearly every day
Questionnaire Items:
1. Feeling nervous, anxious, or on edge
· [ ] 0
· [ ] 1
· [ ] 2
· [ ] 3
2. Not being able to stop or control worrying
· [ ] 0
· [ ] 1
· [ ] 2
· [ ] 3
3. Worrying too much about different things
· [ ] 0
· [ ] 1
· [ ] 2
· [ ] 3
4. Trouble relaxing
· [ ] 0
· [ ] 1
· [ ] 2
· [ ] 3
5. Being so restless that it is hard to sit still
· [ ] 0
· [ ] 1
· [ ] 2
· [ ] 3
6. Becoming easily annoyed or irritable
· [ ] 0
· [ ] 1
· [ ] 2
· [ ] 3
7. Feeling afraid, as if something awful might happen
· [ ] 0
· [ ] 1
· [ ] 2
· [ ] 3
Figuring Your GAD-7 Score
1. Add up your scores for each of the seven items to get a total.
· Column totals: ____ + ____ + ____ + ____ = ____
· Total score: ____ (Range 0-21)
Interpretation of Total Score (GAD-7 Anxiety Severity):
· 0-4: Minimal anxiety
· 5-9: Mild anxiety
· 10-14: Moderate anxiety
· 15-21: Severe anxiety
Additional Question:
If you checked any problems, how difficult have they made it for you to do your work, take care of things at home, or get along with other people?
· [ ] Not difficult at all
· [ ] Somewhat difficult
· [ ] Very difficult
· [ ] Extremely difficult
Section D: Perceived Stress Scale (PSS)
For each question, choose from the following alternatives:
· 0 - Never
· 1 - Almost Never
· 2 - Sometimes
· 3 - Fairly Often
· 4 - Very Often
Questionnaire Items:
1. In the last month, how often have you been upset because of something that happened unexpectedly?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
2. In the last month, how often have you felt that you were unable to control the important things in your life?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
3. In the last month, how often have you felt nervous and stressed?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
4. In the last month, how often have you felt confident about your ability to handle your personal problems?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
5. In the last month, how often have you felt that things were going your way?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
6. In the last month, how often have you found that you could not cope with all the things that you had to do?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
7. In the last month, how often have you been able to control irritations in your life?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
8. In the last month, how often have you felt that you were on top of things?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
9. In the last month, how often have you been angered because of things that happened that were outside of your control?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
10. In the last month, how often have you felt difficulties were piling up so high that you could not overcome them?
· [ ] 0 - Never
· [ ] 1 - Almost Never
· [ ] 2 - Sometimes
· [ ] 3 - Fairly Often
· [ ] 4 - Very Often
Figuring Your PSS Score
You can determine your PSS score by following these directions:
1. Reverse your scores for questions 4, 5, 7, and 8. On these 4 questions, change the scores like this:
· 0 = 4
· 1 = 3
· 2 = 2
· 3 = 1
· 4 = 0
2. Now add up your scores for each item (including the reversed scores for questions 4, 5, 7, and 8) to get a total.
Interpretation of Total Score:
Individual scores on the PSS can range from 0 to 40, with higher scores indicating higher perceived stress.
· 0-13: Considered low stress.
· 14-26: Considered moderate stress.
· 27-40: Considered high perceived stress.
Section E: Quality of life
1. How would you rate your quality of life?
· [ ] 1 - Very poor
· [ ] 2 - Poor
· [ ] 3 - Neither poor nor good
· [ ] 4 - Good
· [ ] 5 - Very good
2. How satisfied are you with your health?
· [ ] 1 - Very dissatisfied
· [ ] 2 - Dissatisfied
· [ ] 3 - Neither satisfied nor dissatisfied
· [ ] 4 - Satisfied
· [ ] 5 - Very satisfied
Section 2: How much have you experienced certain things in the last two weeks?
· Response Scale:
· 1 - Not at all
· 2 - A little
· 3 - A moderate amount
· 4 - Very much
· 5 - An extreme amount
3. To what extent do you feel that (physical) pain prevents you from doing what you need to do?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
4. How much do you need any medical treatment to function in your daily life?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
5. How much do you enjoy life?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
6. To what extent do you feel your life to be meaningful?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
Section 3: How completely you experience or were able to do certain things in the last two weeks.
· Response Scale:
· 1 - Not at all
· 2 - A little
· 3 - Moderately
· 4 - Mostly
· 5 - Completely
7. How well are you able to concentrate?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
8. How safe do you feel in your daily life?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
9. How healthy is your physical environment?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
10. Do you have enough energy for everyday life?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
11. Are you able to accept your bodily appearance?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
12. Have you enough money to meet your needs?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
13. How available to you is the information that you need in your day-to-day life?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
14. To what extent do you have the opportunity for leisure activities?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
15. How well are you able to get around?
· [ ] 1 - Very poor
· [ ] 2 - Poor
· [ ] 3 - Neither poor nor good
· [ ] 4 - Good
· [ ] 5 - Very good
Section 4: How good or satisfied you have felt about various aspects of your life over the last two weeks.
· Response Scale:
· 1 - Very dissatisfied
· 2 - Dissatisfied
· 3 - Neither satisfied nor dissatisfied
· 4 - Satisfied
· 5 - Very satisfied
16. How satisfied are you with your sleep?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
17. How satisfied are you with your ability to perform your daily living activities?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
18. How satisfied are you with your capacity for work?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
19. How satisfied are you with yourself?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
20. How satisfied are you with your personal relationships?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
21. How satisfied are you with your sex life?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
22. How satisfied are you with the support you get from your friends?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
23. How satisfied are you with the conditions of your living place?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
24. How satisfied are you with your access to health services?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
25. How satisfied are you with your transport?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
Section 5: How often you have felt or experienced certain things in the last two weeks.
· Response Scale:
· 1 - Never
· 2 - Seldom
· 3 - Quite often
· 4 - Very often
· 5 - Always
26. How often do you have negative feelings such as blue mood, despair, anxiety, depression?
· [ ] 1
· [ ] 2
· [ ] 3
· [ ] 4
· [ ] 5
SECTION 5: Greenspace Access & Usage
        1.On average, how often do you visit a public greenspace (e.g., a park, garden, or          
         other public green area)?
· ☐ Daily
· ☐ 2-3 times per week
· ☐ Weekly		
· ☐ Rarely (e.g., a few times a year)
· ☐ Never

2. Average duration of stay in greenspace per visit:
☐ <15 minutes
☐ 15–30 minutes
☐ 30–60 minutes
☐ >1 hour
· 3. How far is the nearest greenspace from your residence?
☐ <500 m
☐ 500 m – 1 km
☐ >1 km

· 4. Preferred time of visit:
☐ Morning
☐ Afternoon
☐ Evening
☐ Night
· 5. Main activity in greenspace:
☐ Walking
☐ Relaxing
☐ Socializing
☐ Exercise
☐ Religious activities
☐ Other: ___________
· 6. Do you usually visit alone or with others?
☐ Alone
☐ With family
☐ With friends
☐ With community group
· 7. Perceived safety in greenspace:
☐ Very safe
☐ Safe
☐ Neutral
☐ Unsafe
☐ Very unsafe
· 8. Accessibility of greenspace:
☐ Very good
☐ Good
☐ Average
☐ Poor
☐ Very poor
· 9. Cleanliness & maintenance of greenspace:
☐ Very good
☐ Good
☐ Average
☐ Poor
☐ Very poor
· 10. Do you avoid greenspaces at certain times?
☐ Yes
☐ No
· 11. Do you feel enough seating/resting areas are available?
☐ Yes
☐ No
· 12. Do you feel enough lighting is available in the evenings?
☐ Yes
☐ No
· 13. How important are greenspaces for your daily life?
☐ Not important
☐ Slightly important
☐ Moderately important
☐ Very important
☐ Extremely important
· 14. Do you believe greenspaces improve your health and well-being?
☐ Yes
☐ No
☐ Not sure
15. What are the main reasons that limit or prevent you from visiting greenspaces more often? (Mark all that apply)
☐ Poor health/mobility issues
☐ Safety concerns
☐ No one to accompany me
☐ Too far/no transport
☐ Lack of seating/toilets
☐ Poor cleanliness/stray animals
☐ Lack of time
☐ Not interested
☐ Other: ___________
16. Elder-friendly accessibility in your usual greenspace
Wheelchair/stroller-friendly paths: ☐ Yes ☐ No ☐ Not sure
Toilets available and usable: ☐ Yes ☐ No ☐ Not sure
Adequate shaded areas: ☐ Yes ☐ No ☐ Not sure
Benches/seating at short intervals: ☐ Yes ☐ No ☐ Not sure
Even, non-slippery walking surface: ☐ Yes ☐ No ☐ Not sure
Nearest greenspace name/type you usually visit: ____________________ (e.g., “public park”)
SECTION 6: Greenspace & Well-being Link 
(Objective: Association of greenspace with mental health and QoL)
· Response options:
☐ Strongly disagree
☐ Disagree
☐ Neutral
☐ Agree
☐ Strongly agree
· 
· 1. Spending time in greenspaces improves my mood.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 2. Greenspaces help me reduce stress and anxiety.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 3. I feel more socially connected after visiting greenspaces.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 4. I feel safer and more relaxed in greenspaces compared to crowded places.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 5. Greenspaces give me a sense of peace and spirituality.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 6. Regular visits to greenspaces improve my physical health.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 7. I feel more satisfied with life when I visit greenspaces.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 8. Greenspaces give me motivation to remain active in old age.
☐ SD ☐ D ☐ N ☐ A ☐ SA
· 9. Overall, greenspaces enhance my quality of life.
☐ SD ☐ D ☐ N ☐ A ☐ SA












