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Background: Depression represents a major international public health problem for both developed and developing countries. It is associated 
with increased risk of morbidity, suicide, decreased physical, cognitive and social function, and greater self-neglect which in turn is associated 
with increased mortality. The aim was to investigate the prevalence, pattern and associated factors of depression among the elderly individuals 
in a primary care clinic in Northwestern Nigeria
Methodology: The study was a cross-sectional hospital-based study and 391 elderly participants in a primary care clinic of Usmanu  
Danfodiyo University Teaching Hospital were recruited through systematic sampling technique. Data was collected using pre-tested, 
structured interviewer-administered questionnaire, Oslo – 3 social support scale and the GDS- 30 was used to screen for depression.Data was 
analyzed using SPSS version 20. Test of associations was done using Chi- square test and P < 0.05 was considered statistically significant.
Results: The prevalence of depression among the elderly was found to be (41.2%) and of these respondents who were depressed, (99.4%) of 
them had mild depression while (0.6%) had severe depression. Marital status, level of education, occupational status, average monthly 
income, location of residents, social support,(P -value <0.05)  were found to be significantly associated with depression in the elderly. 
Conclusion: The prevalence of elderly depression was high in primary care with preponderance of mild depression, the study recommends 
early screening, detection and treatments of depressive disorder in the elderly by primary care physician.
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Introduction

Depression represents a major international public health problem 
1for both developed and developing countries.  Depression is a 

significant public health issue, linked to increased morbidity, 

suicide, decreased physical, cognitive, and social function, and 
2,3increased self-neglect, leading to increased mortality.  Depression 

has been found to be an independent cause of disability as well as a 

major contributor to disability from primary physical illness by 
1-3exacerbating physical deterioration.  Environmental and physical 

factors often exacerbate the severity of this psychological condition, 
2, 3particularly affecting the elderly more than other age groups.  

Depression according to World Health Organization (WHO) is 

defined as a common mental disorder characterized by sadness, loss 

of interest, feeling of guilt, or low self- worth, disturbed sleep or 
4 appetite, feeling of tiredness and poor concentration. DSM-5 

categorizes depressive disorder into different types, including 

disruptive mood dysregulation disorder, major depressive disorder, 

persistent depressive disorder, dysthymia, premenstrual dysphoric 

disorder, substance/medication induced depressive disorder, and 

nonspecific depressive disorder. The common feature of these 

disorders includes sad feelings, irritable mood, with or without 

somatic or psychotic syndromes affecting individual function, with 
5differences in duration, time and aetiology.

The United Nation (UN) defines an elderly person as age 60 years 
6 and above, while, according to WHO, high income countries 

considers age of 65 years or older as “elderly” or older person, 
6however, this does not adapt well to the situation in Africa.  The 

UN's definition of pension benefit age is often arbitrary, particularly 

in African countries where formal retirement age from formal sector 
6services ranges between 55 and 65 years.  In Nigeria, the national 

demographic health survey (2013) defines elderly persons as those 
7aged 60 years and above.

Depressive disorders are common in older people with prevalence in 
8the community of around 12%.  Depression is more common in 

older, physically ill patients in primary care setting with estimates of 
95-58% and mean prevalence of 29%.  In addition, depression in later 

life is more heterogeneous than in younger people, not only in 
10symptoms but also in etiology and prognosis.  Identifying 

depression in older adults in primary care settings can alleviate 

distress and reduce suicide risk, as it negatively impacts medical 

outcomes, increases mortality, treatment compliance, and 
10rehabilitation response.

Depression in the elderly is a global issue, with Nigeria having the 
11highest number of elderly people in Africa.  In Nigeria, current data 

indicates that individual aged 60 years and above constitutes 6% of 
11 the population. Nigeria's elderly population, over 5 million, is the 
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largest in Africa, but life expectancy is increasing due to 
12 improvements in food security and healthcare. As a result of 

population projection in Nigeria, the population of the elderly will 
13be 16 million by 2030 and 47 million by 2060.  The global rise in 

older adults raises concerns about societal and health implications, 

especially in middle-income countries where aging rates are faster 
14 than in high-income countries. However, little consideration has 

been given to issues of old age in sub- Saharan Africa, which 
14remains the world's poorest and youngest region.  The increasing 

older adult population in Africa necessitates increased awareness 

about chronic health issues like depression, with prevalence varying 
15 globally between 10% and 29% depending on cultural context. In 

Nigeria, similar to global figures, studies showed it is often 

neglected in this environment as people tend to view it as part of 
16normal ageing process.  The number of people aged 60 and above in 

Africa is projected to rise from 48 million in 2005 to 207 million by 
172050.  

Depression is a common mental health problem and an increasingly 

common cause of morbidity and disability in lower income 
3,14 countries. It is common among middle age and older adults and 

can increase the likelihood of negative outcomes when combined 
3,14with other somatic and mental disorder.  Depression can affect 

social roles, daily functioning and is associated with decreased 
18quality of life.  Depression negatively affects quality of life and 

1-3increases medical comorbidity such as cardiovascular disease.  It is 

also known that if depression occurs after myocardial infarction, 

besides worsening quality of life, there is increased morbidity and 
3 mortality. Depression in hospitalized patient may lead to greater 

1,2,3.lengths of stay as well as other negative outcomes.  

Depression represents one of the most profound human problems 

currently facing the global health care system and estimate to cover 

5.7% of the total burden of disease in 2020. Though occurs at all 
18ages, it is the most common mental disorder in the elderly.  The 

World Health Organization (WHO) has categorized depression as 

the most disabling clinical diagnosis in the world and estimated that 

by the year 2020, if the current trend continues the burden of 
18depression will increase to 5.7% of the total disease burden.

Depression prevalence in Kano, Nigeria, is 49.8% among the 

elderly, with risk factors including low education, chronic medical 
19conditions, and female gender. Also another study in Sokoto North-

Western Nigeria, among special population of leprous people 
20showed the prevalence of depression to be 15%.  

A Gureje study in Ibadan, Nigeria, revealed a 26.2% lifetime and 

7.1% 12-month prevalence of major depression among the elderly, 
21linked to female sex and urbanization.  In Osun State, Southwest 

Nigeria, a hospital based study showed 51.6% of the subjects had 

one form of depression or the other, with being female, older age 

group and low educational status being associated with depression. 

Depression prevalence in Lagos, South-Western Nigeria is 26%, 

linked to factors like age, long residence, less developed area, and 
23lack of children, with higher social support protective.  

A study at UPTH in Nigeria found 28% of elderly 65+ have 

depression, with factors like age, low social class, education, and 

24widowhood/widowers contributing to high prevalence.  The SAGE 

study in South Africa found a 4% depression prevalence in the past 

12 months, linked to functional disability, poor quality of life, and 
25chronic conditions.

Finding from the WHO study on global ageing and adult health 

reported a prevalence of mild depression of 6.7% and 2.7% in Ghana 

and South Africa respectively, with higher gender (female) 
25differences only in Ghana.  Depression is linked to migration, lack 

of current work, higher age, and lower quality of life among women 
25in Ghana and men in South Africa.  Another study in Eastern Cape 

Province South Africa showed a prevalence of depressive symptoms 
26 of 20.5% in women and 13.5% in men. In Ethiopia, the overall 

prevalence of depression among old age was 28.5%, of which 61.9% 

and 48% were female and those between  the ages of 70 and 74 
18respectively.  Being female, not married, those with no formal 

education, living alone, those who had chronic illness, elderly with 

cognitive impairment as well as substances use were the factors 
19 being associated with depression. A Survey carried out in old aged 

nursing home in Tunisia, revealed a prevalence of depression in  the 
21 elderly to be 51.4%. A Study done in Egypt in 2009 reported that the 

point prevalence of depression in the elderly aged 60 and above was 
2746.6%.  A hospital-based study in Malaysia found a 13.9% 

prevalence of depression in the elderly, while two community-based 

studies reported a 8% and 6% prevalence in rural and urban 
29communities, respectively.

A study in Chittoor, Andhra Pradesh, found 47% of the elderly suffer 

from depression, with factors such as female illiteracy, living alone, 

low socio-economic status, and economic dependency being 
30 associated. In a study conducted among elderly nursing home 

resident in Singapore, the overall point prevalence was found to be 
31 21.1%. The prevalence rate for minor depression in the elderly 

31nursing home residence was 14.4% and 6.7% for major depression.  

Significant risk factors that were found to be associated with 

depression were length of stay for more than two years, known 
32history of depression and lack of social contact. Another cross 

sectional study to screen for depression in elderly medical in-patient 
32 from rural area of Norway reported a prevalence of 10%. In the 

medical research council cognitive function and ageing study in 

England and Wales, the prevalence of depression was found to be 
338.7%,  and it was found to be more common in women and was 

associated with functional disability, co-morbid medical disorder 
33and social deprivation.  In the USA, the overall depression 

34prevalence of 11.19% was reported.

Nigeria has the largest number of elderly people over 60 years of age 

in sub-Saharan Africa, yet there is very little put in place by the 
6government as institutional policies and legislation for the elderly.  

Most data on depression in Africa, including Nigeria, primarily 

focus on younger or specific populations, such as individuals living 

with HIV/AIDS, and do not represent older adults. As the older adult 

population grows, there is a pressing need for more information on 

the burden of mental illness, particularly depression, which is likely 
25to become a significant public health challenge.  Mental disorder 
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like depression is common in later life and closely associated with 

suicide, yet only a small proportion of older adults in need of mental 
37health care receive adequate treatment.  Identifying depression 

prevalence and associated factors in the elderly can inform public 

health policies, as diagnosis is often challenging due to its 

prevalence among hospital patients.

Research on depression prevalence and patterns among elderly 

individuals in Northwestern Nigeria is limited, necessitating further 

investigation into the factors contributing to this issue.

Methods and Materials

The study was conducted at the Department of Family Medicine of 

Usmanu Danfodiyo University Teaching Hospital (UDUTH), 

Sokoto, North western Nigeria. The Department of Family 

Medicine of the hospital serves as a primary care clinic within the 

setting of the tertiary hospital. Patients who need primary care are 

managed and followed up in the clinic while those who need other 

specialists care are referred to the respective core specialist clinics in 

a 2-way referral system for further management. Sokoto, the capital 

of Sokoto state located in the North-Western part of Nigeria. . The 

indigenous inhabitants of the state are mainly Hausa and Fulani. 

Other ethnic group resident in the state includes Zabarmawa, Igbo, 

Yoruba, Nupe, Ibira, Igala, Idoma and others. Hausa is the 

commonly spoken language. Farmers form the greater percentage of 

the population, while the rest are civil servants, traders, and artisans. 

About 87% of the population lives in the rural areas with Western 
36literacy level being put at 44.9%.

Sample size estimation was determined using the formula for 
2 2estimating minimum sample size for descriptive studies n=Z  pq/d  

where n=Desired sample size when population is more than 10,000; 

Z=Standard normal deviate set at 1.96 which corresponds to 95% 

confidence limit; p=prevalence of elderly depression in a Nigerian 

family practice population in Aminu Kano Teaching Hospital 
19Nigeria  (P=49.8%); q=1.0 – p (q=0.502), d=Desired level of 

precision was set at 0.05. This gave a sample estimate of 384 

patients. The sample was adjusted for finite population of less 

10,000 and a response rate (R) of 90% was anticipated to 

accommodate for non- response, rejection of participation, 

incomplete or loss of data.  This gave a minimum sample estimate of 

391 elderly patients

The eligible patients for the study were based on the inclusion 

criteria and a systematic sampling technique was employed. Elderly 

patients aged ≥60 years who attend the primary care clinic and who 

gave informed consent were recruited for the study and those who 

were not competent to respond to the questionnaire such as critically 

ill patients, the deaf and dumb were excluded from the study.

The instruments for data collection (Questionnaire which included 

20 items, 30-items Geriatric Depression Scale and the Oslo-3item 

social support Scale), were administered to all participants. The 

questionnaire (Appendix I) was partially adapted which contained 

the sociodemographic profile of the study participants which 

includes age, gender, and marital status, and occupation, level of 

education, religion/ethnicity, present living arrangement whether 

living alone, with spouse/children or with others. Location of 

residence whether they live in a more developed area or less 

developed area of the community. Also contained in the 

questionnaire was average monthly income based on the World 

Bank standard of 1.9 US dollar per day poverty line (monthly 57 US 

dollar at 365 naira per U.S dollar in 2018 which is equivalent to 

20,805 naira per month), availability of care giver and overall social 

support using the Oslo 3 items social support scale a score of 3 to 8 is 

poor or low support while a score 9 to 14 is moderate to high support.

  Geriatric Depression Scale (GDS) 

The Geriatric Depression Scale (appendix ii) is a 30-item self -

reported assessment used to identify depression in the elderly. The 
24,25scale was first developed in 1982 by J.A Yesavage and others.  It is 

a self-reported scale for depressive disorder in Geriatric population. 

It is a brief questionnaire in which participants are asked to respond 

to the 30 questions by answering either, Yes or No in reference to 

how they feel on administration i.e., depending on whether the 

question indicate depression or not. Each question is awarded a 

score of either 1 or 0 respectively, and a total score of 0 - 9 is 

considered normal. 10 – 19 indicates mild depression and 20 – 30 
41indicates severe depression. The GDS may be used in healthy, 

medically ill, and mild to moderate cognitively impaired adult. The 

GDS has been used extensively in several countries, in community, 

acute and long-term care settings, it has been used extensively in the 
23 United States as well as in other countries. instrument has been 

23,24,used in Nigeria by a number of authors.  The GDS was found to 

have 92% sensitivity and 89% specificity when evaluated against 
23 37diagnostic criteria. , The validity and reliability of the tool has been 

24supported through both clinical practice and research. It has been 

validated and used for screening of depression among elderly in 

both primary health care setting and in the community and had also 
23 care practice population. been used in Nigerian primary.

Pre-testing of the study instrument was done at the Family Medicine 

Clinic of the State specialist hospital. Forty patients were 

haphazardly selected and used for the pre-testing of the study tool 

which lasted for 5 days. The pre-testing was done to assess the 

applicability of the questionnaire and standard tools. All the patients 

used for the pre-testing of the questionnaire instrument gave valid 

and reliable responses confirming the clarity and applicability of the 

questionnaire tools, and questions were interpreted with the same 

meaning as intended

Data was collected using an interview administered questionnaire. 

Participants that met the inclusion criteria were interviewed face-to-

face at the GOPC following their informed consent. Participants 

found to have depression according to GDS (score of 20 and above), 

were referred for further psychiatric evaluation and psychological 

support while those of (scores 10-19) mild depression was treated in 

General Out-patient Clinic of the Family Medicine clinic

 Data Management 

Data was collected, cleaned and entered into the computer and 

analyzed using statistical packages for social science (SPSS) 

version 20. Categorical data was presented using graphs charts and 

tables for frequency and percentage for variables. Chi-square test 
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was done to compare difference between proportions. The level of 

significance was set at p < 0.05. 

Ethical Approval 

Approval for the study was obtained from UDUTH Research Ethics 

Committee with reference UDUTH/HREC/2018/No 719 while 

informed written and verbal consent was obtained from the study 

participants before recruitment

  RESULTS 

 Quality of Data

All the 391 questionnaires and other tools administered for this 

study were adequately completed giving a response rate of 100%.   

Sociodemographic characteristics of respondents

 As shown on table 1 below, a total of 391 participants were recruited 

for the study, the age ranges of the respondents were from 60-95 

years. Majority of the respondents belonged to the age group of 60-

69 years (61.9%) and more than half of the respondents were males 

(59.6%). A high proportion of respondents (58.31%) belonged to 

Hausa ethnic group. Over three-quarters of the   respondents 

(84.4%) were Muslims. Majority of the respondents were married 

(71.1%). The main form of education among respondents was 

qur'ranic education (49.9%) while only (18.2%) of respondents had 

a tertiary level of education. Nearly half of the respondents were 

self-employed (41.4%) and this was closely followed by the 

unemployed (29.4%). However, more than a third of the participants 

had their family (40.7%) as their source of finance with majority 

(73.9%) of the respondents having an average monthly income of ≥ 

20,805 naira.    

Table 1: Sociodemographic characteristics of respondents 

Family Characteristics of respondents:

Majority of the respondents were from extended families (71.1%). 

More than average (56.5%) of the respondents practiced 

polygamous type of marriage. Over three-quarter of the respondents 

(80.1%) had five or more children alive. Majority of the respondents 

(88.7%) lived with their spouse/children. A high proportion of the 

respondent's location of residence was in the more developed area of 

the community (54.4%) while almost average of the respondents 

(48.6%) had moderate social support.  

Table 2: Family Characteristics of respondents  

 Prevalence of depression among respondents. 

Figure1 below shows that a total of three hundred and ninety-one 

(391) respondents were assessed.
The prevalence of depression was 41.2% (161).  

Figure 1: Prevalence of Depression among respondents 

Pattern of depression among respondents. 

of the 161 respondents who were depressed, 99.4% had mild 

depression while 0.6% had severe depression as seen in figure 2 

below.
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Figure 2: Pattern of Depression among respondents 

Relationship between respondents' sociodemographic 

characteristics and Depression: 

Table 4 shows the association between 

sociodemographic characteristics of respondents and depression.  

The age, gender, ethnicity, religion, and source of income of the 

respondents did not show significant association with depression 

since the p-values were greater than 0.05, while level of education, 

Occupational status, marital status and average monthly income of 

the respondents   were significantly associated with depression 

since its p-values were less than 0.05 at 5% level of significance with 

a 95% confidence limit

2 *Statistically significant value, χ =chi-square, **=fisher exact

Relationship of respondents Family characteristics of Participants 

and Depression:

Table 4 shows the association between family characteristics of 

participants and depression.  The type of family, type of marriage, 

number of children alive and the living arrangement of the 

respondents were not significantly associated with depression since 

their p-values are greater than 0.05 while the location of resident and 

social support was significantly associated with depression since its 

p-value was less than 0.05 at 5% level of significance with a 95% 

confidence limit. 

Discussion

Sociodemographic characteristics of participants 

This study was carried out to assess the prevalence and correlates of 

depression among the elderly attending the general out-patient 

clinic of Usmanu Danfodiyo University Teaching Hospital Sokoto. 

The study participants were aged between 60 and 95 years. The 

mean age was 67.85 years (standard deviation of 7.11 years). This is 

similar to 69.6 years (standard deviation of 7.9 years) that Adebayo 

et al found in a 4-year retrospective review of geriatric mental health 
38services in Lagos.  This is also similar to the 69.1 years (standard 

39deviation 6.6 years) that Ajayi et al found in Ibadan, Nigeria.  These 

similarities could be because these studies are all in Nigerian urban 

settings that are cosmopolitan. Awunor et al in Delta State Nigeria, 

in a community-based study reported a similar finding of 68.3years 
40(standard deviation 7.1 years).  Majority of the subjects studied 

(61.6%) were aged between 60-69 years. This is similar to the 
41(60.5%) reported by Falaki et al in Sokoto Northwestern Nigeria.  

The similarity may be because both were hospital-based study with 

similar population characteristics. This is different from the 
23community-based study reported by Olutoki et al (65%) in Lagos,  

42 and Sinha et al (70.9%) in India. Gupta et al also found (28.7%) in 

their study that had a mix of community dwelling and old age home-
43dwelling older adults in Lucknow city. Onya and Stanley in a 
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hospital-based study in Port Harcourt Nigeria found that majority of 

the participants (77.3%) were aged between 65-69 years despite 
.24using a cut off of 65 years to define older adults  The importance of 

this, is that this cohort of “active elderly” individuals (i.e,60-69 

years) can be targeted for early preventive interventions, which if 

instituted early may lead an improvement in the quality of life and 

reduction in illness in the elderly.

More than half of the study participants (59.6%) were males. This is 
66 comparable to what Sinha et al (56.3%) found but at variance with 

studies by Olutoki et al (47%), Onya and Stanley (39.3%), 
3,18,23,24,Padayachey et al (29.4%), Girma et al (38.1%).  This could be 

because of the religious and cultural background of the community 

where this study was done where females are expected to be at home 

with the children or are in purdah (seclusion of females for religious 

or social reasons), also some women may require the permission of 

their spouses before seeking healthcare no matter how severe.  

A majority (68.3%) of the study respondents belong to the 

Hausa/Fulani tribes. This is probably because Sokoto state, the seat 

of caliphate is an ancient city and is predominantly Hausa/Fulani 

ethnic group. A majority of the participants (84.3%) were Muslims. 

This was expected as Islam is the predominant religion in Sokoto, 

Northern western Nigeria which is the seat of the defunct Sokoto 

Caliphate.  

Most (71.1%) of the individuals recruited for the study were 

married. This is similar to what was found in similar studies on 

depression in older adults by Girma et al (72.1%), Olutoki et al 

(60.9%), Mohamed et al (72.7%), Gupta et al (78.7%) and Awunor et 
18,23,44,43,40al (86.8%).  These studies, despite some being based in the 

hospital, community, or elderly social clubs and from different 

cultures of the world had identical findings on marital status. This is 

probably a reflection of the bisexual nature of man and the fact that 

the companion of the opposite sex is cherished by most human 

beings. 

Regarding the educational level of the respondents in this study, 

only about a third (38.4%) of the recruited subjects had formal 

education. This is comparable to the finding of Onya and Stanley 

(47.3%) in Port-Harcourt Southern Nigeria and Bhamani et al who 
25,65reported (33.7%) in Pakistan.  It is however different from the 

studies of Olutoki et al (81.4%) in Southwest Nigeria, Awunonor et 

al (70%) South south Nigeria, Girma et al (69.5%) in Ethiopia, 

Mohamed et al (100%) in Egypt, and Padayachey in South 
3,18,23,44,40,Africa.  Padayachey et al did not list any participant that had 

no formal education in their study and found that those with post 

primary education were a majority. This may also be a reflection of 

the fact that South Africa, Egypt and Southern Nigeria may have 

accepted western education earlier than Northern Nigeria. 

Only (18.2%) of the participants had up to tertiary education. This is 

probably a reflection of the culture and the fact that western 

education was not accepted early in northern Nigeria. 

Nearly half of the respondents were self-employed (41.2%). Onya 

and Stanley reported a similar finding of (44.6%) in Southern 
24 Nigeria. This is may be due to the cultural and economic realities of 

the environment of their study where the elderly has to still earn a 

living and not depend on their children or on the government as most 

were not in the formal sector. 

About (40.7%) of the respondents had their family as their source of 

finance and majority of the respondents (73.9%) earn an average 

monthly income of above 20,805 naira based on the World Bank 

standard of 1.9 US dollar per day poverty line (monthly 57 US dollar 

at 365 naira per U.S dollar in 2018). The financial support from their 

children was also included in the earning of some of the participants 

especially those who had no formal education. They tend to have 

more children than those who are educated.   

Family characteristics of the participants. 

Majority (71.1%) of those studied were from extended family set up. 

This is comparable with what Sengupta and Benjamin in India found 
46in their study where the joint family setting was a majority (87.6%).  

This is probably the main pattern of family in India. The finding in 

this study may be due to the culture and communal lifestyle of the 

Northern Nigeria. A good proportion (56.5%) of the respondents 

were in polygamous marriages. This may be particularly due to the 

culture and Islamic religion in Northern Nigeria where it is 

permissive to have more than one wife.  

The majority (80%) of the respondents had five or more children 

alive. This is comparable to the (98.6%) found by Olutoki et al in 
23Lagos Southern Nigeria.  The finding in these two studies may be 

due to the fact that they value children who are considered as future 

security and as a source of support. More than half (52.4%) of the 

respondents lived in a more developed area of the community, 

whereas Olutoki et al in a mixed urban community study found 

(98.6%) of respondents to be living in a more developed area of the 
.23community  This may be due to the location of the health facility 

where the study was carried out.  Majority of the respondents 

(88.7%) lived with their spouse/children. This is in agreement with 

the (83.2%), (75%) and (66.1%) found by Padayachey in South 

Africa, Girma et al in Ethiopia and Mohamed et al in Egypt 
3,19,68repectively.  This is in contrast to the (33.4%) Bhamani found in 

65his study in Pakistan.  The reason for the varied finding in this study 

may be because culturally, people of Northern Nigeria tend to live 

together as a family even in old age so as to be taken care of by their 

family members. 

The majority (86.2%) of the study respondents had moderate to 

strong social support. This is in agreement to the (86%) Olutoki et al 
23,reported in South west Nigeria, (78.1%).  The studies from Japan 

and Turkey used different instruments to measure social support 

(Multidimensional scale for perceived social support and the 2-way 

social support scale respectively). These scales did not grade the 

social support but most of the participants had high scores. This 

study utilized the Oslo-3 items social support scale. The findings in 

this study were probably a reflection of the fact that Africans still 

value relationships with their parents, they feel obliged to support 

the elderly and believe in obtaining blessings from them before they 

pass on.  

Pattern of Depression among the respondents 

Of all the respondents 161 (41.2%) who were depressed in this 
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study, nearly all (99.4%) had mild depression. Only 1 (0.6%) of the 

respondents with depression had severe depression. This is similar 

to (90.7%) for mild depression and (9.3%) for severe depression 
47Morgan et al found in their study in Uyo. The similarities may be 

probably due to the fact that both are Nigerian and hospital-based 

studies. They both used the 30 items GDS. This is in contrast to the 

lower proportion of mild depression reported by Padayachey et al 
3,42(31%) and Sinha et al (22%).  The difference could be because they 

were community-based studies and cultural differences. 

Factors associated with depression among the study respondents 

In this study, age was found not to be associated with depression. 

This could be because of the cosmopolitan nature of the study 

participants and the fact that many of them were in the early age of 

older adults (60-69 years). They may still be earning some income in 

the form of contract employment or giving valuable advice in their 

various fields of expertise and experience, also physiological and 

psychological adaptation could have set in. This is similar to what 

Morgan et al, Padayachey et al found in Southern Nigeria and South 
13Africa respectively .  These studies used the 15-item and 30 item 

GDS and were both community and hospital-based study. This is at 

variance with what   Onya et al in Nigeria found in their hospital-
 23based study  This could be because they used an age cut-off of 65 

years to define older adults.  

Gender was found not to have a significant association with 

depression in the study respondents. This is similar to what Olutoki 

et al in Lagos and Awurnor et al Delta Southern Nigeria found in 
23,40their studies.  This may be due to the abundance of the extended 

family type among the study participants which may be supportive 

and the fact that the studies were Nigerian based. Contrary to the 

findings in this study, Mohamed et al in Egypt reported that female 
.44gender was a predictor of depression in Egypt .  Girma et al and 

Mirkena et al also reported female gender as being associated with 
18,depression in Ethiopia.  This was explained by the fact that most 

elderly women lost their spouses and were widowed and financially 

dependent both of which are risk factors of elderly depression. Both 

ethnicity and religion do not have a significant relationship with 

depression in the study population. Religion plays a role in the 

development of depression Marital status was found to be 

significantly associated with depression in this study. Those who 

were married were less likely to develop depression. This is in 

agreement with what Onya and Stanley in Nigeria, Padayachey et al 

in South Africa, Girma et al in Ethiopia, Bhamani et al in Pakistan, 

Mohamed et al in Egypt and Sengupta in India found in their various 
3 ,18 ,24 , , 44 ,46studies.  Being married confers some social and 

19psychological support.  Conversely, Olutoki et al and Cong et al in 
23,52China reported no association in their studies.  Level of education 

was found to be significantly associated with depression in this 

study. This is similar to the findings by Onya and Stanley, Mohamed 

et al, Sengupta and Benjamin, Morgan, Awurnor et al and Girma et al 
18,23,44,46,49,40 but at variance with the study reported by Padayachey et 

3,23,52al, Olutoki et al and Cong et al.  The variation could be because of 

cultural or study settings. Occupational status was found to be 

significantly associated with depression among the respondents. 

This is contrary to previous studies in South Africa, Ethiopia, 
3,18,23,24,46,40Southern Nigeria and India.  while these studies were 

community based, this study was hospital based. The source of 

finance was not significantly associated with depression in this 

study. This is similar to what Onya and Stanley reported in their 
24study.  Similarity may be due to study settings as both studies were 

cross-sectional and hospital based.  On the other hand, Morgan et al 
.122reported significant association in their findings  This can explain 

by the fact that deterioration in financial status is among the most 

frequently endorsed stressful life event experienced by older adults 

and older adults who are economically disadvantages are more 

likely to experience persistent depressive symptoms than those who 
2,122are not.  The average monthly income was also found to be 

significantly associated with depression in the study. Low income 

may reflect a low socioeconomic status, inadequate family support   
24and poverty which may be a risk for depression.  This is in line with 

 122previous study by Morgan et al,  in Southern Nigeria. Both were 

Nigerian and hospital-based study This is at variance with the mixed 

urban community-based study reported by Olutoki et al and the 
18,23community study by Girma et al in Ethiopia  .

This study found that type of family was not associated with 

depression in the study participants. This is probably a reflection of 

the support and companionship that comes from having a family. 

Sengupta and Benjamin on the hand reported that nuclear family 
.45was an independent risk factor for depression in India  In this study, 

type of marriage was not found to be associated with depression 

among the study participants. The number of children alive was not 

significantly associated with depression in this study. This is at 

variance with   Olutoki et al   where he reported that respondents 

with no children were more significantly associated with depression 
23 in comparison with participants that had one or more children. This 

could be because having more children may provide more support 

emotionally, financially, physically and socially. Bhamani et al in 

Pakistan also reported that increasing number of male children 
45showed significant association with depression. The variation 

could be cultural reason. Living arrangements in this study was not 

associated with depression. This is in keeping with previous study 
3 by Padayachey et al in South Africa. The finding is different from 

44,49,Sthe studies by Mohamed et al, Mirkena et al and Morgan.  These 

findings showed living with spouses and children were strongly 

associated with depression in their studies. This study, though 

revealed no significant association may suggest that participants 

maintained active social network. This study found location of 

residence to be associated with depression Previous community-

based studies in South-western Nigeria by Olutoki et al and 
23,46Sengupta and Benjamin in India also revealed similar findings.  

These studies, similar to the findings in this study revealed that 

respondents who lived in a less developed area of the community 

were more likely to develop depression. This may be attributed to 

the fact that environmental factors play an important role in the 

determinants of quality of life and depression in the elderly. In this 

study, low social support was found to have a significant association 

with depression among the respondents. The higher the respondents 
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social support ,the lower the risk of being depressed .This is 

consistent with previous studies by Olutoki et al, Cong et al, 
23,64,45,46Bhamani et al and Sengupta and Benjamin.  Studies have 

shown previously that low social support reduces capacity to 

manage stress and increases vulnerability to negative emotions and 
2, 24cognition,  also low social support was often highly related to 

23 decrease in life satisfaction and in turn an increase in depression.

Conversely, Mirkena et al in Ethiopia did not report any significant 

association with social support despite using the Oslo-3 social 
49 support scale  in this study. The  discrepancy may probably be 

because of socio-cultural differences in the study population . 

Conclusion 

This study found the prevalence of depression among the elderly to 

be (41.2%) and of these respondents who were depressed, (99.4%) 

had mild depression while (0.6%) had severe depression. In the 

sociodemographic characteristics, marital status, level of education, 

occupational status and average monthly income had a significant 

association with depression.  While in the family characteristics, 

location residence and social support had a significant association 

with depression. This study underscores the need for early 

screening, detection and treatments of depressive disorder in the 

elderly by primary care physician especially among elders with risk 

factors with the view of reducing the morbidity and mortality 

associated with it. Also, there is increasing need for families to 

strengthen the social support systems. There is also a need for the 

government to improve the social welfare of the elderly, provide and 

sustain free medical and other social services, and with the private 

sector, put up and/or fund geriatric centres so that the specific needs 

of the elderly can be addressed 

Limitations of the study

The limitations of this study are recognized by the authors. Firstly, 

the study was hospital-based which may not reflect the true situation 

in the community, also the GDS is a screening tool for depressive 

symptom rather than diagnostic instrument for depressive disorder. 

Despite these limitations, the study provides valuable data on 

prevalence and some epidemiological factors in the occurrence of 

elderly depression for consultative and comparative purposes and to 

the best of our knowledge is the first hospital-based study done in 

this environment that assessed the prevalence of depression among 

the elderly individuals aged 60 years and above, as previous studies 

focused on individuals' adults with medical conditions like HIV, 

leprosy, hypertension, diabetes, menopause and burns patients 
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