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Abstract
Background  Approximately two million Ghanaians suffer from mental disorders including depression. The WHO 
defines it as an illness characterized by constant sadness and loss of interest in activities that a person usually enjoys 
doing and this condition is the leading cause of mental disorders; however, the burden of depression on the aged 
population is fairly unknown. A better appreciation of depression and its predictors is necessary to design appropriate 
policy interventions. Therefore, this study aims to assess the prevalence and correlates of depression among older 
people in the Greater Kumasi of the Ashanti region.

Methods  A cross-sectional study design with a multi-stage sampling approach was employed to recruit and collect 
data from 418 older adults aged 60 years and above at the household level in four enumeration areas (EAs) within the 
Asokore Mampong Municipality. Households within each EAs were mapped and listed by trained resident enumerators 
to create a sampling frame. Data was collected electronically with Open Data Kit application over 30 days through face-to-
face interaction using the Geriatric Depression Scale (GDS). The results were summarized using descriptive and inferential 
statistics. A multivariable logistics regression using a forward and backward stepwise approach was employed to identify 
the predictors of depression in the study sample. All analyses were performed using STATA software version 16, and the 
significance level was maintained at a p-value < 0.05 and presented at a 95% confidence interval.

Results  The study achieved a response rate of 97.7% from the estimated sample size of 428 respondents. The mean 
age was 69.9 (SD = 8.8), and the distribution was similar for both sexes (p = 0.25). The prevalence of depression in this 
study was 42.1% and dominated by females, older adults (> 80 years), and lower economic class respondents. The 
rate was 43.4% for both consumers of alcohol and smokers with a history of stroke (41.2%) and taking medication for 
chronic conditions (44.2%). The predictors of depression in our study were being single, low class [aOR = 1.97; 95% 
CI = 1.18–3.27] and having other chronic conditions [aOR = 1.86; 95% CI = 1.59–4.62], and the inability to manage ones’ 
own affairs [aOR = 0.56; 95% CI = 0.32–0.97].

Conclusion  The study provides data that can inform policy decisions on the care of the elderly with depression in 
Ghana and other similar countries, confirming the need to provide support efforts towards high-risk groups such as 
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Background
The life expectancy of countries continues to increase 
despite setbacks from global pandemics such as HIV 
and Covid-19 [1, 2], especially in Africa. The significant 
growth in the aging population could be attributed to 
improvements in ageing care and the general healthcare 
systems [3–5]. Global estimates suggest that there are 
900 million persons aged 60 years and older currently and 
this figure is projected to double from 12% currently to 
22% by the year 2050, translating to approximately 2 bil-
lion [4–6]. Likewise, the adult population above 60 years 
in Africa including Ghana is expected to increase from 
48  million to 207  million by 2050 [4]. This means that 
1-in-6 of the African population will be aged 65 years or 
over by the mid-century. The Ghanaian population could 
be described as relatively younger as 6.7% of the popula-
tion is over 60 years, which translates to about 1.6 million 
people [7, 8]. Notwithstanding, a United Nations pro-
jection suggests that the Ghanaian population above 60 
years will be between 9.7 − 14.1% of the population by the 
year 2050 [3, 4].

Aging is a natural phenomenon that presents with its 
challenges and is thus a public health concern. As indi-
vidual advances in age, they begin to experience certain 
reduced functionalities [6, 9]. The presence of certain 
biological and neurological risk factors increases their 
susceptibility to both physical and mental health condi-
tions including depression [10–14]. Depression is the 
leading cause of mental health-related morbidity and 
mortality globally including Ghana [6, 15–18]. While 
depression could affect anyone, it has been reported to 
be more prevalent in the older population affecting 7% of 
those aged 60 + globally [6, 14] and accounting for 5.7% 
of the individual’s years of living with disability (YLD) [6, 
12].

The WHO defines depression as a mental condition 
that is characterized by a persistent state of sadness, and 
a loss of interest in a formally perceived rewarding or 
enjoyable activity and could affect an individual’s concen-
tration, eating, and sleeping behavior [16, 19]. Depres-
sion negatively affects the individual’s social and physical 
functioning [14, 20–22] and usually presents with a loss 
of interest in activities, loneliness, mood swings, changes 
in one’s sleeping pattern, loss of sense of self-worth, and 
suicidal thoughts, especially in the much older adults 
[19, 23]. Estimates from the WHO report depression to 
be the major contributor to 800 000 deaths from suicide 
yearly [19].

The burden of depression in the older adult popula-
tion has been variedly documented in developed coun-
tries like America (9.8-11.2%) [9, 24], England (8.7%) 
[25], Australia (8.2%) [26] and China (2.2-10.5%) [27–
29]. Other estimates from the West suggest that up to 
16% of its population shows depressive symptoms [30, 
31]. Africa is not spared of this burden; for instance, in 
Ethiopia, the burden ranged between 28.5-45% [32–34]; 
37.5-44.4% in Egypt [35, 36], 19-29.3% in Uganda [37, 38], 
44.7% in Nigeria [39] and Sudan (47.5%) [40]. These rates 
are alarming and call for the need to identify all the fac-
tors that contribute to this rise in figures across the con-
tinent. Factors such as age [34, 41], sex [34, 38, 41–43], 
wealth status [13, 37, 44], poor health status [28], the 
existence of co-morbid conditions [12, 23, 45, 46] and 
modifiable lifestyle behaviors such as dietary intakes, 
alcohol consumption, smoking, living sedentary lifestyle 
[45, 47–50] have been consistently reported to be corre-
lates of depression in the developed countries [36, 41].

Despite the overwhelming burden of depression 
reported elsewhere, data in Ghana is limited and the few 
existing ones remain scanty. A few comparative studies 
from the decade-old WHO’s Study on Global Ageing and 
Adult Health (SAGE Wave 1) data reported depression 
prevalence to be between 6.7 and 13.6% in the Ghanaian 
population [41, 46, 51].

The other existing studies did not report on the general 
population but focused on specific populations with con-
ditions such as diabetes [45] and HIV [51]. Consistently 
reporting more on depression prevalence and identify-
ing its associated factors will enable us to create a pool of 
evidence that will be of significance to policymakers, aca-
demics, and service providers. To the best of our knowl-
edge, evidence on adults’ depression is still low compared 
to other health conditions which makes it impossible for 
policymakers to appreciate its burden in Ghana. Inade-
quate evidence may undermine the urgency to prioritize 
depression in the mental health service at the primary 
level of our healthcare system. This study aimed to assess 
the prevalence and correlates of depression among older 
adult in the Greater Kumasi of the Ashanti region using 
the Geriatric depression scale. By so doing, we hoped 
to add to the currently limited body of evidence on the 
extent of geriatric depression in Africa using a housing-a-
household survey design.

single people, people with chronic health conditions, and lower-income people. Additionally, the evidence provided 
in this study could serve as baseline data for larger and longitudinal studies.
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Methodology
A cross-sectional study design was employed to collect 
data from older adults at the household level in the Aso-
kore Mampong Municipality from 1st − 30th June 2021. 
The Asokore Mampong Municipality was selected due 
to its heterogeneous population, as parts of it are rural, 
peri-urban, and urban, which is a representation of the 
characteristics of the Ashanti region.

The study recruited both men and women aged 60 
years and above who have been residing in the Munici-
pality for at least the last 12 months prior to the survey. 
A sample size of 428 individuals was estimated using the 
Cochrane sample size estimation formulae [52]. However, 
this analysis included 418 individuals, given a response 
rate of 97.7%. Evidence from earlier studies indicates that 
5.7% of older adults above 60 years are more susceptible 
to experiencing depression than those below that thresh-
old [19].

The PMA2020 sampling frame was used for this study. 
A multi-stage sampling approach was employed to 
recruit participants for the study. The PMA2020 sam-
pling methodology was adopted, and 4 enumeration areas 
(EA) located within the Asokore Mampong Municipality 
were selected from the original 100 enumeration areas 
used for the national survey. Details of the PMA2020 
Ghana sampling approach on how the 100 enumeration 
areas were created is published elsewhere [53]. Firstly, the 
households within each of the selected EAs in the Aso-
kore Mampong were mapped and listed by eight trained 
resident enumerators (RE) to create a sampling frame. 
Each EA had approximately 200 households from which 
the participants were selected. Secondly, a random selec-
tion of the listed households with the aid of the “Random 
Number Generator” mobile phone application was used 
to select households in each EA. Two resident enumera-
tors were assigned to an EA in the municipality for the 
data collection exercise. Households with eligible partic-
ipants were recruited for the study. The REs visited the 
selected households and introduced the study and those 
who consented were interviewed. In instances where 
there was more than one eligible household member, 
they were all interviewed. In situations where the eligible 
participant was not available, another interview appoint-
ment was scheduled and on a third visit, if they are still 
absent, that household was skipped. No replacement was 
done where eligible respondents in a household could not 
be interviewed.

Data collection
Data was collected over 30 days through face-to-face 
interaction using a self-drafted structured questionnaire, 
instrumental activities of daily living scale (IADLS), and 
the Geriatric Depression Scale (GDS). The tools were 
programmed into an electronic format and loaded onto a 

smartphone using the Open Data Kit (ODK) application 
[54, 55]. A 3-day intensive training was organized for the 
REs on mobile data collection, the content of the tools, 
and how to maintain covid-19 protocols during the data 
collection. The training involved the translation of the 
questionnaire into the local dialect to maintain consis-
tency with the meaning after which it was pre-tested in 
a different municipality (Oforikrom). The questions that 
came out unclear were identified and addressed before 
the actual data collection exercise. The interviews were 
conducted in a private environment devoid of distrac-
tions in the participant’s preferred language either in 
English or the local dialect mainly “Twi”.

Data collection tool
The 8-item IADLs is a validated tool that has been used in 
successfully several community-based studies in different 
settings in sub-Saharan Africa among the aged popula-
tion including Ghana [13, 56]. Additionally, the GDS is a 
15-item scale that has been used widely to assess depres-
sion in the aged population [33, 57]. This scale was spe-
cifically designed for interviewing the older population 
not based on any physical symptoms of depression [58–
60]. The GDS is easy to administer in different settings 
including the household levels to assess depression. It has 
been extensively tested in low-middle-income countries 
including Ethiopia, India, Europe and other Asian coun-
tries [23, 33, 61, 62] and it is reported to have a sensitivity 
and specificity of above 92% and 89% respectively in the 
Asian and European adult populations [61, 62]. The GDS 
has not been validated in any Ghanaian Setting to the 
best of our knowledge, nevertheless study employed rig-
orous measures including experts engagement to trans-
late the questionnaire into the local language with aid of 
TWI Medical Glossary for clinicians and health workers 
developed by the Kwame Nkrumah University of Science 
and Technology as a guide [63].

The sum score for this scale is 15 points and each ques-
tion has a binary response of ‘Yes’ or ‘No’. Ten items in 
the scale were positively worded such that a response of 
Yes is assigned a value of 1 and a ‘No’ is assigned ‘0’. On 
the other hand, the remaining five items were negatively 
worded, so the “No” response had a value of 1 and vice 
versa. The depression scale is categorized based on the 
cut-off scores which are “Non-depressed” (1–5 scores) 
and “Depressed” (6–15 scores) [34, 57]. Other informa-
tion includes the participant’s socio-economic activities, 
lifestyle activities such as smoking and consumption of 
alcohol, health status including the presence of hyper-
tension, stroke, and diabetes, the presence of support 
systems such as caretaker availability, and their ability to 
perform some of the instrumental activities of daily living 
(IADLS).
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Data analysis
Data were summarized using both descriptive and infer-
ential statistics. Continuous variables were summarized 
with means and standard deviation while categorical 
variables were presented as frequencies and percentages. 
A wealth index of the household was constructed based 
on the ownership of five basic assets/items (Television, 
refrigerator, fan, radio/stereo, mobile phone), availability 
of toilet facility, conditions on the structure they lived in 
(material used for the floor and wall of the structure). This 
index was constructed using principal component analy-
sis and was categorized into three classes (High, middle, 
lower). Depression was operationalized as the presence 
of variables/symptoms that contribute to a score above 
the threshold considered normal. The dependent vari-
able was the presence of depression (GDS ≥ 6) irrespec-
tive of the category. A chi-square (X2) was used to assess 
the sex differences in the socio-demographic and other 
risk factors. A multivariable logistics regression using a 
forward and backward stepwise approach was employed 
to identify factors that predicted possible depressions 
in the study sample. All analyses were performed using 
STATA software version 16 and the significance level was 
maintained at p-value < 0.05 and presented at a 95% con-
fidence interval.

Results
Characteristics of the study sample
The mean age of the study sample was 69.9 years ± 8.8 
and the distribution was similar for both sexes (p = 0.25). 
Being single was remarkably higher among the female 
participants than their male counterparts (p = 0.001). 
Educational status varies significantly between both 
sexes; 3-in-4 of the females had no formal education 
(76.5%). There was a difference in the religious affilia-
tion and employment status of the men and women in 
this study, however, the wealth index significantly varied 
among the two groups (p = 0.001). Risky lifestyle behavior 
such as alcohol consumption and smoking varied among 
the two sexes; the male group dominated in both activi-
ties (p = 0.001). The number of women with co-morbidi-
ties such as diabetes (p = 0.004), hypertension (p = 0.001), 
and other chronic conditions (p = 0.046) was high com-
pared to their men counterparts. The prevalence of stroke 
was high among men compared to women; however, the 
difference was not significant (p = 0.176). Other factors 
such as taking routine medication for these chronic con-
ditions, the availability of a caregiver/caretaker, and the 
number of hours a caretaker spent with the participants 
were similar for both men and women. Other instrumen-
tal activities of daily living such as managing traveling 
and transportation and finance did not differ significantly 
between the two sexes (Table 1).

Socio-demographic-specific prevalence rates of depression
The prevalence of depression rates estimated for the 
various socio-demographic factors and independent 
variables are presented in Table  1. Per the case defini-
tions and cut-off points from the GDS, 172/418 (42.1%) 
respondents could be identified as “depressed cases”. 
The prevalence rate was higher in the female participant 
than in males (46.1% versus 33.6%) and higher among the 
age group 81 years and above (61.4%). The rate was high 
among participants with no education (44.7%); single 
(49.8%); Muslims (41.6%); unemployed (43.5%) and par-
ticipants in the lower class (51.7%) and the middle class 
(43.0%).

Other independent variables prevalence rates of 
depression
The prevalence rate of depression was estimated among 
participants with certain risk factors versus those without 
these factors (Table  1). The rate was low among smok-
ers (43.4%); participants who have ever suffered a stroke 
(41.2%); those taking medications for their chronic con-
ditions (44.2%), those with caretakers/caregivers available 
with them (38.4%); those with the ability to manage their 
traveling and transportation (39.3%), and finance (40.5%) 
compared to their counterparts. Consumers of alcohol 
(43.3%), participants who have hypertension (47.0%), dia-
betes (46.2%), other chronic conditions (56.9%), and have 
their caregiver/care takers spend long hours with them 
beyond 13  h (44.6%) showed higher depression rates 
compared to their counterparts.

Predictors of depression
In the univariable analysis, educational status and being 
diabetic predicted the risk of depression. From the mul-
tivariate analysis, variables such as marital status, wealth 
tercile, other chronic conditions, the ability of partici-
pants to manage their travels and transportation, and 
finance without any aid were statistically significant pre-
dictors of depression among our study sample. (Table 2).

Single participants were [aOR = 1.66; 95% CI = 1.08–
2.53] more likely to be depressed compared to their 
married counterparts. The likelihood of depression 
decreased as the participant’s economic status increased. 
Those in the lower class of the wealth tercile were 1.97 
times [aOR = 1.97; 95% CI = 1.18–3.27] more likely to 
experience depression compared to those in the upper 
class. Also, participants with other chronic conditions 
were [aOR = 1.86; 95% CI = 0.59–4.62] more likely to be 
reported as depressed. Two instrumental activities of 
daily living (IADL) were identified to influence the pos-
sibility of depression among the participants. The partici-
pant’s ability to manage their traveling and transportation 
arrangement reduces their chances of being reported 
as depressed by 44% [aOR = 0.56; 95% CI = 0.32–0.97] 
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Variables (%)
N = 418

Male (%)
n = 134

Female (%)
n = 284

x2 p-Value

Age group 2.75 0.25

60–70 260 (62.2) 79 (59.0) 181 (63.7)

71–80 101 (24.2) 39 (29.1) 62 (21.8)

Above 81 57 (13.6) 16 (11.9) 41 (14.4)

Mean age (SD) 69.9 ± 8.8

Marital status 68.87 0.001

¥ Married 189 (45.2) 100 (74.6) 89 (31.3)

# Single 229 (54.8) 34 (25.4) 195 (68.7)

Educational status
Formal education 192 (45.9) 81 (60.4) 111 (39.1) 16.73 0.001

No formal education 226 (54.1) 53 (39.6) 173 (60.9)

Religion
Christianity 167 (39.9) 56 (41.8) 111 (39.1) 1.64 0.44

Islam 243 (58.1) 74 (55.2) 169 (59.5)

Traditional religion 8 (1.9) 4 (2.9) 4 (1.4)

Current Employment status 0.12 0.72

Employed 117 (27.9) 39 (29.1) 78 (27.5)

Not employed 301 (72.1) 95 (70.9) 206 (72.5)

Wealth Tercile
Lower class 149 (36.1) 32 (24.8) 117 (41.2) 12.55 0.002

Middle class 135 (32.7) 44 (34.1) 91 (32.0)

High class 129 (31.2) 53 (41.1) 76 (26.8)

Ever Smoke 27.51 0.001

No 362 (86.6) 99 (73.9) 263 (92.6)

Yes 56 (13.4) 35 (26.1) 21 (7.4)

Consume Alcohol 31.46 0.001

No 358 (85.7) 96 (71.6) 262 (92.2)

Yes 60 (14.4) 38 (28.4) 22 (7.8)

Hypertension 26.55 0.001

No 201 (48.1) 89 (66.4) 112 (39.4)

Yes 217 (51.9) 45 (33.6) 172 (60.6)

Diabetes 8.09 0.004

No 353 (84.5) 123 (91.8) 230 (80.9)

Yes 65 (15.5) 11 (8.2) 54 (19.1)

Ever suffer stroke 1.83 0.176

No 401 (95.9) 126 (94.0) 272 (96.3)

Yes 17 (4.1) 8 (6.0) 9 (3.7)

Other Chronic condition 3.99 0.046

No 360 (86.1) 122 (91.0) 238 (83.8)

Yes 58 (13.9) 12 (9.0) 46 (16.2)

Taking of medication for chronic conditions
No 58 (22.8) 18 (30.0) 40 (20.5) 2.35 0.125

Yes 197 (77.2) 42 (70.0) 155 (79.5)

Caretaker available 2.66 0.10

No 306 (73.2) 105 (78.4) 201 (70.8)

Yes 112 (26.8) 29 (21.6) 83 (29.2)

Number of Hours spent with caretaker 0.17 0.91

1–6 h 17 (15.2) 5 (17.2) 12 (14.5)

7–12 h 30 (26.8) 8 (27.6) 22 (26.5)

13 + hours 65 (58.0) 16 (55.2) 49 (59.0)

Ability to manage traveling and transportation by self 8.42 0.006

No 67 (16.0) 15 (11.2) 52 (18.3)

Table 1  Demographic characteristics of the study sample by sex difference
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compared to those who need assistance to perform that 
task. Similarly, the ability of participants to manage their 
finances reduces the likelihood of being depressed by 
67% [aOR = 0.33; 95% CI = 0.11–0.97].

Discussion
Increased longevity in the geriatric population is desired 
in every society, however, ageing comes with its chal-
lenges. This stage encompasses a rise in the burden of 
chronic non-communicable diseases including depres-
sion and any attempt to design a support system required 
the need to understand the burden of depression among 
older adults. The study found that 2-in-5 of the study 
sample had some form of depression. Depression was 
more prevalent in females, of older age (> 81 years), those 
with no formal education, Muslims, unemployed, sin-
gle participants, and those within the middle class. The 
major predictors of depression on multivariable analysis 
were being single, low class in the wealth tercile, hav-
ing other chronic conditions, and the inability to man-
age own affairs (arranging travels, transportation, and 
finances by self ).

The prevalence of depression found in this study was 
42.1%. This rate is consistent with the rates reported 
from other community-based studies conducted in 
Nigeria (44.7%), Egypt (44.4%), Ethiopia (41.8%), and 
Sudan (47.5% [32–34, 36, 38–40, 63]. However, the 
finding was 4 times higher compared to an earlier rate 
reported in Ghana, where depression was estimated to be 
between 6.7 and 13.6% [41, 46, 51]. This variation could 
be explained by the difference in the operational defini-
tions of depression in both cases and the population 
dynamics. Our study used the Geriatric Depression Scale 
whereas the earlier studies conducted in Ghana used the 
symptoms-based questionnaire and these tools have their 
unique thresholds for classifying depressed and non-
depressed cases [41, 46, 51]. Undoubtedly the Ghana-
ian population over the past decade has seen significant 
changes including its size and social structure, and these 
changes could reflect in their physical, psychological, and 
mental well-being. Therefore, it is no surprise to see a 
change in the depression rate after a decade of popula-
tion dynamics.

Consistently depression was more prevalent among 
females (46.1%) participants and those advanced in age 
(81 years and above) similar to studies conducted else-
where [34, 38, 41–43]. For instance, Mulat et al., 2021 
[34] and Ofori-Atta et al., 2011 [42] in separate stud-
ies reported that women were more likely to become 
depressed than men and this could be attributed to the 
inherent vulnerability and gender disadvantage among 
female population. This disparity could relate to how 
inequality explains depression among women. The bur-
den of depression was among the octogenarians in this 
study, and this finding corroborates with evidence from 
early literature [34, 41]. Old age is usually associated with 
reduced functionality and other chronic conditions and 
these health conditions lead to some disabilities which 
are known to contribute to about 30% of the psychiatric 
conditions among the aged [6, 15, 17, 18, 64, 65]. Also, 
the presence of economic loss, dependency on caretak-
ers, and perception about one’s self-worth associated 
with older age sometimes make life unpleasant for the 
individual in question which eventually affects their psy-
chological well-being [11]. Even though it is evident that 
the social support system is protective against develop-
ing depression, such support may be well appreciated if 
it comes from a professional. Most caretakers in the Gha-
naian cultural settings are usually young family members 
who may have to leave their jobs to spend time with the 
aged, a situation that could heighten the feeling of help-
lessness in the aged. It is evident that caregivers who 
spend long hours with the respondents may also expe-
rience psychological distress and burnout after a while 
and tend to abuse their victims, a situation that could 
heighten the depressive states of those they care for [10] 
This could explain why our study found a high depres-
sion rate among people who spent more hours with a 
caretaker.

Additionally, the burden of depression was higher 
among single participants and this finding is consistent 
with similar studies conducted in India [23], Ethiopia 
[33], and Uganda [37]. Specifically, single participants 
were 1.66 times more likely to record depression com-
pared to those in relationships either married or cohab-
iting. Being married or co-habiting serves as one of the 
surest ways older adults could provide social support in 

Variables (%)
N = 418

Male (%)
n = 134

Female (%)
n = 284

x2 p-Value

Yes 351 (84.0) 119 (88.8) 232 (81.7)

Ability to manage finance by self 27.51 0.012

No 23 (5.5) 4 (3.0) 19 (6.7)

Yes 395 (94.5 130 (97.0) 265 (93.3)
¥ Married: cohabiting, married formal/informal

# Single: Never married, divorced, separated, widowed

Table 1  (continued) 
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Variables Univariate Model Multivariate Model
Total Non-Depressed Depressed Crude Odd 

Ratio (OR; 95% 
CI)

p-Value Adjusted Odd 
Ratio (aOR; 
95% CI)

p-
Value

Age group
60–70 260 (62.2) 152(58.5) 108(41.5) 1

71–80 101 (24.2) 62(61.4) 39(38.6) 0.82 [0.50–1.32] 0.42 -

Above 81 57 (13.6) 28(49.1) 29(50.9) 1.40 [0.78–2.49] 0.24 -

Sex
Male 134 (32.1) 89(66.4) 45(33.6)

Female 284(67.9) 153(53.9) 131(46.1)

Marital status
¥ Married 189(45.2) 127(67.2) 62(32.8) 1

# Single 229(54.8) 115(50.2) 114(49.8) 1.91 [1.28–2.86] 0.002 1.66 [1.08–2.53] 0.018
Educational status
Educated 192(45.9) 117(60.9) 75(39.1) 1

No education 226(54.1) 125(55.3) 101(44.7) 0.77[0.52–1.14] 0.20 0.68 [0.36–1.30] 0.25

Religion
Christianity 167(39.9) 96(57.5) 71(42.5) 1

Muslim 243(58.1) 142(58.4) 101(41.6) 1.35[0.32–5.61] 0.67 -

Traditional religion 8 (1.9) 4(50.0) 4(50.0) 0.99[0.66–1.48] 0.98 -

Current Employment status
Employed 117(27.9) 72(61.5) 45(38.5) 1

Not employed 301(72.1) 170(56.5) 131(43.5) 0.81[0.52–1.26] 0.37 -

Wealth Tercile
Lower class 149(36.1) 72(48.3) 77(51.7) 2.15 [1.32–3.51] 0.002 1.97[1.18–3.27] 0.009
Middle class 135(32.7) 77(57.0) 58(43.0) 1.44 [0.87–2.38] 0.15 1.37[0.82–2.30] 0.22

High class 129(31.2) 89(69.0) 40 (31.0) 1 -

Ever Smoke
No 362(86.6) 205(56.6) 157(43.4) 1

Yes 56(13.4) 37(66.1) 19(33.9) 0.61 [0.33–1.12] 0.11 -

Consume Alcohol
No 358(85.7) 208(58.1) 150(41.9) 1

Yes 60(14.4) 34(56.7) 26(43.3) 1.47[0.48–4.46] 0.49 -

Hypertension
No 201(48.1) 127(63.2) 74(36.8) 1

Yes 217(51.9) 115(53.0) 102(47.0) 1.52 [1.02–2.27] 0.03 1.45[0.96–2.20] 0.04

Diabetes
No 353(84.5) 207(58.6) 146(41.4)

Yes 65(15.5) 35(53.8) 30(46.2) 1.18 [0.69–2.03] 0.04 1.18[0.64–2.18] 0.58

Ever suffer stroke
No 401(95.9) 232 (57.9) 169(42.1)

Yes 17(4.1) 10(58.8) 7 (41.2)

Other Chronic condition
No 360(86.1) 217(60.3) 143(39.7) 1

Yes 58(13.9) 25(43.1) 33(56.9) 1.91 [1.07–3.39] 0.02 1.86[1.59–4.62] 0.04

Taking of medication for chronic 
conditions
No 58(22.8) 27(46.6) 31(53.4) 1

Yes 197(77.2) 110(55.8) 87(44.2) 0.65 [0.35–1.19] 0.17 -

Caretaker available
No 306(73.2) 173(56.5) 133(43.4) 1

Yes 112(26.8) 69(61.6) 43(38.4) 0.80 [0.51–1.26] 0.34 -

Number of Hours spent with caretaker
1–6 h 17(15.2) 11(64.7) 6 (35.3) 1

Table 2  Factors predicting depression among senior citizens in Greater Kumasi of the Ashanti Region
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the form of companionship to each other, whereas sin-
gle people may lack such support and eventually suffer 
what Amegbor et al., 2020 in their study termed as social 
isolation. To Amegbor et al., 2020, this support system 
protects older adults from the onset of social isolation, 
loneliness, and eventually depression [13].

The burden of depression was higher among partici-
pants with socio-demographic factors such as belong-
ing to the lower class in the community and these 
findings corroborate with an earlier study in Ghana 
which reported similar findings [46].

The factors predicting depression in our study included 
socio-demographic characteristics (marital status and 
wealth tercile), morbidity (other chronic conditions), and 
ability to manage one’s finances; manage own traveling 
and transportation without aid.

Wealth status was protective against depression in our 
study; the likelihood of being depressed was reduced 
among participants in higher wealth class and vice versa 
and this finding is consistent with other studies con-
ducted elsewhere [13, 23, 46, 51]. Our study does not 
entirely suggest that people in the high-wealth class can-
not be depressed, rather their risk is reduced compared 
to those in the lower class. Generally, the socio-economic 
status of individuals determines their purchasing power 
and eventually access to healthcare including mental 
health support before they develop any problem.

Participants with known other chronic conditions were 
more likely to suffer from depression compared to their 
counterparts. This finding is consistent with evidence 
reported in the literature [12, 23, 45, 46]. The presence 
of co-morbid conditions in the adult population makes 
them prone to depression. For instance, a WHO report 
suggested that the presence of co-morbidities increases 
an individual’s susceptibility to disabilities which are 
known to be a major predictor of psychological disor-
ders [9]. Co-morbid conditions such as hypertension, 
diabetes, and stroke in an older adult usually limits their 

ability, and increase their disability and dependency on 
others. The feeling of helplessness in these populations 
causes them to develop psychological conditions includ-
ing depression. Also, other chronic conditions such as 
asthma, arthritis, and backache in the current study were 
found to have an association with developing depression. 
Participants with other chronic conditions were almost 
twice likely to be identified as depressed compared with 
the latter, this is consistent with another study report 
from India [23].

In our present study, we found out that, the ability of 
an individual to manage their own travels and transpor-
tation, and financial transactions daily without assistance 
were protective against being depressed. Participants 
with the ability to arrange their transportation and travel 
had a 44% reduced chance of developing depression com-
pared to those who need support. Likewise, those able 
to handle their finances without help have 67% protec-
tion from being depressed. The ability of the older adult 
to handle some of the basic activities of daily living is an 
indication of having their cognition intact. It also gives 
them some sense of hope and belief that they are able, 
and their lives are still normal. Consistently, evidence 
from aging reports suggests that reduced functioning 
among the adult population increases their susceptibility 
to developing a psychological disorder including depres-
sion, and vice versa [6, 11–13, 23]. For instance, Chau-
han et al., 2016 [23] reported in their study that adults 
with low scores in the activities of daily living were more 
depressed than the able ones. Similarly, Mirkena et al., 
2018 argued in their study conducted in Ethiopia that 
adults who were dependent on their children to carry 
out basic daily activities were three-fold more likely to be 
depressed compared to the able ones [33].

Limitations of the study
The study was limited in scope, target population, and 
possible recall bias. The study was limited to the aged 

Variables Univariate Model Multivariate Model
Total Non-Depressed Depressed Crude Odd 

Ratio (OR; 95% 
CI)

p-Value Adjusted Odd 
Ratio (aOR; 
95% CI)

p-
Value

7–12 h 30(26.8) 22(73.3) 8 (26.7) 0.69 [0.19–2.52] 0.58 -

13 + hours 65(58.0) 36(55.4) 29(44.6) 1.47 [0.48–4.47] 0.49 -

Ability to manage traveling and trans-
portation by self
No 67(16.0) 29(43.3) 38(56.7) 1

Yes 351(84.0) 213 (60.7) 138(39.3) 0.51 [0.30–0.88] 0.01 0.56[0.32–0.97] 0.041
Ability to manage finance by self
No 23(5.5) 7(30.4) 16(69.6) 1

Yes 395(95.5) 235(59.5) 160(40.5) 0.30 [0.12–0.75] 0.01 0.33[0.11–0.97] 0.04
¥ Married: cohabiting, married formal/informal

# Single: Never married, divorced, separated, widowed

Table 2  (continued) 
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population residing in one district without involving 
the entire region. Additionally, only community dwell-
ers were included leaving out older adults living in insti-
tutional homes; a situation that could cause us to miss 
other depressed victims. Questions assessing wealth 
terciles, medical history, smoking behavior, and alcohol 
consumption are considered sensitive issues to discuss in 
traditional settings, and responses could be subjected to 
a bias. Nevertheless, adequate scientific scrutiny such as 
the randomization technique employed, proper commu-
nity entry, building a good rapport, ensuring confidential-
ity and privacy during data collection rigorous statistical 
analysis were employed to reduce these limitations.

Conclusion
Our study revealed that geriatric depression was high 
which is a public health concern. Marital status, wealth 
status, the presence of known co-morbid, and other 
chronic conditions were determining factors for the 
onset of depression. Also, the ability to perform ones’ 
basic activities of daily living such as managing own trav-
els, arranging transportation and finance without any 
aid was protective against developing depression. The 
study provides data that can inform policy decisions on 
the care of older adults with depression in Ghana and 
other similar countries, such as confirming the need to 
provide support efforts towards high-risk groups such 
as single people, people with chronic health conditions, 
and lower-income people. Additionally, the evidence pro-
vided in this study could serve as baseline data for larger 
and longitudinal studies.
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