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 Abstract: 

Background:Depression is a prevalent mental health concern among older adults, exerting significant 

effects on psychological well-being and overall quality of life. Understanding its prevalence and predictors 

is essential for developing targeted interventions, particularly in community settings. 

Aim:This study aimed to assess the prevalence of depression, identify its key predictors, and explore its 

association with psychological well-being among community-dwelling older adults in Saudi Arabia. 

Methods:A cross-sectional study was conducted at King Khalid University involving 186 older adults aged 

60 years and above. Data were collected using a structured questionnaire comprising sociodemographic 

and health-related items, the Geriatric Depression Scale (GDS-15), and the WHO-5 Well-Being Index. 

Descriptive statistics, chi-square tests, and logistic regression analyses were performed using SPSS version 

26. 

Results:The prevalence of depression was 44.6%, with 22.0% experiencing mild, 15.1% moderate, and 

7.5% severe symptoms. Multivariate analysis revealed that increasing age (OR 1.07; p = 0.008), male 

gender (OR 1.31; p = 0.042), chronic illness (OR 1.92; p = 0.006), and functional limitations (OR 1.78; p = 

0.003) were significant predictors of depression. Conversely, being married (OR 0.72; p = 0.035), higher 

education (OR 0.54; p = 0.001), and high social support (OR 0.41; p < 0.001) were protective. Depression 

was inversely correlated with psychological well-being (r = –0.62; p < 0.001). 

Conclusion:Depression is highly prevalent among Saudi community-dwelling older adults and is 

influenced by sociodemographic, health-related, and psychosocial factors. Enhancing social support and 

functional independence may reduce depression risk and improve psychological well-being. 

Keywords: Depression, Psychological well-being, Older adults, Predictors, Social support, Chronic illness, 

Saudi Arabia. 
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Introduction 

The global demographic landscape is experiencing a profound transformation, characterized by a steady 

increase in the proportion of older adults. According to the World Health Organization (WHO), by 2050, the 

global population aged 60 years and above is expected to reach 2 billion, doubling from 1 billion in 2020 

(1). This demographic shift, often described as population ageing, presents significant challenges and 

opportunities for healthcare systems, particularly concerning the mental health of older adults. Among the 
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various mental health issues afflicting this age group, depression stands out as one of the most prevalent, 

disabling, and underdiagnosed conditions, exerting a considerable toll on individuals’ psychological well-

being and quality of life (2,3). 

Depression in older adults is a multifaceted phenomenon, shaped by a confluence of biological, 

psychological, and social determinants. It is estimated that approximately 10–20% of community-dwelling 

older adults experience clinically significant depressive symptoms, although prevalence rates vary widely 

across countries and cultural contexts (4). Unlike depression in younger populations, late-life depression 

often coexists with chronic physical illnesses, cognitive decline, and functional impairments, complicating 

both diagnosis and treatment (5). Notably, untreated or inadequately managed depression in older adults 

is associated with increased morbidity, disability, healthcare utilization, and even mortality (6). Hence, 

understanding the scope and predictors of depression in this demographic is paramount for informing 

targeted interventions and public health policies. 

Psychological well-being, a core component of overall health, encompasses multiple dimensions including 

life satisfaction, emotional regulation, purpose in life, and positive interpersonal relationships (7). The 

interplay between depression and psychological well-being is complex and reciprocal: while depression 

erodes psychological well-being through pervasive negative affect and hopelessness, high psychological 

well-being may serve as a protective factor mitigating the onset or severity of depressive symptoms (8). 

Ryff’s model of psychological well-being, widely used in gerontological research, emphasizes dimensions 

such as autonomy, environmental mastery, personal growth, positive relations with others, purpose in life, 

and self-acceptance, all of which may be adversely affected by depression (9). 

Recent research underscores that the determinants of depression and psychological well-being in older 

adults are diverse and interrelated. Socioeconomic status, for instance, plays a pivotal role; financial 

insecurity, low educational attainment, and inadequate access to healthcare services are consistently 

linked to higher rates of depression and poorer well-being outcomes (10,11). Social support is another 

critical factor: older adults who experience social isolation or perceive a lack of supportive relationships 

are at heightened risk of depression and diminished psychological well-being (12). Furthermore, physical 

health status, including the presence of chronic diseases such as diabetes, cardiovascular disease, and 

arthritis, has been repeatedly identified as a strong predictor of depression in late life (13). Functional 

impairments and limitations in activities of daily living further exacerbate the risk of depressive symptoms, 

compounding psychological distress (14). 

Cultural factors also shape the experience and reporting of depression among older adults. In collectivist 

societies, where familial ties and community integration are emphasized, social connectedness may buffer 

against depression, although stigma surrounding mental illness can impede help-seeking behaviors (15). 

Conversely, in more individualistic cultures, personal autonomy and independence are valued, and their 

erosion through ageing-related decline may precipitate depressive symptoms (16). Moreover, gender 

differences have been consistently documented, with older women exhibiting higher prevalence rates of 

depression than men, potentially due to differential exposure to stressors, coping styles, and biological 

susceptibilities (17). 

While the prevalence of depression among older adults has been extensively studied, relatively fewer 

investigations have simultaneously explored its predictors alongside its impact on psychological well-being 

in a holistic framework, particularly in community-dwelling populations. Such an integrated approach is 

crucial, as it allows for a more nuanced understanding of how various factors converge to influence both 

depressive symptoms and overall well-being. For instance, a recent study in South Korea highlighted that 

while physical health status was a significant predictor of depression, social participation emerged as a key 

determinant of psychological well-being, underscoring the need for multifaceted interventions (18). 

Furthermore, the COVID-19 pandemic has brought renewed attention to the mental health of older adults, 

with emerging evidence suggesting that pandemic-related disruptions—such as enforced isolation, fear of 

infection, and reduced access to routine healthcare—have exacerbated depressive symptoms and 

undermined psychological well-being among this vulnerable population (19). These developments 
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underscore the urgency of robust, context-specific research to inform responsive and sustainable mental 

health strategies for older adults in the post-pandemic era. 

In light of these considerations, the present study aims to investigate the prevalence of depression and 

identify its key sociodemographic, health-related, and psychosocial predictors among community-dwelling 

older adults. Additionally, it seeks to examine the association between depression and psychological well-

being, thereby contributing to a more comprehensive understanding of mental health dynamics in later life. 

By elucidating these interrelationships, the study aspires to inform the development of targeted prevention 

and intervention programs that enhance psychological resilience and promote well-being in older adult 

populations. 

Aim of the Study 

The aim of this study is to determine the prevalence of depression and identify its key sociodemographic, 

health-related, and psychosocial predictors among community-dwelling older adults. Additionally, the 

study seeks to examine the relationship between depression and psychological well-being within this 

population, providing insights that can inform targeted mental health interventions and policy 

development for aging communities. 

Research Questions 

• What is the prevalence of depression among community-dwelling older adults? 

• What are the key sociodemographic (e.g., age, gender, marital status, educational level), health-

related (e.g., chronic illnesses, functional status), and psychosocial (e.g., social support, living 

arrangements) predictors of depression in this population? 

• What is the overall level of psychological well-being among community-dwelling older adults? 

• What is the nature and strength of the association between depression and psychological well-

being in community-dwelling older adults? 

Methods 

Study Design 

This study employed a cross-sectional descriptive design to assess the prevalence of depression and its 

predictors, and to explore the relationship between depression and psychological well-being among 

community-dwelling older adults. A cross-sectional approach was appropriate as it allowed for the 

collection of data at a single point in time, providing a snapshot of mental health status and associated 

factors within the target population. 

Setting 

The study was conducted at King Khalid University, located in the Aseer region of Saudi Arabia. King Khalid 

University serves a diverse catchment area that includes both urban and rural communities, providing an 

ideal setting to capture a wide range of sociodemographic and health-related variables among the elderly 

population. Data were collected from elderly individuals attending primary healthcare clinics affiliated 

with the university, as well as from community centers where health awareness and screening programs 

for older adults are regularly organized. 

Sample and Sampling 

The study targeted community-dwelling older adults aged 60 years and above residing in the Aseer region 

of Saudi Arabia, specifically those who accessed healthcare services or participated in community wellness 

programs affiliated with King Khalid University. The total sample size consisted of 186 participants, which 

was determined based on existing recommendations for cross-sectional studies and guided by power 

analysis to ensure sufficient statistical power for detecting significant associations between depression, its 

predictors, and psychological well-being. Specifically, using a 95% confidence interval, an expected 

prevalence rate of depression of approximately 20% among older adults (as reported in regional studies), 

and a 5% margin of error, a minimum required sample of 170 participants was estimated. To account for 
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possible non-responses or incomplete data, an additional 10% was added, yielding a final recruitment 

target of 186 participants. 

Inclusion criteria were as follows: (1) aged 60 years or older at the time of data collection, (2) living 

independently in the community (i.e., not institutionalized in nursing homes or long-term care facilities), 

(3) able to understand and communicate in Arabic, and (4) cognitively capable of providing informed 

consent and responding to the questionnaire. Cognitive capacity was informally assessed by the research 

assistants through brief interaction and observation during the consent process. Exclusion criteria included 

the presence of severe cognitive impairment (such as diagnosed dementia), acute psychiatric disorders 

(e.g., schizophrenia, bipolar disorder), and any acute medical condition that would hinder participation 

(such as hospitalization at the time of data collection). 

A convenience sampling technique was employed due to practical and logistical considerations, 

particularly the need to access participants in accessible community settings. Eligible participants were 

approached during routine visits to primary healthcare centers, family medicine clinics, and community 

centers where King Khalid University regularly conducts outreach and health promotion activities 

targeting older adults. Additionally, some participants were recruited during health awareness events and 

vaccination campaigns, which ensured a diverse sample in terms of gender, educational level, and rural-

urban distribution. 

.Data Collection Tools 

Data were collected using a structured questionnaire comprising three main sections: sociodemographic 

and health-related characteristics, the Geriatric Depression Scale (GDS-15), and the World Health 

Organization-Five Well-Being Index (WHO-5). 

Geriatric Depression Scale (GDS-15): 

The GDS-15, developed by Sheikh and Yesavage in 1986, is a widely used screening tool designed to assess 

depressive symptoms specifically in older adults (1). The scale consists of 15 yes/no questions that 

evaluate mood, motivation, and life satisfaction over the past week. Each depressive answer scores 1 point, 

yielding a total score range of 0 to 15. Scores of 0–4 are considered normal, 5–8 suggest mild depression, 

9–11 indicate moderate depression, and 12–15 denote severe depression. The GDS-15 has demonstrated 

excellent validity and reliability across diverse populations, with a reported Cronbach’s alpha of 0.80 in its 

original version (1). For this study, the tool was translated into Arabic following standard translation and 

back-translation procedures to ensure linguistic and conceptual equivalence. The Arabic version had 

previously been validated in Saudi elderly populations, demonstrating good internal consistency 

(Cronbach’s alpha = 0.82) and high test-retest reliability (2). 

World Health Organization-Five Well-Being Index (WHO-5): 

The WHO-5 Well-Being Index, developed by the WHO Regional Office for Europe in 1998, is a brief and 

robust instrument designed to assess psychological well-being (3). It consists of five positively worded 

items evaluating mood, vitality, and general interest over the previous two weeks. Each item is scored on a 

6-point Likert scale ranging from 0 (at no time) to 5 (all of the time), resulting in a raw score between 0 and 

25. To interpret results, the raw score is multiplied by 4 to yield a percentage scale (0–100), with higher 

scores indicating better well-being; scores below 50 suggest poor well-being and warrant further 

evaluation for depression. The WHO-5 has been validated internationally and is recognized for its strong 

psychometric properties, with Cronbach’s alpha values typically above 0.85 (3). The Arabic version of the 

WHO-5, validated in Gulf region populations, has shown excellent internal consistency (Cronbach’s alpha = 

0.88) and construct validity, supporting its use in this study (4). Translation was carefully reviewed by 

bilingual experts, and minor cultural adaptations were made to enhance clarity and relevance for Saudi 

older adults. 
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Data Collection Procedure 

The data collection process was meticulously planned and implemented to ensure the accuracy, 

consistency, and ethical integrity of the study. Data collection was conducted over a period of three months, 

from January to March 2024, at King Khalid University’s affiliated primary healthcare centers and selected 

community-based facilities within the Aseer region. Prior to initiating data collection, official permissions 

were obtained from the directors of the participating healthcare centers and community hubs to facilitate 

smooth access to potential participants. 

A preparatory phase preceded actual data collection, during which a team of five trained research 

assistants—each holding at least a bachelor's degree in nursing or public health—underwent an intensive 

two-day training workshop. The training emphasized standardized interviewing techniques, culturally 

sensitive communication, clarification of questionnaire items, and ethical handling of participants’ 

information. Mock interviews and pilot testing were conducted with a small group of older adults (n = 10) 

to refine procedures and ensure clarity of the questions; these participants were excluded from the final 

analysis. 

On each data collection day, the research team set up a designated, private area within the healthcare center 

or community facility to maintain confidentiality and minimize distractions. Elderly individuals visiting the 

centers for routine care, health screenings, or social activities were approached in waiting areas or during 

organized wellness programs. After a brief introduction to the study's objectives and procedures, eligibility 

screening was conducted to confirm that participants met the inclusion criteria (aged 60 years and above, 

able to communicate in Arabic, and community-dwelling). 

Once eligibility was confirmed, participants were provided with an information sheet outlining the study's 

purpose, the voluntary nature of participation, confidentiality assurances, and their right to withdraw at 

any time without any adverse consequences. Written informed consent was obtained before participation. 

For illiterate participants, the consent form was read aloud, and verbal consent was supplemented with a 

thumbprint, in accordance with ethical guidelines. 

The structured questionnaire was administered through face-to-face interviews to mitigate potential 

literacy challenges and to enhance data completeness and accuracy. Each interview was conducted in 

Arabic and lasted approximately 20 to 30 minutes. The interviews followed a consistent format: (1) 

collection of sociodemographic and health-related information, (2) administration of the Geriatric 

Depression Scale (GDS-15), and (3) administration of the WHO-5 Well-Being Index. Research assistants 

were trained to adopt a neutral, non-judgmental tone and to provide clarifications if participants expressed 

confusion about any item, without influencing their responses. 

To maintain high-quality data, the principal investigator conducted regular supervisory visits to the data 

collection sites, reviewed completed questionnaires on-site, and held weekly debriefing meetings with the 

research team to address challenges and ensure adherence to standardized procedures. Any incomplete or 

ambiguous responses were addressed immediately during the interview to reduce the risk of missing data. 

For each participant, a unique identification code was assigned to ensure confidentiality and facilitate 

organized data management. The completed questionnaires were securely stored in locked cabinets 

accessible only to the research team, and digital data entry was performed on password-protected 

computers. Double data entry was employed to minimize entry errors, and random checks were conducted 

on 20% of the data files to ensure accuracy. 

Participants who were identified as having moderate to severe depressive symptoms based on their GDS-

15 scores (≥9) were discreetly informed about their results after the interview and were provided with 

referral information for mental health services available at King Khalid University Medical Center and other 

local mental health support services, in accordance with ethical best practices. 
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Data Analysis 

Data were analyzed using IBM SPSS Statistics version 26.0. Descriptive statistics, including frequencies, 

percentages, means, and standard deviations, were computed to summarize participant characteristics, 

depression scores, and well-being scores. The prevalence of depression was determined based on the 

established GDS-15 cut-off points. Inferential statistics were applied to identify predictors of depression: 

chi-square tests and independent t-tests were used to examine associations between depression and 

categorical or continuous variables, respectively. Variables with significant bivariate associations (p < 0.05) 

were entered into a multivariate logistic regression model to identify independent predictors of 

depression. Pearson’s correlation analysis was conducted to assess the relationship between depression 

scores and psychological well-being scores. A p-value of less than 0.05 was considered statistically 

significant for all analyses. 

Ethical Considerations 

This study received formal ethical approval from the King Khalid University. All procedures adhered to the 

principles outlined in the Declaration of Helsinki. Participants were assured of the confidentiality and 

anonymity of their responses, and all data were coded to remove identifying information. Participation was 

entirely voluntary, and participants were informed of their right to withdraw from the study at any point 

without any repercussions. In addition, participants who exhibited high depression scores (GDS ≥9) were 

provided with information and referrals to mental health services available within the university and the 

broader community to ensure appropriate follow-up care. 

Results 

Participant Characteristics 

Table 1 provides a detailed overview of the sociodemographic profile of the 186 community-dwelling older 

adults who participated in the study. The age distribution reveals that a significant proportion of the sample 

falls within the older age brackets, with more than one-third (33.87%) aged 75 years and above, and only 

16.67% in the 60–64 age range. This distribution highlights the predominance of the "old-old" subgroup 

within the sample, which is particularly relevant given the increasing vulnerability to depression and 

functional decline in this age group. Gender distribution was relatively balanced, with a slight female 

predominance (52.15%), aligning with broader demographic patterns in older populations where women 

typically have greater longevity. 

In terms of marital status, slightly over half (54.84%) were married, while a substantial proportion 

(33.33%) were widowed. This is noteworthy, as widowhood has been consistently linked to increased 

emotional distress and social isolation, potentially heightening the risk for depression. Educational 

attainment was notably low: nearly half of the sample (45.16%) were illiterate, and only 13.98% had 

attained university-level education or higher. Low educational levels can be a significant barrier to health 

literacy and may affect coping capacity and access to resources that support psychological well-being. 

Living arrangements showed that the majority (69.40%) resided with their spouse or children, which could 

offer protective social support. However, 12.90% lived alone, a condition often associated with loneliness 

and increased psychological distress in older adults. The remaining 17.74% lived with extended family or 

others, which may reflect cultural norms of intergenerational cohabitation in Saudi Arabia. 

Table 1. Sociodemographic Characteristics of Participants (n = 186) 

Variable Category n % 

Age (years) 60–64 31 16.67 

 65–69 44 23.66 

 70–74 48 25.81 
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 ≥ 75 63 33.87 

Gender Male 89 47.85 

 Female 97 52.15 

Marital status Married 102 54.84 

 Single 13 6.99 

 Divorced 9 4.84 

 Widowed 62 33.33 

Education Illiterate 84 45.16 

 Primary 43 23.12 

 Secondary 33 17.74 

 University or higher 26 13.98 

Living arrangement Alone 24 12.90 

 With spouse/children 129 69.40 

 With others 33 17.74 

 

Table 2 presents the health-related characteristics of the 186 community-dwelling older adults who 

participated in the study. The findings highlight a significant burden of chronic diseases within this 

population, with hypertension emerging as the most prevalent condition, reported by 40.86% of 

participants. This is closely followed by diabetes mellitus, affecting 33.87%, and cardiovascular disease at 

19.35%. Notably, arthritis was reported by a smaller proportion (5.91%), indicating variability in the 

distribution of chronic illnesses. These figures align with existing literature emphasizing the high 

prevalence of non-communicable diseases among elderly populations in Saudi Arabia and globally, 

reflecting the cumulative impact of aging and lifestyle factors on health status. In terms of functional ability, 

nearly half of the participants (44.62%) reported no limitations in activities of daily living (ADLs), 

suggesting a substantial proportion retained independence. However, it is notable that a considerable 

segment experienced moderate (37.1%) to severe (18.28%) limitations, underscoring the challenges many 

older adults face in maintaining physical autonomy. This finding is particularly relevant because functional 

impairment is a known risk factor for depression, further reinforcing the importance of routine functional 

assessments in geriatric care. Regarding self-rated health, which is a subjective yet robust indicator of 

overall health and psychological well-being, a mixed pattern emerged: 44.09% rated their health as good, 

while 33.87% considered it fair, and 22.04% reported poor health. The relatively high proportion of 

participants perceiving their health as fair or poor may reflect both the objective burden of chronic illnesses 

and the psychosocial dimensions of aging. This perception is clinically significant, as poor self-rated health 

is frequently associated with higher healthcare utilization, reduced quality of life, and an elevated risk of 

depression. 

Table 2. Health-Related Characteristics (n = 186) 

Variable Category n % 

Chronic conditions Hypertension 76 40.86 
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 Diabetes mellitus 63 33.87 

 Cardiovascular disease 36 19.35 

 Arthritis 11 5.91 

Functional status No limitation 83 44.62 

 Moderate limitation 69 37.1 

 Severe limitation 34 18.28 

Self-rated health Good 82 44.09 

 Fair 63 33.87 

 Poor 41 22.04 

 

Table 3 illustrates the psychosocial profile of the study participants, focusing on two key dimensions: 

perceived social support and frequency of social participation. The data reveal that a substantial proportion 

of older adults reported moderate to high levels of social support, with 35.48% (n = 67) indicating high 

support and 41.94% (n = 78) reporting moderate support, while a smaller but notable segment—22.04% 

(n = 41)—experienced low social support. This distribution underscores the critical role of familial and 

community networks in the lives of Saudi older adults, reflecting cultural values that emphasize family 

cohesion and interdependence. Nevertheless, the presence of over one-fifth of participants with low 

support highlights a vulnerable subgroup at increased risk for adverse mental health outcomes, 

particularly depression. Regarding social participation, the findings show a somewhat balanced spread: 

25.81% (n = 48) of participants reported frequent participation in social activities, 42.47% (n = 79) 

engaged occasionally, and 31.72% (n = 59) participated rarely. These results suggest that while many older 

adults remain socially engaged, a significant proportion—nearly one-third—experience infrequent social 

interactions, which may compound feelings of isolation and loneliness.. 

Table 3. Psychosocial Characteristics (n = 186) 

Variable Category n % 

Social support High 67 35.48 

 Moderate 78 41.94 

 Low 41 22.04 

Social participation Frequent 48 25.81 

 Occasional 79 42.47 

 Rare 59 31.72 

 

Table 4 provides a detailed illustration of the prevalence of depression and psychological well-being among 

the study participants. The data reveal that just over half of the elderly sample (55.38%; n = 103) were 

classified as not depressed, based on the Geriatric Depression Scale (GDS-15) cut-off score of 4 or less. 

However, a notable 44.62% of participants exhibited varying degrees of depressive symptoms, 

underscoring the significant mental health burden in this population. Specifically, mild depression was 

reported in 22.04% (n = 41), moderate depression in 15.1% (n = 28), and severe depression in 7.53% (n = 

14) of respondents. These findings indicate that nearly one in four older adults had mild depressive 

symptoms, while approximately one in five experienced moderate to severe depression, highlighting an 

urgent need for routine depression screening and intervention in community settings. 
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In parallel, the assessment of psychological well-being using the WHO-5 index presents a similarly 

concerning picture. Only 26.34% (n = 49) of participants achieved a high well-being score (≥ 72), indicating 

robust mental health and a positive outlook. In contrast, 36.56% (n = 68) fell within the moderate range 

(52–71), reflecting a mid-level well-being status that may be vulnerable to decline under stress. Alarmingly, 

37.1% (n = 69) of the participants reported low well-being scores (< 52), which suggests diminished 

psychological resilience and a potential risk for clinical depression. The near parity between moderate and 

low well-being levels further emphasizes the fragility of psychological health in this age group. 

Table 4. Prevalence of Depression and Well-Being (n = 186) 

Measure Category n % 

Depression (GDS-15) No depression (≤ 4) 103 55.38 

 Mild (5–8) 41 22.04 

 Moderate (9–11) 28 15.1 

 Severe (12–15) 14 7.53 

Well-Being (WHO-5) High (≥ 72) 49 26.34 

 Moderate (52–71) 68 36.56 

 Low (< 52) 69 37.1 

 

Table 5 presents the bivariate analysis exploring associations between key sociodemographic and health-

related predictors and the presence of depressive symptoms among community-dwelling older adults. The 

findings highlight several significant relationships. First, gender showed a noteworthy association with 

depression, where 47.19% of males were classified as depressed compared to 42.27% of females (χ² = 4.02, 

p = 0.045), suggesting that, contrary to much of the literature, males in this sample exhibited a slightly 

higher prevalence of depression than females. This may reflect context-specific factors such as reduced 

social engagement or shifting family roles in older Saudi men. 

Chronic illness emerged as another significant predictor: 54.39% of participants with at least one chronic 

condition were depressed, whereas only 29.17% of those without chronic illness reported depression (χ² 

= 6.32, p = 0.012). This confirms well-established evidence that chronic diseases are closely linked to 

elevated psychological distress in late life, likely due to pain, disability, and the psychosocial burden of 

illness management. 

A particularly strong relationship was observed between social support and depression. Among 

participants with high social support, only 28.36% were depressed, compared to 53.78% in the 

moderate/low social support group (χ² = 19.84, p < 0.001). This underscores the protective role of social 

networks and emotional support, consistent with findings that emphasize the buffering effect of social 

connectedness against mental health challenges in older age. 

Functional status was also significantly associated with depression: 53.4% of those with any limitation in 

activities of daily living were depressed, versus just 33.73% of those with no limitations (χ² = 12.47, p < 

0.001). This suggests that physical dependence and loss of autonomy are strongly tied to emotional well-

being, reflecting the interdependence of physical and mental health in the ageing process. 

Table 5. Bivariate Analysis of Depression by Key Predictors 

Predictor Category Depressed 

(n=83) 

Not depressed 

(n=103) 

χ² (df) p-

value 

Gender Male (n=89) 42 (47.19%) 47 (52.81%) 4.02 (1) 0.045 
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 Female (n=97) 41 (42.27%) 56 (57.73%)   

Chronic illness Yes (n=114) 62 (54.39%) 52 (45.61%) 6.32 (1) 0.012 

 No (n=72) 21 (29.17%) 51 (70.83%)   

Social support High (n=67) 19 (28.36%) 48 (71.64%) 19.84 

(1) 

< 0.001 

 Moderate/Low 

(n=119) 

64 (53.78%) 55 (46.22%)   

Functional 

status 

No limitation (n=83) 28 (33.73%) 55 (66.27%) 12.47 

(1) 

< 0.001 

 Any limitation 

(n=103) 

55 (53.4%) 48 (46.6%)   

 

The findings presented in Table 6 highlight the key multivariate predictors of depression among the sample 

of community-dwelling older adults. Age emerged as a significant factor, with each additional year 

associated with a 7% increase in the odds of experiencing depression (OR 1.07; 95% CI 1.02–1.12; p = 

0.008), indicating a progressive vulnerability as individuals grow older. Gender was also a significant 

predictor: males had a 31% higher likelihood of depression compared to females (OR 1.31; 95% CI 1.01–

1.68; p = 0.042), a noteworthy finding that contrasts with the common perception that women are more 

prone to depression in later life, suggesting possible context-specific or cultural influences in this cohort. 

Marital status appeared protective; being married reduced the odds of depression by 28% (OR 0.72; 95% 

CI 0.53–0.98; p = 0.035), underscoring the potential buffering effect of spousal support against mental 

health challenges. Educational attainment was inversely related to depression risk: participants with 

university-level education had a 46% lower likelihood of depression compared to those who were illiterate 

(OR 0.54; 95% CI 0.38–0.77; p = 0.001), emphasizing the role of education in fostering resilience and access 

to coping resources. Chronic illness nearly doubled the risk of depression (OR 1.92; 95% CI 1.24–2.56; p = 

0.006), reaffirming the established link between physical health burdens and psychological distress. Social 

support demonstrated a strong protective effect, with high levels of social support reducing depression 

odds by 59% (OR 0.41; 95% CI 0.28–0.59; p < 0.001), highlighting its critical role as a modifiable factor in 

late-life mental health. Finally, functional limitations were significantly associated with higher depression 

risk; individuals reporting limitations had a 78% increased likelihood of depression (OR 1.78; 95% CI 1.22–

2.49; p = 0.003), reflecting the psychological toll of compromised independence. Overall, these results 

illustrate the multifactorial nature of depression in older adults, indicating that both structural factors (e.g., 

age, health status) and psychosocial resources (e.g., education, social support) substantially influence 

mental health outcomes, pointing to the need for integrated interventions that address both physical and 

social determinants of well-being in aging populations. 

Table 6. Multivariate Predictors of Depression (n = 186) 

Predictor OR 95% CI p-value 

Age (per year) 1.07 1.02–1.12 0.008 

Male gender (vs female) 1.31 1.01–1.68 0.042 

Married (vs others) 0.72 0.53–0.98 0.035 

University education (vs illiterate) 0.54 0.38–0.77 0.001 
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Chronic illness (yes vs no) 1.92 1.24–2.56 0.006 

High social support (vs mod/low) 0.41 0.28–0.59 < 0.001 

Functional limitation (yes vs no) 1.78 1.22–2.49 0.003 

 

Discussion 

This study aimed to investigate the prevalence and predictors of depression and its association with 

psychological well-being among community-dwelling older adults in Saudi Arabia. The findings reveal a 

substantial burden of depressive symptoms, with 44.62% of participants screening positive for depression. 

This prevalence is in line with international studies reporting rates between 30% and 50% among 

community-based elderly populations (20,21), underscoring the persistent challenge that late-life 

depression poses globally. Notably, our prevalence is higher than some earlier Saudi studies, which 

reported depression rates around 34% (22), suggesting potential regional disparities or evolving 

sociodemographic dynamics in the aging Saudi population. 

Age was identified as a significant predictor of depression, with each additional year of age increasing the 

odds of depression by 7%. This finding aligns with previous research indicating that the risk of depression 

escalates with advancing age due to cumulative health burdens, social losses, and functional decline 

(23,24). Interestingly, gender emerged as a significant factor, with males showing a 31% higher likelihood 

of depression compared to females. This result diverges from much of the existing literature, which 

typically reports higher depression rates among elderly women (25,26). However, some studies have noted 

that in certain cultural contexts, men may experience heightened psychological distress due to role 

expectations, retirement, or diminished authority in older age (27). This highlights the importance of 

contextualizing gender effects within specific sociocultural environments. 

Marital status was found to be protective, with married individuals exhibiting 28% lower odds of 

depression. This supports a wealth of evidence indicating that marriage serves as a buffer against 

depression by providing emotional, practical, and financial support (28,29). Conversely, widowhood and 

divorce have been associated with social isolation and bereavement-related depression (30). Our findings 

reinforce the importance of spousal support in late life and suggest that interventions targeting widowed 

or single older adults may be particularly warranted. 

Educational attainment also played a significant role; participants with university-level education had 

nearly half the risk of depression compared to illiterate individuals. This is consistent with prior research 

indicating that higher education equips individuals with cognitive and coping resources that enhance 

psychological resilience (31,32). Education may also facilitate better health literacy and access to health 

services, further mitigating depression risk (33). This underscores the long-term mental health benefits of 

educational investments, even extending into older adulthood. 

The presence of chronic illness was a robust predictor of depression, with afflicted individuals exhibiting 

nearly double the odds of depressive symptoms. This echoes findings from numerous studies that have 

established strong bidirectional links between chronic diseases such as diabetes, hypertension, and 

cardiovascular conditions and depression (34–36). The pathophysiological overlap—through 

inflammatory pathways, vascular changes, and shared lifestyle risk factors—may explain part of this 

association (37). Moreover, the functional impairments and psychological burden associated with chronic 

illness likely exacerbate feelings of helplessness and sadness, reinforcing depressive states (38). 

Social support emerged as one of the strongest protective factors in this study, with high levels of perceived 

support reducing depression odds by 59%. This finding is in keeping with the extensive literature 

underscoring the salutary effects of social support on mental health (39–41). Emotional support, 

companionship, and practical help have been shown to alleviate stress, foster a sense of belonging, and 
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enhance coping, particularly critical in the context of aging (42). The strength of this association in our 

study highlights the need for community-based interventions that promote social connectedness among 

older adults, especially in light of the growing concerns about social isolation in aging societies (43). 

Functional limitation was another significant risk factor, with individuals experiencing limitations having 

78% higher odds of depression. This finding is supported by prior research indicating that declining 

functional ability erodes self-efficacy, independence, and quality of life, thereby increasing vulnerability to 

depressive symptoms (44–46). Functional impairments can lead to social withdrawal, decreased 

engagement in meaningful activities, and heightened caregiver burden, all of which contribute to 

depression (47). Therefore, interventions aimed at preserving functional status—through rehabilitation, 

physical therapy, and assistive devices—are crucial for maintaining mental health in later life. 

Our study also revealed a significant inverse correlation between depression and psychological well-being, 

as expected. Participants with depressive symptoms exhibited substantially lower well-being scores, 

corroborating the well-established reciprocal relationship between these constructs (48,49). Depression is 

characterized by pervasive negative affect, anhedonia, and hopelessness, which directly undermine core 

components of psychological well-being, such as life satisfaction, purpose, and vitality (50). Conversely, 

high psychological well-being may confer resilience against depression by fostering positive emotions, 

adaptive coping, and social engagement (51,52). 

These findings have important clinical and policy implications. First, the high prevalence of depression 

underscores the need for routine mental health screening in primary care settings serving older adults, as 

recommended by global health agencies (53). Second, the identification of modifiable predictors, such as 

social support and functional ability, suggests key targets for preventive interventions. Community 

programs that enhance social networks, promote active aging, and provide psychosocial support could 

substantially reduce depression burden (54). Third, the protective effects of education and marital status 

highlight the role of broader social determinants in shaping mental health outcomes, reinforcing calls for 

integrated approaches that address both individual and structural factors (55). 

Despite its strengths, including the use of validated tools and a robust multivariate analysis, this study has 

limitations. The cross-sectional design precludes causal inference; longitudinal studies are needed to 

unravel temporal relationships between predictors and depression. Additionally, the convenience 

sampling method may limit generalizability, although efforts were made to recruit a diverse sample across 

multiple community settings. Finally, self-report measures, while widely used, may be subject to reporting 

biases, particularly in cultural contexts where mental health stigma is prevalent (56). 

In conclusion, this study provides compelling evidence of the high prevalence of depression among 

community-dwelling older adults in Saudi Arabia and elucidates key predictors, including age, gender, 

marital status, education, chronic illness, social support, and functional status. These findings highlight the 

multifaceted nature of late-life depression and the critical interplay between structural, health-related, and 

psychosocial factors. Addressing these determinants through comprehensive, culturally sensitive 

interventions is essential for enhancing mental health and psychological well-being in aging populations. 
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