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ABSTRACT 

Elderly persons can be defined as aged people who are about to reach or are past the expected life 

span of human being. This study sampled participants aged 65 years and above. About 1.2 million 

people in Kenya are over 65 years, in a population of 38.6 million, making it 3.8%. The number of 

men falling in this category is a bit higher than that of women.  

About 20% of elderly persons globally suffer a mental health condition with a disability due to mental 

and neurological illnesses at 6.6%. Studies conducted have shown that elderly persons are at more 

prone to contracting COVID-19.  There is scarcity of research on effects of psychosocial 

interventions for mental health management of the elderly persons during outbreak of pandemics such 

as COVID-19. 

This research was conducted with the aim to determine whether psychosocial interventions influence 

mental wellness of the elderly persons at Kariobangi Cheshire home. A survey research design was 

used. The targeted respondents were 74 persons aged 65 years and over, who had been diagnosed 

with mental health conditions. Kariobangi Cheshire home has a total population of approximately 240 

elderly persons. A sample size of 35 participants was selected from a population of 74 respondents 

using simple random sampling. Fischer’s formula was adopted to determine the sample size.   

This study was conducted at Kariobangi Cheshire home for the aged. Study participants were Elderly 

persons aged 65 years and over. SPSS version 26 was used to analyze data. Narratives, tables, and 

graphs were used to present the results. 

A total of 35 elderly people were sampled and recruited for the study. Median age was 74.25%.  More 

than half (65.7%) were female, 37.1 were windowed, 62.9% were Christians, 38.2% were primary 

school leavers and they comprised the majority. The results of the analysis show that the three 

independent variables, physical exercise, social support and social involvement have a significant 

statistical impact on mental wellness. 
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CHAPTER ONE 

1.1 Introduction and Background 

COVID-19 is a new illness which is with a novel virus named SARS-coV-2. It is said to have 

originated from China, Wuhan City in the province of Hubei, in the year 2019, December and spread 

rapidly across the globe. By 25 October 2021, over 244 million cases and 4.96 million deaths from 

COVID-19 had been recorded worldwide. 

Although most of those infected may have minimal to medium respiratory symptoms and may 

recover without medical attention, others may become critically unwell and require medical 

assistance. Elderly people, especially those with other underlying medical illnesses such as 

cardiovascular disease and other chronic illnesses are more vulnerable to contracting the virus. 

Having knowledge of the disease and how it is transmitted can help curb the spread and slow down 

the transmission. It is recommended to stay at least 1 meter away from the next person, put on a well 

fitted mask, and wash hands or use a sanitizer frequently in order to help keep safe.  

The virus spreads in form of microscopic liquid particles from the mouth or nose of one person to 

another especially when an infected person coughs or sneezes. Coughing into a flexed elbow, for 

example, is a good illustration of respiratory etiquette. 

The symptoms of the disease include; fever, cough, tiredness, loss of taste, headaches, and painful 

throat. Serious symptoms include; Breathing difficulties or shortness of breath, loss of speech, 

confusion and chest pain. 

The pandemic has sparked a great concern because of how fast it spreads as well as its ability to cause 

diverse levels of illness. Contact tracing, isolation, and quarantine have all been shown to be effective 

methods of controlling infectious disease outbreaks, and many countries around the world have 

implemented them. Unlike past crises, the COVID-19 pandemic is likely to have caused various 

disruptions in people's lives, including uncertainty, disrupted daily routines, financial strains, and 

social isolation. As a result, the pandemic may impose significant psychological and emotional 

strains. 

The spread and impact of the virus has been experienced more in developed countries such Europe 

and America. United States of America, for example had recorded over 46 million cases and 756 
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thousand deaths as of 25 October 2021, followed by India with over 34 million cases with 454 

thousand deaths, and Brazil with over 21 million cases with 605 thousand deaths.  

In Africa, control and prevention measures such as lock down and curfew were put in place much 

sooner compared to developed countries of Europe and America where the virus was spreading so 

fast. In Kenya, a partial lockdown was put in place on 06 of April 2020 after 158 people only had 

tested positive for COVID-19 virus and 6 deaths experienced.  

Corona Virus was first reported in Kenya on 13 March 2020. The announcement was immediately 

followed by closure of schools on 15 March 2020. Nationwide curfew from 7pm to 5am was also 

imposed.  International flights were suspended and incoming residents put on quarantine. Social 

gatherings were banned and entertainment places closed down. 

Many human lives have been lost worldwide due to the pandemic. The pandemic has also disrupted 

the economic and social life of people globally. Millions of businesses and companies are at risk of 

closing down. Most of the informal economy workers have also been affected, many have been left 

with no means to earn income and therefore unable to feed themselves and their families. 

 Psychological issues such as stress, anxiety and depression have become so rampart due to the 

pandemic. Concerns on containment and control measures, and how these measures are likely to 

affect human lives and country’s economy have been raised. Such concerns are likely to undermine 

the COVID-19 prevention and control measures and therefore contribute to increased morbidity and 

psychological needs across the global. 

The World Health Organization (WHO) has reported stress and anxiety as being the most felt 

psychological impact of the pandemic. This is likely to lead to increased incidences of depression, 

suicide and drug abuse in future. 

There is widespread fear about contracting the virus, safety and livelihood for individual persons. 

There is also stigma associated with the disease which is also a major cause of psychological distress.  

The strategies put in place to help prevent and control the spread of the virus which include ban of 

social gatherings and social activities, self-isolation, keeping social distance and restricted-movement 

have negatively impacted the psychological and social wellness of medically fit persons by limiting 

and hindering social interactions and social involvements of a healthy living.  
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The COVID-19 pandemic and its worrying negative impact on the economy has caused a huge impact 

on mental health and worsened the situation of the already existing mental illnesses and substance 

abuse issues. According to a KFF health tracking poll (July 2020), about 4 in every 10 adults in 

United States are reported to have anxiety or depressive symptoms since the onset of the pandemic. 

This number increased from one in every ten adults in 2019, before the pandemic.  

The worry and stress caused by the pandemic has negatively affected the mental health of the 

majority of adults. This is according to KFF Health tracking poll (July 2020), where 36% had 

sleeping difficulties, 32% change in eating habits, 12% had increased their alcohol intake and 12% 

worsened their chronic illnesses. The imposed control measures have also caused serious mental 

health outcomes. 

With the closing of learning institutions including the higher learning institutions, and other pandemic 

related effects, the young people’s mental health is likely to be compromised. Issues of drug and 

substance abuse and suicide ideation are also likely to be on the rise. It has been reported that 65% of 

young people who are aged 18 -24 years experienced anxiety and depression (KFF health tracking 

poll, 2020) 

The losing of Jobs and income is also likely to contribute to poor mental health due to increased 

anxiety and distress. People who have lost their jobs, undergone pay-cuts or with lower incomes are 

likely to have higher rates of mental illness symptoms. 

According to a report by KFF health tracking poll (2021), Women and mothers have been reported to 

have worrying concerns about their children’s mental health and wellbeing due to challenges caused 

by the pandemic including their inability to provide adequate child care them. Parents are also 

concerned that their children may get involved in drug abuse and other inappropriate behaviors. This 

in turn may contribute to poor mental health of women and mothers. Women are more likely to have 

higher rates of anxiety and depression than men both before and after the pandemic. 

The pandemic poses a huge challenge to people suffering from mental illness as well as those who are 

prone to contracting mental illness substance abuse who may require medical assistance and not be 

able to access it due to challenges caused by the ongoing pandemic. 
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Throughout the COVID-19 epidemic, concerns about mental diseases and drug use have grown, 

notably concerns about suicide thoughts. Anxiety and/or depressive disorder symptoms were reported 

by 41% of people in January 2021, a figure that has remained reasonably steady since spring 2020 

(KFF health tracking poll, 2021). A KFF poll taken in June 2020 revealed that 13% of persons had 

reported a new or higher drug use caused by coronavirus with 11% of adults having suicide thoughts 

in the previous 30 days. Incidences of Suicide had been on the rise and the pandemic was likely to 

exacerbate this trend. Data collected in the beginning of 2020 showed that the deaths caused by drug 

overdose were common between March and May 2020 (KFF, 2020). 

Incidences of Mental ill-health and drug dependence existed even before the pandemic, and therefore 

psychological distress throughout the epidemic is not a new phenomenon. Stress and depression were 

rampant and one in every ten adults reported stress or depression signs way before the pandemic 

outbreak. About a fifth of America’s population is reported to suffer from mental illnesses (KFF, 

2020). In 2018, approximately 48,000 Americans reportedly died of suicide, and about eleven million 

adults had serious suicidal thoughts in 2017. Deaths caused by drug overdose were four times higher 

in 2018 than it was in 1999 due to opioid crisis. 

With implementation of social distancing and isolation measures, elderly persons become more 

vulnerable to getting mental illnesses (Armitage 2020, Gerst 2015). Aged people, especially who 

have other medical health problems are more likely to contract the corona virus (WHO). A study by 

Chen (2020) indicates that the fear, stress, loneliness and social isolation caused by the Corona Virus 

is likely to undermine the resilience of the elderly persons and jeopardize their health and well-being. 

Older people living with cognitive impairments may find it difficult comprehending the information 

about COVID-19. 

Studies conducted in Europe and America have shown higher COVID-19 related deaths among older 

population. In America for example, COVID-19 killed eight out of ten adults over the age of 65. This 

is according to a report by center of disease control and prevention (2020) (CDC). 

In Kenya, statistics show that 9% of those who had tested positive for the virus from May 2020 were 

beyond the age of 65. Despite this seemingly low statistic, 25% of them had already succumbed to the 

illness. They were responsible for 48% of all COVID-19 deaths in the country (MoH 2020). The 
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corona virus is particularly dangerous to the elderly. This is due to the fact that they have greater rates 

of morbidities which have been linked to the development of chronic illnesses. 

Anna et al (2011) conducted an intervention study and reported that the intervention participants’ 

mental health had gotten better and majority had achieved a positive mental health. Windle et al 

(2007) in his study further found that a number of interventions for example physical activity and 

health promotion in a group set up had positive impacts. 

However, Fontes et al (2015) reports that, some studies have shown that aged persons are also able to 

withstand tough and challenging circumstances more positively. 

Mental wellness is an essential and very important aspect of global public health in every country. 

Social inequality and social disconnections are linked to poor mental health. Human, social, and 

economic developments are all aided by good mental health. 

There are substantial links between mental and physical health, as well as behavior. Health-promoting 

behaviors help people adopt healthy lifestyles and establish healthy living situations and 

environments. Improving a population's mental health necessitates a holistic approach to promotion of 

mental wellness, as well as prevention and treatment. 

While it is understandable to feel stressed and anxious during a pandemic, some individuals are also 

likely to remain strong and show perseverance when hit by crises and emergencies. In addition, as 

individuals experience the numerous stresses brought by the pandemic and disruptions, they should 

rely on one another for support and strength in order to be able to pull through and come out strong. It 

is important to Understand people’s mental wellbeing and how to protect and promote wellness since 

this will help in providing better mental health services to different in people who are in need of such.  

There are numerous ailments that are classified as mental conditions. These include; 

Anxiety disorders: these are characterized by extreme fear and worry when reacting to particular 

things or situations, and also visible signs of fear and tension, which include a racing heart and 

sweating. Responding inappropriately to a particular situation, being unable to stop or control one’s 

reaction, or their intense worry and fear may end up interfering with one’s ability to function well, 

and could therefore be termed to an anxiety disorder. 
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Affective disorders, or mood disorders, are associated with intense sadness, overwhelming happiness, 

or swings from great happiness to intense sadness. The most prevalent mood disorders include 

depression, bipolar, and cyclothymic disorder. 

Psychotic ailments: these are distinguished by altered consciousness and reasoning. Two of its most 

prevalent symptoms include hallucination which is the perception of illusory visuals including 

hearing voices, and delusions which are defined as erroneous fixed beliefs that the sick individual 

believe to be true despite evidence to the contrary. Schizophrenia is an example of a psychotic 

ailment. 

Obsessive-compulsive disorder (OCD): this is a mental illness in which a person is troubled by 

intrusive thinking and concerns which may cause them to stick to certain routines. An example is a 

person who is irrationally afraid of germs and therefore keeps washing their hands every now and 

then. 

PTSD (post-traumatic stress disorder): PTSD can be caused by a traumatic and/or stressful incident, 

such as a sexual or physical assault, the unexpected passing away of a close family member or friend, 

or natural calamities. People suffering from PTSD are often emotionally numb, with constant and 

terrifying thoughts and memories of the event. 

Other sorts of mental diseases that are less frequent include: 

Adjustment disorders (AD): stressful events or situations can lead to emotional and behavioral 

symptoms. When this happens, the affected individuals may develop stress reaction syndromes. 

Natural calamities for example, earthquakes, pandemics, accidents, chronical diseases, loss of close 

friends or family members and divorce or separation are among examples of stressful events. Stress 

reaction syndromes will usually be experienced three months after the occurrence of the stressing 

event and extend up to six months of the stressful event having ceased or ended. 

Dissociative disorders (DD): these are known to cause serious disruptions in a person’s thinking, self-

identity, and general awareness of oneself and their environment. They are typically associated with 

excessive stress, which could have resulted from traumatic events and calamities experienced or 

witnessed by the affected individuals.  



7 
 

Sexual conditions: these refer to problems with sexual urge, performance, and behavior. They include 

sexual malfunction, gender identity and paraphilia.  A person with a somatic symptom disorder, also 

known as a psychosomatic condition or somatoform disorder, has physical symptoms of disease or 

discomfort that cause an excessive and disproportionate amount of agony, regardless of whether the 

symptoms can be medically explained. 

Somatic disorders include repetitive, fast, sudden, and/or uncontrollable sounds or non-purposeful 

body motions. (Vocal tics are sounds that are made involuntarily.) A somatic disorder such as 

Tourette's syndrome is an example. 

1.2 Statement of The Problem 

There is a great need to take care of the elderly persons during the COVID-19 pandemic.  According 

to Garnier (2020), elderly care facilities are the most vulnerable to the impact of COVID-19 because 

they live in an enclosed area with others and the virus is highly contagious.  

 According to Shi Yin Chee (2020), some participants in aged care facilities expressed dismal 

thoughts and their unwillingness to do anything about their position as a result of their 

multimorbidity. It was discovered to be a difficult and terrifying moment for multimorbid individuals 

who were dealing with both physical and social losses. 

 Most of the research conducted has not considered or included the vulnerable individuals who have 

been seriously hit by the impact of prevention and control measures (Richardson et al, 2020). With 

the impact of COVID-19 being experienced more by the elderly persons, current as well as future 

studies need be designed to include them.  

We need to safeguard the mental well-being of older persons, particularly those suffering from 

chronic illnesses. To improve their emotional and social state, there is a need to provide them with 

psychosocial interventions and tools. 

It is against this background that this research focuses on psychosocial interventions and their effects 

on mental wellness of the elderly persons during the COVID-19 pandemic so that prevention and 

control measures can be put in place to help improve and manage mental health. 
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1.3 Justification  

The total population of elderly people with unmet mental needs is extremely significant. Mental 

health challenges at later life are real and this fact should make us feel compelled to act and enrage 

the little attention given to it. Unfortunately, there is a deafening silence about the issue 

Discrimination based on age is still a major issue. It takes several forms, all of which must be 

addressed. Depression affects one out of every four persons aged 65 and older, and much of it can be 

avoided. This necessitates a public health plan for dealing with depression in later life is required. 

The majority of elderly adults with mental health issues are not well served. We must focus our 

attention on them, ensuring that they are supported by loved ones and capable of self-care — by 

design, not by chance or neglect. 

We must take action on mental health issues since we have clear evidence of what works, as well as 

pay more attention to issues that have been overlooked in the past but will become more pressing in 

the future, such as alcohol and drug misuse and serious mental illness among the elderly. 

 We must focus on lowering the number of older persons who living with mental health concerns as 

the population ages. Mentally healthy aging will make a significant impact in a society's ability to 

make later life joyful and meaningful. 

 About 20% of elderly persons who are above 60 years suffer a mental or neurological condition. 

Over 6.6 percent of all impairments in elderly above 60 years are associated with mental or 

neurological disorders (WHO, 2017).  

According to World Health Organization (WHO 2017), problems related to mental illness are under-

reported by both health care providers the elderly themselves. People are hesitant to seek care because 

of the stigma associated with these disorders.   

Research by Chen (2020) indicates that old people’s resistance is likely to be interfered with by the 

dread, worry, loneliness and social isolation they experience during pandemic, jeopardize their health 

and well-being, and worsen their mental problems. 

With increase in the aging population globally, the number of elderly persons seeking mental health 

care is likely to increase in future. Apparently, the current mental health treatments have only been 
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partly successful. About 20 to 30% of the years spent suffering disability can be prevented using 

existing treatments (Andrews et al., 2004). Interventions that can help manage and improve mental 

health problems have a potential to reduce the overall illness load. 

This study seeks to find out the effects of psychosocial interventions on elderly person’s mental 

wellness. There is a growing literature base that recognizes the need to promote mental health of the 

elderly. This study is therefore justified to be conducted. 

1.4 Purpose of The Study 

This research was conducted to determine the influence of psychosocial interventions on mental 

wellness of elderly persons at Kariobangi Cheshire home. 

1.5 Broad Objectives 

To establish the influence of psychosocial interventions on mental wellness of elderly persons during 

COVID-19 period 

   1.5.1 Other Objectives 

i. To find out whether physical exercise influence mental wellness of elderly persons at 

Kariobangi Cheshire home. 

ii. To establish whether social involvement contributes to reduced depressive and anxiety 

symptoms in elderly persons at Kariobangi Cheshire home. 

iii. To determine the influence of social support on mental wellness of elderly people in 

Kariobangi Cheshire home. 

1.6 Research Questions 

I. What influence does physical activity have on mental wellness of elderly persons living at 

Kariobangi Cheshire home? 

i. Does social involvement contribute to reduced depressive and anxiety symptoms in elderly 

persons at Kariobangi Cheshire home? 

ii. How does social support influence mental wellness of elderly persons at Kariobangi Cheshire 

home? 
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1.7 Hypotheses 

1. Physical exercise has a positive influence on mental wellness of elderly persons during COVID-19 

period. 

2. Social involvement contributes to reduced depressive symptoms in older people at Kariobangi 

Cheshire home. 

3. Social support has a positive influence on mental wellness of elderly during the COVID-19 

pandemic. 

1.8 Scope and Limitation of The Study 

This study focused on psychosocial interventions for managing and promoting the mental health of 

the elderly persons in home care institutions for the aged.   

Key variables were; social support, social involvement, physical exercise, mental wellness and health 

behaviors.  

Geographically, this study was delimited to Kariobangi Cheshire home. 

The study specifically focused on men and women, 65 years and over whom are currently being 

attended to at Kariobangi Cheshire home. 

The limitation of this study is that it primarily looks at senior persons who live in home care facilities, 

ignoring others who live outside of these facilities, such as those in slums and marginalized 

communities. 
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CHAPTER TWO 

Literature Review 

Mental well-being includes our emotional, psychological, and social well-being. It influences how we 

feel, think, and act, and how we deal with life's challenges. Mental health has an impact on how we 

deal with life's difficulties and it is important at all phases of life. 

Mental wellness refers to state of well-being where an individual is able to realize their abilities, cope 

with the normal life stresses and function productively. Our mental wellness helps in determining 

how we perceive and deal with life stresses, how we relate with others and the choices we make. 

Mental wellness helps us to develop resilience and be able to face life adversities.   

2.1 prevalence of mental illness 

Mental ailments are among the primary causes of disability and poor life quality globally. As the 

older population continue increasing steadily, the percentage of mental disorders have also continued 

to increase. Mental ill-health is associated with life losses and other changes that come with old age.  

Previous research by Sylke (2018) found that the existing and occurrence rates of mental conditions 

in the elderly range between 1 and 18 percent, depending on the study design. According to other 

studies, substance-related ailments, particularly alcohol in people aged 65 and older range between 1 

and 12 percent; lifetime and current rates for schizophrenia is estimated to be 0.5–1.0 percent, 

respectively. Anxiety disorders affect between 0.9 and 6.7 percent of people. 

In a study conducted by Thapa in Nepal (2018), the prevalence of depressive symptoms in the 

community ranged from 25.5 percent to 60.6 percent, 17.3 percent to 89.1 percent in aged-care 

institutions, and 53.2 percent to 57.1 percent in hospitals. In similar circumstances, the prevalence of 

depressive disorders ranged from 4% (in the community) to 53.2% (in hospital). Anxiety symptom 

cases ranged from 21.7 percent to 32.3 percent of the total. Psychosis, alcoholism, and dementia were 

among the other illnesses discovered among the elderly. Mental disorders are more common in 

hospital-based studies than in community settings, and disordered symptom cases are more common 

in aged-care facilities than in community settings. 

In America every year, over 19 million Americans suffer from depressive symptoms (KFF, 2020). 

While depression is not a typical feature of aging, it is more likely to emerge in the presence of other 

physical health issues. For example, clinical depression affects approximately 150,000 people 
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suffering from stroke each year. When depression occurs in conjunction with other conditions or life 

occurrences that typically occur as individuals age for example losing a close family member, they 

are often disregarded and untreated. 

According to a report from center for disease control and prevention (CDC, 2020), over two million 

Americans who are above 65 years are depressed in some way and have other chronic illnesses that 

are common in later life such as Alzheimer's disease, Parkinson's disease, heart disease, cancer and 

arthritis which can cause clinical depressive symptoms. 

According to Thapa et al (2018), A third of widows and widowers meet depression criteria within the 

first month of losing their spouses, and half of them are likely to remain clinically depressed for over 

a year. People with depressive symptoms have healthcare costs that are 50% more than seniors who 

are not depressed. Suicide among senior citizens is associated with depression. 20% of all suicide 

deaths in United States are from people aged 65 years and older. This is despite of them being just 

13% of the total population. 

A study by Ismael et al (2018) in America shows that individuals aged 65 and older account for 20% 

of all suicide deaths in the United States despite being just 13% of the population. White men are 

especially more vulnerable since their Suicide rate is about six times higher than the national suicide 

rate (10.8 per 100,000). Ismael (2018) further reported that the primary care physicians handled over 

55% of older people who needed medical care and only about 3% received medical attention from 

mental health specialists.  

Only about half of patients with depression are correctly identified by primary care physicians, 

potentially reducing function and lengthening hospitalization. Depression, fortunately, is a relatively 

curable disorder. Over 80% of persons suffering from depression can get medical attention or 

psychotherapy, or even both (Ismael et al, 2018) 

According to Fiske (2009), Approximately 68 percent of persons aged 65 and up are unaware of 

depression or know very little about it. Only 38% of persons aged over 65 years consider depression 

to be a "health" issue. Older folks are more inclined than any other demographic to "manage it 

themselves" if they feel depressed. Only 42% of those polled said they would seek medical care. 
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People under the age of 64 are more likely than those 65 and up to mention signs of depression. "A 

change in eating habits", "a change in sleeping habits", and "sadness", are among them. Around 58% 

of persons above 65 years agree that getting depressed as you get older is "natural" (Pilania, 2019). 

According to research undertaken by the New Global Burden of Disease (NGBD), depression and 

anxiety are among the greatest reasons for loss of health in the world. Due to COVID-19 pandemic, 

incidences of depression and anxiety have increased significantly.  

According to the Lancet analysis, COVID-19 pandemic has resulted in a significant increase in 

depression and anxiety disorders worldwide in 2020, with the overall number of cases of mental 

disorders growing substantially by 53.2 million cases of anxiety and 76.2 million cases of major 

depressive disorders, respectively. 

Despite measures aimed at lowering mental diseases, little has changed at the worldwide level in the 

last two decades.  

2.2 Risk factors associated with mental health issues 

A person’s body becomes a great concern during late adulthood. This can replace their main other 

concerns like relationships and careers and lead to mental health problems. 

Older persons face pressures that affect all people, as well as pressures unique to late life which may 

include continuous loss, incapacities and decline in one’s ability to function. Older people may have 

restricted movement, chronic pain, and other health challenges that may require long term care. They 

are also more likely to go through life misfortunes like bereavement and decline in socio-economic 

position owing to retirement. Self-isolation, loneliness and psychological anguish may develop as a 

result of these pressures. 

Physical health can highly be affected by mental health and vice versa. An elderly person with 

physical condition for example heart disease is more likely to fall in to depression. In addition, older 

persons with untreated depression can end up developing heart disease. 

Elderly persons are likely to be abused either physically, verbally, psychologically or sexually.  

Abandonment, neglect and major loss of dignity and respect are also common among the elderly. 

These abuses can result in physical injuries and prolonged psychological effects including depression 

and anxiety. 
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According to Geriatric Mental Health foundation, there are various reasons that can lead to mental 

illnesses in older persons. These include; physical disability, chronic disease, illnesses that are likely 

to cause dementia, physical illnesses that affect one’s thinking, emotions and memory, shifting to 

home care institutions, death of family members and close friends among others. 

2.3 Mental illnesses common in old age 

2.3.1 Depression 

Depression is a medical health condition which is characterized by consistent feeling of sadness and 

loss of interest in things or activities one used to enjoy. It is among the leading mental illnesses which 

can lower the individual’s ability to function properly. Its symptoms include changes in appetite, 

changes in sleeping patterns, suicidal ideation, and loss of energy and feeling of worthlessness which 

should last for two or more weeks for it to be termed as depression (Ribeiro, 2020) 

Depression can cause much suffering and interfere with one’s functionality in day-to-day activities. 

Unfortunately, most cases of depression have not been diagnosed and therefore left untreated and 

especially when it co- occurs with other problems experienced in old age (Ribeiro, 2020) 

Depression in old age is a huge challenge to both the affected and their families, and it happens a lot. 

According to a study conducted by Fiske et al (2009), the rate of depressive syndromes in the general 

senior population ranges from 9% to 18%, with more than 30% in nursing home patients.  

Evidence studies are needed to better quantify risk and identify factors responsible for depression in 

late life. Evidence studies focusing on senior cohorts, on the other hand, are scarce.  Incidence studies 

have frequently included only tiny senior subgroups and have not been tailored to late-life 

depression's particular characteristics (Luijendijk 2008). 

According to a study conducted by K. Jongenelis (2003), in later age, depression is a prevalent 

ailment. The prevalence of depression in elderly nursing home patients was examined in 36 papers 

from around the world. The prevalence percentages ranged from 2% to 61 percent, according to the 

findings. Depressive symptoms, moderate depression, and major depression each had their own 

average prevalence determined. Depressive symptoms account for 43.9 percent of the total, moderate 

depression for 25.7 percent, and significant depression for 15.5 percent. Factors that may have 

influenced the results are described in attempt to find an explanation for the diversity in the 



15 
 

occurrence of depression in nursing homes. Both the definition of depression and the type of 

instrument used to measure it appear to be extremely reliant on each other.  

2.3.2 Dementia 

Dementia is a syndrome marked by deficits in memory, cognition, behavior, and the ability to carry 

out everyday tasks. It’s usually chronic or in nature, and it is associated with altered brain 

functioning, such as memory loss and judgment.  It interferes with one’s ability to remember, think or 

make decision which may affect their daily functioning. 

A study conducted by KM Langa (2018) shows that dementia affects an estimated 50 million people 

around the world. Around 60% come from less developed and developing countries. The total number 

of dementia sufferers is predicted to rise to 82 million in 2030 and 152 million in 2050. About 2 to 

10% of cases of dementia are reported before the age of 65 years. This number increases almost two 

times every five years when after 65 years (Alzheimer International). 

In a study by V Jaiswal (2021), dementia was found to be prevalent in 18.8% of the population, with 

mild dementia accounting for the majority (11.3%), moderate (6.0%), and severe dementia 

accounting for a much smaller proportion of the population (1.5 percent). The prevalence of dementia 

in this study was greater than the global norm of 5-8 percent. The incidence in their study had 

surpassed that of research conducted in Marikina City, Philippines, which found a prevalence of 10.6 

percent. Nonetheless, it was lower than the prevalence (32.2%) found by Abat, Reyes, and Ramos 

(2009) in elderly Filipino research. 

In a study by E. Velazquez et al (2014), the total incidences of dementia were 9.5 percent in a 

selected sample of senior persons from Guadalajara. Dementia in women was higher at 6.0 percent 

compared to dementia in men which was 3.5 percent. This was somewhat greater than that found in a 

population-based study for dementia evaluation in Mexico, where the prevalence of dementia was 8.6 

for middle and lower-middle class older individuals in urban areas. In a similar study conducted in 

four Mexican Institute of Social Security family medicine clinics, the prevalence of dementia in 

persons aged 60 and older was 3.5 percent (IMSS) 

2.3.3 Anxiety Disorders 

These are conditions characterized by intense, too much and continued worry and fear about daily 

situation. They are common illnesses among the elderly persons though they are in most times 
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undiagnosed and therefore left untreated. Phobia is more widespread among the elderly population 

compared to the general population (Yalcin Kirmizioglu, 2009). 

According to a study published in the International Journal of Geriatric Psychiatry, over 27% of 

elderly people under the care of aging service provider exhibit anxiety symptoms that may not lead to 

diagnosis of a condition but have a major influence on their ability to function. Anxiety can wreak 

havoc on an elderly person’s physical health and limit their capacity to perform daily routines. 

Some mental conditions such as panic disorder and generalized anxiety disorder (GAD) are linked to 

anxiety. These include social phobia and agoraphobia (DSM –IV, ICD-10).  

 In a sample of older adults, Kirmizioglu (2009) found a current prevalence of 17.1 percent for any 

anxiety disorder. Current GAD and social phobia had a prevalence of 4% in adults aged 80 and older, 

while current specific phobia had a prevalence of 10%. A multicenter study of older people aged 65–

84 years found a 12-month prevalence rate of 17.2 percent for one or more anxiety disorders in a 

large population sample.  

When compared to earlier age groups (65–69 years), they identified a 47 percent decline in overall 

prevalence in those aged between 80–84 years old. However, there was a 47 percent reduction in 

overall prevalence in the age range of 80–84 years old when compared to younger age groups (65–69 

years). Forlani et al., on the other hand, found slightly greater proportions in a sample of community-

dwelling elderly persons aged 74 and up (28). According Forlani, the GAI-SF revealed a point 

prevalence of anxiety symptoms of 21%. 

In a study by M Meena (2015), Anxiety was shown to be prevalent in 55.5 percent of the participants 

in his study. His findings matched those of Bryant et al, who conducted a review and published a 

review of the literature on anxiety in adults over 60. Between 1980 and 2007, he discovered that there 

was a high occurrence of Anxiety symptoms reported by 15% to 52.3 percent of people, 15 percent to 

56 percent in clinical samples and 15 percent to 56 percent in community samples. 

 Anxiety disorders are more common in females who have low levels of education and those who are 

not married. 
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2. 4 mental health and social support 

The importance of social support in healthy relationships and mental health is frequently discussed, 

but what exactly does it imply? Social support is all about surrounding yourself with a network of 

relatives and friends who you can turn to in times of need (Haradi, 2017). 

These bonds are crucial because they define one's ability to function in daily life, whether they are 

dealing with a personal crisis that necessitates immediate assistance or simply want to spend time 

with people who care about them. People need social support to stay awake and give them the 

strength to push through and persevere during difficult times (Fatih, 2007). 

On the other hand, social aid is not a one-way street. You not only rely on others, but you also assist a 

large number of people in your life. The benefit of having a robust social support network is regularly 

stressed by psychologists and other mental health specialists. Experts frequently advise people to seek 

help from friends and family when trying to achieve their goals or deal with a crisis. Social bonds are 

connected to a number of health and wellbeing traits. Poor social support has been associated to 

feelings of unhappiness and loneliness, as well as changed brain function and an increased risk of 

drinking, CVD, depression, and suicide (Wang, 2018). 

Social Support can also be defined as "support accessible to an individual through social ties to other 

individuals, groups, and the greater community” (Wang, 2018). Although social support can be 

assessed in different and several ways, the most commonly used index is perceived social support, 

which is easy to measure and has been shown to be a better predictor of mental health than other 

measures. Perceived social support has been established in numerous studies to protect mental health 

under stressful situations. In addition, received social support is a significant sub-construct of social 

support (Wang, 2018). 

While there is a difference between perceived and received social support, it is believed that the 

relationship between the two should be reasonably high, particularly when the support demand 

matches the kind of support offered, from the point of stress and coping on social support (Wang, 

2018). Similarly, other researchers propose that the recall of supportive acts might be used to gauge 

felt support. People who have access to social assistance are also better able to handle stress. Stress 

has been linked to a number of detrimental health effects, including lowered immunity and a higher 

risk of heart disease. 
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Being surrounded by kind and helpful individuals can help people feel themselves as more capable of 

dealing with the challenges of life. According to Liu et al (2021), having strong social support during 

a crisis can help to mitigate the effects of trauma-related disorders such as PTSD. 

2.5 Mental health and physical activities 

Activities such as jogging, gardening, sports, and other recreational activities have significant health 

benefits. It is advisable to engage in some physical activities that can keep the body active strong.it is 

possible to easily achieve the required amount of exercise in a day by increasing the level and amount 

of activities done during the day in relatively simple ways. Being physically inactive can be a key risk 

factor for death from non-communicable diseases. People who are not adequately active have a 20% 

to 30% higher risk of death than those who are adequately active (Sharma, 2006) 

Over a quarter of the adult population in the world (1.4 billion persons) is inadequately active.  One 

out of every three women and one out of every four men do not get enough physical activity to stay 

healthy (Biddle, 2016). High-income countries have double the rate of inactivity as low-income 

countries, while global levels of physical activity have stayed steady since 2001. Lack of adequate 

physical activity in high-income countries increased by 5% between 2001 and 2016 (From 31.6% to 

36.8%) Bell, (2019). Physical inactivity is harmful to one's health, the environment, economic 

development, communal well-being, and quality of life. 

In 2016, 23% of men and 32% of women across the globe were reported to be physically inactive. 

They had not obtained the recommended 150 minutes of moderate-intensity physical activity or 75 

minutes of vigorous-intensity physical activity per week (Biddle, 2016). In developed countries, 26% 

of men and 35% of women were insufficiently physically active, while in less developed countries, 

only 12% of men and 24% of women were inadequately active. The rate of physical inactivity could 

have gone down due to reduced physical activity during leisure time and sedentary behaviors at 

places of work and at home. The increased usage of "passive" means of transport could also have 

contributed to low physical activity. 

2.6 Mental health and social engagement 

As we get older, community involvement and social connection become more crucial. There are a few 

things we know we need, such as plenty of exercise and a balanced diet that can help prevent some of 

the body's age-related changes. According to recent study, older folks' emotional and physical well-
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being is dependent on maintaining meaningful relationships and spending time as part of a 

community (Mackenzie, 2021) 

In recent years, science has discovered that if you don't sustain social engagement as you become 

older, you're more likely to develop loneliness, despair, and a sedentary lifestyle. Currently, about 

one-third of senior citizens live by themselves. Senior isolation, which is as frequent as it is deadly, is 

a result of this isolated existence (Zhang, 2018). In June 2020, 56% of people over the age of 65 said 

they felt lonely 

Loneliness can lead to stress, high blood pressure, and harmful behaviors over time. Scientists have 

recently discovered compelling linkages between a lack of social involvement and an increased risk 

of Alzheimer's illness (Lee, 2015). 

Keeping social contacts can provide a number of key benefits in addition to reducing feelings of 

loneliness and isolation. These include; 

i) Mental Health Improvements 

Social isolation is a crucial trigger for mental illness, according to the Economic and Social Research 

Council (ESRC). Seniors who do not participate in social activities are more likely to develop despair, 

anxiety, and suicidal ideation. Seniors who have supportive relationships with their families, friends, 

and neighbors, on the other hand, have significantly better mental health outcomes (Park, 2009). 

ii) Physical Health Improvements  

Increased social contacts not only promote mental health but also physical health. Social engagement, 

in particular, lowers blood pressure, lowers the risk of cardiovascular problems, and promotes a 

longer lifespan. People with strong social relationships had lower death rates and live longer, 

healthier lives, according to a study conducted on seniors in Sweden (2001). 

iii) Reduced Risk of Cognitive Decline  

Participating in social activities has neuroprotective properties. To put it another way, older people 

who have strong social ties and participate actively in their communities have a lower risk of 

dementia and cognitive impairment. According to a 2007 California study, women with larger social 

networks were 26 percent less likely to develop dementia than women with smaller social circles. 
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One noteworthy finding made by researchers is that the network's size and frequency are important. 

Individuals who have larger social networks and see them more regularly fare better than those who 

have smaller social groups.  

iv) Increased Safety  

Seniors who have strong social networks are more likely to live in a safe environment. They'll be able 

to rely on their network of friends and acquaintances not only in the event of a fall or accident, but 

also in the event of a non-lethal circumstance such as a mental health crisis or a period of stress Min, 

2016). 

Finally, having a large number of social interactions allows older persons to receive better personal 

care and assistance. People who cultivate interpersonal relationships are more likely to take care of 

themselves and benefit from the accountability that comes with regular social contacts (Mackezie, 

2021). 

2.7 Global and regional studies 

Mental conditions are common among elderly people, with depressive disorders being among the 

most common (Beurs 2005; World Health Organization, 2008).  

Social support and resilience, according to Lynch et al (1999), are protective variables for mental 

health. Second, there was a decrease in reported social support across age groups, with the exception 

of family support. Due to a lack of adequate time, older persons prioritize emotionally relevant goals 

and are more likely than young people to spend time with emotionally intimate connections.  

Furthermore, there were findings that social support profiles in the COVID-19 dataset alter the 

connection between resilience and mental health supports our compensation hypothesis, according to 

which social support may act as a buffer against the deleterious consequences of low resilience on 

mental health. These findings are consistent with previous studies that found a strong interaction 

impact between social support and resilience. 

A study by Anderson (1985) reveals that intervention participants reported less loneliness, less 

meaninglessness, increased social interactions, improved self-esteem, stronger ability to trust, and 

improved blood pressure following the intervention. According to the findings, those who had worked 

at the same job for a long time had witnessed the greatest decrease in loneliness. Those who had a lot 
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of interaction with their grandparents, as well as women, who had a significant or long-term sickness 

in the family as a child, had the lowest blood pressure. 

A review conducted by Anna Forsman et al (2011) shows that some types of psychosocial 

interventions such as physical activity and social interactions were effective and contributed to 

positive mental health and well-being of the intervention participants in general. There was reduced 

depressive and anxiety symptom. Mental wellness and life satisfaction were all increased as a result 

of social activities, as were depressed symptoms. The duration of treatments is important, according 

to the findings of this study, because longer sessions had greater favorable effects than shorter ones. 

An exergaming intervention which was examined by Rosenberg et al. (2010) on older persons 

showed improvement of depressive symptoms. Although depression symptoms did not go down 

considerably among exercise participants, those who had the greatest depressive symptoms at the start 

benefited the most. He looked at the effects of a 12-week Nintendo Wii Sports "exergaming" on older 

individuals with subsyndromal depression. Participants' depressed symptoms decreased significantly, 

with the decrease continuing at the 24-week follow-up, and 37% of participants' symptom scores 

decreased by 50% or more. Anxiety levels decreased, but not dramatically, during the intervention 

period. 

A study by Baker (2007) reports that participants with higher depressed symptoms at baseline 

improved. However, there was no significant decline in depressive symptoms for exercise 

participants. 

A trial conducted by Pot and colleagues (2010) on Reminiscence intervention reported a decline in 

both depression and anxiety symptoms. When compared to non-specific changes in the control group, 

moderate improvements in ego-integrity (g=0.64) and depression (g=0.57 standard deviation units) 

were observed at the posttest. The effects of life purpose (g=0.48), death preparation (g=0.40), 

mastery (g=0.40), mental health symptoms (g=0.33), positive well-being (g=0.33), social integration 

(g=0.31), and cognitive performance (g=0.24) were all shown to be minor.  

At the follow-up, the bulk of the effects were still present. Depressive symptoms improved more in 

depressed people (g=1.09), people suffering from terminal ill diseases (g=0.94), and those who got 

life-review treatment (g=1.28) than in the general population. 
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Bohlmeijer (2003) found that memory and life review programs have similar effect on reducing 

depression symptoms in adults with less to medium symptoms in a meta-analysis. With an overall 

impact size of 0.84 (95 percent confidence intervals (CI)= 0.31-1.37), reminiscing and life review had 

a statistical meaningful effect on depressed symptomatology in senior adults. This effect is 

comparable to that seen with pharmaceutical and psychological interventions.  

The effect was stronger in persons with elevated depressive symptomatology (d=1.23) when 

compared to other respondents (d=0.37). Other factors, such as the characteristics of the individuals 

were not shown connected with neither bigger nor lesser impact sizes.  

Reminiscence and life review have the potential to be impactful interventions for senior depression 

symptoms, and so could be a viable alternative to pharmaceuticals or medicines. It could prove to be 

impactful, secure, and positive therapy option, especially for non-institutionalized elderly people who 

suffer from untreated depression. Randomized studies with adequate statistical significance are 

necessary in order to confirm the findings of this study. 

 Reviews conducted by Cattan (2005) and Masi (2010) show a decline in loneliness among the 

participants. In this review, social support was reported to be an effective intervention for reducing 

depression in elderly persons. In group activities with an educational component, Loneliness was 

reduced significantly in five of the nine group interventions with an educational component.  

A structured approach to physical activity was shown in two studies to reduce loneliness. A social 

activation program for senior citizens, provision of adequate support to those who had recently lost 

their loved ones to death, therapeutic group conversations for senior people who have mental illness, 

and counselling sessions offered by professionals and peers including conversations for adult 

daughters and daughters-in-law serving as key care givers all reported a meaningful decline in 

loneliness and social isolation. 

An assessment of public health intervention by Windle et al (2007) indicates positive mental well-

being with exercise intervention, and other psychological interventions. There was a positive effect of 

physical activity on mental health. Interventions were generally administered in a community context, 

mostly through groups led by experienced professionals, and were meant for older persons who were 

sedentary.  
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Two 45-minute exercise sessions each week, at the very least, is recommended by the research. 

Physical activity has been proven to provide meaningful therapy to frail elders and also influence 

their mental health in a positive way. According to economic research, community-based walking and 

exercise programs had incremental cost-effectiveness as compared to minimum intervention. 

Engaging in physical activities and remaining active can promote mental wellness in elderly 

population. 

A review by Anna (2011) shows that social activities were among the most effective interventions in 

preventing depression and improving mental well-being.  There was an improvement in quality of life 

and mental health. A decline in depressive symptoms from the pooled interventions was also 

reported. 

In a 2005 review, Cattan found that education intervention reduced loneliness and enhanced mental 

health. Group support, such as dialogues and sharing of experiences, has been used as a psychosocial 

intervention, according to Birk (2004). Social support groups aimed at strengthening social networks 

may help older people feel less lonely and improve their social contacts and activities. 

2.8 THEORETICAL FRAMEWORK 

This study employed three theories; 

1. Activity theory of aging.  

This theory was developed by Robert J. Havighurst in 1961 to respond to the disengagement 

theory which suggests that it is normal and natural for aged people to withdraw and disengage 

from the society as they realize they are ever getting closer to death. 

Activity theory proposes that for one to age successfully, they must remain active and maintain 

social relationships since this helps to replace the lost life roles after retirement.  This 

psychosocial aging theory tries to define the individual and social life aspects that promote the 

most pleasure and satisfaction as people adjust to the various challenges that come with aging. 

According to this theory, older people are more likely to age effectively if they remain active, 

maintain social interactions and undertake beneficial tasks such as joining social clubs or 

participating in activities. 
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2. Coping theory. 

This theory was developed by Lazarus and Folkman in 1984 and defined coping as the ability to 

withstand external and internal pressures and demands that are stressful or strains a person's 

ability to handle them. According to Lazarus and Folkman, coping methods don't stay the same 

throughout time; they evolve in response to changing circumstances. Coping tactics utilized in 

this theory for pain, sadness, and habit modification include problem solving, family and 

community support, activity and distraction. 

3. Problem solving 

This is the ability to solve problems. It is a major and effective way of coping with stressful 

situation and commonly used strategy. However, according to Lazarus and Folkman, most 

patients are taught certain and specific solutions to issues affecting them instead of the 

problem-solving skills and the process. There is pressing need to emphasize on teaching 

people these skills as means of coping. 

4. Family and community support 

Also known as seeking social assistance, this is a well-known coping method that is often 

considered, but is not always effective. This strategy is not applicable in circumstances where 

one’s peers are advocating for use of inappropriate ways such as drug use in order to cope with 

stress. 

5. Activity 

This is a great strategy to use especially when you are going through pain, depression, or 

working on quitting smoking. Activities such as jogging or swimming, as well as other passive 

activities like knitting, reading, or painting, can all be included in this strategy. 

6. Distraction 

This is a pain, depression, and habit-change coping approach. It is based on the idea that the 

human mind can only handle one thing at a time. As a result, pain, despair, and other issues are 

decreased when the mind is busy 
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7. Social support theory.  

This theory was developed from publications by Don Drennon-Gala and Francis Cullen who 

were social psychologists and drew on insights from several theoretical traditions. It focuses on 

relationships and the interactions within those relationships. Studies conducted show that social 

support has a favorable impact on well-being. Personal networks, which focus on the individual’s 

support systems, volunteer linking whereby lay-helpers attached to those in need of support to 

provide them friendship, support, advice, and advocacy, and mutual aid networks, which are the 

most commonly used and includes establishing linkages among people with similar and common 

health challenges, undertaking similar tasks, or having similar interests and backgrounds, are 

examples of support strategies. 
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2.9 CONCEPTUAL FRAMEWORK 

 

                 

 

 

 

 

 

 

 

 

 

 

 

The conceptual framework above is used to show how the independent, intervening and 

dependent variables influence each other. 

Psychological wellness e.g., reduced depression symptoms, reduced anxiety and improved 

quality of life can be influenced by psychosocial interventions (independent) e.g., physical 

exercise, social support and social involvement. Risk factors (intervening variables) that may 

increase mental health illnesses include; decline in socio-economic status, death and loss, chronic 

illness, physical disability and poor diet. 

Generally, the framework shows that mental illness in elderly persons can be caused by the 

intervening variables or influenced by psychosocial interventions.  

Independent Variables 

Psychosocial Interventions  

1.  Physical exercise,   

2. Social support 

3. Social involvement/engagement 
. 

Dependent Variables 

Mental wellness; 

1. Reduced depressive. 

Symptoms. 

2. Reduced anxiety disability. 

3. Improved quality of life. 

Intervening Variables 

Loss and death, change of environment, 

decline in socio-economic status, chronic 

diseases, physical disability, poor diet 

 

 

Figure 1 Conceptual Framework 
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CHAPTER THREE 

METHODOLOGY 

3.1 Study design 

This study used a survey research design which was carried out to examine the influence of 

physical exercise, social involvement and social support on mental wellness of the elderly people 

living in Kariobangi Cheshire homes.   

3.2 Study area 

It was conducted at Kariobangi Cheshire home for the aged in Nairobi, Kenya.  Kariobangi 

Cheshire home was established in 1980 to help and provide a safe living place to the needy 

elderly people who were living in the nearby makeshift and filthy slums. 

Kariobangi Cheshire home, also known as “Nyumba ya wazee” serves as home and permanent 

dwelling for 40 elderly persons most of whom have one or more medical health condition. It also 

has a day care center that caters for roughly 200 aged and needy residents from the surrounding 

slums. The day care program used to operate every Wednesday and Friday from 9: am to 4:00pm 

but due to COVID-19 pandemic, the time has been adjusted to 9:00 am to 11: 30 am, 

Wednesdays and Fridays.  Every time they visit, they are provided a nourishing meal and those 

in need of medical care attended to. They are also talked to and educated on how to take care of 

their health and protect themselves during this period of pandemic (COVID-19). As they leave 

for their homes, they are given fresh vegetables, maize flour, cooking oil, sugar, rice, tea leaves 

and bathing soap. Once in a while they receive clothes and beddings donated by well-wishers.  

Most of these elderly persons cared for have one or more physical and mental health conditions. 

Most of those in day care program live with orphaned grandchildren whom they take care of. 

Volunteers and Students from universities come to do internships at Kariobangi Cheshire home. 

The facility provides both physical and medical care to the elderly men and women. 
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3.3 Target population 

Target population encompasses the population intended for examination (Majid, 2018). 

Kariobangi Cheshire Home had approximately 240 elderly persons. Of these 240, approximately 

74 adults had been diagnosed with one or more mental illness and formed the study’s target 

population.  

3.4 sample size and sampling technique 

Taherdoost (2016a) describes sampling as the drawing of a subset from the entire population or a 

selected sampling frame to either generate a generalization in regards to existing theory or 

generate an inference regarding a population. 

The study employed a simple random sampling technique to draw a study sample of 35 

participants from a population of 74 adults who had been diagnosed with mental illnesses. This 

technique means that each adult with mental health condition at Kariobagi Cheshire home had 

equal likelihood of inclusion in the sample. The technique’s accuracy of representation and ease 

of use justified its use in the study. 

The formula below was employed in realizing the sample size of 35 participants. 

    n=N (cv2)  

Cv2 + (N-1) e2  

Where n is the sample size, N is the population size, cv is the coefficient of variation (take 0.5), 

and e the margin error or tolerance of desired level of confidence taken as 0.05% at 95% 

confidence level.  

Since the target population comprised 74 individuals, the formula was applied as indicated: 

n=74(0.5)2 =35 respondents 0.52+ (74-1) (0.05)2. 

3.5 Research instruments 

Questionnaires were utilized to collect data. The selection of questionnaires as the study’s 

research instrument was because questionnaires are attributed with objectivity and increasing the 

reliability as ideal data collection tools (Young, 2016).  
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The questions formulated ensured that the presented questionnaires matched the study’s 

objectives. The questionnaire sections except the background information section were 

segmented to match the study objectives.  

The questionnaire also captured data on personal profiles (age group, gender, education level, 

marital status and religion), data on COVID-19 impact (fear, anxiety, worry, hopelessness, loss 

of income, and loss of loved ones) and data on psychosocial Interventions and their effects on 

mental health management. 

3.6 Pilot testing 

Pilot testing encompassing a precursor of the actual study helps determine the feasibility of the 

research instruments and pinpoint potential and actual challenges that a researcher can address 

before conducting the anticipated study Fraser et al. 2019. The study selected a sample of 15 

individuals chosen at random for the pilot testing. 15 questionnaires were randomly administered 

to the participants to help determine the questionnaires feasibility as a data collection tool and 

identify any probable challenges that may hinder the data collection exercise, hence permitting 

the researcher to address these challenges before the actual data collection. 

3.7 Study variables 

Dependent variable was mental well-being (e.g., positive mental health, reduced depressive and 

anxiety symptoms, improved quality of life). 

Intervening variables were psychosocial factors (e.g., environmental change, decline in socio-

economic status), chronic illness, physical disability, poor diet. 

Independent variables were psychosocial interventions (physical exercise, social involvement 

and social support).  These intervention variables had already been implemented by the 

management of Kariobangi Cheshire Home eight months prior to the actual data collection. The 

researcher sought to find out whether these three interventions had influenced the mental health 

of the respondents in any way. 

3.8 Data collection procedure 

The study began with the formulation of questionnaires followed by seeking approval and 

consent from the University of Nairobi, NACOSTI and the management of Kariobangi Cheshire 
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home. A pilot test was then conducted by administering 15 questionnaires to the study sample to 

evaluate the questionnaires completeness, precision, accuracy and clarity. These test 

questionnaires were prepared and administered physically to the respondents Areas requiring 

corrections and improvements were then worked on. After words, the corrected questionnaires 

were disseminated to the study participants. The researcher was assisted by three research 

assistants in data collection process. This was because majority of the study participants needed 

assistance in filling- in the questionnaire. The research assistants and the researcher helped in 

writing the answers provided by the respondents as majority were not able to write. 

3.9 Reliability of the research instrument 

 Reliability alludes to the extent to which the research method generates consistent and stable 

results when the research is repeated under similar conditions (Taherdoost, 2016). The researcher 

utilized the Cronbach’s formula in measuring internal consistency, where a value of +.80 or 

greater signified good internal consistency. A value of +.82 was obtained. 

3.10 Statistical analysis and presentation 

The study used the statistical package for social sciences (SPSS version 26.0) in analyzing data. 

The collected data was cleaned by checking for entry errors. This was done by ensuring that the 

analyzed questionnaires comprised the appropriate responses. The questionnaires were also 

inspected to ensure completeness and ratification that the acquired data met the research 

objectives. The researcher checked the questionnaires to determine whether all the set questions 

were correctly answered and only obtained data for analysis from the fully completed 

questionnaires.  The obtained information was presented in tables and graphs. 

To determine the influence of psychosocial interventions on mental wellness, the study 

conducted a linear regression with psychosocial interventions as the independent variable and 

mental wellness as the dependent variable. The degree of association between the two variables 

was measured by Pearson’s correlation coefficient which was measured on a scale ranging from 

+1 to -1, where +1 and -1 expressed a perfect correlation between the two variables and 0 

expressing a complete absence of correlation. 
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Also, the study utilized linear regression to model the relationship between the independent 

variable (psychosocial interventions) and the dependent variable (mental wellness). Chi-square 

test was used to determine the independence of the study variables. 

3.11 Ethical considerations 

The researcher obtained authorization from National Commission for Science, Technology and 

Innovation (NACOSTI) and the department of psychology (University of Nairobi) to conduct the 

study. 

The researcher also sought permission from the management of Kariobangi Cheshire homes. 

Respondents’ permission and consent to participate in the study was sought verbally through 

informed consent and that the research was voluntarily and information given would be 

confidential. The respondents were informed of their rights to withdraw at any stage in cases 

where one wished to. 

3.12 Benefits of the study 

This study will help institutions dealing with elderly adults including Kariobangi Cheshire homes 

to better manage and promote mental health of the elderly persons.  

Findings of this research may be useful making decisions concerning promoting mental well-

being of the aged people in Kenya and the greater Sub-Saharan Africa continent. 

3.13 Risks 

No study participant was exposed to any physical or psychological harm 

3.14 Privacy and confidentiality 

The data collected was kept private and confidential. No identifiable data was collected. This 

was necessary so as to ensure the participants’ privacy was maintained.       
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CHAPTER FOUR 

DATA ANALYSIS AND PRESENTATION 

The findings of this study were analyzed and presented as per the categories shown below 

     1. Social demographic profiles  

     2. Medical health condition  

     3.  COVID-19 impact 

      4.  Relationship between Interventions and mental wellness 

Social demographic profiles 

Table 1 

Table 1 shows the age group of participants. Both the percentages and cumulative percentages of 

the respondents’ age groups were calculated and presented in tables and graphs. A sample of 35 

respondents was used in the study. 25.7% of these participants were in the age group of 65- 69 

and were the majority.22.9% were in the age group of 70-74, 20% in age group 75-79, 14.3% in 

age group 85-89, and 8.6% in age groups 80-84 and 90-94 who were the minority. 

Table 1 Age group of the participants 
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Table 2 

Table 2 shows the marital status of the study participants. Percentages and cumulative 

percentages were calculated and presented in tables and graphs. Majority of the participants were 

windowed (37.1%).  28.6% had divorced or living separate from their spouses, 22.9% were 

married and living with their spouses, and 11.4% had not been married.  

Table 2 Marital Status 
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Table 3 

Table 3 shows the participants level of education. Majority of the participants (37.1%) had 

primary education. 31.4% had secondary education, 20% had college/University education and 

11.4% had no formal education. The results of the analysis have been presented in both tables 

and graphs. 

Table 3 Level of education 
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Table 4 

Table 4 shows the participants religion. 62.9% of the participants were Christians and were the 

majority. 22.9% were Muslims and 14.3% had no specific religion and were the minority. 

Table 4 Religion 
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Table 5 

Table 5 shows the gender of the participants. Majority of the participants were female (65.7% 

and male (34.3%). A pie chart was used to present the above data. 

Table 5 Gender 
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Table 6 

Table 6 shows the medical health condition of the participants. The most prevalent medical 

conditions were blood pressure, arthritis and dementia. 45.7% of the participants had blood 

pressure, 28.6% had Arthritis and 25.7% dementia. Majority of the participants had more than 

one medical health condition. 

Table 6 Medical Health Condition 
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Table 7 

Table 7shows the impact of covid-19 on the participants. 34.3% of the participants reported 

initially being worried, anxious and depressed due to the COVID-19 Virus and its containment 

measures. 25.7% had felt sad and hopeless, 25.7% had lost their incomes/jobs (casual jobs and 

self-employment), and 14.3% had lost their loved ones due to the pandemic. 

Table 7 Covid-19 Impact 
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Table 8 

Table 8 shows the participants engagement in physical exercise. Half (50%) of the intervention 

participants occasionally engaged in physical exercise, 25% engaged in physical exercise rarely 

and only 22.2% were regularly engaged in physical exercise. 

Table 8 Physical Exercise 
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Table 9 

Table 9 shows the influence of physical exercise on mental wellness. The sample size of the 

respondents was 35. The cross-tabulation shows that those who did physical exercise frequently 

and did not experience anxiety were 8. Those who did physical exercise sometimes and 

experienced anxiety few times were 13 while those who sometimes did physical exercise and did 

not experience anxiety were 5. Those who rarely exercised and experienced anxiety frequently 

were 8. 

The cross-tabulation shows that those who engaged in physical exercise regularly did not 

experience anxiety. Those who occasionally engaged in physical exercise experienced some 

anxiety while those who rarely engaged in physical exercise experience anxiety frequently.  

Since the data is ordinal in nature, we carry our Spearman’s correlation. The results of the 

analysis show that the Spearman’s correlation coefficient between mental wellness and physical 

exercise is 0.864. This shows that there is a strong positive relationship between mental wellness 

and physical exercise. The correlation coefficient has a p-value of 0.000, which is less than 0.05; 

hence the results are statistically significant.  

While correlation shows the relationship between the two variables, Chi-Square test is used to 

test for independence of the variables. Our aim is to examine whether mental wellness is 

dependent on physical exercise. The Chi-Square results show that the Chi-Square value is 45.139 

with 4 degrees of freedom. The corresponding p-value is 0.000. Since this value is less than 0.05, 

the results are statistically significant. Mental wellness is therefore affected by physical exercise. 

Therefore, hypothesis one is shown to be true. 
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Table 9 Influence of Physical exercise 

 

 

 

Table 10 

Table 10 shows the participants social engagements. 45.7% of the intervention participants were 

occasionally involved in social activities. 28.6% were regularly involved and 25.7% were not 

involved at all in social activities. Those who had regular social involvement did not experience 

anxiety were. Those who had social involvement occasionally experienced anxiety few times 

while those who were rarely involved social engagement experienced anxiety frequently. 
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The tables also show the SPSS results of the dependent variable Mental Wellness and Social 

involvement. The sample size of the study is 35. The cross-tabulation shows that those who had 

social involvement regularly and did not experience anxiety were 10. Those who had social 

involvement sometimes and experienced anxiety few times were 13 while those who had social 

involvement sometimes and did not experience anxiety were 3. None of those who did not have 

social involvement did not experience anxiety. Those who had social involvement rarely and 

experienced anxiety frequently were 8. 

Since the data is ordinal in nature, we carry our Spearman’s correlation. The results of the 

analysis show that the Spearman’s correlation coefficient between mental wellness and social 

involvement is 0.906. This shows that there is a strong positive relationship between mental 

wellness and social involvement. The correlation coefficient has a p-value of 0.000, which is less 

than 0.05; hence the results are statistically significant.  

While correlation shows the relationship between the two variables, Chi-Square test is used to 

test for independence of the variables. Our aim is to examine whether mental wellness is 

dependent on social involvement. The Chi-Square results show that the Chi-Square value is 

51.233 with 4 degrees of freedom. The corresponding p-value is 0.000. Since this value is less 

than 0.05, the results are statistically significant. Mental wellness is therefore affected by social 

involvement. 

Table 10 Social Involvement 
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Table 10 (b) 

Table 10 (b) shows that the Spearman’s correlation coefficient between mental wellness and 

social involvement is 0.906. This shows that there is a strong positive relationship between 

mental wellness and social involvement. The correlation coefficient has a p-value of 0.000, 

which is less than 0.05; hence the results are statistically significant. Therefore, hypothesis 2 was 

proved to be true. 
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Table 11 

Table 11 shows participants social support and its influence on mental wellness. 45.7% of the 

participants received moderate social support and they were the majority followed by 31.4% who 

received minimal support. 22.9% received adequate social support.  

The tables also show the SPSS results of the dependent variable Mental Wellness and Social 

Support. The sample size of the respondents was 35. The cross-tabulation shows that those who 

had social support adequately and did not experience anxiety were 8. Those who had social 

support moderately and experienced anxiety few times were 11 while those who had social 

support moderately and did not experience anxiety were 5. None of those who did not have 

social support did not experience anxiety. Those who had social support minimally and 

experienced anxiety frequently were 8. 

Since the data is ordinal in nature, we carry our Spearman’s correlation. The results of the 

analysis show that the Spearman’s correlation coefficient between mental wellness and social 

support is 0.844. This shows that there is a strong positive relationship between mental wellness 

and social support. The correlation coefficient has a p-value of 0.000, which is less than 0.05; 

hence the results are statistically significant.  

While correlation shows the relationship between the two variables, Chi-Square test is used to 

test for independence of the variables. Our aim is to examine whether mental wellness is 

dependent on social support. The Chi-Square results show that the Chi-Square value is 37.151 

with 4 degrees of freedom. The corresponding p-value is 0.000. Since this value is less than 0.05, 

the results are statistically significant. Mental wellness is therefore affected by social support. 
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Table 11 Social Support 
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Table 11 (b) 

Table 11 (b) shows that the Spearman’s correlation coefficient between mental wellness and 

social support is 0.844. This means there is a strong positive relationship between mental 

wellness and social support. The correlation coefficient has a p-value of 0.000, which is less than 

0.05; hence the results are statistically significant. Therefore, hypothesis 3 was proved to be true.  

 

Table 12 

Table 12 shows the mental health condition of the study participants for the last six months. 

Majority of the intervention participants (38.9%) had occasionally experienced anxiety and 

depressed mood in the last six months. 36.1% had not experienced any form of anxiety or 

depression for the last six months and 22% had experienced anxiety often within the last six 

months. 

Adults who engaged in physical exercise regularly had better mental health compared to those 

who occasionally and rarely engaged in physical exercise, implying that physical exercise is an 

effective psychosocial intervention for positive mental health. 
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Table 12 Mental health condition for the last six months 

  

 

Table 13 

This table gives a Summary of Pearson correlation of the influence of the three interventions on 

mental wellness. 

Table 13 Correlations 

 

 

Physical exercise was a significant predictor of mental wellness; 
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  Beta =.870, t (33) = 1o.1, P< .05 and accounted for 75.7% (R squared = .75) of variance in 

mental wellness scores. 

Social involvement was a significant predictor of mental wellness; 

  Beta = .910, t (33) =12.6, P< .05and accounted for 82.9% (R squared =.829) of variance in 

mental wellness scores. 

Social support was also a significant predictor of mental wellness; 

  Beta =.843, t (33) =8.9, P < .05 and accounted for 71% (R squared =.710) of variance in mental 

wellness scores. 

(Note: Degree of freedom was t =N-2; where N=the studies total number of scores) 
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CHAPTER FIVE 

DISCUSSION, CONCLUSION AND RECOMMEDATION 

The primary aim of this study was to examine the influence of physical exercise, social 

engagement and social support on mental wellness of the elderly during the covid-19 pandemic. 

Similar to prior studies, this study found that social support, physical exercise and social 

engagement are effective interventions for positive mental health. 

This study used a sample of 35 participants. The findings of the study are as discussed below. 

5.1 Study characteristics 

25.7% of the participants were between the ages of 65-69 years, 22.9% in 70-74 age group, 20% 

in 75-79 and 14.3% in 85-89. Participants within the age groups 80-84 and 90-94 were the 

minority (8.6%). 

In a study by Rastogi et al in, most of those who took part were between the ages of 60 and 69 at 

70.63%. This was similar to the findings of another study where 63.7% of the study participants 

were aged between 60 and 69 years (Magh et al). 

In this study, the female were the majority (65.7%) compared to the males (34.3%). These 

findings were similar to those of Nakasujja (Uganda) and Dhungan et al where females were the 

majority at 50.4% and 52.9% respectively.  However, this is in contrast with Rastogi’s findings 

which revealed that majority of the participants were males (64.44%). 

For marital status, majority of the participants were windowed (37.1%) followed by separated 

(28.6%).  22.9% of the participants were married and 11.4% single being the minority. 

CIA 2017 reported that in Kenya, Christians form the majority at 73%. According to the findings 

of this research majority of the participants were Christians at 62.9%, Islam 22.9% and no 

religion 14.3%. 

Majority of the elderly participants in this study had reached primary level 34.3%, followed by 

secondary level 28.6%, college/university 25.7% and no formal education formed the minority 

(11.4%). 
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This however contrasts Nakasujja’s study Uganda who found that most of the elderly 

participants had no formal education (52%). In a study by Neethu et al, 35.3% of the participants 

had primary education and 18.8% no formal education. 

Majority of the elderly participants had one or more medical health conditions with blood 

pressure being the most common (45.7%), followed by arthritis at 28.6% and dementia 25.7%. 

Most of the elderly participants in this study had been affected by COVID-19. 43.3% self-

reported fear and anxiety caused by the pandemic. 25.7% reported to have lost income due to the 

pandemic, 14.3% had lost their loved ones due to the pandemic and 25.6% felt worried and 

hopeless. 

The mental health problems of a community are a major issue of concern during an outbreak 

crisis or pandemic that requires early detection and attention. According to this study, the 

combined prevalence of anxiety and depression was as high as 34.3%.  

5.2 Psychosocial interventions 

5.2.1 Mental wellness and physical exercise 

50% of the participants engaged in physical exercise just once in a while (sometimes), 25% 

rarely engaged in physical exercise while 22.2% regularly engaged in physical exercise.  

Those who engaged in physical exercise frequently did not experience anxiety while those who 

engaged in physical exercise once in a while experienced some level of anxiety. Using the 

Spearman’s correlation, the spearman’s correlation coefficient between mental wellness and 

physical exercise was 0.864. This demonstrates that mental wellness and physical exercise have 

substantial favorable association. The correlation coefficient has a p-value of 0.000, which is less 

than 0.05; hence the results are statistically significant.  

While correlation shows the relationship between the two variables, Chi-Square test is used to 

determine whether the variables are independent. Our aim is to examine whether mental wellness 

is dependent on physical exercise. The Chi-Square results show that the Chi-Square value is 

45.139 with 4 degrees of freedom. The corresponding p-value is 0.000. Since this value is less 

than 0.05, the results are statistically significant. Mental wellness is therefore affected by 

physical exercise. 
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5.2.2 Mental wellness and social engagement 

45.7% of the study participants occasionally participated in social activities, 28.6% were 

regularly involved while 25.7% never or rarely got involved in social activities. 

The results of the analysis show that the Spearman’s correlation coefficient between mental 

wellness and social involvement is 0.906. This shows a strong positive relationship between 

mental wellness and social involvement. The correlation coefficient has a p-value of 0.000, 

which is less than 0.05; hence the results are statistically significant.  

While correlation shows the relationship between the two variables, Chi-Square test is used to 

test for independence of the variables. Our aim is to examine whether mental wellness is 

dependent on social involvement. The Chi-Square results show that the Chi-Square value is 

51.233 with 4 degrees of freedom. The corresponding p-value is 0.000. Since this value is less 

than 0.05, the results are statistically significant. Mental wellness is therefore affected by social 

involvement. 

5.2.3 Mental wellness and social support 

45.7% of the study participants received moderate social support, 31.4% received minimal social 

support while 22.9% received adequate social support. 

Using the Spearman’s correlation, the spearman’s correlation coefficient between mental 

wellness and physical exercise was 0.844. This demonstrates that mental wellness and social 

support have substantial favorable association. The correlation coefficient has a p-value of 0.000, 

which is less than 0.05; hence the results are statistically significant.  

While correlation shows the relationship between the two variables, Chi-Square test is used to 

determine whether the variables are independent. Our aim is to examine whether mental wellness 

is dependent on social support. The Chi-Square results show that the Chi-Square value is 37.151 

with 4 degrees of freedom. The corresponding p-value is 0.000. Since this value is less than 0.05, 

the results are statistically significant. Mental wellness is therefore affected by social support.  
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CONCLUSION AND IMPLICATION 

The results of the analysis show that the three independent variables, physical exercise, social 

support and social involvement have a significant statistical impact on mental wellness. The 

three variables produced a strong positive correlation with the dependent variable, mental 

wellness. Therefore, as physical exercise increases, there is an increase in mental wellness, all 

other factors held constant. Likewise, as social support increases, there is an increase in mental 

wellness, all factors held constant. Lastly, as social involvement increases, there is increase in 

mental wellness. However, it is important to note that correlation is not equal to causation and 

therefore mental wellness is not caused by these factors. 

Psychosocial interventions have a promising overall influence on mental health management of 

the elderly but more studies and evidence on their effectiveness is needed before large scale 

application.  

The results of this study show that social involvement as a more effective intervention for 

positive mental health. When striving to increase mental wellbeing, meaningful social activities 

that are suited to older persons’ abilities and preferences need to be factored in. 

Physical exercise is also seen as an effective intervention for managing the mental health of the 

elderly persons. Exercise activities that are suitable and favorable to the aging population should 

be put in place so as to enhance mental wellness. 

The findings of this study should be considered and used in the development of interventions 

which have evidence on positive effects. 
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APPENDICES 

QUESTIONNAIRE 

The information provided in this questionnaire is completely anonymous. Please read carefully 

and answer the questions as correctly as possible by ticking the box that corresponds with your 

opinion.  Do not write your name. 

  

SECTION A: BACKGROUND INFORMATION (Please tick the most appropriate) 

1. Which age group do you belong? 

a) 65- 69    b) 70- 74      c) 75 - 79     c) 80-84    d) 85 – 89   d) 90 and above  

2.  What is your Gender?  

        a) Male          b) Female   c) Intersex  

3. What is your current marital status?  

       a) Single                                    b) Married 

      c) Divorced/separated           d) Widow/widower 

4. What is your level of education? 

       a) Primary level                b) secondary level 

         c) university/college      d) no formal education 

5. Which mental illness/illnesses have you been diagnosed with? 

      …………………………………………………………………………………….. 
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SECTION B: IMPACTS OF COVID-19  

5. Many countries including issued guidelines on preventive measures such as social distancing 

ban of social gatherings, wearing of face masks as well as regular washing of hands. 

a) How did these sudden changes affect you? (You can tick more than one) 

o I became afraid, worried, nervous and anxious 

o I became sad and depressed 

o I found myself unable to get sleep 

o I lost my social networks 

o I was not affected at all 

o Others ………………………………………………. 

b) Have you been able to recover from the effects in 5a above? 

o Yes  

o No  

6. Compared to life before covid-19, how would you describe the first six months after the first 

COVID-19 case was reported in Kenya, in the following areas; (you can tick more than one) 

a)  Emotions and behavior? 

o I was more anxious, sad and worried 

o I was less anxious, sad and worried 

o About the same/no change 

o Others…………………………………………………………… 

b) Ability to remember people, things, objects, activities etc. 

o Better than it was before covid-19 

o Worse than it was 

o About the same 

7. How difficult/challenging has it been for you to follow the recommendations for social 

distancing, washing hands and wearing masks? 
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o Too difficult 

o A little difficult 

o not difficult at all 

8. Has covid-19 pandemic caused any of the following to you? 

   a) becoming homeless because you were not able to pay rent (for those who come in the 

morning and go back home in the evening) 

o Yes 

o No 

 b) Difficult getting basic stuff for example food, clothing, shelter, utilities etc 

o yes  

o No 

  c) Difficult getting medical care during covid-19 pandemic 

o Yes 

o No 

9. Over the last one year, how often have you portrayed the following behavior? 

   a) Little or no interest doing things you used to like before 

o several days 

o nearly every day 

o not at all 

b) Feeling down, depressed or hopeless 

o nearly everyday 

o several days 

o occasionally 

o not at all 

  c) Feeling nervous, anxious or at the edge 
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o nearly everyday 

o several days 

o occasionally 

o not at all 

 

SECTION C: INFLUENCE OF PSYCHOSOCIAL INTERVENTIONS 

10a. Do you engage in physical activities for example walking, jogging, gardening etc.? 

o Yes 

o No 

b) If your answer to the question above is yes, how often does it happen? 

o Frequently e.g., every day 

o Sometimes e.g., twice or thrice a week 

o Rarely e.g., once or twice a month 

 

c) Would you say the physical activities have helped you in any way? Comparing your life 

before and after you began doing the physical activities 

o Yes  

o No  

      (ii) If your answer is yes how? 

Please Explain ………………………………………………………….. 

11a. do you have social networks e.g., close friends, family members, church members who 

frequently check on you either by visiting you, calling you over the phone e.t.c? 

o Yes 

o No  

 b) How much support would you say you get from your social networks and other well-wishers? 
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o Adequate support 

o Moderate support 

o Little/minimal support 

c) Would you say the support you get from your social networks has helped/benefited you in any 

way? 

o Yes 

o No 

 Please 

explain……………………………………………………………………………………….. 

………………………………………………………………………………………………………

………… 

12 a Do you engage in social activities like merry-go round, church and community events, etc.? 

o Yes 

o No 

If yes how often? 

o Regularly 

o Sometimes 

o Rarely 

  b) Would you say participating in these social activities has helped you in any way? 

o Yes  

o No  

Please explain……………………………………………… 

13. in general how would you say your life has changed since began doing physical activities, 

engaging in social activities and having supportive social network? (Use; agree, or disagree) 

a)  I am no longer lonely, sad and worried ………………………… 
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b)  I am happier and able to do daily tasks…………………………. 

c) I am no longer anxious or depressed……………………… 

d)         Everything has remained the same…………..……………. 

 

THANK YOU. 

 


