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    ABSTRACT 

This study looked at how social support and stigmatization affected elderly persons' mental health in Enugu Metropolis. Recognizing the ways in which social support can mitigate the negative consequences of social stigma, which has numerous negative effects on the aging population, is essential to improving mental health. Questionnaires measuring the senior participants' perceived stigmatization, social support, and mental health indicators were employed in this quantitative investigation. 150 senior persons participated in the study; 77 of them were women and 73 were men. Participants were chosen from the Pension Board in Enugu. The study used a non-probability selection method called availability sampling, which selects those people who are easily accessible (Glen, 2014). The ages of the people who took part ranged from 62 to 84, with 70.48 being the mean and 4.58 being the standard deviation. Participants' demographic data, such as their marital status, religion, and ethnic group, were collected. To gather information, a three-scale questionnaire was employed. Some of these are the Ageism Survey (Palmore, 2001), the Warwick-Edinburgh Mental Well-being Scale (WEMWBS) (Tennant et al., 2007), and the Multidimensional Scale of Perceived Social Support (MSPSS) (Zimetet al., 1988).The findings imply that as stigmatization increases, older people's mental health deteriorates. The three facets of social support have a good and significant correlation with older adults' mental health. This suggests that friends, family, and significant others help older adults' mental health. In order to lessen the detrimental impact that stigmatization and a lack of social support have on older individuals' mental health, mental health awareness initiatives should be developed to lessen the stigma attached to aging and mental health issues. The findings suggest that social support may enhance mental wellness. 
The study's limitations were noted, and recommendations and concepts for additional research were offered.




CHAPTER ONE
Introduction
Background to the Study 
Mental health is vital for every individual, particularly in older adults, where conditions such as dementia and inadequate social relationships are prevalent, adversely impacting their quality of life and potentially resulting in social isolation and additional health complications.  Identifying indicators, pursuing assistance, and applying measures for psychological wellness are crucial for enhancing the mental health of the aged. Aging's many health effects, particularly for the elderly, have a significant influence on society as a whole (WHO, 2017). The World Health Organization (WHO) reports that the global population is rapidly aging. By 2020, one billion people globally will be 60 years of age or older. The number is predicted to increase to 1.4 billion by 2030, or one in six persons worldwide, necessitating the provision of mental health support for senior individuals (OECD 20–23). A Synopsis of Health, 2021 showed thatby 2050, there will be 2.1 billion people aged 60 and beyond, a threefold increase. WHO estimates that by 2050, there would be 426 million individuals aged 80 and beyond, a threefold increase from 2020 (WHO, 2017).
Elderly people and their families, as well as society at large, can benefit from longevity (Noto, 2023). Extra years provide you the opportunity to do new things, like go back to school, change careers, or discover a new passion. The elderly also contribute much to their families and communities. The magnitude of these opportunities and contributions is essentially determined by one factor: health. In addition to working and volunteering, a lot of older people make a difference in their neighborhoods and families. Even though most people are healthy, some are more likely to get mental illnesses like depression and worry. A lot of people also need long-term care because they have constant pain, dementia, are frail, can't move around easily, or other health problems. As people age, they are more likely to have more than one health problem at the same time.
Several things can affect a person's mental health later in life, such as their physical and social surroundings, the effects of events that happened in the past, and the stresses that come with getting older. Being exposed to adversity, losing a lot of intrinsic potential, or getting worse at doing things can all cause psychological distress. Bad things like death, a drop in income, or losing your sense of purpose after retirement are more likely to happen to older people. Many older people experience ageism, which can be very bad for their mental health, even though they have made many important gifts to society. 
Some older people are more likely to become depressed and anxious because they live in bad conditions, aren't in good physical health, or can't get to the right kinds of help and services. This also includes older people who live in aid settings and people who have long-term illnesses like heart disease, cancer, or stroke, neurological illnesses like dementia, or drug abuse. One important part of plans to keep older people from having problems and improve their mental health is to help them age in a healthy way. This means making sure that people can still reach their goals even though their abilities are getting worse by building social and physical environments that support their well-being.
It is obvious that ageism negatively impacts society at large as well as people's mental and physical health. Furthermore, ageism is frequently supported by unfavorable attitudes that provide inaccurate information about the aging process. "We are not taking an overly optimistic stance when we claim that aging is not totally harmful." Diehl (2013) "This is based on rigorous science." Researchers and activists—many of whom are psychologists are using that science to  alter the way that people view aging. A resolution that addressed ageism, acknowledged age as a risk factor for discrimination, called for more focus on aging in psychology education, and advocated a more positive public discourse on the advantages of longer lifespans was passed by the American Psychological Association in 2020. The question is, "What can we do as a society and as individuals to encourage more positive aging?" "Diehl said." Ageism is one form of enduring prejudice. Prejudice against the elderly exists among people of all ages, and the manner in which it manifests itself varies with age.
Younger individuals exhibit a more pronounced liking for their peers.  In older persons, the choice becomes increasingly implicit (Chopik&Giasson, 2017).  The beliefs that underpin age bias are frequently based on misconceptions.  Although the likelihood of certain chronic diseases and dementia grows with age, the majority of older persons preserve commendable health and cognitive abilities.  “Aging is a highly heterogeneous process, exhibiting significant variability among individuals,” Diehl (2013) remarked.  “Circumstances are typically not as dire as the majority anticipates.”
Levy also questions the idea that aging inevitably results in a reduction in all types of cognitive abilities. It is true that as people age, they typically lose some cognitive skills, such as reaction times. Other functions, however, continue to be robust and even show improvement. According to a study, older adults are better at focusing their attention and ignoring distractions than middle-aged ones (Veríssimo et al., 2022). 
There are strong arguments against age discrimination and stereotypes when taking the ramifications into account. These efforts are beginning to pay off. According to a systematic review by Pillemer and colleagues, interventions that try to reduce ageist bias and stereotypes 
are often helpful (Burnes et al., 2019). Pillemer found that the most successful programs combine efforts to improve intergenerational connection with aging education. Growing age segregation in American society poses a serious danger to changing how people see aging. He said, "We are currently engaged in a perilous experiment wherein young individuals have minimal interaction with older generations, limited to sporadic encounters within their own families."
However, incorrect views of late life cannot be addressed by simple speech. "There are often occasions where young people in nursing homes perform concerts or engage in activities with senior citizens, for example." However, young people may leave with more negative views about aging if they are not ready to assess that experience, Pillemer said. "Younger people should be educated about the aging process and interact with active and involved older adults." He created an intergenerational initiative that pairs seniors with high school students to share knowledge. He found that young people who took part in a randomized study had improved views toward older people and a greater sense of purpose in life (Pillemer, 2022).
Social support profoundly influences the mental health of elderly folks.  Consequently, it is a primary contributing component to the well-being of older persons.  Robust social networks, encompassing family, friends, and community ties, can mitigate social isolation, loneliness, and stress, thereby enhancing mental well-being and fostering favorable health outcomes.  Social support mitigates emotions of isolation and loneliness, which are recognized as harmful to the mental health of older persons. Robust social relationships foster a sense of belonging and support, which can alleviate stress and enhance coping strategies during difficult periods.  Social support can result in favorable mental health outcomes, such as increased life satisfaction, less depression symptoms, and improved overall quality of life.  Social networks can offer emotional and practical assistance, aiding older persons in managing life transitions, chronic illnesses, and various stressors.  Studies indicate a correlation between social support and favorable health outcomes, encompassing a diminished risk of chronic illnesses and enhanced compliance with treatment regimens.  Significant social engagements, whether solitary or communal, are essential for fostering excellent mental health and improving overall quality of life.  Both offering and receiving social support can enhance mental health and overall well-being.  Informal assistance from relatives, acquaintances, and neighbors can be very influential in alleviating psychiatric symptoms and enhancing mental well-being. 
People of all ages need relationships and social support to be happy and healthy. As people deal with problems like old age disease, social isolation, and "empty nest syndrome," they need social help more and more. Support and participation in social activities are psychosocial factors that improve the quality of life and health of older people (Obstet al., 2019; Birditt& Newton, 2016). The main model of successful aging (Rowe & Kahn, 1997) says that active engagement, which includes social support, hobbies, and the ability to keep up physical functioning, leads to effective and healthy aging. Also, having social support can lessen the bad effects of stressed life events like illness and loss. Losses that come with getting older are less painful if you have someone ready to help you in your later years (Obst et al., 2019). 
It is well known that having friends and family can help your mental and physical health. A study with 6928 residents of Alameda County found that people without social ties were more likely to die over the nine-year follow-up time (Kaplan & Camacho, 1983). A review of 81 studies found that having more social support is tied to better immune and cardiovascular health. This result showed how important mental support and family support networks can be as a possible mechanism (Uchino et al., 1996). A 7.5-year follow-up of MacArthur's study of 1,189 older people found that having more emotional support was a strong predictor of better cognitive ability. 
After looking at 39 studies, it was found that social support was linked to better overall thinking and short-term memories (Kelly, 2017). More recent studies have looked at the many aspects of social support quality and how it affects health. A survey of 1146 senior adults in Germany found a positive link between their health and the quality of help from family and friends. 
Still, both practical and emotional help from people who are not related to you can affect your well-being. It means that having a good bond with family members could lessen the bad effects of getting help from them (Merz, 2010). A thorough review of 66 studies found that family social support is more important in Asia than in Western countries. The current study also showed that strong social, physical, and emotional support can help lower depression symptoms in Asian older people (TengkuMohd, 2019). Bøen (2012) says that older people can deal with stress and depression better when they have social help.
Statement of the Problem 
Global population aging and related health problems are getting worse. The preservation of quality of life and the prevention and treatment of age-related illnesses are the main focuses of healthcare programs in developed countries. Common age-related conditions include dementia, diabetes mellitus, osteoarthritis, cataracts, hearing loss, and chronic obstructive pulmonary disease. Even though the manner that diseases develop vary, they are all caused by the gradual accumulation of cellular and molecular damage over time.
 It is imperative to surmount obstacles and collaborate in a concerted effort to bridge the disparity between necessary actions and current implementations, as well as between the prevalence of mental diseases and the resources allocated to tackle this issue.  Bridging the gap is an unequivocal responsibility for the World Health Organization, as well as for governments, assistance and development agencies, foundations, research institutes, and the business sector.  To help with the above problems, the following questions were made to guide the research.
1. Will stigmatization predict mental health of the elderly in Enugu Metropolis? 
2. Will social support (family, friends and significant others) predict mental health of the elderly in Enugu Metropolis? 
Purpose of the Study 
The purpose of this study is to determine the predictive role of social support and stigmatization as factors in mental health of the elderly in Enugu Metropolis. Specifically, the study is designed to: 
1. Determine whether stigmatization will predict mental health of the elderly in Enugu Metropolis. 
2. Find out whether social support (family, friends and significant others) will predict mental health of the elderly in Enugu Metropolis. 
Operational Definition of Terms
Mental Wellbeing: This refers to the measure of positive aspects of health of an elderly as indicated by scores on the 14 item Warwick-Edinburgh Mental Wellbeing Scale (Stewart-Brown, et al., 2007). 
Social Support: This refers to an elderly person’s perception of the support obtained from either family, friends, or significant others as measured by scores on 12 items multidimensional scale of perceived social support (MSPSS) (Zimetet al., 1988). 
Stigmatization: This refers to attitudes towards elderly people that may negatively impacts their mental health as indicated by scores on 20- items Ageism Survey (Palmore, 2001) 
Elderly: This refers to an individual who is 60 years and above as at the time of the study indicated by the participants.  

CHAPTER TWO
                                                       Review of Related Literature
The literature review is done under theoretical and empirical Review 
Theoretical Review 
The following theories were reviewed in this study 
1. The Biological Theory of Mental Health (Harman. 1956)
2.    The Psychological Model (Freud. 1953)
 3.    The Strength and Vulnerability Integration (SAVI) Model of Ageing (Susan, 2010) 
4.     The Socio-emotional Selectivity Theory (Carstensen, 2006)
  5.    The Social Support Theory (Kort-Butler, 2018) 
Biological Theory of mental health
According to the biological theory of mental health, heredity, the structure and function of the brain, and neurotransmitter imbalances are the main biological causes of psychological diseases. Similar to physical disorders, it considers mental illness to be a disease of the brain and highlights the part that biological processes play in the onset and management of these conditions. Some mental disorders are believed to have a strong genetic component, meaning they can be passed down through families. Abnormalities in brain structure, such as changes in the size or activity of certain regions, have been linked to various mental disorders. The chemical messengers that carry messages between neurons, known as neurotransmitters, are essential for controlling behavior, mood, and thought. Mental diseases are believed to occur as a result of imbalances in neurotransmitter levels.  
 The study of the nervous system, including how neurons communicate and how the brain processes information, is also a key area of focus. The biological theory emphasizes the use of medications to target specific biological abnormalities in the brain, such as neurotransmitter imbalances, to alleviate symptoms and improve functioning. Biological therapy, including medication and other medical interventions, is used to address the underlying biological causes of mental disorders and improve or cure a patient's condition.  
The biological hypothesis of mental health asserts that psychological problems are predominantly attributable to biological factors, including heredity, brain structure and function, and neurotransmitter imbalances.  Mental illness is regarded as a brain disease, akin to physical ailments, highlighting the significance of biological processes in their genesis and treatment.  Certain mental diseases are thought to include a significant hereditary component, indicating they may be inherited within families.  Alterations in brain structure, including variations in the dimensions or functionality of certain regions, have been associated with numerous mental diseases.  Neurotransmitters, the chemical mediators facilitating signal transmission between neurons, are essential in modulating mood, cognition, and behavior.  Discrepancies in neurotransmitter concentrations are believed to play a role in the onset of mental illnesses.  The examination of the neurological system, encompassing neuronal communication and cerebral information processing, is a principal area of emphasis.  The biological theory underscores the administration of pharmacological agents to address particular biological irregularities in the brain, such as neurotransmitter imbalances, to mitigate symptoms and enhance functionality.  Biological therapy, encompassing pharmacological and other medical procedures, targets the fundamental biological causes of mental problems to enhance or resolve a patient's state.  
 The biological approach offers a scientifically verifiable foundation for comprehending mental diseases.  Numerous pharmaceutical interventions for mental diseases have demonstrated efficacy in alleviating symptoms and enhancing quality of life.  By highlighting the biological origins of mental illness, the hypothesis may mitigate the stigma surrounding mental health concerns.  
 The biological explanation posits a tangible physical basis for psychiatric disorders, hence reducing the stigma historically linked with mental illness.  For example, when an individual is diagnosed with schizophrenia, this theory posits that disease has a physiological origin, hence shifting culpability.  Mental health illnesses can occasionally have biological origins.  Biological risk factors encompass chromosomal and chemical abnormalities, genetic susceptibility, physical illnesses, inadequate medication response, poor sleep, substance misuse, brain injury, and pre-existing mental health disorders. 
 The biological model of abnormal psychology posits that psychological disorders arise from biological factors.  This paradigm possesses numerous qualities, including its capacity for scientific testing, a high success rate, and its potential to mitigate the stigma associated with mental health concerns.  A biological theory is a theoretical framework that elucidates phenomena related to the life sciences or the study of living beings. 
 The biological model is widely regarded in contemporary psychology for numerous reasons.  Firstly, it represents a highly empirical approach to problem-solving.  Neuroimaging and other technological modalities enable psychologists to visualize the cognitive processes occurring within a patient's brain.  Contrast this with Freud's psychoanalytic framework.  Freud claimed that psychological problems arise from conflicts within the subconscious mind.  Individuals often remain unaware of the underlying causes of issues as they lie outside their conscious awareness.  The issue is that there is no method to quantify that.  While there is no device to quantify subconscious tension, brain activity, structure, and chemical composition can be assessed.  The biological model is subject to scientific testing.
The theory may not adequately account for the role of psychological, social, and environmental factors in the development of mental disorders. While medication can be effective for certain symptoms, it may not be able to address the underlying causes of maladaptive behaviors or psychological distress. Medications used to treat mental disorders can sometimes have unpleasant side effects. The theory may overlook the importance of social and cultural factors that can influence mental health outcomes. In summary, biological theory provides a valuable framework for understanding and treating mental disorders, but it is not the only perspective. A more comprehensive understanding of mental health requires considering a combination of biological, psychological, social, and environmental factors. 
Notwithstanding its numerous advantages, the biological model of abnormality has certain limits. It disregards the significant impact the environment can exert on individuals. For instance, what if Percy is experiencing depression due to his girlfriend departing for another man? What if he has lost his employment and is nearing insolvency? These situations may influence Percy's depressive state. The biological model, however, fails to consider life events. Rather, it concentrates only on the biological foundations of the condition, including a chemical imbalance in Percy's brain. Moreover, by disregarding an individual's environment, it may fail to perceive the complete individual. 
The biological model of abnormal psychology posits that psychological disorders arise from biological factors. This paradigm possesses numerous qualities, including its capacity for scientific testing, a high success rate, and its potential to diminish the stigma associated with mental health concerns. Nonetheless, the biological model has shortcomings, such as its disregard for environmental influences and the inability to ascertain if biological factors are the source of psychological troubles or vice versa.
The psychological model (Freud 1953)
The psychological movement has challenged medicine's dominance in mental health care. Since psychology and medicine share many positivistic characteristics, psychology has traditionally put up a number of alternative hypotheses regarding mental illness, some of which are in direct opposition to the dominant paradigm. At their core, these models give priority to sensory and cognitive processes. Numerous traditions have developed, such as cognitive behavioral therapy (see Chapter 16), which is frequently employed in complex casework where there is insufficient evidence to support pharmaceutical therapies. For a number of mental illnesses, several of these customs are recommended treatments (National Institute for Health and Care Excellence [NICE], 2009). 
The Power Threat Meaning Framework (Johnstoneet al., 2018) is proposed as a potential replacement for mental diagnosis in psychology.
 It seeks to address the issues raised by the aforementioned single-paradigm architecture. According to the premise, this method will combine the psychological, biological, and social aspects of experience that together produce the discomfort phenomena. By viewing biology as a mediating rather than a causal component, it departs from a medical approach. 
On the other hand, psychological methods are criticized. The self-referential character of psychological explanations is a tautological problem that keeps coming up. According to critics, psychological tactics make diversity more difficult by prescribing how individuals should conform to prevailing paradigms (Grant, 2011). According to some academics, these methods fail to contextualize the individual, which puts their symptoms out of context. This results in 'interiorization' as defined by Smail (2004) (p. Blakeman, 2009). This is what occurs when the consequences of material issues, such poverty or abuse, are transformed into issues with perception or mind. The individual is deemed responsible for their suffering as a result of this neo-Cartesian viewpoint, which holds that the mind is distinct from its surroundings. For practitioners who uphold the anti-oppressive tenets of social work, this poses difficulties. 
Score differences on well-known rating scales are commonly used to evaluate psychological healing. This is problematic because it ignores the subjective experience and instead uses an arbitrary set of values to determine recovery. In a professional setting, "distress" and "recovery" are defined and measured. Methodologies using these techniques do not replicate the subjective experience of emotional distress; rather, they articulate distress and recovery in ways that are widely accepted and scientifically supported. According to Grant (2011), the politics of representation impact the debate over the experience and meaning of identity, making the literary portrayal of human suffering intrinsically biased. Labels like psychological and psychiatric have a broad and potentially negative impact (Goffman, 1963), particularly when they are applied reductively to redefine well-being in terms of scale scores. 
Neither psychology nor medical methods take into account enough of how people's lives really are. It has been hard for wealthy countries to spot and help people who are thought to be mentally ill. No one disputes the fact that people with mental problems tend to have worse physical health. When people get help, they are often given bad care for many common but serious illnesses (Bressingtonet al., 2018). Due to poor care, a person with schizophrenia may expect to live 14.5 years less than a peer who does not have schizophrenia (Hjorthøj, McGrath, Nordentoft, & Stürup 2017). This is true even though many diseases are easily cured. These numbers are very important and clearly show a problem with social justice. One reason for these problems in the UK is that mental and physical health treatments are not given the same amount of respect. The Health and Social Care Act of 2012 gives the UK a legal way to fix these structural and cultural problems, even though they are hard to fix. The fact that legal options are needed shows a lot about how people in society see people with mental health problems. 
A lot of research, like by Marmot (2010) and Pickett & Wilkinson (2009), has shown that living in bad homes and being poor can hurt your physical and mental health. There is a strong link between not having enough money and being left out. In contrast to the common neoliberal view, which says that exclusion is caused by people not taking advantage of chances in a market economy, Labonte (2004) gives a useful explanation of exclusion as a result of social dynamics. Chen, Dahl, Halvorsen, Saltkjel, van, and Wel (2018) show that Europe's current "austerity" policies make the neoliberal case of moral or individual failure less convincing by making health disparities worse. 
From a socioeconomic point of view, racial groups are often a sign of unfair social systems thattend to keep existing (GalabuziLabonte, 2002). There are more social and emotional problems in unequal countries than in more equal ones, and there is a strong link between inequality and poor mental health (Allen, Balfour, Bell, & Marmot, 2014). (Wilkinson and Marmot, 2006). A lot of social workers help people deal with the effects of their actions or try to change systems that aren't fair. One of these tasks could be to help marginalized people fit in with parts of society that are currently off limits to them. These areas might have better places to live, jobs, and social links. From this point of view, mental health social work is political work because including everyone in society needs the political will of the powerful groups. This approach needs to be used with care, because if it's driven by greed instead of kindness, opening doors could lead to people being ripped off.Risk assessment and management concepts are now fundamental to the practice of mental health. Many authors claim that cultural discussions about how risk is expected and perceived are the reason why the topic of risk has recently become more prominent. In 1992, Beck famously characterized the 'risk society,' which encapsulated this expanding trend more broadly. According to Tew (2011), individuals with mental health issues are viewed as objects of risk in mental health practice, even though there isn't any actuarial evidence to support this idea. His investigation reveals that the individual's disease is a common narrative that solely attaches dangerousness and the ensuing guilt to the individual service user, ignoring contributory social variables. The fact that people with mental health disorders are more likely to be victims of violence than to commit acts of violence may be explained by this worldwide phenomenon (Comber, Cook, Hedges, Mnguni, & Singh 2009). 
The media frequently scrutinizes people with mental health conditions, and they are particularly vulnerable to unfavorable representations. One of the main causes of the discrimination that people with mental health disorders face is the focus on their violent potential (Sayce, 2016). Consequently, in the professional discourse surrounding mental health care, risk management and protection are now given precedence over need (Kemshall, 2014). 
Risk prediction is a well-known issue, particularly for the well-known but statistically rare homicide events (Daw, Dawson, &Szmukler 2010) and the more prevalent suicide cases (Heller, 2017). The ideas of false positive and false negative (Szmukleret al., 2010) offer a helpful theoretical framework for understanding mental health professionals' decision-making processes and the serious ethical ramifications that go along with them.Crawford (2000) shows that to stop one murder by a person with schizophrenia, about 5,000 people with the same illness would have to be imprisoned if they didn't commit the crime. Social workers face the challenge of both trying to challenge any excessive or biased emphasis on risk and following agency regulations that place a higher priority on risk management and reduction. Often, this is carried out in accordance with the law.
Strength and Vulnerability Integration (SAVI) Model of Ageing (Susan, 2010) - Stigmatization
The idea is that as people get older, they get better at dealing with unpleasant inputs, but as they get older, they become more vulnerable in situations that make them feel very emotional for a long time. Strength and Vulnerability Integration (SAVI) describes how the ways we control our emotions change as we get older. It says that differences in how well people control their emotions with age are caused by when the emotion management process happens. There is a link between getting older and using attentional techniques, tests, and behaviors to control everyday emotions more often and better. Often, researchers find that older people are happier with their overall health than younger, middle-aged, and older people. The ability to control feelings can help explain this. 
In addition, these tactics often help people avoid or lessen negative emotions while keeping or even improving positive emotions after having early experiences with small problems or failures. People use these methods to remember past events long after an emotional event has ended. Age-related factors make people more dependent on and good at using these methods. 
changes their point of view based on how long they have lived and how much time they have left. If these tactics aren't used well, they will hurt people emotionally. It will get harder for older people to change their attitudes and actions in order to make things better, so their subjective emotional reports will become more like those of younger adults. A higher level of physiological excitement lasts for a longer time during this time, but it is thought to be harder to control because of age-related weaknesses. Longer periods of physiological excitement caused by less physiological flexibility delay experience recovery. 
Long-lasting excitement caused by getting older may also make the body more stressed. SAVI says that older people's mental health will get better when they use the good things about getting older, like attentional strategies, assessments, and behaviors, to avoid or lessen a bad experience. If these situations are less likely to make you feel tense, a short exchange may calm down more quickly. Affective well-being gains that come with getting older will be lessened or even lost at work if people can't get away from bad situations. When people can't connect with others, are constantly stressed, or have problems with their brains that make it hard for them to ease pain, it can be hard for them to use their skills. 
Before going into more detail about SAVI, emotional experience and emotion regulation are quickly talked about. There are big differences in general emotional health and how people feel before, during, and after emotionally charged situations that depend on age. The benefits of getting older are looked at to find out what the link is between getting older and better emotional health (usually shown by overall affective health), better ways to deal with emotionally charged situations the first time they happen, and better ways to deal with them after they happen. 
A look at the current study shows that there are both areas with strong findings and others where more research could help clarify and maybe even change how people think about emotion and getting older. These ideas take into account both strengths and weaknesses, as well as the fact that people's mental health changes as they get older. 
Most older people reach this goal because being able to control your emotions well directly improves your mental health. Gross et al. (1997) and Henry, Hosie, Milne, & Phillips (2006) say that older adults are better at controlling their emotions than younger adults. They also say that older adults have the same or higher amounts of general affective well-being. According to Jopp and Rott (2006), centenarians are also happier than younger people their age. Many mental illnesses were less common in older people when dementias were taken into account (Jorm, 2000; Kessler, Berglund, Demler, Jin, & Walters, 2005; Charles &Piazaa, 2006). Heavy sadness and anxiety were especially low in this group. 
Cross-sectional and longitudinal studies (e.g., Carstensenet al., 2000; Charles, Gatz, & Reynolds, 2001; Diener&Suh, 1998; Kolarz&Mroczek, 1998) often show that negative affect decreases with age from early to mid-adulthood. Total negative affect patterns often match changes in certain negative emotions or emotional states with age, especially for strong, surging emotions like anger, sadness, or wrath (Lawton et al., 1992; Phillips et al., 2003; Schieman, 1999). Some less intense emotions, like worry, also get weaker with age (Basevitz, Chaikelson, Conway, Dalton, &Pushkar, 2008). 
Some studies say that negative affect, or one-item tests of negative emotions, keeps going down as people get older. Other studies, however, say that negative affect levels stop going down or even start going up in the mid-1960s or early 1970s (Kobauet al. 2004, Stone, Schwartz, Broderick, & Deaton, 2010). The Berlin Study of Aging (Kunzmann, Little, & Smith, 2000) found that negative affect did not change with age among people aged 70 to 103. However, the Swedish Adoption Twin Study of Aging (Fiske, Gatz, & Pedersen, 2003) and the Baltimore Longitudinal Study of Aging (Costa, Davey, Halverson, &Zonderman, 2004) both found that depressive symptoms got worse with age. According to a big cross-sectional study, the relationship between negative affect and age was shaped like a U. When comparing people in their sixties to those younger than them, negative affect rose earlier. 
Researchers have found that these results are often caused by certain things, like health and functional limitations. They have also found that older people have lower levels of negative affect when these things are taken into account (Kunzmannet al., 2000; see discussion by Gatz, Kasl-Godley, &Karel, 1996). Because of this, scientists are starting to figure out the exact events or causes that cause the rise in symptoms that is sometimes mentioned in the literature. When these things are taken into account, older people are emotionally healthier than younger adults (Kunzmannet al., 2000). 
The upward trend of happy affect is also good for older people. Over twenty-three years, the good effect stayed the same for younger and middle-aged people, but it went down by 12% for people in their mid-sixties to late eighties (Charles et al., 2001). Another study found that life happiness went up until about age 65, when it began to go down (Mroczek& Spiro, 2004). Satisfaction levels didn't drop much because the oldest people in the group reported levels that were about the same as people in their forties and much higher than those in their late twenties. 
Cross-sectional studies have shown that people between the ages of 25 and 74 have more positive affect. Some studies show that older people's good affect slightly decreases, but other cross-sectional studies show that it stays pretty stable after age 65 (Carstensen, Pasupathi, Nesselroade, &Mayr, 2000). Diener and Suh wrote in 1997. Researchers say that the fact that feelings like excitement and enthusiasm are more common with age is the best way to explain why some positive emotions and emotional states get weaker with age (Lawton et al., 1992; see also Charles & Piazza, 2007). Another large study (Stone et al., 2010) shows that some positive feelings, like happiness and enjoyment, don't change with age after age 70, even though self-reported total well-being tends to rise with age. A meta-analysis that looked at data from more than 100 studies backs up this finding (Pinquart, 2001). A study found that high-arousal negative and positive feelings have the most significant effect on the loss of emotional experience that comes with getting older. Feelings of happiness and low-arousal don't seem to get worse with age. 
When adults in their later years think about both good and bad emotional events, they report pretty high levels of well-being. Researchers have found that older people usually report better subjective well-being than younger people, even though it may seem like negative affects rise or fall with age (e.g., Charles et al., 2001; Mroczek& Spiro, 2003). 
What does mental health have to do with getting older? A description of how skills change with age. This process needs to be thought about. These studies (e.g., Basevitz et al., 2008; Davern, Cummins, & Stokes, 2007; Diener, Scollon, & Lucas, 2004; Mroczek & Spiro, 2003) looked into how people feel. In order to make a context for comparison, these questions often ask people to compare what they know about themselves to how they see other people or themselves at different times (e.g., Davern et al., 2007). According to some theories, as people get older, their views on their lives and the facts they use to make choices change (e.g., Carstensen, 2006). SAVI blends these two ideas and says that changes that come with getting older are caused by social skills, self-awareness, and a better sense of how quickly time goes by.
Socioemotional Selectivity Theory (Carstensen, 2006) – Stigmatization
The socioemotional selection theory states that older adults are more likely to look for and keep relationships that fulfill them emotionally. Carstensen (2006). This focus on intimate relationships counteracts the damaging effects of social isolation and stigma, which can be harmful to mental health. Age-related stigma can have a detrimental effect on the mental health and self-perception of older adults. If older persons are exposed to unfavorable preconceptions about aging, they may internalize them, which could affect their general well-being and cognitive capacities (Carstensen, 2006). People become more focused on emotion-based goals as they become older, according to the socioemotional selectivity theory (Carstensen, 2006; Carstensen, Charles &Isaacowitz, 1999). The socioemotional selectivity theory (SST), a life-span development hypothesis, is based on the special human capacity for time perception. Endings, whether due to aging, relocation, or a devastating illness, alter motivation and prioritize emotionally significant goals over experimental ones, according to SST. Social networks, emotional experiences, and preferences have all been elucidated by SST-driven research, which has also revealed positive impacts on cognitive functioning. This paper describes the evolution of SST and the associated empirical research program, based on my 2015 Robert W. Kleemeier Award Lecture. 
The idea states that there are two primary categories of goals that drive a significant portion of human activity. One group includes information and knowledge acquisition goals, while the other group includes emotional states and emotionally charged activities. The relative relevance of each set of goals varies depending on the individual's chronological perspective, even though both are significant for people throughout their lifetimes. People have an unconscious or conscious sense of how long they have left to live, and this sense is closely related to age, according to the socioemotional selectivity theory. When people believe they have plenty of time, as is often the case for younger adults in countries with higher life expectancies, they prioritize pursuing knowledge goals. Emotional objectives become more significant when life expectancy declines, particularly in old life. 
Research has especially examined how age and temporal perspective affect the behavioral and cognitive aspects of emotion regulation strategies (see Charles &Carstensen's 2007 summary). Time and aging are inseparable. People have been successful in altering how time is perceived by urging others to envision a huge future or an imminent end. 
In the future, chronological age will be a trustworthy indicator of time passing (Carstensen, 2006). Therefore, as people age, their emotions become more apparent. In order to investigate age-related changes in the relative relevance of emotional versus non-emotional information, younger, middle-aged, and older adults were exposed to both emotional and non-emotional stimuli before being asked about their memories (Carstensen& Turk-Charles, 1994). Cohorts with progressively older ages had a higher percentage of knowledge on emotions. 
The socioemotional selectivity theory states that because people are more emotionally relevant and want to preserve their emotional well-being, they will regulate their emotions to maintain high levels of wellbeing. A study found that people are more likely to employ emotion management strategies if they are ready to concentrate on emotional control (Mauss, Cook, & Gross, 2007). One research of younger individuals found that those exposed to emotion management words exhibited reduced emotional reactivity to unpleasant stimuli. The authors credit enhanced automatic emotion regulation techniques for a reduced response following emotional control priming (Mausset al., 2007). 
Future research must investigate if the increased saliency of emotion management goals is related to the socioemotional selectivity theory's contention that emotional saliency rises with age. The idea that time perspective influences emotional processes is supported by data demonstrating that younger people change their focus to more emotion-focused goals when confronted with circumstances that restrict their temporal horizons. Younger people with terminal illnesses choose social companions primarily for their emotional significance rather than their informational value, which is consistent with the affective judgments displayed in older persons (Carstensen& Fredrickson, 1998). Therefore, compared to younger individuals, people with a limited time horizon place a higher emphasis on emotional health and employ effective emotion regulation mechanisms (Carstensenet al., 1999; Carstensen, Fung, & Charles, 2003).
Social Support Theory (Kort-Butler, 2018)
Kort-Butler says that having social support can lessen the negative affects of stress and bad luck on mental health. Having strong social connections may help older people deal with tough situations like retirement, loss, getting sicker, and changes that come with getting older. The social support theory by Cullen (1994), which separates effects at the macro and interpersonal levels, shows how both social structures and interpersonal interactions can have an effect on people's well-being. Strong social connections in families and groups can help older people feel less stressed and have better mental health. According to Cullen (1994), many views of crime and delinquency include the idea of social support. He also said that social support is related to both the criminal justice system and the social control system. He said that help is needed for both social control and good rehabilitation. Other theories of crime and delinquency focus on the bad things that make people do bad things, like not having enough friends, being stressed, not being able to control yourself, picking up bad habits or attitudes, being stigmatized or labeled, and chaos in the community. The social support theory, on the other hand, looks at the good things that can make people less likely to do bad things (Cao et al., 2010). 
People who have friends and family who can help them deal with the problems and stresses of life are said to have social support (Thoits, 1995). According to Cullen, Wright, and Chamlin (1999), social support is a way for people or bigger social units (like states or communities) to trade social, cultural, material, and human capital with each other. Support can come from a formal, official source, like the court system or government aid programs, or it can come from everyday interactions with other people. Social support affects crime and other measures of well-being in both direct and indirect ways. People who get social help may be less likely to commit crimes as a result. Risk factors for crime may not be as strongly linked to delinquent behavior when people have a lot of social support. 
There are different kinds of social support, such as financial, emotional, informational, and evaluative support (Thoits, 2011). There are two kinds of support: perceived and received. Perceived support is the feeling of support or the idea that support is available. Received support is recognizing that help has been sent. There are three types of support: practical, informative, and emotional. Giving resources or help with certain tasks or problems, like getting a loan or renting a car, is an example of instrumental support. Giving someone advice, direction, or knowledge to help them figure out what to do is called informational support. Showing empathy, compassion, respect, worth, or encouragement is all part of emotional support. 
Third, social support can be put into groups based on where it came from. Support is often seen as coming from a person's main group, which includes important people like family and friends. People may also look for support from secondary groups, like schools and religious organizations, which are less personal and have relations that are very structured or hierarchical. Throughout life, the main sources of support, the level of support in a relationship, and the way support affects behavior are all different (Umberson, Crosnoe, &Reczek, 2010). Parents, friends, and school are often the most important people in the lives of teenagers. 
There are differences in the amount and quality of social support because of structural factors. For example, social context and location affect the number and quality of ties that can be used for social support (Turner & Marino, 1994). Along with connections between people, social support can be seen as a feature of the larger ecological systems or communities where a person lives. A related idea is the social charity theory (Chamlin& Cochran, 1997), which says that crime rates go down when societies are more likely to use their limited resources to help their own members. The social altruism theory says that altruism in the community is different and more important than altruism given by the government. The social support theory, on the other hand, says that societies that are supportive have both community (i.e., charitable) and government resources. Despite this difference, both methods agree that providing social support is more than just technical help; supportive groups also meet the emotional and informational needs of their members. 
Cullen F.T. (1994) came up with two main ideas about how crime and delinquency rates are linked to communities and societies that are helpful. First, different communities have different amounts of resources dedicated to meeting the wants of their constituents. Laws that don't do enough to keep people safe are linked to more crime in a society. Second, in some countries, a rise in crime is linked to a community's lack of social support. Communities with weak social structures, broken social networks, low levels of charity and volunteering, and little support from the government are less able to help their own people. These states or cities with family support programs have lower crime rates as a result. Parenting, child care, and family welfare support can directly affect a number of delinquency risk factors, such as the need for knowledge, help with daily tasks, and emotional support. 
There is a link between compassion and lower crime rates. This can be seen in government transfers like Aid for Dependent Children, state spending on social services like healthcare and education, and private gifts and volunteer work. Systemic problems like economic inequality and a mix of racial and cultural groups may have less of an impact on crime rates if people are helped. Anomie levels have been linked to social help from the government. At the macro level, most of the study literature supports the theory. However, there have also been null findings that show there is no link between crime rates and indicators of social support. Empirical tests of macro-level social support theory are still in their early stages, so more study is needed to fully understand how ecological units work and how social support forms. Getting an idea of social support is one of the main worries. Many large-scale studies of social support use government spending as an indicator, so the benefits of private or charitable donations are not well understood. Another area that needs more research is the link between the amount of juvenile crime and the amount of social help at the macro level. New study shows that juvenile crime is less common in places where people are involved in their communities. 
In 1994, Cullen said that social support is a key theory idea that affects a person's likelihood to commit a crime. Having more social support in your social network is often linked to a lower chance of committing a crime. More family support, especially long-lasting, good relationships with their parents, makes teens less likely to break the law. Support from others can help create an atmosphere that encourages the growth of strong, helpful relationships and make parenting and other social rules more effective. According to the social control theory, the ideas of bond and social support are actually very similar. 
Attachment and social support are both shown by the amount of time spent with family and friends, taking part in relationships, and feeling emotionally close to others. Families and social networks can help keep people from acting badly without being told to. They can also offer emotional, educational, and practical support that can protect people from other things that can make them more likely to act badly. 
Support from others makes it easier to learn how to do illegal things. On the one hand, the support that criminal peers give to urge and take part in bad behavior may be the reason why there is a clear link between hanging out with criminal peers and committing crimes yourself. But social support from conformist sources is likely to make it easier to behave and think in a conformist way. Because of this, Cullen calls it "differential social support." Criminal behavior is less likely to happen when there are sources of support for conformity in society and when support for conformity is higher than support for crime. 
In addition to having an effect on informal control and social learning, social support is important for helping people settle disagreements that could lead to violent behavior. The general strain theory says that social support makes it easier to deal with stress in a healthy way because it makes people more resilient. Teenagers who have normal social support are better able to deal with stress in a healthy way. This is because that support gives them ways to avoid or deal with stress that don't involve breaking the rules. 
Cullen (1994) created the social support theory by combining ideas about how important social relationships are from different theories. A lot of study that looks at social support or similar measures shows that it has a strong effect on criminal behavior at the interpersonal level. It's possible for empirical results to be different because of the different ways that aid is operationalized, just like it is with macro-level assessments. There are different ideas about how social support changes the link between stress and crime. It has been shown that people gain from getting social help. It has been shown that social support can get kids involved in school and other good things, protect them from sadness and other mental health issues, and keep them from breaking the law and doing other bad things. We need to do more study to fully understand how social support can help teens. Colvin, Cullen, and VanderVen (2002) added to the social support theory by saying that there is a complicated link between the things that keep people from committing crimes and the things that force people to do things out of fear or worry. Intermittent coercive encounters make people more likely to get involved with crime in the long run, but prolonged coercive encounters make mental health problems more likely. However, social help may not always be there. The inability to rely on assistance is indicated by incorrect support, and this disparity may have detrimental behavioral effects. This is especially true if the individual relies on illicit sources for financial support. Last but not least, sustained social support provides a number of advantages, such as enhanced self-control, less anger, and solid social ties, all of which support prosocial conduct and a decrease in mental health and criminal issues. Despite the dearth of research on the topic, data indicates that coercive and enabling influences play a role in youth criminality. 
At any stage of life, social support can lower the likelihood of criminal action. Support may have an impact on societal and interpersonal attempts to address criminal conduct by increasing the possibility that persons involved in unlawful activities may abandon their illicit path. Punitive measures that evict people from society erode existing support systems and block opportunities for future assistance, which is why Cullen claims that they ultimately don't reduce recidivism. However, social support theory supports the significance of rehabilitation and restorative justice. 
In 1999, Chamlin, Cullen, and Wright described the many policy implications of social support theory, including interventions aimed at juveniles. First, the likelihood that at-risk children may have more serious or persistent behavioral issues is decreased by early intervention programs that assist them, their parents, and their families. Second, social support theory emphasizes the need of community-based programs that assist at-risk youth. These programs—a mix of state and nonprofit, secular and religious—are intended to help young people develop their social, emotional, and intellectual abilities while also connecting them to supportive social networks and offering them interpersonal support from prosocial adults. These programs also function as community resources. 
Third, the legal system's reallocation of funding to programs focused at rehabilitating offenders is consistent with social support theory. These activities include prosocial mentorship, community connections, therapy from caring professionals, and programs that enhance coping and interpersonal skills. Recidivism rates have been demonstrated to be significantly reduced by juvenile reentry programs that support youth and their families and cultivate healthy ties between youth and their parents. According to social support theory, social and cultural transformations are ultimately necessary. Policies that address the informational and instrumental requirements as well as the general welfare of people, families, and communities are likely to have a modest but steady impact on individual criminal behavior and crime rates. Furthermore, promoting compassion, voluntarism, and philanthropy as significant cultural values is likely to reduce the influence of social elements that promote crime and delinquency.
Empirical Review 
Stigmatization and Mental Healthamong the Elderly
A study by Dix et al. (2024) looks into how common, harmful, and obvious ageism is in different mental health treatment situations, such as inpatient, outpatient, long-term care, and criminal justice settings. There are ways to deal with ageism that are explained. A lot of people are prejudiced against older people, and this kind of bias hurts their health and behavior. There are a lot of different ways that ageism can show up in mental health venues. To fight ageism in mental health situations, it's important to use educational, clinical, and public policy tools. There is still a lot of ageism in society and in mental health care. Ageism has an effect on healthcare groups, practitioners, trainees, and older people. Age-friendly methods and ways to fight ageism need to be known by more people. 
Noto (2023) says that the health problems that come with an older population are getting worse. In industrialized countries, the main goals of health care systems are to keep people healthy and prevent and treat diseases that come with getting older. Some of the most common health problems that come with getting older are dementia, diabetes mellitus, osteoarthritis, cataracts, hearing loss, and chronic obstructive lung disease. All diseases are caused by damage to cells and molecules that builds up over time, even though they show up in different ways. Disorders that come with getting older can make daily chores harder and lower the quality of life. People may also lose social roles and physical abilities. To understand and protect quality of life, then, we need strategies and techniques. The goal of this review is to give you an idea of the important topics and papers that will be in the special issue on "Aging and Quality of Life." 
Ageism is one of the mental health problems that Patnaik (2022) looks into. Ageism is caused by selective focus and cognitive simplification, which lead to false ideas about getting older. A big part of the senior community suffers because of it. It is harder to get rid of ageism in developing countries because of differences in culture and structure. The internalization theory says that as people get older, their self-concept gets worse because being around people from certain countries makes them think negatively about getting older. Older people are having a harder time adjusting because of false beliefs about their sexuality and a lack of accepting friends and family. The idea that physical and mental abilities decline with age and the misunderstanding of "empty nest syndrome" make people less likely to be actively involved in their lives as they get older. Some older people who have a lot of self-efficacy may find this upsetting. To protect their right to live with respect, it is important to raise awareness of the unique qualities and long-lasting mental health of older people. 
Kang and Kim (2022) say that ageism can hurt the mental health of older people and make mental health problems like worry and depression worse. This idea isn't supported by enough evidence, though, since most of the study on the subject has been written in a conceptual or theoretical way. This study looked at quantified research that looked at the link between ageism and the mental health of older people. We did a thorough study using reference mining, manual searches, searches of grey literature, and searches of academic databases. Based on the factors for inclusion, thirteen articles were chosen. Every study that looked at the link between ageism and the mental health of older people found it to be weak. People who are proud of their age, feel less depressed, have a good view of getting older and the future, are more confident in their bodies, and are open to changing their goals may be less affected by ageism. Anger toward older people was linked to worse mental health, according to the study. Established mediators in the group can help plan projects that aim to fight ageism and improve the mental health of senior citizens. 
Lyons et al. (2017) look into how age, gender, and sexual orientation might affect the links between ageism experienced by older Australians and four different mental health outcomes. Methods: A national poll of 2,137 people aged 60 and up was done. Positive mental health, also called "thriving," anxiety symptoms, depression symptoms, and general stress were some of the mental health factors. Learned: All four measures of mental health were significantly linked to worse mental health after recent experiences with ageism. But ageism seemed to hurt younger people's mental health more when it came to sadness. It seemed to hurt men more than women and straight people more than transgender people, especially when it came to total stress. Ageism can do a lot of damage to the health and well-being of older adults, especially to the health and well-being of younger, straight guys. So, these should be taken into account when coming up with ways to make getting older healthy and more satisfying. 
Robb, Chen, and Haley say that ageism among mental health professionals makes it much harder for older people to get mental health care. We take a close look at how the idea of ageism has changed over time and the data that shows how common it is among medical and mental health professionals, given that most people know ageism is a problem. There isn't much proof that mental health professionals are biased against people of certain ages. Studies have shown over and over that older people get a wide range of medical care, including visits to the doctor, screenings, and treatment for many illnesses. But it's not clear if these differences are caused by age bias. In the end, we think that programs that focus on ageism would not be as helpful in improving access to mental health care as changes in how those services are provided, like combining mental health and medical care in primary care settings.
Social Support and Mental Health among the elderly
According to Beygiet al. (2023), getting social help makes older people happier and improves their quality of life. People between the ages of 60 and 75 who went to health centers in ZarinShahr, Iran, in 2019 were part of this study. It looked at the link between social support and happiness. There were 584 people in this cross-sectional study. Of those, 37.8% were men and 62.2% were women. The Oxford Happiness and Social Support surveys were used to gather information for this study. A simple multistage random picking method was used to choose the senior participants in the target group from ZarinShahr's health centers. The collected information was put into SPSS software version 22. Inferential statistics and regressions with a 95% confidence range were used to describe and study them. There were big differences in overall social support based on gender, marital status, and level of schooling (P < 0.05).Age, marital status, and level of education also had an impact on happiness (P < 0.05). There was a substantial positive correlation between happiness and overall social support and its components (P < 0.05). The multi-stage regression study revealed a substantial correlation between emotional social support, happiness, and education level (R2 = 0.265). Because it can raise their levels of contentment, the results emphasize how important it is to improve older people's social support. Interventions aimed at enhancing older individuals' social support and overall well-being should target those who are low-educated, alone, divorced, or have lost a spouse. 
Social support plays a significant role in influencing an older person's degree of well-being, claim Zanjariet al. (2022). Investigating the effects of bidirectional social assistance—both providing and receiving—on the wellbeing of senior adults in Iran was the aim of this study. In 2020, 1,280 elderly citizens who were residents of Tehran, Iran, took part in this cross-sectional study. The researcher employed the clustered sampling technique and the 2-way Social Support Scale (SSS) to measure social support and gather samples, respectively. The well-being was assessed using the self-reported World Health Organization-Five Well-Being Index (WHO-5). Bivariate and hierarchical linear regression models were used to evaluate the impact of various aspects of social support on well-being. Data analysis was conducted using SPSS version 20.0. P-values below 0.05 were regarded as statistically significant. The average age of the respondents was 70.90 (SD=8.07), and over 70% of the sample was married. The average scores for giving and receiving social assistance were 17.71 ±7.82 and 20.70 ±7.52, respectively. Regardless of whether older adults have received social help or other potential contributing factors, the results of the hierarchical regression analysis show a strong correlation between their well-being and the availability of social aid (∆F=30.25; ∆R2=0.39, p<0.05). The findings demonstrated that giving social support is more significant than getting it. Older adults should engage in social activities to have social support. 
In order to improve their mental health, the aging population needs various forms of social support (Nabaviet al., 2014). The primary objective of this study was to examine the differences in the impact of social support and stigmatization on the mental health of older adults. For this descriptive-analytical study, 200 elderly citizens from Bojnourd City were selected using simple random selection. Data was collected using the General Health Questionnaire (GHQ), the Norbeck Social Support Questionnaire (NSSQ), and a demographic questionnaire. The data was analyzed using SPSS-16. A total of 200 senior citizens participated in the study. The sample consisted of 90 females (44.6%), and the seniors' average age was 68.91 ± 7.89 years. A rather decent degree of mental health is shown by the sample's mean GHQ score of 24.09 ± 13.08. Furthermore, there was a substantial correlation between social function and the functional, emotional, and material subscales of total social support. Research suggests that senior persons' social and mental well-being may be significantly impacted by increased social assistance. It is imperative that countries incorporate the social networks and demands of the elderly into their overall plan. 
The impact of social support from various sources, including a spouse, children, and other family members and friends, on mental health is examined by Okabayashiet al. (2004). A nationwide random sample of 2,200 Japanese citizens aged 60 and over provided the study's data. Structural equation models were assessed for two social network categories: (a) individuals with a spouse and children (n=1299) and (b) individuals with children alone (n=677). The associations between social support, bad relationships, and mental health were compared using these two networks. The effects of different social support systems and bad interactions on mental health vary depending on the particular aspect of mental health and the characteristics of social networks. For married Japanese adults with children, social support from the spouse is more strongly associated with positive well-being than social support from other people or the children themselves. Cognitive functioning is not associated with any source of social interactions, either favorable or bad. However, among those without a spouse, only increased child support is significantly associated with better positive well-being, less distress, and less cognitive impairment.
Summary of Literature Review
The Biological theory (Harman 1956) says that damage from free radicals builds up over time and leads to age-related diseases like heart disease, cancer, and neurological problems, all of which affect the mental health of older people. There is a theory that says most mental illnesses are caused by bodily issues like genes, the way the brain is built, and neurotransmitter imbalances. Freud wrote in 1953 that psychological problems are caused by conflicts in the mind, which can lead to discomfort and worry (excessive worries), which are bad for the mental health of older people. The main idea is that all mental health effects are caused by biological factors, which is wrong because it doesn't take into account the importance of different points of view, such as psychological, environmental, biological, and social factors that are all connected. Johnstoneet al. (2018) say that it has been suggested as a good option to a psychiatric diagnosis because it takes into account the social, biological, and psychological aspects of experience that make up distress as a whole. The main difference from the medical method is that it sees biology as a factor that affects rather than causing things. In this case, stigmatization may come from genetics; people with brain problems from childhood to old age may face hostility because they are seen as not being helpful to their family and friends. This bad effect on the older person is caused by people around them not knowing enough or being aware of what's going on. SAVI (Susan, 2010) says that older people are happier when they use their aging skills—like attentional strategies, evaluations, and behaviors—to avoid or lessen bad things that happen. This is because they know that this is a normal part of getting older and dealing with it. In 1999, Chamlin, Cullen, and Wright came up with a social support theory that shows how important community-based programs are for older people who are at risk. These programs, which include both secular and religious government and non-profits, are meant to help older people make friends and improve their emotional and mental health. These activities are useful for the community. 
The empirical review looked at studies that has the link between stigmatization and mental health and the link between social support and mental health. According to Dix et al. (2024), Kang & Kim (2022), Lyons et al. (2017), Noto (2023), Patnaik (2022), and Robb et al. (2002), stigmatization is a strong marker of poor mental health in older people. Furthermore, Kang and Kim (2022) said that older people who are psychologically healthy may feel less negative effects of ageism. This is especially true for those who are proud of their age, experience fewer negative emotions, have a more positive outlook on aging and the future, have more confidence in their bodies, and are flexible in setting goals. 
As shown by Beygi et al. (2023), Zanjari et al. (2022), Nabavi et al. (2014), and Okabayashi et al. (2004), the link between social support and mental health shows that social support is a strong sign of good mental health in older people. Nabavi et al. (2014) found that giving older people more social support has a big effect on their mental health and social performance. The social networks and wants of the elderly must be taken into account by our state in all of their plans.

Hypotheses 
The following hypotheses were formulated to guide the present study 
1. Stigmatization will significantly predict the mental health of the elderly in Enugu Metropolis. 
2. Social support (family, friends and significant others) will significantly predict mental health of the elderly in Enugu Metropolis. 
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Figure 1: According to the diagram above, social support and stigmatization are the independent (predicted) variables, mental health is the dependent (criterion) variable. 













CHAPTER THREE
Method
Participants 
The study involved 150 senior citizens, 77 of whom were female and 73 of whom were male. The participants were selected from Enugu's Pension Board, which is frequented by retirees. The study employed the availability sampling technique, a type of non-probability sampling in which researchers choose only those individuals who are easily accessible (Glen, 2014). The participants were between the ages of 62 and 84, with a mean age of 70.48 and a standard deviation of 4.58. Participants' demographic data, including their marital status, religion, and ethnic group, were collected. Just two of the participants are traditional worshipper’s, compared to 148 Christians. There are five Yoruba participants and 145 Igbo participants. Of the participants, 137 are married, 4 are single, 6 are divorced, and 3 are others.
Instruments 
Data was gathered using a questionnaire with three scales. Among the measures are the Ageism Survey (Palmore, 2001), the Warwick-Edinburgh Mental Well-Being Scale (WEMWBS) (Tennant et al., 2007), and the Multidimensional Scale of Perceived Social Support (MSPSS) (Zimetet al., 1988). Since they have been utilized in several research on social supports, mental health, and stigmatization in Nigeria, they are all legitimate and trustworthy. 
Tennant et al. (2007) developed the Warwick–Edinburgh Mental Wellbeing Scale (WEMWBS). Tennant et al. developed the WEMWBS in 2007. The measure consists of 14 items that are rated from 1 (Never) to 5 (Always) on a 5-point Likert scale. The scale has a maximum score of 70 and a minimum score of 14. Higher scores indicate better mental health. The WEMWBS is useful for evaluating mental health at the individual, group, and society levels and only considers the positive aspects of mental health. For mental health assessment, it has been translated into other languages (Stewart-Brown, 2013; Santos JJA, Costa TA, Guilherme JH, et al., 2015). Research has shown that it is applicable to a wide range of regional and cultural groupings (Castellví P, Forero CG, Codony M, et al. 2014). With Cronbach's alpha coefficients of 0.89 for students and 0.91 for the general population, Tennant et al.'s component analysis revealed a unifactorial solution for the WEMWBS (Tennant et al. 2007). In the past, Busari (2011) has validated and applied this scale to Nigerian samples for patients suffering from leprosy or Buruli ulcer, as well as during the COVID-19 pandemic in Nigeria.
The multidimensional scale of perceived social support (MSPSS) 
Three main sources are used to quantitatively evaluate a person's sense of social support using the Multidimensional Scale of Perceived Social Support (MSPSS) (Zimetet al., 1988): Items 3, 4, 8, and 11 are related to family; items 6, 7, 9, and 12 are related to friends; and items 1, 2, 5, and 10 are related to significant others (Zimetet al., 1988). The measure is a brief, subjectively administered tool with 12 items assessed on a 7-point Likert scale. The total score ranges from 12 to 84, where higher values correspond to a stronger sense of social support. Akosileet al. (2018), Alicheet al. (2020), Alobaet al. (2019), Ezeet al. (2021), Folayanet al. (2020), Mohammad et al. (2015), Nwokeet al. (2017), Ogunbajoet al. (2020), Vincent-Onabajoet al. (2015), and others have all used and validated the scale on Nigerian samples.
The Ageism Survey (Palmore, 2001):
Palmore (2001) developed the ageism survey to measure the stigma associated with the elderly. The tool evaluates how common ageism is in various civilizations and the types of ageism that different groups of older people experience. This could help reduce the prevalence of ageism in our society. The 20 items on the scale have three possible answers: 0 for "never," 1 for "once," and 2 for "more than once." Examples include: I was the target of a criminal because of my age; I encountered disdain because of my age; I was the victim of a joke that made fun of the elderly; and a medical expert assumed that my health problems were related to my age. A convenience sample of 84 people over 60 from nearby senior centers and a church group who had previously responded to the survey's original publication in the Center Report was used to assess the survey's items (Palmore, 2000). Participants in the sample ranged in age from 60 to 93 years, with a mean age of 75 years, and 35% of them were men and 65% were women. Internal dependability was evaluated using the Cronbach Coefficient Alpha. To evaluate communality, a principal components factor analysis was used. The Wilcoxon two-sample test or the Chi-square test were used to evaluate group differences. There are enough features in the survey tool to list all the many types of ageism that people confront. It appears to have a single principal component, as indicated by its Eigenvalue of 4.74. Internal consistency is indicated by the Cronbach's Alpha coefficient, which is.81. The items appear to have significant face validity. Each item's interpretation was requested from a panel of senior professionals and colleagues. It seems that everyone who responded understood the information without more explanation. The instrument in the current study is valid and reliable, as evidenced by the researcher's pilot study, which yielded a Cronbach's alpha coefficient of.90.
Procedure 
The head of Godfrey Okoye University Enugu's sociology/psychology department provided the researcher with an introduction letter. The Enugu State Pension Board's administration received a copy of the letter. To determine the research population, the researcher used an availability sampling strategy, a non-probability technique where participants are chosen according to their availability. By completing an informed consent form, the participant indicated their interest in participating in the study and gave their consent. The guidelines emphasized how important data confidentiality and anonymity are. Participants were advised that participation in the study is entirely optional and that their signature on the informed consent form represents their acceptance of its terms. To reduce anomalies like random or incomplete responses, a student research assistant in the Department was chosen and trained in the administration and collection of the questionnaire. At the Pension Board, participants were invited. To lower the number of deleted or unusual questionnaires, participants were given instructions on how to properly answer the questions. After filling out the questionnaire, participants were told to send it right away to the researcher or research assistants. Under the guidance of the research assistants, 155 questionnaires were distributed to the participants. Every one of the 155 completed surveys was carefully checked for inconsistencies. Five are completed improperly, whereas 150 are considered to be devoid of oddities. 150 relevant questions were used in the data analysis. After receiving recognition for their contributions to the field, participants received a debriefing regarding the importance of the study. The researcher or a properly qualified research assistant answered participant questions or provided clarifications.
Design/Statistics 
The study used a correlational design, which means that the researcher evaluated the direction and/or strength of the correlations between variables without changing or modifying them (Schmidt &Kohlmann, 2008). Multiple regressions were used to evaluate the participant data using SPSS version 26. The researcher will be able to test the associations between the variables thanks to the statistics (Alicheet al. 2020).




CHAPTER FOUR
Result
An analysis of participant data and outcome interpretations are presented in this chapter. Descriptive information (frequencies, mean, and standard deviation) and correlations between the variables under investigation are shown in Table 1. The findings of the Hierarchical Multiple Regression used to assess the hypotheses are shown in Table 2. Mental health is the dependent variable in the result under investigation. The variables were integrated into the models' equations. Demographic variables (gender, age, marital status, and religion) were included in the original model of the equation to take into consideration their possible impact on senior citizens' mental health. In order to assess their predictive implications on mental health, stigmatization was put into model 2 of the equation whereas social support components were incorporated into model 3.		
Table 1: Correlations of demographic variables (gender, age, marital status and religion), stigmatization, social support (family. friends & significant to other) and mental health. 
Table 1: Correlations of demographic variables (gender, age,marital status and religion), stigmatization, social support (family. friends & significant to order) and mental health.
	Variables
	      M
	    SD
	       1
	    2
	  3
	4
	5
	6
	7
	8
	9
	10

	1
	Gender
	
	
	-
	
	
	
	
	
	
	
	
	

	2
	Age
	70.48
	4.58
	-.04
	-
	
	
	
	
	
	
	
	

	3
	Religion
	
	
	-.12
	-.05
	-
	
	
	
	
	
	
	

	4
	EthnicGroup
	
	
	.11
	-.04
	-.02
	-
	
	
	
	
	
	

	5
	MaritalStatus
	
	
	.07
	.08
	-.02
	.17**
	-
	
	
	
	
	

	6
	NumberofChildren
	
	
	-.01
	.41***
	.02
	.07
	.10
	-
	
	
	
	

	7
	Stigma
	9.68
	6.68
	-.03
	.41***
	-.07
	-.06
	.05
	.14*
	-
	
	
	

	8
	Family
	21.41
	4.63
	.04
	.03
	-.04
	-.04
	-.10
	.12
	-.43***
	-
	
	

	9
	Friends
	17.55
	5.48
	.04
	-.15*
	.01
	.03
	-.05
	-.10
	-.49***
	.48***
	-
	

	10
	Significant Other
	20.78
	4.61
	.04
	.03
	-.02
	-.05
	-.12
	.02
	-.47***
	.85***
	.64***
	-

	11
	MentalHealth
	50.54
	10.92
	-.01
	-.31***
	.01
	.06
	-.07
	-.04
	-.60***
	.46***
	.56***
	.54***


***p < .001; **p < .01, *p < .05

Result of table one above showed that among the demographic variables only age (r =-.31, p=.001), is significantly related to mental health; while gender (r = -.01),religion(r = -.01),ethnic group(r = .06),marital status(r = -.07)and number of children(r = -.04) were not. Stigmatization(r = -.60, p=.001)is negatively significantly related to mental health of the elderly. This finding implies that increase in stigmatization decreases mental health in the elderly. The three dimensions of social support-family(r = .46, p=.001),friends(r = .56, p=.001),and significant other (r = .54, p=.001), were positively significantly related to mental health of the elderly. This means that increase in family friends and significant order social support increases mental health of the elderly. 
Table2: Multiple regressions predicting mental health from stigmatization and social support (family, friends, significant other).
	Variables
	Model 1
	Model 2
	Model 3

	Gender
	-.03
	-.04
	-.06

	Age
	-.34***
	-.11
	-.20

	Religion
	-.01
	-.04
	-.03

	EthnicGroup
	.05
	.02
	.04

	MaritalStatus
	-.06
	-.05
	-.02

	NumberofChildren
	.10
	.09
	.10

	Stigma
	
	-.57***
	-.30

	Family
	
	
	-.02

	Friends
	
	
	.23**

	Significant Other
	
	
	.27*

	R
	.33**
	.61***
	.71***

	R2
	.11**
	.38***
	.51***

	R2 change
	.11**
	.27***
	.13***

	F value
	F(1,143)= 2.89
	F(7, 142) = 12.15
	F(10, 139)= 14.21


 Note: ***=p<.001

The results of Multiple Regression in table 2 above indicated that among the demographics, only age (β = -.34, p< .001),is a significant predictor of mental health among the elderly; while gender (β = .03, p> .05), religion, marital status and number of children(β = .13, p> .05)were not. The demographic variables accounted for significant 11% variance as predictors of mental health (R2 = .11,p<.01). Stigmatization (β = -.57, p< .001) entered in model 2 of the equation is a negative significant predictor of mental health of the elderly. It accounted for significant27% variance in predicting mental health of the elderly (∆R2 = .27, p< .001). Therefore, increase in stigmatization decreases mental health of the elderly. Among The Dimensions Of Social Support- friends (β = .23, p< .01) and significant others(β = .27, p< .05) entered in model 3 were significant positive predictors of mental health among the elders, but family social support(β = -.02, p> .05)is not. They accounted for significant13% variance in predicting mental health among the elderly(∆R2 = .13, p< .001).Therefore, increase in friends and significant others; social support increases mental health of the elderly. 
Summary of Findings 
1. Age is significantly related to mental health of the elderly; but gender, religion, ethnic group, marital status, and number of children were not. 
2. Stigmatization is negatively significantly related to mental health of the elderly. 
3. Family, friends and significant others social support were positively significantly related to mental health of the elderly. 
4. Age is a significant predictor of mental health among the elderly. 
5. Stigmatization is a negative significant predictor of mental health among the elderly. 
6. Family, friends and significant others social support were positive significant predictors of mental health among the elderly. 



CHAPTER FIVE
Discussion
The study looked at how social support and stigmatization affect the mental health of older people in the Enugu city. The study's first theory, which was tested, says that stigmatization will have a big effect on the mental health of the elderly in Enugu Metropolis. In this way, the theory was proven true. The results are similar to those of other empirical studies, like Chen, Haley and Robb(2002), which talked about mental health and getting older. A lot of people think that ageism among mental health workers is Aq	3 big reason why older people can't get mental health services. This means that the people who care for or work with these old people treat them differently because of their age and keep them from getting the health services they need, which makes their mental health worse. 
The study's second theory said that social support from family, friends, and significant others will be a strong indicator of the mental health of older people in Enugu Metropolis. The outcome of the data study was also proven to be true. The results also support what Beygi et al. (2023) found in their empirical studies: that social support makes the lives of the elderly happier and betters their living situations. In this case, it means that social support and stigmatization are both important predictors of mental health, but they have different effects. More information says that making fun of the elderly could be bad for their mental health, but social support could be good for the mental health of the elderly in Enugu city.
Implications of the Findings 
This study's results possess numerous theoretical, empirical, and practical consequences. The findings enhance the social support theory and socioemotional selectivity theory by demonstrating that as individuals age, they prioritize meaningful relationships and the quality of these connections with friends, family, or significant others, which may subsequently promote mental health well-being in later life. Moreover, the research indicates that psychosocial factors, such as stigmatization, might exacerbate the unavoidable physical and psychological deterioration associated with aging, as outlined by the biological theory and psychological model, potentially resulting in psychological anguish. 
The study examines the existing vacuum in literature about the impact of stigmatization and social support on the elderly, while offering culturally pertinent evidence that enhances and reinforces the global conversation on mental health in this demographic. The research substantiates the protective function of social support and the detrimental impact of stigma, especially among elderly adults, aligning with numerous other studies that indicate these associations are consistent across various sociocultural contexts. 
The results of this study reveal numerous significant real-world applications, particularly in targeted treatments, policy development, and community involvement. They emphasize the pressing necessity for community-oriented interventions and public health initiatives that foster robust social support networks, encompassing family, friends, significant others, and religious organizations. Moreover, mental health awareness initiatives must be customized to mitigate the stigma surrounding aging and mental health issues. Policymakers should enact measures that promote intergenerational support and endorse social welfare programs that enable families to deliver efficient home-based care for older adults, aiming to alleviate the impact of inadequate social support and stigmatization on the mental well-being of the elderly.
Limitations of this Study 
One limitation of this study is that the generalization of the findings may be limited to only retire pensioners and may not be applicable to other elders from other areas like Traders, Manual workers in Enugu. 
Another limitation of this study is the use of availability sampling technique; hence, there was no room for proper representation of the participants. 
The study was also purely a quantitative study, making no room for the participants to express their unique experiences and opinions, which could have been possible with the use of mixed methods of research. 
Suggestions for Further Studies
Based on the above-mentioned limitations of this study, the researcher recommends that future researchers who are interested in this study should consider the sample size, as well as involve other elderly people like traders, manual workers from both rural city or urban city of Enugu,  to see if the findings from this study remains consistent, and for more generalization and conclusion. 
Conclusion 
	The study investigated social support and stigmatization as factors in mental health of the elderly in Enugu metropolis. One hundred and fifty participants were involved in the study. The results from the data analysis indicated the following: social support increases positive impact in mental health among elders of Enugu; stigmatization is a negative significant predictor of mental health of the elderly. This indicated in the present study that while increase in social support may lead to increase in mental health, increase in stigmatization decreases mental health of the elderly.
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APPENDIX A
                                                Introduction and Consent form  
Good day, 
My name is Ngwoke, Kosisochukwu Judith a 400 level student of Godfrey Okoye University. I am conducting a study on social support and stigmatization as factors in mental health of the elderly in Enugu Metropolis, which is part of the requirements for the award of Bachelor of Science (B.Sc) degree in Psychology. 
By agreeing to this study, you consent to taking about 7 minutes of your time to complete this questionnaire with information about social support and stigmatization as factors in mental health. Please answer as honestly as possible. 
Please note that all responses and information collected will be treated anonymously and with utmost confidentiality, and be willing to withdraw if you do not want to partake anymore. Thank you for your participation, 
	
								NgwokeKosisochukwuJ..
								Student/Researcher












                                                                   APPENDIX B 
DEMOGRAPHICAL DATA
Please Give the Needed Information about Yourself, by ticking the appropriate box or filling the blank spaces. 
1. Gender : Male ( ) Female ( )       
2. Age :                
3. Religion : Christian ( ) Muslim ( ) Traditional ( ) Others specify —--------------------------
4. Ethnic group.  Igbo ( ) Hausa ( ) Yoruba ( ) Others specify              .
5. Marital status: Single ( ) Married ( ) Divorced ( ) Others specify                       .
5. How many children ( )   

APPENDIX B  (Mental Health Scale) 
Instructions: Please respond to each of the items below as sincerely as   possible. Your answers will be treated with confidentiality. Be yourself please, indicate how the following statement applied to you by placing ticking in the appropriate column that best describes your experience of each over the last 2 weeks  


	STATEMENTS
	None of the time
	    Rarely
	Some of the time
	Often
	All of  the  time 

	I’ve been feeling optimistic about the future 
	
	
	
	
	

	I’ve been feeling useful
	
	
	
	
	

	I’ve been feeling relaxed  
	
	
	
	
	

	I’ve been feeling interested in other people
	
	
	
	
	

	I’ve had energy to spare  
	
	
	
	
	

	I’ve been dealing with problems well
	
	
	
	
	

	I’ve been thinking clearly  
	
	
	
	
	

	I’ve been feeling good about myself
	
	
	
	
	

	I’ve been feeling close to other people 
	
	
	
	
	

	I’ve been feeling confident
	
	
	
	
	

	I’ve been able to make up my own mind about things 
	
	
	
	
	

	I’ve been feeling loved
	
	
	
	
	

	I’ve been interested in new things 
	
	
	
	
	

	I’ve been feeling cheerful
	
	
	
	
	


APPENDIX C
(SOCIAL SUPPORT SCALE)

This is a scale of Perceived Social Support, i.e. a way of knowing if you do receive social support, both from family, friends and relatives and even the world at large.  
Instructions: We are interested in how you feel about the following statements. Read each statement  carefully. Indicate how you feel about each statement.  
Circle the “1” if you Very Strongly Disagree  
Circle the “2” if you Strongly Disagree  
Circle the “3” if you Mildly Disagree  
Circle the “4” if you are Neutral  
Circle the “5” if you Mildly Agree  
Circle the “6” if you Strongly Agree  
Circle the “7” if you Very Strongly Agree 

	STATEMENTS 
	VS D 
	SD 
	MD  
	 N 
	M A 
	S A 
	V S A 

	There is a special person who is around when I am in need.  
	
	
	
	
	
	
	

	There is a special person with whom I can share joys and sorrows. 
	
	
	
	
	
	
	

	My family really tries to help me. 
	
	
	
	
	
	
	

	 I get the emotional help & support I need from my family. 
	
	
	
	
	
	
	

	I have a special person who is a real source of comfort to me.  
	
	
	
	
	
	
	

	My friends really try to help me. 
	
	
	
	
	
	
	

	I can count on my friends when things go wrong.  
	
	
	
	
	
	
	

	I can talk about my problems with my family. 
	
	
	
	
	
	
	

	I have friends with whom I can share my joys and sorrows.  
	
	
	
	
	
	
	

	There is a special person in my life who cares about my feelings 
	
	
	
	
	
	
	

	My family is willing to help me make decisions. 
	
	
	
	
	
	
	


	I can talk about my problems with my friends. 
	
	
	
	
	
	
	


APPENDIX D
(STIGMATIZATION SCALE)
This is a scale that explains how an individual faces societal stereotypes that associates aging with physical decline, cognitive impairment and social irrelevance. 
Please put a number in the blank that shows how often you have experienced that event: Never   0; Once   1; More than once   2.  (“Age” means older age.)  

	STATEMENTS
	NEVER
	ONCE
	MORE THAN

	 I was told a joke that pokes fun at old people. 
	
	
	

	 I was sent a birthday card that pokes fun at old people. 
	
	
	

	I was ignored or not taken seriously because of my age. 
	
	
	

	 I was called an insulting name related to my age. 
	
	
	

	 I was patronized or “talked down to” because of my age 
	
	
	

	 I was refused rental housing because of my age.  
	
	
	

	 I had difficulty getting a loan because of my age.   
	
	
	

	I was denied a position of leadership because of my age. 
	
	
	

	 I was rejected as unattractive because of my age.  
	
	
	

	I was treated with less dignity and respect because of my age.                                    
	
	
	

	A waiter or waitress ignored me because of my age.    
	
	
	

	A doctor or nurse assumed my ailments were caused by my age                  
	
	
	

	 I was denied medical treatment because of my age. 
	
	
	

	 I was denied employment because of my age. 
	
	
	

	I was denied promotion because of my age. 
	
	
	

	Someone assumed I could not hear well because of my age. 
	
	
	

	Someone assumed I could not understand because of my age.  
	
	
	

	Someone told me, “You’re too old for that.”   
	
	
	

	My house was vandalized because of my age. 
	
	
	

	I was victimized by a criminal because of my age. 
	
	
	



APPENDIX E

Frequencies 
Statistics 
	
	
	Gender 
	Religion 
	EthnicGroup
	MaritalStatus

	N 
	Valid 
	150 
	150 
	150 
	150 

	
	Missing 
	0 
	0 
	0 
	0 



Frequency Table 

Gender 
	
	
	Frequency 
	Percent 
	Valid Percent 
	Cumulative 
Percent 

	Valid 
	Male 
	73 
	48.7 
	48.7 
	48.7 

	
	Female 
	77 
	51.3 
	51.3 
	100.0 

	
	Total 
	150 
	100.0 
	100.0 
	




Religion 
	
	
	Frequency 
	Percent 
	Valid Percent 
	Cumulative 
Percent 

	Valid 
	Christia
	148 
	98.7 
	98.7 
	98.7 

	
	Traditional 
	2 
	1.3 
	1.3 
	100.0 

	
	Total 
	150 
	100.0 
	100.0 
	







EthnicGroup 


	Frequency 	Percent 	Valid Percent 	Cumulative Percent 
Valid

1.00

145

96.7

96.7

96.7



3.00

5

3.3

3.3

100.0



Total

150

100.0

100.0





Marital Status



Frequency

Percent

Valid

Percent

Cumulative

Percent

Valid

Single

4

2.7

2.7

2.7

Married

137

91.3

91.3

94.0

Divorce

6

4.0

4.0

98.0

Others

3

2.0

2.0

100.0

Total

150

100.0

100.0




										


Descriptive 
Descriptive Statistics 
	
	N 
	Minimum 
	Maximum 
	Mean 
	Std. Deviation 

	Age 
	150 
	62.00 
	84.00 
	70.4800 
	4.57557 

	Valid N (listwise) 
	150 
	
	
	
	









Regression 
Descriptive Statistics 
	
	Mean 
	Std. Deviation 
	N 

	MentalHealth 
	50.5400 
	10.92416 
	150 

	Gender 
	1.5133 
	.50150 
	150 

	Age 
	70.4800 
	4.57557 
	150 

	Religion 
	1.0267 
	.23016 
	150 

	EthnicGroup 
	1.0667 
	.36021 
	150 

	MaritalStatus 
	2.0533 
	.38051 
	150 

	NumberofChildren 
	4.7267 
	1.90688 
	150 

	Stigma 
	9.6800 
	6.67493 
	150 

	Family 
	21.4133 
	4.62585 
	150 

	Friends 
	17.5467 
	5.47672 
	150 

	Significant Other 
	20.7800 
	4.60794 
	150 




























Correlations 
	
	
	MentalHealth
	Gen der 
	Ag e 
	Relig ion 
	EthnicGroup
	MaritalStatus
	NumberofChildren
	Stig ma 
	Fa
mily
	Friends
	Significant
Other 

	Pearso
n Correlation 
	Mental Health 
	1.000 
	-.01
4 
	-.3 05 
	.010 
	.059 
	-.073 
	-.040 
	-.59
9 
	.45 5 
	.559 
	.535 

	
	Gender 
	-.014 
	1.00 0 
	-.0 35 
	-.119 
	.107 
	.067 
	-.014 
	-.03
1 
	.04 1 
	.039 
	.043 

	
	Age 
	-.305 
	-.03
5 
	1.0
00 
	-.050 
	-.044 
	.078 
	.409 
	.40 8 
	.02 5 
	-.15
0 
	.028 

	
	Religion 
	.010 
	-.11
9 
	-.0 50 
	1.00 0 
	-.022 
	-.016 
	.017 
	-.07
3 
	-.03
6 
	.010 
	-.020 

	
	EthnicGrou p 
	.059 
	.107 
	-.0 44 
	-.022 
	1.000 
	.170 
	.066 
	-.06
4 
	-.04
1 
	.029 
	-.048 

	
	Marital Status 
	-.073 
	.067 
	.07 8 
	-.016 
	.170 
	1.000 
	.103 
	.04 6 
	-.09
6 
	-.04
6 
	-.116 

	
	NumberofChildren 
	-.040 
	-.01
4 
	.40 9 
	.017 
	.066 
	.103 
	1.000 
	.14 0 
	.12 3 
	-.10
2 
	.019 

	
	Stigma 
	-.599 
	-.03
1 
	.40 8 
	-.073 
	-.064 
	.046 
	.140 
	1.0
00 
	-.42
6 
	-.49
1 
	-.465 

	
	Family 
	.455 
	.041 
	.02 5 
	-.036 
	-.041 
	-.096 
	.123 
	-.42
6 
	1.0
00 
	.484 
	.847 

	
	Friends 
	.559 
	.039 
	-.1 50 
	.010 
	.029 
	-.046 
	-.102 
	-.49
1 
	.48 4 
	1.00 0 
	.635 

	
	Significant Other 
	.535 
	.043 
	.02 8 
	-.020 
	-.048 
	-.116 
	.019 
	-.46
5 
	.84 7 
	.635 
	1.000 

	Sig. (1-taile d) 
	MentalHealt h 
	. 
	.432 
	.00 0 
	.450 
	.237 
	.187 
	.314 
	.00 0 
	.00 0 
	.000 
	.000 

	
	Gender 
	.432 
	. 
	.33 5 
	.073 
	.097 
	.209 
	.434 
	.35 4 
	.30 9 
	.318 
	.299 

	
	Age 
	.000 
	.335 
	. 
	.270 
	.297 
	.172 
	.000 
	.00 0 
	.38 2 
	.034 
	.367 

	
	Religion 
	.450 
	.073 
	.27 0 
	. 
	.397 
	.421 
	.420 
	.18 7 
	.33 3 
	.453 
	.405 

	
	EthnicGrou p 
	.237 
	.097 
	.29 7 
	.397 
	. 
	.019 
	.212 
	.22 0 
	.31 0 
	.362 
	.281 

	
	MaritalStatu s 
	.187 
	.209 
	.17 2 
	.421 
	.019 
	. 
	.104 
	.28 6 
	.12 0 
	.287 
	.079 

	
	NumberofC
hildren
	.314 
	.434 
	.00 0 
	.420 
	.212 
	.104 
	. 
	.04 4 
	.06 7 
	.107 
	.408 

	
	Stigma 
	.000 
	.354 
	.00 0 
	.187 
	.220 
	.286 
	.044 
	. 
	.00 0 
	.000 
	.000 

	
	Family 
	.000 
	.309 
	.38 2 
	.333 
	.310 
	.120 
	.067 
	.00 0 
	. 
	.000 
	.000 

	
	Friends 
	.000 
	.318 
	.03 4 
	.453 
	.362 
	.287 
	.107 
	.00 0 
	.00 0 
	. 
	.000 

	
	SignificantOrder
	.000 
	.299 
	.36 7 
	.405 
	.281 
	.079 
	.408 
	.00 0 
	.00 0 
	.000 
	. 

	N 
	MentalHealt h 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	Gender 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	Age 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	Religion 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	EthnicGrou p 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	MaritalStatu s 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	NumberofC
hildren
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	Stigma 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	Family 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	Friends 
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 

	
	SignificantOrder
	150 
	150 
	15
0 
	150 
	150 
	150 
	150 
	150 
	150 
	150 
	150 




Variables

Entered/Removed
a

Model

Variables

Entered

Variables

Removed

Method

1

Number of Children,

Gender,

Religion,

Marital Status,

Ethnic Group,

Age
b

.

Enter

2

Stigma
b

.

Enter

3

Friends,

Family,

Significant Other
b

.

Enter

a.

Dependent

Variable:

Mental Health

b.

All

requested

variables

entered.



Model Summary 
	Model 	R 
	R Square 
	Adjusted R 
Square 
	Std. Error of the 
Estimate 
	R Square 
Change 
	Change 
F 
Change 
	Statistics
df1 
	
df2 
	Sig. F 
Change 

	1 
	.329a 
	.108 
	.071 
	10.52991 
	.108 
	2.894 
	6 
	143 
	.011 

	2 
	.612b 
	.375 
	.344 
	8.84917 
	.266 
	60.479 
	1 
	142 
	.000 

	3 
	.711c 
	.505 
	.470 
	7.95388 
	.131 
	12.255 
	3 
	139 
	.000 

	a. Predictors: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age 
	


b. Predictors: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age, Stigma 
c. Predictors: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age, Stigma, Friends, Family, Significant Other 


ANOVAa
	Model 	Sum of Squares 
	df
	Mean Square 
	F 
	Sig. 

	1 	Regression 
	1925.568 
	6 
	320.928 
	2.894 
	.011b 

	Residual 
	15855.692 
	143 
	110.879 
	
	

	Total 
	17781.260 
	149 
	
	
	

	2 	Regression 
	6661.552 
	7 
	951.650 
	12.153 
	.000c 

	Residual 
	11119.708 
	142 
	78.308 
	
	

	Total 
	17781.260 
	149 
	
	
	

	3 	Regression 
	8987.530 
	10 
	898.753 
	14.206 
	.000d 

	Residual 
	8793.730 
	139 
	63.264 
	
	

	Total 
	17781.260 
	149 
	
	
	

	a. Dependent Variable: MentalHealth 


b. Predictors: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age 
c. Predictors: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age, Stigma 
d. Predictors: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age, Stigma, Friends, Family, Significant Other 

























Coefficientsa
	Model 
	B 
	Unstandardized 
Coefficients 
Std. Error 
	Standardized 
Coefficients 
Beta 
	t 
	Sig. 
	95.0% 
Interval
Lower 
Bound 
	Confidence  for B 
Upper 
Bound 

	1 (Constant) 
	108.915 
	15.718 
	
	6.929 
	.00 0 
	77.846 
	139.984 

	Gender 
	-.594 
	1.746 
	-.027 
	-.340 
	.73 4 
	-4.045 
	2.856 

	Age 
	-.816 
	.208 
	-.342 
	-3.92
4 
	.00 0 
	-1.228 
	-.405 

	Religion 
	-.567 
	3.784 
	-.012 
	-.150 
	.88 1 
	-8.048 
	6.914 

	EthnicGroup 
	1.539 
	2.453 
	.051 
	.627 
	.53 1 
	-3.311 
	6.389 

	MaritalStatus 
	-1.845 
	2.317 
	-.064 
	-.796 
	.42 7 
	-6.425 
	2.736 



	Numberof Children 
	.590 
	.499 
	.103 
	1.182 
	.23 9 
	-.397 
	1.578 

	2 (Constant) 
	80.948 
	13.690 
	
	5.913 
	.00 0 
	53.886 
	108.010 

	Gender 
	-.842 
	1.467 
	-.039 
	-.574 
	.56 7 
	-3.743 
	2.059 

	Age 
	-.259 
	.189 
	-.109 
	-1.371 
	.17 2 
	-.633 
	.114 

	Religion 
	-2.043 
	3.186 
	-.043 
	-.641 
	.52 2 
	-8.341 
	4.255 

	EthnicGroup 
	.728 
	2.064 
	.024 
	.352 
	.72 5 
	-3.353 
	4.809 

	MaritalStatus 
	-1.426 
	1.948 
	-.050 
	-.732 
	.46 5 
	-5.277 
	2.425 

	Numberof Children 
	.501 
	.420 
	.087 
	1.194 
	.23 5 
	-.329 
	1.331 

	Stigma 
	-.929 
	.119 
	-.567 
	-7.77
7 
	.00 0 
	-1.165 
	-.693 

	3 (Constant) 
	68.290 
	12.658 
	
	5.395 
	.00 0 
	43.263 
	93.317 

	Gender 
	-1.196 
	1.321 
	-.055 
	-.906 
	.36 7 
	-3.807 
	1.415 

	Age 
	-.469 
	.176 
	-.196 
	-2.65
9 
	.00 9 
	-.817 
	-.120 

	Religion 
	-1.295 
	2.872 
	-.027 
	-.451 
	.65 3 
	-6.973 
	4.383 

	EthnicGroup 
	1.149 
	1.863 
	.038 
	.617 
	.53 8 
	-2.535 
	4.833 

	MaritalStatus 
	-.510 
	1.765 
	-.018 
	-.289 
	.77 3 
	-4.000 
	2.980 

	Numberof Children 
	.589 
	.388 
	.103 
	1.520 
	.13 1 
	-.177 
	1.355 

	Stigma 
	-.498 
	.130 
	-.304 
	-3.83
4 
	.00 0 
	-.755 
	-.241 

	Family 
	-.051 
	.276 
	-.022 
	-.186 
	.85 3 
	-.596 
	.494 

	Friends 
	.458 
	.164 
	.230 
	2.794 
	.00 6 
	.134 
	.782 

	Significant Other 
	.642 
	.313 
	.271 
	2.053 
	.04 2 
	.024 
	1.260 

	a. Dependent Variable: MentalHealth 














Excluded Variables
	Model 	Beta In 
	t 
	Sig. 
	Partial Correlation 
	Collinearity
Statistics 
Tolerance 

	1 	Stigma 
	-.567b 
	-7.777 
	.000 
	-.547 
	.827 

	Family 
	.463b 
	6.558 
	.000 
	.482 
	.967 

	Friends 
	.529b 
	7.907 
	.000 
	.553 
	.972 

	Significant Other 
	.549b 
	8.384 
	.000 
	.575 
	.981 

	2 	Family 
	.273c 
	3.686 
	.000 
	.296 
	.740 

	Friends 
	.362c 
	5.136 
	.000 
	.397 
	.751 

	Significant Other 
	.379c 
	5.237 
	.000 
	.404 
	.708 

	a. Dependent Variable: MentalHealth 
	
	


b. Predictors in the Model: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age 
c. Predictors in the Model: (Constant), NumberofChildren, Gender, Religion, MaritalStatus, EthnicGroup, Age, Stigma 





