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This study was a part of an extensive research and development project of a 
community based model for the prevention of depression and anxiety disorder 
among the elderly in 5 provinces representing the regional areas of Thailand. The 
focus of this study was to test the structural equation model of causes and 
consequences of depression and anxiety disorder. Data was collected using 
interviews from questionnaires with 450 at risk elderly and their care givers from 5 
provinces around Thailand. The hypothesized model was based on a framework that 
included psycho-social factors, knowledge-skills-attitude, and social support as the 
causes; and subjective well-being as an effect of depression and anxiety. A 
significant implication of the findings is that this research provides empirical 
evidence about the similarities and differences in the causes of depression and 
anxiety disorders.  
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 The World Health Organization forecasts that depression will be the second public 
health problem, after myocardial infarction. Also, the number of patients with depression will 
increase gradually, resulting in more losses.  The world mental health Survey conducted in 17 
countries found that on average about 1 in 20 people reported having an episode of 
depression in the previous year.  Depression disorder often started at a young age resulting in 
leading cause of disability worldwide (The World Health Organization [WHO], 2012). A 
recent study of several Latin America countries found a significant treatment gap for 
depression in the elderly. This study also found that most people with symptoms had never 
received treatment (The World Federation for Mental Health [WFMH], 2012). 

 
 Depression can be found in all genders and among all age groups, especially in the 

elderly. A study on the trend of suicides committed between 1998 and 2002 showed that suicide 
rates have increased in the elderly (American Psychiatric Association, 2000). In addition, 29 
percent of patients with depression in Asia were the elderly. It also found out that there was a 
significant relationship between depression and daily life ability (Wada et al., 2005).  A study 
of diseases and pains in Thailand between the years 1997-2006 suggested that depress was 
considered the 15th problem in male. The study, focused on the mental and psychiatric 
disease generalization, and discovered that disability-adjusted life year (DALY) of depression 
was found highest. Depression can be generally found in everyone, and its repetition was 
found to be 90 percent (Sirivanarungsun, Kongsuk, Arunpongpisal, Kittirattanapaiboon, & 
Charatsingha, 2004). 

 
 The health checkup results of Thai people in 2008-2009 demonstrated that 2.8 percent 

of the Thai population over the age of 15 were at risk of depression, and it is incidence is 
more likely to be found in males than female (3.5% and 2.2% respectively). High prevalence  
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of the disease is found in higher age groups. The prevalence of the disease in the elderly over 
80 years old was found to be the highest (5.6%).  It can be seen that the elderly have higher 
risks to suffer depression.  Without proper care, it will cause many more problems for the 
patients and their families. It will be a very serious social problem in the coming years 
(Health Systems Research Institute, 2009). 
 
  Depression and Anxiety disorder were likely to be founded together in elderly.  A 
study of etiology of depression in later life showed three groups of factors, risk factors, 
precipitating factors, and protective factors (Wilson, 2008). There was little research on 
causes of depression and anxiety disorder of the elderly in Thailand. One study focusing in 
general population in the Northeastern of Thailand found that “forgetting and has no interest 
in others” was the description of depression disorder (Jirawatkul et al., 1998).  Another study 
reviewed researches during 1947-2007 on the elderly; depression was reported in 58 
correlational studies of depression. The result showed three groups of factors, biological 
factors, psychological factors, and social factors as the causes (Choonjam, Sangoon, & 
Taweekoon, 2011).  
 
  This present study investigated the causes and consequences of depression and 
anxiety disorder using the method of structural equation modelling (SEM) analysis. This 
study separately analyzes the models of depression and anxiety to evaluate the different 
outcomes of the disorders.  
 
Research Objectives 
  

To investigate causes and effects of depression and anxiety disorders among the 
elderly in communities of Thailand. 
 
 

Literature Review 
 
Depression and Anxiety Disorders in the Elderly 
  

Depression refers to mental conditions that are depression, lonely, hopeless, 
pessimistic, underestimated, or self-abuse. These conditions last long and relate to losses 
(Department of Mental Health, Ministry of Public Health, 2010). The aforementioned 
definition is consistent with Lotrakul (2013) saying that depression is the happiness decrease 
conditions e.g. being emotional, sensitive, tired, unhappy, bad-tempered, insomnia, anorexia, 
inactive, quiet, suicidal feeling, and self-abuse.  However, if a person has depression 
symptoms along with other symptoms, it could be led to a depressive disorder. Major 
depressive disorders according to the diagnostic criteria of ICD-10 (International 
Classification of Diseases and Health Related Problems) (WHO, 2016), DSM-5 (Diagnostic 
and Statistical Manual of Mental Disorders) (APA, 2013) refer to a patient with at least four 
symptoms almost every for at least two consecutive weeks: 1) anorexia or weight loss (over  
5 % per month); 2) insomnia; 3) being inactive and slow; 4) being tired; 5) being forgetful;   
6) suicidal feeling; and 7) self-abuse (Lotrakul, 2013). 
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   Anxiety refers to abnormal anxiety conditions e.g. being muddle, easily frightened, 
insomnia, absent-minded, and forgetful, together with autonomic nervous system symptoms, 
for instance, being heart shaking and sweaty, hand-foot numbness, abdominal discomfort, etc. 
The anxiety could be overlooked or diagnosed as a different disease because patients might 
tell doctors only physical symptoms. Physical symptoms (palpitation, dyspnea, fatigue,  
syncope, heart-hand shaking, headache, chest pain, gas, bloating, belching, hand-foot 
numbness) together with mental symptoms (stress, bad temper, absent mind, 
unconsciousness, forgetfulness, insomnia) could be led to an anxiety disease in anxiety 
disorders (Lotrakul, 2013). 
 
Causes of Depressive Disorder and Anxiety Disorder in the Elderly 
 

Depression disorder is a common mental disorder found in all ages and mostly found 
in women than men. Risk factors of mental disorder in the older age were social and family 
isolation and chronic physical illness. Although effective treatments for depression were 
known but very few of those affected received treatments due to lack of knowledge and 
trained health care providers (WHO, 2012). The etiology of depression in later life was 
categorized to three groups of risk factors, precipitating factors, and protective factors. Risk 
factors composed of genetic susceptibility, personality, gender, physical co-morbidity, 
handicap, structural brain change.  Precipitating factors were drug and alcohol use, chronic 
stress, and life events. The protective factors were social supports, good nutrition, physical 
fitness, religious affiliation (Wilson, 2008). Synthesis of researches in Thailand revealed that 
factors relating to depression in the elderly were biological, psychological, and social factors. 
The biological factors were gender, age, marital status, income, health status. The 
psychological factors were hope, loneliness, and self-concept. The social factors were social 
participation activities, family relation (Choonjam et al., 2011). 
 
  Anxiety disorder in the elderly is generally found as a chronic disorder from the early 
stage to a sudden stimulus. It tends to occur when there is stress, and the co-symptoms are 
headache, sweat, myofascial pain, heart rate increase, high blood pressure and sometimes 
fatigue. Causes of anxiety disorder in the elderly might be caused by factors as follows: 
Heredity and environment–Heredity is an important factor.  The results of the research 
studies conducted by Kendler, Aggen, Tambs, and Reichborn-Kjennerud (2006) and Kendler 
et al. (2006), studying 1,033 couples of female twins, discovered that heredity factor caused 
30 percent of the twin couples with anxiety disorder, while it affected 70 percent of the twins 
with depression disorder.  It also found that the heredity factor caused the disorder, or it was 
caused by particular characteristics of one’s self or family members that experienced mental 
problems resulting in anxiety.  This could be found in persons who are perfectionists or/and 
lack of self-confidence or found in those who had difficult life since childhood.    
 
  This present study adopted the framework from the etiology of depression in later life 
by combining both psycho-social variables as indicators of the psycho-social factor.  The 
protective factor was measured by the social support. We studied both depressive and anxiety 
disorder together because it was found that 60-70 percent of depression persons also showed 
anxiety (Marona, 2003).  
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Effects of Depressive and Anxiety Disorders on the Elderly 
   

Depressive disorder in the elderly. It is a risk for vessel abnormality e.g. heart 
disease and stroke. The depression disorder may lead to osteoporosis and diabetes in the 
elderly.  Therefore, it has presently found that the depressive disorder co-occur with other 
diseases.  It does not affect only brain, but also other organ systems.  The effects of the 
depression disorder are no less harmful than any other diseases.  The patients might not 
perform well as usual or not even be able to do anything.  This could cause their family 
problems in finance, happiness and even in society.  Apart from being likely to commit  
suicide, by the disorder, the patients could be driven to suffer physical problems or worse 
physical conditions. 
 
  Anxiety disorder in the elderly. It does not just affect the physical and mental health 
or emotion well-being, but it also causes physical changes, depending on anxiety level.  The 
higher level of anxiety, the more changes occur.  Anxiety can be categorized into four aspects 
of changes, biochemical changes, physiological changes, emotional changes, and thinking, 
memorizing, and perception changes (Khampha, 2009).   
 
 

Methodology 
 
The Research Sample  
  

The subjects in this research samples were elderly people, and their caregivers. They 
were selected from areas covering 5 regions of Thailand by many steps of random sampling. 
First 5 provinces were selected. In each province, sub district administrative organizations 
were randomly sampled from both urban and rural areas. Then the subjects were selected, 
these included elders at the age of 60 or over, who have depressive disorder or depression, or 
have a tendency or has a high risk of this aforementioned disorders (such as people living in 
families with debt and disabled people).  

 
 The caregivers selected in the research were people in their family or caregivers who 

individually and closely took care of elders I.e. caregivers with depressive disorder who take 
care of elders at least 8 hours a day (from 24 hours) e.g. caregivers from the same family, 
elders’ descendants, relatives and personal nurses. The total sample consisted of 450 elderly 
and 450 caregivers.  

 
 For the part of SEM analysis, the samples of the analysis were 450 elders. They 

consisted of 137 men (30.4%) and 313 women (69.6%). Most of them were aged between 60 
and 64 (117 people, 26.0%).  The elderly had mixed career choices (339 people, 75.3%), 
while the rest had worked in the government office, state enterprises, private corporations and 
as entrepreneurs.  Currently, most elders were not working (258 people, 57.3%). 
 
Research Instruments  
   

Having revised documents and researches relevant to the care of elders with 
depressive and anxiety disorder, the researcher utilized this data to construct interview model 
and questionnaires in response to the objective of this research. The questionnaires were 
tested and validated by 3 psychology professionals to inspect its quality in terms of validity 
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of contents in accordance with the theory, the coverage of questionnaire’s contents and 
appropriateness of forms and questions. Later, the questionnaires (draft) were adjusted in 
compliance with the professionals’ advice. The researcher testified the questionnaires with 10 
subjects who actually took care of elders with depressive order in communities. The results of 
this test were taken into account to adjust the questionnaires in accordance their suggestion 
and formed the new tools suitable for using with each group of sample. Finally, the research 
tools for final data collection are as further explained.  
   

1) Interview form for elderly people: It was a structured interview used by caregivers 
in families or staff taking care of elders in communities as interviewers. Questions consist of  
7 parts which are elders’ demographic data, interview about elders’ depressive condition 
adapted from CES-D (Center for Epidemiologic Studies-Depression Scale) by the researcher, 
interview about elders’ confrontation with anxiety adapted from State-Trait-Anxiety 
Inventory (STAI) Form X-I of Spielberger (1983), which was translated into Thai by 
Somprasert (1983), interview about cause and effect of depression, interview about cause and 
effect of anxiety, interview about subjective well-being, and interview about social support 
which is created from the summary from revising relevant documents and researches.  
 
  2) Questionnaires for caregivers who were in elders’ families and questionnaire for 
caregivers in communities: Questions consist of the same component and divided into 5 parts 
which are interview about caregivers’ demographic data, interview about caregivers’ 
knowledge of care and prevention of depressive disorder in elderly people, interview about  
caregivers’ knowledge of care and prevention of anxiety disorder in elderly people, interview 
about  caregivers’ skill of care and prevention of depressive disorder and anxiety disorder in 
elderly people and interview about caregivers’ attitude towards a care of elders with 
depressive disorder and anxiety disorder which created by the researchers from revising 
relevant documents and researches. The reliability of the depression scale was .90. The 
reliability of the anxiety scale was .83. 
 
Data Collection Methods 
  

Researchers started to collect data by requesting the Ministry of Public Health, 
Thailand, to give information about numbers of patients and prevalence of depressive 
disorder in Thailand. Later, provinces in each region are selected for samples. The selection 
criteria are numbers of patient with major depressive disorder receiving service (high level), 
ratio of patients’ access to service (low level) and networks which were accessible in the 
community. Then, the researcher described details of data collection to the coordinating 
networks to gain the right understanding. The questionnaire documents were conducted and 
delivered to coordinators in each province. They collected data in their provinces and send 
questionnaires with complete answers to the researcher for further analysis. The research 
instruments were approved by research ethical committee of Srinakharinwirot University. 
  
Statistics for Data Analysis  
  

According to data analysis for testing causal relationship model of depression and 
anxiety of elders in communities, researcher analyzed data by the Structural equation 
modeling technique. This technique was used for studying the causal relation and effect of 
factors both directly and indirectly influenced from one factor to another.  
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  From Table 1, it shows that the elders had low level of depressive disorder 
(mean=1.91) and the anxiety disorder (means were between 1.52 to 1.70). Moreover, the 
elders had the high level of the subjective well-being (means were between 2.77 to 3.10) and 
also had the high level of the social support (means were between 2.88 to 3.30). For the 
correlations among the research variables, the depressive disorder and the anxiety disorder 
had the positive moderate correlation (coefficients were between .379 to .568). The psycho-
social factors of elders had the correlations among themselves with the correlation 
coefficients that less than 0.70, the multicollinearity was not affecting these results. Finally, 
the self-esteem of the subjective well-being had the highest correlation with the emotional 
support of the elders (r = .515).   
 
 The goodness-of-fit indices of the two hypothesized models are shown in Figure 1 
and Figure 2. The fit of these proposed models was good. Although they had the significant  
χ2, all χ2/df ratio were not larger than 3 indicates of an inadequate fit. The other goodness-of-
fit indices indicated an adequate model fit. From these statistics, it could be concluded that 
both of the hypothesized models fit the empirical data. 
 
 Meanwhile, the goodness-of-fit of all measurements model in this research was good 
since all the observed variables could significantly indicate the presence of all latent variables 
with the factor loadings of .21 to .90 (p < .05).  
 
 From the model testing, the causes and effects of depressive and anxiety disorders 
could be summarized as follows.  From Figure 1, the psycho- social factors of elders (i.e. 
situation, personality, symptom, and heredity, respectively) had a statistically positive direct 
effect on the depressive disorder of elders (with the coefficient .89). While social support (i.e. 
informational support, esteem support, network support, tangible support, and emotional 
support, respectively) had a statistically negative direct effect on the depressive disorder of 
elders (with the coefficient -.16). It shows that the psycho-social factors of elders and social 
support were the important causes of the depressive disorder of the elders, and the psycho-
social factors of elders had more influence than social support.  In addition it was shown that the 
caregivers’ knowledge, attitude, and skills had a statistically direct effect on the depressive 
disorder of elders. Especially their attitude about the elderly care, and their skills of elderly 
care. Moreover, the depressive disorder of elders had a statistically direct effect on the death 
wish of elders. Besides, the depressive disorder of elders also had the highest statistically 
direct effect on the subjective wellbeing of the elders in the dimension of positive relationship. 
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Discussion and Recommendation 
 
  The results of this study suggests that both depression and anxiety disorder affected 
elderly’s subjective well-being, which comprised positive relationship with others, self-
esteem, and satisfaction with life. The finding supported the previous study that found that the 
depressed patients had impaired social and occupational functioning, and poor quality of life 
(Rao & Chen, 2012). It was also found that among the psycho-social factors the personality 
was the most important factor affecting both depression and anxiety in the elderly. This 
finding provided empirical support to the personality disorder research which found that “if an 
individual’s personality function becomes disturbed, that person is sometime said to suffer 
from a mental disorder such as depression” (Mayer, 2006). It was also found that care giver’s 
attitude toward caring was the most important factor negatively affecting depression while 
skills of caring was the most important factor negatively affecting anxiety.  In addition, 
emotional, esteem, and information support were equally important social support negatively 
influence depression and anxiety.  These findings supported previous research that there were 
four dimensions of good quality care namely, supporting emotional and well-being, functional 
competence and autonomy, social identity, and care as services (Song & Chi, 2001; Vaarama, 
Pieper, & Sixsmith, 2008).   
  
 This study was among just a few other studies in Thailand that studied about elderly 
with high risk of mental health problems to explain the causes and consequences of 
depression and anxiety. However some limitation does exist in this research; the 
questionnaires were constructed with very few items measuring each variable to reduce harm 
that may be caused by long interview timing with the elderly. We suggest that future research 
adopts other methods such as observation. 
 
  Recommendation for services is to provide instruments for assessing depression and 
anxiety for elderly at risk for example elderly with chronic diseases, chronic physical illness 
or disability. The psychological training may help improve coping skills, cognitive 
modification skills. Care givers should be trained to understand the emotional and, self-
esteem needs of the elderly while caring for them. 
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