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Background: Depression is one of the most significant mental illnesses in the elderly population. Societal and economic changes in
the social structure, particularly in urban communities, have led to a tendency toward depression in the elderly. Therefore, under-
standing the factors associated with depression among the elderly living in urban areas in Thailand is important to prevent and mitigate
depression.
Objective: To investigate the proportion of depression and its associated factors in the elderly living in Bangkok.
Materials and Methods: This was a cross-sectional descriptive study with a sample size of 888 people living in Thai urban
communities, including those in slum, urban, suburban, and high-rise building areas. A two-parts questionnaire was used: 1) the Thai
Geriatric Depression Scale (TGDS) to assess depression and 2) associated factors.
Results: The overall percentage of depression in the sample population was 7.3%, and the proportion of depression was associated
with community density (p = 0.031). The factors significantly associated with depression in the elderly included anxiety about an
underlying disease [adjusted odds ratio (AOR) = 7.51; 95% CI 3.47–16.27], family conflict (AOR = 6.30; 95% CI 1.34–29.55), family
history of psychiatric illness (AOR = 5.78; 95% CI 2.35–14.21), financial problems (AOR = 3.81; 95% CI 2.08–6.98), living
separately from a spouse (AOR = 3.31; 95% CI 1.22–8.98), and less or no activity participation (AOR = 3.09; 95% CI 1.32–7.26
and AOR = 3.02; 95% CI 1.29–7.09).
Conclusion: To mitigate depression in the elderly, attention should be given to any underlying medical disease. The community also
should promote more activities accessible to the elderly, especially income-earning activities. These activities might promote better
relationships or ease conflict among elderly and other family members.
Keywords: elderly, depression, urban, Bangkok

Introduction
Depression is a significant mental illness in the elderly population because the prevalence of physical, mental, and
societal deterioration increases with old age and leads to fewer interactions with other people and the surrounding
environment. Consequently, some elderly individuals feel worthless and lonely, which often results in depression.1,2

International studies on mental illnesses and conditions have found that 10% to 15% of the elderly in England were
depressed, 12.6% in the United States, and 19.47% in other western countries.3–5 In Thailand, based on studies conducted
over the past 30 years, the prevalence of depression in the elderly ranged from 17.5% to 82.3% in all communities,
19.9% to 80.3% in urban areas, and 17.0% to 84.8% in rural areas.6 According to surveys on depression in the elderly
living in Bangkok, the prevalence of depression was 38% in 1992, 35.1% in 1998, and 12.78% in 2001, percentages that
were similar to the 14% found in a study on the prevalence of depression in Thai elderly.7–10 However, a study by
Charernboon et al that focused on 15 elderly clubs in Bangkok in 2010, the prevalence of depression was only 7.7%.11

Notably, the prevalence rate of depression in each study varied over time and with different elderly groups, measure-
ments, social structures, and other factors. Moreover, depression in the elderly can be triggered by several associated
factors, including biological factors (eg, heredity, abnormal neurotransmitter, health issues, physical diseases, medication
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and drug reliance, smoking, and alcohol consumption), personal factors (eg, age, sex, marital status, educational level,
literacy, ability to use social media), economic factors (eg, income, income sufficiency), and social factors (eg, residential
condition, family relationship, group membership).12,13

In recent years, the mean age of the population of Thailand has been increasing, particularly in Bangkok. The
lifestyles of the elderly have changed, and they tend to live independently or with their spouse rather than with their
children as in the past. Social livelihoods have also changed with a higher proportion of dependency than in the past.
Since the socioeconomic factors have changed over the last 10 years, the current prevalence and factors related to
depression in the elderly may be different from those found in earlier research.14 Therefore, the study aim was to identify
the factors associated with depression in elderly individuals living in the urban areas of Thailand.

Materials and Methods
This was a cross-sectional descriptive study conducted in communities living in slum, urban, suburban, and high-rise
building areas in Bangkok. The sample size for a p value of 0.5 (alpha = 0.05) and power of 0.8 was required to be 1086.
The stratified random sampling method was used for all elderly populations living in each area. The numbers of elderly
subjects from slum, urban, suburban, and high-rise building areas were 430, 432, 108, and 116, respectively. We obtained
approval from the Ethics Committee of the Faculty of Medicine. Vajira Hospital (COA 104/2017). This study was
conducted in accordance with the Declaration of Helsinki.

The subjects were recruited between January to March 2018 by Thai Health Volunteers of each community using a
purposive convenient method. The inclusion criteria were individuals aged > 60 years, residing in Bangkok for ≥ 1 year,
capable of perceiving and understanding the Thai language. Elderly individuals for whom communication was difficult
for any reason were also excluded. Individuals who met the criteria provided written informed consent for participation
in the study.

Data were collected from administration of a questionnaire consisting of two parts: 1) A questionnaire on factors
associated with depression was specifically designed on the basis of a literature review. 2) The Thai Geriatric Depression
Scale (TGDS) was used to measure depression. The questionnaire was developed by the Train the Brain Forum Thailand
and has been used in numerous studies on geriatric depression in Thai communities, with a Cronbach’s alpha coefficient
equal to 0.93.15 The questionnaire consisted of 30 self-rated items. The presence and severity of depression were assessed
according to the following scores: 0–12 points indicated no depression; 13–18 points indicated mild depression; 19–24
points indicated moderate depression, and 25–30 points indicated severe depression.

Data were analyzed using IBM SPSS Statistics for Windows, Version 22.0, IBM Corp., Armonk, NY. Descriptive
data are presented as frequency, percentage, average, and standard deviation. The factors associated with depression were
analyzed by performing the Chi-square test. Significant factors from the theoretical review and univariate analysis were
entered into multiple logistic regression models to identify significant factors associated with depression (odds ratio and
95% confidence interval [CI]). Statistical significance was accepted for p-values <0.05.

Results
Among the 1086 individuals sampled from the population, 992 elderly individuals participated in the research study in
total, of which 888 (81.8% of the initially calculated sample group) completed the entire questionnaire. The overall
prevalence of depression was 7.3%, with a higher prevalence in women than in men (8.1% and 5.4%, respectively).
Table 1 shows that 5.5% of the participants had mild depression, 1.8% had moderate depression, and 0% had severe
depression. The type of community was significantly associated with the prevalence of depression (p = 0.031). The
prevalence of depression in the elderly living in suburban, slum, urban, and high-rise building areas were 10.4%, 8.3%,
7.3%, and 1.7%, respectively. The highest prevalence of mild depression (8.7%) was in suburban areas, and the highest
prevalence of moderate depression (2.4%) was in slum areas.

Table 2 shows the factors associated with depression in the elderly, which included the following categories:
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Personal Factors
The prevalence of depression was higher in elderly individuals who had separated in their marital relationship than in the
other groups. The prevalence of depression was higher in elderly individuals who were unable to use social media than in
those who did use social media (8.2% and 2.3%, respectively).

Biological Factors
The prevalence of depression was higher in elderly individuals with anxiety about their underlying disease (17.1%) than
in those without. Underlying diseases were defined as chronic medical conditions, such as diabetes, hypertension,
cardiovascular diseases, cancer, stroke, and arthritis. However, older people with a history of psychiatric illness in the
family had the highest prevalence of depression (27.5%) among the elderly.

Economic Factors
The prevalence of depression in elderly individuals who had no occupation, no income, or insufficient income were
9.4%, 12.7%, and 14.4%, respectively, which were higher than the rates in other groups.

Social Factors
Elderly individuals with family conflicts had the highest prevalence of depression (40%) among all groups. Elderly
individuals with no or less activity participation than elderly in other groups within the past year had a prevalence of
depression of 10.5%.

Table 3 shows the analysis of factors associated with depressive symptoms. Univariable regression analysis was
performed to analyze the data. The factors significantly associated with depression were marital status, ability to use
social media, anxiety about their underlying disease, family history of psychiatric illness, occupation, income, income
sufficiency, family relationship, and activity participation within the past year. Next, the factors significantly associated
with depression identified in the univariable regression analysis were subsequently analyzed in multiple logistic
regression analysis, which showed that the factors significantly associated with depression in the elderly were anxiety
about their current disease (AOR = 7.51, 95% CI 3.47–16.27), family conflicts (AOR = 6.30, 95% CI 1.34–29.55), family
history of psychiatric illness (AOR = 5.78, 95% CI 2.35–14.21), insufficient income (AOR = 3.81, 95% CI 2.08–6.98),
marital separation relationship (AOR = 3.31, 95% CI 1.22–8.98), and less or no activity participation (AOR = 3.09; 95%
CI 1.32–7.26 and AOR = 3.02; 95% CI 1.29–7.09).

Discussion
Prevalence of Depression
There have been few reported studies on the prevalence of depression in the general elderly population living in
Thailand, especially in Bangkok. Most of the reported studies focused on specific elderly groups, such as those with
chronic diseases or those who visited an outpatient department. Therefore, this study aimed to determine the prevalence
of depression in general groups of the elderly population living in Bangkok at a specific point in time, as determined

Table 1 Proportion of Depression (TGDS>12)

Community Number Mild Depression (TGDS =13-18) Moderate Depression (TGDS =19-24) p-value

n % n %

Slum 327 19 5.8 8 2.4 0.031*

Urban areas 329 19 5.8 5 1.5
Suburban areas 115 10 8.7 2 1.7

High-rise buildings area 117 1 0.9 1 0.9

Total 888 49 5.5 16 1.8

Note: *Fisher’s exact test.
Abbreviation: TGDS, Thai Geriatric Depression Scale.
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Table 2 Associated Factors of Depression

Factors Depression Non-Depression p-value

n (%) n (%)

Personal Factors

Gender

Male 14 (5.4) 246 (94.6) 0.154

Female 51 (8.1) 577 (91.9)

Age (Year)

60–69 28 (5.9) 446 (94.1) 0.206

70–79 25 (8.6) 266 (91.4)

≥ 80 12 (9.8) 111 (90.2)

Marital status

Single 13 (7.0) 173 (93.0) 0.042

Married/ stay together 27 (7.2) 349 (92.8)

Marital separation 12 (14.8) 69 (85.2)

Widowed 13 (5.3) 232 (94.7)

Education

Uneducated 7 (10.6) 59 (89.4) 0.306*

Primary 40 (7.8) 475 (92.2)

Secondary/Equivalent 12 (5.8) 194 (94.2)

Bachelor’s degree and above 5 (10.0) 45 (90.0)

Literacy

Unable to read and write 16 (10.6) 135 (89.4) 0.082

Able to read, unable to write 6 (11.8) 45 (88.2)

Able to read and write 43 (6.3) 643 (93.7)

Ability to use social media

Able 62 (8.2) 695 (91.8) 0.017

Unable 3 (2.3) 128 (97.7)

Biological Factors

Underlying disease

No 13 (5.3) 232 (94.7) 0.155

Yes 52 (8.1) 591 (91.9)

Current anxiety about their underlying disease

No 11 (2.7) 392 (97.3) <0.001

Yes 41 (17.1) 199 (82.9)

(Continued)

https://doi.org/10.2147/PRBM.S348782

DovePress

Psychology Research and Behavior Management 2022:15858

Naviganuntana et al Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Table 2 (Continued).

Factors Depression Non-Depression p-value

n (%) n (%)

History of psychiatric illness in family

No 54 (6.4) 794 (93.6) <0.001*

Yes 11 (27.5) 29 (72.5)

Drug reliance and addiction

No 63 (7.3) 801 (92.7) 1.000*

Yes 2 (8.3) 22 (91.7)

Smoking habit

No 53 (6.9) 714 (93.1) 0.238

Yes 12 (9.9) 109 (90.1)

Alcoholic drink consumption

No 52 (7.1) 677 (92.9) 0.647

Yes 13 (8.2) 146 (91.8)

Economic Factors

Occupation

No 49 (9.4) 472 (90.6) 0.015

Yes 15 (4.7) 307 (95.3)

Unknown 1 (2.2) 44 (97.8)

Income

No 23 (12.7) 158 (87.3) 0.002

Yes 42 (5.9) 665 (94.1)

Income sufficiency

Sufficient 22 (3.7) 567 (96.3) <0.001

Insufficient 43 (14.4) 256 (85.6)

Social Factors

Residential conditions

Live individually 9 (9.5) 86 (90.5) 0.259

Live with spouse/child(ren) 17 (8.3) 189 (91.7)

Live with relative(s) 21 (5.4) 369 (94.6)

Others 18 (9.1) 179 (90.9)

Family relationship

Close 58 (6.9) 783 (93.1) 0.005*

Independent living 3 (8.1) 34 (91.9)

(Continued)

Psychology Research and Behavior Management 2022:15 https://doi.org/10.2147/PRBM.S348782

DovePress
859

Dovepress Naviganuntana et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


using the TGDS assessment tool. Our results showed that the overall percentage of depression was 7.3%, of which 5.5%
was mild depression, 1.8% was moderate depression, and there was 0% severe depression. These results were relatively
lower than the prevalence rates obtained from different studies conducted within Bangkok with the same tool.8–11

However, the results obtained in this study were similar to those of a study of Charernboon et al, which found that the
prevalence of depression was 7.7%.11 The reason why the prevalence rate in the study of Charernboon was lower than
those of other studies might be that their study focused solely on the elderly population participating in elderly clubs,
whereas other studies focused on the elderly population in general. Similarly, the lower prevalence rate in our study
might be because the elderly who participated were persuaded to by the Health Volunteers of each community. Therefore,
since this group consisted of elderly who were willing and eager to participate in the community’s activities, the
depression rate was low. In other words, those who had depression were generally isolated, unwilling to take part in
any activity, and would be less likely to participate in the research study in the first place.16–18 Another reason might be
that the studied communities were strong and the Health Volunteers had played a crucial role in providing health services.
Therefore, the prevalence of depression in this study was low. Consequently, there should be field visits to reach out to
the groups of elderly who did not participate in the present study, including the elderly who preferred staying at home and
bedridden elderly, to obtain accurate data reflecting the actual prevalence of depression among the broader elderly
population. We noted that the prevalence of depression varied in different community areas. In our study, 70% of the
sample was female, and the prevalence of depression in females was higher than in males, similar to the sex difference in
other community-based studies. The probable reason for the high number of females in our study is that all district areas
in Bangkok have more females than males. In suburban areas, the prevalence of depression was 10.4%, primarily mild
depression, and higher than in other areas, whereas the prevalence of moderate depression was 2.4% and highest in slum
areas. We think this was because most of the people living in slums had lower socioeconomic status than others, and
many studies have shown a negative relationship between socioeconomic status and depression.19,20 Nevertheless, our

Table 2 (Continued).

Factors Depression Non-Depression p-value

n (%) n (%)

Conflicts within family 4 (40.0) 6 (60.0)

Number of family members

1–4 Person(s) 39 (6.6) 549 (93.4) 0.271

≥ 5 Persons 26 (8.7) 274 (91.3)

Ability to perform daily tasks

Independent 57 (6.9) 766 (93.1) 0.132*

Dependent 8 (12.3) 57 (87.7)

Community group membership

No 47 (7.9) 550 (92.1) 0.365

Yes 18 (6.2) 273 (93.8)

Activity participation within the past year

Frequently 9 (3.1) 284 (96.9) 0.005

From time to time 26 (9.0) 262 (91.0)

Never 26 (10.5) 222 (89.5)

Note: *Fisher’s exact test. Data are presented as n (%).
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study was unable to identify the specific causes of these differences. For that reason, there should be further in-depth
studies that focus on the factors that lead to differences in depression.

Factors Associated with Depression
Among personal factors, marital status and the ability to use social media were significantly related to depression.
Specifically, the prevalence of depression was higher in the elderly who were in a marital separation relationship than in

Table 3 Factors Affecting Depression Analyzed by Multiple Logistic Regression

Factors Univariable Analysis Multivariable Analysis

ORa 95% CI p-value AORb 95% CI p-value

Personal Factors
Marital status
Single 1.00 Reference 1.00 Reference

Married/ stay together 1.03 (0.52–2.05) 0.934 0.84 (0.36–1.94) 0.680

Marital separation 2.31 (1.01–5.32) 0.048 3.31 (1.22–8.98) 0.019
Widowed 0.75 (0.34–1.65) 0.469 0.63 (0.25–1.59) 0.327

Ability to use social media

Able 1.00 Reference 1.00 Reference
Unable 0.26 (0.08–0.85) 0.026 0.26 (0.07–1.02) 0.053

Physical Factors
Current anxiety about

their underlying disease

No 1.00 Reference 1.00 Reference

Yes 7.34 (3.69–14.6) <0.001 7.51 (3.47–16.27) <0.001
History of psychiatric

illness in family

No 1.00 Reference 1.00 Reference
Yes 5.58 (2.64–11.77) <0.001 5.78 (2.35–14.21) <0.001

Economic Factors
Occupation
Yes 1.00 Reference 1.00 Reference

No 2.13 (1.17–3.86) 0.013 1.88 (0.91–3.88) 0.086

Income
Yes 1.00 Reference 1.00 Reference

No 2.31 (1.35–3.94) 0.002 1.68 (0.88–3.22) 0.116
Income sufficiency

Sufficient 1.00 Reference 1.00 Reference

Insufficient 4.33 (2.54–7.39) <0.001 3.81 (2.08–6.98) <0.001
Social Factors
Family relationships

Close 1.00 Reference 1.00 Reference
Independent living 1.19 (0.36–4.00) 0.777 0.39 (0.10–1.58) 0.187

Conflicts within family 9.00 (2.47–32.79) 0.001 6.30 (1.34–29.55) 0.020

Activity participation
within the past year

Frequently 1.00 Reference 1.00 Reference

From time to time 3.13 (1.44–6.81) 0.004 3.09 (1.32–7.26) 0.010
Never 3.70 (1.70–8.05) 0.001 3.02 (1.29–7.09) 0.011

Notes: aCrude odds ratio estimated by binary logistic regression. bAdjusted odds ratio estimated by multiple logistic regression adjusted for marital status, ability to use
social media, anxiety about current disease, family history of psychiatric illness, occupation, income, income sufficiency, family relationship, activity participation within the
past year. Variable was included in the multivariable model due to having p-value < 0.05 in the univariable analysis.
Abbreviations: OR, odds ratio; AOR, adjusted odds ratio; CI, confidence interval.
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other groups. Moreover, marital separation has also been used to predict depression in the elderly. This outcome
corresponded to a study conducted in elderly living in foster care in Bangkok, which showed that the marital separation
an elderly person had gone through before entering into foster care was a factor that led to depression.21 The probable
reason for this finding is that spouses encourage their partners to take better take care of themselves.22 Additionally,
spouses make the elderly feel a sense of responsibility to take care of other people and help generate their sense of self-
esteem. Having spousal support can help a person overcome loneliness and feel comforted knowing that they have
someone to rely on, which leads to higher emotional stability.23 Similarly, a study of Wongpoom et al found that older
people living with their spouses were more stable emotionally and in life activities than those who had gone through
divorce or separation from their spouses.24 Since widows, divorcees, and separated couples lack encouragement from
their spouses, they tend to have a lower sense of self-esteem and need someone from whom they can seek advice.
Therefore, these factors could simply lead to depression.

Among social factors, our findings showed that family relationships and participation in activities within the past year
were significantly associated with depression. Weissman and Markowitz recognized that interpersonal relationship
problems were associated with depression. These problems were divided into four categories: 1) sorrow from loss, 2)
conflict in interpersonal relationships, 3) role transmission, and 4) deficits in interpersonal relationships.25 Most of the
elderly population probably encounters at least one of these four categories, which would lead to conflicts within the
family that affect participation in social activities.16,18,26 The present study revealed that elderly who had never or seldom
participated in activities within the past year had a higher prevalence of depression than elderly who often participated in
activities. The elderly who rarely or never participated in activities had a three times higher risk of depression. A possible
explanation for this could be that the elderly who regularly participated in activities felt that they could perform useful
activities and were not a burden to anyone, which made them feel empowered and consequently led to good mental
health. For that reason, isolated elderly individuals who had little to no socialization with other people while also being
affected by their age-related physical decline could more easily become depressed.

Our study also found that the ability to use social media was significantly associated with depression. That is,
depression was more likely to be found in the elderly population who were unable to use social media. Similarly, a study
by Shaw et al found that internet usage by the elderly helped strengthen their self-esteem and enabled them to feel
supported by society while mitigating loneliness and depression.27 Sangon et al discovered that loneliness was a factor in
predicting the occurrence of depression.28 A study of Sum et al found that increasing social networking and social
activities had an inverse relationship with social loneliness. On the other hand, the volume of internet usage for
contacting or meeting new people varied based on emotional loneliness, so the increase in social relationships would
not be able to help mitigate this type of loneliness.29 It was noted that social media usage could help with depression by
reducing the feeling of loneliness since it involves social interaction resulting in a sense of self-esteem. The researchers
deliberated that there should be a further in-depth study on formats and objectives of social media usage to see how they
correlate with depression since it might be useful as guidelines prevention efforts.

For biological factors, we found that having a family history of psychiatric illness could potentially cause depression.
Beekman et al found that depression was more likely to occur in the elderly with a family history of psychiatric illness
due to heredity than in elderly without that family history. Moreover, having anxiety about an underlying disease also
affected depression.30 Similar to several studies, we found that elderly who were less satisfied with their health conditions
had a higher prevalence of depression.24,31,32 This finding might be because of age-related physical decline in the elderly,
which led to illness and discomfort that made the elderly think they were a burden, further leading to stress, anxiety, and
emotional effects.24,33,34 After having suffered from these feelings for a long time, the elderly may feel weary, unhappy,
or depressed at a later stage.

Regarding economic factors, occupation, income, and income sufficiency had significant associations with depres-
sion. The prevalence of depression was greater among the elderly who had no occupation and income than in the elderly
with occupations and incomes. Moreover, income insufficiency was also a factor in predicting depression. The elderly
who had insufficient income had a higher prevalence of depression. The results of this study were consistent with the
findings of other previous studies.10,13,16,17,24,31,35 In addition, one study revealed that sufficient income was a factor that
promoted convenience in life, the ability to rely on themselves, the desire to help other people, and less anxiety about
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their livelihood, which established a sense of self-esteem and stability in life.36,37 Thus, there was less tendency to
develop depression in this group than in the elderly with insufficient income. It is clear that being independent, even with
an underlying disease, having the ability to perform daily activities, and having sufficient income are factors that reduced
the prevalence of depression.

A limitation of this study was selection bias and the use of a self-rated questionnaire as a proxy for psychiatric
diagnosis. Due to the nature of depression, some depressed individuals may not have wanted to participate, as told to us
by Health Volunteers, so they were not included in our sample population. Second, the obtained sample had a much
higher proportion of females (70.7%), so the results may not reflect the findings in the whole elderly population in
Bangkok. Finally, the use of a self-rated questionnaire may have underestimated the prevalence of depression because of
self-reporting bias.

Conclusion
Communities should pay attention to the elderly who have underlying diseases because the prevalence of depression was
higher in that group than in other groups in general. Depression may make it more likely that this group of elderly does
not take care of themselves as well as they would if they were not depressed. Moreover, the general community should
promote more activities that the elderly can participate in, especially income-earning activities. To mitigate depression in
the elderly, a community program focusing on family relationships should be organized to enhance good relationships
and ease conflict among the elderly and family members.
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