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Abstract: Family caregivers are essential people. They are the primary source of support 
and care for the person they are caring for, and such care is reflected in and affected 
by their attitudes. This qualitative descriptive study explored 17 primary family caregiv-
ers’ attitudes toward caring for older adults with a major depressive disorder living at 
home in Thailand. Purposive sampling was undertaken, and data were collected in 
semi-structured interviews and analyzed using content analysis. As a result, two themes 
emerged. The first theme, “Rethinking in positive ways about caregiving,” included 
accepting being a caregiver and feeling happy and proud to provide care for a loved 
one. The second theme, “Began with negative attitudes towards caregiving,” included 
uncertainty about life, feelings of suffering, and frustration with caregiving duties. The 
caregivers met with challenges, and their attitudes directly affected the care they provided 
to older adults with major depressive disorders. Therefore, nurses and other healthcare 
professionals need to understand caregiving better, positively and acceptably, to improve 
caregivers’ ability to manage depressive symptoms. Caregiving will be enhanced by 
educating and training families and health professionals on effective care techniques 
and mentoring families in the early stages of caring for older adults with depressive 
disorders and throughout the care.
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Introduction

Major depressive disorder (MDD) in older 
people is rarely diagnosed and may be overlooked due 
to vague symptoms. It is often tricky for such people 
to describe how they feel.1 Caregivers’ recognition 
of depression is crucial to identifying and detecting 
depression in their older family members. Family 
caregivers often lack the necessary knowledge and 
skills to provide adequate care for them, which could 

be attributed to their negative attitudes toward caring 
for this population. Negative attitudes towards caring 
for older adults with MDD, such as stigma and fear, 
may contribute to a lack of interest in learning about 
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depression and its treatment, resulting in a lack of 
knowledge and skills in providing care. These 
attitudes can lead to reduced quality of care for older 
adults with MDD and increased burden on their 
caregivers. Research on the benefits of depression 
awareness in the family suggests that family members 
influence older individuals’ quality of life and well-
being.2 Studies have found that depression literacy 
and mental health literacy are positively associated 
with attitudes toward seeking help for depression 
and providing support to those who suffer from it. 
Individuals with higher levels of mental health literacy 
are more likely to recognize depression and seek treatment 
and may also experience an increase in their overall 
mental well-being.3 Those more knowledgeable about 
depression are likelier to have positive attitudes 
regarding depression care.4 Prior research has shown 
that positive attitudes are associated with high levels 
of knowledge regarding depression.5 Depression literacy 
is vital in promoting positive attitudes towards caring 
for depression. The same can be said for improving 
education and raising awareness about depression.6 
 There has been limited research on family 
caregiver attitudes toward the care of older people with 
MDD, hence this study. It is expected that findings 
from this study will serve as a foundation for nurses 
to develop a plan to support family caregivers in caring 
for older people at home so that effective continuation 
of such care occurs. 

Review of Literature

 Geriatric depression is not a normal part of 
aging, but it is one of the most common mental health 
disorders requiring management.7 It is estimated that 
5% of the world’s population suffers from depression. 
Global prevalence rates of depression vary by age, 
peaking in older adulthood in 5.7% of those aged 
60 and over.8 In Thailand, depression is the most 
prevalent mental health problem among older females 
and the third most common health problem among 

older males. The prevalence of depression in older 
Thais increased from 4.2 million (7.20%) in 1990 to 
7.2 million (11.50%) in 2010 and 18.50% in 2019.9

MDD is an illness that affects the mental health 
of older people, who may experience low self-esteem 
and often feel worthless and burdensome. Individuals 
aged 60 years and older are more prone to commit or 
attempt suicide than any other age group.10 The World 
Health Organization states that depression is a significant 
global burden that needs long-term care.11 Early 
diagnosis and treatment of MDD decrease medical 
costs and pressures on caregivers.8 However, treatment 
obstacles include a lack of resources, a shortage of 
knowledgeable healthcare practitioners, and social 
stigmatism. In Thailand, 76 to 85% of people in low 
and middle-income countries do not receive care for 
MDD.12 Although psychiatric hospitals provide services 
for this group, older adults have difficulty accessing 
this kind of healthcare system alone, particularly in 
rural areas.12 Therefore, there is a reliance on family 
caregivers to be aware of and care for older adults 
with chronic illnesses or mental health problems.

 Depression literacy is a component of mental 
health literacy that involves the capacity to identify 
signs and symptoms of depression and make informed 
decisions about appropriate treatment options.13 
Depression literacy involves identifying depression 
and making well-informed treatment decisions. With 
a deep understanding of mental health, family caregivers 
can recognize and detect risk factors for illness, prevent 
depression, and make informed decisions about care 
and management in appropriate situations.14 The 
attitudes toward caring for depression is one component 
of depression literacy, described as the ability to 
recognize depression and make intelligent decisions 
on appropriate management. Research has shown that 
depression literacy positively correlates with positive 
attitudes towards using mental health care services 
and can improve mental health outcomes.15,  

Most of Thailand’s society does not recognize 
MDD and has restricted knowledge of this,4 which 
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may cause high suicidal rates among older people. 
As mentioned above, depression in older adults is 
rarely diagnosed or overlooked due to vague symptoms; 
it is often difficult for them to describe how they feel.16 
Family caregivers’ recognition is crucial to identify 
and detect depression in their older relatives.17 Research 
on the effects of health education programs in the family 
suggests that family members play an essential role in 
the older adult’s quality of life and well-being.6

A family caregiver is closely related to various 
influential physical and mental health factors, including 
depression and loneliness.18 Positive family relationships 
can increase the chance of a positive health outcome 
and improve the quality of life of its members, as this 
is practiced in Thai culture, where children have a 
strong sense of gratitude towards their parents. Therefore, 
family caregivers’ participation in all dimensions of 
health care is effective in helping older people at risk 
of depression.19 Furthermore, family is an informational 
resource, and it is essential to prevent depressive 
symptoms in older people. Depression literacy is the 
way to prevent major depressive illness.20 A study of 
depression literacy and health-seeking attitudes in 
Cambodia, the Philippines, Fiji, and the Western Pacific 
region demonstrated a relatively lower level of 
understanding about depression in these areas. There 
was a notable correlation between increased knowledge 
and more favorable attitudes toward mental illness 
and seeking professional help.14 According to a recent 
study in the Fako division, Cameroon, nurses and others 
who provide primary health care displayed negative 
attitudes toward depression. 21

In a national sample in Korea, middle-aged and 
older people with more unfavorable attitudes toward 
aging had higher depressive symptoms.22 Not many 
families encourage or take an older adult with MDD 
to seek medical help, compared to seeking help for 
children or other family members with depression.21 
This may be due to the misconception that depression 
or embarrassment surrounding the condition is a regular 
aspect of aging. In addition, negative attitudes towards 

individuals with depression or suicide attempts can 
further contribute to this problem.23 

In the past, recognizing MDD in older adults 
was challenging because they might have exhibited 
symptoms that differed from those seen in younger 
people. This complexity makes it necessary to gain 
a thorough understanding of the condition and the 
experiences of MDD in older adults. Unfortunately, 
the knowledge and comprehension of MDD in older 
adults, as a whole, are not widely spread. There have 
been only a limited number of studies conducted on 
this topic, and no research has specifically focused 
on the attitudes among family caregivers or utilized 
a qualitative descriptive approach to gain a deep 
understanding of this issue.

For this study, a qualitative method was crucial 
in describing and understanding the feelings and attitudes 
among family caregivers. By employing this approach, 
researchers were able to capture the subjective experiences 
and gain a more nuanced understanding of the caregivers’ 
perspectives. In addition, it allowed for an in-depth 
exploration of their thoughts, emotions, and attitudes, 
shedding light on the complexities they face when 
dealing with MDD in older adults. It is essential to better 
understand mental health among family members, 
caregivers, or close people to prevent depression 
and suicide among older adults. Therefore, studying 
caregivers’ attitudes in families with MDD is essential 
to understand the caregivers’ attitudes and planning 
for future assistance.

 Study Aim

This study aimed to explore family caregivers’ 
attitudes toward caring for older Thai relatives with a 
major depressive disorder.

Method

Study Design: The descriptive design utilized 
in this study was based on qualitative research 
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methodology.24 This design was chosen to provide 
straightforward descriptions of experiences, perceptions, 
attitudes, and beliefs and to understand participants’ 
inner experiences. And this method has the potential 
to describe a comprehensive summarization of what, 
how, and why family caregivers do when they have 
different attitudes toward care. This qualitative approach 
is underpinned by a naturalistic, interactive, constructivist 
approach to understanding a particular phenomenon 
better.25 In our reporting of this study, we strictly adhered 
to the Consolidated Criteria for Reporting Qualitative 
studies (COREQ) checklist.26

 Sample: Participants were selected via purposive 
sampling, targeting primary family caregivers responsible 
for coordinating and providing most or all the necessary 
care and bringing the older adults with MDD to the 
community hospital. The caregivers were confirmed 
by the health database from geriatric psychiatry and 
mental health clinics. We obtained information about 
family members involved in older adults’ care and 
asked permission to contact their family members about 
the study. In addition, participants had to meet the 
following inclusion criteria to be eligible for the study: 
(1) serving as the primary caregiver for an older relative 
with MDD for at least six months (had a blood relationship 
or was spouse); (2) the older adult was ≥60 years and 
had a diagnosis of MDD according to DSM-IV; (3) able 
to communicate in Thai, and (4) willing to participate 
in the study. Participants were excluded if the care 
recipient was in the active phase of severe or acute disease, 
such as a heart attack, cardiovascular disease, cancer, 
or COPD. This would add complexity to caregiving. 

Data Collection and Settings: This occurred 
in the community of the sub-district health promotion 
hospitals in Suphanburi province and the participants’ 
homes between August 2021 and June 2022. These 
settings were selected for recruiting potential participants 
because these hospitals provided routine geriatric 
depression care more so than others. Family caregivers 
and their relatives were referred to the sub-district 
health promotion hospitals and were recruited by the 

research team. The primary investigator (PI) was a 
female doctoral candidate who was trained in qualitative 
research and had experiences in this.  First, The PI visited 
the participants’ homes to conduct interviews as the 
participants wished. Purposive sampling was used to 
select participants based on inclusion criteria. Participants 
were firstly interviewed through a semi-structured 
interview guide validated by five experts and examined 
before usage on a small test group in pilot interviews. 
Open-ended semi-structured question examples were: 
1) What do you think about caring for older adults with 
depression? and 2) What is your attitude towards 
caring for your (father/mother/wife) with depression? 
Face-to-face interviews were conducted for approximately 
60–80 minutes with digital recorders. Data saturation 
was reached after interviewing 17 participants, and no 
new information was revealed after reading and rereading 
the transcripts. In light of the COVID-19 pandemic, second 
interviews were conducted via social media platforms 
such as LINE video calls and took 30 to 45 minutes. 

Data Analysis: The interview data were transcribed 
verbatim. The first participant was given the pseudonym 
FC1. All participants were then consecutively numbered 
until the last participant was identified as FC17. 
Thematic analysis was used in this study because it 
identified patterns or themes within the qualitative 
data. This analytic process allowed the researchers to 
use the themes to describe the significant issues and 
make more meaning of the study focus.27 The thematic 
analysis helped to interpret qualitative data from what 
participants described within this. The analysis consisted 
of six steps. First, the PI repeatedly read interview 
transcripts to obtain familiarity with the overall data 
and made notes or the impression of data that came up. 
Second, the PI started to write the initial data codes 
after understanding the data meaning in the transcript. 
This process would be systematic and meaningful data 
after that. As the third step, the researchers conducted 
a systematic analysis by organizing the codes, exploring 
their inter-relationship, and clustering the relevant 
data to identify potential themes. Next, the potential 
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themes were reviewed by checking the relation to the 
coded extracts and generating initial codes, then defining 
and naming the themes, creating clear and concise 
descriptions that accurately represented the data. Lastly, 
analyses were discussed and merged into the final findings.

Trustworthiness/Rigor: This study used 
trustworthiness to ensure rigor. The researcher attempted 
to meet four criteria: credibility, transferability, 
dependability, and confirmability.28 Credibility was 
established through source triangulation by the 
convergence of multiple sources of evidence such as 
history taking and patient chart report. In addition, 
the PI conducted member-checking with participants 
to check data accuracy. Transferability was achieved 
through the thick description by providing readers 
with evidence from the study. To ensure confirmability, 
the PI took steps to demonstrate that the data had no 
bias to drive the findings. The research team was informed 
of the meaning-in-context, transcription, field notes, 
ongoing data processing and findings. Additionally, 
the PI kept detailed notes of all progress, such as decisions 
and analyses. Finally, saturation was achieved by gathering 
data until no new information could be found.

Ethical Considerations: This study was approved 
by the Ethics Review Sub-Committee for Research 

Involving Human Research Subjects of Thammasat 
University: Faculty of Health Science and Science and 
Technology No3. (project code 064/2564). The PI 
provided the potential participants with an explanation 
of their rights, including confidentiality, anonymity, 
and the option to withdraw from the study at their discretion. 
Prior written assent from participants and consent from 
their legal guardians or parents were obtained, and jointly 
signed a consent form in the case of a 17-year-old 
caregiver. Participants’ permission to record interviews 
was also acquired, and psychological support was available 
throughout and after the interviews, although it ultimately 
proved unnecessary. The PI maintained a non-hierarchical 
relationship with all participants.

Findings

This study explored 17 caregivers’ attitudes 
toward caring for an older relative with MDD. Participants 
came from a wide range of backgrounds; ten were female, 
seven were men (ages ranged from 17-73 years, with 
a mean age of 53.47 years) and had a primary school 
level of education. All participants were Buddhist. The 
time spent caregiving ranged from seven months to eight 
years. Full details of the participants are found in Table 1.

Table 1. Demographic characteristics of participants
characteristics N %

Gender
Male
Female

7
10

41.18
58.82

Age (min-max = 17-73, mean = 53.47 years)
> 20
21-30 
31–40 
41–50 
51–60
< 61 

1
0
1
6
0
9

5.88
0.00
5.88

35.30
0.00

52.94
Education

Primary school
Secondary school
Bachelor’s degree

8
5
4

47.06
29.41
23.53
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Regarding occupations, ten participants were 
laborers, and three worked in agriculture. The monthly 
income of participants ranged from 0 to 40,000 
Thai baht (USD 0-1,168.98) with an average of 11,550 
Thai baht (USD 337.54), which was insufficient for 
their needs. In addition, participants had one to three 
underlying diseases, such as high blood pressure, 
atherosclerosis, and diabetes.

The caregivers in the study were seven sons and 
daughters, six spouses, two siblings, one grandchild, 
and one daughter-in-law. They lived with the older adults 
in the same house. Caregivers were responsible for activities 
of daily living, diet, medication administration, and 
managing the symptoms of depression when they occurred.

The family characteristics of the participants 
varied, with some coming from extended families 
and others from single-family households where 
children had married and established separate homes 
in the same area. 

The older adults were primarily female (aged 
60-78 years, with a mean age of 67.73 years and had 
a primary school level of education, lived with their 
caregivers, or were cared for by their children. Most were 
married (15) or widowed (2), and all were Buddhist. 
In addition, 15 of the older adults were unemployed and 
had no income, and all had one to three underlying health 
conditions, such as high blood pressure, atherosclerosis, 
and diabetes.

characteristics N %
Relation to older adult

Daughter-Son
Grandchild
Brother-sister 
Husband-wife
Daughter-in-law

7
1
2
6
1

41.18
5.88

11.76
35.30

5.88
Occupation

Agriculture
Laborer
Government officer
Non

4
7
2
4

23.53
41.18
11.76
23.53

Family income  
0-10,000 (0.00-292.24 USD)
10,001-20,000 (292.25-584.49USD)
20,001-30,000 (584.50-876.73 USD)
30,001-40,000 (876.74-1168.98 USD)

4
11

1
1

23.53
64.71

5.88
5.88

Table 1. Demographic characteristics of participants (Cont.)

Table 2.  Theme, sub-themes, and quotations  
Theme Sub-themes Codes/Quotation

Theme 1: Rethinking 
in Positive Ways

1) Acceptance of 
being a caregiver

Acceptance of being a caregiver:
When she was depressed the first time, I was stressed. After being 
together for a long time, I can accept it now.
Adaptation: 
A person who understands, or someone close to him, must take good care 
of themselves first to be able to relax. So, when we care for someone, 
we must take care of ourselves first. So, we need to find out the reason 
(for change and adapt the suitable situation) why we need to be 
comfortable, and we need to be comfortable first.
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In this study, the data analysis revealed two 
main themes and four subthemes (see Table 2). 
The findings elucidated the attitudes exhibited by 
the participants and offered insights into their strategies 
for managing the situation while fulfilling their 
caregiving responsibilities.

Theme 1: Rethinking in Positive Ways
Participants who had a positive attitude toward 

older adults with depression became more able to 
cope with them and their symptoms after a period of 
care. Part of it was the acceptance of what happened 
as an illness. When providing care, the symptoms improved. 
They felt better and were proud of themselves for coping 
with the signs and symptoms and managing them 
successfully. The older adult was starting to change 
for the better.

Most participants viewed people with depression 
as poor and in need of care. If they saw positive 
caregiving, the participants’ mindset made them happy 
to perform daily care activities.

  Sub-theme 1: Acceptance of being a caregiver 
  Families who accepted being caregivers 

learned from the experience of living with the older 
adult. They also learned from the advice of doctors 

and psychiatric nurses, telling stories, reading, and 
studying until they gained knowledge and understanding 
of the older adult’s depressive illness. They then accepted 
their symptoms and behavior. Acceptance of caregiving 
roles was influenced by elements arising from familial 
commitment.

 If there is no one of us, who will take care 
of him? Suppose we leave. Who will take care 
of him? At least now my father can take my 
mother to the doctor. But one day, when my 
father could not drive. Must we be the same? ... 
ask me! Is taking care of him a burden? It is 
not a burden. (FC2)

Participants also learned to adapt to the new 
situation of caring for an older adult with MDD. They 
learned from the relative’s behavior and tried to adapt 
to what was happening, such as recognizing that it 
was an illness and taking care of daily activities in a 
way compatible with the relative’s needs and the 
home environment. They also tried to modify their 
behavior to be accepted and to create a stress-free 
environment for them, for example:

Theme Sub-themes Codes/Quotation
2) Be happy 
and proud of 
providing care  
for a loved one

Rewarding goodness and sense of gratitude:
I try to do my best for my mom. When I go home, I do everything for 
my mom, like the food I buy and put in the fridge. I don’t want my 
mother to suffer, so I make everything possible for my mother.
The caregiver is happy; the sick person is happy: 
Mom is better. We are glad that Mom is getting better.
Not a burden:
She is my love one, and she is not a burden.
So proud of themselves: 
I feel proud that our mother is getting better.

Theme 2: Begin with 
Negative Attitudes 
Towards Caregiving

1) Uncertainty 
about life

Uncertainty:
 I didn’t know what to do. My mom and my work are so hard.

2) Feelings of 
suffering and 
frustrated

Frustration: 
During his new illness, I felt burdened, tired, stressed.

Table 2.  Theme, sub-themes, and quotations (Cont.)
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 When we accepted that our mother was 
sick, our hearts could accept her behavior. We 
began to adjust our minds and find a way 
to deal with her behavior. How do we live 
happily for both mom and us?  (FC6) 

  Sub-theme 2: Be happy and proud of providing 
care for loved ones

  For some participants, caring for an older 
adult with depression was a way to repay the kindness 
or gratitude they felt toward their loved ones. Others 
viewed caregiving as a reward for the better their loved 
one had shown in the past. They had been through 
difficult times together and felt that caregiving gave 
their loved one a positive outlook on life and did not 
feel burdensome, as follows: 

 Some participants view treating relatives as 
something they must do, which brings about rewarding 
goodness and a sense of gratitude. Participants with 
positive thoughts often expressed mature personalities, 
kept calm, being polite, easy to laugh and smile, were 
compromising, and believed in gratitude. This philosophy 
was grounded in the belief that if you cannot do it 
yourself, you can have someone close care for them, 
including their daily routines. Daily follow-up of the 
symptoms by phone must also be done to compensate 
the parents by grace.

 If she was happy, feeling indifferent because 
we had been with her for a long time, we could 
take care of her and love her. It’s like bonding. 
When we think back to the past, when we were 
young, she raised us, and our mother had a hard 
time. Now it’s like my mother has returned to 
being a child for us to take care of.  (FC7)

 Participants explained that they took care of 
their relatives with love. When the participants saw their 
loved ones were happy, they felt happy too. Some 
participants believed that they would not be viewed 
with displeasure if they had a caring mentality, and their 
acts were heartfelt. As such, the relative would be 
happy as well.

 ……the old people must be caring with 
heart, take good care, and understand well. 
You have to make your mind up first and get 
comfortable first. “When your mind accepts 
it, you have to know why you have to take 
care of them to take care of the sick. (FC8)

   Many participants consider caregiving a 
cultural duty and do not consider it a burden. For 
some, the care required was mainly administering 
medications and did not involve extensive physical 
care.

 Even if she is worse than this, I can take 
care of her and not feel burdened. (FC12)

  Participants reported feeling proud of their 
ability to manage the symptoms successfully and 
observed positive changes in the older adults they 
cared for.

 It’s a wonderful thing. It’s not limited to 
just our home. When I go outside or anywhere, 
even to distant places on foot, people exclaim, 
‘Oh! He takes excellent care of him. He’s a good 
person. His son is also good.’ Sometimes I go 
beyond the sub-district, encountering and 
interacting with numerous individuals. They 
say, I hear, ‘Ouch!’ Her husband is good, treating 
her well and providing exceptional care. I’m 
happy and so proud too. (FC8)

 Wherever I go, everyone compliments me 
on taking care of my wife. I am proud when 
someone says to me, husband takes good care 
of her. When I hear that, I am happy. It’s a pleasure 
to take care of a loved one.” (FC 9)  

Theme 2: Began with Negative Attitudes Towards 
Caregiving

 Negative attitudes towards caregiving often 
occurred in the early stages of caregiving and when 
the relative is in the early stages of depression. In 
addition, these negative attitudes may be triggered by 



493

Wariya Chankham et al.

Vol. 27  No. 3

life crises such as losing a loved one, loss of a job, or 
financial problems. As a result, 16 of 17 participants 
explained the feeling of uncertainty in life, feeling 
stressed, anxious, and confused during the first 
few months of caregiving, and also expressed feeling 
overwhelmed or tired.

  Sub-theme 1: Uncertainty for life 
  Most participants reported feeling uncertain 

about how to care for someone with depression and 
had little knowledge about the illness, its symptoms, 
and treatment options. This lack of knowledge can 
cause stress and confusion, for example

 At first, I didn’t know what to do. Why 
did my mom have to do that? She was sad, ate 
less, and said she wanted to die. At that time, 
I didn’t know what to do. My mom and my 
work are so hard. (FC2)

 I was terrified at the time; my mother was 
depressed and lonely after my father died; I 
didn’t know what to do; I didn’t know how to 
live. (FC13)

  Sub-theme 2: Feelings of suffering and 
frustration

  Negative attitudes and frustration toward 
the older adult with depression, the participants’ 
perceptions in the early stages were perceived as burdened, 
tired, and stressed due to the participants and families 
already experiencing challenging circumstances. The 
participants said they felt suffering and were frustrated, 
stressed, anxious, and confused during the first three 
months of caregiving until their relative entered the 
treatment process. For example, one participant noted 
that they had no time to do anything because they 
did not know what disappointment in older adults’ 
behaviors was. Expressed attitudes included:

 It’s a tough time! Everyone comes to take 
care of each other for 2–3 months. Many people 
came to care for each other in my family; we’re 
exhausted and stressed, and there’s no time 
for rest. (FC13)

  The frustration found in this study occurred 
with participants with less close relationships, such as 
that of a daughter-in-law and spouse who experienced 
boredom. This role was a burden to her, and she 
looked at the older adult negatively. Such as: 

 He has no one. His elder brother is old, like 
a burden to him, the burden on us. However, 
it must be a burden because he has no one. (FC14)

Discussion

 The findings revealed two major themes of 
family caregivers’ attitudes towards the care for older 
adults with MDD: 1) Rethinking in positive ways, and 
2) Began with negative attitudes. This study showed 
negative attitudes in the early stages of caregiver duties 
and depression. Negative attitudes towards caring for 
older adults with MDD can include stress and lack of 
knowledge about the condition and its treatment. 
These attitudes can result in reduced quality of care 
for relatives and increased burden on their caregivers. 
Most family caregivers reacted negatively after the 
family had a hard time caring for older adults or life 
crises such as the loss of a person, the loss of a job, or 
economic problems. The consequence of caregiving 
led to stress, anxiety, and confusion among family 
caregivers. The suffering of caregiving occurred 
during the first 3-6 months of illness and symptoms 
until entering the treatment process. Therefore, they 
would feel burdened at the beginning of their 
caretaking role or the first time they did this. Negative 
attitudes about those who have mental illnesses and 
inadequate knowledge of such conditions as MDD 
are widespread.29 Mostly negative attitudes are 
feeling burdened, tired, and stressed. Otherwise, the 
family caregivers who had negative attitudes were 
arrogant, easily agitated, unhappy with them, and 
feeling bored. The frustration found in this study 
occurred with family caregivers who had a less close 
relationship, such as a daughter-in-law and spouse 
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who experienced boredom. This role became a burden, 
and the older adult was viewed negatively. 

 A positive attitude occurs after entering the 
treatment process. The family caregivers learned from 
psychiatric nurses, physicians, and other reliable sources 
and gained experience and rethinking in positive ways. 
There was acceptance and adaptation after 6-12 months. 
They learned the symptoms of the illness to adapt and 
accept, forgive, and become accustomed to the feeling 
of it not being a burden. These were underlying factors 
to shift from negative to positive attitudes toward 
caring for older adults with MDD. It is essential to 
increase awareness and education about MDD and its 
treatment, reduce stigma and fear, and support caregivers.20 

Additionally, attitudes refer to a person’s feelings, 
thoughts, and beliefs toward something. 30 Therefore, 
when the caregivers brought the older adults into 
the treatment process and received information about 
depression, they had conversations to express emotions, 
provided encouragement and support, and had 
individualized access to other caregivers, such as nurses. 
This process resulted in caregivers adopting accurate 
thoughts and beliefs, leading to an improved attitude 
towards their relatives with depression.

 We found that caregivers who developed a 
positive attitude towards caring for an older person 
with depression were better able to cope with them 
and their symptoms. Positive attitudes occurred partly 
due to the acceptance of the illness and the improvement 
in symptoms resulting from caregiving. A similar 
study discovered that increasing depression literacy 
could increase acceptance, attitudes, and positive stigma 
regarding depression.6  Similarly, accepting roles in 
the caregiving of older individuals by family caregivers 
was influenced by elements derived from familial 
commitment.2,31 Awareness is the first step toward 
acceptance or rejection. Illness and care responsibilities 
are the roles that will arise.2,31 In our study, caregivers 
noticed and recognized that older individuals had 
abnormal symptoms. Afterward, the caregivers became 
interested, searching for information and learning 

about behavioral changes or increased symptoms. 
This behavior was intended to give them more 
knowledge and understanding. At this stage, the person 
can be educated about the symptoms and depression, 
depending on personality, values, society, or past 
experiences. It affects the caregiver and influences 
the search for knowledge.31

 In this study, the participants used trial and 
error as a moderation process using experimental 
approaches and methods of care and solving problems 
to find a more suitable way to care for older adults. 
They had the responsibility of deciding whether to 
accept that method or not. At that stage, the individual 
sought specific advice about providing adequate care 
from peers, physicians, and nurses, and the outcome 
was critical in the decision to accept or reject. The 
acceptance process is the stage where the caregiver 
accepts the illness, the role of care, and how to live 
after trying it and implementing it continuously. These 
moderators sought further information to support 
decision-making and enhance the quality of care 
provided.31

 Our participants learned from the experience 
of living with older people, the advice of doctors and 
psychiatric nurses, telling stories, reading, and studying 
until they gained knowledge and understanding of the 
depressive illness and finally accepted the symptoms 
and behavior. They were adapting to a new situation 
to maintain the function of living in a family. 

 Caregivers with a positive mindset towards 
caregiving were happy to perform daily care activities 
and viewed their older relatives with MDD as needing 
care and support. These findings are significant and 
refer to the abilities of personal control boundaries 
and the potential of individuals’ greater understanding, 
self-efficacy, motivation, and ability to access, 
understand and use the information for good health. 
In addition, positive mental health attitudes and beliefs 
positively affect seeking help and treating diseases 
and mental disorders, especially depression, in older 
adults.32
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 Caregivers felt they could cope with symptoms 
and manage them successfully and felt a sense of 
pride. Their attitudes towards those in their care 
changed positively, seeing them as beloved. Most of 
the time, these positive attitudes occur in the caregiver 
of the child or spouse with a pre-existing positive 
family relationship.32,33 Most family caregivers, such 
as children, wives, and husbands, knew that care was 
not a burden even if the illness became more severe, 
and they chose whether to care for or not to care for 
the sick older adult. Each caregiver in our study 
insisted on caring for their relative with depression 
because they saw responsibility as a duty and were 
happy to fulfill this role.

 In Thai culture, an individual who provides 
exemplary care to their family members is 
appreciated. Our participants were proud that they 
could provide better care for older adults in Thai 
society. When family caregivers take good care of 
their sick family members who get better, they are 
appreciated; this reinforces to the caregivers that 
what they have been doing is good and admirable.34,35 

Staying with their family in the community in a 
familiar environment and getting support from their 
relatives yields positive outcomes between the older 
adult and the family caregivers and a positive attitude 
towards caregiving for the older adult with depression.36 
In Thailand and many other parts of Asia, cultural 
and social conventions have established that older 
individuals are supported by family members, particularly 
adult children, through co-residence, as a manifestation 
of generalized reciprocity. This practice is influenced 
by Buddhism, Thailand’s national religion, which 
believes that caregiving is a means of repaying the care 
given by parents to their children during their upbringing. 
The notion of obligation or filial duty is deemed 
indispensable to Thai families.20 

In a fraternal society situated within the same 
village community, the conduct of caregivers who 
provide excellent care for their family members is highly 
valued. This acknowledgment enhances the well-being 

of older adults, validates the praiseworthy nature of 
the caregivers’ behavior, and bolsters their self-esteem 
by instilling a sense of pride in their capacity to tend 
to their loved ones.36

 Our study found that most caregivers insisted 
on providing care because this repaid merit and caring 
for their older adults. Caring for an older relative with 
depression was a substitute for the grace received and 
a willingness to provide further care.37 This finding is 
similar to a previous study on the positive aspect of 
caregiving promoting better relationships between 
older people and caregivers.38 Although some studies 
have found that the relationship between caregivers 
and relatives worsened, some caregivers admitted 
that their caring improved the relationship between 
them due to the time spent closer together and the 
relative showing more love for themselves.38,39

 Caregivers try to adapt to the depressive problem 
in older people by adjusting their behaviors and accepting 
a home environment where relatives need close supervision 
to live happily. Based on the role and environment 
given or changed, it is a way for caregivers to keep 
their mental well-being through remediation and find 
solutions to eliminate or alleviate suffering, frustration, 
and stress. Family caregivers who adapt to their symptoms 
and roles can provide care because they are willing to 
serve their loved ones. In return, they feel gratitude and 
respect and are happy to make the older adult feel better.20 

 From the view of caregivers in families in a 
husband-wife relationship, most of them think of the 
hardships they have spent together and their love for 
each other. Despite feeling tired sometimes, it is an act 
for the people you love. Although families can face 
difficulties that affect their care, such as economic 
problems, they still insist on caring for older adults 
without feeling burdened. Consistent with previous 
research, this study showed that the caregivers understood 
their obligation to repay the favor and act with love 
and gratitude to the older adults who cared for them in 
their youth as a reward. FCs felt happiness and pride 
that they did a good job taking care of their loved ones.
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Limitations

 Data collection was restricted due to the 
COVID-19 pandemic, which made it challenging 
to access participants in a timely manner due to 
the implementation of public health protocols and 
restrictions.

Conclusion and Implications for     

Nursing Practice

This study found that family caregivers play 
a significant role in the care and well-being of older 
people with MDD. For example, suppose the caregivers 
have a positive attitude towards the older person, 
rooted in love and attachment. In that case, positive 
attitudes can facilitate acceptance, adaptation, and 
the pursuit of appropriate care methods for living 
with MDD. 

Caregivers may need time to adjust to the 
demands of caring for a depressed older person, with 
most adjustments occurring within the first one to three 
months. In the early stages, caregivers may struggle 
with caring, but with time and experience, most caregivers 
learn to accept the situation and develop specific care 
guidelines. This process involves gaining practical 
experience and seeking external and internal support 
to assist in the care, whether through professional 
knowledge or other sources of support. Based on our 
findings, our findings support that nurses and healthcare 
professionals must prioritize their knowledge and skills 
in managing depression. Additionally, they should take 
on a mentoring role for caregivers in the initial stages 
of caring for older relatives. To help families adapt and 
acquire the necessary skills and attitudes for caregiving 
for older adults with depression, nurses have a significant 
role in providing education and guidance on treatment 
and offering emotional support and counseling to the 
families, particularly when there are difficulties or 
worsening symptoms. Nurses need to be prepared for 

this role, and resources need to be available for them 
to have education and training regarding care for people 
with major depression in the community. 
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ทัศนคติต่อการเป็นผู้ดูแลผู้สูงอายุที่มีโรคซึมเศร้า: การศึกษาเชิงคุณภาพ

วริยา จันทร์ข�า รังสิมันต์ สุนทรไชยา* ประนอม โอทกานนท์ Jing Jy Wang

บทคัดย่อ: ผู้ดูแลในครอบครัวเป็นบุคคลส�ำคัญที่ให้กำรดูแลผู้สูงอำยุโดยเฉพำะผู้ที่เป็นโรคซึมเศร้ำ 
ทศันคตต่ิอกำรดแูลของผูด้แูลในครอบครวัเกีย่วข้องกบัสขุภำวะของผูส้งูอำยทุีม่โีรคซมึเศร้ำ กำรศกึษำ
พรรณนำเชิงคณุภำพน้ีมีวัตถปุระสงค์เพือ่ส�ำรวจทศันคตขิองผูด้แูลหลกัในครอบครวัต่อกำรดแูลผูส้งูอำยุที่มี
โรคซึมเศร้ำ ผู้เข้ำร่วมกำรศึกษำคือผู้ดูแลในครอบครัวซึ่งเป็นผู้ดูแลผู้สูงอำยุที่มีโรคซึมเศร้ำจ�ำนวน 
17 ครอบครัวทีอ่ำศยัอยูท่ีบ้่ำน คัดเลอืกแบบเจำะจง รวบรวมข้อมลูโดยใช้กำรสมัภำษณ์แบบกึง่โครงสร้ำง
และวเิครำะห์ข้อมลูโดยใช้กำรวเิครำะห์เชงิเนือ้หำ ผลกำรศกึษำพบประเดน็ส�ำคญัสองประกำร 1) “คดิใหม่
ในแง่บวกสู่กำรดแูลผูป่้วย” รวมถงึกำรยอมรบักำรเป็นผูด้แูล และรูส้กึมคีวำมสขุและภมูใิจทีไ่ด้ดแูลคนทีร่กั 
2) “เริ่มต้นด้วยทัศนคติเชิงลบต่อกำรดูแล” รวมถึงควำมไม่แน่นอนเก่ียวกับชีวิตและควำมรู้สึกของ
ควำมทุกข์และควำมคับข้องใจกับหน้ำที่กำรดูแล โดยสรุป ทัศนคติของผู้ดูแลในครอบครัวมีควำมจ�ำเป็น
และส่งผลโดยตรงต่อกำรดูแลผู้สูงอำยุท่ีเป็นโรคซึมเศร้ำ ดังน้ัน พยำบำลและบุคลำกรทำงกำรแพทย์
ควรเข้ำใจกำรดูแลด้วยวิธีกำรเชิงบวกและกำรยอมรับให้ดีขึ้นในผู้ดูแลในครอบครัว เพื่อส่งเสริมทักษะ
และควำมสำมำรถในกำรจัดกำรกับอำกำรซึมเศร้ำ โดยกำรให้ควำมรู้และกำรฝึกอบรมทักษะกำรดูแล
ที่มีประสิทธิภำพและให้ค�ำปรึกษำแก่ครอบครัวในระยะแรกของกำรดูแลผู้สูงอำยุที่มีโรคซึมเศร้ำ
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