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ABSTRACT

Background. Only 10% of older adults who need mental health care
receive it, and most default the treatment. We therefore evaluated the
role of family support in compliance of depression treatment among
older adults.

Methods. A case-control study was conducted. 148 depressed older
adults (aged =60 years) who had defaulted treatment were the cases.
Two control groups were used: one consisted of 148 depressed older
adults who were followed up regularly and another consisted of 148
non-depressed older adults who were followed up for other psychiatric
illness.

Results. Factors associated with defaulting treatment for depression
were being unemployed (odds ratio [OR], 2.64), low education level
(OR, 2.64), lowincome (OR, 1.61) and lack of family support (OR, 12.85).
Multivariate logistic regression showed lack of family support (OR,
12.72; 95% confidence interval [CI], 7.00-23.12), being unemployed
(OR, 3.83; 95% CI, 1.74-8.40), and being illiterate (OR, 2.49; 95% CI,
1.06-5.87) as significant predictors.

Implications. Family members should be aware that family support
plays an important part in patient adherence to treatment.
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INTRODUCTION

The population of older adults in the world will
increase by 21% in the next 50 years. In developing
countries, such population will quadruple to
almost 2 billion by 2050." In Malaysia, almost 10%
of population will be =60 years by 2020, owing
to improved health, longer life expectancy, lower
mortality and fertility.?

In the United States, the burden of mental health
is the same as that of cardiovascular diseases. In
Australia, only a fraction of older adults who need
mental health care receive it.> Depression is a silent
illness and not a consequence of ageing. Depression
can cause physical, cognitive, and social problems,

and delay the recovery from other illnesses. It
increases the risk of suicides, cognitive impairment,
and dependency.* According to the World Health
Organization, depression will be a major burden in
developing countries.” In Malaysia, the prevalence of
depression has been estimated to be 8 to 67%.%®

Older adults are not at higher risk of depression
than younger age-groups.’ It is estimated that only
10% of older adults who need psychiatric help
receive it,'” and 40 to 75% among those who receive
treatment are non-compliant.” The National Institute
of Health has identified several factors causing non-
compliance, including the lack of knowledge of
the illness, cost of treatment, and medication side-
effects.”? Other factors involved are living alone, low
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level of education, death of a spouse, ™ and caregivers
who are unaware of the patient’s illnesses.'*

Geriatrics and psycho-geriatrics are emerging
specialties in Malaysia, but research on the older
adult population is limited. The main objective of this
study was to determine the effect of family support
on older adults defaulting depression treatment.

METHODS

This case-control study was conducted from July
2008 to July 2009 in psychiatric clinics of 4 major
government hospitals in Kedah and Penang states
of Malaysia. Informed consent was obtained from
each participant before the interview. The ethics
committee of the National University of Malaysia
approved the study. Older adults were defined as
those aged =60 years. Cases were defined as those
who had defaulted follow-up for >1 month. Owing
to the small sample size, 2 control groups were
added to enhance the credibility. Control group A
comprised depressed older adults who were followed
up regularly, whereas control group B comprised
non-depressed older adults who were followed up
for other psychiatric illnesses.

The sample size was calculated using data
variables from another study.™ It was estimated
that 144 cases and 288 controls (144 in each group)
were required. All cases and controls were identified
from the hospital records. Cases and controls were
matched for gender, age, and race. Those who refused
to participate, could not communicate effectively, or
untraceable were excluded.

Subjects were interviewed using a yet-to-be-
validated questionnaire. The questionnaire included
a scale to determine the perceived family support,
which comprised financial, time, and emotional
support. There were 4 questions each on time and
financial support and 5 questions on emotional
support. Support was considered positive when half
of the questions in each domain were responded
positively. The respondents were considered to have
family support when they had positive support in
22 domains. The Cronbach’s Alpha reliability score
was 0.953. Odds ratios to estimate risk of defaulting
treatment were calculated using univariate and
multivariate logistic regression analyses.

RESULTS

Of 172 eligible defaulters, 148 agreed to participate
giving a response rate of 86%. The main reason for
non-participation was death, inability to locate the
participants, and refusal. The group consisted of
86 women and 62 men; 89 were Chinese, 42 were
Malays, and 17 were Indians.

Most respondents were aged 60 to 79 years, had
received up to primary level education, married,
unemployed, and resided within 50 km of the hospital
(TasBLE 1). The 2 control groups were combined to
form a single control group to analyse the risk of
defaulting treatment. Illiterate and unemployed
respondents were 3 fold more likely to have defaulted
treatment. Respondents earning <RM600 were twice
as likely to have defaulted (TABLE 2).

Most respondents from the case group did not
have time and emotional support, and the difference
in financial support was not significant. Most
respondents from the control groups had support
in all 3 domains (TaBLE 3). The odds of defaulting
treatment were almost 13 fold when there was no
family support for treatment (TABLE 4).

In the multivariate logistic regression analysis,
lack of family support (OR, 12.72; 95% CI, 7.00-
23.12), being unemployed (OR, 3.83; 95% CI, 1.74-
8.40) and being illiterate (OR, 2.49; 95% CI, 1.06-
5.87) were significant predictors. The model had -2
likelihood ratio of 294.489, a Cox and Snell R squared
of 0.324, and Nagelkerke R square of 0.432 (TABLE 5,).

DISCUSSION

The ability to think, feel, to interact with others,
to share a sense of purpose, to work, to love, to
experience gratification, to care for others and to
maintain self responsibility are precious human
attributes that older adults strive to maintain.”” The
most important attribute that older adults respond
well to is the sense of being needed and being able
to do something worthwhile (e.g. an occupation).
In this study, respondents who were unemployed
were more likely to default treatment, similar to
those with chronic illnesses such as tuberculosis.'
However, this is not always the case. In studies in
Nigeria'” and India,'® psychiatric patients defaulted
treatment because of job commitments.
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TABLE 1
Sociodemographics of the participants

Variable No. (%) of persons
Cases (n=148)  Control A (n=148) Control B (n=148)

Age (years)

60-70 106 (71.6) 120 (81.1) 97 (65.5)

71-80 36 (24.3) 25 (16.9) 42 (28.4)

=81 6 (4.1) 3 (2.0 9(6.1)
Level of education

lliterate 29 (19.6) 13(8.8) 12 (8.1)

Primary 76 (51.4) 73 (49.3) 84 (56.8)

Secondary 40 (27) 50 (33.8) 32 (21.6)

Tertiary 3(2) 12 (8.1) 20 (13.5)
Marital status

Married 111 (75) 106 (71.6) 97 (65.5)

Divorced 32 (21.6) 32 (22.3) 35 (23.6)

Never married 5(3.4) 9 (6.1) 16 (10.8)
Occupation

Self-employed 11(7.4) 36 (24.3) 16 (10.8)

Private 3(2.0) 9(6.1) 3(2.0)

Unemployed 134 (90.5) 103 (69.6) 129 (87.2)
Distance to treatment place (km)

=10 76 (51.4) 77 (52) 70 (47.3)

11-50 62 (41.9) 64 (43.2) 76 (51.4)

=51 10 (6.8) 7.7 2(1.4)

TABLE 2

Risk analysis of sociodemographics in older adults defaulting treatment for depression

Variable No. (%) of persons p Value OR (95% Cl)
Cases (n=148) Controls A + B (n=296)
Level of education <0.001 2.64 (1.48-4.70)
lliterate 29 (19.6) 25 (8.4)
Literate 119 (80.4) 271 (91.6)
Marital status
Unmarried 37 (25) 93 (31.4)
Married 111 (75) 203 (68.6)
Income (RM) 0.03 1.61 (1.03-2.52)
=600 112 (75.7) 195 (65.9)
>600 36 (24.3) 101 (34.1)
Occupation <0.001 2.64 (1.43-4.89)
Unemployed 134 (90.5) 232 (78.4)
Employed 14 (9.5) 64 (21.6)
Residing with whom during treatment
Family 118 (79.7) 249 (84.1)
Others 30 (90.5) 47 (15.9)
Carer during treatment
Family 124 (83.8) 254 (85.8)
Others 24 (16.2) 42 (14.2)
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TABLE 3

Family support to treatment

Variable

No. (%) of persons

Cases (n=148)

Controls A + B (n=296)

Financial support
Money for transport
No
Yes
Money for medicine
No
Yes
Money for hospital fee
No
Yes
Money for food
No
Yes
Overall
No
Yes
Time support
Send to hospital
No
Yes
Wait with respondent in hospital
No
Yes
Meet the doctor
No
Yes
Send respondent home
No
Yes
Overall
No
Yes
Emotional support
Takes interest in illness
No
Yes
Takes interest in respondent taking medications
No
Yes
Takes interest in appointments
No
Yes
Discusses with doctor
No
Yes
Ask type of treatment preferred by respondent
No
Yes
Overall
No
Yes

68 (45.9)
89 (54.1)

75 (25.3)
221 (74.7)

87 (29.5)
209 (70.6)

89 (30.1)
207 (69.9)

74 (25)
222 (75)

75 (25.3)
221 (74.7)
60 (20.3)

236 (79.7)

70 (23.6)
226 (76.4)

74 (25)
222 (75)

60 (20.3)
236 (79.7)

60 (20.3)
236 (79.7)
43 (14.5)

253 (85.50

52 (17.6)
244 (82.4)

44 (14.9)
252 (85.1)

86 (29.1)
210 (70.9)

97 (32.8)
199 (67.2)

53 (17.9)
243 (82.1)
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TABLE 4
Risk of defaulting treatment with versus without family support

Variable No. (%) of persons p Value OR (95% Cl)
Cases Controls A + B
Family support <0.001 12.85 (8.01-20.60)
No 104 (70.9) 46 (15.5)
Yes 44 (29.7) 250 (84.5)
TaBLE 5

Multivariate logistic regression

for the risk of defaulting treatment

Risk factors Regression Standard error Wald p Value Adjusted OR 95% Cl
coefficient

Family support (no vs yes) 2.54 0.31 69.71 0.001 12.72 7.00-238.12

Occupation (unemployed vs employed) 1.34 0.40 11.19 0.001 3.83 1.74-8.40

Income (<RM600 vs >RM600) 0.30 0.32 0.89 0.345 1.35 0.72-2.53

Education (illiterate vs literate) 0.91 0.44 4.39 0.036 2.49 1.06-5.87

Not having family support can be a reason
for non-compliance and defaulting psychiatric
treatment.” Family support can increase patient
compliance to treatment for many illnesses® as well
as depression.” Thus, it is important to involve family
members in the treatment plan. Most caregivers do
not know the type of treatment the patients were
receiving." In 213 schizophrenic patients, those who
did not comply with treatment had family members
who did not participate in the treatment.?? Family
support is positively associated with compliance to
anti-psychotic treatment,® and appears essential in
compliance to all types of psychiatric treatment.*?

The lack of family support may be due to
discharged patients not undergoing the rehabilitation
process and caregivers not propetly instructed to
care for their family members.*® Weakness in the
family structure brought about by the death of a
spouse or not having children or migration of the
children may be another reason,” as is ‘denial” by
family members,”® and the stress felt by the family
members who feel trapped with no consideration of
their own needs.”

CONCLUSION

Good family support can be obtained if caregivers
are informed about the illness of their relative.
The treatment plan should be discussed with
family members and they should be told about the

importance of support, especially emotional support
for the patient.

ACKOWLEDGEMENT

This study received a research grant from the
National University of Malaysia.

REFERENCES

Venne R. Mainstreaming the concerns of older persons into the social
development agenda. United Nations Secretariat: Division for
Social Policy and Development; 2005.

Department of Statistics. Malaysia. Senior citizens and population.
Ageing in Malaysia. Population Census Monograph Series no. 4.
Kuala Lumpur: National Printing Department; 1998.

Andrews G, Hall W, Teesson M, Henderson Sl. The mental health
of Australians. Canberra, ACT: Commonwealth of Australia
Department of Health and Aged Care; 1999.

Maynard CK. Differentiate depression from dementia. Nurse
Pract 2003;28:18-29.

Murray CJ. Rethinking DALYs. In: Murray CJ, Lopez AD, eds.
The global burden of disease. Geneva: World Health Organization,
Harvard School of Public Health, World Bank; 1996.

Al-Jawad M, Rashid AK, Narayan KA. Prevalence of undetected
cognitive impairment and depression in residents of an elderly
care home. Med | Malaysia 2007;62:375-9.

Rashid AK, Narayan KA, Azizah AM. The prevalence of cognitive
impairment and depression and their associated factors in an
elderly population in two villages in Kedah, Malaysia. Malaysian
J Public Health Med 2006;6:29-37.

Sherina SM, Rampal L, Aini Maridah, Nurhidayati MH. The
prevelance of depression among the elderly in an urban area of
Selangor, Malaysia. Int Med ] 2005;4.

Robert RE, Kaplan GA, Shema SJ, Strawbridge WJ. Does
growing old increase the risk for depression. Am | Psychiatry
1997;154:1384-90.

10. National Institute Of Health. Consensus development conference

Asian Journal of Gerontology & Geriatrics Vol 6 No 1 June 2011 33



Rashid and Rahmah

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

statement. Diagnosis and treatment of depression in late life, NIH
1991. Available from: http://www.Mentalhealth.Com/Book/Pus-
Dpolhtm.

Salzman C. Medication compliance in the elderly. ] Clin Psychiatry
1995;56(Suppl 1):518-23.

Kennedy ]JG. Geriatric: myths and perspectives: demographics.
Medscape Psychiatr Ment Health 2003;8.

Savikko N, Routasalo P, Tilvis RS, Strandberg TE, Pitkala KH.
Predictors and subjective courses of loneliness in an aged
population. Arch Gerontol Geriatr 2005;41:223-33.

Boyle E, Chambers M. Medication compliance in older individuals
with depression: gaining the views of family carers. ] Psychiatr
Ment Health Nurs 2000;7:515-22.

Sirey JA, Bruce ML, Alexopoulos GS, Perlick DA, Friedman SJ.
Meyers BS. Stigma as a barrier to recovery: perceived stigma and
patient-related severity of illness as predictors of antidepressant
drug adherence. Psychiatr Serv 2001;52:1615-20.

Hasker E, Khodjikhanov M, Usarova S, Asamidinov U, Yuldashova
U, van der Werf MJ, et al. Default from tuberculosis treatment in
Tashkent, Uzbekistan; who are these defaulters and why do they
default? BMC Infect Dis 2008;8:97.

Adeponle AB, Obembe A, Suleiman GT, Adeyemi O. Missed first
appointments: prevalance and associated factors in first time
attendees at an outpatient psychiatric clinic in Nigeria. Ment
Health, Relig Cult 2007;10:609-20.

Roy R, Jahan M, Kumari S, Chakraborty PK. Reasons for drug
non-compliance of psychiatric patients: a centre based study. |
Indian Acad Appl Pscychol 2005;31:24-8.

Leverich GS, Post RM, Rosoff AS. Factors associated with relapse
during maintenence treatment of affective disorders. Int Clin
Psychophamacol 1990;5:135-56.

Sherbourne CD, Hays RD, Ordway L, DiMatteo MR, Kravitz RL.

21.

22.

23.

24.

25.

26.

27.

28.

29.

34 Asian Journal of Gerontology & Geriatrics Vol 6 No 1 June 2011

Antecedents of adherence to medical recommendations: results
from the Medical Outcomes Study. ] Behav Med 1992;15:447-68.
Voils CI, Steffens DC, Flint EF, Bosworth HB. Social support and
locus of control as predictors of adherence to antidepressant
medication in an elderly population. Am | Geriatr Psychiatry
2005;13:157-65.

Olfson M, Mechanic D, Hansell S, Boyer CA, Walkup ], Weiden PJ.
Predicting medication noncompliance after hospital discharge
among patients with schizophrenia. Psychiatr Serv 2000;51:216-
22.

Lanouette NM, Polsom DP Sciolla A, Jeste DV. Psychotropic
medication nonadherence among United States Latinos: a
comprehensive literature review. Psychiatr Serv 2009;60:157-74.
Shariff SA, Evans M, King D. Reason for non compliance to
treatment among patients with pscychiatric illness. A qualitative
study. SA Fam Pract 2003;45:10-3.

Baby RS, Gupta G, Jain A, Nehra R. A psychosocial study of
treatment adherence in psychiatric patients. In: Verma V],
Kulhara P, Masserman CM, Malhotra A, Malik SC, editors. Social
psychiatry: a global perspective. Delhi: Macmillan India Limited.
Salleh MR. Decentralization of psychiatric services in Malaysia—
what is the prospect? Singapore Med ] 1993;34:139-41.

Hogan MEF, Paterson DA. 2005-2009 statewide comprehensive
plan for mental health service services: Chapter 3: Collaboration to
strengthen planning. Office of Mental Health. 2005. Available from
www.omh.state.ny.us/omhweb/statewideplan/2005/chapter3.
ttm.

D’ Afflitti JG, Weitz GW. Rehabilitating the stroke patient through
patient-family groups. Int ] Group Psychoter 1974;24:323-32.
Brooks DN, McKinlay W. Personality and behavioural changes
after severe blunt head injury—a relative’s view. | Neurol
Neurosurg Psychiatry 1983,;46:336-44.



