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of depr essive symptoms and minor to mild

INTRODUCTION

depression.   In contrast, in Asian countries, the
The issues of depressive symptoms are largely

morbidities of serious depression are higher than

influenced by social-cultural context of each country.  

the morbidities of minor to mild depression.  The

Not only the methods to assess seriousness of the

morbidities of serious depression in Asian countries

depressive symptoms differ, but also the experience

are also never lower when comparing with the

and interpretations of the illness are embedded in

morbidities in Western countries.   According to

each social-cultural context.  

Chin and Furukawa (ibid.), this is inconsistent with

Based on the review ar ticle by Chin and

what previous studies have suggested that Asian

Fur ukawa (2008), this paper compar es the

countries have fewer serious depression problems.  

morbidities as well as the experience of depressive

The prevalence rates of depressive symptoms are

symptoms in dif ferent countries.   This paper

also lower in Asian countries when assessed based

then turns to the data from panel survey that the

on other standards than DSM or ICD.  For example,

author and her colleagues conduced to frail seniors

according to the assessment based on the Geriatric

and their family caregivers in Japan.   This paper

Depression Scale (GDS), the prevalence rates of

concludes with pointing out the task of future-

depressive symptoms in Hong Kong, Indonesia,

sociological studies in relation to depressive

Vietnam, and Japan range from 13 to 34 percent.  

symptoms among seniors.  

The prevalence rates assessed based on the
Geriatric Mental State and the Automated Geriatric
Examination for Computer Assisted Taxonomy

DEPRESSSIVE SYMPTOMS IN DIFFERENT

(GMS-AGECAT) are 5.9 percent both in Taiwan and

COUNTRIES

a regional area in China.  These are lower than the
prevalence rates of depressive problems assessed

Chin and Furukawa (2008) reviewed existing

in the same manners in Western countries which

studies to compare the morbidities of depressive

range from 1.6 to 49.0 percent.

symptoms in different countries.  Table 1 presents

Chin and Furukawa (ibid.) also cite the study

their review summary.  Among Western countries,

conducted by Lawrence, et al (2006) to compare

the morbidities of major depression among seniors

how the experience and interpretation of depressive

are relatively low compared to the morbidities

symptoms vary by culture.  They report that, when
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comparing Caribbean, South Asian, and Caucasian

consider depression as a disease while Asian people

residents in UK, Caribbean and Caucasian people

consider depression stem from “too much worry".

Table 1.  Mobility of depressive symptoms among seniors living in community
Age

Depressive
symptoms
(%)

MinorDepression
(%)

DSM-MD or
ICD-10
moderatesevere
depression(%)
1.2

Author

Country

Snowdon & Lane (1995)
Wilhelm, et al (2003)

Australia

>= 65

Xavier, et al. (2002)

Brazil

>=80

Newman, et al (1998)
Patten (2001)

Canada

>=65

11

3.6

0.9~1.6

Battaglia, et al.(2994)

Italy

>=60

30

3.1

9.4

Lobo, et al. (1995)

Spain

>=65

2.5

Forsell & Winblad (1999)

Sweden

Gostynski, et al. (2002)

Switzerland

>=65

Ohayon, st al. (1993)

UK

>=65

minor or mild depression: 4.7

McCAll, et al. (2002)
Mojtabai & Olfson (2004)

USA

>=65

minor or mild depression: 2.5

Tachimori, et al. (2006)

Japan

>=65

0.7

Lee, et al. (2007)

China

>=65

Kim, et al. (2004)
Ohayon & Hong (2006)

Korea

>=65

4.6

Liu, et al. (1997)

Taiwan

>=65

6.1(rural)

Kua, et al. (1996)
Chin & Furukawa (2008)

Singapore

>=65

DSM-IV minor
depression or
ICD-10 mild
depression (%)

minor or mild depression: 12

12

1.3

1

median
age:85

4.1

8

0.2

0.7

3.3

0

2.6

5.2

In the meantime, all ethnic groups agree that

and exhaustion while Asian patients usually do not

depression deprives self-confidence.  The difference

exhibit such problems.  

lies in that Asian patients of depression tend to

Reflecting these differences by ethnic group,

become more introver ted and isolated, as well

Jang, et al.(2001) indicate the necessity of re-

as developing excessive sensitivity.   In addition,

examining the validity of measurement scales.  For

many Caucasian and Caribbean patients who suffer

example, one of the question items in the GDS scale

from depression complain the feeling of despair

asks, “Do you prefer staying at home to going out?"  
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caregivers, it is also assumed that the way to use

“yes" to this question implies depressive tendency

public ser vices are different, which will naturally

in the context of American culture while, in Korea,

bring about differences in the practice of caregiving

spending long hours at home never connotes

as a whole.  

negative condition of mental health.  Rather, when

Table 2 presents the summary of demographic

considering that many Korean seniors are living

information on the research sites.  The information

with younger family members, staying at home

is also compared with the census data as of fiscal

can even suggest that the seniors maintain good

year 2003 when the first sur vey was conducted.  

relationships with other family members.    

LTCI is the abbreviation for the Long-Term Care
Insurance System, a national long-term care
insurance system introduced in 2000 in Japan.  

DEPRESSIVE SYMPTOMS AMONG FRAIL

LTCI covers most long-term care services such as

SENIORS AND

nursing homes, day-center ser vices, and in-home

FAMILY CAREGIVERS IN JAPAN

personal care services. These services are available
to people aged 65 years and older and anyone

PANEL SURVEY

who aged 40 to 64 and suf fering from illnesses
designated by the LTCI Law.  Those who want to

In order to probe into the problems related

use LTCI services must submit to an evaluation.  In

to depressive symptoms among frail seniors and

the evaluation, the individual's physical and mental

their family caregivers in Japan, this paper turns

condition are recorded and entered into a computer

to data from the panel sur vey conducted by the

program designed by the central government.  

author and her colleagues.   The research was

The computer program then puts the applicant

conducted in K Ward located in east part of Tokyo

into one of six categories based on the severity of

Prefecture, a highly urbanized area, and O City in

their condition (LTCI need level): level1 is least

Akita Prefecture which is located in north-east part

serious and level 6 is most serious1.   Individuals

of mainland Japan, a regional area.   We selected

in the higher levels of need are eligible for more

these two research sites, considering that urbanized

services.  Users pay ten percent of the cost of LTCI

and regional areas differ in terms of notions and

services on top of their premium payments and the

practices of caregiving.  Generally speaking, there

remainder is reimbursed to ser vice providers by

are more seniors in urbanized areas who choose

LTCI.

to live separately from their children.  In addition,

As indicated in Table 2, the number of those who

when they become in need of suppor t, many of

are aged 65 years and older is larger in O City

them turn to their biological daughters for help.  

(26.9%) than the number nationwide while the

In regional areas, on the other hand, traditional

number of the age group in K Ward is smaller

norm of family caregiving still remains such as

(18.0%) .  The number of those who are eligible for

that the eldest son should live with his old parents

LTCI services among those aged 65 years and older

and daughter in law (the wife of the eldest son) is

is also higher in O City (13.4%) when compared to

expected to undertake the actual task of caregiving.  

K Ward and to the number nationwide.

Reflecting these differences in the roles of family

21

PROJECT 1

According to Jang, et al (ibid), the response of

東洋大学／福祉社会開発研究

2号（2009年3月）

Table 2.  Demographic information on research sites as of fiscal year 2003.

PROJECT 1

Population
Nationwide (nationwide)

Number of those aged
65years and older(a)

Number of those
eligible for LTCI(b)

(b) / (a)

127,000,000

23,167,947(18.2%)

2,981,883

12.9%

K Ward (urban)

434,825

78,187(18.0%)

9,593

12.3%

O City (regional)

74,437

19,985(26.9%)

2,668

13.4%

The first sur vey was conducted in 2003

while the number of paired sample was 283 (54.4%).  

based on face-to-face inter view using structured

When comparing the distribution of the LTCI need

questionnaire.   The subjects are those who are

levels of our senior sample and the governmental

65 years and older and are eligible for the LTCI

information on the distribution of the entire seniors

services, and their family-primary caregivers.  Table

eligible for LTCI in each research site, there was no

3 presents the number of responses.  In K Ward, 695

significant difference.  Thus, it is assumed that our

seniors (65.8%) responded, and 655 (62.0%) family

sample reflects the overall characteristics of those

caregivers responded.  Among these subjects, there

who are eligible for the LTCI ser vices in the two

were the cases in which only a senior or a caregiver

research sites in terms of LTCI need level.

responded while there were also the cases in which

The second survey was conducted in 2005 with

both a senior and the caregiver responded as pairs,

the inter val of two years to the same subjects.  

and the number of the latter cases was 465 (44.0%).  

As presented in Table 4, among 1,577 samples

In O City, 390 (75.0%) seniors among 520 seniors

responded to our first sur vey, 1,373 samples

responded, and 381 (73.3%) caregivers responded,

responded in the second survey.

Table 3.  Response to survey
Research site

Subjects

Seniors’ response

Caregivers’ Response

Responses collected as
pairs

K Ward
(urban)

1,057
(100.0%)

695
(65.8%)

655
(62.0%)

465
(44.0%)

O City
(regional)

520
(100.0%)

390
(75.0%)

381
(73.3%)

283
(54.4%)

Total

1,577
(100.0%)

1,085
(68.8%)

1,036
(65.7%)

748
(47.4%)

Table 4.  Responses to the second survey
Research site

Subjects

Seniors’
response

Caregivers’
response

Caregivers’ responses on
institutionalizing/deceased
seniors

Responses
collected as
pairs

K Ward
(urban)

885
(100.0%)

410
(46.3%)

326
(36.8%)

157
(17.7%)

227
(25.6%)

O City
(regional)

488
(100.0%)

243
(49.8%)

214
(43.9%)

129
(26.4%)

158
(32.4%)

Total

1,373
(100.0%)

653
(47.6%)

540
(39.3%)

286
(20.8%)

385
(28.0%)
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CES-D SCORES AND RELATED VARIABLES

possible reasons.   One is that, when the seniors
who have serious physical and/or mental conditions
could not respond to our sur vey, only caregivers

means of CES-D scores of seniors and caregivers

responded to our survey.  Therefore, paired-sample

are compared by research site.   The outcome is

is consequently comprised of relatively healthy

presented in Table 5.  The upper part of the table

seniors and their caregivers.  It is also suspected

is based on the overall sample, and the bottom

that the r elationships between seniors and

part of the table is based on the paired-sample in

caregivers in the paired-sample were maintained

which both seniors and caregivers responded to

good enough so that they were willing to respond

our survey.  The mean of the CES-D scores of the

to our sur vey together, and this might prevent

paired sample is slightly higher, and there are two

depressive symptoms from being developed.

Table 5. CES-D score (mean) by research site
K Ward
(urban)

O City
（regional）

Test

CES-D (Seniors)

6.98

6.10

n.s.

CES-D (Caregivers)

5.57

5.22

n.s.

CES-D (Seniors)

6.68

5.42

n.s.

CES-D (Caregivers)

5.20

4.78

n.s.

<Paired-sample>

When comparing by research site, the means

and senior’s IADL score have significant relations.  

of CES-D scores of both seniors and caregivers

It appears that, in K Ward, senior’s depressive

are slightly higher in K Ward but there are no

symptoms are moderately related to caregiver’s

significant differences from the scores in O City.  

depressive symptoms.  It is also suggested that the

When comparing based on the paired-sample,

seniors who have more difficulties in instrumental

similar outcomes are obtained in which the means

daily activities tend to develop depr essive

of CES-D scores of both seniors and caregivers

symptoms.   The “relation to caregiver” has a

are higher in K Ward but there are no significant

significant influence as well, and CES-D scores are

differences from the scores in O City.

higher among seniors who are primarily cared by
“care workers”.  Considering that “family structure”

Table 6 examines how seniors’ CES-D score is

does not have a significant influence, it is suspected

related to demographic variables, physical and mental

that the seniors who are cared by “care workers”

capacity, caregivers’ CES-D score, family structure,

are not necessarily living alone but their families

relation to caregiver, and relationship between

still do not ser ve as primar y caregivers for some

caregiver and senior.   In K Ward, “senior’s age”,

reason.  What also needs to be noted is that, among

“senior’s sex”, “ADL”, “IADL”, “MMSE” score, and

independent variables put into the equation, the ”

“family structure” do not have significant relations

relationship with caregiver evaluated by senior” and

with CES-D score while caregiver’s CES-D score

“relationship evaluated by caregiver” have strong
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Table 6.   Senior’s CED-D score (mean) and demographic variables, physical and mental
capacity, family structure and relation with caregivers

PROJECT 1

K Ward

O City

Senior's age

Y=-0.01

Y=0.02

Senior's sex

Male

6.71

6.08

Female

7.12

6.11

F=0.22

F=0.94

ADL

F=1.12

F=1.31

IADL

F=3.57***

F=0.61

Y=-0.01

Y=0.09

TEST

MMSE

Y=0.22**

Caregiver’s CES-D score
Family

Caregiver

Y==0.17**

Living along

6.93

6.44

Living with spouse

6.53

5.83

Living with married child

6.71

5.33

Living with unmarried child

6.83

6.11

Others

6.00

5.24

TEST

F=0.24

F=0.81

Spouse

6.67

6.05

Child

6.61

5.89

Child-in-law

6.49

5.06

Care worker

8.03

7.39

Others

6.85

5.68

TEST

F=3.54**

F=4.19**

Relationship with caregiver evaluated by senior
Very good

5.95

5.83

So so

7.27

5.44

Not so good

9.00

6.18

6.57

---

F=5.37**

F=0.55

Very good

6.22

5.87

So so

7.48

6.29

Not so good

10.74

7.11

Not good at all

18.5

4.33

F=18.10***

F=0.87

Not good at all
TEST
Relationship with senior evaluated by caregiver

TEST
* p<0.05 **p<0.01 ***p<0.001   Y: Pearson’s correlation efficient  
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influences.  Especially, the “relationship evaluated

COMBINATION OF CES-D CATEGORIES OF

by caregiver” has a larger F-coefficient (18.10) than

SERNIOS AND CAREGIVERS

by senior” (5.37).  This suggests that not the senior’

Focusing on the paired sample, seniors and

s assessment of senior-caregiver relationship but

caregivers are categorized into the following three

the caregiver’s assessment influences seniors’

groups:

depressive symptoms.  When caregivers consider

●

their relationships with seniors are not good, many

Both seniors and caregivers are less
depressive: CES-D scores of both a senior and
his/her caregiver are at mean level or lower,

of them probably do not provide much care either,
and these might be leading to the development of

●

seniors’ depressive symptoms.

Inconsistent: either the CES-D score of senior
or caregiver is higher than the mean, and

The outcomes in O City are similar in that

●

Both are depressive: CES-D scores of both a

caregiver’s CED-D scores are moderately related to

senior and his/her caregiver are higher than

senior’s CES-D score as well as that the seniors who

the mean.

are primarily cared by “care workers” are likely to

As presented in Table 7, the distributions of the

have high CES-D scores.   In the meantime, the ”

three groups are significantly different between

relationship with caregiver evaluated by senior”

K Ward and O City.  In K Ward, the majority (44.7

and “relationship evaluated by caregiver” do not

percent) fall under the category of “inconsistent”.  

have significant influences.  When examining the

The number of those who fall under the category

means of “relationship evaluated by caregiver” and

of “both are depressive” is also larger in K Ward.  

“relationship evaluated by senior” by research site,

On the other hand, in O City, 49.2 percent fall

there are no significant differences.  Thus it does

under the categor y of “not or less depressed”.  

not necessarily mean that the relationships between

This suggests that although there is no significant

caregivers and seniors are better maintained in

difference between the means of seniors’ CES-D

O City.  It is a task of future studies to probe why

scores in the two areas, depressive mood is more

the influences of relationship indicators to seniors’

prevalent in K Ward where more than 60 percent

CES-D scores differ between urban and regional

of seniors-caregiver pairs struggle by either senior

areas.

or caregiver or both suf fering from depressive
symptoms while, in O City, about half of seniorscaregiver pairs are free from such problems.

Table 7. Combination of CES-D categories of seniors and caregivers by research site   
Both less  
depressive

Inconsistent

Both
Depressive

TOTAL

TEST

K Ward

163(36.5%)

200(44.7%)

84(18.8%)

447(100%)

X2=11.19**

O City

130(49.2%)

95(36.0%)

39(14.8%)

264(100.0%)

* p<0.05  **p<0.01 ***p<0.001
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Table 8 compares the three categories based

spouse caregivers are tend to be isolated without

on demographic variables, physical and mental

having enough suppor tive network or using

capacity, family structure, relation to caregivers, and

necessar y ser vices.   These particular conditions

relationship between seniors and caregivers.   As

of old-spouse caregivers appear to increase not

presented in the table, in K ward, only sociological

only their depressive symptoms but also seniors’

factors such as “relation to caregiver”, ”relationship

depressive symptoms.   In the meantime, the

with caregiver evaluated by senior” and “relationship

relationships between seniors and caregivers have

evaluated by caregiver” have significant influences.  

strong influences, and this is consistent with the

In the meantime, “senior’s age”, “senior’s sex”,

outcomes indicated in Table 6.

“ADL”, “IADL”, or “MMSE” score does not indicate

In O City, “seniors’ sex” and “relation to

statistically significant influence.

caregiver” are significant, and both seniors and

Regarding relation to caregiver, both a senior

caregivers are developing depressive symptoms

and the caregiver are likely to be “less depressive”

when seniors are male and caregivers are spouses

when the primar y caregiver is a “child”.   Close

(wives).   This emphasized the seriousness of

examination revealed that the “child” caregivers are

depressive symptoms when primar y caregivers

mostly daughters (table is not presented).   Long

are old spouses.  At the same time, the relationship

(2009), one of the project member of the panel

between caregiver and seniors does not have

sur vey , conducted qualitative analysis on the

influences as the outcomes in Table 6.  This again

reason why caregivers undertook the role.   She

points out the dif ference between urban and

suggests that daughters tend to choose the role

regional areas.    

of caregivers based on their own will while others
become caregivers because of expectations from

INSTITUTIONALIZATION AND CES-D SCORES

other family members or there is no one else to
take care of the seniors.  She also describes how

Table 9 presents the outcomes of the ANOVA

these daughters’ conscious choice of undertaking

analyses to examine how depressive symptoms  

caregiving roles ser ves as a strong foundation

are related to the institutionalization of seniors,

for them to maintain positive attitude even in

after controlling for the influence of other variables

difficult times.   Table 8 might be indicating that,

which exhibited significant influences on seniors’

in K Ward, the positive attitude of such daughter-

depressive symptoms in previous analyses.   The

caregivers help not only themselves but also seniors

data of the independent variables were collected

to maintain good mental health conditions.   In

in the first sur vey.   The information on whether

contrast, both a senior and the caregiver are likely

seniors were institutionalized or not was collected

to Develop depressive symptoms when caregivers

in the second survey which was conducted with the

are spouses.  Considering that care-receivers are at

interval of two years after the first survey.

their old age, the spouse-caregivers are assumed

As indicated in the table, CES-D category does

to be also old and the burden they experience from

not have significant relation to institutionalization

caregiving must be especially serious because

in two years either in K Ward and O City.   The

of their own weakening physical conditions.   In

same analyses are conducted while replacing

addition, previous studies have suggested that old-

CES-D categor y with senior’s CES-D score and
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Table 8.  CES-D categories and demographic variables, physical and mental capacity, family structure and
relation with caregivers
<K Ward>
Both less  
depressive

Inconsistent

Both
depresssive

Both less  
depressSive

Inconsistent

Both are
depresssive

m=80.55

m=78.73

m=77.67

m=80.76

m=83.16

m=77.13

48

31

24↑

82

64

15

m=13.94

m=15.64

m=12.51

m=12.68

m=20.92

m=22.62

TEST

F=1.18

Senior's

Male

56

Sex

Female

107

TEST
ADL

F=1.28
74

41

126

43

X2=5.14
m=12.78

m=14.01

X2=10.18**
m=14.66

F=1.32
IADL

m=11.77
TEST

MMSE

m=22.76

m=12.63

m=22.04

m=11.64
F=1.10

m=22.18

F=1.30

m=21.89
F=0.95

Living along

22

15

6

8

8

1

Living with spouse

48

66

37

25

20

15

Living with married child

47

62

20

65

46

14

Living with unmarried child

38

50

20

24

14

8

Others

8

7

1

8

7

1

TEST
Caregiver

F=1.20

F=1.82

TEST
Family

m=12.32

m=13.16

X2=10.89

X2=9.61

Spouse

65

103

55↑

46

31

29↑

Child

64↑

56

17

40

27

8

Child-in-law

24

34

8

40

31

1

Care worker

2

2

3

0

0

0

Others

8

5

1

4

6

1

TEST

X2=22.68**

X2=26.53***

Relationship with caregiver evaluated by senior
105↑

83

25

57

40

22

So so

53

107↑

53↑

71

48

15

Not so good

3

7

4

2

7

2

Not good at all

2

3

2

0

0

0

Very good

TEST

X2=32.47***

F=2.25

Relationship with senior evaluated by caregiver
112↑

111

32

74

52

29

So so

49

79

43↑

51

39

8

Not so good

2

9

5

1

4

1

Not good at all

0

0

2

1

0

0

Very good

TEST

X2=29.03***

* p<0.05  **p<0.01 ***p<0.001
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Table Table
9. Institutionalization
and
CES-D
categories
(ANOVA)㩷
9.  Institutionalization and
CES-D
categories
(ANOVA)
<K<KWard>
<O
CIty>
Ward>
<O
CIty>
Institutionalized
Institutionalized
Institutionalized
Institutionalized
or not
or not
㩷
or not
or not
CES-D category
n.s.
n.s.
CES-D category
n.s.
n.s.
n.s.
n.s.
MMSE score
MMSE score
n.s.
n.s.
IADL score
**
△
IADL score
**
䂦
n.s.
n.s.
Relation to caregiver
Relation to caregiver
n.s.
n.s.
n.s.
n.s.
Relationship evaluated by senior
Relationship evaluated by senior
n.s.
n.s.
*
n.s.
Relationship evaluated by caregiver
Relationship evaluated by caregiver
*
n.s.
* p<0.05  **p<0.01 ***p<0.001
* p<0.05 **p<0.01 ***p<0.001
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The analysis
Figure
1 was
conducted
by one ofofthe
the panelNote:Note:
The analysis
of Figure 1ofwas
conducted
by one
of the co-researchers
theco-researchers
panelsurvey project,ofMasumi
Nishida (2009).
survey project, Masumi Nishida㩷 䋨2009䋩.
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caregivers’ CES-D score respectively, and neither of

impacts of these social factors differ between urban

the variables has significant relation in the research

and regional environment.  
This paper also delineated the risk groups

Lastly, Figure 1 examines how CES-D scores and

of people who are likely to develop depressive

other subjective health conditions change before

symptoms, that is the seniors cared primarily by

and after institutionalization. The outcomes indicate

care workers and old couples of either husband or

that, the complaints of accumulative-physical fatigue

wife in need of care and the other’s providing care.  

by caregivers are considerably improved, however,

Considering that the roles of families are changing

CES-D scores, morale, and self-rated-health

and there are more seniors who cannot rely on

deteriorate after seniors are institutionalized.

their children, it is expected that the number of

These outcomes suggest that depressive

seniors who are primarily cared by “care workers”

symptoms of seniors or caregiver are not related

increase.  The seriousness of the burden among old-

to the institutionalization of seniors two years

spouse caregivers has been addressed in previous

ago, while caregivers tend to develop depressive

studies(Tennstedt et al.1992; Shultz et al.2004).   As

symptoms as well as other subjective health

people live longer while the number of old people

problems after seniors are institutionalized.

increases, the number of seniors who are cared

CONCLUSION

by old-spouse caregivers is also increasing.  Such

In Japan, seniors have the highest incident

cases are increasingly receiving attentions in Japan

rate of suicide compared to other age groups, and

as the issue of ‘老々介護’ after a series of suicides

depression is considered to be one of the reasons.  

and murders committed by old-spouse caregivers

However, the seriousness of depressive symptoms

were reported in media.     

and their influences have not been fully explored

Existing discussions on frail seniors and their

(Suda & Takahashi, 2006).   This paper suggests

caregivers tend to be focused on instr umental

the impor tance of social-cultural perspective in

suppor t, however, addressing their psychiatric

approaching the issue.     

needs while considering the dif ference of their

The review ar ticle of Chin and Fur ukawa

social environment appears to be an important task

(2008) demonstrates that not only the morbidity

of future studies.

of depressive symptoms but also the experience
and interpretation of the mental health problems
are intertwined with social-cultural context of each
country.  The data presented in this paper indicates

Note: This paper was presented in the 12th annual

that those social-cultural differences are matters

meeting of the East Asian Association of Cultural

of degree, and the experience of care-receiving

Psychiatr y, held in the Son-Moon Lake, Taiwan,

and caregiving varies even in the same countr y.  

from December 18 to 20, 2008.

It is suggested that depressive symptoms among
frail seniors and their family caregivers are closely
related to social factors such as who ser ves as
the primar y caregiver as well as the relationship
between a senior and the caregiver.  In addition, the
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sites (table is not presented).  
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