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Abstract 

This study pursues a three-fold objective. Firstly, it aims to examine the existence of an 

association between three key socioeconomic status (SES) indicators – education, social 

class, and cash margin – and depressive symptoms among older adults in Sweden. Secondly, 

it seeks to identify the indicator with the most pronounced impact on depressive symptoms in 

this age group. Thirdly, the study investigates whether additional factors influence the 

observed association between SES indicators and depressive symptoms.  

 

Utilizing data from the Swedish Longitudinal Study of Living Conditions of the Oldest Old in 

2014 (SWEOLD-2014), logistic regression and Average Marginal Effect (AME) methods 

were employed. The results reveal that all SES indicators exhibit associations with depressive 

symptoms among older adults. Notably, the association with cash margin is found to be the 

most robust. Furthermore, the study indicates that the relationships between SES indicators 

and depressive symptoms are partially influenced by social life, health problems, and feeling 

unsafe in the living environment.  

 

Keywords: Old adults, Depression, Depressive symptoms, Late life health, Mental health, 

Socioeconomic status, SES indicators, Education, Social class. 
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Introduction 

Depression is common among older generations and has been an important subject of various 

research fields. However, mapping out the problem remains challenging for health services, 

close relatives, and even old adults themselves (Folkhälsomyndigheten 2021). Today, about 

6% of older adults worldwide deal with depression (WHO 2023). In Sweden, there has been 

an increase of 3.3% in psychological distress among Swedish individuals aged 75 and older 

between the early 1990s and early 2000s (Fors et al. 2007). In addition, about 1% of 

individuals aged 70 to 75 years old and about 4% of the population aged 60 years old and 

older, experience symptoms of severe depression. Mild depression is more prevalent in older 

groups in Sweden, and it can vary from 5% up to 13% of the population. The prevalence of 

mental health issues is higher in women compared to men; a trend observed not only in 

Sweden but also globally (Folkhälsomyndigheten 2019, 21). Health in later life is often 

shaped by financial difficulties, negative social connections, and poor nutrition during a 

lifetime. Health in older adulthood is shaped by the individuals' health behaviors and 

lifestyles of their socioeconomic status (Mheen et al. 1998, 436). Inequalities in health across 

different socioeconomic groups persist, even in older ages (Folkhälsomyndigheten 2019, 20). 

Despite positive changes in a society like Sweden, the connection between health inequalities 

and the socioeconomic background of the people has remained consistently stable over time 

(Lennartsson et al. 2014). Statistically significant associations are observed across all SES 

indicators, including occupational complexity, income, social class, and education, with later-

life health (Folkhälsomyndigheten 2019, 10). When examining mental well-being and 

variations in depressive symptoms, it is crucial to account for the socioeconomic status (SES) 

of individuals (Zimmerman and Katon 2005).  

 

The number of older adults is increasing worldwide (WHO 2023). A similar trend has also 

been observed in Sweden where 2.6 million individuals were aged 60 or older in 2020. The 

number of older individuals is expected to increase to three million by 2030 (SCB 2022). The 

rising numbers of older individuals underscores the importance of prioritizing the well-being 

of this age group, not least mental health. Scientific research has dedicated decades to 

exploring the well-being of older adults. For instance, Huisman et al.’s study (2003) indicates 

that health disparities across eleven European countries result from three distinct 

socioeconomic status indicators: education, social class, and income. Nevertheless, there 

remains a significant gap in our understanding of how these SES indicators specifically 
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impact psychological well-being in the elderly, particularly within the context of a country 

like Sweden.  

Aims of the study 

This study seeks to investigate the correlation between three indicators–education, social 

class, and cash margin– representing socioeconomic status (SES) and the prevalence of 

depressive symptoms among older adults in Sweden. Furthermore, the study endeavors to 

determine which among the mentioned indicators demonstrates the most substantial 

association with depressive symptoms. Lastly, the study aims to explore whether differences 

in the strength of the association can be partially clarified by variations in other living 

conditions associated with depressive symptoms.      

Research questions   

1. What is the relationship between three indicators of socioeconomic status (education, 

social class, and cash margins) and depressive symptoms in older adults in Sweden? 

 

2. Which of these indicators has the strongest association with depressive symptoms? 

 

3. Can the association between the SES indicators and depressive symptoms be, at least 

partly, accounted for by differences in other living conditions related to depressive 

symptoms? 
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Earlier research 

Socioeconomic status and depressive symptoms 

Past studies on older adults have continuously found a link between socioeconomic status and 

depressive symptoms. Depressive symptoms can show themselves as a range of symptoms 

such as hopelessness, anxiety, despondency, and frustration (Sanchez-Moreno and Gallardo-

Peralta 2021). Depressive symptoms have often an impact on different aspects of an 

individual’s life, including relationships with friends, family, and social communities. It can 

also affect daily life functioning and in some extensions performance in work or school 

(WHO 2023).  

 

In Sweden, socioeconomic status (SES) during childhood often influences SES in midlife. 

Health in the older ages of individuals is directly affected by the SES they experience later in 

life (Lennartsson et al. 2017). Life mobility, in turn, often forms educational achievement, job 

opportunities, and overall health and societal advancement in older ages (Van De Mheen et 

al. 1997, 22). Individuals from lower-class backgrounds often develop skills and acquire 

education that may be less valued in the job market, resulting in less favorable outcomes later 

in life (Farkas 2003, 557). In the study of Harris et al. (2003) there is a statistically significant 

association between elevated depression scores and various socioeconomic indicators, and 

this association remains significant regardless of other factor variables of the study. 

Psychological illnesses are more common among people who live in socioeconomically 

disadvantaged areas, have lower education, and lack a cash margin (Folkhälsomyndigheten 

2019, 10).  

 

A higher level of education empowers individuals to identify health issues in their early 

stages and proactively seek solutions. As the number of years of education increases, it is less 

likely that individuals experience depressive symptoms when they get older. This can be due 

to adopting healthy lifestyles and effective coping mechanisms for managing problems 

(Kosciuszko et al. 2023). The health of individuals with severe health problems may also 

impact their academic performance, educational attainment, and socioeconomic status 

(Turner et al. 2008). Well-educated older adults tend to have better overall health than their 

less-educated counterparts, mainly because they have greater skills and resources. This can 

make it easier to seek help and find information more effectively when faced with potential 

health issues. Well-educated older adults often have a heightened capacity for self-control, 
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potentially aiding them in managing life’s fluctuations and shaping better mental well-being 

(Yildiz et al. 2023).  

 

Similarly, older adults with higher income may also have a good financial buffer which helps 

them to have access to good medical resources. This, in turn, contributes to an overall 

improvement in their living conditions and potentially reduces the stress level of their life 

consequently leading to better psychological health (Fangfang et al. 2023). The cash margin 

accumulated over a lifetime emerges as the SES indicator with the strongest and highly 

statistically significant association with depressive symptoms, as suggested by Harris et al. 

(2003). Notably, income emerges as the SES indicator with the strongest and highly 

statistically significant association with later-life health (Darin-Mattsson et al., 2017).   

 

The physical well-being of individuals can impact their psychological health, with a 

particular emphasis on depression. Inequalities in society impact individuals’ health, with 

factors like powerlessness, low cash margin, status, education, social exclusion, and 

discrimination (Deaton 2002, 19). Health in general is strongly associated with financial 

resources and education both for women and men (Nicholson et al. 2005, 2352). People with 

lower education and less financial stability are more at risk of experiencing disability as they 

age compared to individuals with higher education, better income, and quality of life (Deaton 

2002, 16).  

Social, physical health, and environmental determinants of depressive symptoms 

When studying depression among older adults, it is imperative to emphasize their social well-

being. Social interactions are often important for an individual’s mental health 

(Folkhälsomyndigheten 2019, 22). In examining depressive symptoms in older adults, it is 

crucial to account for their social life and potential social isolation, as these factors can 

impact individuals’ psychological well-being. Older adults who have a positive relationship 

and effective communication with their adult children and family exhibit lower instances of 

depressive and suicide symptoms, in contrast to older adults who lack connections with their 

children or are childless (Hong and Kim 2022).           

 

Past studies have shown that individuals who are not married or cohabiting with a partner 

have about a higher probability of exhibiting depressive symptoms compared to those older 

adults who are married or cohabiting with someone (Folkhälsomyndigheten 2019, 36).     
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Social isolation is frequent among older adults following losing their partners, entering 

retirement, and losing contact with colleagues. Furthermore, physical illness and mobility 

challenges can make it difficult for older groups to participate in social activities, 

consequently placing them at an increased risk of experiencing depressive symptoms 

(Folkhälsomyndigheten 2019, 22). 

 

The connection between physical health and psychological well-being is profound; poor 

physical health not only impacts the body but can also contribute to the development of 

psychological issues, including depression. Previous studies indicate that older adults relying 

on others to handle their Instrumental Activities of Daily Living (IADL) face an increased 

vulnerability to depressive symptoms. The degree of dependence plays an important role, as 

higher levels of dependency on others or managing IADL are associated with a greater risk of 

experiencing depressive symptoms (Koong et al. 2022). The mental well-being of older 

adults, specifically in terms of depressive symptoms, is influenced by being able to handle 

Activities of Daily Living (ADL) as well. In other words, older individuals who are 

dependent on the assistance of other people to manage their daily activities face an increased 

susceptibility to depressive symptoms (Zhang 2022). At the same time, individuals with 

physical problems find it difficult to engage in different societal activities and have a normal 

functioning everyday life which can contribute to mental illnesses like depression 

(Folkhälsomyndigheten 2019, 22). 

 

Cardiovascular disease reveals a risk-inducing impact on individuals’ future depressive 

symptoms. There is a significant relationship between the presence of cardiovascular 

conditions and a heightened risk for depressive symptoms (van Zutphen et al. 2021). The 

prevalence of different physical problems such as heart problems can also result in depressive 

symptoms (Folkhälsomyndigheten 2019, 22). In addition, older adults with hearing problems 

may face challenges in integrating with their social contacts and participating in various 

social activities, potentially leading to depressive symptoms (McDonnall 2009). Older adults 

experiencing vision problems encounter challenges in effectively managing their daily life 

physical and social activities leading to dissatisfaction with life and causing depressive 

symptoms (McDonnall 2009). Another important predictor of depressive symptoms in later 

life may be feeling unsafe in the living environment. This can be because feeling unsafe in an 

environment can increase the individual’s stress and increase the risk of depressive 

symptoms. Furthermore, people who do not feel safe in their living environment can isolate 
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themselves at home which contributes to depressive symptoms in the older population 

(Barnett et al. 2017).    

 

   

Theory   

The theoretical framework guiding this study is “Differential Vulnerability,” which posits 

that individuals in society exhibit vulnerability due to the unequal distribution of power and 

resources in society (Diderichsen et al. 2019). Within this landscape of life characterized by 

disparities in power and resource distribution, some individuals become more dependent on 

others (Diderichsen et al. 2019). The theory is adapted in many fields of study such as 

economic, physical, social, cultural, environmental dimensions, and institutional 

vulnerability. Differential vulnerability explains the underlying mechanisms behind different 

hazards and explores the harms and suffering that are forced on individuals because of 

limited circumstances and social vulnerability (Birkmann et al. 2013).  

 

The theory primarily directs attention to irresistible social structures that contribute to 

vulnerabilities, social hazards, and societal inequalities (Birkmann et al. 2013). In the context 

of this concept, vulnerability refers to the losses of the chances for individuals in a society 

due to one or a combination of factors such as financial resources, and physical and mental 

well-being (Birkmann et al. 2013). When applying the concept of differential vulnerability, it 

is crucial to take the changes over time into consideration due to the diverse dynamics and 

changes of the risk in different situations (Birkmann et al. 2013).   

 

The three key dimensions of differential vulnerability are 1. exposure, 2. susceptibility, and 3. 

response capacity (Diderichsen et al. 2019). The first dimension is exposure, which is the risk 

and extent of hazards that may occur due to limitations in physical, social, and environmental 

resources (Birkmann et al. 2013). Exposure is the risk of vulnerability and the degree of the 

hazards depending on the degree of the underlying conditions and the environmental 

restrictions (Birkmann et al. 2013). The second dimension, susceptibility denotes the degree 

of the effects of the differential vulnerability. It is dynamic and can vary at different time 

points and under conditional differentiation (Birkmann et al. 2013). The last dimension, the 

capacity of the response, is about how the vulnerable individuals, with their resources and 

power, react to change their situation, cope with the problems, adapt to the situation, and 

overcome the impact of the vulnerabilities (Diderichsen et al. 2019). Among those three 
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dimensions of the theory, the focus of this study is on “exposure” since the SES indicators are 

stressor factors and inequalities that can impact individuals’ physical and psychological well-

being (Anderson et al. 2021). For example, their level of educational attainment throughout 

their lifetime can have impacts on occupational success and consequently social class 

belonging. However, it can also be possible that the social class of individuals impacts their 

level of education and thereafter their occupational chances and economy.   

 

In alignment with this theory, the study’s hypothesis builds upon existing literature that 

establishes a correlation among socioeconomic status indicators. The primary hypothesis 

posits that individuals with lower socioeconomic status in the Swedish population are more 

at risk of experiencing depressive symptoms in their older ages than individuals who have 

medium or high socioeconomic status (H1). This vulnerability is manifested in considered 

SES indicators of the study, including education, social class, and cash margin. Moreover, the 

hypothesis emphasizes the significance of the cash margin as a key determinant of the 

psychological well-being of the respondents. In line with the theory of differential 

vulnerability, economic exposure is considered a critical factor in different life 

circumstances. The study presupposes that not having a cash margin, reflecting an economic 

buffer plays a crucial role in heightening the vulnerability to depressive symptoms among 

older individuals with lower SES (H2). The third hypothesis extends the differential 

vulnerability perspective to encompass additional factors, such as social life and physical 

well-being, within the Swedish population. This implies that the impact of societal 

inequalities on depressive symptoms is not limited to economic factors alone but extends to 

the broader spectrum of the individual’s well-being, incorporating health-related and social 

dimensions(H3).  

 

 

Data and Methods  

Sample 

The analyses of the study are based on the longitudinal social survey, the Swedish 

Longitudinal Study of Living Conditions of the Oldest Old (SWEOLD-2014). The survey 

includes individuals born between 1909 and 1944, aged 70-105 during the interview in 2014. 

SWEOLD is based on the sample from the Swedish Level of Living Survey (LNU) sample, 

which includes individuals over 75 from the LNU survey who are currently alive and residing 
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in Sweden during the SWEOLD survey. The first wave of the survey in LNU was collected 

in 1968 and then followed up every decade in 1974, 1981, 1991, 2000, and 2010 

(Lennartsson et al. 2014). LNU is a random sample of 1/1000 of the population aged from 15 

to 75 and living in Sweden. Every new sample of LNU includes a random sample of 

immigrants and younger people between the ages of 15 and 75 as it continues its panel data 

basis. SWEOLD is a nationally representative survey of the older population in Sweden that 

aims to give a broad description of the living conditions in this group. SWEOLD was first 

carried out in 1992 and later in 2002, 2004, 2011, and 2014 (Lennartsson et al. 2014). 

 

SWEOLD 2014 is based on structured interviews and was conducted by different interview 

methods to have as many respondents as possible and keep SWEOLD data representative. 

The methods that were used to gather data were direct interviews and indirect interviews. The 

interviews took place via telephone and if the person refused or was unable to participate in 

the telephone interview, they were suggested to participate in the interview with the support 

of one of their close relatives. If none of the two above-mentioned methods worked, they 

were offered to answer the interview questions by a questionnaire which was posted to their 

home address. For individuals unable to answer the questions themselves (most of them due 

to dementia or frailty), an indirect interview with their close relatives or personnel of their 

health care was conducted due to the respondent’s inability to answer the questions. The 

average time for the direct and indirect interviews which mostly carried on via telephone was 

on average 30 minutes.  

 

The dataset for this study draws upon both direct and indirect interviews and the sample size 

is 1166 observations. It should be noted that in some variables there were missing values that 

were coded to missing while recoding the variables. In cases where respondents did not 

answer the key variables of the study (depressive symptoms, education, social class, and cash 

margin) was excluded, and no imputation techniques were applied.  

Dependent variable 

Depressive symptoms are measured by using four indicators that are included in the Geriatric 

Scale of depressive symptoms (GDS-4): 1) life satisfaction, 2) emptiness, 3) fear of things 

happening, and 4) happy and content (Folkhälsomyndigheten 2019). Respondents answered 

these indicators with a Yes or No answer, revealing their feelings during the week before the 

interview. Depending on the content of the questions if the answer “Yes” or the answer “No” 
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to the questions led to symptoms of depressive symptoms, it was considered as “1,” like the 

list shown below: 

● Are you basically satisfied with your life? Yes/No 

● Do you feel that your life is empty? Yes/No 

● Are you afraid that something is going to happen to you? Yes/No 

● Do you feel happy and content most of the time? Yes/No  

For recording this variable, an index of 0-4 was considered for this variable and later 4 and 3 

were considered as “0,” meaning those who lack the symptoms of depressive symptoms, and 

1 and 2 were considered as “1,” meaning those who have the symptoms of depressive 

symptoms.  

Independent variables 

Level of education is represented as a binary indicator: “1” for basic education (compulsory 

education) and “0” for those beyond basic education (lower secondary, vocational, upper 

secondary, or university degree). Those with lower secondary education and/or vocational 

education are also coded as beyond basic education in the study. This categorization is 

inspired by the categorization of Shaw et al. (2017).  

 

Social class is based on self-reported occupation and due to the small population of the study 

it is divided into three groups: Lower-class, Middle-class, and Upper-class. Notably, 

housewives (fifteen cases) are coded according to their partners’ social class. Within this 

classification, the lower class includes unskilled blue-collar workers, skilled blue-collar 

workers, small farmers and self-employed without employees, and housewives whose 

partners fall into the lower-class. The middle-class encompasses lower white-collar, farmers 

and self-employed with 1 to 19 employees, and housewives whose partners fall into the same 

occupational categories. The upper-class includes middle white-collars, upper white-collars, 

farmers, self-employed with 20 or more employees, and housewives whose partners fall into 

the same occupational categories. This categorization is inspired by the work of Darin-

Mattsson et al. (2017) closely aligned with Goldthorpe, Erikson, and Portocarero’s (EGP) 

schema.  

 

The financial resources of the respondents were measured by a variable “cash margins” as a 

financial buffer. Within the SWEOLD dataset, this variable relies on two other variables, 

namely “Ability to raise money” and “Ways of raising money”. Under “Ability to raise 
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money” respondents were inquired about their capability to obtain 15000 Swedish crowns 

within a week. Those who answered yes proceeded to the “Ways of raising money” section, 

where they specified the method they would use. In the “cash margin” variable, individuals 

who could obtain the money through withdrawal from their bank account or similar means 

were categorized as having a cash margin. On the other hand, those who could raise the 

money through loans from family, friends, banks, or other ways were considered as lacking a 

cash margin. In this study, the respondents’ financial resources are quantified using a dummy 

variable. Those unable to obtain a specified amount of money within a week by their 

financial resources are coded as “1.” Conversely, those able to access 15000 SEK from their 

resources, such as their bank account, are coded as “0,” denoting sufficient financial 

resources.     

Control variables 

Age is considered a continuous variable, representing the age of the respondents in years, and 

follows a normal distribution. The age value ranges from a minimum of 70 years old to a 

maximum of 105, with a mean age of 79 years old. Notably, there are no missing values in 

this variable.  

 

Gender in this study is measured as a dummy variable, where men are coded as “1” and 

women as “0,” resulting in 720 women and 577 men. The weighted distribution shows that 

women constitute 56.59% of the sample, while men comprise 43.41%. The gender variable 

has no missing values, and therefore, all 1166 cases are included in the study.  

   

Marital status is recoded to a dummy where those who are not married, divorced/separated, 

and widow/widower are coded as “1” and those who are married/cohabiting are coded as “0.” 

It is crucial to note that being a widow/widower or divorced/separated is not contextually 

equivalent to never having been married. However, for this study, which specifically focuses 

on whether individuals have a partner at the time of the study or not, these categories are 

grouped together. It is important to note that one respondent did not provide an answer to the 

question and is consequently coded as missing in this variable.  

 

Social isolation is determined based on respondents’ engagement in various social activities, 

as indicated by their responses (No, Yes sometimes, and Yes often) to six different questions: 

1) Visiting relatives, 2) Having relatives over to visit, 3) Socializing with relatives outside the 
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home, 4) Visiting friends, 5) Having friends over to visit, and 6) Socializing with friends 

outside the home. In this variable, an index, ranging from 0 to 18, was created to encompass 

responses to all six questions. Later, a dummy variable was constructed using this index, 

coding 0, 1 & 2 as “1” signifying social isolation, and 3 to 18 as “0,” indicating the absence 

of social isolation. This variable did not have any missing values.   

 

The variable “Children” is considered as a dummy variable in which people who have no 

children, or no living children are coded as “1” and those who have one or more than one 

child have been coded as “0.” It is important to note that in reality, individuals who have lost 

their children and those who have never had any children constitute two distinct groups. 

However, due to limitations in the available data, I was unable to differentiate between these 

two groups in the dataset. It is noteworthy that in this variable, two values are coded as 

missing due to the absence of responses.  

 

The IADL (Instrumental Activities of Daily Living) variable serves as an index, offering 

insight into the respondent’s capability to carry out daily life tasks. This index is derived from 

three different questions: 1) if the person can buy food, 2) if the person can prepare/cook 

food, and 3) if the person can clean the house. In the IADL variable, individuals who could 

perform all three tasks were coded to “0.” Those who were able to perform two or less than 

two of the tasks were coded to “1,” indicating a limitation in their ability to carry out all daily 

life tasks. Notably, individuals living in an institution are also coded as “1,” assuming that 

residing in an institution implies a limitation in performing daily tasks. It is important to 

mention that five respondents did not answer the questions related to IADL and are 

consequently coded as missing in this variable. 

 

The variable ADL (Activities of Daily Living) is designed as an index that considers if the 

person can perform activities such as eating, toilet visits, hair/head washing, dressing, and 

undressing, and getting up and going to bed. In this study, ADL is treated as a binary 

variable. Those who can manage all five tasks are coded as “0,” and those who can manage 

four or less than four are coded as “1.” It is important to note that in this variable, five values 

are marked as missing, indicating that respondents did not answer the questions related to 

ADL capabilities.  
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Cardiovascular disease is assessed through five different variables 1) heart problems, 2) 

Arrhythmia/irregular heart rhythm, 3) high blood pressure, 4) coronary 

thrombosis/myocardial, and 5) cerebral thrombosis/stroke. Respondents were asked if they 

had named physical problems and had three response options 1. No, 2. Yes, slight, and 3. 

Yes, severe. In the binary variable of this study, individuals who have answered “No” to all 

the questions are coded as “0,” indicating the absence of cardiovascular disease. Conversely, 

those who answered “Yes, slight” or “Yes, severe” to one or more than one of the questions 

are coded as “1,” signifying the presence of cardiovascular disease. It is noteworthy that in 

this variable, 25 values are coded as missing, meaning that respondents did not provide 

answers regarding their cardiovascular health.  

 

In the variable Hearing problem, respondents were asked about their ability, with or without 

a hearing aid, to hear what is said in a conversation between several people without difficulty. 

The response options included 1. Yes, without hearing aid, 2. Yes, with hearing aid, and 3. 

No. In the study’s binary classification, those who answered “No” to the question are coded 

as “1,” indicating the presence of hearing problems, and those who can hear, with or without 

a hearing aid, are coded as “0,” suggesting the absence of a hearing problem. It is important 

to note that four values in this variable are coded as missing, meaning that the respondents 

did not provide answers regarding their hearing capabilities.  

 

Vision problems are measured through the question “Can you read a newspaper without 

difficulties?” with respondents having four response options: 1. Yes, without glasses, 2. Yes, 

with glasses, 3. No, have certain difficulties, and 4. No, not at all. In this study, individuals 

who can read a newspaper with/without glasses are considered as “0,” meaning they do not 

have vision problems. Conversely, those who answered “no, have certain difficulties” or “no, 

not at all” are coded as “1,” meaning the presence of vision problems. It is also important to 

know that in this variable, four values are coded as missing as the respondents did not answer 

the response concerning their vision problems.  

 

Feeling unsafe in the living environment is measured by the question if people would be 

afraid to walk alone in this area after dark. The response options include: 1. Strongly agree, 2. 

Agree, 3. Disagree, and 4. Strongly disagree. In this study, individuals who have answered 

“strongly agree” and “agree” are coded as “1,” indicating a feeling of insecurity in their living 

environment. Conversely, those with the answers “disagree” and “strongly disagree” are 
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coded as “0,” signifying a sense of safety. It is noteworthy that in this variable, there are 136 

cases with missing values and were coded as missing in this variable, indicating that 

respondents did not provide answers regarding their feeling of safety in their living 

environment.  

 

A pairwise correlation coefficient between key variables in the study is considered in Table A 

shown in the appendix. The range of the correlation in this table is from -1 to +1 in which -1 

indicates a totally negative correlation between the two variables and +1 indicates a totally 

positive correlation between the two variables. The more the correlation of two variables is 

near to -1 or +1, the stronger the correlation between them. There is a moderate to strong 

correlation (0.5242) between IADL & ADL, meaning that on average, those who find it 

difficult to manage their ADL can also more likely experience difficulties in managing their 

IADL. This correlation is also highly statistically significant. Later, there is a moderate 

correlation between variables education & social class (0.4283), which means that people 

with lower levels of education tend to have lower social class. Additionally, there is a highly 

statistically significant moderate correlation between age and IADL (0.4035) which explains 

that as age increases, individuals have more difficulties managing their Instrumental 

Activities of Daily Living.  

 

For the study’s analysis, I incorporated a weight variable to enhance the precision of our 

sample measurement. This decision was motivated by the oversampling of men aged 85 to 99 

and women aged 90 to 99 in the SWEOLD 2014 dataset (SWEOLD 2014). The sample’s 

weight was derived by comparing the population’s distribution across various age and sex 

groups, with a primary focus on age groups 77-84, 85-89, 90-94, and 95-99 years old. 

Notably, individuals over 100 years old are not oversampled, and their weight was adjusted to 

the same weight assigned to the youngest age group. This is to ensure that each gender and 

age group is represented appropriately and to provide an accurate presentation of the entire 

population.       

Statistical methods 

In this study, a weighted stepwise logistic regression analysis for calculating Average 

Marginal Effect (AME) was conducted to find out the relationship between the SES 

indicators and depressive symptoms and see which of the indicators has the strongest effect 

on depressive symptoms. To address the third question of whether the relationship between 
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SES indicators and depressive symptoms is influenced by additional factors, an additional 

Average Marginal Effects (AME) model was conducted. This model included controls for the 

study’s specified variables. It should be noted that all the analyses were adjusted for age and 

gender to ensure the validity and robustness of our findings.  

Ethics 

The ethics of the SWEOLD data is approved by Etikprövningsnämnden which is an authority 

that conducts ethical reviews of research involving humans, as well as research involving 

biological materials and sensitive data (Etikprövnings myndigheten 2023). The data is strictly 

protected in the Aging Research Center (ARC) based on all regulations of the GDPR and all 

the respondents’ identity is unknown. The interviews are conducted with the consent of the 

interviewees. The data is only available on the computers in the ARC, and I did all the 

analysis on a computer located at ARC at their place that only presented the data used in this 

study.  

Limitations of the method 

As mentioned before the data for this study is based on a combination of direct and indirect 

interviews. It is important to note that the accuracy of information gained from the indirect 

interviews may not be as high as that of the direct interviews. It is crucial to mention the 

potential difficulties for the interviewers to know the respondent’s exact feelings, which 

could impact the validity of the study’s result. Regarding this problem, a test of logistic 

regression analysis and its average marginal effect was conducted while excluding the 

indirect interviews, and small differences were observed. This is the reason why the indirect 

interviews are included in the study result to have a representative sample. It is also worth 

mentioning that most of the selected variables in this study are everyday life facts, making it 

less difficult for the interviewers to answer the questions on behalf of the respondents. It is 

important to highlight that the study results can be influenced by the self-chosen recoding and 

categorizations applied in the research.         

   

   

Results 

Table 1 presents a comprehensive overview of the study’s sample characteristics, providing 

frequencies and weighted percentages for each variable. The variables are thoughtfully 

categorized into six groups (outcome variable, SES indicators, demographic characteristic, 
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Table 1. Sample characteristics 

Variable groups  Frequency Percentage (Weighted) 

Outcome variable    

 Depressive symptoms    

      Likely depressed 196 16 

      Likely not depressed 970 84 

SES indicators    

 Education level   

      Basic education 533 44 

      Beyond the basic education 633 55 

 Social class   

      Upper-class 388 34 

      Middle-class 262 22 

      Lower-class 516 44 

 Cash margin   

      No cash margin 125 11 

      Have cash margin 1,041 89 

Demographic characteristic   

 Age groups   

      70-75 445 40 

      76-79 240 21 

      80-84 222 20 

      85 and more 259 18 

 Gender   

      Man 525 44 

      Woman 641 56 

Social life    

 Marital status   

      Not Married/Cohabiting 496 41 

      Married/Cohabiting 669 59 

(Continued) 
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  Frequency Percentage (Weighted) 

 Social isolation   

      Socially isolated 127 10 

      Socially not isolated 1,039 90 

 Children   

      No children 148 12 

      Have children 1,016 87 

Health    

 Index of IADL   

      Not able to perform daily life’s tasks 319 25 

      Able to perform daily life’s tasks 842 75 

 ADL   

      Can’t manage the five tasks 171 13 

      Can manage the five tasks 990 87 

 Cardiovascular disease   

      Have cardiovascular disease 643 56 

      Do not have cardiovascular disease 498 44 

 Hearing problems   

      Have hearing difficulty 322 26 

      Do not have hearing difficulty 840 73 

 Vision problems   

      Have vision problem 140 11 

      Do not have a vision problem 1,022 89 

Feeling safe in the neighborhood   

 Unsafe in the living environment   

      Feel unsafe 317 31 

      Do not feel unsafe 713 69 
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social life, health, and feeling safe in the neighborhood) each contributing to a deep 

understanding of the participant’s characteristics. 

 

The study’s outcome variable indicates that approximately 16 % of respondents are likely 

experiencing depressive symptoms. Within the SES group, three indicators – education, 

social class, and cash margin – are explored. Analysis reveals that 44% of participants have 

basic education. Regarding social class distribution, the majority (44%) falls into the lower-

class, followed by the upper-class and middle-class at 34%, and 22% respectively. Regarding 

the “cash margin” variable, approximately 11% of respondents do not have a cash margin.   

 

The demographic characteristics of the study’s respondents include age and gender. The 

participant distribution reflects a balanced representation, with 525 individuals identified as 

men and 641 as women. Age-wise, the cohort spans various groups, with 40% falling in the 

70-75 age range, 21% in the 76-79 range, 20% in the 80-84 range, and 18% aged 85 years 

and older. It is noteworthy that in this table the age is distributed in age groups for ease of 

understanding, however in the analysis age is considered as a continuous variable. 

 

Subsequently, variables related to the social life of the study’s participants, such as marital 

status, social isolation, and having children are examined. Among the respondents, 41% are 

not married or cohabiting, 10% experience social isolation, and 12% do not have living 

children or do not have children at all.  

 

In the realm of health-related factors, the study considers IADL, ADL, cardiovascular 

disease, hearing problems, and vision problems are considered. Among the entire study 

population, 25% report challenges with IADL, and 13% face difficulties with ADL. 

Regarding cardiovascular health, 56% of respondents have cardiovascular disease. Hearing 

problem is reported by 26% of the participants, and vision problems by 11%. Concerning the 

participants’ sense of safety in their living environment, 31% expressed concerns about safety 

in their neighborhood.  

Results from regression models 

Table 2 shows the association of various SES indicators with the likelihood of depressive 

symptoms with adjusting for age and gender. This table is designed to answer the two first 

hypotheses of the study: 1. Individuals with lower socioeconomic status in the Swedish 
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population are more at risk of experiencing depressive symptoms in their older ages than 

individuals that have medium or high socioeconomic status. 2. Not having cash margin plays 

a crucial role in heightening the vulnerability to depressive symptoms among older 

individuals with lower SES.  

 

In model 1, I examine the association of basic education with depressive symptoms, revealing 

a 3.9% increase in the probability of experiencing depressive symptoms among individuals 

with basic education compared to those with education beyond the basic level. However, it is 

important to note that this observed association is marginally statistically significant.  

 

In model 2 in Table 2, there is not any significant association between middle-class and 

depressive symptoms. However, individuals in the upper-class exhibit a decrease of 6.9% in 

the likelihood of experiencing depressive symptoms compared to individuals in the lower-

class and the observed association is statistically significant.  

 

Model 3 of Table 2, reveals a highly statistically significant association between depressive 

symptoms and the absence of cash margin, indicating a substantial association of 16.8%.  

 

Table 2. The association between three indicators of SES and depression. Average marginal effects (AMEs) 

derived from weighted logistic regression analyses controlled for gender and age. 

 
Model 1 Model 2 Model 3 Full model 

 
AME   p-value AME   p-value AME   p-value AME   p-value 

Basic education 0.039    0.070 
  

0.010    0.659 

Beyond basic education Ref 
  

Ref 

Upper-class 
 

-0.069   0.004 
 

-0.046   0.071 

Middle-class 
 

-0.022   0.426    
 

-0.007   0.788 

Lower-class 
 

Ref    
 

Ref    

No cash margin 
  

0.168    0.000 0.159    0.000 

Have cash margin 
  

Ref Ref 

Man -0.033   0.122 -0.027   0.211 -0.027   0.194 -0.023   0.280 

Woman Ref Ref Ref Ref 

Age 0.007    0.000 0.008    0.000 0.008    0.000 0.007    0.000 

Note: Ref means reference variable. 
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Individuals without a cash margin are significantly more at risk of experiencing depressive 

symptoms compared to their counterparts with financial buffers.  

 

In the full model of Table 2, the associations of basic education and middle-class with 

depressive symptoms are not statistically significant. In social class, the upper-class is 

marginally significant and shows that individuals in the upper-class are 4.6% less at risk of 

experiencing depressive symptoms compared to individuals from the lower-class. In this 

model, individuals without a cash margin have a statistically significant 15.9% higher 

likelihood of experiencing depressive symptoms compared with individuals with a cash 

margin. Additionally, there’s no significant association between gender and depressive 

symptoms. However, the results indicate a statistically significant association between age 

and the presence of depressive symptoms meaning that by each increasing age the risk of 

experiencing depression increases by about 0.7%.   

 

Table 3 presents three distinct sections and a full model, each examining the Average 

Marginal Effect (AME) of socioeconomic Status (SES) indicators. This table is designed to 

answer the third hypothesis of the study: the impact of societal inequalities on depressive 

symptoms is not limited to economic factors alone but extends to the broader spectrum of the 

individual’s well-being, incorporating health-related and social dimensions. Sections A, B, 

and C focus on education, social class, and cash margin, respectively. In each section, each of 

the SES indicators is analyzed separately with different groups of the control variables in 

Model 1 to Model 3. In Model 4 of each section, the targeted SES indicators are examined 

collectively with all the control variables.  

 

The models aim to assess whether the relationship between SES indicators and depressive 

symptoms is influenced by specific control variable groups (including age and gender) and to 

identify the most impactful group. The fourth model of each section combines the SES 

indicator with all control variables, providing a comprehensive understanding of the interplay 

between SES and depressive symptoms and evaluating potential influences from control 

variables. The full model in Table 3. encompasses the AME for all study variables, offering a 

holistic view of their collective influence. This thorough analysis provides a nuanced 

exploration of the intricate relationship between SES indicators, control variables, and 

depressive symptoms among the study’s population.  
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Table 3. The AME SES indicators and depression, derived from weighted logistic regression analyses controlled for control variables and adjusted for age and gender. 

 Section A Section B 

 Model A.1 Model A.2 Model A.3 Model A.4 Model B.1 Model B.2 Model B.3 Model B.4 

 AME p-value AME p-value AME p-value AME p-value AME p-value AME p-value AME p-value AME p-value 

Basic education 0.021 0.313 0.021 0.313 0.033 0.125 0.003 0.875         

Beyond basic education Ref  Ref  Ref  Ref          

Upper-class         -0.046 0.054 -0.047 0.046 -0.066 0.007 -0.028 0.233 

Middle-class         -0.014    0.585 -0.009 0.733 -0.012 0.665 0.007 0.782 

Lower-class         Ref  Ref  Ref  Ref  

No cash margin                 

Have cash margin                 

Man -0.004 0.830 -0.029 0.154 -0.022 0.345 0.0009 0.967 -0.001 0.957 -0.025 0.232 -0.016 0.496 0.003 0.872 

Woman Ref  Ref  Ref  Ref  Ref  Ref  Ref  Ref  

Age 0.003 0.011 0.0007 0.656 0.005 0.000 -0.002 0.113 0.004 0.007 0.0009 0.554 0.005 0.000 -0.002 0.120 

No partner 0.099 0.000     0.092 0.000 0.096 0.000     0.090 0.000 

Have partner Ref      Ref  Ref      Ref  

Socially isolated 0.147 0.000     0.114 0.000 0.145 0.000     0.112 0.000 

Not socially isolated Ref      Ref  Ref      Ref  

No Children 0.003 0.916     0.001 0.949 0.001 0.973     -
0.0001 

0.995 

Have children Ref      Ref  Ref      Ref  

 

(Sections A and B continued) 



21 

 

 

 Section A Section B 

 Model A.1 Model A.2 Model A.3 Model A.4 Model B.1 Model B.2 Model B.3 Model B.4 

 AME p-value AME p-value AME p-value AME p-value AME p-value AME p-value AME p-value AME p-value 

Have a problem with 

IADL 
  0.134 0.000   0.106 0.000   0.131 0.000   0.105 0.000 

Do not have a problem 

with IADL 
Ref  Ref  Ref  Ref    Ref    Ref  

Have a problem with 

ADL 
  0.046 0.101   0.049 0.111   0.044 0.120   0.046 0.136 

Do not have a problem 

with ADL 
Ref  Ref  Ref  Ref    Ref    Ref  

Have cardiovascular 

disease 
  0.049 0.021   0.041 0.062   0.050 0.019   0.041 0.059 

Do not have 

cardiovascular disease 
Ref  Ref  Ref  Ref    Ref    Ref  

Have hearing problems   0.045 0.045   0.040 0.078   0.045 0.046   0.041 0.071 

Do not have hearing 

problems 
Ref  Ref  Ref  Ref    Ref    Ref  

Have vision problems   0.053 0.064   0.037 0.224   0.051 0.076   0.036 0.238 

Do not have vision 

problem 
Ref  Ref  Ref  Ref        Ref  

Feel unsafe in the 

neighborhood  
    0.079 0.001 0.034 0.118     0.076 0.001 0.033 0.127 

Feel safe in the 

neighborhood 
Ref  Ref  Ref  Ref      Ref  Ref  

(Table continued) 
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 Section C  

 Model C.1 Model C.2 Model C.3 Model C.4 Full model 

 AME p-value AME p-value AME p-value AME p-value AME p-value 

Basic education         -0.006 0.791 

Beyond basic education         Ref  

Upper-class         -0.024 0.345 

Middle-class         0.016 0.563 

Lower-class         Ref  

No cash margin 0.141 0.000 0.125 0.000 0.159 0.000 0.101 0.000 0.101 0.000 

Have cash margin Ref  Ref  Ref  Ref  Ref  

Man -0.003 0.868 -0.025 0.218 -0.016 0.479 0.001 0.959 0.003 0.867 

Woman Ref  Ref  Ref  Ref  Ref  

Age 0.004 0.002 0.001 0.317 0.005 0.000 -0.001 0.248 -0.001 0.256 

No partner 0.079 0.001     0.078 0.001 0.076 0.002 

Have partner Ref      Ref  Ref  

Socially isolated 0.141 0.000     0.109 0.000 0.108 0.000 

Not socially isolated Ref      Ref  Ref  

No Children 0.002 0.941     0.003 0.887 0.001 0.966 

Have children Ref          

                                   (Section C and Full model continued) 
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 Section C  

 Model C.1 Model C.2 Model C.3 Model C.4 Full model 

 AME p-value AME p-value AME p-value AME p-value AME p-value 

Have a problem with 

IADL 
  0.119 0.000   0.095 0.000 0.094 0.000 

Do not have a problem 

with IADL 
  Ref    Ref  Ref  

Have a problem with 

ADL 
  0.038 0.175   0.043 0.162 0.040 0.188 

Do not have a problem 

with ADL 
  Ref    Ref  Ref  

Have cardiovascular 

disease 
  0.041 0.047   0.037 0.090 0.037 0.083 

Do not have 

cardiovascular disease 
  Ref    Ref  Ref  

Have hearing problems   0.040 0.066   0.039 0.081 0.040 0.072 

Do not have hearing 

problems 
  Ref    Ref  Ref  

Have vision problems   0.061 0.029   0.040 0.176 0.039 0.185 

Do not have vision 

problems 
  Ref    Ref  Ref  

Feel unsafe in the 

neighborhood 
    0.074 0.001 0.032 0.143 0.031 0.150 

Feel safe in the 

neighborhood 
    Ref  Ref  Ref  

Note: Ref means reference variable. 
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In section A of Table 3, the association between education and depressive symptoms is not 

statistically significant. However, further examination of other variables in the dataset reveals 

notable association and insight into the complex interplay of factors impacting the role of 

SES indicators on depressive symptoms among old adults. 

 

In section B, the association between the middle-class and depressive symptoms is not 

statistically significant meaning that the middle-class and lower-class have the same tendency 

to have depressive symptoms. The association of the upper-class is statistically significant 

initially (in Models 1 to 3 of Table 3), but it loses its significance in the fourth Model of 

Section B. The association of the upper-class has increased from -6.9% (shown in Table 2) to 

-4.6% (shown in Table 3). Indicating that while controlling for social-related factors, lower-

class individuals are at 4.6% higher risk of experiencing depression compared to those 

individuals in upper-class. We can also observe an increase of 2.2% risk of having depressive 

symptoms among upper-class individuals while controlling for their health-related factors. 

The comparison between the association between upper-class individuals and depressive 

symptoms changes very slightly (0.3%) from Table 2 to Table 3 when controlling for the 

feeling unsafe in the living environment and this change is statistically significant.  

 

In section C, the highly statistically significant association between cash margin and 

depressive symptoms is primarily impacted by health-related variables. Considering health-

related control variables, the AME of the cash margin decreases from 0.168 (shown in Table 

2) to 0.125 (shown in Table 3). This indicates a reduction in the association of cash margin 

from 16.8% (shown in Table 2) to 12.5% (shown in Table 3) when accounting for health-

related factors. Subsequently, variables related to the social life of the respondents have the 

most effect on the association of cash margin and depressive symptoms. This leads to a 

decrease in the association from 16.8% (shown in Table 2) to 14.1% (shown in Table 3). In 

the third model of section C, there is a 9.4% change in the association of depressive 

symptoms and cash margin (when comparing Table 2 and Table 3) while controlling for 

feeling unsafe in the living environment. 

 

In the full model of Table 3., the association of the SES indicators is notably decreased by the 

combination of the study’s control variables. It is noteworthy that the association of education 

and social class is not statistically significant in this regression. Cash margin, the only SES 

indicator consistently highly statistically significant across all study models, experiences a 
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substantial reduction when controlling for the study’s control variables. The association of 

cash margin has decreased from 16.8% (shown in Table 2) to 10.1% (shown in Table 3). 

Indicating that while controlling for the study’s control variable, respondents who do not 

have a cash margin are at a 10.1% higher risk of experiencing depressive symptoms 

compared to those who have a cash margin.  

 

 

Discussion  

The present study investigated the association between depressive symptoms and SES 

indicators – education, social class, and cash margin. Additionally, it seeks to identify the 

SES indicator with the most significant association with depressive symptoms. The 

investigation extends to other life factors impacting depressive symptoms among older adults, 

clarifying whether the association of SES indicators may vary in the presence of these 

factors.  

 

To answer the first research question of the study “What is the relationship between three 

indicators of socioeconomic status (education, social class, and cash margins) and 

depression in older adults in Sweden?”. The findings revealed that all the indicators have 

associations with depressive symptoms among older individuals, particularly depressive 

symptoms. The impact of socioeconomic status on mental health aligns with the findings of 

Harris et al. (2003), Nicholson et al. (2005), and Deaton (2002).  

 

Harris et al. (2003) study examines occupational pension and cutting back spending as 

socioeconomic status (SES) indicators, revealing a statistically significant association. It is 

notable, that the study of Harris et al. (2003) does not include education and social class 

among the considered SES indicators. Consequently, comparisons regarding these factors 

cannot be made with Harris et al.’s (2003) study. 

 

Deaton’s (2002) research emphasizes the pivotal role of education in shaping income, 

subsequently influencing social class and individual behavior. Education and social class are 

regarded as significant indicators of general health. Nicholson et al. (2005) also associate 

health disparities with social class, low education, and low family income. In this study, the 

non-statistically significant association between education as an SES indicator and depressive 
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symptoms can be because individuals born in the 20th century with lower education levels 

could still have high-income jobs.  

 

This uneven distribution of resources, in line with the theory of “differential vulnerability” 

presented in the study, exposes individuals to health disparities, encompassing mental health 

issues and, notably, depressive symptoms. In addition to the previously mentioned studies, 

this research places a focus on societal differences and disparities within a population of older 

adults in Sweden.       

 

Addressing the second research question of the study “Which of these indicators has the 

strongest association with depressive symptoms?” Among the three SES indicators 

(education, social class, and cash margin), social class and cash margin are statistically 

significant, and cash margin emerges with the strongest association with depressive 

symptoms. This finding aligns with Harris et al. (2003) study, which similarly emphasizes the 

significance of cash margin.  

 

This outcome is also consistent with Darin-Mattsson et al. (2017) research, which identifies 

income as a primary contributor to health inequalities in later life. Folkhälsomyndigheten 

(2019) recognizes economic wellness as a key indicator of depressive symptoms among older 

adults. Fangfang et al. (2023) also affirm that a strong economy contributes to better mental 

health, as a lack of financial stress fosters positive energy in individuals’ lives.  Applying the 

framework of the “differential vulnerability” theory, cash margin is considered the underlying 

mechanism exposing individuals to potential harms and hazards.  

 

In response to the third research question “Can the association between the SES indicators 

and depressive symptoms be, at least partly, accounted for by differences in other living 

conditions related to depressive symptoms?”. The study’s additional predictors of the study 

indicate that the association between SES indicators and depressive symptoms is partially 

impacted by various social and health factors affecting older adults. Notably, social isolation, 

lack of partners, and difficulties with IADL emerge as the most significant factors 

contributing to depressive symptoms in older ages.  

 

The findings align with those of Folkhälsomyndigheten (2019), emphasizing that difficulties 

in IADL, social isolation, and lack of partners can impact psychological well-being and 
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specifically contribute to depressive symptoms. The study by Koong et al. (2022) also 

supports the idea that difficulties in managing IADL can impact psychological well-being, 

emphasizing that being able to handle IADL can lead to life satisfaction. 

 

Across all models in the study, feeling unsafe in the neighborhood demonstrates the lowest 

impact on the association between SES indicators and depressive symptoms. Yet, it maintains 

statistical significance at its highest level. This observation is not in agreement with the result 

from Folkhälsomyndigheten (2019) which means that feeling unsafe in the living 

environment has a great impact on feeling depressed. The reason can be due to the nature of 

“feeling unsafe in the living environment” in this study which is considered independently 

while other variables of this study are grouped in blocks of variable sets. It is also notable that 

the variable related to the living environment has its own block of variables in the result of 

Folkhälsomyndigheten (2019) and has a great impact on depressive symptoms. Once again, 

with consideration of the “differential vulnerability” theory, it is evident that physical and 

environmental disparities increase the risk of depressive symptoms in older ages.     

 

 

Study’s strengths and limitations and future studies 

By employing Average Marginal Effect (AME) analysis, this study aimed to explore the 

association of SES indicators with depressive symptoms in a Swedish population, considering 

various potential variables influencing depressive symptoms. The study provides a 

comprehensive understanding of the impact of these indicators on depressive symptoms 

among older adults. Notably, the variable “cash margin” consistently demonstrates a highly 

statistically significant association across all study models, affirming the robustness of the 

findings. The data, sourced from the reliable and representative SWEOLD dataset, adds to the 

credibility of the study.  

 

However, it is crucial to acknowledge potential biases associated with self-reported data from 

respondents, which might introduce inaccuracies. Additionally, reliance on data from 

respondents’ near relatives or institution personnel introduces another layer of potential data 

reliability concerns. The study’s scope, limited to older adults in Sweden, poses challenges in 

generalizing the findings to broader populations.  
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Future studies in this area could benefit from longitudinal studies to track changes over time. 

Exploring the association between SES indicators and depressive symptoms across various 

age groups would provide a more nuanced understanding. Lastly, extending the study to 

include other European countries could reveal whether the observed associations hold across 

diverse socio-cultural contexts.  

 

 

Conclusion 

Despite the inherent limitations, this study contributes valuable evidence to the understanding 

of the impact of SES indicators on depressive symptoms among older adults. The findings 

illuminate the intricate relationship between various indicators of socioeconomic status and 

depressive symptoms in the context of older adults in Sweden. This study assumed that the 

middle-class are more at risk of experiencing depressive symptoms compared to the middle-

class and upper-class. The result of the study shows that only the upper-class is statistically 

significant at lower risk of experiencing depressive symptoms compared to middle-class and 

lower-class. This observation underscores the importance of considering socioeconomic 

factors in understanding mental health outcomes in this age group. Notably, the study 

identifies cash margin as a factor that impacts depressive symptoms more compared to 

education and social class.  

 

Moreover, the nuanced examination reveals that the associations between these SES 

indicators and depressive symptoms are not isolated but are, in fact, related to other life 

factors. Social life and health conditions of older individuals emerge as influential elements, 

highlighting the need for a comprehensive understanding of the multifaceted factors 

contributing to depressive symptoms among this age group.       
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       Appendix 

Table A. Weighted pairwise correlation between the variables. 

          Note: *: p < 0.05, **: p < 0.01, *** : p < 0.001 

 Basic 
education 

Low social 
class 

No cash 
margin 

Age Gender 
(Man) 

No partner Socially 
isolated 

No 
children 

Have a 
problem 

with 

IADL 

Have a 
problem 

with 

ADL 

Have 
cardiova

scular 

disease 

Hvae 
hearing 

problem 

Have 
vision 

problem 

Feel unsafe in 
the 

neighborhood 

Basic education 1.000              

Social class 0.4283*** 1.000             

No Cash margin 0.0961*** 0.1306*** 1.000            

Age 0.1815*** 0.0699** 0.0416 1.000           

Gender (Man) -0.0127 -0.0779*** -0.0499 -0.1096*** 1.000          

No partner 0.1365*** 0.1399*** 0.1718*** 0.3331*** -0.2465*** 1.000         

Socially isolated 0.0956*** 0.0920*** 0.0647* 0.2352*** -0.0495 0.1186*** 1.000        

No Children -0.0090 0.0249 0.0352 0.0448 -0.0006 0.2051*** 0.0823*** 1.000       

Have a problem with 

IADL 

0.1618*** 0.1378*** 0.1626*** 0.4035*** -0.0523 0.1806*** 0.2850*** 0.0924*** 1.000      

Have a problem with 

ADL 

0.1561*** 0.1328*** 0.1331*** 0.3336*** -0.0634* 0.1787*** 0.2263*** 0.1222*** 0.5242*** 1.000     

Have cardiovascular 

disease 

0.0749** 0.0302 0.0746** 0.0550 -0.0100 0.0998*** 0.0862*** -0.0604* 0.0576* 0.0413 1.000    

Have hearing problem 0.0492 0.0358 0.0539 0.1621*** 0.0351 0.0311 0.0711** 0.0265 0.1770*** 0.1324*** 0.0520 1.000   

Have vision problems 

 

0.0953*** 0.0906*** 0.0441 0.2683*** -0.0112 0.1439*** 0.1930*** 0.0655* 0.3633*** 0.3084*** 0.0512 0.2124*** 1.000  

Feel unsafe in the 

neighborhood 

0.1086*** 0.1255*** 0.0784** 0.1509*** -0.2339*** 0.1978*** 0.0885*** 0.0517 0.1737*** 0.0961*** 0.0743** 0.0491 0.0957*** 1.000 
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