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A B S T A R C T   

Background: The prevalence of depressive symptoms may differ in various age groups. The aim of the study was 
to investigate the point-prevalence of depressive symptoms in the adult general population and in various age 
groups. The impact of sex, marital status, education, and social support on depressive symptoms was also 
explored. 
Methods: The population ≥40 years in the city of Tromsø, Norway, were invited to participate in the survey, of 
whom 64.7% (n=21,083) participated. All participants with a completed Hospital Anxiety and Depression Scale 
(HADS) were included in the study. A score ≥8 in the HADS depression subscale (HADS-D) was used to indicate 
caseness for depression. 
Results: The caseness for depression was 7.5% for men and 6.3% for women, overall 6.9%. The age groups 40-49 
years and 80+ years had highest caseness. The overall HADS-D score for the total population was 2.8 (SD 2.7). 
The mean HADS-D for men (3.1; SD 2.8) was higher than for women (2.6; SD 2,6) (p<0.001). Low social support, 
low education and not living with a spouse was associated with higher risk for depressive symptoms. 
Limitations: The prevalence of depressive symptoms was based on a questionnaire, and represents only an esti-
mate of depression in the population. Participants over 80 years were underrepresented, as fragile elderly and 
elderly living in nursing homes did not participate. 
Conclusions: Depressive symptoms were more prevalent in the youngest and oldest age groups. Participants 
reporting low social support, low education and not living with a spouse had higher risk for depressive 
symptoms.   

1. Introduction 

Depression is a common disorder and has been ranked as the second 
largest contributor to global disability (Vos et al., 2012). Typical 
symptoms are sadness, loss of interest or pleasure, tiredness and lack of 
energy, poor concentration, disturbed sleep or appetite and low 
self-confidence. Some studies on the prevalence of depression have re-
ported 12-month prevalence as low as 2.2% for depression in Japan, 
4.9% in the Netherlands, but with higher figures of 10.4% in Brazil and 
13.5% in the US (Bromet et al., 2011). A study of a randomly selected 
Norwegian urban population used clinical interviews and reported a 
7.3% 12-month prevalence of depression (Kringlen et al., 2001). A 
meta-analysis of 90 studies from 30 countries reported a median point 
prevalence of 12.9% for depression, but with a large heterogeneity in 
prevalence across studies (Lim et al., 2018). These differences may have 
several explanations such as measurement methods, definition of the 

disorder and actual variations in prevalence between countries. Also, 
there have been reports of an increase in depressive symptoms over the 
last decades. Lim et al. (2018) reported an aggregate prevalence of 9.8% 
for studies published from 1994 to 2003 and 15.4% for studies published 
from 2004 to 2014. The same tendency was reported in the US popu-
lation from 2005 to 2015 (Weinberger et al., 2018). Therefore, it may be 
important to continually present updated data on the prevalence of 
depression in different areas and populations. 

Most studies have found a higher prevalence of depression in women 
than in men (Kuehner, 2017; Salk et al., 2017; Van de Velde et al., 2010). 
However, in a large population survey using the Hospital Anxiety and 
Depression Scale (HADS), only minor sex differences were reported 
(Stordal et al., 2001). A similar trend was observed in another popula-
tion survey using HADS (Djukanovic et al., 2015). 

Epidemiological studies using structured interviews and standard 
diagnostic criteria for depression have reported a decreasing prevalence 
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with age (Kessler et al., 2010b; Scott et al., 2008). Studies using symp-
tom scales find, however, a less clear association; some show decreasing 
depression scores with age (Henderson et al., 1998), while others report 
the opposite (Solhaug et al., 2012; Stordal et al., 2001). People born in 
the 1940s and -50s, the so-called baby boomers, are becoming older, and 
it is of great interest and importance to investigate the magnitude of 
depressive symptoms in different age groups of this new cohort of 
elderly. 

Social support is regarded as one of the social determinants of health 
in the general population, and low social support can increase the risk of 
depression (Allen et al., 2014; Grav et al., 2012; Marmot et al., 2012; 
Tengku Mohd et al., 2019). Furthermore, educational level is regarded 
as an indication of socio-economic status (Krieger et al., 1997). The role 
of education has been investigated in several studies, and a low level of 
education seems to increase the risk of depression (Chang-Quan et al., 
2010; de Graaf et al., 2012; Peyrot et al., 2015). 

The aim of this cross-sectional study was to examine the point- 
prevalence of depressive symptoms and the association between age and 
depressive symptoms in an adult population (≥40 years old) in the city 
of Tromsø in Norway, using the HADS subscale for depression (HADS- 
D). Furthermore, we explored depressive symptoms in relation to sex, 
education, marital status, and social support. 

2. Methods 

2.1. Study population 

The 7th Tromsø Study (Tromsø 7) from 2015 to 2016 is the most 
recent wave in a series of population-based cohort surveys in the mu-
nicipality of Tromsø in northern Norway. All inhabitants ≥ 40 years 
living in Tromsø (n = 32,591) were invited to participate, of whom 
21,083 (64.7%) participated. The survey includes self-administered 
questionnaires on health status, socioeconomic factors, lifestyle, po-
tential risk factors, clinical examination, interviews and biological 
sampling. The 7th wave also includes mental health symptoms 
measured by the HADS. All participants with completed HADS ques-
tionnaires were included in the present study. 

2.2. Hospital Anxiety and Depression Scale 

The HADS is a self-administered scale consisting of 14 items. The 
participants were asked to report the feelings they had experienced 
during the last week. The score consists of two seven-item subscales for 
depression (HADS-D) and anxiety (HADS-A), each item has a four-point 
scale to describe symptom severity. The HADS was originally developed 
to identify the prevalence of anxiety disorder and depressive disorder 
among patients in non-psychiatric hospital clinics (Zigmond and Snaith, 
1983). Thus, symptoms of anxiety and depression that are also related to 
physical disorders, such as dizziness, insomnia and fatigue, were 
excluded. The psychometric properties of the Norwegian version of the 
HADS have been found to be satisfactory (Mykletun et al., 2001). 

A meta-analysis of validation studies reported an optimal balance 
between specificity and sensitivity with a HADS-D cut off ≥ 8 giving a 
sensitivity and specificity for a diagnosis of depression of approximately 
0.8 (Bjelland et al., 2002). Persons with HADS-D ≥ 8 have considerable 
depressive symptoms, even if not all will fulfill criteria for a diagnosis of 
depression according to the DSM-V or ICD-10 criteria. In the present 
study, a cut off ≥ 8 was used to identify participants with possible 
depression (caseness). A score between 8 and 10 indicates mild symp-
toms, 11–14 indicates moderate symptoms and ≥ 15 indicates severe 
symptoms according to the original norms (Zigmond and Snaith, 1983). 

All HADS-D questionnaires with more than two out of seven missing 
items were excluded. Questionnaires with five or six items were thus 
included in the study, and the scores used in the analyses were based on 
the sum of completed items, multiplied by 7/5 or 7/6, respectively. 

2.3. Covariates 

Age was measured both as a continuous and a grouped (10-year 
groups) variable. Education was measured by asking about the highest 
level of education completed (≤ 10, 11–13, 14–16 and > 16 years). 
Marital status was based on whether the participant was living with a 
spouse/partner or not. In Tromsø 7, perceived social support was 
measured as tangible and emotional support, with one single item each. 
Tangible support was based on the question ‘Do you have enough friends 
who can give you help and support when you need it?’ For emotional 
support, the participants were asked ‘Do you have enough friends you 
can talk confidentially with?’. For both questions, the categorical 
response choices were either ‘yes’ or ‘no’. 

2.4. Statistics 

Internal consistency for the HADS-D was assessed using Cronbach`s 
alpha. Frequencies were used to describe the population characteristics. 
Chi-square tests were used to explore differences in caseness within 
variable groups (sex, age, education etc.) To analyze the impact of sex 
and age and the interaction between them on the level of depressive 
symptoms, a two-way between-group analysis of variance (ANOVA) was 
conducted. A Tukey HSD test was used to perform a post hoc comparison 
of mean HADS-D between different age groups. Furthermore, a logistic 
regression model was used with HADS-D scores in two categories: less 
than 8.0 vs. 8.0 and above, as a dependent variable to further assess the 
impact of age, sex and possible risk factors. All statistical analyses were 
performed with SPSS version 26 software (SPSS Inc., Chicago, IL). 

2.5. Ethics 

All participants gave written consent to the scientific use of the 
health survey data. The Tromsø Study has a license from the Norwegian 
Data Inspectorate and has been approved by the Regional Committee for 
Medical and Health Research Ethics. The present study is part of a 
research project approved by the Regional Ethical Committee North (ref. 
150,757). The study complies with the Declaration of Helsinki. 

3. Results 

In Tromsø 7, 10,009 (62.4%) of invited men and 11,074 (67.5%) of 
women participated. The number of invited individuals in each age 
group, the number of participants and the number of individuals with 
valid HADS-D scores are presented in Table 1. Missing data for HADS-D 
score was 2.3%, for education 1.8%, for tangible support 12.4% and for 
emotional support 15.5%. The mean age of the participants was 57.2 
years for men and 57.4 years for women. Other characteristics of the 
population are presented in Table 2. The internal consistency of the 
HADS-D measured by Cronbach`s alpha was 0.72 (men 0.70, women 
0.74). 

A HADS-D score ≥8 was used to indicate caseness, meaning the 
presence of clinically significant depressive symptoms. The caseness for 
men and women were 7.5% and 6.3%, and the overall caseness in the 
population was 6.9%. The overall mean HADS-D score in the study 
population was 2.8 (SD 2.7). The mean score in the male population was 
3.1 (SD 2.8), and in the female population 2.6 (SD 2.6) (p < 0.001). 
Participants over 80 years old had a higher mean score (3.4) and case-
ness (8,9%) than other age groups. Participants who were living without 
a partner, had a low level of education, and who experienced low 
tangible and emotional support had higher HADS-D scores. A more 
detailed overview of mean HADS-D and caseness is presented in Table 3. 

Two-way between-group analysis of variance (ANOVA) was con-
ducted to explore the impact of sex and age on the levels of depressive 
symptoms, as measured by the HADS-D. There was a significant main 
effect for age, F = 11.89, p < 0.001; however, the effect size was very 
small (partial eta square = 0.002). The interaction effect between sex 
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and age group was not significant, F = 0.17, p = 0.95. A post hoc 
comparison using the Tukey HSD test indicated that the mean HADS-D 
score of the 80+ year age group was significantly higher than those of 
the other age groups. The age groups 50–59 years and 60–69 years had 

significantly lower HADS-D scores (2.77; SD=2.77 and 2.73; SD=2.60) 
than the age groups 70–79 years and 80+ years (2.99; SD=2.57 and 
3.39; SD=2.83). 

The prevalence of mild, moderate and severe symptoms among men 
was 5.7%, 1.6% and 0.2%, respectively. For women, the prevalence was 
4.7%, 1.4% and 0.1%, respectively. 

Logistic regression was performed to assess the impact of different 
potential risk factors. In model 1, age, sex and living with a spouse or 
partner were included. In model 2, education and social support were 
added to the first model. As shown in Table 4, model 2 explained be-
tween 4.0% and 10.4% of the variance in HADS-D status. The risk for 
depression was significantly lower in the age group 50–79 years, 
compared to the age group 40–49. Social support, living with a spouse or 
partner and education made the largest contributions to the model. The 
sex difference was not significant after adding education and social 
support to the model. 

4. Discussion 

In this general population study, we found a mean score on the 
HADS-D to be 2.8. A score indicating caseness for depression was re-
ported by 6.9% of the participants. Caseness was more frequent in the 
youngest (40–49 years of age) and the oldest (80+) age groups. There 
was higher depression caseness reported in men than in women, but this 
difference disappeared when adjusting for other variables. Low social 
support, low education and not living with a spouse were factors asso-
ciated with higher risk for depressive symptoms. 

Table 1 
Numbers of individuals invited to participate in the Tromsø 7 Study by age and sex.   

Men Women 
Age group (years) Number invited Number participated Valid HADS score Number invited Number participated Valid HADS score  

N N N (%) N N N (%) 

40–49 5562 3054 2992 (53.3) 5195 3378 3322 (63.9) 
50–59 4327 2790 2735 (63.2) 4534 3245 3179 (70.1) 
60–69 3543 2502 2459 (69.4) 3586 2677 2634 (73.5) 
70–79 1897 1315 1282 (67.5) 2001 1361 1306 (65.3) 
80+ 723 348 319 (44.1) 1223 413 366 (29.9)  

Table 2 
Demographic and other characteristics of the study population.    

Total Men Women 

Age (years) Mean 
(SD) 

57.3 (11.4) 57.2 (11.4) 57.4 (11.4) 

Living with a partner N (%) 15,283 
(77) 

7880 
(81.6) 

7403 (72.3) 
* 

Level of education     
≤10 years N (%) 4796 (23) 2179 

(22.2) 
2617 (24.1) 

11–13 years N (%) 5756 (28) 2997 
(30.5) 

2759 (25.4) 
* 

14–16 years N (%) 4008 (19) 2091 
(21.3) 

1917 (17.6) 
* 

≥ 16 years N (%) 6145 (30) 2564 
(26.1) 

3581 (32.9) 
* 

Tangible social support N (%) 18,460 
(89) 

8764 
(89.0) 

9696 (89.6) 

Emotional social 
support 

N (%) 17,813 
(86) 

8113 
(82.7) 

9700 (89.4) 
*  

* Significant difference using the chi-square test (p < 0.001). 

Table 3 
HADS-D mean score and relation between caseness (HADS-D ≥ 8) and back-
ground variables.  

Variables HADS-D mean 
(SD) 

HADS-D ≥8% 
(n) 

χ2 P* 

Sex     
Men 3.1 (2.8) 7,5 (740)   
Women 2.6 (2.6) 6.3 (681) 10.662* <0.001 
Age groups (year)     
40–49 2.9 (2.9) 8.0 (502)   
50–59 2.8 (2.8) 6.8 (405)   
60–69 2.7 (2.6) 5.7 (292)   
70–79 3.0 (2.6) 5.8 (151)   
80+ 3.4 (2.8) 8.9 (61) 30.414* <0.001 
Living with a partner     
yes 2.7 (2.6) 5.9 (886)   
no 3.2 (3.0) 9.2 (413) 61.628* <0.001 
Level of education 

(year)     
≤10 3.1 (2.8) 8.2 (379)   
11–13 2.8 (2.7) 7.0 (393)   
14–16 2.8 (2.7) 6.5 (257)   
≥16 2.6 (2.7) 5.9 (356) 23.998* 0.001 
Tangible support     
yes 2.6 (2.5) 5.0 (900)   
no 4.9 (3.5) 22.4 (478) 910.148 

* 
<0.001 

Emotional support     
yes 2.5 (2.5) 4.7 (825)   
no 4.7 (3.4) 20.1 (553) 882.163 

* 
<0.001  

* Chi-square test based on caseness (HADS-D ≥8). 

Table 4 
Results from logistic regression with HADS-D (≥ 8) as the dependent variable.   

unadjusted Model 1 Model 2 
Variables  OR (95% CI) OR (95% CI) 

Age group    
40–49 1.00 (ref) 1.00 (ref) 1.00 (ref) 
50–59 0.88 (0.67–1.17) 0.85 (0.74–0.98) 0.81 (0.70–0.94) 
60–69 0.75 (0.57–1.00) 0.68 (0.58–0.80) 0.67 (0.56–0.79) 
70–79 0.62 (0.47–0.83) 0.69 (0.57–0.84) 0.57 (0.46–0.71) 
80+ 0.63 (0.47–0.86) 0.98 (0.72–1.33) 0.74 (0.52- 1.05) 
Sex    
men 1.00 (ref) 1.00 (ref) 1.00 (ref) 
women 0.84 (0.75–0.93) 0.81 (0.72–0.90) 0.91 (0.81–1.03) 
Living with a partner    
yes 1.00 (ref) 1.00 (ref) 1.00 (ref) 
no 1.62 (1.44–1.83) 1.70 (1.50–1.92) 1.55 (1.36–1.77) 
Education    
≤10 y 1.44 (1.24–1.67)  1.51 (1.27–1.80) 
11–13 y 1.20 (1.04–1.36)  1.19 (1.02–1.4) 
14–16 y 1.12 (0.95–1.32)  1.14 (0.95–1.05) 
>16 y 1.00 (ref)  1.00 (ref) 
Social support    
Tangible    
yes 1.00 (ref)  1.00 (ref) 
no 5.5 (4.87–6.21)  2.46 (2.06–2.94) 
Emotional    
yes 1.00 (ref)  1.00 (ref) 
no 5.06 (4.51–5.70)  2.85 (2.41–3.34) 

Model 1: Cox & Snell R square= 0.005; Nagelkerke R square= 0.013. 
Model 2: Cox & Snell R square= 0.040; Nagelkerke R square=0.104. 
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Both the mean HADS-D scores for men and women and caseness for 
depression were lower than those reported in several other population 
studies using HADS. In a Swedish study of an elderly (65–80 years), 
randomly selected population, 9.8% of the participants had a HADS-D 
score ≥8 (Djukanovic et al., 2015). Breeman et al. found in a popula-
tion study from Northwest England a prevalence of depression 
(HADS≥8) of 17.3% for both men and women in the age group 40–65 
years. In a study on a randomly selected German population, a mean 
HADS-D score of 4.8 for men and 4.7 for women were reported (Hinz 
and Brahler, 2011). In another Norwegian population study, HUNT 2 
(1995–97), a mean score of 3.6 for men and 3.4 for women was reported 
compared to 3.1 and 2.6 in our study (Stordal et al., 2001). Tromsø 7 was 
conducted on an urban population in 2015–16, compared to the 
mentioned studies conducted either in rural or mixed (both urban and 
rural) populations. Studies on differences in prevalence of depression in 
rural vs urban populations are however inconsistent (Probst et al., 2006; 
Purtle et al., 2019; Steffen et al., 2020; Wang, 2004). A lower prevalence 
in our study could be caused by a cohort effect, but due to large varia-
tions between countries we should be careful to draw such a conclusion. 
However, some previous studies have even reported an increase in the 
prevalence of depression in the last 10–20 years (Lim et al., 2018; 
Weinberger et al., 2018), but our study does not seem to support this. 
The data from our study was collected in 2015–2016. Meanwhile, the 
Covid-19 pandemic could have affected the current prevalence for 
depression in the population (Bauerle et al., 2020). 

For both sexes, there is a slightly lower prevalence of depressive 
symptoms in the age group 50–80 years than in the age groups 40–50 
years and 80 years and above. Several other surveys report a lower 
prevalence of clinical depression in elderly people than in younger 
people (Jorm, 2000; Kessler et al., 2010a; Patten et al., 2015), but few 
have analyzed differentiated age classes among the elderly. The HUNT 2 
study shows, however, an increasing prevalence of depressive symptoms 
with increasing age from 20–29 years to 80–89 years (Stordal et al., 
2001). 

A higher prevalence of depressive symptoms among participants 80 
years or older may be explained by very old people being more likely to 
have some well-known risk factors for depression, such as chronic 
medical illnesses, loneliness, and losses. The higher prevalence in the 
40–49-year group is, however, more difficult to explain. In our study, the 
participants in the age group (40–49 years) generally had higher edu-
cation, more often lived with a partner, and described better social 
support than older participants. However, in the logistic regression 
model, the risk for depression in the youngest age group compared to 
older age groups (up to 80+) even increased when controlling for edu-
cation and social support. This indicates that low education and low 
social support to a greater extent was associated with depressive 
symptoms in the youngest age group. We even found a higher risk for 
depression for participants that did not live with children in this age 
group (data not shown). It might be that persons in the younger age 
group (40–49 years) experience a life situation with low education, no 
children and low level of social support as more different from their 
peers and, perhaps more stigmatizing, than in the older age group 
Studies on age and happiness and stress have found an almost univer-
sally present U-shaped relationship between age and happiness, with the 
lowest levels of happiness and the highest levels of stress in middle-age 
(Blanchflower and Oswald, 2008). Our data suggest, however, that it is 
not middle-aged people living a stressful life pursuing careers and 
parenthood that are most at risk for depression, but rather middle-aged 
people whose life situation is experienced as being more in contrast to 
others in the same age group. Another speculation is that low social 
support and not living with children might in fact be a proxy for life 
crisis or losses that are not registered in the study. 

We found a trend towards a higher prevalence of clinically signifi-
cant depressive symptoms in the male population, however in the lo-
gistic regression analysis, sex difference was not significant when 
education and social support were added to the model. A slightly higher 

prevalence of depression in men was also reported in other studies using 
HADS (Djukanovic et al., 2015; Stordal et al., 2001). A large number of 
studies, however, have confirmed an overrepresentation of women in 
terms of both major depression and depressive symptoms (Salk et al., 
2017). This overrepresentation of women has been reported in studies 
based on structured interviews and standard diagnostic criteria and in 
most symptom scale-based studies (Faravelli et al., 2013; Van de Velde 
et al., 2010). The HADS-D includes questions about depressed mood and 
loss of interest or pleasure, which cover two of the three basic criteria for 
depression according to the ICD-10. Lack of energy and increased 
tiredness are not covered, nor are questions about sleep and appetite. 
These symptoms are often referred to as somatic symptoms. Silverstein 
et al. (2013) found that the sex difference disappears when these 
symptoms are not included (Silverstein, 1999). This could be one 
explanation for our findings relating to sex differences, in addition to 
education and social support. 

In the logistic regression analysis, social support made the largest 
contribution to the model. The risk for depressive symptoms were high 
for participants with both low tangible and emotional support. A slightly 
higher proportion of women reported good emotional support, which is 
in line with a common conception of sex differences in this field, i.e. that 
women tend to have better social support networks than men. This 
difference was significant in all age groups, except for the 80+ age group 
(data not shown). In our study, a chi-squared test revealed a significantly 
higher prevalence of depression among persons who reported both low 
emotional support and low tangible social support. The effect of social 
support as a protection against depression has been reported in several 
studies. A meta-analysis of 36 studies on social support reported a sig-
nificant association between social support and protection from 
depression among adults in 89% of studies, and almost the same result 
was found among older adults (Gariepy et al., 2016). The same study 
reported that support from a spouse was most important. In our study, 
participants aged 40–69 years living without a spouse had a significantly 
higher prevalence of depression than participants living with a spouse, 
but for people aged 70 years and older, there was no significant differ-
ence (data not shown). 

A low level of education has been reported to increase the risk for 
depression in several population studies (Bjelland et al., 2008; Brunoni 
et al., 2020; Park et al., 2012), but others have found an opposite result 
(Akhtar-Danesh and Landeen, 2007). In our study we found an espe-
cially high risk for depression for participants with only primary school 
compared to those with the highest education level. 

4.1. Strengths and limitations 

This study has some limitations. We did not have data on current 
treatment for depression. Furthermore, information about chronic 
medical illnesses, known to be associated with depression (Vu et al., 
2018; Zhang et al., 2011), was not available. Other possible con-
founders, such as income and alcohol use, were not included in the 
study. The point prevalence of depressive symptoms was based on a 
self-report questionnaire, which has its limitations due risk of recall bias 
and subjectivity. The gold standard for establishing psychiatric diag-
nosis involves structured clinical interview, and the prevalence numbers 
in the study thus represent only an estimate of depression in the popu-
lation. The sample sizes in the oldest age groups (70–79 years and 80+) 
are small compared to other age groups, which could lead to more un-
reliable results. Our data have not been weighted against age and gender 
differences between participants and the population in Norway. 

On the other hand, the survey is one of the largest population surveys 
in Norway, with a high completion rate, using a validated instrument for 
depressive symptoms. Participants 80 years and older had a consider-
ably lower completion rate, which could be because a higher proportion 
in this age group either live in a nursing home or are too fragile to 
participate in this kind of survey, which also required in-person atten-
dance for testing. Previous studies have demonstrated that non- 
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participants in population surveys tend to have more psychiatric 
symptoms than participants (Hansen et al., 2001). Thus, the point 
prevalence found in the study is most likely an underestimate of the true 
value in the population. 

5. Conclusion 

In this study on an adult population (≥40 years), we found the 
highest point-prevalence of depressive symptoms in the age groups 
40–49 years and 80+years. The caseness for depression using HADS- 
D≥8 was higher for men than for women, but the difference disappeared 
after controlling for other factors such as education and social support. 
Participants reporting low social support, low level of education and 
living without a spouse had increased risk for depressive symptoms. 

Funding 

The study was supported by the Northern Norway Regional Health 
Authority. 

Author statement 

The authors certify that they have participated sufficiently in the 
work of this study. All authors contributed to the design of the study. OG 
performed the statistical analysis and made the first draft of the manu-
script. JB, AH and RW provided feedback on the drafts of the manuscript 
and all authors approved the final manuscript. 

CRediT authorship contribution statement 

Ole Kristian Grønli: Visualization, Formal analysis, Writing – orig-
inal draft, Writing – review & editing. Jørgen G. Bramness: Visualiza-
tion, Writing – review & editing. Rolf Wynn: Visualization, Writing – 
review & editing. Anne Høye: Visualization, Writing – review & editing. 

Declaration of Competing Interest 

None 

Acknowledgment 

The authors would like to thank the Tromsø Study participants for 
their contribution. 

References 

Akhtar-Danesh, N., Landeen, J., 2007. Relation between depression and 
sociodemographic factors. Int. J. Ment. Health Syst. 1, 4. 

Allen, J., Balfour, R., Bell, R., Marmot, M., 2014. Social determinants of mental health. 
Int. Rev. Psychiatry 26, 392–407. 

Bauerle, A., Teufel, M., Musche, V., Weismuller, B., Kohler, H., Hetkamp, M., Dorrie, N., 
Schweda, A., Skoda, E.M., 2020. Increased generalized anxiety, depression and 
distress during the COVID-19 pandemic: a cross-sectional study in Germany. 
J. Public Health 42, 672–678. -Uk.  

Bjelland, I., Dahl, A.A., Haug, T.T., Neckelmann, D., 2002. The validity of the Hospital 
Anxiety and Depression Scale. An updated literature review. J. Psychosom. Res. 52, 
69–77. 

Bjelland, I., Krokstad, S., Mykletun, A., Dahl, A.A., Tell, G.S., Tambs, K., 2008. Does a 
higher educational level protect against anxiety and depression? The HUNT study. 
Soc. Sci. Med. 66, 1334–1345. 

Blanchflower, D.G., Oswald, A.J., 2008. Is well-being U-shaped over the life cycle? Soc. 
Sci. Med. 66, 1733–1749. 

Bromet, E., Andrade, L.H., Hwang, I., Sampson, N.A., Alonso, J., de Girolamo, G., de 
Graaf, R., Demyttenaere, K., Hu, C., Iwata, N., Karam, A.N., Kaur, J., 
Kostyuchenko, S., Lepine, J.P., Levinson, D., Matschinger, H., Mora, M.E., 
Browne, M.O., Posada-Villa, J., Viana, M.C., Williams, D.R., Kessler, R.C., 2011. 
Cross-national epidemiology of DSM-IV major depressive episode. BMC Med. 9, 90. 

Brunoni, A.R., Santos, I.S., Passos, I.C., Goulart, A.C., Koyanagi, A., Carvalho, A.F., 
Barreto, S.M., Viana, M.C., Lotufo, P.A., Bensenor, I.M., 2020. Socio-demographic 
and psychiatric risk factors in incident and persistent depression: an analysis in the 
occupational cohort of ELSA-Brasil. J. Affect. Disord. 263, 252–257. 

Chang-Quan, H., Zheng-Rong, W., Yong-Hong, L., Yi-Zhou, X., Qing-Xiu, L., 2010. 
Education and risk for late life depression: a meta-analysis of published literature. 
Int. J. Psychiatry Med. 40, 109–124. 

de Graaf, R., ten Have, M., van Gool, C., van Dorsselaer, S., 2012. Prevalence of mental 
disorders and trends from 1996 to 2009. Results from the Netherlands Mental Health 
Survey and Incidence Study-2. Soc. Psychiatry Psychiatr. Epidemiol. 47, 203–213. 

Djukanovic, I., Sorjonen, K., Peterson, U., 2015. Association between depressive 
symptoms and age, sex, loneliness and treatment among older people in Sweden. 
Aging Ment. Health 19, 560–568. 

Faravelli, C., Alessandra Scarpato, M., Castellini, G., Lo Sauro, C., 2013. Gender 
differences in depression and anxiety: the role of age. Psychiatry Res. 210, 
1301–1303. 

Gariepy, G., Honkaniemi, H., Quesnel-Vallee, A., 2016. Social support and protection 
from depression: systematic review of current findings in Western countries. Br. J. 
Psychiatry 209, 284–293. 

Grav, S., Hellzen, O., Romild, U., Stordal, E., 2012. Association between social support 
and depression in the general population: the HUNT study, a cross-sectional survey. 
J. Clin. Nurs. 21, 111–120. 

Hansen, V., Jacobsen, B.K., Arnesen, E., 2001. Prevalence of serious psychiatric 
morbidity in attenders and nonattenders to a health survey of a general population: 
the Tromso Health Study. Am. J. Epidemiol. 154, 891–894. 

Henderson, A.S., Jorm, A.F., Korten, A.E., Jacomb, P., Christensen, H., Rodgers, B., 1998. 
Symptoms of depression and anxiety during adult life: evidence for a decline in 
prevalence with age. Psychol. Med. 28, 1321–1328. 

Hinz, A., Brahler, E., 2011. Normative values for the Hospital Anxiety and Depression 
Scale (HADS) in the general German population. J. Psychosom. Res. 71, 74–78. 

Jorm, A.F., 2000. Does old age reduce the risk of anxiety and depression? A review of 
epidemiological studies across the adult life span. Psychol. Med. 30, 11–22. 

Kessler, R.C., Birnbaum, H., Bromet, E., Hwang, I., Sampson, N., Shahly, V., 2010a. Age 
differences in major depression: results from the National Comorbidity Survey 
Replication (NCS-R). Psychol. Med. 40, 225–237. 

Kessler, R.C., Birnbaum, H.G., Shahly, V., Bromet, E., Hwang, I., McLaughlin, K.A., 
Sampson, N., Andrade, L.H., de Girolamo, G., Demyttenaere, K., Haro, J.M., 
Karam, A.N., Kostyuchenko, S., Kovess, V., Lara, C., Levinson, D., Matschinger, H., 
Nakane, Y., Browne, M.O., Ormel, J., Posada-Villa, J., Sagar, R., Stein, D.J., 2010b. 
Age differences in the prevalence and co-morbidity of DSM-IV major depressive 
episodes: results from the WHO World Mental Health Survey Initiative. Depress. 
Anxiety 27, 351–364. 

Krieger, N., Williams, D.R., Moss, N.E., 1997. Measuring social class in US public health 
research: concepts, methodologies, and guidelines. Annu. Rev. Public Health 18, 
341–378. 

Kringlen, E., Torgersen, S., Cramer, V., 2001. A Norwegian psychiatric epidemiological 
study. Am. J. Psychiatry 158, 1091–1098. 

Kuehner, C., 2017. Why is depression more common among women than among men? 
Lancet Psychiatry 4, 146–158. 

Lim, G.Y., Tam, W.W., Lu, Y., Ho, C.S., Zhang, M.W., Ho, R.C., 2018. Prevalence of 
depression in the community from 30 countries between 1994 and 2014. Sci. Rep. 8, 
2861. 

Marmot, M., Allen, J., Bell, R., Bloomer, E., Goldblatt, P., Consortium for the European 
Review of Social Determinants of Health and the Health Divide, 2012. WHO 
European review of social determinants of health and the health divide. Lancet 380, 
1011–1029. 

Mykletun, A., Stordal, E., Dahl, A.A., 2001. Hospital Anxiety and Depression (HAD) 
scale: factor structure, item analyses and internal consistency in a large population. 
Br. J. Psychiatry 179, 540–544. 

Park, J.H., Kim, K.W., Kim, M.H., Kim, M.D., Kim, B.J., Kim, S.K., Kim, J.L., Moon, S.W., 
Bae, J.N., Woo, J.I., Ryu, S.H., Yoon, J.C., Lee, N.J., Lee, D.Y., Lee, D.W., Lee, S.B., 
Lee, J.J., Lee, J.Y., Lee, C.U., Chang, S.M., Jhoo, J.H., Cho, M.J., 2012. A nationwide 
survey on the prevalence and risk factors of late life depression in South Korea. 
J. Affect. Disord. 138, 34–40. 

Patten, S.B., Williams, J.V., Lavorato, D.H., Wang, J.L., McDonald, K., Bulloch, A.G., 
2015. Descriptive epidemiology of major depressive disorder in Canada in 2012. 
Can. J. Psychiatry 60, 23–30. 

Peyrot, W.J., Lee, S.H., Milaneschi, Y., Abdellaoui, A., Byrne, E.M., Esko, T., de Geus, E. 
J., Hemani, G., Hottenga, J.J., Kloiber, S., Levinson, D.F., Lucae, S., Martin, N.G., 
Medland, S.E., Metspalu, A., Milani, L., Noethen, M.M., Potash, J.B., Rietschel, M., 
Rietveld, C.A., Ripke, S., Shi, J., Willemsen, G., Zhu, Z., Boomsma, D.I., Wray, N.R., 
Penninx, B.W.J.H., , Major Depressive Disorder Working Group of the Psychiatric 
GWAS Consortium[Corporate Collaborator], Social Science Genetic Association 
Consortium Corporate Collaborator, 2015. The association between lower 
educational attainment and depression owing to shared genetic effects? Results in 
~25,000 subjects. Mol. Psychiatry 20, 735–743. 

Probst, J.C., Laditka, S.B., Moore, C.G., Harun, N., Powell, M.P., Baxley, E.G., 2006. 
Rural-urban differences in depression prevalence: implications for family medicine. 
Fam. Med. 38, 653–660. 

Purtle, J., Nelson, K.L., Yang, Y., Langellier, B., Stankov, I., Diez Roux, A.V., 2019. 
Urban-rural differences in older adult depression: a systematic review and meta- 
analysis of comparative studies. Am. J. Prev. Med. 56, 603–613. 

Salk, R.H., Hyde, J.S., Abramson, L.Y., 2017. Gender differences in depression in 
representative national samples: meta-analyses of diagnoses and symptoms. Psychol. 
Bull. 143, 783–822. 

Scott, K.M., Von Korff, M., Alonso, J., Angermeyer, M., Bromet, E.J., Bruffaerts, R., de 
Girolamo, G., de Graaf, R., Fernandez, A., Gureje, O., He, Y., Kessler, R.C., 
Kovess, V., Levinson, D., Medina-Mora, M.E., Mneimneh, Z., Oakley Browne, M.A., 
Posada-Villa, J., Tachimori, H., Williams, D., 2008. Age patterns in the prevalence of 

O.K. Grønli et al.                                                                                                                                                                                                                               

https://doi.org/10.13039/501100007137
https://doi.org/10.13039/501100007137
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0001
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0001
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0002
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0002
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0003
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0003
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0003
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0003
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0004
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0004
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0004
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0005
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0005
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0005
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0006
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0006
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0007
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0007
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0007
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0007
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0007
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0008
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0008
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0008
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0008
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0009
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0009
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0009
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0010
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0010
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0010
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0011
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0011
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0011
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0012
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0012
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0012
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0013
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0013
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0013
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0014
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0014
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0014
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0015
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0015
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0015
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0016
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0016
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0016
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0017
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0017
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0018
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0018
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0019
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0019
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0019
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0020
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0020
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0020
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0020
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0020
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0020
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0020
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0021
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0021
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0021
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0022
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0022
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0023
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0023
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0024
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0024
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0024
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0025
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0025
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0025
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0025
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0026
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0026
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0026
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0027
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0027
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0027
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0027
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0027
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0028
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0028
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0028
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0029
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0030
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0030
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0030
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0031
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0031
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0031
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0032
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0032
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0032
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0033
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0033
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0033
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0033


Journal of Affective Disorders Reports 8 (2022) 100322

6

DSM-IV depressive/anxiety disorders with and without physical co-morbidity. 
Psychol. Med. 38, 1659–1669. 

Silverstein, B., 1999. Gender difference in the prevalence of clinical depression: the role 
played by depression associated with somatic symptoms. Am. J. Psychiatry 156, 
480–482. 

Silverstein, B., Edwards, T., Gamma, A., Ajdacic-Gross, V., Rossler, W., Angst, J., 2013. 
The role played by depression associated with somatic symptomatology in 
accounting for the gender difference in the prevalence of depression. Soc. Psychiatry 
Psychiatr. Epidemiol. 48, 257–263. 

Solhaug, H.I., Romuld, E.B., Romild, U., Stordal, E., 2012. Increased prevalence of 
depression in cohorts of the elderly: an 11-year follow-up in the general population - 
the HUNT study. Int. Psychogeriatr. 24, 151–158. 

Steffen, A., Thom, J., Jacobi, F., Holstiege, J., Batzing, J., 2020. Trends in prevalence of 
depression in Germany between 2009 and 2017 based on nationwide ambulatory 
claims data. J. Affect. Disord. 271, 239–247. 

Stordal, E., Bjartveit Kruger, M., Dahl, N.H., Kruger, O., Mykletun, A., Dahl, A.A., 2001. 
Depression in relation to age and gender in the general population: the Nord- 
Trondelag Health Study (HUNT). Acta Psychiatr. Scand. 104, 210–216. 

Tengku Mohd, T.A.M., Yunus, R.M., Hairi, F., Hairi, N.N., Choo, W.Y., 2019. Social 
support and depression among community dwelling older adults in Asia: a 
systematic review. BMJ Open 9, e026667. 

Van de Velde, S., Bracke, P., Levecque, K., 2010. Gender differences in depression in 23 
European countries. Cross-national variation in the gender gap in depression. Soc. 
Sci. Med. 71, 305–313. 

Vos, T., Flaxman, A.D., Naghavi, M., Lozano, R., Michaud, C., Ezzati, M., Shibuya, K., 
Salomon, J.A., Abdalla, S., Aboyans, V., Abraham, J., Ackerman, I., Aggarwal, R., 
Ahn, S.Y., Ali, M.K., Alvarado, M., Anderson, H.R., Anderson, L.M., Andrews, K.G., 
Atkinson, C., Baddour, L.M., Bahalim, A.N., Barker-Collo, S., Barrero, L.H., 
Bartels, D.H., Basanez, M.G., Baxter, A., Bell, M.L., Benjamin, E.J., Bennett, D., 
Bernabe, E., Bhalla, K., Bhandari, B., Bikbov, B., Bin Abdulhak, A., Birbeck, G., 
Black, J.A., Blencowe, H., Blore, J.D., Blyth, F., Bolliger, I., Bonaventure, A., 
Boufous, S., Bourne, R., Boussinesq, M., Braithwaite, T., Brayne, C., Bridgett, L., 
Brooker, S., Brooks, P., Brugha, T.S., Bryan-Hancock, C., Bucello, C., Buchbinder, R., 
Buckle, G., Budke, C.M., Burch, M., Burney, P., Burstein, R., Calabria, B., 
Campbell, B., Canter, C.E., Carabin, H., Carapetis, J., Carmona, L., Cella, C., 
Charlson, F., Chen, H., Cheng, A.T., Chou, D., Chugh, S.S., Coffeng, L.E., Colan, S.D., 
Colquhoun, S., Colson, K.E., Condon, J., Connor, M.D., Cooper, L.T., Corriere, M., 
Cortinovis, M., de Vaccaro, K.C., Couser, W., Cowie, B.C., Criqui, M.H., Cross, M., 
Dabhadkar, K.C., Dahiya, M., Dahodwala, N., Damsere-Derry, J., Danaei, G., 
Davis, A., De Leo, D., Degenhardt, L., Dellavalle, R., Delossantos, A., Denenberg, J., 
Derrett, S., Des Jarlais, D.C., Dharmaratne, S.D., Dherani, M., Diaz-Torne, C., 
Dolk, H., Dorsey, E.R., Driscoll, T., Duber, H., Ebel, B., Edmond, K., Elbaz, A., Ali, S. 
E., Erskine, H., Erwin, P.J., Espindola, P., Ewoigbokhan, S.E., Farzadfar, F., 
Feigin, V., Felson, D.T., Ferrari, A., Ferri, C.P., Fevre, E.M., Finucane, M.M., 
Flaxman, S., Flood, L., Foreman, K., Forouzanfar, M.H., Fowkes, F.G., Franklin, R., 
Fransen, M., Freeman, M.K., Gabbe, B.J., Gabriel, S.E., Gakidou, E., Ganatra, H.A., 
Garcia, B., Gaspari, F., Gillum, R.F., Gmel, G., Gosselin, R., Grainger, R., Groeger, J., 
Guillemin, F., Gunnell, D., Gupta, R., Haagsma, J., Hagan, H., Halasa, Y.A., Hall, W., 
Haring, D., Haro, J.M., Harrison, J.E., Havmoeller, R., Hay, R.J., Higashi, H., Hill, C., 
Hoen, B., Hoffman, H., Hotez, P.J., Hoy, D., Huang, J.J., Ibeanusi, S.E., Jacobsen, K. 
H., James, S.L., Jarvis, D., Jasrasaria, R., Jayaraman, S., Johns, N., Jonas, J.B., 

Karthikeyan, G., Kassebaum, N., Kawakami, N., Keren, A., Khoo, J.P., King, C.H., 
Knowlton, L.M., Kobusingye, O., Koranteng, A., Krishnamurthi, R., Lalloo, R., 
Laslett, L.L., Lathlean, T., Leasher, J.L., Lee, Y.Y., Leigh, J., Lim, S.S., Limb, E., Lin, J. 
K., Lipnick, M., Lipshultz, S.E., Liu, W., Loane, M., Ohno, S.L., Lyons, R., Ma, J., 
Mabweijano, J., MacIntyre, M.F., Malekzadeh, R., Mallinger, L., Manivannan, S., 
Marcenes, W., March, L., Margolis, D.J., Marks, G.B., Marks, R., Matsumori, A., 
Matzopoulos, R., Mayosi, B.M., McAnulty, J.H., McDermott, M.M., McGill, N., 
McGrath, J., Medina-Mora, M.E., Meltzer, M., Mensah, G.A., Merriman, T.R., 
Meyer, A.C., Miglioli, V., Miller, M., Miller, T.R., Mitchell, P.B., Mocumbi, A.O., 
Moffitt, T.E., Mokdad, A.A., Monasta, L., Montico, M., Moradi-Lakeh, M., Moran, A., 
Morawska, L., Mori, R., Murdoch, M.E., Mwaniki, M.K., Naidoo, K., Nair, M.N., 
Naldi, L., Narayan, K.M., Nelson, P.K., Nelson, R.G., Nevitt, M.C., Newton, C.R., 
Nolte, S., Norman, P., Norman, R., O’Donnell, M., O’Hanlon, S., Olives, C., Omer, S. 
B., Ortblad, K., Osborne, R., Ozgediz, D., Page, A., Pahari, B., Pandian, J.D., 
Rivero, A.P., Patten, S.B., Pearce, N., Padilla, R.P., Perez-Ruiz, F., Perico, N., 
Pesudovs, K., Phillips, D., Phillips, M.R., Pierce, K., Pion, S., Polanczyk, G.V., 
Polinder, S., Pope, C.A., Popova, S., Porrini, E., Pourmalek, F., Prince, M., Pullan, R. 
L., Ramaiah, K.D., Ranganathan, D., Razavi, H., Regan, M., Rehm, J.T., Rein, D.B., 
Remuzzi, G., Richardson, K., Rivara, F.P., Roberts, T., Robinson, C., De Leon, F.R., 
Ronfani, L., Room, R., Rosenfeld, L.C., Rushton, L., Sacco, R.L., Saha, S., 
Sampson, U., Sanchez-Riera, L., Sanman, E., Schwebel, D.C., Scott, J.G., Segui- 
Gomez, M., Shahraz, S., Shepard, D.S., Shin, H., Shivakoti, R., Singh, D., Singh, G.M., 
Singh, J.A., Singleton, J., Sleet, D.A., Sliwa, K., Smith, E., Smith, J.L., Stapelberg, N. 
J., Steer, A., Steiner, T., Stolk, W.A., Stovner, L.J., Sudfeld, C., Syed, S., 
Tamburlini, G., Tavakkoli, M., Taylor, H.R., Taylor, J.A., Taylor, W.J., Thomas, B., 
Thomson, W.M., Thurston, G.D., Tleyjeh, I.M., Tonelli, M., Towbin, J.A., 
Truelsen, T., Tsilimbaris, M.K., Ubeda, C., Undurraga, E.A., van der Werf, M.J., van 
Os, J., Vavilala, M.S., Venketasubramanian, N., Wang, M., Wang, W., Watt, K., 
Weatherall, D.J., Weinstock, M.A., Weintraub, R., Weisskopf, M.G., Weissman, M.M., 
White, R.A., Whiteford, H., Wiersma, S.T., Wilkinson, J.D., Williams, H.C., 
Williams, S.R., Witt, E., Wolfe, F., Woolf, A.D., Wulf, S., Yeh, P.H., Zaidi, A.K., 
Zheng, Z.J., Zonies, D., Lopez, A.D., Murray, C.J., AlMazroa, M.A., Memish, Z.A., 
2012. Years lived with disability (YLDs) for 1160 sequelae of 289 diseases and 
injuries 1990-2010: a systematic analysis for the Global Burden of Disease Study 
2010. Lancet 380, 2163–2196. 

Vu, H.T.T., Nguyen, T.X., Nguyen, H.T.T., Le, T.A., Nguyen, T.N., Nguyen, A.T., 
Nguyen, T.T.H., Nguyen, H.L., Nguyen, C.T., Tran, B.X., Latkin, C.A., Pham, T., 
Zhang, M.W.B., Ho, R.C.M., 2018. Depressive symptoms among elderly diabetic 
patients in Vietnam. Diabetes Metab. Syndr. 11, 659–665. 

Wang, J.L., 2004. Rural-urban differences in the prevalence of major depression and 
associated impairment. Soc. Psychiatry Psychiatr. Epidemiol. 39, 19–25. 

Weinberger, A.H., Gbedemah, M., Martinez, A.M., Nash, D., Galea, S., Goodwin, R.D., 
2018. Trends in depression prevalence in the USA from 2005 to 2015: widening 
disparities in vulnerable groups. Psychol. Med. 48, 1308–1315. 

Zhang, M.W.B., Ho, R.C.M., Cheung, M.W.L., Fu, E., Mak, A., 2011. Prevalence of 
depressive symptoms in patients with chronic obstructive pulmonary disease: a 
systematic review, meta-analysis and meta-regression. Gen. Hosp. Psychiatry 33, 
217–223. 

Zigmond, A.S., Snaith, R.P., 1983. the hospital anxiety and depression scale. Acta 
Psychiatr. Scand. 67, 361–370. 

O.K. Grønli et al.                                                                                                                                                                                                                               

http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0033
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0033
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0034
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0034
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0034
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0035
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0035
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0035
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0035
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0036
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0036
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0036
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0037
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0037
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0037
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0038
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0038
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0038
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0039
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0039
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0039
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0040
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0040
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0040
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0041
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0042
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0042
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0042
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0042
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0043
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0043
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0044
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0044
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0044
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0045
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0045
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0045
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0045
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0046
http://refhub.elsevier.com/S2666-9153(22)00015-4/sbref0046

	Depressive symptoms in the general population: The 7th Tromsø Study
	1 Introduction
	2 Methods
	2.1 Study population
	2.2 Hospital Anxiety and Depression Scale
	2.3 Covariates
	2.4 Statistics
	2.5 Ethics

	3 Results
	4 Discussion
	4.1 Strengths and limitations

	5 Conclusion
	Funding
	Author statement
	CRediT authorship contribution statement
	Declaration of Competing Interest
	Acknowledgment
	References


