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Abstract

We examined wealth inequalities in disability, taking into account the effect of both depres-

sion and social support among older English adults using data from 5,506 community-dwell-

ing people aged 50 years and over from the English Longitudinal Study of Ageing (ELSA).

Disability was measured as self-reported limitations in the Basic Activities of Daily Living

(ADL) and Instrumental Activities of Daily Living (IADL). Depressive symptomatology was

measured using the 8-item Center for Epidemiological Studies-Depression (CES-D) scale.

Social support was assessed by marital status and frequency of contact with friends, rela-

tives or children. Multinomial logistic regression models were used to assess the role of

social support and depressive symptoms on disability by total household wealth, which is a

measure of accumulated assets over the course of life. Our findings showed that the poorest

men with disability were more likely to live without a partner and have no weekly contact with

children, family or friends compared to the wealthiest. Among women with disability, the

poorest were more likely to report loneliness and have no partner while the wealthiest and

the intermediate groups were more likely to be living with a partner. There was a strong

inverse dose-response association between wealth and depressive symptoms among all

participants with disability. This study shows a clear wealth gradient in disability among

older English adults, especially for those with elevated depressive symptoms.

Introduction

Socioeconomic inequality in health is a key public health concern [1] with many studies show-

ing gradients in physical ill health and mortality by socioeconomic position [2]. The gradient

in the association between socioeconomic status (SES) and functioning is well documented,

with individuals from higher SES experiencing better functioning [3]. The association between

SES, negative emotions and depressive symptoms has also been investigated [4, 5]. In most

conceptual models, possible pathways connecting low SES with poor health can be distilled

roughly into two categories: stress and concomitant psychological distress, and psychological

and social resources [6].
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The literature also reports that some psychosocial factors i.e. measurements that potentially

relate psychological phenomena to the social environment and to pathophysiological changes

[7] are associated with disability. These psychosocial factors included depression [8,9], loneli-

ness [10], social networks [11] and social support [12]. Measures of social networks have been

shown to be associated with SES, in the sense that individuals in higher socioeconomic groups

are more likely to be married, have more friends and report higher levels of social support

(more emotional support and less negative aspects of close relationships) [13].

Depression is a major contributor to disability, accounting for 4.4% of total disability-

adjusted life years (DALY) globally [14] and it has consistently been shown to be a strong pre-

dictor of physical limitation and difficulty performing activities of daily living (ADLs) in com-

munity-dwelling adults [15]. Its relationship with SES has been explored previously [5].

Previous research has shown an inverse SES gradient in depressive symptoms and poor

physical functioning [5]. However, it is still unclear from the literature in health inequalities

whether the association between psychosocial factors and functioning is consistent throughout

different SES groups or whether there are interactions. This is because poor social resources

are hypothesized to lead to disability by influencing health-damaging behaviours and psycho-

logical and physiological systems [13], and, on the other hand, high SES groups have the

potential to attenuate these effects due to less stress levels accumulated in the life course [6]. In

addition, most of the literature considers linearity in the associations among SES, psychosocial

pathways, and health (mainly functioning), reporting adjusted coefficients that might repre-

sent merely the average coefficients across the SES categories. That is, psychosocial factors

could potentially have a greater impact at certain levels of SES than at others, or different psy-

chosocial factors may be important for determining health of lower versus higher SES individ-

uals [16]. For example, men in the lowest SES group are less likely to live with a partner [13]

and, consequently, experiencing more stress since their social support is heavily focused on

their spouses who are less present. Therefore, the main aim of this study is to explore socioeco-

nomic inequalities in disability, taking into account the effect of both depression and social

support among different socioeconomic groups of older English adults.

Methods

Study Population

The English Longitudinal Study of Ageing (ELSA) is a representative sample of the population

aged 50 and over, living in private households in England. Its participants were recruited from

households that had earlier participated in the Health Survey for England. ELSA is a wide data

source including information on sociodemographic and health characteristics, social participa-

tion and biomarkers and a detailed description of the study can be found elsewhere [17]. Of

9,169 ELSA core participants who took part in wave 6 (2012–13), 5,506 had complete data on

all study variables. Those who were excluded tended to be older females with disability from

the lowest socioeconomic group (p<0.001). Wave 6 was used for this analysis because we

wanted to reflect the current ELSA participants’ wealth and disability circumstances.

Assessment of disability

Disability was measured as self-reported limitations in the Basic Activities of Daily Living

(ADL) and Instrumental Activities of Daily Living (IADL) [18]. ADL included six activities:

dressing, walking across a room, bathing or showering, eating, getting in or out of bed, using

the toilet. IADL included seven activities: using a map to get around in a strange place, prepar-

ing a hot meal, shopping for groceries, making telephone calls, taking medications, doing
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work around the house or garden and managing money. Disability was defined as having limi-

tation in one or more activities, including ADL and IADL.

Assessment of household wealth

Total non-pension household wealth included financial wealth (savings and investments), the

value of any home and other property (less mortgage), the value of any business assets and

physical wealth such as artwork and jewellery owned by the household (i.e., a single respon-

dent or a responding couple along with any dependent individuals) minus any debt. Wealth is

the most robust indicator of socioeconomic circumstances in ELSA, and has been found to be

more strongly associated with the risk of death than any other socioeconomic position indica-

tor at older ages [19]. The estimation of this variable was based on 22 different wealth and debt

components, which were either observed or imputed. A detailed description of wealth and its

components can be found at: http://bit.ly/1yrRgHd and http://bit.ly/1awp6iZ.

Assessment of social support

Marital status was categorized in having a partner and not having a partner (single, widowed,

separated or divorced). The frequency of contact at a weekly rate or more often (either face to

face, over the phone, email or text messages) with friends, relatives or children who did not

live with the respondent was assessed and used as a dichotomous variable (yes/no). The objec-

tive was to identify respondents who had no frequent contact with anyone outside their house-

hold. Positive social support received by children/friends/family was measured by three

questions on participant’s perceptions of support availability and used as a dichotomous vari-

able (high/low). By each network type, we defined that the participants had positive social sup-

port if they reported ‘a lot’ in three questions or ‘a lot’ in two questions and ‘some’ in one.

Then, we combined the three network types. High positive social support was defined by hav-

ing support in at least one network type and low positive social support by having no support

of each network type.

Assessment of loneliness

Loneliness was assessed by the Three-Item Loneliness Scale [20] derived from the 20-item

revised UCLA loneliness scale [21], with reliability reported as 0.72 [20]. The scale includes

questions about feeling lack of companionship, feeling left out and feeling isolated from others.

The three-point response scale ranged from 1 (hardly ever/never) to 3 (often) and a score rang-

ing from 1 to 9 was obtained and divided into tertiles: those in the highest loneliness tertile

were compared to the intermediate/lower tertile.

Assessment of depressive symptoms

Depressive symptoms were measured by the shortened version of the Center for Epidemiologi-

cal Studies-Depression (CES-D) scale [22]. The scale included eight questions about depressive

symptoms experienced during the week before the ELSA interview. A dichotomous variable

distinguishing between those with and without depressive symptoms was derived, considering

the validated cut-off point of four or more depressive symptoms [23].

Covariates

Potential confounders included in this analysis were age and number of comorbidities. The

number of comorbidities was assessed by self-reported doctor diagnosed chronic diseases,

including diabetes, cancer, stroke, arthritis, lung disease, Parkinson and cardiovascular
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diseases (high blood pressure, angina, heart attack, heart failure, heart murmur or heart

rhythm). The number of comorbidities was categorized into none, one or two or more.

Statistical analysis

Univariate analysis was conducted first, using Pearson’s chi-square test for categorical vari-

ables and ANOVA for continuous variables. We used Multinomial Logistic Regression to esti-

mate the odds ratio (OR) and their 95% confidence intervals to assess the association of

psychosocial aspects with disability and wealth. Four outcomes were considered in the multi-

nomial logistic regressions: without disability (reference category), disability in highest wealth

tertile (Wealthiest), disability in intermediate wealth tertile (Intermediate) and disability in

lowest wealth tertile (Poorest). This type of analysis was used to firstly test the effect of disabil-

ity (with/without) and secondly the interaction between disability and household wealth. Mul-

tivariate analysis was performed using sequential models. First, we estimated the association

between psychosocial aspects and disability and wealth by adjusting for age. Then we added

the number of comorbidities and lastly, depressive symptoms. The analysis was stratified by

gender, as psychosocial factors are different between men and women, using STATA 13.0

(Stata Corp LLP, College Station, TX).

Ethics Approval and Informed Consent

All participants gave written informed consent. The English Longitudinal Study of Ageing has

been approved by the National Research Ethics Service (London Multicentre Research Ethics

Committee (MREC/01/2/91)).

Results

Of 9,169 ELSA core participants who took part in wave 6 (2012–13), we had information

about wealth and disability outcomes for 8,945, and among those, complete information

regarding psychosocial variables for 5,506, which were included in the current analysis. Char-

acteristics of the study population by ADL/IADL limitation are showed in Table 1. The preva-

lence of disability was 20.9% and among these, 47.6% were in the lowest socioeconomic group.

The mean age of participants was 66.0 years (SD = 8.4), with a majority of these female

(54.1%) and 37.6% with one comorbidity. Depressive symptoms were reported in 10.2%. The

group with disability was poorer (47.6%), with a majority of females (57.4%), with two or more

comorbidities (50.9%), more depressive symptoms (24.3%), were not living with a partner

(35.5%) and reported more loneliness (39.5%).

Table 2 shows the prevalence of each covariate by disability status and household wealth

tertile among men and women. Among men, the poorest reported more elevated depressive

symptoms (28%), were not currently living with a partner (43.1%), were more likely to report

no weekly contact with their children, family or friends (9.3%) and experienced more loneli-

ness (36.4%). Among women, the same pattern was observed for the poorest: more depressive

symptoms (38%), not currently living with a partner (52.5%) and experienced more loneliness

(49.7%). Additionally, we tested whether there was any difference in disability severity (num-

ber of activities reported with limitation) across wealth groups and we found a statistically sig-

nificant gradient among women. The prevalence of limitations in four or more activities

reported by the wealthiest, intermediate and the poorest women were 10.2%, 22% and 29.6%

respectively (data not shown).

The results from the multinomial logistic regression showed that the poorest men with dis-

ability were more likely to have no partner (OR = 1.78; 95% CI 1.29, 2.45) and to report no

weekly contact with their children, family or friends (OR = 1.79; 95% CI 1.01, 3.16). The
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wealthiest men experienced more loneliness (OR = 1.59; 95% CI 1.01, 2.49), even after adjust-

ing for multiple variables. Among women, the poorest with disability were more likely to

report loneliness (OR = 1.52; 95% CI 1.15, 2.01) and not having a partner (OR = 1.88; 95% CI

1.44, 2.44). On the other hand, the wealthiest and the intermediate groups were more likely to

be living with a partner. There was a strong inverse dose-response association between wealth

and elevated depressive symptoms among men and women with disability (Table 3). The odds

ratios adjusted for age, chronic diseases and psychosocial characteristics and their 95% CIs for

this association are displayed in Fig 1. Participants without disability are the reference

category.

Discussion

Our main findings showed a clear wealth gradient in disability in later life, with better levels of

social resources among those who were better off. Depressive symptoms emerged as the most

significant psychosocial indicator investigated. The poorest participants with disability

reported more depressive symptoms and and this aspect was particularly severe among the

poorest women. Loneliness was associated with functioning independently of wealth, but, after

adjusting for depressive symptoms, this association lost strength and remained statistically sig-

nificant only for some wealth groups. Finally, for both men and women the poorest were more

likely to be without a partner, whilst the poorest men were more likely to report no weekly

contact with friends, family or children, and poor women to be lonelier.

Current evidence on socioeconomic trends in the disability-free life expectancy of older

ages in England supports the clear wealth gradient in disability found in this study. Older

English adults in the least affluent areas spent more years with disability compared to those liv-

ing in wealthier areas [24]. In the past three decades, income inequality in England increased

steeply and it has been sustained at historically high levels [24]. In addition, there is evidence

Table 1. Characteristics according to disability status at wave 6 (2012–13) of 5,506 participants aged 50 and older from the English Longitudinal
Study of Ageing (ELSA).

Characteristic All (n = 5,506) Disability P value

Yes (n = 1,153) No (n = 4,353)

Age (years), mean (SD) 66.0 (8.4) 68.9 (9.0) 65.3 (8.1) 0.001

Women, (%) 54.1 57.4 53.3 0.012

Household wealth, (%) 0.001

Wealthiest 33.4 21.9 36.5

Intermediate 33.6 30.4 34.4

Poorest 33.0 47.6 29.1

Number of comorbidities*, (%) 0.001

None 36.5 14.7 42.3

One 37.6 34.4 38.5

Two or more 25.8 50.9 19.2

Marital status (not living with partner), (%) 32.7 35.5 32.0 0.025

No weekly contact with friends, family or children, (%) 5.2 5.5 5.2 0.689

Loneliness (highest tertile), (%) 28.2 39.5 25.2 0.001

Low social support from friends, family or children, (%) 31.3 33.0 30.9 0.154

Depressive symptoms (�4 CES-D symptoms), (%) 10.2 24.3 6.5 0.001

* Self-reported doctor diagnosed chronic diseases = diabetes, cancer, stroke, arthritis, lung disease, Parkinson and CVD conditions (high blood pressure,

angina, heart attack, heart failure, heart murmur or heart rhythm)

doi:10.1371/journal.pone.0166825.t001
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suggesting a linking between the growth in health inequality and the observed trends in wealth

inequality [25].

We found that depressive symptoms are an important aspect when investigating function-

ing in older adults. It was not only associated with functioning, but also show heterogeneity

across household wealth groups among those reporting disability: the odds of the association

between disability and depressive symptoms are nearly three times higher among the poorest.

Previous results from the Whitehall II Study [5] showed that there is an inverse gradient in

both depressive symptoms and in poor functioning by SES and the current findings provide

further evidence of the interactive effect of depressive symptoms and SES on functioning. This

pathway makes sense, corroborating cohort studies that have explored the effect of depressive

symptoms on the onset of disability [18]. On the other hand, since this is a cross-sectional anal-

ysis, it is reasonable to consider another pathway: disability [8,9] and lower SES [5,26] leads to

depressive symptoms. Previous studies that had explored the association between depressive

symptoms and health outcomes [5,11,12,13,15,27,28] reported adjusted coefficients by SES

Table 2. Characteristics according to disability status by household wealth in 5,506men and women, the English Longitudinal Study of Ageing
(ELSA), wave 6 (2012–13).

Characteristic Without disability %
(n = 4,353)

Disability P value

Wealthiest %
(n = 253)

Intermediate %
(n = 351)

Poorest %
(n = 549)

Men

Age, mean (SD) 66.0 (8.3) 71.2 (9.0) 71.4 (8.9) 68.4 (9.1) 0.001

Number of comorbidities* 0.001

None 39.2 19.8 13.8 11.1

One 40.1 39.6 33.1 32.0

Two or more 20.7 40.6 53.1 56.9

Marital status (not living with partner) 28.1 26.4 20.6 43.1 0.001

No weekly contact with friends, family or
children

5.0 0.9 5.0 9.3 0.008

Loneliness (highest tertile) 22.5 34.0 31.9 36.4 0.001

Low social support from friends, family or
children

39.6 44.3 38.1 39.6 0.769

Depressive symptoms (�4 CES-D
symptoms)

4.2 11.3 15.0 28.0 0.001

Women

Age, mean (SD) 64.5 (7.8) 69.4 (8.7) 68.9 (8.4) 66.9 (8.9) 0.001

Number of comorbidities* 0.001

None 45.0 15.7 18.9 13.3

One 37.1 41.5 36.1 30.6

Two or more 17.9 42.9 45.0 56.2

Marital status (not living with partner) 35.4 21.1 26.2 52.5 0.001

No weekly contact with friends, family or
children

5.4 4.1 5.2 5.3 0.931

Loneliness (highest tertile) 27.6 36.7 37.2 49.7 0.001

Low social support from friends, family or
children

23.2 29.9 24.6 28.7 0.058

Depressive symptoms (�4 CES-D
symptoms)

8.5 15.0 18.9 38.0 0.001

* Self-reported doctor diagnosed chronic diseases = diabetes, cancer, stroke, arthritis, lung disease, Parkinson and CVD conditions (high blood pressure,

angina, heart attack, heart failure, heart murmur or heart rhythm)

doi:10.1371/journal.pone.0166825.t002
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that might represent merely the average coefficients across the SES categories rather than its

real meaning considering this interaction. In order to test whether the heterogeneity found

was due to a differential intensity of depressive symptoms across SES categories, we performed

the Kruskal-Wallis test to see any potential difference between the numbers of positive depres-

sive symptoms by the three disability categories. We found only statistical differences among

women, indicating that this apparent interaction might be due to more severe levels of depres-

sive symptoms among the poorest women.

According to psychosocial theory [1,29], disability inequalities linked to depressive symp-

toms could be partially explained by social support or social integration. Ours findings show

that the lack of weekly contact with children, family or a friend and the absence of a partner

are related factors among men and, among women, the related factors are loneliness and the

absence of a partner. Indeed, it has been noted that those most in need of support from their

social networks, such as in the event of disability, are often those least likely to receive support

[30]. Our results show that men report lower levels of support from children, family or friends

than women. This finding could be explained by the fact that for men social support is heavily

focused on their spouses, whereas women are much more likely to rely on a child, close rela-

tive, or a friend as their confidant and mobilize more social supports during periods of stress.

Table 3. Multinomial Logistic regression analyses of older adults without disability (n = 1,153) aged 50 years and over in England by wealth ter-
tiles, the English Longitudinal Study of Ageing (ELSA), wave 6 (2012–13).

Modela Modelb

Disability Disability

Wealthiest
(n = 253) OR (95%

CI)

Intermediate
(n = 351) OR (95%CI)

Poorest
(n = 549) OR
(95%CI)

Wealthiest
(n = 253) OR (95%

CI)

Intermediate
(n = 351) OR (95%CI)

Poorest
(n = 549) OR

(95%CI)

Men

Marital status (not living
with partner)

1.01(0.64–1.60) 0.65 (0.43–0.99) 1.71 (1.26–2.33) 1.02 (0.65–1.62) 0.66 (0.43–1.01) 1.78 (1.29–2.45)

No weekly contact with
friends, relatives or
children

0.25 (0.33–1.82) 1.50 (0.69–3.29) 1.80 (1.05–3.10) 0.25 (0.03–1.83) 1.52 (0.69–3.34) 1.79 (1.01–3.16)

Loneliness (highest
tertile)

1.80 (1.17–2.78) 1.75 (1.21–2.53) 1.72 (1.26–2.35) 1.59 (1.01–2.49) 1.42 (0.97–2.11) 1.09 (0.77–1.55)

Low social support from
friends, family or children

1.36 (0.90–2.04) 1.09 (0.77–1.55) 1.15 (0.85–1.56) 1.33 (0.88–2.01) 1.07 (0.75–1.53) 1.12 (0.82–1.53)

Depressive symptoms
(�4 CES-D symptoms)

- - - 2.44 (1.24–4.83) 3.43 (2.00–5.86) 7.47 (4.90–
11.37)

Women

Marital status (not living
with partner)

0.52 (0.34–0.79) 0.67 (0.48–0.95) 1.97 (1.53–2.54) 0.52 (0.34–0.79) 0.66 (0.47–0.94) 1.88 (1.44–2.44)

No weekly contact with
friends, family or children

0.94 (0.40–2.21) 1.11 (0.56–2.19) 0.84 (0.48–1.47) 0.94 (0.40–2.22) 1.13 (0.57–2.23) 0.90 (0.51–1.60)

Loneliness (highest
tertile)

1.59 (1.10–2.29) 1.65 (1.19–2.28) 2.22 (1.72–2.87) 1.45 (0.99–2.11) 1.42 (1.01–1.98) 1.52 (1.15–2.01)

Low social support from
friends, family or children

1.38 (0.94–2.02) 1.03 (0.73–1.49) 1.16 (0.88–1.54) 1.36 (0.93–2.00) 1.02 (0.71–1.45) 1.09 (0.82–1.47)

Depressive symptoms
(�4 CES-D symptoms)

- - - 1.78 (1.07–2.96) 2.39 (1.57–3.64) 5.15 (3.78–7.00)

Models using participants without disability as reference category: Modela = adjusted for age, number of chronic diseases and psychosocial characteristics;

Modelb = Modela + depressive symptoms.

Bold: p 0.05

doi:10.1371/journal.pone.0166825.t003
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Therefore, the idea that married people have the best health seems to apply mostly to men and

the absence of a partner seems to be more mentally detrimental among men, demonstrated by

higher odds of depressive symptoms in all SES groups, regardless of having a lower prevalence

amongst women. Social networks, especially partners, could help to attenuate patterns of

health inequalities in functioning among older adults [31].

Reviews published recently show that marriage has a protective effect for survival consider-

ing younger [32] and older adults [33]. Considering disability, married older adults are less

likely to experience ADL decline and more likely to experience ADL recovery [34]. Our results

partly corroborate with these findings showing that this occur for both the poorest men and

women. Strikingly, for women with disability from the other socioeconomic groups, the pat-

tern is just the opposite: they have more odds to live with a partner compared to the group

without disability. As mentioned before, women tend to have more extensive social sources

than men, not focusing only on a spouse, as they report more social support from other

sources (children, family or friends) in all groups (data not shown). Unmarried women

reported their children most frequently as a source of social support in managing a chronic ill-

ness [35] and our descriptive analysis show that the wealthiest and poorest groups have a bit

more social support from friends, family or children than the disability-free group. These

might attenuate the absence of a partner for health-related social control among women. On

the other hand, married women tend to accumulate more wealth than single women, which

could overinflate the number of married women in more wealthy groups [36].

Old age gives rise to the feeling of loneliness due to the increase in the number of experi-

enced losses. One of these losses, according to ours results, could be disability. We observed

Fig 1. Fully adjusted odds ratios and 95%CI of depressive symptoms amongmen andwomenwith
disability, according to wealth tertiles. The English Longitudinal Study of Ageing, wave 6 (2012–13).

doi:10.1371/journal.pone.0166825.g001
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that older adults that have reported disability are more likely to report loneliness, indepen-

dently of SES group. Disability could lead to a feeling of loneliness because difficulties in man-

aging independent daily life impede on engagement in social relationships and fulfillment of

social roles and could lead to emotional stress [37]. However, after adjustment for depressive

symptoms, reported to be associated with loneliness [10], this association does not apply to all

SES groups. This suggest that the link between loneliness and disability/SES status is due to

depressive symptoms, despite studies showing that loneliness is itself a risk factor for physical

functioning limitations [38]. Poorest women report more loneliness, have more severe depres-

sive symptoms and are more likely to have disability. This pattern is not the same for men. It

seems that qualitative psychosocial factors account more for disability among women while

quantitative psychosocial factors account more for men.

To the best of our knowledge, this is one of the first studies to explore wealth inequalities in

disability taking into account both depression and social support in older adults. The com-

bined effect of psychosocial factors and SES on physical functioning has been explored before,

concluding that social participation and living arrangements might alleviate the negative

effects of lower SES [39]. Other studies have found that among lower SES groups, psychosocial

factors are more significant indicators of self-rated health [30,31] than in higher SES groups.

More studies are needed to explore the interaction found between depressive symptoms and

SES on disability.

The use of a national sample of community-dwellers and the richness of the data from a

well-established study are strengths of our study. The former makes our findings more gener-

alizable to the English population aged 50 years and older, and the latter allowed a better

adjustment of confounding and mediating factors. The quality of the measurement of wealth

minimised the possibility of measurement bias for SES. Additionally, further adjustment for

level of education as another indicator of SES has been done without substantial changes on

the results. We are however aware of some limitations. Firstly, due to subjective measures used

as exposure and outcome and the measure of SES as outcome, nearly half of participants was

excluded of which were older females with disability from the lowest socioeconomic group.

This might have generated sub estimated odds ratios for the poorest group and mainly for

marginal confidence intervals, such as for loneliness. Secondly, it is also not possible to rule

out a same-source bias, that is, the exclusive use of self-reported variables to measure both

functioning and social support and loneliness [40]. This bias is difficult to eliminate, since

social support and loneliness are by definition subjective evaluations. Finally, it is a cross-sec-

tional design, which impedes establishing temporal relations between the independent vari-

ables and the dependent variable.

Conclusions

Our findings showed a clear wealth gradient in disability with better levels of social resources

found among those who were better off. Qualitative psychosocial factors account more for disabil-

ity among women while quantitative psychosocial factors account more for disability amongst

men. The strong inverse dose-response association between wealth and depressive symptoms

among participants with disability suggests an interaction, highlighting the importance of preven-

tion and control of depression when making new policies in order to decrease disability and

health inequalities. Initiatives to increase social participation and social support among older

adults especially those from vulnerable areas and living in care homes should also be encouraged.

Author Contributions

Conceptualization: JLT MFLC CO.

Wealth and Disability in Later Life

PLOSONE | DOI:10.1371/journal.pone.0166825 November 22, 2016 9 / 12



Data curation: JLT CO.

Formal analysis: JLT MFLC CO.

Funding acquisition: JLT CO.

Investigation: JLT MFLC COMM.

Methodology: JLT MFLC CO.

Project administration: JLT CO.

Resources: JLT MFLC COMM.

Software: JLT MFLC CO.

Supervision: JLT MFLC COMM.

Validation: JLT CO.

Visualization: JLT MFLC COMM.

Writing – original draft: JLT MFLC COMM.

Writing – review & editing: JLT MFLC COMM.

References
1. Siegrist J, Marmot M. Health inequalities and the psychosocial environment—two scientific challenges.

Soc Sci Med 2004; 58(8): 1463–73. doi: 10.1016/S0277-9536(03)00349-6 PMID: 14759690

2. Marmot MG, Davey Smith G, Stansfeld S, Patel C, North F, Head J, et al. Health inequalities among
British civil servants: theWhitehall II study. Lancet 1991; 337:138–93. PMID: 1670788

3. Hosseinpoor AR,Williams JAS, Gautam J, Posarac A, Officer A, Verdes E et al. Socioeconomic
Inequality in Disability among Adults: A Multicountry Study Using theWorld Health Survey. Am J Public
Health 2013; 103(7): 1278–86. doi: 10.2105/AJPH.2012.301115 PMID: 23678901

4. Gallo LC, Matthews KA. Undestanding the association between socioeconomic status and physical
health: do negative emotions plays a role? Psychol Bull 2003; 129(1): 10–51. PMID: 12555793

5. Stansfeld SA, Head J, Fuhrer R, Wardle J, Cattell V. Social inequalities in depressive symptoms and
physical functioning in theWhitehall II study: exploring a common cause explanation. J Epidemiol Com-
munity Health 2003; 57:361–367. doi: 10.1136/jech.57.5.361 PMID: 12700221

6. Matthews KA, Gallo LC. Psychological perspectives on pathways linking socioeconomic status and
physical health. Annu Rev Psychol 2011; 62: 501–30. doi: 10.1146/annurev.psych.031809.130711
PMID: 20636127

7. Hemingway H, Marmot M. Psychosocial factors in the aetiology and prognosis of coronary heart dis-
ease: systematic review of prospective cohort studies. BMJ 1999; 318(7196): 1460–67. PMID:
10346775

8. Cole MG, Dendukuri N. Risk Factors for Depression among Elderly Community Subjects: A Systematic
Review and Meta-Analysis. Am J Psychiatry 2003; 160(6): 1147–56. doi: 10.1176/appi.ajp.160.6.1147
PMID: 12777274

9. Schillerstrom, Royall DR, Palmer RF. Depression, Disability and Intermediate Pathways: A Review of
Longitudinal Studies in Elders. J Ger Psychiatry Neurology 2008; 21(3): 183–97.

10. Hacihasanoglu R, Yildirim A, Karakurt P. Loneliness in elderly individuals, level of dependence in activi-
ties of daily living (ADL) and influential factors. Arch Gerontology Geriatrics 2012; 54: 61–66.

11. Mendes de Leon CF, Rajan KB. Psychosocial Influences in Onset and Progression of Late Life Disabil-
ity. J Gerontol B Pshycol Sci Soc Sci 2014; 69(2): 287–302.

12. Chen CM, ChangWC, Lan TY. Identifying factors associated with changes in physical functioning in an
older population. Geriatr Gerontol Int 2015; 15(2):156–64. doi: 10.1111/ggi.12243 PMID: 24506482

13. Stringhini S, Berkman L, Dugravot A, Ferrie JE, Marmot M, Kivimaki M, et al. Socioeconomic Status,
Structural and Functional Measures of Social Support, and Mortality. Am J Epidemiol 2012; 175
(12):1275–1283. doi: 10.1093/aje/kwr461 PMID: 22534202

Wealth and Disability in Later Life

PLOSONE | DOI:10.1371/journal.pone.0166825 November 22, 2016 10 / 12



14. Ustun TB, Ayuso-Mateos JL, Chatterji S, Mathers C, Murray CJ. Global burden of depressive disorders
in the year 2000. British Journal of Psychiatry 2004; 184, 386–392. PMID: 15123501

15. Covinsky KE, Yaffe K, Lindquist K, Cherkasova E, Yelin E, Blazer DG. Depressive symptoms in middle
age and the development of later-life functional limitations: The long-term effect of depressive symp-
toms. J AmGeriatr Soc 2010; 58:551–556. doi: 10.1111/j.1532-5415.2010.02723.x PMID: 20163486

16. Matthews KA, Gallo LC, Taylor SE. Are psychosocial factors mediators of socioeconomic status and
health connections? A progress report and blueprint for the future. Ann N Y Acad Sci 2010; 1186: 146–
73. doi: 10.1111/j.1749-6632.2009.05332.x PMID: 20201872

17. Steptoe A, Breeze E, Banks J, Nazroo J. Cohort Profile: The English Longitudinal Study of Ageing.
International Journal of Epidemiology 2013; 42:1640–1648 doi: 10.1093/ije/dys168 PMID: 23143611

18. Ormel J, Rijsdijk FV, Sullivan M, Van Sonderen E, Kempen GIJM. Temporal and Reciprocal Relation-
ship Between IADL/ADL Disability and Depressive Symptoms in Late Life. J Gerontol B Pshycol Sci
Soc Sci 2002; 67B(4): P338–P47.

19. Demakakos P, Biddulph JP, Bobak M, Marmot GM.Wealth and mortality at older ages: a prospective
cohort study. J Epidemiol Community Health. 2015;1–8. doi: 10.1136/jech-2015-206173

20. Hughes ME,Waite LJ, Hawkley LC, Cacioppo JT. A short scale for measuring loneliness in large sur-
veys: results from two population-based studies. Research on Aging 2004; 26(6): 655–72. doi: 10.
1177/0164027504268574 PMID: 18504506

21. Russell DW. UCLA loneliness scale (version 3): reliability, validity, and factor structure. J Personality
Assessment 1996; 66(1): 20–40.

22. Radloff LS. The CES-D scale: a self-report depression scale for research in the general population.
Applied Psych Measurement 1977; 1(3): 385–401.

23. Steffick DE. Documentation of Affective Functioning Measures in the Health and Retirement Study,
HRS HealthWorking Group, Ann Arbor, MI, DR-005, 2000.

24. Marshall A, Nazroo J, Tampubolon G, Vanhoutte B. Cohort differences in the levels and trajectories of
frailty among older people in England. J Epidemiol Community Health 2015; 69:316–321. doi: 10.1136/
jech-2014-204655 PMID: 25646207

25. ShawM, Dorling D, Gordon D, Smith GD. The widening gap: health inequalities and policy in Britain.
Bristol: Policy Press, 1999.
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