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Nyberg A, Johansson G, Westerlund H, Rostila M, Toivonen S. Status incongruence in human service occupations and
implications for mild-to-severe depressive symptoms and register-based sickness absence: A prospective cohort study. Scand
J Work Environ Health – online first. doi:10.5271/sjweh.3853

Objective This study aimed to investigate the hypothesis that negative status incongruence may contribute to
explain higher risk of mental ill-health and sickness absence in human service occupations (HSO).

Methods Participants from the Swedish Longitudinal Occupational Survey of Health who responded to question-

naires in both 2014 and 2016 (N=11 814; 42% men, 58% women) were included. Status incongruence between
register-based educational level and subjective social status was assessed. The association between employment
in a HSO and status incongruence was estimated in linear regression analyses adjusted for age, income, work
hours, sickness absence, childcare, and job qualification match. The prospective associations between status
incongruence and mild-to-severe depressive symptoms and register-based sickness absence ≥31 days respectively were estimated with logistic regression analyses in models adjusted for age and outcomes at baseline. All
analyses were stratified by gender.

Results Employment in a HSO was associated with more negative status incongruence in both genders [stan-

dardized coefficient men 0.04, 95% confidence interval (CI) 0.02–0.07; women 0.06, 95% CI 0.04–0.09]. More
negative status incongruence was furthermore associated with higher odds of mild-to-severe depressive symptoms (men OR 1.18, 95% CI 1.08−1.29; women OR 1.17, 95% CI 1.09−1.26) and sickness absence ≥31 days
(men OR 1.40, 95% CI 1.23−1.59; women OR 1.17, 95% CI 1.07−1.28) two years later.

Conclusion Status incongruence is somewhat higher among HSO than other occupations and associated with
increased odds of depressive symptoms and sickness absence.

Key terms depression; gender; gender theory; mental health; sick leave; status inconsistency.

A large number of the Swedish workforce, particularly
women, are employed in occupations in which contact
with children, students, sick, or older people is part of
the everyday work tasks (1). It has in recent years been
acknowledged that employees in these so-called "human
service occupations" (HSO) have increased risks of mental ill-health and sickness absence compared with other
occupations on the Swedish labor market (1, 2). Several
possible reasons for this increase have been suggested,
such as poorer working conditions in these professions
(2) and a higher total burden of emotionally demanding
work from paid and unpaid work together (3). However,
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the increased risks may also be due to a negative incongruence between the high education required for many of
these professions and the perceived social status associated with them. According to gender theory (4, 5), different job tasks are assigned gendered symbolic meanings
and status. Technical work tasks are typically considered
male-gendered and associated with characteristics such as
rationality and high skill requirements while work tasks
such as caring for and developing other people are classified as female-gendered with skills typically considered
to be inherent in the female nature. The former work tasks
are often associated with higher status than the latter (6).
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A mismatch between an individual’s different status
positions is often referred to as status inconsistency or
incongruence (7, 8). A negative status incongruence
indicates for example high educational attainment but
low occupational position and a positive status incongruence the contrary. Theories on status inconsistency
or incongruence were developed in the 1940s (9), and
sociologists and epidemiologists have been studying the
health effects of various forms of status incongruence
since the 1950s (10). In the early 1970s, the extent to
which congruence measure adds anything beyond that
of main effects of traditional measures of socioeconomic
status was disputed (11), but researchers revisited the
concept again in the 1990s, some proposing a measure
that summarizes several of the indicators of socioeconomic status (10). In sum, the research field is diverse,
with little consensus around definitions and measures
of status incongruence. Status incongruence has in later
years been measured in several different ways in relation
to health outcomes, and the general finding is that negative status incongruence is associated with an increased
risk of adverse health outcomes (12–17).
Several theories have been developed to explain the
stress that could be associated with a negative status
incongruence (8, 15). The theory of relative deprivation
(18) argues that individuals may experience stress if
they, when comparing themselves with peers with corresponding educational attainment, perceive that they
are less successful in terms of, for example, income or
occupational position. However, not only socioeconomic
position, but also cultural dimensions such as social
status (eg, esteem, respect, and prestige) associated with
for example different genders, ethnicities, or occupations
have been suggested as important for durable inequalities (5, 19). Both individuals' objective socioeconomic
positions and their perceptions of their social status have
also been found to be associated with various mental and
physical health outcomes, the latter over and above the
former (20–22).
For many HSO, the skill requirements are high and
the work tasks are complex. For example, teaching and
nursing professions require several years of university education. These professionals may experience an
inconsistency between the education they invested in
and the esteem, respect or prestige that society attributes
these occupations. In the present study, we investigate if
employment in a HSO is associated with negative status
incongruence between educational level and subjective
social status over and beyond that of factors commonly
measured in the status incongruence literature, such as
income (16, 23, 24) and qualification match with job
demands (15, 24). If so, experienced lower status in
relation to educational attainment could, as suggested
by gender theory, be due to the fact that these femalegendered occupations are associated with lower status in
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society. Lower status associated with female-gendered
occupations may not only have a direct effect on health
but could also affect relationships between established
psychosocial work factors and health outcomes (25–29).
HSO include a wide variety of occupations, and the professions with higher educational requirements are more
often held by men than by women (1). Furthermore, men
more often than women advance to higher organizational
levels, occupy managerial positions, and receive better
salaries (1, 30) suggesting that the association between
employment in a HSO and status incongruence may
differ by gender.
The overall aim of the present study was to investigate the hypothesis that status incongruence between
educational attainment and subjective social status may
partly explain the excess risk of mental ill-health and
sickness absence among women and men in HSO. The
specific research objectives are to estimate if, among
men and women (i) employment in a HSO is associated
with more negative status incongruence compared with
employment in other occupations, and (ii) status incongruence predicts mild-to-severe depressive symptoms
and sickness absence.

Methods
Study sample
In this prospective study, we used data from two waves
(2014 and 2016) of the Swedish Longitudinal Occupational Survey of Health (SLOSH), an open cohort
representing an approximately nationally representative
sample of the Swedish working population. Statistics
Sweden has collected data every second year since
2006, and the respondents are invited to answer a selfcompletion questionnaire in two versions, one for those
who work ≥30% of full time and another one for those
who work less or not at all. More information on SLOSH
can be found in the cohort profile (31). The SLOSH
cohort comprised in total 20 316 individuals in 2014 and
19 360 individuals responded to the follow-up in 2016
(response rate 51%). For the present study, we selected
participants who answered the questionnaire for those
who work ≥30% in 2014 and who also responded to
the questionnaire for those who work ≥30% or to the
questionnaire for those who work less or not at all in
2016 (N=11 814; 42% men, 58% women). Of these,
3518 participants (29.8% of all; 11.3% of men, 43.3%
of women) were employed in a HSO. Information on
sickness absence in 2016 was obtained from the Longitudinal Integration Database for Health Insurance and
Labor Market Studies (LISA), which is an integrated
total population register of all residents in Sweden ≥16
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years of age, provided by Statistics Sweden. Register
data on sickness absence in 2016 was connected to
register and self-reported data provided by SLOSH
participants in 2014. The participants received written
information about the study and, in accordance with
Swedish regulation and practice, responding to and
returning the survey indicated informed consent. The
Regional Research Ethics Board in Stockholm approved
the study (Dnr: 2017/236-3). The funding sources had no
role in the writing of the manuscript or in the decision
to submit it for publication.
Variables
HSO, status incongruence, and all covariates were
measured in 2014 and the outcome measures in 2016.
The variables were used as categorical unless stated
otherwise.
Human service occupation
HSO was used as a dichotomous variable, with all other
occupations used as the reference category. Data on the
participants' occupations were based on the Swedish
Standard Classification of Occupations (SSYK 2012)
and obtained from register data. We used the same definition of HSO, developed in collaboration with several
Swedish authorities, as in a previous publication (2). In
accordance with this definition we categorized "occupations in which contact with children, students, sick, older
adults, or individuals with a vulnerable societal position
is part of the daily work tasks" into HSO. Large professional groups in the present data material are teachers on
all levels of the educational system and nurses and assistant nurses. Other professions included are, for example,
physicians, psychologists, social workers, and priests.
Status incongruence
Status incongruence is calculated from register-based
educational level and subjective social status and is a
linear variable used as an outcome in the first step of our
analyses and a predictor in the second step. Educational
level was derived from register data and categorized into
≤9 years of education, ≤12 years of education, <3 years
of university education, ≥3 years of university education, and post-graduate education. Subjective social status was measured using an illustration of a ladder next to
the question "Think of this ladder as representing where
people stand in our society. At the top of the ladder are
the people who are the best off – those with the most
money, most education and the best jobs. At the bottom
are the people who are worst off – those who have the
least money, least education, and the worst jobs or no
job. The higher up you are on this ladder, the closer you

are to the people at the very top and the lower you are,
the closer you are to the people at the very bottom. Mark
a large X on the rung where you think you stand (not in
between the rungs)" (32). We used a new way of assessing status incongruence, that to our best knowledge has
not been applied in previous incongruence research. The
variable is the standardized residual obtained in a linear
regression model, adjusted for age and gender, in which
subjective social status was regressed on register-based
educational level. The standardized residual for each
individual was saved as a new linear variable in the dataset and used to indicate status incongruence in the following analyses. The variable ranges from -3.13–4.08.
For pedagogical reasons, we have reversed the sign so
that a positive value indicates that an individual has
estimated his or her social status to be lower than what
the regression model predicts (indicating negative status
incongruence) and a negative value that the individual
has estimated his or her social status as higher than what
the model predicts. We are using the whole scale of status incongruence, as a linear variable, because we are
interested in estimating also if employment in a human
service profession may be associated with a less positive
status incongruence than employment in a non-human
service profession with equivalent educational requirements. For example, a medical doctor may rate his or
her social status higher than what the regression model
predicts (thus being given a low value), but a lawyer or
civil engineer may rate his or her status to be even higher
(thus being given an even lower value).
Outcome variables
The two outcome variables were chosen to capture a
breadth of possible consequences of status incongruence
among working individuals. Mild-to-severe depressive
symptoms was measured with the Symptom ChecklistCore Depression Scale (SCL-CD6), which is a 6-item
subscale derived from the Symptom Checklist-90. The
question "How much during the last week have you
been troubled by..." is followed by six core symptoms
of depression, namely "feeling blue/sad", "feeling no
interest in things", "feeling low in energy", "feeling
that everything is an effort", "worrying too much", and
"blaming yourself for various things". The five response
alternatives range from "not at all" to "very much" and
the depression index score ranges from 0 (lowest) to 24
(highest) (33). In the present study, we used a cut-off of
10, proposed by Bech (34) to indicate mild symptoms
of depression, which we have used in a previous study
based on the same cohort (35). We categorized individuals with mild-to-severe symptoms of depression (values
10–24) into one group and the rest of the sample into
the reference group (values 0–9). Sickness absence
encompasses only absences lasting >14 days, for which
Scand J Work Environ Health – online first
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all employed individuals can receive sickness benefit
from the Swedish Social Insurance Agency. We used net
days of sickness absence, a variable in which one day is
equal either to one full day (100%) of sickness benefit
(preventive sickness benefit, rehabilitation allowance,
and occupational injury allowance), two days of sickness
benefit of 50% or four days of 25%. We categorized the
variable into either no or little sickness absence (0–30
days) and sickness absence (≥31 days).
Covariates
Depression symptoms, measured in 2014 with the scale
described above but used as a continuous variable, were
adjusted for in models with mild-to-severe depressive
symptoms in 2016 as the outcome. Any (≥1) registerbased net day of sickness absence in 2014, as opposed to
none, was adjusted for in models measuring register-based
sickness absence ≥31 days in 2016 as the outcome. Age
was categorized into ≤34, 35–44, 45–54, 55–64 and ≥65
years, and weekly working hours into ≤29, 30–39, 40–49,
and ≥50 hours. Income was derived from register data and
categorized into decentiles. Because the income variable
is affected by leaves from work, sickness absences and
staying home with sick children were adjusted for in
models including income. Self-reported sickness absence
was measured with the question "Roughly how many
days in total have you been on sick leave during the past
12 months?" with the response alternatives 0, 1–7, 8–30,
31–90 and ≥91 days and was adjusted for in these categories. Staying home with sick children was measured with
the question "How many times over the past 12 months
have you stayed home caring for a sick child?" with the
response alternatives "not at all", "once", "two to three
times", and "four times or more" used as the categories
adjusted for. Job qualification match was measured with
the question "Comparing your skills and knowledge with
the job you do, do you think you are"… with the following five options …"over-qualified to a great extent",
"over-qualified to some extent", "well qualified", "need
some additional knowledge", "need a lot of additional
knowledge".
The analyses were stratified by gender.
Analytical strategy
Differences between men and women in the distribution
of study variables were calculated with Chi square test
or analysis of variance. The first research question was
analysed by building a gender-stratified linear regression
model in two steps in which employment in a HSO, as
compared with employment in any other occupation,
was used as the predictor and status incongruence as the
outcome. In the first step, the association was adjusted for
age only and, in the second step, additionally for income,
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self-reported days of sickness absence, occasions staying
home with sick child, working hours, and job qualification
match. We conducted sensitivity analyses in which only
participants working full-time were included (both ≥30
and ≥40 hours a week were considered). Standardized
linear regression coefficients and 95% confidence intervals (CI) were reported. The second research question
was analyzed, using all occupations together, with genderstratified binary logistic regression analyses in which
status incongruence (2014) was the predictor and mildto-severe depressive symptoms and sickness absence ≥31
days respectively (2016) the outcomes. In a first step, the
associations were adjusted for age only and, in a second
step, additional adjustment was made for symptoms of
depression/any day of register-based sickness absence
as opposed to none in 2014. We furthermore conducted
analyses of mild-to-severe depressive symptoms in 2016
in which cases of mild-to-severe depressive symptoms
in 2014 were excluded (men N=699, women N=1390)
as well as analyses using the cut-off in the SCL-CD6 of
16/17. A score ≥ 17 has been validated against diagnostic
criteria to indicate major depression (36). In the latter
analyses only individuals with a score ≤16 (no indication of depression) in 2014 were included. Odds ratios
(OR) and 95% CI were reported. Sensitivity analyses
were conducted assessing the association between status
incongruence and mild-to-severe depressive symptoms/
sickness absence ≥31 days among employees in HSO
only. Missing data were handled by the full information
maximum likelihood. Model fit was estimated with the
root mean square error of approximation (RMSEA), the
Tucker-Lewis index (TLI), the comparative fit index
(CFI), and the standardized root mean square residual
(SRMR), with model fits suggested to be acceptable
when RMSEA ≤0.08, TLI ≥0.90, and CFI ≥0.90, and
SRMR ≤0.08 (37). Descriptive statistics were estimated
in SPSS version 25 and the regression analyses conducted
in MPLUS version 8.

Results
The distribution of the study variables is presented in
table 1a and b. There were statistically significant gender differences in the distribution of all study variables
except occasions taking care of sick children. The linear
status incongruence variable ranged from -2.99–4.08
among men and -3.13–3.66 among women.
Employment in human service occupation and status
incongruence
As shown in table 2 there were, among both men and
women, statistically significant associations between
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employment in a HSO, compared with employment in
other occupations, and more negative status incongruence. For men, employment in a HSO was associated
with an increase of 0.08 (95% CI 0.05–0.11) standard
deviations towards more negative status incongruence
in the age-adjusted model. For women, employment in
a HSO was associated with an increase of 0.12 (95% CI
0.10–0.15) standard deviations. When adjustment for the
additional covariates were introduced in the second step
of the model the standardized coefficient decreased to
0.04 (95% CI 0.02–0.07) among men and 0.06 (95% CI
0.04–0.09) among women. Similar results were found
in analyses including fulltime employed only. Model fit
statistics were RMSEA 0.000, TLI 1.000, CFI 1.000,
and SRMR 0.000.
Status incongruence and health outcomes
As shown in table 3, among men, each standard deviation increase towards more negative status incongruence in 2014 was associated with an OR of 1.18 (95%
CI 1.08–1.29) of mild-to-severe depressive symptoms
in 2016 in the model adjusted for a linear variable of
depression symptoms at baseline. The corresponding
numbers were for women OR 1.17 (95% CI 1.09–1.26).
Results of analyses in which cases of mild-to-severe
depressive symptoms at baseline were excluded (men
N=699, women N=1390) showed OR of mild-to-severe
depressive symptoms in 2016 of 1.36 (95% CI 1.22–
1.52) for men and 1.32 (95% CI 1.20–1.44) for women.
In analyses using the cut-off for major depression
(respondents with major depression in 2014 excluded)
each standard deviation increase towards more negative
status incongruence in 2014 was associated with an OR
of major depression in 2016 of 1.58 (95% CI 1.33–
1.89) among men and 1.38 (95% CI 1.20–1.58) among
women. Each standard deviation increase towards more
negative status incongruence was furthermore associated
with an OR of 1.40 (95% CI 1.23–1.59) of ≥31 days of
register-based sickness absence in the fully adjusted
model among men and OR 1.17 (95% CI 1.07–1.28)
among women. Results were similar in models including
employees in HSO only.

Discussion
The main findings of the present study were that employment in a HSO, compared with employment in other
occupations, was associated with more negative status
incongruence and that negative status incongruence in
turn was associated with higher odds of self-reported
mild-to-severe depressive symptoms and register-based
sickness absence ≥31 days two years later.

Table 1a. Distribution of study variables among men (N=4981), women
(N=6833), and all (N=11 814). Data from SLOSH 2014 and 2016.

Status incongruence
Depression symptoms
2014 (linear, range 0–24)

Men
(N=4981)
Mean (SD)
0.00 (1.02)
4.56 (4.54)

Women
All
P-value
(N=6833) (N=11 814) gender
Mean (SD) Mean (SD) difference
0.00 (0.98) 0.00 (1.00)
5.67 (5.11) 5.20 (4.91)
<0.001

Table 1b. Distribution of study variables among men (N=4981), women
(N=6833), and all (N=11 814). Data from SLOSH 2014 and 2016.
[SA=sickness absence.]

Mild-to-severe depressive
symptoms 2016 (binary)
≤1 net day(s) of SA 2014
>31 net days of SA 2016
Human service occupation
Age (years)
≤34
35–44
45–54
55–64
≥65
Education (years)
≤9
≤12
<3 university education
≥3 university education
Post-graduate education
Income (SEK)
0–230 860
230 900–273 036
273 038–299 228
299 241–323 136
323 138–349 167
349 185–378 045
378 059–416 782
416 820–472 732
472 769–584 759
584 878–2 804 620
Subjective social status
1
2
3
4
5
6
7
8
9
10
Working hours per week
≤29
30–39
40–49
≥50
Job-qualification match
Greatly over-qualified
Somewhat over-qualified
Well qualified
Need more knowledge
Need a lot more knowledge
Self-reported SA (days over
past 12 months)
0
1–7
8–30
31–90
≥91
Home with sick child (times
over past 12 months)
0
1
2–3
≥4

Men
Women
All
P-value
(N=4981) (N=6833) (N=11 814) gender
difference
N (%)
N (%)
N (%)
669 (13.4) 1281 (18.7) 1950 (16.5) <0.001
354 (7.1) 848 (12.4) 1202 (10.2)
211 (4.2)
547 (8.0)
758 (6.4)
562 (11.3) 2956 (43.3) 3518 (29.8)
291 (5.8)
471 (6.9)
762 (6.4)
862 (17.3) 1198 (17.5) 2060 (17.4)
1465 (29.4) 2206 (32.3) 3671 (31.1)
1978 (39.7) 2628 (38.5) 4606 (39.0)
385 (7.7)
330 (4.8)
715 (6.1)
468 (9.4)
304 (4.4)
772 (6.5)
2238 (44.9) 2576 (37.7) 4814 (40.7)
493 (9.9)
364 (5.3)
857 (7.3)
1664 (33.4) 3485 (51.0) 5149 (43.6)
115 (2.3)
103 (1.5)
218 (1.8)
293 (5.9)
252 (5.1)
320 (6.4)
396 (8.0)
444 (8.9)
516 (10.4)
610 (12.2)
635 (12.7)
707 (14.2)
808 (16.2)

894 (13.1)
929 (13.6)
862 (12.6)
785 (11.5)
737 (10,8)
666 (9.7)
571 (8.4)
547 (8.0)
474 (6.9)
368 (5.4)

1187 (10)
1181 (10)
1182 (10)
1181 (10)
1181 (10)
1182 (10)
1181 (10)
1182 (10)
1181 (10)
1176 (10)

5 (0.1)
7 (0.1)
12 (0.1)
38 (0.8)
151 (0.7)
89 (0.8)
131 (2.6)
168 (2.5)
299 (2.5)
336 (6.7)
432 (6.3)
768 (6.5)
481 (9.7) 788 (11.5) 1269 (10.7)
979 (19.7) 1554 (22.7) 2533 (21.4)
1549 (31.1) 2128 (31.1) 3677 (31.1)
1081 (21.7) 1260 (18.4) 2341 (19.8)
261 (5.2)
271 (4.0)
532 (4.5)
52 (1.0)
38 (0.6)
90 (0.8)
445 (8.9) 1107 (16.2) 1552 (13.1)
821 (16.5) 2025 (29.6) 2846 (24.1)
3045 (61.1) 3236 (47.4) 6281 (53.2)
627 (12.6)
407 (6.0) 1034 (8.8)
144 (2.9)
145 (2.1)
289 (2.4)
1030 (20.7) 1174 (17.2) 2204 (18.7)
3028 (60.8) 4279 (62.6) 7307 (61.9)
690 (13.9) 1138 (16.7) 1828 (15.5)
51 (1.0)
64 (0.9)
115 (1.0)
2651 (53.2) 2617 (38.3) 5268 (44.6)
1615 (32.4) 2664 (39.0) 4279 (36.2)
515 (10.3) 1033 (15.1) 1548 (13.1)
100 (2.0)
282 (4.1)
382 (3.2)
60 (1.2)
193 (2.8)
253 (2.1)

<0.001
<0.001
<0.001
<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

0.247

4117 (82.7) 5556 (81.3) 9673 (81.9)
214 (4.3)
295 (4.3)
509 (4.3)
312 (6.3)
482 (7.1)
794 (6.7)
230 (4.6)
341 (5.0)
571 (4.8)
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Table 2. Standardized linear regression coefficients and 95% confidence intervals (CI) for more negative status incongruence among employees
in human service occupations (HSO) compared with employees in all other occupations on the Swedish labor market, and covariates. All predictor variables are categorical, with the reference category not shown. Data from SLOSH 2014 (N=11 814). Model fit: RMSEA 0.000, TLI 1.000, CFI
1.000, and SRMR 0.000.
Men (N= 4981)
Model 1 a
Coefficient
95% CI
HSO
Age
35–44
45–54
55–64
≥ 65
Income (decentiles)
2nd
3rd
4th
5th
6th
7th
8th
9th
10th
Childcare (occasions)
1
2–3
≥4
Sickleave (days)
1–7
8–30
31–90
≥91
Weekly work hours
30–39
40–49
≥50
Qualification
Somewhat over-qualified
Well qualified
Need more knowledge
Need a lot more knowledge
a
b

Women (N= 6833)

Model 2 b
Coefficient
95% CI

Model 1 a
Coefficient
95% CI

Model 2 b
Coefficient
95% CI

0.08

0.05–0.11

0.04

0.02–0.07

0.12

0.10–0.15

0.06

0.04–0.09

-0.04
-0.07
-0.06
-0.07

-0.09–0.01
-0.13– -0.01
-0.12–0.00
-0.11– -0.03

0.04
0.04
0.03
-0.02

-0.01–0.09
-0.02–0.09
-0.03–0.09
-0.06–0.02

-0.07
-0.06
-0.03
-0.02

-0.11– -0.03
-0.11– -0.01
-0.08–0.02
-0.05–0.01

-0.01
0.02
0.05
0.03

-0.05–0.03
-0.02–0.07
0.00–0.10
0.00–0.06

0.03
0.01
-0.01
-0.03
-0.04
-0.11
-0.16
-0.23
-0.33

-0.00–0.07
-0.03–0.04
-0.05–0.03
-0.07–0.01
-0.08–0.00
-0.16– -0.07
-0.21– -0.12
-0.28– -0.19
-0.38– -0.29

-0.00
-0.05
-0.07
-0.08
-0.06
-0.11
-0.14
-0.18
-0.21

-0.03–0.03
-0.09– -0.02
-0.10– -0.04
-0.11– -0.05
-0.09– -0.03
-0.13– -0.08
-0.17– -0.11
-0.20– -0.15
-0.24– -0.18

0.00
-0.02
-0.01

-0.02–0.03
-0.05–0.01
-0.04–0.02

0.01
-0.00
0.00

-0.01–0.03
-0.03–0.02
-0.02–0.03

0.06
0.10
0.03
0.02

0.03–0.08
0.08–0.13
0.01–0.06
-0.01–0.04

0.03
0.08
0.03
0.05

0.00–0.05
0.05–0.10
0.01–0.06
0.03–0.07

-0.05
-0.07
-0.09

-0.09– -0.01
-0.11– -0.02
-0.12– -0.05

-0.02
0.00
-0.01

-0.06–0.01
-0.03–0.04
-0.03–0.02

-0.04
-0.10
-0.03
-0.01

-0.10–0.02
-0.17– -0.03
-0.09–0.02
-0.02–0.04

-0.06
-0.11
-0.04
0.01

-0.11–0.00
-0.18– -0.04
-0.10–0.02
-0.01–0.04

Model 1: Adjusted for age
Model 2: Model 1 + income, childcare, sick leave, workhours, and job qualification match.

Table 3. Odds ratios (OR) and 95% confidence interval (CI) for mild-to-severe depressive symptoms and ≥31 days of register-based sickness absence
(SA) in 2016 for each standard deviation increase in status incongruence in 2014 in models adjusted for age, depression symptoms and any registerbased day of SA respectively in 2014. Data from SLOSH (N=11 814). Model fit: RMSEA 0.000, TLI 1.000, CFI 1.000, and SRMR 0.000.
Men (N= 4981)
Mild-to-severe depressive symptoms 2016
(N=669, 13.4%)

Status incongruence 2014
Depression symptoms 2014

OR
1.52

Model 1 a
95% CI
1.41–1.64

OR
1.18
1.30

Model 2 b
95% CI
1.08–1.29
1.27–1.32

Women (N= 6833)
Mild-to-severe depressive symptoms 2016
(N=1281, 18.7%)
OR
1.49

≥31 SA days 2016 (N=211, 4.2%)
Model 1 a
Status incongruence 2014
SA ≥1 day 2014
a
b

OR
1.17
1.22

Model 2 b
95% CI
1.09–1.26
1.21–1.24

≥31 SA days 2016 (N= 547, 8.0%)

Model 2 b

Model 1 a

Model 2 b

OR

95% CI

OR

95% CI

OR

95% CI

OR

95% CI

1.46

1.29–1.66

1.40
1.97

1.23–1.59
1.66–2.34

1.21

1.11–1.32

1.17
1.84

1.07–1.28
1.67–2.04

Model 1: Adjusted for age.
Model 2: Model 1 + depression symptoms 2014 (linear variable)/register-based SA ≥1 day 2014.
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Model 1 a
95% CI
1.40–1.59
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Employment in human service occupation and status
incongruence
Women and men in HSO rate their social status somewhat lower than employees in other occupations with
equivalent educational backgrounds on the Swedish labor
market. The effect size is rather small, but on the other
hand it affects a large part of the working population.
Income was strongly associated with status incongruence. In the theory of relative deprivation, experienced
negative status incongruence has been discussed to be
related to a perception of distributive injustice and to a
discrepancy between investments (in terms of education,
for example) and rewards (in terms of financial situation,
for example) (18). HSO employees who are underpaid
in relation to other professions with corresponding educational requirements (38) may, in accordance with this
theory, experience a discrepancy between investments,
in terms of their educational background and rewards, in
terms of their salaries. However, the association between
employment in a HSO and negative status incongruence
could not fully be explained only by income or the other
included covariates. Subjective social status is a measure
that theoretically goes beyond that of socioeconomic
position in terms of access to power and resources and
indicates a sense of value in the society to which one
belongs (5). Based on findings from the Whitehall study
in Britain, Singh-Manoux et al (22) argue that subjective
social status appears to more fully reflect the total sociocultural circumstances of the individual than other broad
objective measures of socioeconomic position. In line
with this argument, our results suggest that HSO employees in Sweden may find the work they do is not valued
by the society to which they belong to the same extent
as employees with equivalent educational backgrounds
in other occupations. This could be due to that women’s
work, according to theory (4, 5), is generally less valued
than men’s work by society at large, and could also be
associated with the continuous cuts in resources to the
human service sector since the middle of the 1990s with
deteriorating working conditions as a consequence (39).
To what extent negative status incongruence as measured
in the present study affects the association between psychosocial work stressors and health outcomes (25–29) is
a research question that should be explored further. For
example, high job demands may be more strongly associated with negative mental health outcomes depending on
the social status of the job demands per se, whether oriented towards caring for others (lower status) or towards
data or technical skills (higher status).
The implication of status incongruence for health outcomes
The odds of mild-to-severe depressive symptoms
decreased markedly in both genders with the introduc-

tion of adjustment for depression symptoms at baseline
whereas sickness absence ≥31 days remained relatively
unchanged with the introduction of baseline adjustment
for sickness absence ≥1 day. This may not be surprising
since both depression symptoms and subjective social
status are self-reported and may be interrelated, whereas
sickness absence is register-based. The adjusted results
may be considered as conservative since a reverse
association between the variables is also plausible, ie,
that depression symptoms and sickness absence affect
experienced social status negatively over time. The
effect of status incongruence on mild-to-severe depressive symptoms and depression was evident also after
excluding cases of the respective outcome at baseline.
The present study supports the results of several previous ones of various more traditional measures of status
incongruence, reporting associations with outcomes
such as mental well-being (17), depression symptoms
(13, 16), poor self-rated health (15), and risk of cardiovascular disease (14). In the present study, the odds of
sickness absence ≥ 31 days for each standard deviation
increase in negative status incongruence is particularly
high among men.
Strengths and limitations
Besides the strength of the prospective design and
high-quality data used in the present study, it gives a
novel contribution with its focus on social status associated with typically female gendered occupations in
relation to educational requirements and a measure
of social status that may more adequately capture an
individual’s total sociocultural life circumstances.
This may be particularly relevant for studies of value
or esteem associated with differently gendered occupations. However, the measure of status incongruence
used in the study has not been used before. Although
it is based on educational level derived from register
data and a validated scale of subjective social status,
future research may prove the usefulness of this
scale for other research questions. There is a selective drop out from the SLOSH cohort; more women,
well-educated, Swedish-born, and employees in the
public sector remain in the cohort. Although gender,
education and, to some extent, sector (through HSO)
is taken into consideration in the analyses of the
present study, the results cannot be generalized to the
Swedish working population as a whole. The measure
of sickness absence is non-specific and no conclusions can be drawn regarding specific diagnoses. The
measure of mild-to-severe depressive symptoms is
furthermore self-reported. However, the longer version of the scale, the SCL depression scale, has been
validated against clinical diagnostic interviews and
found to be robust (36).
Scand J Work Environ Health – online first
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Concluding remarks
Status incongruence is somewhat higher among HSO
than other occupations and is associated with increased
odds of depressive symptoms and register-based sickness absence. The possible moderating role of status
incongruence in the association between established
work stressors and negative health outcomes should
be investigated in future studies. Arenas to target with
interventions may be the gender-segregated labor market, the wage distribution in HSO, and more generally
social status associated with gender.
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