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Abstract 

Background: Depression is a risk factor for type 2 diabetes (T2D) and cardiovascular disease (CVD). The aims were to 
explore the prevalence of depression, anxiety, antidepressant use, obesity, Hemoglobin A1c > 64 mmol/mol, life‑style 
factors, pre‑existing CVD, in patients with newly diagnosed T2D; to explore associations with depression; and to com‑
pare with Swedish general population data.

Methods: Multicentre, cross‑sectional study. Inclusion criteria: adults with serologically verified newly diagnosed T2D. 
Included variables: age, sex, current depression and anxiety (Hospital Anxiety and Depression Scale), previous depres‑
sion, antidepressant use, obesity (BMI ≥ 30 and ≥ 40 kg/m2), Hemoglobin A1c, pre‑existing CVD. Logistic regression 
analyses were performed.

Results: In 1027 T2D patients, aged 18–94 years, depression was associated with age (per year) (inversely) (odds 
ratio (OR) 0.97), anxiety (OR 12.2), previous depression (OR 7.1), antidepressant use (OR 4.2), BMI ≥ 30 kg/m2 (OR 1.7), 
BMI ≥ 40 kg/m2 (OR 2.3), smoking (OR 1.9), physical inactivity (OR 1.8), and women (OR 1.6) (all p ≤ 0.013).

Younger women (n = 113), ≤ 59 years, compared to younger men (n = 217) had higher prevalence of current 
depression (31% vs 12%), previous depression (43 vs 19%), anxiety (42% vs 25%), antidepressant use (37% vs 12%), 
BMI ≥ 30 kg/m2 (73% vs 60%) and BMI ≥ 40 kg/m2) (18% vs 9%), and smoking (26% vs 16%) (all p ≤ 0.029).

Older women (n = 297), ≥ 60 years, compared to older men (n = 400) had higher prevalence of previous depression 
(45% vs 12%), anxiety (18% vs 10%), antidepressant use (20% vs 8%), BMI ≥ 30 kg/m2 (55% vs 47%), BMI ≥ 40 kg/m2 (7% 
vs 3%) (all p ≤ 0.048), but not of current depression (both 9%).
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Background
The comorbidity of depression and diabetes mellitus is 
associated with increased cardiovascular disease (CVD) 
and all-cause mortality [1]. A bidirectional link between 
depression and type 2 diabetes (T2D) has been demon-
strated, but depression seems to be a stronger risk fac-
tor for T2D than the other way round [2, 3]. The presence 
of anxiety in depressed people seems to further increase 
the risk of developing T2D [4]. Depression is, however, a 
heterogenous disorder characterized by dysphoria, anhe-
donia and/or lack of interest, accompanied by cognitive 
symptoms, increased or decreased appetite, weight gain 
or weight loss, hypersomnia or insomnia, psychomotor 
retardation or activation, and fatigue, leading to func-
tional deterioration [5]. Atypical depression, which is 
more common in women than in men, is characterized 
by increased appetite, weight gain, fatigue, and hyper-
somnia, subsequently increasing the risk for obesity with 
secondary metabolic disturbances [6, 7]. In a Swedish 
general population survey with 7618 respondents from a 
random sample of 16 000 people, the prevalence of self-
reported depression was higher in men (12.3%) than in 
women (11.2%) according to the Hospital Anxiety and 
Depression Scale (HADS), and the prevalence of antide-
pressant use was higher in women (9.8%/) than in men 
(5.3%) [8].

T2D is characterized by hyperglycemia caused by 
resistance to insulin action and an inadequate compensa-
tory insulin secretory response [9, 10]. The incidence of 
T2D was 399/100 000 inhabitants in Sweden in 2013 [11], 
and the prevalence of T2D was 6.8% [12]. The onset of 
T2D is typically slow with a long pre-detection period of 
3–7 years [10]. The risk of newly diagnosed T2D increases 
with age [9], but younger-onset T2D is particularly harm-
ful with increased mortality [13]. Obesity [9, 10, 14], 
physical inactivity [9, 10], and smoking [15] are other risk 
factors for incident T2D. The prevalence of depression 
in patients with newly diagnosed T2D in Sweden has to 
our knowledge not been previously explored. We hypoth-
esized that the prevalence of depression was high in 
patients with newly diagnosed T2D, and that depression 

may be associated with age, sex, obesity, Hemoglobin A1c 
(HbA1c), life style factors, and/or pre-existing CVD. Our 
aims were first to explore the prevalence of current and 
previous depression, anxiety, antidepressant use, obesity, 
high HbA1c (> 64 mmol/mol), smoking, physical inactiv-
ity, pre-existing myocardial infarction (MI), and stroke, 
while exploring sex and age-related differences in adult 
patients with newly diagnosed T2D. Second, we explored 
associations between current depression and all included 
variables in the T2D patients. Third, we performed com-
parisons between the T2D patients and Swedish general 
population data regarding the prevalence of depression, 
antidepressant use, obesity and smoking.

Methods
Participants and study design
Multicentre, cross-sectional design. Inclusion criteria 
were adults (≥ 18  years) with newly diagnosed serologi-
cally verified T2D, and completion of the Swedish version 
of HADS (see Fig.  1). Exclusion criteria were confirmed 
diagnosis of type 1 diabetes (T1D) and gestational diabe-
tes. The participants were recruited from all 5 hospitals 
and 54 primary health care units in Region Kronoberg 
(193 000 inhabitants) and Region Kalmar (240 000 inhab-
itants) in South Eastern Sweden. The primary care units 
served both urban and rural areas. The recruitment 
period ranged from  1st January 2016 until  31st December 
2017 in Region Kronoberg, and from  1st March 2016 until 
 28th February 2018 in Region Kalmar. The instructions 
to the health care units were that all patients with newly 
diagnosed T2D should be informed and offered participa-
tion in the study by their physician or diabetes nurse when 
they received their T2D diagnoses, which could either be 
performed directly at the health care unit, or later by a 
telephone call or a letter. If that had not been completed, 
they should be offered participation at the follow-up 
visit which routinely takes place within 2–3  weeks after 
being diagnosed. Out of the 1248 patients who provided 
consent for participation, 114 patients were excluded 
due to incomplete HADS testing, and 107 patients were 

Compared to the Swedish general population (depression (women 11.2%, men 12.3%) and antidepressant use 
(women 9.8%, men 5.3%)), the younger women had higher prevalence of current depression, and all patients had 
higher prevalence of antidepressant use.

Conclusions: In patients with newly diagnosed T2D, the younger women had the highest prevalence of depres‑
sion, anxiety, and obesity. The prevalence of depression in young women and antidepressant use in all patients were 
higher than in the Swedish general population. Three risk factors for CVD, obesity, smoking, and physical inactivity, 
were associated with depression.

Keywords: Age, Antidepressants, Anxiety, Depression, Epidemiology, Obesity, Physical inactivity, Sex differences, 
Smoking, Type 2 diabetes
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excluded as their clinical diagnoses were not serologically 
verified (Fig. 1).

Finally, 1027 participants were included constituting 
29% of the 3592 patients who were diagnosed with clini-
cal T2D in the two regions during the recruitment periods, 
429 out of 1288 (33%) in Region Kronoberg and 595 out of 
2304 (26%) in Region Kalmar. Interviews, anthropometrics, 
biochemical analyses, and data collection from electronic 
health records (EHRs) were performed.

Newly diagnosed type 2 diabetes and serological 
confirmation
The diagnostic criteria for diabetes mellitus were either 
fasting plasma glucose ≥ 7.0  mmol/L twice within 
two weeks, a 2-h 75  g post oral glucose tolerance 
test (OGTT) ≥ 11.1  mmol/L, a random venous glu-
cose ≥ 11.1  mmol/L, or capillary glucose ≥ 12.2  mmol/L 
in a patient with symptoms of hyperglycemia, or Hemo-
globin A1c (HbA1c) ≥ 48 mmol/mol (≥ 6.5%) [9, 10].

Fig. 1 Flow chart for 1027 included patients complemented with presentation of included variables and missing data
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Newly diagnosed and serologically confirmed T2D 
was defined as fulfilling the diagnostic criteria for dia-
betes mellitus without a previous history of a diabetes 
diagnosis or treatment, with serological confirmation by 
glutamic acid decarboxylase (GAD) antibodies < 10 units/
mL and C-peptide levels ≥ 0.25  nmol/L [16]. GAD anti-
bodies were analysed by using enzyme linked immuno-
sorbent assay (ELISA) from RSR® (Article nr Rs-GDE/96, 
RSR Ltd, Cardiff, UK) and C-peptide was analysed by 
commercial ELISA (Mercodia® (article nr 10–1136-01), 
Uppsala, Sweden), at the Diabetes Laboratory, Lund Uni-
versity, Lund, Sweden, for the purpose of this study.

High Hemoglobin A1c
HbA1c analyses were performed routinely at the time for 
the diagnoses by Olympus automated clinical chemistry 
analysers with high specificity (Olympus AU®, Tokyo, 
Japan). The HbA1c values were collected from EHRs 
(Cambio Cosmic®), which were used by all the hospitals 
and primary care units in the two regions. The intra-coef-
ficient of variation was < 1.2%. High HbA1c was defined 
as > 64 mmol/mol (IFCC) (> 8% NGSP), the cut-off level 
corresponded to the  75th percentile.

Current and previous depression, anxiety and the use 
of antidepressants
Current depression was defined as HADS-D (the depres-
sion subscale) ≥ 8 points, and anxiety as HADS-A (the 
anxiety subscale) ≥ 8 points [8, 17–20].

The participants were asked whether they had been 
depressed previously, and whether they used antidepres-
sants. In both cases there were two response options, yes 
or no. Previous depression was defined as answering yes 
to the first of these two questions.

Age
Age was used either as a continuous variable; a dichot-
omous variable (younger participants (< 60  years) and 
older participants (≥ 60  years)); or divided into 7 age-
groups (18–29, 30–39, 40–49, 50–59, 60–69, 70–79, and 
80–94 years).

Anthropometrics
Weight and length were measured by a nurse according 
to standard procedures. Obesity was defined as Body 
Mass Index (BMI) ≥ 30 kg/m2 [21], and severe obesity as 
BMI ≥ 40 kg/m2 [22].

Smoking and physical activity
The patients reported smoking habits as never, previous, 
non-daily, or daily smokers, which were dichotomized 
into current smokers (daily and non-daily smokers), and 
non-smokers (never and previous smokers).

Physical activity was reported as ≥ 30  min of moder-
ate activities performed never, less than once a week, 1–2 
times/week, 3–5 times/week, or daily, corresponding to 
the registration in the Swedish National Diabetes Reg-
ister (S-NDR) [23]. The levels of physical activity were 
dichotomized into physical inactivity (less than once a 
week) and physical activity (all other levels). Both leisure 
time physical activity and work-related physical activity 
were taken into account.

Cardiovascular disease
Patients were interviewed about previous MI and stroke. 
Data was complemented from the EHRs.

Total number of newly diagnosed T2D patients in the two 
regions
The total number of patients with newly diagnosed 
clinical T2D was collected from the EHRs in Region 
Kronoberg and Region Kalmar during the recruitment 
periods. The clinical T2D diagnoses were not systemati-
cally serologically confirmed.

Statistical analysis
As age was not normally distributed, the analyses were 
performed with Mann–Whitney U test, and the results 
were presented as median (quartile (q)1,  q3). Pearson´s 
Chi-Squared test, Linear-by- Linear Association, or 
Fisher´s Exact Test (all two-tailed), were used to analyse 
categorical data which were presented as n (%). Odds 
ratios (OR) were calculated using logistic regression 
analyses (simple) with current depression as dependent 
variable. 95% confidence intervals (CI) were used. P < 0.05 
was considered statistically significant. SPSS® version 27 
(IBM, Chicago, Il, USA) was used.

Results
In this study of depression in patients with newly diag-
nosed T2D, 1027 patients aged 18 to 94  years were 
included (women 40%, born in Sweden 88%). C-peptide 
levels ranged from 0.25 to 5.58 nmol/L. All patients were 
GAD antibody negative.

The total prevalence of current depression and obesity 
(BMI ≥ 30  kg/m2) and their distribution within seven 
age-groups are presented for all and for each sex in Fig. 2.

The prevalence of current depression was for all 1027 
participants 12%, for 410 women 15%, and for 617 men 
10%. The highest prevalence of current depression was 
found in the two age-groups 18—29  years (all patients 
40%, women 60%, men 20%), and declined succes-
sively until the age-group 60–69  years (all patients 8%) 
(p < 0.001). The prevalence of obesity was for all patients 
55%, for women 60%, and for men 51%. The highest prev-
alence of obesity was found in the age-group 18—29 years 
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(all patients 80%), and declined successively until the age-
group ≥ 80 years (all patients 26%) (p < 0.001).

In Table 1, baseline characteristics are presented for all 
participants, and age and sex specified.

In comparison between 330 younger participants 
(< 60  years) and 697 older participants (≥ 60  years), 
the younger had higher prevalence of current depres-
sion (18% vs 9%), previous depression, anxiety, obe-
sity (BMI ≥ 30 and ≥ 40  kg/m2), HbA1c > 64  mmol/mol, 
smoking (all p < 0.001); and antidepressant use and physi-
cal inactivity (both p = 0.003). The older participants 
had higher prevalence of pre-existing MI (p < 0.001) and 
stroke (p = 0.001).

Among the younger participants (< 60  years), 113 
women compared to 217 men had higher prevalence 
of current depression (31% vs 12%), previous depres-
sion, and antidepressant use (all  p < 0.001); anxiety 
(p = 0.001); obesity (BMI ≥ 30 and ≥ 40 kg/m2) (p = 0.023 
and 0.017 respectively); and smoking (p = 0.029). The 
men had higher prevalence of HbA1c > 64  mmol/
mol (> 8%) (p < 0.001). Among the older participants 
(≥ 60  years), 297 women compared to 400 men had 
higher prevalence of previous depression and antidepres-
sant use (both p < 0.001); anxiety (p = 0.005); and obesity 
(BMI ≥ 30 and ≥ 40  kg/m2) (p = 0.048 and 0.008 respec-
tively). The men had higher prevalence of pre-existing MI 
(p < 0.001) and stroke (p = 0.025). The prevalence of cur-
rent depression did not differ between the older men and 
women (9%).

In Table 2, characteristics are compared between cur-
rently depressed and non-depressed participants, and for 

the following variables anxiety, antidepressant use, obe-
sity, smoking, and physical inactivity the comparisons are 
also presented by sex.

In all participants, the 121 currently depressed com-
pared to 906 non-depressed participants were younger 
(p = 0.001) and more often women (p = 0.012); and they 
had higher prevalence of previous depression, anxi-
ety, antidepressant use (all p < 0.001); physical inactivity 
(p = 0.004); obesity (BMI ≥ 30 and ≥ 40 kg/m2) (p = 0.008 
and 0.005 respectively); and smoking (p = 0.012).

Among the younger participants (< 60  years), the 60 
currently depressed compared to 270 non-depressed 
participants were more often women and had higher 
prevalence of previous depression, anxiety, and anti-
depressant use (all p < 0.001); obesity (BMI ≥ 30 
and ≥ 40  kg/m2) (p = 0.003 and 0.018 respectively); and 
physical inactivity (p = 0.014). The highest prevalence of 
severe obesity (BMI ≥ 40 kg/m2) (29%) was found in the 
young depressed women. Among the older participants 
(≥ 60 years), the 61 currently depressed compared to 636 
non-depressed participants were older (p = 0.045) and 
had higher prevalence of previous depression and anxiety 
(both p < 0.001); and antidepressant use (p = 0.035).

In Table  3, associations with current depression are 
presented.

In all participants, age (per year) (inversely) (OR 0.97 
(CI 95% (0.96–0.98)), women (OR 1.6 (CI 95% 1.1–
2.4)), anxiety (OR  12.2 (CI 95% 8.0–18.6)), previous 
depression (OR  7.1 (CI 95% 4.6–10.9)), antidepres-
sant use (OR  4.2 (CI 95% 2.5–7.1)), obesity (BMI ≥ 30 
and ≥ 40 kg/m2) (OR 1.7 (CI 95% 1.04–1.11) and OR 2.3 

Fig. 2 The prevalence of depression and obesity presented gender specified for all and 7 age‑groups
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(CI 95% 1.3–4.3)respectively), smoking (OR 1.9 (CI 95% 
1.1–3.1)), and physical inactivity (OR 1.8 (CI 95% 1.2–
2.7)), were associated with depression (all p ≤ 0.013).

In younger women (< 60  years), age (per year) 
(inversely) (OR  0.92 (CI 95% 0.88–0.97)), anxiety (OR 
20.0 (CI 95% 6.8–59.1)), previous depression (OR 12.1 
(CI 95% 4.3–33.9)), antidepressant use (OR 4.5 (CI 95% 
1.7–12.0)), obesity (BMI ≥ 30  kg/m2 (OR  2.8 (CI 95% 
1.0–8.1)) and (BMI ≥ 40  kg/m2 OR 2.8 (CI 95% 1.0–
7.5)), were associated with depression (all p ≤ 0.043). 
In younger men (< 60  years), anxiety (OR 7.2 (CI 95% 
3.0–17.6)), antidepressant use (OR  4.4 (CI 95% 1.3–
15.7)), previous depression (OR 4.0 (CI 95% 1.6–10.1)), 

and physical inactivity (OR 2.7 (CI 95% 1.1–6.7)), were 
associated with depression (all p ≤ 0.027).

In both older women and men (≥ 60 years), only anxi-
ety (OR 10.4 (CI 95% 4.4–24.8) and OR 11.5 (CI 95% 5.3–
25.0) respectively) and previous depression (OR 9.3 (95% 
3.4–25.5) and OR  4.6 (CI 95% 2.0–10.4) respectively) 
were associated with depression (all p ≤ 0.001).

Discussion
In this Swedish multicentre study of depression in 1027 
participants with newly diagnosed T2D, younger age, 
women, previous depression, anxiety, antidepressant use, 
obesity (both BMI ≥ 30 and ≥ 40  kg/m2), smoking, and 

Table 2 Comparisons between depressed and non‑depressed presented for all, for 330 younger and 697 older patients with type 2 
diabetes

Data are presented as n (%) or median  (q1,  q3)
a  Hospital Anxiety and Depression Scale-Depression subscale. b Pearson Chi-Square unless indicated. c Mann–Whitney U test. Missing values 
(all/ < 60 years/ ≥ 60 years) (n): c 95/28/67. d Hospital Anxiety and Depression Scale-Anxiety subscale

Missing values (all/ < 60 years/ ≥ 60 years) (n): years): e 453/138/315. f Fisher´s Exact Test. g Body Mass Index. Missing values (all/ < 60 years/ ≥ 60 years) (n): g 45/16/29. 
h Hemoglobin A1c. Missing values (all/ < 60 years/ ≥ 60 years) (n): h10/2/8; i 23/9/14; j 68/20/48; k 86/28/58; l 82/25/57

Current depression (HADS-D ≥ 8) a

All patients (18–94 years) Younger patients (18–59 years) Older patients (60–94 years)

Yes No P b Yes No P b Yes No P b

n 121 906 60 270 61 636

Sex Women 61 (50) 349 (38) 0.012 35 (58) 78 (29) < 0.001 26 (43) 271 (43) > 0.99

Men 60 (50) 557 (62) 25 (42) 192 (71) 35 (57) 365 (57)

Age 60 (50, 72) 66 (58, 72) 0.001 c 36 (31, 39) 53 (46, 57) 0.003 c 72 (66, 78) 70 (66, 75) 0.045 c

Depression (previous) c 61 (57) 130 (16) < 0.001 36 (66) 47 (19) < 0.001 25 (48) 83 (14) < 0.001

Anxiety (HADS‑A ≥ 8) d All 78 (64) 117 (13) < 0.001 46 (77) 56 (21) < 0.001 32 (52) 61 (10) < 0.001

Women 46 (75) 54 (16) < 0.001 30 (86) 18 (23) < 0.001 16 (62) 36 (13) < 0.001

Men 32 (53) 63 (11) < 0.001 16 (64) 38 (20) < 0.001 16 (46) 25 (7) < 0.001

Antidepressants e All 31 (37) 61 (12) < 0.001 22 (49) 21 (14) < 0.001 9 (24) 40 (12) 0.043 f

Women 23 (49) 39 (19) < 0.001 17 (59) 12 (24) 0.002 6 (33) 27 (18) 0.12 f

Men 8 (22) 22 (8) 0.010 f 5 (31) 9 (9) 0.028 f 3 (15) 13 (7) 0.18 f

Obesity (BMI ≥ 30 kg/m2) g All 77 (66) 461 (53) 0.008 46 (82) 157 (61) 0.003 31 (52) 304 (50) 0.80

Women 45 (75) 189 (57) 0.009 29 (85) 52 (68) 0.05 16 (62) 137 (54) 0.46

Men 32 (57) 272 (51) 0.37 17 (77) 105 (58) 0.08 15 (44) 167 (47) 0.73

Obesity (severe) (BMI ≥ 40 kg/m2) g All 15 (13) 52 (6) 0.005 12 (21) 26 (10) 0.018 3 (5) 26 (4) 0.74 f

Women 12 (20) 27 (8) 0.005 10 (29) 10 (13) 0.038 2 (8) 17 (7) 0.85 f

Men 3 (5) 25 (5) 0.74 f 2 (9) 16 (9)e > 0.99 f 1 (3) 9 (3) 0.60 f

HbA1c > 64 mmol/mol (> 8%) h 28 (24) 225 (25) 0.72 18 (31) 104 (39) 0.28 10 (16) 121 (19) 0.59

Smoking i All 23 (20) 104 (12) 0.012 15 (29) 46 (17) 0.10 8 (14) 58 (9) 0.29 f

Women 15 (25) 43 (13) 0.010 10 (30) 18 (24) 0.48 f 5 (19) 25 (19) 0.16 f

Men 8 (14) 61 (11) 0.51 f 5 (22) 28 (15) 0.37 f 3 (9) 33 (9) > 0.99 f

Physical inactivity j All 46 (43) 248 (29) 0.004 28 (52) 87 (34) 0.014 18 (33) 161 (27) 0.32

Women 24 (45) 90 (27) 0.007 14 (45) 22 (29) 0.10 10 (46) 68 (27) 0.08 f

Men 22 (40) 158 (30) 0.15 14 (61) 65 (36) 0.023 8 (25) 93 (27) > 0.99 f

Myocardial infarction k 13 (12) 82 (10) 0.52 3 (6) 10 (4) 0.71 f 10 (18) 72 (12) 0.21 f

Stroke l 8 (7) 54 (6) 0.69 f 3 (6) 5 (2) 0.16 f 5 (9) 49 (8) 0.80 f
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physical inactivity, were associated with current depres-
sion. There were distinct differences between younger 
and older participants. Younger participants (< 60 years) 
had significantly higher prevalence of current and previ-
ous depression, anxiety, antidepressant use, obesity (both 
BMI ≥ 30 and ≥ 40 kg/m2), high HbA1c (> 64 mmol/mol), 
smoking, and physical inactivity, than older participants. 
There were also sex differences with higher prevalence 
of both current and previous depression, anxiety, anti-
depressant use, obesity (both BMI ≥ 30 and ≥ 40 kg/m2), 
and smoking in the younger women, but higher preva-
lence of HbA1c > 64  mmol/mol (> 8%) in the younger 
men. In the younger women, previous depression, anxi-
ety, antidepressant use, and severe obesity were asso-
ciated with current depression. In the younger men, 
physical inactivity in addition to previous depression, 
anxiety, and antidepressant use, were associated with 
depression. In the older participants, the prevalence of 
current depression did not differ between women and 
men, but the older women had significantly higher preva-
lence of previous depression, antidepressant use, and 
obesity (both BMI ≥ 30 and ≥ 40  kg/m2) than the older 
men.

To our knowledge, the prevalence of depression at 
the time of diagnosis of T2D has not previously been 
explored in Sweden. According to previous research, 
depression is a risk factor for incident T2D [2, 3] and 
for cardiovascular and all-cause mortality [1]. Depres-
sion as a risk factor for incident T2D seems to be as 
important as smoking and physical inactivity [3]. The 
presence of anxiety in depressed patients seems to fur-
ther increase the risk of incident T2D [4]. In this study 
the association between depression and anxiety was 
very robust in all subgroups. The prevalence of cur-
rent depression (12%) in all participants was the same 
as the prevalence of depression in the Swedish popu-
lation study (11.7%), where depression was defined as 
in the present study (HADS-D ≥ 8) [8]. However, the 
prevalence of current depression in the younger women 
(< 60  years) (31%) with newly diagnosed T2D was 2.6 
times higher than for younger women in the Swed-
ish population study (Swedish women: 18–84  years 
11.2%, 18–64  years 11.9%, ≥ 64  years 9,4%) [8], while 
the younger men with newly diagnosed T2D had 
the same prevalence of depression (12%) as younger 
men in the Swedish population study (Swedish men: 
18–84  years 12.3%, 18–64  years 12.2%, ≥ 64  years 
13.2%) [8]. The prevalence of current depression in 
the older participants (≥ 60  years) (both men and 
women 9%) was approximately the same as for older 
women in the Swedish population study, but lower for 
the older men with T2D than in the Swedish popula-
tion [8]. On the other hand, a large proportion of the 

older participants, particularly the women, reported 
being depressed previously. In another Swedish study, 
the prevalence of depression (HADS-D ≥ 8), was 13% in 
patients hospitalized due to coronary heart disease and 
4% in healthy controls [18]. Thus, the younger women 
with newly diagnosed T2D had 2.4 times higher preva-
lence of depression (31%) than patients with coronary 
heart disease (13%), and 7.8 times higher prevalence of 
depression than the healthy controls (4%). In a Swedish 
study of depression (HADS-D ≥ 8) in patients with T1D 
aged 18–59  years, the prevalence of depression in the 
women was 11% and 10% in the men [24], rendering a 
depression prevalence 2.8 times higher in the younger 
women and 1.2 higher in the younger men with newly 
diagnosed T2D in this study.

The prevalence of antidepressant use in our study 
was higher for younger women (4 times higher), older 
women (3.3 times higher), younger men (2.5 times 
higher), and for older men (1.4 times higher) than in the 
Swedish population (Swedish women/men: 18–84 years 
9.8%/men 5.3%), 18–64  years 9.0%/4.8%, ≥ 64  years 
10.1%/5.6%) [8]. Younger T2D patients had also higher 
prevalence of antidepressant use than T1D patients 
aged 18–59 years (8%) [24, 25].

Obesity is another major contributor to both incident 
T2D [9, 10, 14, 26] and to CVD and mortality [26]. The 
total prevalence of obesity (BMI ≥ 30 kg/m2) in the Swed-
ish general population during the period 2016–2017 was 
16.6% (women 14.5%, men 18.1%) [21]. In our study the 
prevalence of obesity (BMI ≥ 30 kg/m2) was higher both 
in depressed and non-depressed participants compared 
to the Swedish general population. The highest preva-
lence of obesity was demonstrated in the depressed 
younger women (85%), 5.9 times higher than for women 
in the Swedish population (14.5%) [21]. The demon-
strated association between obesity and depression in 
this study of T2D differs from findings in patients with 
T1D, where no association between depression and obe-
sity was found [27].

Furthermore, smoking is a major risk factor for both 
incident T2D [15], and for CVD and mortality (27). In 
2016, the prevalence of smoking was 9% in the Swedish 
population [28], which can be compared to 13% in all 
participants, and 20% in the depressed and 12% in the 
non-depressed participants, with the highest prevalence 
in the younger depressed participants (29%).

Physical inactivity is another important contributor 
to both incident T2D [9, 10] and cardiovascular and all-
cause mortality [29]. The prevalence of physical inactiv-
ity (less than 30  min of moderate physical activity once 
a week) was high in the participants (31%) compared to 
Swedish T1D patients (13%) [24]. Physical inactivity was 
particularly common in the young depressed participants 
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in our study (52%). We have no data from the Swedish 
general population of the prevalence of physical inactiv-
ity defined as in our study.

As T2D usually has a long pre-detection period of 
3–7 years [10], and as we do not know for how long the 
participants in our study had experienced depressive 
symptoms or used antidepressants, we cannot determine 
whether depression preceded or succeeded the onset of 
T2D. Due to the cross-sectional design, no causality can 
be drawn from our results.

Clinically, as well as in further research, it is probably 
important to detect depression and explore potential 
underlying conditions in patients with newly diagnosed 
T2D, particularly in young persons, in order to provide 
optimal treatment. Underlying conditions could be either 
somatic, psychological and/or social. Increased corti-
sol secretion has been demonstrated in both depressed 
and obese patients [6, 7, 30, 31], and cortisol secret-
ing tumours may induce obesity and T2D [32]. Weight 
stigma and discrimination are linked to both depression 
and to binge eating disorder [33], which has a high life-
time risk for developing T2D [34]. Post-traumatic stress 
disorder (PTSD) has also been linked to depression [35], 
obesity [36], and T2D [37]. Attention deficit/hyperactiv-
ity disorder (ADHD) is another disorder previously asso-
ciated with depression [38], obesity [39], and T2D [40]. 
Additionally, in further research, exploration of shared 
endocrine and inflammatory disturbances in patients 
with depression, obesity and T2D would be of interest. 
We intend to explore the food habits of these participants 
in a separate article.

One strength of our study is the multicentre recruit-
ment from a large number of health care units in both 
urban and rural areas in two separate Swedish regions 
during two years. The clinical diagnoses of T2D were 
confirmed as all included participants had remaining 
insulin secretion without immunological signs of auto-
immunity [16]. By including questions about previous 
depression and the use of antidepressants, we could show 
that depression was not just a reaction to the T2D diag-
nosis. Since previous research indicated increasing prev-
alence of severe obesity [22], two levels of obesity were 
reported. Relevant variables were included as depression 
previously has been linked to weight gain and obesity, 
particularly in atypical depression [6, 7], incident T2D 
[2–4], high HbA1c levels [24], physical inactivity [41], 
smoking [42], coronary heart disease [1, 17], stroke [43], 
and all-cause mortality [1]. Age is relevant as incident 
T2D increases with age [9], but younger-onset T2D is 
particularly harmful with increased mortality [13]. The 
increased prevalence of depression, obesity, smoking, 
and physical inactivity, may all be explanatory factors 
to the increased mortality previously demonstrated in 

younger-onset T2D [13]. Age divided into 7 age-groups 
made it possible to study the details of the distribution 
of depression and obesity, and also facilitated determin-
ing a suitable cut-off for further analyses. The prevalence 
of depression declined until the age-group 60–69 years, 
which indicated that the age of 60  years was a suitable 
cut-off level for the age analysis.

A major limitation to our study was the high number 
of non-respondents to the question “Do you take anti-
depressant medication?” Other limitations were that 
there was no information regarding type of antidepres-
sants and duration of use. Also, current depression was 
not confirmed by a structured interview. Yet, HADS-D 
has shown high validity for assessing depressive symp-
toms both at an individual and a collective level [20]. 
HADS does not include symptoms that could be signs of 
a somatic disease accompanied by weight changes [19], 
and is extensively used in research [8, 17–20, 24, 25]. 
Patients with inadequate knowledge of Swedish were 
excluded, as we could not guarantee the quality of the 
translation of HADS into other languages. This exclusion 
criteria probably contributed to underrepresentation of 
immigrants. According to recent research, first genera-
tion immigrants constitute about 21% of newly diagnosed 
T2D in Sweden [44], compared to 12% in this study. This 
is important as nationwide Swedish studies have shown 
increased risk of depression in immigrants [45]. Though 
the total number of included patients was quite high, it is 
still a limitation that just 29% of patients with newly diag-
nosed clinical T2D were included. However, the percent-
age might have been higher if only serologically verified 
T2D had been included in the total number. The reasons 
for non-participation were not registered systematically, 
but several health care units have reported they lacked 
time to include all new patients due to staff shortage. 
Other reasons for non-participation were that patients 
did not wish to participate, their T2D diagnoses were not 
serologically verified, or their HADS questionnaires were 
not adequately completed.

Conclusions
The younger women had the highest prevalence of 
depression, anxiety, and severe obesity. The prevalence of 
depression in young women and antidepressant use in all 
patients were higher than in the Swedish general popu-
lation. Three risk factors for CVD, obesity, smoking, and 
physical inactivity, were associated with depression.

Abbreviations
BMI: Body Mass Index; CI: Confidence Interval; EHRs: Electronic health records; 
ELISA: Enzyme linked immunosorbent assay; GAD: Glutamic acid decarboxy‑
lase; HbA1c: Hemoglobin A1c; HADS‑A: Hospital Anxiety and Depression 
Scale‑anxiety subscale; HADS‑D: Hospital Anxiety and Depression Scale‑
depression subscale; MI: Myocardial infarction; OGTT : Oral glucose tolerance 



Page 11 of 12Melin et al. BMC Endocrine Disorders          (2022) 22:273  

test; OR: Odds ratio; S‑NDR: Swedish National Diabetes Register; T1D: Type 1 
diabetes; T2D: Type 2 diabetes.

Acknowledgements
We are grateful to all physicians and nurses in Region Kalmar and Region 
Kronoberg that have contributed by recruiting patients, performing interviews 
and anthropometrics. Additionally, we thank the participants for their agree‑
ment to take part in the study.

Authors’ contributions
EOM, PW, TN, SH, ASNN, KJ, MLO, HT, MH, and MT, participated as investigators, 
contributed with data collection, and reviewed, edited and approved the final 
version of the manuscript. MT, EOM, PW, SH, MLO, and TN, planned and organ‑
ised the study. EOM performed the statistical analysis, drafted the manuscript, 
is the guarantor of this work and, as such, had full access to all the data in the 
study, and takes responsibility for the integrity of the data and the accuracy 
of the data analysis. MH takes full responsibility for the ELISA analyses. The 
author(s) read and approved the final manuscript.

Authors’ information
EOM is MD, PhD, works at the Department of Research and Development 
and in Primary Care, Region Kronoberg, Växjö, is affiliated to Lund University, 
Lund. PW is MD, Assistant professor, works at the Department of Internal 
Medicine, Endocrinology, Kalmar County Hospital, Region Kalmar, is affiliated 
to Linnaeus University, and to Linköping University. TN is MD, PhD, works at 
the Regional Executive Office – Coordination of Health Care, Region Kalmar, 
Kalmar. SH is MD, Assistant professor, works in Occupational Medicine, Växjö, 
the Department of Research and Development, Region Kronoberg, Växjö, is 
affiliated to Linnaeus University,Kalmar, and to Lund University, Lund. A‑SNN 
is MSN, diabetes specialist care nurse, works as Regional DiabetesCoordinator, 
in Primary Care, and at theDepartment of Research, Region Kalmar County, 
Kalmar. KJ is RN, PhD, works as Regional Diabetes Coordinator, in Primary 
Care, at the Department of Research and Development, Region Kronoberg, 
Växjö, and is affiliated to Linnaeus University, Växjö. ML‑O is MD, Professor of 
Endocrinology, LundUniversity, Head of the Diabetes Research Laboratory 
BMC, Lund, and also worksat the Department of Diabetology and Endocrinol‑
ogy, Skane University Hospital, Lund. HT is MD, Professor of Family Medicine 
at Linnaeus University, Kalmar, and is affiliated to Lund University, Malmö and 
works at the Department of Research and Development and in Primary Care, 
Region Kronoberg, Växjö. MHis MS, Assistant professor, Lund University, Man‑
ager of the Diabetes Research Laboratory, BMC, Lund. MT is MD, PhD, works 
at the Department of Internal Medicine, Endocrinology and Diabetes, Växjö 
Central Hospital, at the Department of Research and Development, Region 
Kronoberg, and is affiliated to Lund University, Lund. All Sweden.

Funding
Open access funding provided by Lund University. This research was sup‑
ported by the Research Council of South Eastern Sweden (FORSS) Linköping, 
Sweden, grant numbers: FORSS‑845251, FORSS‑940428, FORSS‑968754, and 
by Region Kronoberg, Växjö, Sweden, grant number 932029. The funding 
sources were not involved in the collection, analysis or interpretation of the 
data, in the writing of the report, or in the decision to submit the article for 
publication.

Availability of data and materials
The data set analyzed during the current study is not available publicly as 
individual privacy could be compromised, and we have no permission from 
the Regional Ethical Board to share the research data publicly. The data set is 
stored at the department for Research and Development, Region Kronoberg, 
Växjö, Sweden, and is available from the corresponding author on reasonable 
request.

Declarations

Ethics approval and consent to participate
The study was approved by the Regional Ethical Review Board of Linköping 
University, Linköping (Registration nos. 2015/350–31, date 2016–01‑12, and 
2017/354–32, date 2017–08‑18). All participants provided written informed 
consent. The research was performed in accordance with the Declaration of 
Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Clinical Sciences, Diabetology and Endocrinology, Lund University, 
Lund, Sweden. 2 Diabetes Research Laboratory, Biomedical Centre, Lund University, 
Lund, Sweden. 3 Department of Research and Development, Region Kronoberg, 
Box 1223, 351 12 Växjö, Sweden. 4 Region Kronoberg, Primary Care, Växjö, Sweden. 
5 Department of Medicine and Optometry, Linnaeus University, Kalmar, Sweden. 
6 Department of Medical and Health Sciences, University of Linköping, Linköping, 
Sweden. 7 Department of Internal Medicine, Endocrinology, Kalmar County 
Hospital, Region Kalmar, Sweden. 8 Regional Executive Office ‑ Coordination 
of Health Care, Kalmar, Sweden. 9 Department of Research, Region Kalmar County, 
Kalmar, Sweden. 10 Department of Laboratory Medicine, Division of Occupational 
and Environmental Medicine, Lund University, Lund, Sweden. 11 Primary Care, 
Mönsterås, Sweden. 12 Department of Health and Caring Sciences, Linnaeus 
University, Växjö, Sweden. 13 Department of Diabetology and Endocrinology, Skane 
University Hospital, Lund, Sweden. 14 Department of Clinical Sciences, Division 
of Family Medicine, Lund University, Malmö, Sweden. 15 Department of Internal 
Medicine, Endocrinology and Diabetes, Växjö Central Hospital, Region Kronoberg, 
Växjö, Sweden. 

Received: 7 June 2022   Accepted: 21 October 2022

References
 1. Egede LE, Nietert PJ, Zheng D. Depression and all‑cause and coronary 

heart disease mortality among adults with and without diabetes. Diabe‑
tes Care. 2005;28:1339–45.

 2. Mezuk B, Eaton WW, Albrecht S, Golden SH. Depression and type 2 diabe‑
tes over the lifespan: a meta‑analysis. Diabetes Care. 2008;31:2383–90.

 3. Knol M, Twisk J, Beekman A, Heine R, Snoek F, Pouwer F. Depression as 
a risk factor for the onset of type 2 diabetes mellitus. A meta‑analysis 
Diabetologia. 2006;49:837.

 4. Deleskog A, Ljung R, Forsell Y, Nevriana A, Almas A, Möller J. Severity of 
depression, anxious distress and the risk of type 2 diabetes–a population‑
based cohort study in Sweden. BMC Public Health. 2019;19:1–9.

 5. American Psychiatric Association. Diagnostic and Statistical Manual of 
Mental Disorders (DSM‑5). Washington, DC: American Psychiatric Associa‑
tion; 2013.

 6. Gold PW, Chrousos GP. Organization of the stress system and its dysregu‑
lation in melancholic and atypical depression: high vs low CRH/NE states. 
Mol Psychiatry. 2002;7:254–75.

 7. Lamers F, Vogelzangs N, Merikangas KR, de Jonge P, Beekman AT, Penninx 
BW. Evidence for a differential role of HPA‑axis function, inflammation 
and metabolic syndrome in melancholic versus atypical depression. Mol 
Psychiatry. 2013;18:692–9.

 8. Sundbom LT, Bingefors K, Hedborg K, Isacson D. Are men under‑treated 
and women over‑treated with antidepressants? Findings from a cross‑
sectional survey in Sweden. BJPsych bulletin. 2017;41:145–50.

 9. American Diabetes Association. Diagnosis and classification of diabetes 
mellitus. Diabetes Care. 2014;37(Suppl 1):S81‑90.

 10. Forouhi NG, Wareham NJ. Epidemiol Diabetes Med. 2019;47:22–7.
 11. Norhammar A, Bodegård J, Nyström T, Thuresson M, Eriksson JW, Nathan‑

son D. Incidence, prevalence and mortality of type 2 diabetes requiring 
glucose‑lowering treatment, and associated risks of cardiovascular 
complications: a nationwide study in Sweden, 2006–2013. Diabetologia. 
2016;59:1692–701.

 12. Andersson T, Ahlbom A, Carlsson S. Diabetes prevalence in Sweden at 
present and projections for year 2050. PLoS ONE. 2015;10: e0143084.

 13. Thunander M, Lindgren A, Petersson C, Landin‑Olsson M, Holmberg S. 
Standard mortality rates and years of life lost for serologically defined 
adult‑onset type 1 and type 2 diabetes–A fifteen year follow‑up. Diabetes 
Res Clin Pract. 2020;160: 107943.



Page 12 of 12Melin et al. BMC Endocrine Disorders          (2022) 22:273 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 14. Luo J, Hodge A, Hendryx M, Byles JE. Age of obesity onset, cumulative 
obesity exposure over early adulthood and risk of type 2 diabetes. Diabe‑
tologia. 2020;63:519–27.

 15. Pan A, Wang Y, Talaei M, Hu FB, Wu T. Relation of active, passive, and 
quitting smoking with incident type 2 diabetes: a systematic review and 
meta‑analysis. Lancet Diabetes Endocrinol. 2015;3:958–67.

 16. Thunander M, Petersson C, Jonzon K, Fornander J, Ossiansson B, Torn C, 
et al. Incidence of type 1 and type 2 diabetes in adults and children in 
Kronoberg. Sweden Diabetes Res Clin Pract. 2008;82:247–55.

 17 Pogosova N, Kotseva K, De Bacquer D, von Känel R, De Smedt D, Bruthans 
J, et al. Psychosocial risk factors in relation to other cardiovascular risk 
factors in coronary heart disease: results from the EUROASPIRE IV survey. 
A registry from the European Society of Cardiology. Euro J Prev Cardiol. 
2017;24:1371–80.

 18. Daniel M, Agewall S, Berglund F, Caidahl K, Collste O, Ekenbäck C, 
et al. Prevalence of anxiety and depression symptoms in patients with 
myocardial infarction with non‑obstructive coronary arteries. Am J Med. 
2018;131:1118–24.

 19. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta 
Psychiatr Scand. 1983;67:361–70.

 20. Bocéréan C, Dupret E. A validation study of the Hospital Anxiety and 
Depression Scale (HADS) in a large sample of French employees. BMC 
Psychiatry. 2014;14:1–11.

 21. Hemmingsson E, Ekblom Ö, Kallings LV, Andersson G, Wallin P, Söderling 
J, et al. Prevalence and time trends of overweight, obesity and severe 
obesity in 447,925 Swedish adults, 1995–2017. Scand J Public Health. 
2021;49:377–83.

 22. Williamson K, Nimegeer A, Lean M. Rising prevalence of BMI≥ 40 kg/
m2: a high‑demand epidemic needing better documentation. Obes Rev. 
2020;21: e12986.

 23. Zethelius B, Gudbjörnsdottir S, Eliasson B, Eeg‑Olofsson K, Cederholm J. 
Level of physical activity associated with risk of cardiovascular diseases 
and mortality in patients with type‑2 diabetes: report from the Swedish 
national diabetes register. Eur J Prev Cardiol. 2014;21:244–51.

 24. Melin EO, Thunander M, Svensson R, Landin‑Olsson M, Thulesius HO. 
Depression, obesity and smoking were independently associated with 
inadequate glycemic control in patients with type 1 diabetes. Eur J Endo‑
crinol. 2013;168:861–9.

 25. Melin EO, Thulesius HO, Hillman M, Svensson R, Landin‑Olsson M, 
Thunander M. Lower HDL‑cholesterol, a known marker of cardiovascular 
risk, was associated with depression in type 1 diabetes: a cross sectional 
study. Lipids Health Dis. 2019;18:65.

 26. Powell‑Wiley TM, Poirier P, Burke LE, Després J‑P, Gordon‑Larsen P, Lavie 
CJ, et al. Obesity and cardiovascular disease: a scientific statement from 
the American heart association. Circulation. 2021;143:e984‑1010.

 27. Melin EO, Svensson R, Thunander M, Hillman M, Thulesius HO, Landin‑
Olsson M. Gender, alexithymia and physical inactivity associated with 
abdominal obesity in type 1 diabetes mellitus: a cross sectional study at a 
secondary care hospital diabetes clinic. BMC Obes. 2017;4:21.

 28. Tobaksrökning, daglig — Folkhälsomyndigheten. https:// www. folkh 
alsom yndig heten. se/ folkh alsor appor tering‑ stati stik/ tolkad‑ rappo rteri 
ng/ folkh alsans‑ utvec kling/ resul tat/ levna dsvan or/ tobak srokn ing‑ daglig/. 
Accessed 14 Mar 2022.

 29. Katzmarzyk PT, Friedenreich C, Shiroma EJ, Lee I‑M. Physical inactivity and 
non‑communicable disease burden in low‑income, middle‑income and 
high‑income countries. Br J Sports Med. 2022;56:101.

 30. Melin EO, Thunander M, Landin‑Olsson M, Hillman M, Thulesius HO. 
Depression, smoking, physical inactivity and season independently 
associated with midnight salivary cortisol in type 1 diabetes. BMC Endocr 
Disord. 2014;14:75.

 31. Milaneschi Y, Simmons WK, van Rossum EF, Penninx BW. Depression 
and obesity: evidence of shared biological mechanisms. Mol Psychiatry. 
2019;24:18–33.

 32. Kim BY, Chun AR, Kim KJ, Jung CH, Kang SK, Mok JO, et al. Clinical charac‑
teristics and metabolic features of patients with adrenal incidentalomas 
with or without subclinical Cushing’s syndrome. Endocrinol Metab. 2014. 
https:// doi. org/ 10. 3803/ EnM. 2014. 29.4. 457.

 33. Wellman JD, Araiza AM, Solano C, Berru E. Sex differences in the relation‑
ships among weight stigma, depression, and binge eating. Appetite. 
2019;133:166–73.

 34. Raevuori A, Suokas J, Haukka J, Gissler M, Linna M, Grainger M, et al. 
Highly increased risk of type 2 diabetes in patients with binge eating 
disorder and bulimia nervosa. Int J Eat Disord. 2015;48:555–62.

 35. Armenta RF, Walter KH, Geronimo‑Hara TR, Porter B, Stander VA, 
LeardMann CA, et al. Longitudinal trajectories of comorbid PTSD and 
depression symptoms among U.S. service members and veterans. BMC 
Psychiatry. 2019;19:396.

 36. Aaseth J, Roer GE, Lien L, Bjørklund G. Is there a relationship between 
PTSD and complicated obesity? A review of the literature. Biomed Phar‑
macother. 2019;117: 108834.

 37. Lukaschek K, Baumert J, Kruse J, Emeny RT, Lacruz ME, Huth C, et al. 
Relationship between posttraumatic stress disorder and type 2 diabetes 
in a population‑based cross‑sectional study with 2970 participants. J 
Psychosom Res. 2013;74:340–5.

 38. Harmanci H, Celikel FC, Etikan I. Comorbidity of adult attention deficit 
and hyperactivity disorder in bipolar and unipolar patients. Noro Psikiyatr 
Ars. 2016;53:257.

 39. Hanć T, Cortese S. Attention deficit/hyperactivity‑disorder and obesity: A 
review and model of current hypotheses explaining their comorbidity. 
Neurosci Biobehavl Rev. 2018;92:16–28.

 40. Chen MH, Pan TL, Hsu JW, Huang KL, Su TP, Li CT, et al. Risk of type 
2 diabetes in adolescents and young adults with attention‑deficit/
hyperactivity disorder: a nationwide longitudinal study. J Clin Psychiatry. 
2018;79:0–0.

 41. Achttien R, van Lieshout J, Wensing M, van der Sanden MN, Staal JB. 
Symptoms of depression are associated with physical inactivity but not 
modified by gender or the presence of a cardiovascular disease; a cross‑
sectional study. BMC Cardiovasc Disord. 2019;19:1–7.

 42. Haire‑Joshu D, Heady S, Thomas L, Schechtman K, Fisher EB Jr. Depressive 
symptomatology and smoking among persons with diabetes. Res Nurs 
Health. 1994;17:273–82.

 43. Narushima K, Robinson RG. Stroke‑related depression. Curr atheroscler 
Rep. 2002;4:296–303.

 44. Bennet L, Udumyan R, Östgren CJ, Rolandsson O, Jansson SPO, Wändell 
P. Mortality in first‑ and second‑generation immigrants to Sweden 
diagnosed with type 2 diabetes: a 10 year nationwide cohort study. 
Diabetologia. 2021;64:95–108.

 45 Gilliver SC, Sundquist J, Li X, Sundquist K. Recent research on the mental 
health of immigrants to Sweden: a literature review. Euro J Public Health. 
2014;24(1):72–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://www.folkhalsomyndigheten.se/folkhalsorapportering-statistik/tolkad-rapportering/folkhalsans-utveckling/resultat/levnadsvanor/tobaksrokning-daglig/
https://www.folkhalsomyndigheten.se/folkhalsorapportering-statistik/tolkad-rapportering/folkhalsans-utveckling/resultat/levnadsvanor/tobaksrokning-daglig/
https://www.folkhalsomyndigheten.se/folkhalsorapportering-statistik/tolkad-rapportering/folkhalsans-utveckling/resultat/levnadsvanor/tobaksrokning-daglig/
https://doi.org/10.3803/EnM.2014.29.4.457

	Depression was associated with younger age, female sex, obesity, smoking, and physical inactivity, in 1027 patients with newly diagnosed type 2 diabetes: a Swedish multicentre cross-sectional study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Participants and study design
	Newly diagnosed type 2 diabetes and serological confirmation
	High Hemoglobin A1c
	Current and previous depression, anxiety and the use of antidepressants
	Age
	Anthropometrics
	Smoking and physical activity
	Cardiovascular disease
	Total number of newly diagnosed T2D patients in the two regions
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


