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Abstract

Many high-income societies have seen two parallel trends in recent decades:

falling fertility rates and an increasing prevalence of mental health issues among
young adults. Yet, the association between mental health and fertility remains
underexplored, especially with respect to fertility preferences and their realisation.
This study examines how depression, one of the most common mental disorders,
relates to two fertility outcomes: (1) reporting a positive short-term fertility intention,
and (2) realising such an intention. The study uses data from the Norwegian and
Swedish Generations and Gender Surveys from 2007/2008 to 2012/2013, together
with their register-based follow-ups. To measure depression, we use the 7-item,
shortened version of the Centre for Epidemiologic Studies Depression Scale (CES-D
Scale). Results show that depression is negatively associated with the propensity to
report a positive fertility intention among Norwegian women and the propensity to
realise a positive fertility intention within three years among Swedish women. Among
men, depression is not significantly associated with either of the two outcomes.

This study contributes new evidence on how depression may influence fertility,
advancing the understanding of the determinants of fertility behaviour as well as the
consequences of a widespread mental disorder.

Keywords Mental health, Fertility preferences, Generations and Gender Survey,
Wellbeing, Nordic

Introduction

Fertility rates have fallen steeply in many high-income countries over the last 10-15
years (OECD, 2024). The decline has puzzled demographers since it cannot easily be
attributed to factors that have historically explained fertility patterns in developed soci-
eties, such as economic cycles and family policy (Comolli et al., 2021; Hiilamo, 2020;
Ohlsson-Wijk & Andersson, 2022). Concurrently with the fertility decline, there has
been a pronounced rise in mental health disorders among young adults (Goodwin et al.,
2022; Gyllenberg et al., 2018; Krokstad et al., 2022; Mojtabai et al., 2016). Although there

© The Author(s) 2026. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use,
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to
obtain permission directly from the copyright holder. To view a copy of this licence, visit http:/creativecommons.org/licenses/by/4.0/.


http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s41118-026-00283-6
http://orcid.org/0000-0003-1704-2058
http://crossmark.crossref.org/dialog/?doi=10.1186/s41118-026-00283-6&domain=pdf&date_stamp=2026-2-5

Carlsson and Kim Genus (2026) 82:3 Page 2 of 27

are several plausible pathways through which poor mental health could negatively affect
fertility behaviour, mental health has long been underexplored as an explanatory factor
in fertility research. However, scholarly attention to the topic has increased markedly
in the most recent years (Golovina et al., 2023; Kailaheimo-Lonnqvist et al., 2024, 2025;
Kravdal et al., 2025; Liu et al., 2024; Power et al., 2013).

This paper examines how depression — one of the most common mental disorders
worldwide (Liu et al., 2020)—relates to two fertility outcomes: (1) reporting a positive
fertility intention for the upcoming three years, and (2) realising such an intention within
three years. Recent register-based studies have shown that depression — measured as
diagnosis, consultation, or antidepressant prescription — negatively predicts fertility
behaviour among both men and women (Golovina et al., 2023; Kailaheimo-Lonnqvist
et al., 2024; Kravdal et al., 2025). However, to the best of our knowledge, no previous
studies have examined how depression relates to fertility preferences and their realisa-
tion. This research gap exists although one possible mechanism through which depres-
sion may influence fertility is through the modification of childbearing plans. One of the
defining characteristics of depression is a loss of interest in and pleasure derived from
previously enjoyable activities (American Psychiatric Association 2020), which may
include planning for future children. Depressed individuals may also choose to postpone
childbearing until their mental health status improves. Thus, depression may have nega-
tive effects both on the propensity to state a positive fertility intention and the propen-
sity to follow through on such intentions. By focusing on fertility preferences and their
realisation, rather than fertility behaviour alone, this study offers new insights into the
mechanisms through which depression may influence childbearing outcomes.

Our analyses are based on data from the Norwegian and Swedish Generations and
Gender Surveys (GGS) from 2007/2008 to 2012/2013, together with their respective reg-
ister-based follow-ups. The Norwegian and Swedish GGS data are uniquely well-suited
for studying the realisation of fertility intentions, as the register-based follow-ups result
in minimal attrition between the initial interview and follow-up. In contrast, other coun-
tries participating in round 1 of the GGS relied on re-interviewing Wave 1 respondents
for the Wave 2 follow-up, which led to substantially higher attrition and, consequently,
reduced sample size and representativeness (Buber-Ennser, 2014). Focusing on Norway
and Sweden thus enables analyses based on high-quality, population-representative data
that are not available for other GGS countries.

In addition to the strength of the data, examining Norway and Sweden together is
also substantively important. Although the two countries share many cultural, institu-
tional, and policy similarities, findings from earlier register-based studies on depression
and fertility have not always been consistent across the Nordic region. In particular, the
association between depression and fertility has been found to be stronger among men
in Norway and Sweden (Kravdal et al., 2025; Power et al., 2013), but stronger among
women (Kailaheimo-Lonngvist et al., 2024) or similar across genders (Golovina et al.,
2023) in Finland. However, it remains unclear whether such discrepancies reflect true
country differences or arise because the studies used different indicators of depres-
sion. By comparing two Nordic countries using the same measure of depression and
harmonised data collection procedures, the present study helps to disentangle genuine
contextual differences from methodological variation, thereby contributing to a clearer
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understanding of cross-country similarities and differences in the association between
depression and fertility.

To measure depression, we use the 7-item, shortened version of the Centre for Epide-
miologic Studies Depression Scale (CES-D Scale, Radloft, 1977), a validated instrument
for identifying suspected cases of depression (Levine, 2013). Survey-based measures of
depression have important advantages that complement register-based measures. Spe-
cifically, measures based on inpatient or outpatient registers, such as diagnosis, consul-
tation, or antidepressant prescription, may overrepresent severe cases and groups with
more healthcare seeking behaviours (Magaard et al., 2017), while such biases are likely
smaller in survey-based measures. For instance, a Danish study comparing register- and
survey-based measures of depression found that register-derived measures based on
hospital diagnoses and antidepressant prescription missed 85% and 49%, respectively,
of depression cases detected by the survey-based measure (Weye et al., 2023). Since a
large share of the earlier studies on the association between depression and fertility have
relied on register-based depression measures, our use of a survey-based measure repre-
sents an important contribution to the literature.

The study focuses on men and women who were in coresidential unions at interview
(i.e., either married or in non-married cohabitation) since most childbearing takes place
within this context. Short-term fertility intentions stated outside coresidential unions
are both relatively uncommon and unrealistic (Carlsson, 2023; Dommermuth et al.,
2015; Kapitany & Spéder, 2012). To explore gender and country differences in the asso-
ciation between depression and fertility intentions/realisation, we conduct all analyses
separately for Norwegian men, Norwegian women, Swedish men, and Swedish women.

Finally, it should be underlined that depression is a common mental disorder that
affects a large share of the population in high-income countries (Arias-de la Torre et al.,
2021). In Norway, survey data indicate that the prevalence of current depression is about
9-12% among adults aged 20—49 (i.e., childbearing ages) (Krokstad et al., 2022). Data
from administrative registers in Finland show that almost one-third of individuals born
in 1977-1980 had used antidepressant medication by age 39 (Kailaheimo-Lonnqyvist et
al., 2024). Therefore, exploring how depression shapes childbearing is important not
only because it can improve the understanding of the reasons for low fertility, but also
because it sheds light on the consequences of a widespread mental health problem.

Background

Earlier research

Although depression and other mental disorders are common in many low-fertility
countries, previous research on the association between depression and fertility has
largely focused on the Nordic countries, often employing data from administrative
registers. In Norway, having had at least one consultation for depression in primary or
specialised health care was associated with lower transition rates to first, second, and
third births. The association existed for both sexes but was more pronounced among
men. Whereas the overall association between depression and fertility was negative, pat-
terns varied by age. Depression had a positive association with first-birth transition rates
among women aged 23 or younger, a null association at ages 24—26 for women and ages
25 or younger among men, and a negative association among women aged 27 or older
and among men aged 26 or older (Kravdal et al., 2025).
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In Finland, purchases of antidepressant medication was associated with lower first-
birth transition rates for both men and women, but with a stronger effect among women
(Kailaheimo-Lonngqvist et al., 2024). Also in Finland, men and women who had either
been hospitalised with depression or had visited a specialist about their depression were
less likely to have children and had fewer children on average than individuals without
a depression hospitalisation/diagnosis (Golovina et al., 2023). In this study, effect sizes
were similar for men and women.

In Sweden, having been either hospitalised with depression or diagnosed with depres-
sion by a specialist was associated with a lower number of children for men but not
for women (Power et al., 2013). Compared to the first three studies, Power et al. (2013)
employed a weaker analytical setup that did not consider the time ordering between the
depression measure and childbearing.

Golovina et al. (2023) examined the role of depression severity (mild, moderate,
severe, severe with psychosis) for the likelihood of having a child and the number of
children in Finland. The analysis did not consider the time ordering between depression
and childbearing. The association between depression severity and the fertility outcomes
varied by sex. For men, the negative association was most pronounced among individu-
als with severe depression coupled with psychosis. The association was also negative for
the other severity levels but did not vary across levels. For women, on the other hand,
there was a clear gradation in the effect, with lower fertility outcomes for each step up
on the depression severity scale. Interestingly, negative fertility outcomes were only
found among women whose depression was severe or severe coupled with psychosis
while women with moderate depression were similar to non-depressed individuals and
women with mild depression were more likely than non-depressed individuals to have a
child and had a higher average number of children.

Some survey-based studies have examined the association between adolescent depres-
sion and childbearing later in life. These studies have found mixed results. Grundstrém
et al. (2024) found a positive association between depressive symptoms at age 16 and the
propensity to be a parent by age 52 among women in Finland, whereas the association
was negative among men. Jonsson et al. (2011) found no association between depression
at age 16 or 17 and the propensity to be a parent 15 years later among men and women
in Sweden. Similarly, depression at age 14—18 was not associated with a higher propen-
sity to have children at age 21-24 among women in Australia (Nilsen et al., 2012).

Possible mechanisms

There are several plausible and potentially interlinked mechanisms through which
depression may influence fertility intentions and their realisation. First, depression can
profoundly affect cognitive and affective processes. Depression is linked to pessimism
about the future (Karhu et al., 2024), low self-esteem (Aebi & Orth, 2025), lack of moti-
vation (Grahek et al., 2019), and cognitive impairment (Marazziti et al., 2010). These fea-
tures may hinder depressed individuals from developing positive fertility intentions and
may prompt them to abandon already existing intentions.

Second, depressed individuals may struggle to form and maintain romantic relation-
ships and social networks. Depression is associated with social isolation (Elmer & Stadt-
feld, 2020) and lower perceived quality of social relationships (Oppenheimer & Hankin,
2011), thereby potentially reducing the availability of social support from family and
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friends, which could otherwise encourage and facilitate childbearing. Moreover, depres-
sion is linked to lower rates of union formation and higher rates of union dissolution
(Breslau et al., 2011), as well as lower perceived quality of romantic relationships (Gus-
tavson et al., 2012; Joosten et al., 2022). Empirical evidence shows that partnership status
accounts for much of the lower first-birth transition rates among depressed individuals
in Finland, especially among men (Kailaheimo-Lonngqvist et al., 2024). However, control-
ling for partnership status explains less of the association between depression and fertil-
ity in Norway (Kravdal et al., 2025).

Third, depression may have negative socioeconomic consequences that make child-
bearing less viable. Depression predicts unemployment and income loss (Whooley et al.,
2002). In Norway, controlling for educational attainment, school enrolment, and income
explains a large portion of the gap in first- and second-birth transition rates between
depressed and non-depressed individuals (Kravdal et al., 2025). In contrast, controlling
for educational attainment does not explain differences in first-birth transition rates
between depressed and non-depressed individuals in Finland (Kailaheimo-Lonnqvist et
al., 2024).

Fourth, depression may affect fertility through biological or physical-health mecha-
nisms. Depression is associated with a wide range of physical conditions, including
endocrine, musculoskeletal, and vascular diseases (Frank et al., 2023; Hare et al., 2014).
Physical health problems may cause individuals to abandon or postpone childbear-
ing plans. Severe depression is also associated with reduced fecundity (Nillni et al.,
2016). Moreover, antidepressant use is associated with an increased risk of miscarriage
(Almeida et al., 2016; Evans-Hoeker et al., 2018; Nakhai-Pour et al., 2010).

Hypotheses

Based on the discussion of possible mechanisms and previous research, we formulate
the following hypotheses. First, we expect that depressed individuals are less likely than
non-depressed individuals to state a positive short-term fertility intention (H1) and to
realise such an intention (H2).

We also examine whether these associations differ by country and gender. Given
cultural and institutional similarities between Norway and Sweden, there is reason to
expect that the associations are similar across the two countries (H3a). Based on previ-
ous research in Norway and Sweden, we expect that the negative associations between
depression and the fertility outcomes is stronger among men than women (H3b). How-
ever, previous research suggests that gender differences in the associations between
depression and fertility may vary across Nordic countries. Therefore, we also state H3c,
which competes with H3a: Differences between men and women in the associations
between depression and the fertility outcomes vary between Norway and Sweden.

Finally, we expect that controlling for socioeconomic characteristics (H4a), relation-
ship satisfaction (H4b), and general health (H4c) will attenuate the associations between
depression and the fertility outcomes.

Research design

Data and sample

The study uses data from round I of the Generations and Gender Surveys (GGS-
I) in Norway and Sweden together with their respective population register-based
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follow-ups. Initial data collection (Wave 1) took place through telephone interviews and
a self-administered questionnaire in 2007-2008 in Norway and 2012-2013 in Sweden.
Since this study uses items collected through both the interview and the questionnaire,
only respondents who participated in both parts of Wave 1 data collection are included
in the study population. The response rates for the full Wave 1 (i.e., interview + question-
naire) were 43% in Norway and 39% in Sweden.

Among the 19 countries where the GGS-I was conducted, Norway and Sweden were
unique in collecting follow-up data entirely from population registers. The follow-up
data stretches to 2011 in Norway and 2021 in Sweden (including both Wave 2 and 3 of
the Swedish GGS-I). The register-based follow-ups ensure that all respondents who did
not die or emigrate can be followed until the end year of the respective follow-ups. This
minimal attrition from Wave 1 to follow-ups make the Norwegian and Swedish GGSs
uniquely well-suited to study the realisation of short-term fertility intentions (Carlsson,
2023). Most previous research on the realisation of fertility intentions has relied on data
where Wave 1 respondents were re-interviewed at follow-ups, an approach that is asso-
ciated with considerably higher attrition (Buber-Ennser, 2014; Kapitdny & Spéder, 2012).

The study population includes men and women who were in heterosexual coresiden-
tial unions (i.e., either married or in non-married cohabitation) at the Wave 1 interview.
Female respondents were included if they were 18—44 years and not pregnant at the
Wave 1 interview. Male respondents were included if they were 18—-49 years and had
a female partner who was 18—44 years old and not pregnant at the Wave 1 interview.
Respondents who reported not being physically able to have a child, as well as those who
reported that their partner was not physically able to have a child, were excluded from
the study population. We excluded individuals in same-sex relationships because their
process of intention realisation is not easily comparable to that of individuals in hetero-
sexual relationships. We excluded individuals who intended to adopt a child within the
next three years because the GGS-I does not allow intentions to adopt to be separated
from intentions to take a foster child, which is not comparable to biological and adopted
children. We also excluded individuals in non-coresidential unions because information
on relationship satisfaction was only available among those who were living with their
partner at the Wave 1 interview. The sample size varied at different steps of the analysis.
Appendix Tables Al and A2 present the sample sizes for each analytic step.

Variables

Fertility intentions and their realisation

The study uses two main fertility outcome variables. First, short-term fertility intentions
were measured by asking respondents whether they wanted a/another child within the
upcoming three years. Second, the realisation of fertility intentions was measured using
population register data on children born to the respondent within the 36 months that
follow the Wave 1 interview.

Long-term realisation

As an additional, exploratory analysis, we also examined the association between depres-
sion and realisation beyond the initial three years after interview. The motivation for
exploring delayed realisation is to assess whether depressed individuals are more likely
to abandon, rather than postpone, intentions that were not realised within the initial
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three-year timeframe. Thus, the study population for this additional analysis consists
of respondents who reported a positive short-term intention but did not have a child
within the initial three years. Those who had a child during the subsequent five years
(months 37-96 after interview) were considered to have realised their intention in the
long term, while those who did not were classified as not having realised their intention.
The long-term realisation analysis is restricted to Swedish women because extended fol-
low-up is only available in the Swedish GGS-I, and the sample of Swedish men is too
small for reliable analysis.

Depression variable

Our main independent variable is depression, measured through the shortened version
of the Centre for Epidemiologic Studies Depression Scale (CES-D Scale, Radloff, 1977).
The original CES-D scale contains 20 items, while the shortened version included in the
GGS-I contains 7 items. The shortened version has been validated as suitable for screen-
ing for suspected major depression disorder (Levine, 2013). Respondents were asked
how frequently they experienced the following feelings during the previous week: “had
difficulty shaking off the blues’, “felt depressed’, “thought that your life has been a fail-

” « ” «

ure’, “felt fearful’; “felt lonely”, “had crying spells’, and “felt sad” There were four response
alternatives: “seldom or never’, “sometimes’, “often” and “most or all of the time”

We used the CES-D scale in line with Levine (2013). Thus, we assigned 0, 1, 2, and 3
points to the different response alternatives, where higher points represent a more nega-
tive response. The total score ranges between 0 and 21 points (7 items * 0—3 points per
item). We created a dichotomous variable based on this total score and set 8 as the cut-
off for indicating depression. Thus, individuals who score 8 or above on the total score
are considered to be depressed while individuals who score 7 or lower on the total score
are considered to be non-depressed. This way of dichotomising the CES-D scale is sug-
gested and validated by Levine (2013).

In our sample, 7.5% of Swedish respondents and 5.4% of Norwegian respondents are
considered depressed (see Appendix Tables 1 and 2). The bivariate associations between
depression and the different fertility outcomes are displayed in Appendix Table 3.

Control variables

We controlled for a set of covariates that were likely to be associated with depres-
sion and the fertility outcomes. All control variables were measured at interview. For
descriptive statistics, see Appendix Tables 1 (Norwegian respondents) and A2 (Swedish
respondents).

+ Age and age squared, to capture potential non-linearity in the associations between
age and the dependent variables.

o Parity: “0 children’, “1 child’, “2 or more children”.

+ Educational attainment: with/without university education degree.

+ Economic activity status: “employed’, “other”.

+ Financial hardship: based on a survey item asking respondents: “How easy or
difficult is it for your household to make ends meet every month?” The six response
options were: “very difficult, “difficult;” “fairly difficult, “fairly easy,” “easy,” and “very
easy” Respondents selecting any of the first three categories were classified as being
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in financial hardship, while those selecting any of the latter three categories were
classified as not being in financial hardship.

« Relationship satisfaction: based on a survey item asking respondents: “How satisfied
are you with the relationship between you and your partner?” Responses were
provided on a scale from 0 to 10 where O represented “not at all satisfied” and 10
represented “completely satisfied” We dichotomised the variable into satisfied
(responses 8—10) vs. unsatisfied (responses 0-7).

o General health: measured through the item “Are you limited in carrying out
normal everyday activities because of physical or psychological health problems or
disabilities?” with two response alternatives: “yes” and “no”. Unfortunately, there were
no items asking specifically about the respondent’s physical health in the Swedish
GGS-L

Statistical analysis

We used multiple logistic regression to estimate the associations between depression
and the fertility outcomes. For the main analyses, i.e., the associations between depres-
sion and the propensities to report and realise (within three years) a positive fertility
intention, we stratified the full sample by sex and survey country, and estimated separate
logistic regressions for Norwegian women, Norwegian men, Sweden women, and Swed-
ish men. This approach allows us to test hypotheses 3a-c, which concern cross-country
and gender differences. As mentioned earlier, the exploratory analysis of the propensity
to realise a positive fertility intention in the long term only includes Swedish women.

To test hypotheses 4a-c, we employed a stepwise modelling approach to examine
whether the associations between depression and the fertility outcomes are attenuated
when accounting for differences in socioeconomic characteristics, relationship satisfac-
tion, and general health between depressed and non-depressed individuals. In the base-
line model (1A, 2A, and 3A), we controlled for age, age squared, parity, and educational
attainment. We then expand the model by adding variables stepwise, first economic
activity status and financial hardship (model 1B, 2B, and 3B, to test H4a), then relation-
ship satisfaction (model 1C, 2C, and 3C, to test H4b), and finally general health (model
1D, 2D, and 3D, to test H4c).

The purpose of including educational attainment in the baseline model instead of add-
ing it together with the other socioeconomic variables in models 1B, 2B, and 3B is that
educational attainment is less time-varying than the other socioeconomic variables.
Whereas depression can cause and be caused by unemployment and financial hardship,
once a certain educational attainment has been reached, depression cannot cause it to
decrease, and a negative change in educational attainment that could trigger depres-
sion, analogous to the employment status and financial hardship variables, is impossible.
Given the age range of the study sample (mean age varies between 29 and 37 years in the
different subsamples, see Appendix Tables 1 and 2), most respondents can be assumed
to have already reached their final educational attainment at the time of interview.

Results are presented as average marginal effects (AMEs) with 95% confidence inter-
vals to facilitate comparisons between subgroups and models. The results section only
shows results for the association between depression and the fertility outcomes. For the
full results, see Appendix Tables 4, 5, 6,7, 8,9, 10, 11 and 12.
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Results

Fertility intentions

We expected a negative association between depression and the propensity to report a
positive short-term fertility intention (H1). We find support for H1 among Norwegian
women, among whom depressed individuals were 10% points less likely than the non-
depressed to report a positive intention in Model 1 A (p<0.01). However, results for the
other three groups do not align with H1, as the AMEs are smaller and not statistically
significant at the 5% level (Fig. 1).

There is no support for H3a or H3b, which predicted similar patterns in Norway and
Sweden and that the negative association should be more pronounced among men. In
Norway, the association between depression and positive fertility intentions is negative
among women but non-significant among men. In Sweden, results are non-significant
for both genders. However, these findings align with H3c, which proposed that gender
differences would vary between Norway and Sweden.

Adding controls for economic situation (Model 1B), relationship satisfaction (Model
1 C), and general health (Model 1D) leads to relatively small changes in the AMEs
for depression. Among Norwegian women, the AME moves toward zero, in line with
H4a-c (which suggested attenuation when adding controls). Still, the difference between
depressed and non-depressed Norwegian women remains significant (p<0.05) in all
models, suggesting that these factors explain part, but not all, of the negative association
between depression and positive fertility intentions. Among Swedish women, patterns
run counter to H4a-c, as the difference between depressed and non-depressed individ-
uals increases when controls are added, becoming marginally significant in Model 1D
(p<0.10). None of the added sets of control variables appears to have a notably stronger
impact than the others.

Swedish men Norwegian men
I I
@ @
| |
I v
1 1
I I
+ rt
| |
T T T T T T T T T T
-2 -1 0 .1 2 -2 -1 0 1 2
Average Marginal Effects Average Marginal Effects ® Model 1A
Model 1B
' ) Model 1C
Swedish women Norwegian women + Model 1D
I I
I @—— —— |
I I
_ —— |
N ]
I I
i + + I
| |
T T T T T T T T T T
-2 -1 0 1 2 -2 -1 0 1 2
Average Marginal Effects Average Marginal Effects

Fig. 1 Propensity to report a positive short-term fertility intention by depression status. AMEs (95% Cls). Note: Co-
variates in Model 1 A:age, age squared, parity, educational attainment. Model 1B adds economic activity status and
financial hardship. Model 1 C adds relationship satisfaction. Model 1D adds general health. Reference group =non-
depressed individuals. Sample sizes: Swedish men (565), Norwegian men (995), Swedish women (733), Norwegian
women (1228). Source: Norwegian and Swedish GGSs, round 1, Wave 1
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The realisation of positive fertility intentions within three years

Similar to the results regarding fertility intentions, there is partial support for the
hypothesis that depression is associated with a lower propensity to realise a positive
short-term fertility intention within the stipulated three years (H2). In line with H2, the
probability of realising a positive intention is 22% points lower among depressed than
non-depressed Swedish women (Model 2 A; p<0.01). A negative association also exists
among Norwegian men (-30% points in Model 2 A), though this result is only statisti-
cally significant at the 10% level. Among Norwegian women and Swedish men, AMEs
are smaller and not statistically significant (Fig. 2).

There is no support for H3a (similarity across countries), partial support for H3b
(stronger association among men), and support for H3c (gender patterns vary between
the two countries), as the association is stronger among men in Norway but stronger
among women in Sweden.

Controlling for economic situation and relationship satisfaction in Models 2B and 2 C
shifts the AMEs closer to zero among Norwegian men, Norwegian women, and Swed-
ish women. This indicates that the association between depression and intention realisa-
tion is partly explained by differences in economic situation and relationship satisfaction
between depressed and non-depressed individuals, in line with H4a and H4b. The AME
for Norwegian men is no longer significant even at the 10% level when adjusting for eco-
nomic situation in Model 2B, while the AME for Swedish women remains significant at
the 5% level in Model 2B but becomes non-significant (p>0.10) when relationship sat-
isfaction is added in Model 2 C. Although the AMEs for Norwegian men and Swedish
women are attenuated in Model 2 C, they retain the same sign as in Model 2 A. There
is no support for H4c, as adjusting for general health in Model 2D does not change the

AME:s for depression.
Swedish men Norwegian men
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Swedish women Norwegian women + Model 2D
I I
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Fig. 2 Propensity to realise a positive short-term fertility intention within three years by depression status. AMEs
(95% Cls). Note: Covariates in Model 2 A: age, age squared, parity, educational attainment. Model 2B adds economic
activity status and financial hardship. Model 2 C adds relationship satisfaction. Model 2D adds general health.
Reference group=non-depressed individuals. Sample size: Swedish men (180), Norwegian men (270), Swedish
women (261), Norwegian women (377). Source: Norwegian and Swedish GGSs, round 1, Wave 1+ follow-ups
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The realisation of positive fertility intentions 3-8 years after interview

Results of these additional, exploratory analyses among Swedish women show that
depressed and non-depressed individuals who failed to realise their positive fertility
intention within the stipulated three years did not differ in the propensity of having a
child 3-8 years after interview (Fig. 3). Controlling for economic situation, relationship
satisfaction, and general health did not substantially change the AMEs for depression.
Note that the sample size for this additional analysis is small, consisting of 129 women,
among whom 24 were depressed. Results should be interpreted with caution.

Discussion and conclusion

This study used data from the Norwegian and Swedish Generations and Gender Sur-
veys (round 1) to examine how depression relates to two fertility outcomes: (1) reporting
a positive fertility intention for the upcoming three years, and (2) realising a positive
intention within three years of interview. Results show that depression is significantly
negatively associated with the propensity to report a positive fertility intention among
Norwegian women and the propensity to realise a positive fertility intention among
Swedish women. None of the results for men are statistically significant.

The negative association between depression and intention realisation among Swed-
ish women is partly explained by controlling for economic situation and becomes non-
significant when controlling for relationship satisfaction. These results suggest that
economic and relationship constraints that may either cause or be caused by the depres-
sion constitute an important explanation for the observed association between depres-
sion and realisation rates among Swedish women. In contrast, the negative association
between depression and fertility intentions among Norwegian women is reduced but
remains significant when controlling for economic situation, relationship satisfaction,
and general health. This suggests that the association is not fully explained by external

Swedish women
|

|

|

|
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Fig. 3 Propensity to realise a positive short-term fertility intention 3-8 years after interview, by depression status.
AMEs (95% Cls). Note: Covariates in Model 3 A: age, age squared, parity, educational attainment. Model 3B adds
economic activity status and financial hardship. Model 3 C adds relationship satisfaction. Model 3D adds gen-
eral health. Reference group=non-depressed individuals. Sample size: 129. Source: Swedish GGS, round 1, Wave
1 +follow-up
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constraints. The remaining association in the fully adjusted model may instead be attrib-
uted to cognitive and affective traits connected to depression, such as pessimism about
the future, lack of motivation, and low self-esteem, which may lead depressed individu-
als to avoid forming a positive fertility intention.

The finding that depression has a statistically significant negative association with
intention formation among Norwegian women while the association is non-significant
with a positive point estimate among Swedish women is intriguing and surprising given
the far-reaching cultural and institutional similarities between Norway and Sweden.
Whereas previous research has indicated that the association between depression and
fertility may differ across the Nordic countries, it was unclear whether those findings
reflect “true” cross-country differences or arise due to variation in the measurement of
depression. The fact that we employ the same depression measure and survey design
in both countries and still find country differences indicates that they are not just an
artefact of measurement differences in earlier research. Future research should conduct
wider cross-country comparisons, which could provide explanations for contextual dif-
ferences in the association between depression and fertility.

One possible explanation for the observed country differences is that data collec-
tion for wave 1 occurred at different time points in Norway and Sweden. In Norway,
interviews were conducted during the early phases of the 2007-2009 Great recession,
whereas they took place in 2012-2013 in Sweden. The uncertainty associated with
the recession may have had an especially negative effect on the childbearing plans of
depressed women.

We find support for an association between depression and intention formation or
realisation primarily among women. These results do not align with earlier register-
based studies in Norway and Sweden, which found that the association between depres-
sion and fertility behaviour is stronger among men (Kravdal et al., 2025; Power et al.,
2013). However, results from Finland show a stronger association among women (Kaila-
heimo-Lonnqvist et al., 2024). Two factors may contribute to the apparent inconsisten-
cies between the present study and previous research in Norway and Sweden.

First, our depression measure (the 7-item version of the CES-D Scale) is based on self-
reported survey responses whereas most earlier studies have used register-based indi-
cators, such as diagnosis, antidepressant prescriptions, or specialist visits (Golovina et
al., 2023; Kailaheimo-Lonngqvist et al., 2024, 2025; Kravdal et al., 2025; Liu et al., 2024;
Power et al.,, 2013). Both survey- and register-based depression measures have strengths
and limitations. Register data cover the full population and include depression measures
that were screened by healthcare professionals, and therefore more validated than self-
reported measures. However, register-based depression measures tend to overrepresent
severe cases and groups with more healthcare-seeking behaviours (Magaard et al., 2017).
Survey-based measures, on the other hand, may capture a higher share of milder cases
and groups that are less likely to seek healthcare (Weye et al., 2023), but are negatively
affected by self-report bias and smaller, less representative samples.



Carlsson and Kim Genus (2026) 82:3 Page 13 of 27

Such differences may explain why this and earlier research obtain partly different
results. For example, since depressed men are less likely than depressed women to seek
treatment (Magaard et al., 2017), men captured by register-based depression measures
may have more severe depressive symptoms than the corresponding women, which
may explain why previous register-based research in Norway and Sweden has found a
stronger association between depression and fertility among men. Thus, our survey-
based approach complements earlier register-based studies and contributes to a more
comprehensive understanding of the association between depression and fertility. Future
research should employ both register- and survey-based approaches, to utilise their
respective strengths.

A second factor to consider when comparing this study to previous research is that we
only include individuals in coresidential unions whereas earlier research has not made
this delimitation (Golovina et al., 2023; Kailaheimo-Lonnqyvist et al., 2024, 2025; Kravdal
et al,, 2025; Liu et al., 2024; Power et al., 2013). Mental health problems are likely to neg-
atively impact individuals’ ability to form and maintain stable unions. Previous research
indicates that partnership status explains a large part of the negative association between
depression and fertility in Finland (Kailaheimo-Lonnqvist et al., 2024), but seems less
important in Norway (Kravdal et al., 2025).

There are some limitations to the study. First, the relatively small sample size reduced
statistical power for the analyses of intention realisation, especially delayed realisation.
It also limited our ability to examine age-related differences in the association between
depression and fertility, despite earlier research in Norway showing that such differences
exist (Kravdal et al., 2025). Yet, the Norwegian and Swedish GGS-I are better suited
for the analysis of fertility intention realisation than other survey data since the regis-
ter-based follow-ups ensured minimal attrition between interview and follow-up, thus
retaining a higher number of respondents while also eliminating non-response bias.

Second, since depression is only measured at a single time point in the GGS-I, our
estimates of its association with intention realisation are likely conservative. Current
depression should have a stronger impact on intention realisation than depression at
interview. Similarly, all control variables are measured at interview, whereas their asso-
ciations with depression and fertility may be of greater relevance at later time points. To
better establish the temporal sequences, future research would benefit from data with
longitudinal measurements of both mental health status and fertility preferences.

Moreover, the abbreviated version of the CES Depression Scale is not an ideal measure
for categorising the severity of depressive symptoms. Therefore, our study could not fur-
ther investigate how depression severity matters for fertility outcomes, as in Golovina
et al. (2023). Future research could seek to capture severity by combining different mea-
sures of depression from multiple data sources (Heshmati et al., 2025).

To conclude, this study adds to a growing body of research showing that depression
and other mental health issues are often negatively associated with fertility (Golovina et
al., 2023; Kailaheimo-Lonnqyvist et al., 2024, 2025; Kravdal et al., 2025; Liu et al., 2024;
Power et al., 2013). The study makes three important contributions to this emerging
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field. First, to our knowledge, this is the first study to analyse the association between
depression and fertility preferences and their realisation. Second, the study adds a cross-
country comparative perspective, demonstrating the need to consider contextual varia-
tion in the association between depression and fertility. Third, our use of a survey-based
measure of depression complements previous research, which has largely relied on reg-
ister-based depression measures.

Taken together, this and previous studies suggest that mental health can be an impor-
tant factor in shaping fertility patterns, which deserves greater attention in fertility
research. The causes behind the steep fertility decline experienced by Norway, Sweden,
and other high-income countries since about 2010 remain poorly understood (Comolli
et al,, 2021; Hiilamo, 2020; Ohlsson-Wijk & Andersson, 2022). Although rising levels
of mental health problems among young adults do not fully explain the recent fertility
decline (Kravdal et al., 2025), growing evidence suggests that they constitute a contribut-
ing factor. Recognising the connection between mental health and childbearing should
inform policy initiatives aimed at supporting sustainable fertility levels.

Appendix
See Tables 1, 2, 3.

Table 1 Descriptive statistics of the respective samples, Norway. Values for categorical variables
represent percentages

Intention sample Short-term realisation
sample

Women Men Women Men
Depression
No 93.16 96.48 94.69 96.67
Yes 6.84 3.52 5.31 333
Parity
Childless 22.39 18.99 45.62 40.37
1 child 18.08 17.29 40.58 3593
2 or more children 59.53 63.72 13.79 23.70
Age
Mean (s.d.) 34.06 (6.20) 36.60 (6.40) 2944 (4.59) 32.17(4.97)
Education level
Without university education 4292 60.10 3395 5333
University education 57.08 39.90 66.05 46.67
Employment status
Employed 82.90 93.67 81.17 94.44
Other 17.10 6.33 1857 5.19
Missing 0.27 0.37
Financial hardship
No 81.19 84.02 79.84 82.22
Yes 18.73 15.98 19.89 1741
Missing 0.08 0.00 0.27 037
Relationship satisfaction
Satisfied 64.58 66.03 7347 75.56
Not satisfied 3542 33.97 26.53 24.44
Health issues
No 88.76 92.36 93.90 92.96
Yes 11.24 7.64 6.10 7.04

N 1228 995 377 270
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Table 2 Descriptive statistics of the respective samples, Sweden. Values for categorical variables
represent percentages

Intention sample Short-term realisation Long-term realisa-
sample tion sample
Women Men Women Men Women Men
Depression
No 90.45 95.22 86.97 96.11 81.40 96.20
Yes 9.55 4.78 13.03 3.89 18.60 3.80
Parity
Childless 28.10 25.66 4943 46.67 55.04 5443
1 child 16.51 17.52 3257 36.67 2093 26.58
2 or more children 5539 56.81 18.01 16.67 24.03 18.99
Age
Mean (s.d.) 34.02 (6.62) 36.32(7.00) 29.76 (5.06) 32.39(6.20) 30.19(5.88) 3299
(6.91)
Education level
Without university education  46.66 55.04 44.44 48.89 46.51 50.63
University education 53.34 44.96 55.56 51.11 53.49 4937
Employment status
Employed 73.67 90.27 64.75 87.78 64.34 88.61
Other 26.33 9.73 35.25 12.22 35.66 11.39
Financial hardship
No 82.54 82.65 81.99 81.67 80.62 84.81
Yes 16.64 16.99 17.62 17.78 18.60 13.92
Missing 0.82 035 038 0.56 0.78 1.27
Satisfaction with relationship to partner
Satisfied 54.02 60.00 60.92 56.67 5349 51.90
Not satisfied 45.98 40.00 39.08 4333 46.51 48.10
Health issues
No 94.00 97.17 95.40 98.89 95.35 98.73
Yes 6.00 2.83 4.60 1.11 4.65 127
N 733 565 261 180 129 79

Table 3 Share reporting a positive fertility intention, realising a positive fertility intention within 3
years, and realising a positive fertility intention 3-8 years after interview separately, by depression
status, sex, and country

Men

Norway Sweden

Non-depressed Depressed Non-depressed Depressed
Reporting a positive intention (%) 27.2 229 322 259
Realising a positive intention 62.1 333 56.1 57.1
within 3 years (%)
Realising a positive intention 513 0.0
3-8 years after interview (%)
Women

Norway Sweden

Non-depressed Depressed Non-depressed Depressed
Reporting a positive intention (%) 314 23.8 345 50.0
Realising a positive intention 57.1 40.0 53.7 294
within 3 years (%)
Realising a positive intention 48.6 50.0

3-8 years after interview (%)
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Multiple logistic regression results for propensity to state a positive fertility inten-
tion by depression status. Exponentiated coefficients (odds ratios) with standard errors
in parentheses. Separate analysis for Swedish men (Table 4), Norwegian men (Table 5),
Swedish women (Table 6), and Norwegian women (Table 7).

Table 4 Swedish men

Model 1 A Model 1B Model 1 C Model 1D
Depression
No 1.000 1.000 1.000 1.000
o o o 0
Yes 0.788 0.650 0.649 0.696
(0419) (0.380) (0.380) (0.402)
Age 1.625%* 1.535% 1.534* 1.543*
(0.273) (0.265) (0.266) (0.269)
Age squared 0.992** 0.993** 0.993** 0.993**
(0.002) (0.002) (0.002) (0.002)
Parity
0 1.000 1.000 1.000 1.000
0 0 0 0
1 2.181% 2.108* 2.105% 2.130%
(0.728) 0.711) 0.711) (0.725)
2+ 0.115** 0.100** 0.100** 0.101**
(0.037) (0.033) (0.033) (0.034)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
() () () ()
University education 1.555+ 1.698* 1.697* 1.640%
(0.370) (0412) (0412) (0.401)
Employment
Employed 1.000 1.000 1.000
0] 0] 0]
Other 0439* 0439* 0.440%
(0.163) (0.163) (0.165)
Financial hardship
No 1.000 1.000 1.000
0] () ()
Yes 2.131% 2.129% 2.082%
(0.675) (0.675) (0.662)
Missing 4973 4.942 4.483
(8211) 8.177) (7.377)
Relationship satisfaction
Satisfied 1.000 1.000
() 0
Not satisfied 1.014 1.015
(0.239) (0.241)
General Health issue
No 1.000
0
Yes 0.288
(0.254)
Observations 565 565 565 565
Pseudo R 0.307 0.321 0.321 0324
AlC 503.84 500.24 502.24 501.94
BIC 534.20 54361 549.94 553.99

+p<0.10, * p<0.05, ** p<0.01
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Table 5 Norwegian men

Model 1 A Model 1B Model 1 C Model 1D
Depression
No 1.000 1.000 1.000 1.000
o o O 0
Yes 0.952 0.986 1.136 1.068
(0.495) (0.528) (0.606) (0.569)
Age 2.519** 2.100** 2.051%* 2.015%*
(0.448) (0.395) (0.389) (0.383)
Age squared 0.985** 0.987** 0.988** 0.988**
(0.003) (0.003) (0.003) (0.003)
Parity
0 1.000 1.000 1.000 1.000
O o o 0
1 0.958 0.888 0.889 0.892
(0.234) (0.220) (0.221) (0.222)
2+ 0.119%* 0.107** 0.109** 0.109**
(0.028) (0.026) (0.026) (0.026)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
0] 0] 0] 0]
University education 1.163 1.247 1.253 1.272
(0.208) (0.227) (0.230) (0.234)
Employment
Employed 1.000 1.000 1.000
() 0 ()
Other 0.319** 0.297** 0.273**
(0.130) (0.122) 0.114)
Financial hardship
No 1.000 1.000 1.000
() () ()
Yes 1.647* 1.698* 1.630%
(0.403) (0417) (0.406)
Missing N.A N.A N.A N.A
Relationship satisfaction
Satisfied 1.000 1.000
0] ()
Not satisfied 0.606* 0.604%
0.121) 0.121)
General Health issue
No 1.000
0
Yes 1445
(0.537)
Observations 995 995 995 995
Pseudo R 0.303 0312 0318 0319
AlC 82343 816.58 812.14 813.17
BIC 857.75 860.71 861.17 867.10

+p<0.10, * p<0.05, ** p<0.01
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Table 6 Swedish women

Model 1 A Model 1B Model 1 C Model 1D
Depression
No 1.000 1.000 1.000 1.000
o o o 0
Yes 1.554 1.589 1.834+ 1.907+
(0.505) (0.523) (0617) (0.650)
Age 3.116% 3.077% 3.142%* 3.171%
(0.575) (0.574) (0.592) (0.600)
Age squared 0.981** 0.981** 0.980** 0.980**
(0.003) (0.003) (0.003) (0.003)
Parity
0 1.000 1.000 1.000 1.000
O O 0 ()
1 2.023* 2.090* 2.096* 2.047%
(0.626) (0.659) (0.663) (0.648)
2+ 0.157** 0.160** 0.157** 0.153**
(0.043) (0.044) (0.043) (0.042)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
() () () o)
University education 1.131 1.127 1.098 1.060
(0.247) (0.247) (0.241) (0.235)
Employment
Employed 1.000 1.000 1.000
0] 0] 0]
Other 0.897 0.890 0914
(0.212) (0.210) (0.218)
Financial hardship
No 1.000 1.000 1.000
0] 0] 0]
Yes 0.932 0.993 1.01
(0.255) (0.272) (0.277)
Missing 0.858 0.866 0.857
(1.346) (1.309) (1.318)
Relationship satisfaction
Satisfied 1.000 1.000
() ()
Not satisfied 0.636* 0.639*
(0.135) (0.136)
General Health issue
No 1.000
()
Yes 0613
(0.280)
Observations 733 733 733 733
Pseudo R 0.358 0.358 0.363 0.364
AlC 629.01 634.69 632.08 63291
BIC 661.19 680.66 682.65 688.07

+p<0.10, * p<0.05,** p<0.01
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Table 7 Norwegian women

Model 1 A Model 1B Model 1 C Model 1D
Depression
No 1.000 1.000 1.000 1.000
o o o 0
Yes 0.374** 0.389** 0.408* 0.443*
(0.131) (0.136) (0.144) (0.158)
Age 4.406** 4.128** 4.166%* 4.151%*
(0.786) (0.756) (0.764) (0.760)
Age squared 0.974** 0.975** 0.975** 0.975**
(0.003) (0.003) (0.003) (0.003)
Parity
0 1.000 1.000 1.000 1.000
O O 0 ()
1 2.151%* 2.240** 2.249%* 2.221%*
(0.554) (0.584) (0.587) (0.5871)
2+ 0.072** 0.075** 0.074** 0.074**
(0.018) (0.018) (0.018) (0.018)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
() () () ()
University education 1.388+ 1.395+ 1.408+ 1422+
(0.264) (0.267) (0.270) (0.273)
Employment
Employed 1.000 1.000 1.000
0] 0] 0]
Other 0.729 0.728 0.735
(0.172) (0.172) (0.175)
Financial hardship
No 1.000 1.000 1.000
0] 0] 0]
Yes 0.939 0.982 1.026
(0.217) (0.230) (0.243)
Missing 0.000 0.000 0.000
(0.016) (0.018) (0.029)
Relationship satisfaction
Satisfied 1.000 1.000
() ()
Not satisfied 0.772 0.765
(0.156) (0.155)
General Health issue
No 1.000
()
Yes 0.597
(0.199)
Observations 1228 1228 1228 1228
Pseudo R 0467 0468 0469 0471
AlC 82342 827.21 827.57 827.10
BIC 859.21 878.35 883.82 888.46

+p<0.10, * p<0.05,** p<0.01
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Multiple logistic regression results for propensity to realise a positive fertility intention
within three years by depression status. Exponentiated coefficients (odds ratios) with
standard errors in parentheses. Separate analysis for Swedish men (Table 8), Norwegian
men (Table 9), Swedish women (Table 10), and Norwegian women (Table 11).

Table 8 Swedish men

Model 1 A Model 1B Model 1 C Model 1D
Depression
No 1.000 1.000 1.000 1.000
O O 0 0
Yes 1.378 2.026 2183 2.155
(1.129) (1.865) (2.025) (2.000)
Age 1.278 1.356 1.364 1371
(0.303) (0.332) (0.334) (0.337)
Age squared 0.996 0.995 0.995 0.994
(0.003) (0.004) (0.004) (0.004)
Parity
0 1.000 1.000 1.000 1.000
0] 0] 0] 0]
1 2.944% 2.833%* 2.950%* 2.962**
(1.155) (1.126) (1.185) (1.191)
2+ 1.505 1481 1414 1.406
(0.747) (0.757) (0.730) (0.727)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
0 0 0 0]
University education 1.225 1.215 1.266 1.245
(0.409) (0410) (0.437) (0.427)
Employment
Employed 1.000 1.000 1.000
0 O o)
Other 0.929 0.857 0.849
(0.464) (0.437) (0.428)
Financial hardship
No 1.000 1.000 1.000
0 o 0
Yes 1.605 1.658 1.650
(0.718) (0.747) (0.744)
Missing 0.000 0.000 0.000
(0.000) (0.001) (0.001)
Relationship satisfaction
Satisfied 1.000 1.000
0] 0]
Not satisfied 0612 0.603
(0.199) (0.197)
General Health issue
No 1.000
0
Yes 0.505
(0.759)
Observations 180 180 180 180
Pseudo R 0.052 0.066 0.076 0.076
AlC 24797 25047 250.17 25197
BIC 270.32 282.40 285.29 290.28

+p<0.10, * p<0.05, ** p<0.01
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Table 9 Norwegian men

Model 1 A Model 1B Model 1 C Model 1D
Depression
CES Depression scale=0 1.000 1.000 1.000 1.000
() 0 0 0
CES Depression scale=1 0271+ 0.334 0413 0.402
(0.203) (0.267) (0.333) (0.326)
Age 1.073 1.053 1.018 1.039
(0.264) (0.271) (0.264) 0.271)
Age squared 0.998 0.998 0.999 0.999
(0.004) (0.004) (0.004) (0.004)
Parity
0 1.000 1.000 1.000 1.000
0 0 o ()
1 1.806+ 1.823+ 1.795+ 1.794+
(0.552) (0.564) (0.562) (0.563)
2+ 1.159 1.189 1173 1175
(0.395) (0414) (0413) (0415)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
o) 0] 0] 0
University education 1.980* 1.950* 1.899* 1.881*
(0.528) (0.520) (0.514) (0.510)
Employment
Employed 1.000 1.000 1.000
0] 0] 0]
Other 1.057 0.896 0.981
(0.706) (0.596) (0.669)
Missing 0.000 0.000 0.000
(0.003) (0.001) (0.001)
Financial hardship
Financial hardship=No 1.000 1.000 1.000
0 o ()
Financial hardship=Yes 0.839 0.886 0.921
(0.302) (0.323) (0.341)
Missing 1.000 1.000 1.000
0 o ()
Relationship satisfaction
Satisfied 1.000 1.000
o ()
Not satisfied 0.466* 0473*
(0.140) (0.142)
General Health issue
No 1.000
()
Yes 0.708
(0.380)
Observations 270 270 270 270
Pseudo R? 0.052 0.055 0.073 0.074
AlC 356.09 361.17 356.66 358.25
BIC 381.28 397.16 396.24 40143

+p<0.10, * p<0.05, ** p<0.01
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Table 10 Swedish women

Model 1 A Model 1B Model 1 C Model 1D
Depression
No 1.000 1.000 1.000 1.000
o o o 0
Yes 0.364* 0.395* 0.495 0.494
(0.153) (0.169) (0.220) (0.220)
Age 2216% 2.186% 2.329% 2.325%
(0.667) (0.670) (0.735) (0.734)
Age squared 0.986** 0.986** 0.985** 0.985**
(0.005) (0.005) (0.005) (0.005)
Parity
0 1.000 1.000 1.000 1.000
O O 0 ()
1 2.780** 2.896** 2.942%* 2.948**
(0.898) (0.992) (1.015) (1.017)
2+ 0.772 0.786 0.770 0.773
(0.305) (0314) (0311) (0313)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
() () () o)
University education 1.007 0.976 0910 0917
(0.297) (0.291) (0.276) (0.282)
Employment
Employed 1.000 1.000 1.000
0] 0] 0]
Other 0.906 0.853 0.850
(0.285) (0.271) (0.271)
Financial hardship
No 1.000 1.000 1.000
0] 0] 0]
Yes 0.858 0.980 0977
(0.316) (0.368) (0.367)
Missing 0.000 0.000 0.000
(0.002) (0.003) (0.003)
Relationship satisfaction
Satisfied 1.000 1.000
() ()
Not satisfied 0.570+ 0.568+
(0.170) (0.170)
General Health issue
No 1.000
()
Yes 1.113
(0.736)
Observations 261 261 261 261
Pseudo R 0.105 0.108 0.118 0.118
AlC 337.77 342.79 341.19 343.17
BIC 362.72 37844 380.40 385.94

+p<0.10, * p<0.05,** p<0.01
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Table 11 Norwegian women

Model 1 A Model 1B Model 1 C Model 1D
Depression
CES Depression scale=0 1.000 1.000 1.000 1.000
() o o ()
CES Depression scale=1 0.580 0.600 0.678 0.688
(0.294) (0.304) (0.344) (0.350)
Age 2.096%* 1.937% 1.975% 1.961%
(0.585) (0.547) (0.560) (0.557)
Age squared 0.987** 0.988** 0.988** 0.988**
(0.005) (0.005) (0.005) (0.005)
Parity
0 1.000 1.000 1.000 1.000
() O 0 0
1 3.017%* 3.272%* 3.291%* 3.256**
(0.807) (0.903) (0914) (0.905)
2+ 0.870 0.947 0.946 0.948
(0.308) (0.343) (0.346) (0.347)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
o) () () o)
University education 2.573** 2.578** 2.661** 2.657**
(0.654) (0.659) (0.686) (0.685)
Employment
Employed 1.000 1.000 1.000
0] 0] o)
Other 0.603+ 0.594+ 0.592+
(0.182) (0.180) (0.180)
Missing 187769.698 274984.709 130284.824
(1.873e+08) (2.742e+08) (89297485.881)
Financial hardship
Financial hardship=No 1.000 1.000 1.000
© () ()
Financial hardship=Yes 0916 1.004 1.040
(0.266) (0.297) (0.312)
Missing 1.000 1.000 1.000
o o 0
Relationship satisfaction
Satisfied 1.000 1.000
0 0
Not satisfied 0.591* 0.586*
(0.153) (0.152)
General Health issue
No 1.000
0
Yes 0.710
(0.341)
Observations 377 377 377 377
Pseudo R 0.100 0.107 0.115 0116
AIC 479.16 481.69 479.54 481.03
BIC 506.68 521.02 522.79 528.22

+p<0.10, * p<0.05, ** p<0.01
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Table 12 Multiple logistic regression results for propensity to realise a positive fertility intention
within 3-8 years by depression status among Swedish women. Exponentiated coefficients (odds

ratios) with standard errors in parentheses

Model 3 A Model 3B Model 3 C Model 3D
Depression
No 1.000 1.000 1.000 1.000
0] () o) 0]
Yes 0.868 0.793 0.784 0.770
(0.455) (0.440) (0.446) (0.440)
Age 1.800 1.908 1.895 1.875
(0.735) (0.802) (0.809) (0.807)
Age squared 0.988+ 0.987+ 0.988+ 0.988+
(0.007) (0.007) (0.007) (0.007)
Parity
0 1.000 1.000 1.000 1.000
o 0 () 0
1 0.896 0.921 0914 0.921
(0.478) (0.514) (0.516) (0.521)
2+ 0.081** 0.075** 0.075%* 0.076**
(0.057) (0.053) (0.053) (0.053)
Highest educational degree
No university education 1.000 1.000 1.000 1.000
0] 0] o) 0]
University education 1.237 1.321 1.334 1401
(0.580) (0.637) (0.658) (0.719)
Employment
Employed 1.000 1.000 1.000
0] o) 0]
Other 1.331 1.342 1.313
(0.674) (0.689) (0.679)
Economic hardship
No 1.000 1.000 1.000
0 () 0
Yes 0475 0469 0453
(0.254) (0.259) (0.255)
Missing 1053794.170 1041735.212 453976.518
(1.579e+09) (1.5617e+09) (4.402e+08)
Relationship satisfaction
Satisfied 1.000 1.000
() ()
Not satisfied 1.044 1.038
(0.493) (0.490)
General Health issue
No 1.000
0
Yes 1418
(1.425)
Observations 129 129 129 129
Pseudo R 0.239 0.255 0.255 0.256
AIC 149.95 153.15 155.14 157.02
BIC 169.97 181.74 186.60 191.33

+p<0.10, ¥ p<0.05, ** p<0.01
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