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Introduction

Health inequality across socioeconomic groups has been 
recognised as an important issue in public health research 
and policy planning [1]. Indicators of socioeconomic sta-
tus, such as education and social class, have been widely 
related to individual health, quality of life, and well-being 
outcomes in the general population [2–4] as well as in the 
population living with chronic conditions such as dementia 
[5–7]. People living with dementia (PwD) and their caregiv-
ers often face unequal barriers to accessing care and support 
[8]. Built on the Determinants of Health model [9], a recent 
theoretical model for inequalities in dementia has been 
developed to provide an overview of areas where PwD and 
their caregivers can experience difficulties and identified 
key factors in three layers: individual; social & community 
networks; and society & infrastructure [8]. At the individual 
level, objective socioeconomic factors are recognised as 
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Purpose Social status is related to disparities in health and well-being outcomes in people with dementia (PwD). Few stud-
ies have explored the interpersonal influence of social status of PwD on the well-being of their caregiver, or vice versa. We 
investigated this relationship using measures of objective and perceived (subjective) social status.
Methods The actor-partner interdependence model was used to investigate dyadic relationships of social status and well-
being in 1042 PwD and their spousal caregivers from the IDEAL study. Objective indicators of social status included educa-
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Results Of the objective social status indicators, actor effects were only observed for caregiver education and their own 
well-being. Actor effects for perceived social status were stronger and independent of objective social status for both PwD 
and caregivers. Caregiver social status also influenced the well-being of PwD.
Conclusion This study provides empirical evidence on the interpersonal influence of social status, especially perceived 
social status, on well-being in PwD and caregivers. Interactions between PwD, caregivers and wider society may influence 
the perception of relative social position and impact on living well with dementia.
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important factors which can influence awareness of health 
and social services, access to care and support, and knowl-
edge of dementia management [10, 11]. This may contribute 
to observed differences in quality of life in PwD and care-
givers across objective socioeconomic groups [12].

Whilst studies have found a positive relationship between 
metrics of objective social status and health and well-being 
related factors, they have only shown low to modest corre-
lations with personal well-being indicators [13, 14]. Mean-
while, perceived social status, focusing on self-perceived 
relative standing in the social hierarchy, has been associated 
with mortality and with physical and psychological health 
in the general population, and is a powerful predictor of 
subjective well-being independent of objective social status 
indicators [15–17].

Less is known about the effects of perceived social sta-
tus on living well indicators in PwD and their caregivers. 
Using data from the Improving the experience of Dementia 
and Enhancing Active Life (IDEAL) study, we have pre-
viously reported a positive association between perceived 
social status and living well indicators (quality of life, life 
satisfaction, and well-being) in both PwD and in caregiv-
ers of PwD [18, 19]. The perception of relative social status 
might change due to decline in health, restricted social net-
works, and reduction in income, and might therefore have 
a different impact on living well outcomes than objective 
socioeconomic status measures which are often determined 
at earlier life stages.

Over the last decade, theoretical frameworks of dyadic 
coping have been developed to consider the adult-care 
partner dyad in the context of illness and move beyond the 
traditional individual-based approaches [20]. Built on the 
Systemic-Transactional Model which suggests that one 
partner’s stress experiences affect both partners in a com-
mitted relationship [21], the Developmental-Contextual 
Model focuses on chronic illness, a stressful event in the 
couple’s relationship, and suggests a transactional process 
of dyadic appraisal, coping strategies, and adjustment over 
time [22]. Dyadic coping can vary across time (e.g., due to 
disease stage, age) and be shaped by sociocultural context 
(e.g., gender roles, access to healthcare) and proximal fac-
tors (e.g., quality of marital relationship) [22]. The Theory 
of Dyadic Illness Management also suggests illness man-
agement as a dyadic phenomenon, including three inter-
related elements of dyadic appraisal, dyadic management 
behaviours, and dyadic health [20]. The dyadic appraisal 
and management behaviours, which can be affected by risk 
and protective contextual factors (e.g., demographics, cul-
ture), influence both care recipient and caregiver health (i.e., 
dyadic health) and their health also has a feedback loop to 
the appraisal and behaviours [20].

Interpersonal influences can be particularly important in 
PwD and their caregivers [23–25]. Due to changes in cog-
nitive and functional ability and challenges of managing 
daily life, PwD need long-term support and assistance from 
their caregivers, who are often family members, typically 
spouses. Spouses and family members are likely to share 
socioeconomic resources and influence each other’s life-
style, values, and beliefs. Based on the Theory of Dyadic 
Illness Management, objective socioeconomic factors and 
perceived social status may shape care values and prefer-
ences in planning and decision making (dyadic appraisal) as 
well as approaches undertaken to manage the symptoms and 
seek support from charities, and health and social care pro-
viders (dyadic management behaviours). Thus, both objec-
tive and perceived social status may influence health and 
well-being of PwD and their caregivers, with a consequent 
impact on inequalities in dementia care and support.

Built on our previous IDEAL work [18, 19], this study 
was based on a large community-based cohort study which 
included 1042 spousal dyads of PwD and their caregivers 
across England, Scotland, and Wales. The aim of this study 
is to investigate the dyadic relationships between objective 
and perceived social status and well-being and to determine 
whether the social status of one partner might influence 
well-being in both that individual and the other member of 
the dyad.

Materials and methods

Study population

The IDEAL study was a longitudinal cohort study of com-
munity-dwelling PwD and their caregivers in Great Britain. 
The study protocol has been published elsewhere [26]. In 
brief, the IDEAL study was designed to investigate social, 
psychological, and economic factors that support people liv-
ing well with dementia. The study population was recruited 
through a network of 29 National Health Service (NHS) 
sites across England, Scotland, and Wales between June 
2014 and August 2016. Inclusion criteria for participants 
were a clinical diagnosis of dementia and a Mini-Mental 
State Examination (MMSE) score of 15 or above. Primary 
caregivers for the participants were also recruited where 
possible. These were unpaid family members and friends 
providing informal care. For those who consented to take 
part, researchers visited participants to conduct structured 
interviews and asked caregivers to complete self-reported 
questionnaires. Written informed consent was secured for all 
participants. The IDEAL study was approved by the Wales 
Research Ethics Committee 5 (reference: 13/WA/0405) and 
the Ethics Committee of the School of Psychology, Bangor 
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University (reference 2014–11684) and was registered 
with UK Clinical Research Network (UKCRN), registra-
tion number 16593. Sample size of the IDEAL study was 
determined based on findings from the Memory Impairment 
and Dementia Awareness Study [27] and Dependence in 
Alzheimer’s Disease in England study [28] to ensure reli-
ability of coefficients based on a proposed analysis using 
structural equation modelling [29]. Among the 1537 PwD 
at baseline, 1277 had a caregiver taking part in the study. 
Since objective social status is likely to have an influence 
among spouses/partners, the main analysis focused on the 
1042 spouse/partner dyads of PwD and caregivers (hereaf-
ter referred to as ‘spouse’ caregivers). A sensitivity analysis 
was conducted comprising all 1277 dyads which includes 
an additional 235 dyads involving non-spousal family or 
friend caregivers (hereafter referred to as ‘family’ caregiv-
ers). Supplementary Table S1 reports descriptive informa-
tion about the study population of the 1277 dyads. More 
than 80% of the caregivers were spouses.

Measurements

For all PwD and caregivers, self-rated well-being was 
measured using the percentage score for the World Health 
Organization-Five Well-being Index (WHO-5) with a range 
between 0 and 100 [30]. An example item is ‘I have felt 
cheerful and in good spirits’. Further details on the WHO-5 
can be found in Supplementary Materials. The analysis 
included three measures for objective social status and 
three measures for perceived social status. Objective social 
status was measured using the highest educational quali-
fication attained, Registrar General’s Social Class (SC), 
and the National Statistics Socioeconomic Classification 
(NS-SEC). Information on the highest educational quali-
fication attained was provided by participants and divided 
into three groups: low (no qualification), middle (school 
leaving certificate at age 16), and high (school leaving cer-
tificate at age 18 or above). SC and NS-SEC were derived 
using self-reported information on main occupation and 
categorized based on the standard occupational classifica-
tion for the UK (SOC 2010). Although both measures are 
occupation-based, NS-SEC is specifically designed to mea-
sure employment relations, i.e., aspects of work and market 
situations and of the labour contract [31]. While NS-SEC is 
recommended to replace SC in recent national statistics, the 
historical SC scale focused on measuring the hierarchy of 
occupations according to their reputed standing within UK 
society [32]. These two measures are designed to capture 
different aspects of socioeconomic status. Due to limitation 
of statistical power, the original six levels of SC were com-
bined into three groups: high (I/II), middle (III-NM/III-M) 

and low (IV/V/VI). Three NS-SEC levels were used in this 
analysis: high (higher managerial, administrative, and pro-
fessional occupations), middle (intermediate occupations), 
and low (routine and manual occupations). For those who 
had never been employed or did not provide complete infor-
mation for SOC 2010 coding, social class and NS-SEC were 
considered as missing data.

Three measures were used to indicate perceived social 
status in PwD and caregivers. Age-based comparison of 
social status was measured using one question: ‘Do you 
think that compared to most other people your age, your 
overall situation is’ with five levels ‘much worse, somewhat 
worse, about the same, somewhat better, much better’. PwD 
and caregivers were asked to rate their perceived social sta-
tus using the MacArthur Scale of Subjective Social Status 
[33, 34], which presents images of two ladders. One rep-
resents standing in society as a whole and the other repre-
sents standing in one’s local community, and participants 
are asked to place themselves at the appropriate level on 
each ladder using a scale ranging from 1 (low) to 10 (high). 
Since the three measures of perceived social status showed 
potential dose-response relationships with well-being, these 
were used as ordinal variables in the dyadic analysis.

Covariates included age, sex, dementia type, number of 
health conditions, cognition, number of hours spent caregiv-
ing per day, kin relationship, and co-residence between the 
person with dementia and caregiver. Age was divided into 
five groups: <65, 65–69, 70–74, 75–79 and ≥ 80. Dementia 
types were Alzheimer’s disease (AD), vascular dementia 
(VaD), mixed AD and VaD, frontotemporal dementia, Par-
kinson’s disease dementia, dementia with Lewy bodies and 
other/unspecified. Number of chronic health conditions was 
assessed with the Charlson Co-morbidity Index [35]. Cog-
nition was assessed using the Mini-Mental State Examina-
tion [36]. The relationships between PwD and caregivers 
(kin relationship) were categorised into two types: spouse/
partner and other family/friend. Hours spent caregiving per 
day was categorised into < 10, 1–10 and 10+.

Analytical strategy

Before dyadic analysis, the associations between individual 
social status measures and well-being in PwD and caregiv-
ers were investigated using regression modelling. PwD and 
caregivers are distinguishable dyad members who need to 
be considered as two different participants. In the case of 
distinguishable dyad members, structural equation model-
ling (SEM) is a straightforward method to fit the actor-part-
ner interdependence model (APIM) [37]. Thus, this study 
used SEM to investigate the dyadic relationships between 
objective and perceived social status and well-being in PwD 
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of PwD and caregivers had high levels of SC or NS-SEC, 
although there were fewer (12%) in the low group for SC 
than in the low group for NS-Sect. (27%). For perceived 
social status, PwD and caregivers had similar distributions 
across the three measures. PwD generally reported higher 
WHO-5 scores (mean = 61.9; SD = 20.6) than their caregiv-
ers (mean = 54.8; SD = 19.9).

There was a weak correlation of WHO-5 scores between 
PwD and spouse caregivers (Spearman correlation coeffi-
cient = 0.21). Among the 1042 dyads, approximately half of 
the PwD and spouse caregivers had the same levels of edu-
cation (49%), SC (50%) and NS-SEC (46%). For perceived 
social status, Spearman correlation coefficients between 
PwD and spouse caregivers were 0.18 for social compari-
son, 0.36 for societal ladders, and 0.25 for community 
ladders. As shown in Supplementary Table S2, there were 
associations between each objective and perceived social 
status measure and well-being for both PwD and caregivers 
in the unadjusted model. In the adjusted model, the asso-
ciations with well-being only remained for perceived social 
status measures and caregiver education.

Table 2 reports the dyadic associations between objective 
social status measures and well-being in PwD and caregiv-
ers following adjustment for age, sex, dementia type, num-
ber of health conditions, cognition, and number of hours 
spent caregiving per day. Actor effects were only found for 
caregiver education and caregiver well-being (cc); care-
givers with low education (−4.94; 95% CI: −7.84, −2.03) 
reported lower WHO-5 scores compared to their counter-
parts with higher objective social status. For the PwD, there 
was limited evidence of actor effects (pp) for education, SC 
and NS-SEC. In terms of partner effects (pc and cp), PwD 
whose caregivers had low education (−3.31, 95% CI: −6.33, 
−0.31) reported lower well-being (cp) compared to their 
PwD counterparts whose caregivers had higher education. 

and spouse caregivers (N = 1042), adjusting for dementia 
type, age and sex of PwD and caregivers, number of health 
conditions, cognition, and hours spent caregiving (Fig. 1). 
The model estimated four associations including two actor 
effects of individual social status on individual well-being 
(pp and cc) and two partner effects of individual social sta-
tus on the other’s well-being (pc and cp). Levels of social 
status and well-being measures between PwD and spouse 
caregivers were estimated to account for the dyadic struc-
ture. To compare the associations for perceived and objec-
tive social status, the analyses on perceived social status 
were next adjusted for the three objective measures. A 
further model investigated whether the associations were 
driven by sex. The dyadic models were stratified by two 
groups: male PwD– female spouse caregivers (N = 686) and 
female PwD– male spouse caregivers (N = 348). A sensitiv-
ity analysis was conducted on all dyads (family caregivers, 
N = 1277). We have previously considered an effect size > 5 
to be clinically relevant for well-being [38]. To account for 
missing data, multiple imputation was carried out to gener-
ate 20 imputed datasets using all variables in the modelling. 
Estimates from the imputed datasets were combined accord-
ing to Rubin’s rules. This study was based on the IDEAL 
baseline data version 7. All analyses were conducted using 
Stata 16.

Results

Descriptive data for the 1042 spousal dyads are reported 
in Table 1. The mean age was 75 (standard deviation (SD) 
= 7.8) for PwD and 72 (SD = 8.3) for caregivers. Two thirds 
of PwD were men and two thirds of caregivers were women, 
and the most frequent dementia type was Alzheimer’s dis-
ease (AD; 56%). Over half of PwD and caregivers had a 
school leaving certificate at age 18 or above. More than 40% 

Fig. 1 Dyadic relationships between objective and perceived social 
status and well-being in people with dementia and their caregivers. pp: 
actor effect of social status indicator in PwD on their own well-being; 
pc: partner effect of social status indicator in PwD on well-being in 

caregivers; cp: partner effect of social status indicator in caregivers on 
well-being in PwD; cc: actor effect of social status indicator in caregiv-
ers on their own well-being.
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There was limited evidence of partner effects of PwD edu-
cation, SC or NS-SEC on caregiver well-being (pc).

Table 3 reports the results of perceived social status. 
Actor effects for both PwD and spouse caregivers (pp and 
cc) were found for all three measures of perceived social 
status (Table 3; adjusted 1). For PwD, higher WHO-5 scores 
were found in those who reported high levels of social com-
parison (5.69; 95% CI: 4.51, 6.87) and made higher ratings 
on the societal (2.24; 95% CI: 1.49, 2.99) and community 
ladders (2.09; 95% CI: 1.46, 2.72). For caregivers, higher 
well-being scores were found in those who reported higher 
levels of social comparison (6.00; 95% CI: 4.73, 7.27) and 
made higher ratings on the societal (2.57; 95% CI: 1.71, 
3.44) and community ladders (2.21; 95% CI: 1.53, 2.90). 
There were partner effects for the caregiver’s perceived 
social status and the well-being of the PwD (cp), although 
they were weaker than the actor effects; higher levels of 
social comparison (2.21; 95% CI: 0.94, 3.48) and higher 
ratings on the societal ladder (0.89; 95% CI: 0.01, 1.78) and 
community ladders (0.84; 95% CI: 0.13, 1.56) in caregiv-
ers were associated with higher well-being scores in PwD. 
There was limited evidence of partner effects of PwD per-
ceived social status on caregiver well-being (pc). Findings 
were upheld when each model was adjusted for objective 
social indicators (Table 3; adjusted 2).

When all measures of objective socioeconomic status and 
perceived social status were included in one model (Supple-
mentary Material 1; Figure S1), actor effects remained for 
perceived social status indicators and caregiver education, 
but partner effects only remained for spousal caregiver 
social comparison and PwD well-being (Supplementary 
Material 1; Table S3). A sensitivity analysis was conducted 
incorporating all dyads (those with both spouse and fam-
ily/friend caregivers) and findings were similar to those 
reported for spouse only dyads (Supplementary Material 2; 
Tables S4-S6).

Since socioeconomic status of married couples was 
historically determined by the occupation of the husband, 
within the couples we investigated whether the associations 
were driven by sex. Analysis stratified by sex composition 
of the dyadic couples suggested that some of the dyadic 

Measure PwD
N (%)

Spouse 
caregiver
N (%)

Age < 65 95 (9.1) 158 (15.2)
65–69 147 (14.1) 199 (19.1)
70–74 207 (19.9) 258 (24.8)
75–79 265 (25.4) 217 (20.8)
80+ 328 (31.5) 210 (20.2)

Sex Men 687 (65.9) 349 (33.5)
Women 355 (34.1) 693 (66.5)

Dementia type Alzheimer’s disease 
(AD)

583 (56.0) –

Vascular dementia 
(VaD)

107 (10.3) –

Mixed AD & VaD 199 (19.1) –
Frontotemporal 
dementia

43 (4.1) –

Parkinson’s disease 
dementia

40 (3.8) –

Dementia with Lewy 
bodies

39 (3.7) –

Other/Unspecified 31 (3.0) –
Education Low 252 (24.3) 256 (24.7)

Middle 189 (18.2) 233 (22.5)
High 596 (57.5) 549 (52.9)
Missing 5 4

Hours spent care-
giving per day

< 10 – 207 (20.1)
1–10 – 371 (36.1)
10+ – 450 (43.8)
Missing – 14

Social class Low 124 (12.1) 88 (8.7)
Middle 434 (42.4) 435 (43.1)
High 465 (45.5) 487 (48.2)
Missing 19 32

NS-SEC Low 278 (27.2) 231 (22.9)
Middle 295 (28.8) 353 (35.0)
High 450 (44.0) 426 (42.2)
Missing 19 32

Social 
comparison

Median (IQR) 3.0 (1.0) 3.0 (1.0)

Missing 39 15
Societal ladder Median (IQR) 7.0 (2.0) 7.0 (2.0)

Missing 20 42
Community 
ladder

Median (IQR) 6.0 (3.0) 6.0 (2.0)

Missing 54 54
Number of health 
conditions

Median (IQR) 1.0 (2.0) 1.0 (2.0)

Missing 34 72
Cognition 
(MMSE)

Median (IQR) 23.0 (6.0) –

Missing 1 –

Table 1 Descriptive information on the 1042 spousal dyads of people 
with dementia and their caregivers Measure PwD

N (%)
Spouse 
caregiver
N (%)

Well-being 
(WHO-5)

Median (IQR) 64.0 (24.0) 56.0 
(32.0)

Missing 19 28
Notes:NS-SEC, National Statistics Socio-Economic Classification; 
MMSE, Mini-Mental State Examination; WHO-5, World Health 
Organization-Five Well-being Index; PwD, people with dementia; 
IQR, interquartile range

Table 1 (continued) 
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social status measures with well-being of the PwD, but nei-
ther objective nor perceived social status of the PwD were 
associated with the well-being of the caregiver.

Several studies have shown that perceived social status is 
a powerful predictor of subjective well-being in the general 
population, and this is independent of objective social class 
indicators [16, 39, 40]. This is in agreement with the find-
ings for both PwD and caregivers in the present study, and 
in our previous studies in PwD and caregivers using IDEAL 
data [18, 19]. This indicates that the perception of relative 
standing in society and in local communities is more impor-
tant than those socioeconomic determinants in earlier life, 
and suggests a psychosocial pathway by which interactions 
between PwD, caregivers and wider society might influence 
psychological health and well-being [41]. Individuals who 
perceive themselves as having a high rank in society tend to 
have a stronger sense of being able to control and influence 
their social environment, whereas individuals with a low 
perceived rank experience social constraints, helplessness, 
and uncertainty [42].

Interestingly, we found that not only do education and 
perceived social status of caregivers influence caregivers’ 
own well-being, but they also influence the well-being of 
the PwD, However, these social status measures of PwD did 
not impact on caregiver well-being. The partner relationship 

associations may be modified by the sex composition of 
couples. However, these analyses lacked statistical power. 
More detailed information is provided in Supplementary 
Material 3, Tables S7-S9.

Discussion

This study investigated relationships between indicators of 
objective social status, perceived social status, and subjec-
tive well-being in dyads using a large cohort study of PwD 
and their spousal caregivers. In the dyadic model, no objec-
tive social status indicators of the PwD were associated 
with their own well-being and only caregiver education was 
associated with caregiver well-being. Perceived measures of 
social status in both PwD and caregivers were strongly asso-
ciated with their own well-being and this was upheld when 
controlling for objective social status. Partner effects were 
observed for caregiver education and caregiver perceived 

Table 2 The dyadic relationships between objective social status and 
well-being in people with dementia and their spouse caregivers
Measures Person with dementia 

social status
Caregiver social status

pp pc cc cp
Estimate 
(95% CI)

Estimate 
(95% CI)

Estimate (95% 
CI)

Estimate 
(95% CI)

Education
High (ref.) (ref.) (ref.) (ref.)
Middle 1.10 (−2.12, 

4.33)
−0.04 
(−3.15, 
3.07)

−2.66 (−5.56, 
0.23)

−0.73 
(−3.75, 
2.28)

Low −1.11 
(−4.16, 1.94)

−0.36 
(−3.32, 
2.59)

−4.94 (−7.84, 
−2.03)

−3.31 
(−6.33, 
−0.31)

Social 
class
High (ref.) (ref.) (ref.) (ref.)
Middle 0.69 (−1.99, 

3.36)
−1.12 
(−3.65, 
1.41)

−1.85 (−4.34, 
0.63)

−1.46 
(−4.08, 
1.16)

Low −3.04 
(−7.10, 1.03)

−0.78 
(−4.60, 
3.04)

−3.47 (−7.85, 
0.91)

−3.43 
(−7.99, 
1.12)

NS-SEC
High (ref.) (ref.) (ref.) (ref.)
Middle 0.22 (−2.75, 

3.19)
−1.20 
(−4.05, 
1.66)

−0.50 (−3.24, 
2.23)

−0.78 
(−3.62, 
2.07)

Low −0.52 
(−3.67, 2.63)

−1.00 
(−3.98, 
1.97)

−2.48 (−5.68, 
0.72)

−3.08 
(−6.36, 
0.21)

Notes: NS-SEC, National Statistics Socio-Economic Classifica-
tion; CI, confidence intervals; ref, reference category. pp, pc, cc and 
cp refer to the four dyadic pathways shown in Fig. 1. Models were 
adjusted for age, sex, dementia type, number of health conditions, 
cognition, and hours spent caregiving per day

Table 3 The dyadic relationships between perceived social status and 
well-being in people with dementia and spouse caregivers
Measures Person with dementia 

social status
Caregiver social status

pp pc cc cp
Estimate 
(95% CI)

Estimate 
(95% CI)

Estimate 
(95% CI)

Estimate 
(95% CI)

Higher social 
comparison
Adjusted 1 5.69 (4.51, 

6.87)
0.22 (−0.96, 
1.40)

6.00 (4.73, 
7.27)

2.21 (0.94, 
3.48)

Adjusted 2 5.61 (4.43, 
6.79)

0.20 (−0.97, 
1.38)

5.95 (4.69, 
7.22)

2.25 (0.97, 
3.52)

Higher soci-
etal ladder
Adjusted 1 2.24 (1.49, 

2.99)
0.51 (−0.21, 
1.23)

2.57 (1.71, 
3.44)

0.89 (0.01, 
1.78)

Adjusted 2 2.29 (1.53, 
3.05)

0.44 (−0.28, 
1.17)

2.43 (1.54, 
3.33)

0.96 (0.03, 
1.90)

Higher com-
munity ladder
Adjusted 1 2.09 (1.46, 

2.72)
0.44 (−0.17, 
1.06)

2.21 (1.53, 
2.90)

0.84 (0.13, 
1.56)

Adjusted 2 2.07 (1.44, 
2.70)

0.38 (−0.24, 
1.00)

2.10 (1.40, 
2.81)

0.84 (0.11, 
1.57)

Notes: CI, confidence intervals; ref, reference category. pp, pc, cc and 
cp refer to the dyadic pathways shown in Fig. 1. Adjusted 1: adjusted 
for dementia types, age, sex, number of health conditions, cognition, 
and hours spent caregiving per day; Adjusted 2: additionally adjusted 
for PwD and caregiver education, social class and NS-SEC
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when cognition of the PwD, health conditions of the PwD 
and caregiver, and number of hours spent caregiving per day 
are controlled for, suggesting they are not robust. The rela-
tionship between caregiver education and caregiver well-
being may result from higher education being linked with 
better health literacy, which is defined as the combination 
of personal competencies and situational resources needed 
for people to access, understand, appraise, and use infor-
mation and services to make decisions about health [52], 
to manage their care duties, and seek the support needed 
from health and social care professionals, community-based 
organizations and charities [53, 54]. For example, in the 
UK, social care needs assessment is essential for PwD and 
caregivers to receive subsidised care but awareness of and 
access to the assessment have been identified as key barri-
ers to dementia care [10]. Caregivers’ education might play 
an important role in navigating the complicated process and 
receiving subsidised care, which can support PwD, their 
care planning and management with subsequent influences 
on their well-being. The lack of actor effects for social class 
and socioeconomic status in caregivers could be influenced 
by gender roles and societal expectations in current cohorts 
of older people, particularly women. Historically, socioeco-
nomic status of a couple was determined by the husband’s 
occupation and thus a wife’s social status according to their 
occupation may not align with their level of education.

Strengths and limitations

The IDEAL study recruited a large number of community-
dwelling PwD and caregivers in England, Scotland, and 
Wales and collected a wide range of data on social, psy-
chological, and physical health factors. This study assessed 
social status through both objective and perceived mea-
sures, including not only general socioeconomic indica-
tors based on education and occupation but also perceived 
social status reported by PwD and caregivers. In particular, 
the assessment of perceived status included an age-based 
comparison and self-ratings for status in both society and 
the community, which has seldom been done in previous 
investigations [33]. The analysis included information from 
PwD and caregivers and used advanced modelling methods 
to investigate inter-relationships in the dyads.

While the method of dyadic analysis can be an effective 
approach to explore the interpersonal influences of differ-
ent psychosocial factors on health and well-being outcomes 
in PwD and caregivers, the present cross-sectional study 
was not able to address reverse causality. It is possible that 
individual well-being might influence ratings of perceived 
social status. Many IDEAL participants and caregivers had a 
relatively high educational level and socioeconomic status. 

suggests a potential interpersonal influence. A diagnosis of 
dementia changes the pre-existing relationship of a spouse 
couple, with one member taking on the role of caregiver 
and the other becoming more dependent on the caregiver 
[43]. Unlike objective social status which focuses on socio-
economic positions of individuals, perceived social status 
is likely to reflect conditions of a person’s upbringing, with 
lasting impact on their personal and social identities as well 
as their reactions, response, and behaviours to events in 
their life [42]. Thus, perceived social status of caregivers, 
together with their education, might be more likely to influ-
ence their values and preferences in dementia care. Based 
on an example of the Theory of Dyadic Illness Manage-
ment, PwD and caregivers who have shared views on how 
to move forward with the care planning process results in a 
care plan that is better aligned with the wishes of the PwD, 
and empowers the caregiver to make decisions when needed 
[20]. On the other hand, if caregivers are in full charge of 
care planning and decision making and their views are not 
aligned with those of the PwD, these inconsistent views 
may lead to tension and stress and have detrimental impacts 
on health and well-being of the dyad. Caregivers might play 
a more important role in this dyadic relationship as they 
will eventually lead care planning and management for 
PwD when dementia is at a more advanced stage. This may 
explain why the partner effect was only observed in caregiv-
ers, not PwD. In addition, caregivers’ ratings of perceived 
social status might reflect their stress levels and their experi-
ences of taking care of the person with dementia [44, 45]. 
There is evidence from previous studies that the caregiver’s 
experience influences the ability of the person with demen-
tia to live well, with higher caregiving burden, higher stress, 
and higher perceived social restrictions being associated 
with lower self-rated measures of living well for the person 
with dementia [12, 46–50]. Caregivers who reported higher 
levels of perceived social status may have greater control 
over their daily life and have more supportive networks to 
facilitate caregiving, leading to better mood and improved 
well-being. This may enable them to provide appropriate 
support for the person with dementia, which in turn impacts 
positively on the well-being of the person with dementia.

For objective measures of social status, we identified 
limited actor effects in the dyadic model, finding an asso-
ciation only between caregiver education and caregiver 
well-being. Other studies have found that the associations 
between objective social status indicators and health and 
well-being outcomes are present but are weaker than per-
ceived social status measures [13, 14, 17]. We have previ-
ously found some association between education and social 
class and capability to live well in PwD and their caregivers 
in the IDEAL cohort [18, 51]. However, whilst we do see 
some effects in the unadjusted models, these effects are lost 
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better for both them and the care recipient and may poten-
tially keep them in their caregiving role for longer. Targeted 
support for caregivers may offer a route to helping improve 
both caregiver and PwD well-being.
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People with low objective socioeconomic status might be 
under-represented in this study population. Measures for 
social class and socioeconomic classification were based 
on the main occupation in working life and some partici-
pants had never been employed, although the number in this 
group was generally small (< 5%). Nevertheless, this risks 
skewing the class experiences of women, especially those 
who were not in formal employment or were in part-time 
employment as they were likely responsible for household 
and child care. Whilst the indices of objective social status 
included in the study would remain the same throughout an 
older person’s life, other measures such as income might 
not. Income was a poorly answered question in IDEAL so 
could not be studied. Those with advanced dementia were 
not recruited to the IDEAL study but the dyadic relation-
ships between social status and well-being might be dif-
ferent when dementia has progressed to more advanced 
stages. However, it may not be appropriate or possible to 
ask people with advanced dementia to rate social status and 
respond to complicated questions. Due to limited statistical 
power, measures for educational levels and social class were 
combined into three groups. However, this did not affect the 
potential for examining trends from low to high levels of 
socioeconomic status. Since measures for objective and per-
ceived social status as well as dementia care can vary across 
different countries, cultures, and societies, the results of the 
present study may not be generalizable to PwD and caregiv-
ers outside of the UK.

Conclusions

This study offers a more nuanced and multidimensional 
understanding of the impact of inequalities, both structur-
ally (objective positioning) and psychologically (percep-
tions of status). The findings suggest that perceived social 
status may be more important than objective social status 
in supporting well-being in PwD and caregivers. Compared 
to objective socioeconomic status factors such as education 
and social class, the perception of social status is potentially 
modifiable and could be an indictor which reflects individ-
ual psychological status (e.g., dementia-related stress level), 
caregiving experience, or interactions with spouses, family, 
local communities and wider society. It is important to iden-
tify factors contributing to poor ratings of perceived social 
status so that interventions can be developed to support peo-
ple and their caregivers to live well with dementia. Given 
that caregivers’ perceived social status influences both their 
own well-being and that of the person with dementia, this 
study suggested that more support should be directed at 
informal caregivers. If their perceptions of standing in soci-
ety could be improved, then living well outcomes could be 

1 3

https://doi.org/10.1007/s00127-025-02933-0
https://doi.org/10.1007/s00127-025-02933-0
http://reshare.ukdataservice.ac.uk/854293/


Social Psychiatry and Psychiatric Epidemiology

14. Howell RT, Howell CJ (2008) The relation of economic status to 
subjective well-being in developing countries: a meta-analysis. 
Psychol Bull 134(4):536–560.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 3 7  / 0 0  3 3 - 2 9 0 
9 . 1 3 4 . 4 . 5 3 6

15. Kopp M, Skrabski A, Rethelyi J, Kawachi I, Adler NE (2004) 
Self-rated health, subjective social status, and middle-aged mor-
tality in a changing society. Behav Med 30(2):65–70.  h t t p  s : /  / d o i  . 
o  r g /  1 0 . 3  2 0 0  / B M  E D . 3 0 . 2 . 6 5 - 7 2

16. Singh-Manoux A, Marmot MG, Adler NE (2005) Does subjective 
social status predict health and change in health status better than 
objective status? Psychosom Med 67(6):855–861.  h t t p  s : /  / d o i  . o  r g /  
1 0 . 1  0 9 7  / 0 1  . p s  y . 0  0 0 0 1  8 8  4 3 4 . 5 2 9 4 1 . a 0

17. Demakakos P, Nazroo J, Breeze E, Marmot M (2008) Socioeco-
nomic status and health: the role of subjective social status. Soc 
Sci Med 67(2):330–340.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 1 6  / j .  s o c  s c i  m e d .  2 0  0 
8 . 0 3 . 0 3 8

18. Clare L, Gamble L, Martyr A, Sabatini S, Nelis S, Quinn C, Pen-
tecost C, Victor C, Jones R, Jones I, Knapp M, Litherland R, Mor-
ris R, Rusted J, Thom J, Collins R, Henderson C, Matthews F, on 
behalf of the IDEAL study team (2022) Longitudinal trajectories 
of quality of life among people with mild-to-moderate dementia: 
a latent growth model approach with IDEAL cohort study data. J 
Gerontol B Psychol Sci Soc Sci 77(6):1037–1050.  h t t p  s : /  / d o i  . o  r g 
/  1 0 . 1  0 9 3  / g e  r o n b / g b a c 0 2 2

19. Victor C, Rippon I, Quinn C, Martyr A, Clare L (2021) The role 
of subjective social status in living well for carers of people 
with dementia: findings from the improving the experience of 
dementia and enhancing active life programme. Int J Care Caring 
5(3):447–467.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  3 3 2  / 2 3  9 7 8  8 2 2  1 x 1 6  1 0  4 2 6 6 6 1 5 
7 4 9

20. Lyons KS, Lee CS (2018) The theory of dyadic illness manage-
ment. J Fam Nurs 24(1):8–28.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 7 7  / 1 0  7 4 8 4 0 7 1 
7 7 4 5 6 6 9

21. Bodenmann G, Falconier M, Randall AK (2017) Systemic-
transactional model of dyadic coping. In: Lebow J, Chambers A, 
Breunlin DC (eds) Encyclopedia of couple and family therapy. 
Springer International Publishing, Cham, pp 1–7

22. Berg CA, Upchurch R (2007) A developmental-contextual model 
of couples coping with chronic illness across the adult life span. 
Psychol Bull 133(6):920–954.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 3 7  / 0 0  3 3 - 2 9 0 9 
. 1 3 3 . 6 . 9 2 0

23. Alexander CM, Martyr A, Gamble LD, Quinn C, Pentecost C, 
Morris RG, Clare L (2023) Dyadic influences on awareness of 
condition in people with dementia: findings from the IDEAL 
cohort. Front Aging Neurosci 15:1277336.  h t t p  s : /  / d o i  . o  r g /  1 0 . 3  3 
8 9  / f n  a g i . 2 0 2 3 . 1 2 7 7 3 3 6

24. Rippon I, Victor CR, Martyr A, Matthews FE, Quinn C, Rusted 
JM, Jones RW, Collins R, van Horik J, Pentecost C, Allan L, 
Clare L (2024) Dyadic perspectives on loneliness and social iso-
lation among people with dementia and spousal carers: findings 
from the IDEAL programme. Aging Ment Health 28(6):891–899.  
h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 8 0  / 1 3  6 0 7  8 6 3  . 2 0 2  3 .  2 2 8 6 6 1 8

25. Wu YT, Clare L, Jones IR, Martyr A, Nelis SM, Quinn C, Vic-
tor CR, Lamont RA, Rippon I, Matthews FE (2018) Inequali-
ties in living well with dementia-The impact of deprivation on 
well-being, quality of life and life satisfaction: results from the 
improving the experience of dementia and enhancing active life 
study. Int J Geriatr Psychiatry 33(12):1736–1742.  h t t p  s : /  / d o i  . o  r g /  
1 0 . 1  0 0 2  / g p  s . 4 9 9 8

26. Clare L, Nelis SM, Quinn C, Martyr A, Henderson C, Hindle 
JV, Jones IR, Jones RW, Knapp M, Kopelman MD, Morris RG, 
Pickett JA, Rusted JM, Savitch NM, Thom JM, Victor CR (2014) 
Improving the experience of dementia and enhancing active life–
living well with dementia: study protocol for the IDEAL study. 
Health Qual Life Outcomes 12:164.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 8 6  / s 1  2 9 
5 5 - 0 1 4 - 0 1 6 4 - 6

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  h t t p  : / /  c r e a  t i  v e c  o m m o  n s .  o 
r g  / l i c e n s e s / b y / 4 . 0 /.

References

1. Marmot M, Allen J, Boyce T, Goldblatt P, Morrison J (2020) 
Health equity in england: the marmot review 10 years on. Insti-
tute of Health Equity, London

2. Mackenbach JP, Kulhanova I, Artnik B, Bopp M, Borrell C, 
Clemens T, Costa G, Dibben C, Kalediene R, Lundberg O, Mar-
tikainen P, Menvielle G, Ostergren O, Prochorskas R, Rodriguez-
Sanz M, Strand BH, Looman CW, de Gelder R (2016) Changes 
in mortality inequalities over two decades: register based study of 
European countries. BMJ 353:i1732.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 3 6  / b m  j 
. i 1 7 3 2

3. Western M, Tomaszewski W (2016) Subjective wellbeing, 
objective wellbeing and inequality in Australia. PLoS ONE 
11(10):e0163345.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  3 7 1  / j o  u r n a l . p o n e . 0 1 6 3 3 4 5

4. Kim JH, Park EC (2015) Impact of socioeconomic status and sub-
jective social class on overall and health-related quality of life. 
BMC Public Health 15:783.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 8 6  / s 1  2 8 8 9 - 0 1 5 
- 2 0 1 4 - 9

5. Klein J, Hofreuter-Gatgens K, Ludecke D, Fisch M, Graefen M, 
von dem Knesebeck O (2016) Socioeconomic status and health-
related quality of life among patients with prostate cancer 6 
months after radical prostatectomy: a longitudinal analysis. BMJ 
Open 6(6):e010968.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 3 6  / b m  j o p e n - 2 0 1 5 - 0 1 0 9 
6 8

6. Barbareschi G, Sanderman R, Kempen GI, Ranchor AV (2009) 
Socioeconomic status and the course of quality of life in older 
patients with coronary heart disease. Int J Behav Med 16(3):197–
204.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 0 7  / s 1  2 5 2 9 - 0 0 8 - 9 0 1 0 - 8

7. Skodova Z, Nagyova I, van Dijk JP, Sudzinova A, Vargova H, 
Rosenberger J, Middel B, Studencan M, Reijneveld SA (2009) 
Socioeconomic inequalities in quality of life and psychological 
outcomes among cardiac patients. Int J Public Health 54(4):233–
240.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 0 7  / s 0  0 0 3 8 - 0 0 9 - 7 0 8 6 - 9

8. Giebel C (2024) A new model to understand the complexity of 
inequalities in dementia. Int J Equity Health 23(1):160.  h t t p  s : /  / d o 
i  . o  r g /  1 0 . 1  1 8 6  / s 1  2 9 3 9 - 0 2 4 - 0 2 2 4 5 - w

9. Dahlgren G, Whitehead M (1991) Policies and strategies to pro-
mote social equity in health

10. Giebel C, Watson J, Dickinson J, Gabbay M, Halpin K, Harding 
A, Swarbrick C (2024) Do people with dementia and carers get 
what they need? Barriers in social care and carers needs assess-
ments. Dementia 23(4):550–566.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 7 7  / 1 4  7 1 3 0 
1 2 2 4 1 2 3 7 6 7 3

11. Czapka EA, Sagbakken M (2020) It is always me against the Nor-
wegian system. Barriers and facilitators in accessing and using 
dementia care by minority ethnic groups in norway: a qualitative 
study. BMC Health Serv Res 20(1):954.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 8 6  / s 
1  2 9 1 3 - 0 2 0 - 0 5 8 0 1 - 6

12. Martyr A, Nelis SM, Quinn C, Wu YT, Lamont RA, Henderson C, 
Clarke R, Hindle JV, Thom JM, Jones IR, Morris RG, Rusted JM, 
Victor CR, Clare L (2018) Living well with dementia: a system-
atic review and correlational meta-analysis of factors associated 
with quality of life, well-being and life satisfaction in people with 
dementia. Psychol Med 48(13):2130–2139.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 
1 7  / S 0  0 3 3 2 9 1 7 1 8 0 0 0 4 0 5

13. Diener E, Oishi S (2000) Money and happiness: income and sub-
jective well-being across nations. Culture and subjective well-
being. MIT Press, Cambridge

1 3

https://doi.org/10.1037/0033-2909.134.4.536
https://doi.org/10.1037/0033-2909.134.4.536
https://doi.org/10.3200/BMED.30.2.65-72
https://doi.org/10.3200/BMED.30.2.65-72
https://doi.org/10.1097/01.psy.0000188434.52941.a0
https://doi.org/10.1097/01.psy.0000188434.52941.a0
https://doi.org/10.1016/j.socscimed.2008.03.038
https://doi.org/10.1016/j.socscimed.2008.03.038
https://doi.org/10.1093/geronb/gbac022
https://doi.org/10.1093/geronb/gbac022
https://doi.org/10.1332/239788221x16104266615749
https://doi.org/10.1332/239788221x16104266615749
https://doi.org/10.1177/1074840717745669
https://doi.org/10.1177/1074840717745669
https://doi.org/10.1037/0033-2909.133.6.920
https://doi.org/10.1037/0033-2909.133.6.920
https://doi.org/10.3389/fnagi.2023.1277336
https://doi.org/10.3389/fnagi.2023.1277336
https://doi.org/10.1080/13607863.2023.2286618
https://doi.org/10.1080/13607863.2023.2286618
https://doi.org/10.1002/gps.4998
https://doi.org/10.1002/gps.4998
https://doi.org/10.1186/s12955-014-0164-6
https://doi.org/10.1186/s12955-014-0164-6
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1136/bmj.i1732
https://doi.org/10.1136/bmj.i1732
https://doi.org/10.1371/journal.pone.0163345
https://doi.org/10.1186/s12889-015-2014-9
https://doi.org/10.1186/s12889-015-2014-9
https://doi.org/10.1136/bmjopen-2015-010968
https://doi.org/10.1136/bmjopen-2015-010968
https://doi.org/10.1007/s12529-008-9010-8
https://doi.org/10.1007/s00038-009-7086-9
https://doi.org/10.1186/s12939-024-02245-w
https://doi.org/10.1186/s12939-024-02245-w
https://doi.org/10.1177/14713012241237673
https://doi.org/10.1177/14713012241237673
https://doi.org/10.1186/s12913-020-05801-6
https://doi.org/10.1186/s12913-020-05801-6
https://doi.org/10.1017/S0033291718000405
https://doi.org/10.1017/S0033291718000405


Social Psychiatry and Psychiatric Epidemiology

umbrella review. Aging Ment Health 27(10):1965–1974.  h t t p  s : /  / d 
o i  . o  r g /  1 0 . 1  0 8 0  / 1 3  6 0 7  8 6 3  . 2 0 2  3 .  2 2 1 5 1 9 1

44. Graham C, Ciciurkaite G (2025) Subjective social status as a pre-
dictor of physical and mental health among early midlife adults in 
the united states: appraising the role of gender. Soc Ment Health 
15(1):57–74.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 7 7  / 2 1  5 6 8 6 9 3 2 3 1 2 1 3 0 9 4

45. Sumner LA, Richard O, AD R, OS R, DT L, Geraldine RAJ Z-R, 
H. WM, and, Nicassio PM (2020) The contributions of socio-
economic status, perceived stress, and depression to disability 
in adults with systemic lupus erythematosus. Disabil Rehabil 
42(9):1264–1269.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 8 0  / 0 9  6 3 8  2 8 8  . 2 0 1  8 .  1 5 2 2 5 
5 0

46. Banerjee S, Samsi K, Petrie CD, Alvir J, Treglia M, Schwam 
EM, del Valle M (2009) What do we know about quality of life 
in dementia? A review of the emerging evidence on the predic-
tive and explanatory value of disease specific measures of health 
related quality of life in people with dementia. Int J Geriatr Psy-
chiatry 24(1):15–24.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 0 2  / g p  s . 2 0 9 0

47. Logsdon RG, Gibbons LE, McCurry SM, Teri L (2002) Assessing 
quality of life in older adults with cognitive impairment. Psycho-
som Med 64(3):510–519.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 9 7  / 0 0  0 0 6  8 4 2  - 2 0 0  
2 0  5 0 0 0 - 0 0 0 1 6

48. Orgeta V, Orrell M, Hounsome B, Woods B, team R (2015) Self 
and carer perspectives of quality of life in dementia using the 
QoL-AD. Int J Geriatr Psychiatry 30(1):97–104.  h t t p  s : /  / d o i  . o  r g /  
1 0 . 1  0 0 2  / g p  s . 4 1 3 0

49. Woods RT, Nelis SM, Martyr A, Roberts J, Whitaker CJ, Mar-
kova I, Roth I, Morris R, Clare L (2014) What contributes to a 
good quality of life in early dementia? Awareness and the QoL-
AD: a cross-sectional study. Health Qual Life Outcomes 12:94.  h 
t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 8 6  / 1 4  7 7 - 7 5 2 5 - 1 2 - 9 4

50. Quinn C, Nelis SM, Martyr A, Morris RG, Victor C, Clare L 
(2020) Caregiver influences on ‘living well’ for people with 
dementia: findings from the IDEAL study. Aging Ment Health 
24(9):1505–1513.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 8 0  / 1 3  6 0 7  8 6 3  . 2 0 1  9 .  1 6 0 2 5 
9 0

51. Clare L, Gamble LD, Martyr A, Sabatini S, Nelis SM, Quinn C, 
Pentecost C, Victor C, Jones RW, Jones IR, Knapp M, Litherland 
R, Morris RG, Rusted JM, Thom JM, Collins R, Henderson C, 
Matthews FE (2022) Living well trajectories among family care-
givers of people with mild-to-moderate dementia in the IDEAL 
cohort. J Gerontol B Psychol Sci Soc Sci 77(10):1852–1863.  h t t p  
s : /  / d o i  . o  r g /  1 0 . 1  0 9 3  / g e  r o n b / g b a c 0 9 0

52. World Health Organization. Regional Office for Europe, Levin-
Zamir D, Nutbeam D, Sorensen K, Rowlands G, Van den Broucke 
S, Pelikan J (2019) Brief report on the International Union for 
Health Promotion and Education (IUHPE) position statement on 
health literacy: a practical vision for a health literate world. Pub-
lic health panorama 5(2–3): 206-09. doi

53. Kimzey M, Howe CJ, Martin C, McLarty J, Baucham R (2022) 
Development of health literacy in persons and caregivers living 
with dementia: A qualitative directed content analysis. Dement 
(London) 21(2):540–555.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 7 7  / 1 4  7 1 3 0 1 2 2 1 1 0 
4 9 6 9 1

54. Yuen EYN, Knight T, Ricciardelli LA, Burney S (2018) Health 
literacy of caregivers of adult care recipients: A systematic scop-
ing review. Health Soc Care Community 26(2):e191–e206.  h t t p s :   
/  / d o  i . o  r  g  /  1 0  . 1 1   1 1 /   h s c . 1 2 3 6 8

Publisher’s note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

27. Clare L, Nelis SM, Martyr A, Whitaker CJ, Marková IS, Roth 
I, Woods RT, Morris RG (2012) Longitudinal trajectories of 
awareness in early-stage dementia. Alzheimer Dis Assoc Disord 
26(2):140–147.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 9 7  / W A  D . 0 b 0 1 3 e 3 1 8 2 2 c 5 5 c 
4

28. Jones RW, Romeo R, Trigg R, Knapp M, Sato A, King D, Niecko 
T, Lacey L, Group DI (2015) Dependence in alzheimer’s disease 
and service use costs, quality of life, and caregiver burden: the 
DADE study. Alzheimers Dement 11(3):280–290.  h t t p  s : /  / d o i  . o  r g 
/  1 0 . 1  0 1 6  / j .  j a l z . 2 0 1 4 . 0 3 . 0 0 1

29. Nunnally JC, Bernstein IH, Berge JMF (1967) Psychometric the-
ory, vol 2. McGraw-Hill, New York, NY

30. Bech P (2004) Measuring the dimension of psychological general 
well-being by the WHO-5

31. Office for National Statistics (2010) The National statistics socio-
economic classification: (Rebased on the SOC2010) user manual. 
Basingstoke

32. Rose D (1995) Official Social Classifications in the UK. UK: 
Department of Sociology, University of Surrey; 1995; Available 
from:  h t t p  s : /  / s r u  . s  o c .  s u r r  e y .  a c .  u k / S R U 9 . h t m l

33. Adler NE, Stewart J (2007) The MacArthur scale of subjective 
social status. UCSF

34. Adler NE, Epel ES, Castellazzo G, Ickovics JR (2000) Relation-
ship of subjective and objective social status with psychological 
and physiological functioning: preliminary data in healthy white 
women. Health Psychol 19(6):586–592.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 3 7  / 0 
2  7 8 - 6 1 3 3 . 1 9 . 6 . 5 8 6

35. Charlson ME, Charlson RE, Peterson JC, Marinopoulos SS, 
Briggs WM, Hollenberg JP (2008) The Charlson comorbidity 
index is adapted to predict costs of chronic disease in primary 
care patients. J Clin Epidemiol 61(12):1234–1240.  h t t p  s : /  / d o i  . o  r g 
/  1 0 . 1  0 1 6  / j .  j c l  i n e  p i . 2  0 0  8 . 0 1 . 0 0 6

36. Folstein MF, Folstein SE, McHugh PR (1975) Mini-mental state: 
A practical method for grading the cognitive state of patients for 
the clinician. J Psychiatr Res 12(3):189–198.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  
0 1 6  / 0 0  2 2 - 3 9 5 6 ( 7 5 ) 9 0 0 2 6 - 6

37. Ledermann T, Kenny DA (2017) Analyzing dyadic data with mul-
tilevel modeling versus structural equation modeling: A Tale of 
two methods. J Fam Psychol 31(4):442–452.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  
0 3 7  / f a  m 0 0 0 0 2 9 0

38. Clare L, Wu YT, Jones IR, Victor CR, Nelis SM, Martyr A, 
Quinn C, Litherland R, Pickett JA, Hindle JV, Jones RW, Knapp 
M, Kopelman MD, Morris RG, Rusted JM, Thom JM, Lamont 
RA, Henderson C, Rippon I, Hillman A, Matthews FE, Team IS 
(2019) A comprehensive model of factors associated with subjec-
tive perceptions of living well with dementia: findings from the 
IDEAL study. Alzheimer Dis Assoc Disord 33(1):36–41.  h t t p  s : /  / d 
o i  . o  r g /  1 0 . 1  0 9 7  / W A  D . 0 0 0 0 0 0 0 0 0 0 0 0 0 2 8 6

39. Euteneuer F (2014) Subjective social status and health. Curr Opin 
Psychiatry 27(5):337–343.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 9 7  / Y C  O . 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 8 3

40. Zell E, Strickhouser JE, Krizan Z (2018) Subjective social status 
and health: A meta-analysis of community and society ladders. 
Health Psychol 37(10):979–987.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  0 3 7  / h e  a 0 0 0 
0 6 6 7

41. Garbarski D (2010) Perceived social position and health: is there 
a reciprocal relationship? Soc Sci Med 70(5):692–699.  h t t p  s : /  / d o 
i  . o  r g /  1 0 . 1  0 1 6  / j .  s o c  s c i  m e d .  2 0  0 9 . 1 1 . 0 0 7

42. Manstead ASR (2018) The psychology of social class: how socio-
economic status impacts thought, feelings, and behaviour. Br J 
Soc Psychol 57(2):267–291.  h t t p  s : /  / d o i  . o  r g /  1 0 . 1  1 1 1  / b j  s o . 1 2 2 5 1

43. Hochgraeber I, Köhler K, Stöcker H, Holle B (2023) The dyadic 
relationship of family carers and people living with dementia– an 

1 3

https://doi.org/10.1080/13607863.2023.2215191
https://doi.org/10.1080/13607863.2023.2215191
https://doi.org/10.1177/21568693231213094
https://doi.org/10.1080/09638288.2018.1522550
https://doi.org/10.1080/09638288.2018.1522550
https://doi.org/10.1002/gps.2090
https://doi.org/10.1097/00006842-200205000-00016
https://doi.org/10.1097/00006842-200205000-00016
https://doi.org/10.1002/gps.4130
https://doi.org/10.1002/gps.4130
https://doi.org/10.1186/1477-7525-12-94
https://doi.org/10.1186/1477-7525-12-94
https://doi.org/10.1080/13607863.2019.1602590
https://doi.org/10.1080/13607863.2019.1602590
https://doi.org/10.1093/geronb/gbac090
https://doi.org/10.1093/geronb/gbac090
https://doi.org/10.1177/14713012211049691
https://doi.org/10.1177/14713012211049691
https://doi.org/10.1111/hsc.12368
https://doi.org/10.1111/hsc.12368
https://doi.org/10.1097/WAD.0b013e31822c55c4
https://doi.org/10.1097/WAD.0b013e31822c55c4
https://doi.org/10.1016/j.jalz.2014.03.001
https://doi.org/10.1016/j.jalz.2014.03.001
https://sru.soc.surrey.ac.uk/SRU9.html
https://doi.org/10.1037/0278-6133.19.6.586
https://doi.org/10.1037/0278-6133.19.6.586
https://doi.org/10.1016/j.jclinepi.2008.01.006
https://doi.org/10.1016/j.jclinepi.2008.01.006
https://doi.org/10.1016/0022-3956(75)90026-6
https://doi.org/10.1016/0022-3956(75)90026-6
https://doi.org/10.1037/fam0000290
https://doi.org/10.1037/fam0000290
https://doi.org/10.1097/WAD.0000000000000286
https://doi.org/10.1097/WAD.0000000000000286
https://doi.org/10.1097/YCO.0000000000000083
https://doi.org/10.1097/YCO.0000000000000083
https://doi.org/10.1037/hea0000667
https://doi.org/10.1037/hea0000667
https://doi.org/10.1016/j.socscimed.2009.11.007
https://doi.org/10.1016/j.socscimed.2009.11.007
https://doi.org/10.1111/bjso.12251

	Associations of objective and perceived social status with well-being in dyads of people with dementia and their caregivers: findings from the IDEAL programme
	Abstract
	Introduction
	Materials and methods
	Study population

	Measurements
	Analytical strategy
	Results
	Discussion
	Strengths and limitations
	Conclusions
	References


