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All‑cause mortality and three 
aspects of social relationships: 
an eight‑year follow‑up of older 
adults from one entire Korean 
village
Yoosik Youm1*, Ekaterina Baldina1 & Jiwon Baek2

Various aspects of social relationships have been examined as risk factors for mortality. In particular, 
most research has focused on either loneliness or social disengagement. We aimed to extend the 
current research by adding a group-level segregation measure utilizing the whole social network 
of one entire village in South Korea. The analyses were based on the Korean Social Life, Health and 
Aging Project data collected over eight years across five waves. Of the 679 old adults who participated 
throughout the entire project (to wave 5), 63 were confirmed as deceased. All three aspects of 
social relationships examined, loneliness, social disengagement, and group-level segregation, were 
associated with mortality in the traditional Cox proportional hazard model without considering 
health-related time-varying covariates. However, a Cox marginal structural model, a counterfactual 
statistical measure that is designed to control for censoring bias due to sample attrition over the 
eight years and time-varying confounding variables, revealed that only group-level segregation was 
associated with mortality. Our results strongly suggest that more attention is needed on group-level 
segregation for mortality studies, as well as on well-known individual-level risk factors, including 
social disengagement and loneliness. All methods were carried out in accordance with relevant 
guidelines and regulations.

Various social relationships have been examined as risk factors for an increased mortality rate among older 
adults1–8. Notably, two related, but distinctive, aspects of social relationships have been extensively studied. First, 
perceived loneliness is considered a measure of perceived isolation, indicating a discrepancy between an indi-
vidual’s desired and actual social connections9. Researchers have found that loneliness is universal, to some extent, 
across all age groups and has a devastatingly negative effect on people’s health statuses10–12. One meta-analysis 
involving 77,220 participants found that lonely people have a 22% higher risk of mortality6. Prospective studies 
have shown that loneliness is related to mortality through reductions in an individual’s physical functioning13, 
an increase in depression14, decreased health statuses15, and a greater risk for developing chronic diseases16.

Social disengagement is defined as a withdrawal from social life and activities with others9,17–20. Aspects of 
social engagement, such as organizational attendance16, religious participation9,21,22, volunteering activity23–25, and 
communication with friends1,26–28, are all predictors of a lowered mortality risk. Participating in various social 
activities can lower a person’s mortality risk through a series of physiological and psychological pathways29–31. 
Previous research has discovered that social activities are linked to diverse health statuses, including cognitive 
health32, depression33, and physical health34. Additionally, social engagement has been shown to provide a basis 
for the initiation of social norms and, consequently, is an encouraging factor in the adoption of healthier life-
styles, as well as the promotion of medication adherence35,36. It also provides a channel for the communication 
of health-related information while increasing the social pressure and motivation to engage in health-friendly 
behaviors while enhancing a person’s overall health literacy37,38.

In addition to loneliness and social disengagement, we included a third dimension of social relationships 
that is a risk factor for mortality: group-level segregation. This study defines group-level segregated people as 
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those who belong to a social group with a relatively small diameter. In social network analyses, the diameter of a 
group refers to the length of the largest geodesic path within that same group. For example, if a friendship circle 
has a diameter of two, every person in that group is either each other’s friend or a second-degree association of 
a friend (i.e., a friend’s friend). Group-level segregation measures a different dimension of social relationships 
from that of loneliness or disengagement— people who are group-level segregated may have many friends, but 
even if they were to extend the degree of connections as far as possible, the total number of social ties they are 
able to reach would be small and, thus, they are segregated as a group. In some communities, people are able 
to engage in various social activities with their close friends and, thus, do not feel lonely; however, if all of their 
friends, as a group, form a small clique that is segregated from the rest of the community, they are then classified 
as group-level segregated. To measure group-level segregation, we needed the complete social network of the 
entire village under study. Figure 1 shows the complete social network of village K in South Korea.

There have been other aspects of social relationships that are seemingly similar to the concept of group-level 
segregation and widely examined as risk factors for mortality. Instead of providing an extensive review of all 
seemingly related measures, we discuss three most widely used social relationships for the comparison purpose. 
Bridging social capital refers to the social connections between two people who won’t be connected otherwise and 
has been confirmed as a risk factor for mortality in many studies39–42. Another related concept, social exclusion, 
usually examined the excluded and isolated people such as homeless, bullied adolescents and living-alone older 
adults and their mortality rates43–45. Also, social network index developed by Berman and Syme2 has been widely 
examined by numerous studies7,8,46. Social Network Index (SNI) usually measured social ties as a composite index 
along four dimensions: (1) tie with a spouse, (2) contacts with close friends and relatives, (3) membership in a 
church group, (4) membership in other types of groups.

Figure 1.   The complete social network of village K (n = 995) in 2011. Dark green nodes represent deceased 
respondents (n = 63). Lines between nodes represent social relationships between the residents.
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Although group-level segregation is related to these concepts, there is one very distinctive difference: the 
unit of analysis. All three related concepts are measured and examined at the individual level47 while group-level 
segregation measures above and beyond individual-level social relationship. It is quite possible that a group of 
residents in a village is not excluded, has rich bridging social capital and maintain a high score of SNI but is still 
segregated as a group from the whole community. In other words, people sometimes manage to keep good and 
rich social relationships within their social group but are segregated from other social groups. One good exam-
ple would be racial segregation: a certain racial/ ethnic group can enjoy rich social relationships within its own 
racial/ethnic group, but its social ties do not extend outside the racial/ethnic group. This type of collective-level 
social relationships has largely been ignored not because it is inconsequential but because of the lack of empiri-
cal data. Our data allowed us to examine group-level segregation since it included a complete social network of 
one entire village.

Results
The characteristics of the study sample in terms of the three aspects of social relationships are summarized in 
Table 1. The average age of the sample included in the analyses was 73.9 years, and 57.4% of the respondents 
were women. There were apparent discrepancies based on social relationship status. In general, people who 
were lonely or disengaged were older, less educated and more likely to be women, unmarried, and poorer than 
those who were not. They were also more depressed and in poorer physical and cognitive health. Segregated 
respondents were more educated and less likely to be married than people who were not segregated; they were 
also more depressed and had slightly worse cognitive health than those who were not segregated. The results 
contained in Table 1 strongly imply the need to control many time-related covariates to examine the causal effects 
of the three aspects of social relationships on mortality, since they were systematically associated with several 
sociodemographic and health variables.

Figure 2 illustrates the effects of each of the three social relationships on all-cause mortality among older 
adults throughout the eight-year period. Lonely people were almost twice as likely to die when we estimated 
the effect without controlling for any covariates in a traditional Cox proportional hazard model. They were still 
1.88 times more likely to die when we controlled for time-constant covariates. However, the effect lost most of 
its statistical significance once we controlled for time-varying covariates, yielding a p value of 0.411. The two 
Cox Marginal Structural Model (MSM)s also revealed that loneliness had no causal effect once we adjusted for 
biases from reverse causation based on inverse probability weighting.

Similar results were found for social disengagement. Socially disengaged older adults were two times more 
likely to die when we did not include any covariates in a Cox Proportional Hazard (PH) model. Even after adjust-
ing for relevant time-constant covariates, they were twice as likely to pass away. Once we added the time-variant 
covariates, the effect lost much of its statistical significance, although it remained marginally significant (95% 
CI: 1.00; 3.24). However, two Cox MSMs showed that we could not confirm causality in the relationship between 
social disengagement and death.

Group-level segregation, however, showed persistent effects in almost all models. Group-level segregated 
respondents were approximately 80% (95% CI: 1.00; 3.11) more likely to die according to traditional Cox PH 

Table 1.   Characteristics of the sample stratified by levels of loneliness, social disengagement, and group-
level segregation at the censor/failure time (N = 679). Numbers represent the mean (standard deviation) for 
continuous measures and cell frequency (column %) for binary measures. † The CES-D score for depression 
was standardized.

Variables

Total Not lonely Lonely p Value Engaged Disengaged p Value Not segregated Segregated p Value

N = 679 N = 497 N = 182 N = 571 N = 108 N = 547 N = 132

Age 73.9 (7.5) 72.8 (7.0) 77.0 (7.8)  < 0.001 73.0 (7.0) 78.9 (7.9)  < 0.001 74.1 (7.3) 73.3 (8.1) 0.26

Education
 < High school 479 (70.5%) 329 (66.2%) 150 (82.4%)  < 0.001 382 (66.9%) 97 (89.8%)  < 0.001 400 (73.1%) 79 (59.8%) 0.003

 ≥ High school 200 (29.5%) 168 (33.8%) 32 (17.6%) 189 (33.1%) 11 (10.2%) 147 (26.9%) 53 (40.2%)

Sex
Male 289 (42.6%) 223 (44.9%) 66 (36.3%) 0.045 256 (44.8%) 33 (30.6%) 0.006 238 (43.5%) 51 (38.6%) 0.31

Female 390 (57.4%) 274 (55.1%) 116 (63.7%) 315 (55.2%) 75 (69.4%) 309 (56.5%) 81 (61.4%)

Living with spouse
No 164 (24.2%) 81 (16.3%) 83 (45.6%)  < 0.001 112 (19.6%) 52 (48.1%)  < 0.001 122 (22.3%) 42 (31.8%) 0.022

Yes 515 (75.8%) 416 (83.7%) 99 (54.4%) 459 (80.4%) 56 (51.9%) 425 (77.7%) 90 (68.2%)

Yearly income
 < $10,000 311 (45.8%) 202 (40.6%) 109 (59.9%)  < 0.001 234 (41.0%) 77 (71.3%)  < 0.001 253 (46.3%) 58 (43.9%) 0.63

 ≥ $10,000 368 (54.2%) 295 (59.4%) 73 (40.1%) 337 (59.0%) 31 (28.7%) 294 (53.7%) 74 (56.1%)

Smoking
No 620 (91.3%) 455 (91.5%) 165 (90.7%) 0.72 522 (91.4%) 98 (90.7%) 0.82 498 (91.0%) 122 (92.4%) 0.61

Yes 59 (8.7%) 42 (8.5%) 17 (9.3%) 49 (8.6%) 10 (9.3%) 49 (9.0%) 10 (7.6%)

Drinking
No 553 (81.4%) 399 (80.3%) 154 (84.6%) 0.20 452 (79.2%) 101 (93.5%)  < 0.001 438 (80.1%) 115 (87.1%) 0.062

Yes 126 (18.6%) 98 (19.7%) 28 (15.4%) 119 (20.8%) 7 (6.5%) 109 (19.9%) 17 (12.9%)

Depression† − 0.1 (0.6) − 0.3 (0.3) 0.6 (0.8)  < 0.001 − 0.1 (0.6) 0.3 (0.8)  < 0.001 − 0.1 (0.6) 0.1 (0.7) 0.005

Physical health 44.5 (10.9) 46.2 (10.2) 39.8 (11.5)  < 0.001 46.0 (10.1) 36.8 (11.8)  < 0.001 44.3 (10.8) 45.1 (11.6) 0.48

Cognitive health 24.1 (5.0) 24.8 (4.4) 22.2 (6.0)  < 0.001 24.9 (4.1) 19.5 (6.7)  < 0.001 24.3 (4.6) 23.3 (6.6) 0.046

Comorbidity 2.6 (0.8) 2.6 (0.8) 2.8 (0.9) 0.003 2.6 (0.8) 2.6 (0.7) 0.88 2.6 (0.8) 2.6 (0.8) 0.70
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models, even after we controlled for time-varying covariates. Furthermore, they were approximately twice as 
likely to die when we tried to estimate causal effects by assigning inverse probability weights to adjust for time-
varying confounders. The average treatment effect, measured as the hazard ratio, for all respondents was 2.01; 
the average treatment effect on the treated, in other words, the difference between people who were actually 
segregated and people who were not hypothetically segregated in the counterfactual situation, was 2.38. The 
accuracy of the estimates from Cox MSMs is very dependent on the goodness-of-fit of the models. For example, 
since we tried to remove the statistically significant difference in cognitive health between segregated and non-
segregated people, by assigning inverse probability weight (IPW) for each respondent to estimate causal effects 
of segregation, it was essential to confirm the independence of cognitive health and segregation in the Cox 
MSM. To do so, we conducted extensive balance checks by computing weights and comparing the distribution 
of control variables before and after weighting with a mean standardized difference. Balance checks for the Cox 
MSMs for each of the three social relationships are summarized in the supplementary material (Tables S5a ~ S7b).

Discussion
The results can be summarized as follows: (1) all three aspects of social relationships were good predictors of 
all-cause mortality with small p values in older adults over the eight-year study period when controlling for con-
founding baseline factors; (2) loneliness and social disengagement lost their significance once we controlled for 
time-variant confounders; and (3) the association of group-level segregation with mortality was robust and did 

Figure 2.   The hazard ratios of loneliness, social disengagement and group-level segregation from Cox PH 
regression models and Cox MSM models (n = 679). Model 1. Cox PH unadjusted model; no control variables 
included; Model 2. Cox PH w/o TV: education, sex, loneliness (baseline), social disengagement (baseline), 
segregation (baseline), living with spouse (baseline), yearly income (baseline), smoking (baseline), drinking 
(baseline), depression (baseline), physical health (baseline), cognitive health (baseline), comorbidity (baseline); 
Model 3. Cox PH with TV: Model 2 covariates + loneliness, social disengagement, segregation, living with 
spouse, yearly income, smoking, drinking, depression, physical health, cognitive health, comorbidity – 
covariates changing over time; Model 4. Cox MSM (ATE): education, sex, loneliness (baseline), social 
disengagement (baseline), segregation (baseline), living with spouse (baseline), yearly income (baseline), 
smoking (baseline), drinking (baseline), depression (baseline), physical health (baseline), cognitive health 
(baseline), comorbidity (baseline); Model 5. Cox MSM (ATT): education, sex, loneliness (baseline), social 
disengagement (baseline), segregation (baseline), living with spouse (baseline), yearly income (baseline), 
smoking (baseline), drinking (baseline), depression (baseline), physical health (baseline), cognitive health 
(baseline), comorbidity (baseline). Exponentiated coefficients; HR-hazard ratios; TV-time-varying covariates; 
ATE-average treatment effects; ATT-average treatment effects of treated; 95% confidence intervals in 
parentheses.
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not disappear, even after controlling for time-variant confounders including comorbid conditions and physical 
and cognitive health, in a Cox MSM that aimed to minimize bias from such confounders.

Loneliness, one of the most studied aspects of social relationships to predict mortality, lost most of its sta-
tistical significance once we controlled for time-varying confounders. This implies that diverse health statuses 
and loneliness would have a reciprocal association in terms of mortality; this result is consistent with previous 
longitudinal studies13–15,48,49. Using a nationally representative American sample from the Health and Retirement 
Study (HRS), one study15 revealed that loneliness increased all-cause mortality risk over six years. However, 
this association was no longer statistically significant when baseline depressive symptoms, self-rated health, 
and functional limitations were added together, implying reciprocal prospective effects of loneliness and health 
statuses. Moreover, a study of older Chinese adults49 showed that emotional health and functional limitations 
partially mediated the effect of loneliness on mortality. Another study, based on data from the Alameda County 
Health and Ways of Living Study14, also found that the association between loneliness and mortality was largely 
explained by physical activity and depression.

A very similar pattern was revealed regarding social disengagement: its statistical significance substantially 
decreased when we introduced time-variant confounders into the model. It is well known that engagement in 
social activities helps to maintain good health and high life satisfaction50–52, prevents the deterioration of physi-
cal functioning2,53,54, and reduces the risk of disability development55. Social engagement has also been known 
to help maintain cognitive function56,57 and decrease the risk of dementia58, previously found to be associated 
with institutionalization and mortality59. Similar to loneliness, social disengagement may interact with physical 
health in a reciprocal way, which eventually leads to mortality29,60.

The results related to loneliness and disengagement have critical implications for the development of effective 
preventive strategies to decrease mortality rates among older adults, as they illustrate the mechanisms through 
which loneliness or disengagement could result in death. The effect of social disengagement reduced its statisti-
cal significance as soon as we included physical health status in the equation and lost its significance in the Cox 
MSMs. Loneliness lost its statistical significance only after depression was controlled for. These results strongly 
imply that the social disengagement effect could be explained by a lack of physical health, while loneliness tends 
to induce death mainly through depression among older adults (see supplementary material, Tables S8 and S9). 
This kind of information will be critical for developing customized and effective interventions. For example, 
public health agents can monitor and support older adults who feel both lonely and depressed in their target areas.

To our knowledge, this is the first study to directly examine group-level segregation as a risk factor for mor-
tality using complete social network data. The fact that group-level segregation was not fully mediated by other 
time-varying confounders in the Cox MSMs, unlike loneliness and disengagement, suggests that it might have 
unique pathways to mortality. As discussed earlier, group-level segregated respondents in our sample were more 
educated, while they were also more likely to be depressed and have worse cognitive health. Furthermore, their 
residential duration (32.2 years) was shorter than that of other responders (58.2 years). We believe that many of 
the group-level segregated respondents moved to this tight knit, traditional rural village from urban areas, likely 
after their retirement. They were more educated than people who were firmly embedded in the village, but they 
were segregated as a group and showed a higher level of depression. Even if they could manage the rich social 
relations among themselves, their social relationships remained within their small groups and did not reach the 
whole village. In this sense, group-level segregation could be related to the concept of network scope. A 15-year 
prospective study showed social network scope, measure of the number of different domains in which a person 
keeps social ties, was a consistent predictor for mortality among people who had incidences of Ischemic heart 
disease, cancer, and stroke61. Domains identified were family, friends, neighborhoods, and broader community 
organizations. The social domains of older adults who were group-level segregated in our sample could be limited 
to family and friends only.

We conjecture that group-level segregation might be related to mortality through three major pathways. First, 
they would have difficulty obtaining useful and timely health-related information since their social ties and thus 
their sources of information are segregated. Social networks provide significant information about the monitor-
ing and diagnosis of diseases62,63, and limited information and resource exchange in group-level segregated older 
adults may make them more vulnerable and susceptible to various health problems64. For example, group-level 
segregated respondents would have been excluded from various village-wide health-related services or programs, 
such as free regular medical screenings provided by the government65,66. We suppose that group-level segregated 
respondents in our analysis may have had difficulties accessing valuable health-related information due to the 
absence of ties to the whole village, and their immediate contacts may have failed to provide them with useful 
information when needed67,68.

Second, group-level segregation might be linked to the lack of a sense of belonginess, which could then 
be implicated in poor health and even mortality. Even when group-level segregated respondents obtain valu-
able health-related information in time, they might not want to participate in it since they do not feel they are 
legitimate members of the village. We believe the segregated older adults were aware of the segregation, and 
they would therefore have had difficulty securing a sense of belonging in the whole community. A large body of 
evidence suggests that people are happier and healthier when they experience social belonging69–72. An earlier 
study showed that a sense of belonging and trusting neighborly relationships were vital elements of the sup-
port system of older adults73. Indeed, a sense of belonging, as one of the basic human needs, has been shown to 
enhance the psychological well-being of individuals and reduce suicidal ideation and depression symptoms74–78; 
previous studies have shown that a sense of belonging contributed to the survival of community-dwelling older 
adults through psychological pathways79,80. The sense of belonging to the community among segregated Indian 
Americans also explained individual differences in mental health and mortality by suicide81–83. Also, studies on 
minorities, marginalized and socially vulnerable groups showed that the lack of sense of belonging associated 
with stress84,85. Cohen and Wills (1985) also took social companionship (belongingness) as one of four social 
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resources that can operate as stress buffers along with other types of social resources including esteem support 
(or emotional support), informational support and instrumental support86. Considering many studies revealed 
that stress could lead to deteriorating health through endocrine system87–90, we believe group-level segregation 
could lead to death by either high-level exposure of stress or the lack of stress buffers. Thus, a personal sense of 
belonging to the community plays an important role in suppressing the negative effects of the social environment 
on health. In contrast, the absence of a sense of belonging and the lack of village-wide emotional support could 
increase the mortality rate of segregated people.

Last, group-level segregation could mean not only having a lack of sense of belonging but also being the 
target of hostility and disrespect. It is well known that segregated African Americans experience higher rates 
of cancer occurrence, elevated risk of cardiovascular disease occurrence, respiratory function and illness, and 
have lower self-rated health, suggesting that living in adverse environments imposes an immune burden and 
potential compromise in the body’s normal defenses91–95. For this reason, racial segregation has contributed to 
the development of multiple chronic conditions and outcomes, leading to widening health disparities between 
races in the USA96–98. Social segregation that poses a constant threat of hostility, denigration, and disrespect pro-
motes exposure to allostatic load and stress, which results in chronically high levels of inflammation99,100, and the 
amount of exposure to racial segregation successfully predicted inflammation among African Americans101,102. 
It is widely known that in a Korean rural village where strong cohesive communities are very active, small, seg-
regated groups face severe hostility, disrespect, and even discrimination.

Although our study benefits from a unique longitudinal data set that contains the complete social network of 
an entire village, it also has one major limitation worthy of discussion here. Our sample is restricted to a tradi-
tional rural village in Korea, and it would be inappropriate to generalize our findings to other areas or countries 
without due consideration. The association of social relationships with mortality should be contingent on diverse 
factors such as culture, cause of deaths, kind of supports, and gender. For example, the British Whitehall II cohort 
study revealed that among men, network score predicted all-cause and cardiovascular mortality but not cancer 
mortality103. Another research based on the German Heinz Nixdorf Recall Study104 showed that perceiving a lack 
of financial support predicted incident cardiovascular events while social isolation was associated with all-cause 
mortality. A 15-year prospective study showed that social network scope, a measure of the number of different 
domains in which a person has social contacts, was a consistent predictor for mortality61. In this regard, future 
studies with detailed measures of different aspects of social relationships and various causes of deaths in urban 
areas or other countries would be invaluable.

For this reason, we do not believe that loneliness or social disengagement could be dropped out of the list 
of the crucial risk factors for mortality. For example, the concept of loneliness itself is quite ubiquitous across 
cultures, although there could be substantial differences in how older adults could understand it105. Our study 
results should emphasize a need for new attention to group-level segregation rather than to weakened awareness 
of loneliness or social disengagement.

This new research direction would be especially valuable if there exist a certain group of people who main-
tain good and rich individual-level social relationships and but are segregated as a group and thus vulnerable to 
death. Considering most public health strategies for mortality have been based on individual-level risk factors, 
we believe this new line of studies could shed a new light on public health strategies to improve longevity.

Materials and methods
Study sample and mortality.  The data, including those on the complete social network of the entire vil-
lage, were obtained from the Korean Social Life, Health and Aging Project (KSHAP), which was collected across 
five waves: wave 1 (2011), wave 2 (2012), wave 3 (2014–2015), wave 4 (2015–2016), and wave 5 (2018–2019)106. 
This village, village K, is a typical, rural Korean village where farming is the main industry. Village K is located 
on the north side of Ganghwa island and has an area of about 6,500 acres. With the aid of the public officers of 
village K and a pilot study, a total of 860 people aged 60 or older and their spouses were identified as the KSHAP 
population. About 67 percent of our respondents were working and 88 percent of them were active in farming106. 
This project has collected data on the complete social networks of and various biomarkers in older adults (aged 
60 years or older) and their spouses since 2011. The face-to-face survey was completed with 814 out of the 860 
target residents during wave 1, with a response rate of 94.7%. Among the 679 people who were successfully 
followed up through wave 5, 63 were confirmed as deceased. The respondents were educated on the nature of 
the survey, with informed written consent being obtained before they completed the survey. This study was 
approved by both the institutional review board of Yonsei University (YUIRB-2011–012-01 in 2011; 1,040,917–
201,505-SB-152–05 in 2014; 7,001,988–201,806-HRBR-244–04 in 2016; 7,001,988–201,812-h-505–02 in 2018) 
and the Yonsei University Health System, Severance Hospital (4–2012-0172 in 2012). The outcome measure 
included any deaths up until December 2018 that were reported during the follow-ups and that were confirmed 
by the close acquaintances such as spouses or relatives of the deceased during each wave. Unfortunately, we were 
not able to match the information with death certificates since we didn’t obtain written permissions in advance 
from the deceased to secure death certificates. During the eight-year follow-up, the mean follow-up period was 
5.61 years, with a standard deviation of 1.68 years. Respondents’ ages were used as the time scale in the Cox 
models, as is commonly practiced, with their ages ranging from 42 to 98107,108.

Loneliness.  An item from the Center for Epidemiologic Studies Depression Scale (CES-D) was used to 
measure the perceived loneliness of participants9,109. The item from the CES-D was correlated with a validated 
measure from the University of California, Los Angeles (UCLA) loneliness scale and can be considered a reliable 
measure of loneliness110–112. The respondents were asked how many days they felt lonely during the last week, 
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with people who reportedly felt lonely one or more days being coded as lonely. All other respondents were coded 
as being not lonely.

Social disengagement.  We computed social disengagement based on the levels of participation in seven 
different social activities (Cronbach α = 0.96). The respondents were coded as socially disengaged if they did not 
participate in any of the seven social activities, which included senior citizen association meetings, volunteering 
activities, religious service attendance, social club participation, hobby activities with others, activities in a local 
organization, and participation in senior job placements during the last year9,13,113,114.

Group‑level segregation.  Group-level segregation was assessed using the complete social network of vil-
lage K115. The KSHAP made the possible discussion network rosters include up to six people, including respond-
ents’ spouses. The following name-generating question was used to elicit discussion network members:

“From time to time, most people discuss things that are important to them with others. For example, 
good or bad things that happen to you, problems you are having, or important concerns you may have. 
Looking back over the last 12 months, who are the people with whom you most often discussed things 
that were important to you?”.

The KSHAP also collected detailed information on participants’ social network members, including their 
names, sexes, ages, and addresses at the smallest administrative unit (the Ri). Based on the network roster gener-
ated, we constructed the social network map of this area. Detailed information on the method used to construct 
the complete social network map of village K is presented elsewhere106.

In social network analyses, an important component is a group of interconnected people that are discon-
nected from the other components. There are no social ties from one component to another. Additionally, the 
diameter of a component is measured as the length of the longest path (in terms of the number of ties) between 
two people within it. Thus, if the diameter of a component (or group) is two, everyone can reach anyone else 
in the group via a maximum of two paths (or ties); in other words, everyone is either a “friend” or a “friend of 
a friend” to one another. In our study population, the median diameter across all waves was four; thus, older 
adults across the entirety of this social network were coded as being group-level segregated if they belonged to 
a network component whose diameter was three or less. Thus, the friendships of group-level segregated people 
within this study were limited to up to third-degree friends: here, they would have (1) friends and (2) friends 
of friends (second-degree friends), and (3) friends of friends of friends (third-degree friends) arising from the 
group. Conversely, people who were not group-level segregated had fourth-degree or fifth-degree friends across 
the entirety of the village. This group-level segregation is distinct from loneliness or individual-level disengage-
ment because it is possible for people to be group-level segregated even if they engage in numerous social activi-
ties and do not feel lonely. Those who are not group-level segregated have a friendship circle that could expand to 
include the whole village, while the friendship circle of those who are group-level segregated would stay within 
a small, distinct group. We excluded 103 isolated people with no social ties within the village from our analyses 
to measure the effect of group-level segregation that is independent of individual-level isolation. The correlation 
coefficients between these three aspects of social relationships ranged from 0.05 to 0.08.

Control variables.  Sociodemographic characteristics included sex, education, household yearly income, 
and living with a spouse. Living with a spouse was dichotomized as either yes or no. As the average educational 
level among older adults in our sample was low, their educational levels were coded as a binary: those who had 
graduated high school or higher were coded as 1, and all others were coded as 0. About 60% of our sample earned 
less than about $10,000 a year and the distribution was strongly skewed to the right. Thus, yearly income level 
was also coded as a binary: 1 for $10,000 or higher per year and 0 for otherwise. The measures of participants’ 
health statuses included comorbidity, cognitive functioning, physical health status, and depression. Following 
previous studies of mortality, the comorbidity measure was constructed by counting the number of diagnoses 
out of the following illnesses for each participant: diabetes13,116–121, cancer13,119,120, angina116–120, cataract120–122, 
and osteoporosis120,121,123. Cognitive functioning was assessed using the Korean version of the Mini Mental State 
Examination for Dementia Screening, with possible scores ranging from zero to thirty—higher values reflected 
a better cognitive health status124. Physical health statuses were assessed using the six-item physical component 
summary (PCS) from the SF-12 using standard methods125,126—higher scores indicated better physical health 
statuses. Depression was measured using the standardized CES-D items after excluding the item measuring 
loneliness9,127.

Analytical strategy.  There exist two major types of potential biases when the effects of social relationships 
on mortality rates are examined via a cohort (or panel) data set. First, there are potentially biased estimators 
due to time-varying confounders. A time-varying confounder is problematic if (1) there exists a time-varying 
covariate that is a risk factor for the event of interest (i.e., deaths during our study) and is also a predictor for sub-
sequent treatment (i.e., loneliness, disengagement, or segregation) and (2) time-dependent confounders are also 
affected by previous treatments (i.e., loneliness, disengagement, or segregation). Subsequently, the traditional 
proportional hazard model for longitudinal data could produce biased estimates128,129. For example, deteriorat-
ing health as a time-varying factor could cause both poorer social relationships and death, in addition to the fact 
that health may deteriorate as a result of unsatisfactory social relationships, thus forming a circular relationship. 
To minimize the bias resulting from time-varying covariates, we adapted a Cox proportional marginal structural 
model (hereafter Cox MSM) with inverse probability weighting.
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The second type of potential bias arises from the attrition of the original sample in any longitudinal data 
set. This attrition would produce another form of bias because the health statuses of people who leave the study 
could be different from those who remain in the sample—for example, respondents who leave the study tend 
to be sicker. To minimize biases from sample attrition, we applied censoring weights to all the study models. 
Inverse probability and censoring weights were truncated at the 1st and 99th percentiles to prevent influence 
from outlying observations130.

Before conducting the multivariate analyses, a series of bivariate analyses were examined; the differences in 
demographic and health characteristics by loneliness, social disengagement, and group-level segregation, were 
assessed using t-tests for continuous variables and chi-square tests for categorical variables. Following this, hazard 
ratios and 95% confidence intervals were estimated using a traditional Cox proportional hazards model (Cox 
PH models) to examine the associations of loneliness, social disengagement, and group-level segregation with 
mortality rates during the follow-up period between 2011 and 2019. Finally, a Cox MSM was utilized to minimize 
the biases from the reverse causations. The Cox MSM estimated both the average treatment effects (ATE) and 
the average treatment effects on the treated (ATT). Parameter estimates for models predicting loneliness, social 
disengagement, and group-level segregation are provided in supplementary material (Tables S1-S3). Additionally, 
the distribution of weights for the ATE and ATT models is provided in the supplementary material (Table S4). 
We used Stata 16.0 (StataCorp LP., College Station, TX, USA) for the statistical analyses.

Data availability
The data sets generated and analyzed during the current study are available in the figshare repository, https​://
doi.org/10.6084/m9.figsh​are.12044​064.v1.

Received: 17 June 2020; Accepted: 24 December 2020

References
	 1.	 Aida, J. et al. Assessing the association between all-cause mortality and multiple aspects of individual social capital among the 

older Japanese. BMC Public Health. 11, 409–421 (2011).
	 2.	 Berkman, L. F. & Syme, S. L. Social networks, host resistance, and mortality: a nine-year follow-up study of Alameda County 

residents. Am. J. Epidemiol. 109, 186–204 (1979).
	 3.	 Hanson, B. S., Isacsson, S.-O., Janzon, L. & Lindell, S.-E. Social network and social support influence mortality in elderly men: 

prospective population study of “Men Born in 1914”, Malmö Sweden. Am. J. Epidemiol. 130, 100–111 (1989).
	 4.	 Hill, T. D., Uchino, B. N., Eckhardt, J. L. & Angel, J. L. Perceived social support trajectories and the all-cause mortality risk of 

older Mexican American women and men. J. Aging Res. 38, 374–398 (2016).
	 5.	 Dutta, D. J. et al. Combinatorial actions of Tgf beta and Activin ligands promote oligodendrocyte development and CNS myeli-

nation. Development. 141, 2414–2428 (2014).
	 6.	 Holt-Lunstad, J., Smith, T. B., Baker, M., Harris, T. & Stephenson, D. Loneliness and social isolation as risk factors for mortality: 

a meta-analytic review. Perspect. Psychol. Sci. 10, 227–237 (2015).
	 7.	 Schoenbach, V. J., Kaplan, B. H., Fredman, L. & Kleinbaum, D. G. Social ties and mortality in Evans County Georgia. Am. J. 

Epidemiol. 123, 577–591 (1986).
	 8.	 Seeman, T. E., Kaplan, G. A., Knudsen, L., Cohen, R. & Guralnik, J. Social network ties and mortality among tile elderly in the 

Alameda County Study. Am. J. Epidemiol. 126, 714–723 (1987).
	 9.	 Cacioppo, J. T. et al. Loneliness within a nomological net: an evolutionary perspective. J. Res. Pers. 40, 1054–1085 (2006).
	 10.	 Dykstra, P. A. Older adult loneliness: myths and realities. Eur. J. Ageing. 6, 91–100 (2009).
	 11.	 Rokach, A. Loneliness updated: Recent research on loneliness and how it affects our lives (Routledge, London, 2013).
	 12.	 West, D. A., Kellner, R. & Moore-West, M. The effects of loneliness: a review of the literature. Compr. Psychiatry. 27, 351–363 

(1986).
	 13.	 Steptoe, A., Shankar, A., Demakakos, P. & Wardle, J. Social isolation, loneliness, and all-cause mortality in older men and women. 

Proc. Natl. Acad. Sci. U. S. A. 110, 5797–5801 (2013).
	 14.	 Patterson, A. C. & Veenstra, G. Loneliness and risk of mortality: a longitudinal investigation in Alameda County California. 

Soc. Sci. Med. 71, 181–186 (2010).
	 15.	 Luo, Y., Hawkley, L. C., Waite, L. J. & Cacioppo, J. T. Loneliness, health, and mortality in old age: a national longitudinal study. 

Soc. Sci. Med. 74, 907–914 (2012).
	 16.	 Sugisawa, H., Liang, J. & Liu, X. Social networks, social support, and mortality among older people in Japan. J. Gerontol. 49, 

S3–S13 (1994).
	 17.	 Sabin, E. P. Social relationships and mortality among the elderly. J. Appl. Gerontol. 12, 44–60 (1993).
	 18.	 Steinbach, U. Social networks, institutionalization, and mortality among elderly people in the United States. J. Gerontol. 47, 

S183–S190 (1992).
	 19.	 Pohjolainen, P. Social participation and life-style: a longitudinal and cohort study. J. Cross-Cult. Gerontol. 6, 109–117 (1991).
	 20.	 Bennett, K. M. & Morgan, K. Health, social functioning, and marital status: stability and change among elderly recently widowed 

women. Int. J. Geriatr. Psychiatry. 7, 813–817 (1992).
	 21.	 Lutgendorf, S. K., Russell, D., Ullrich, P., Harris, T. B. & Wallace, R. Religious participation, interleukin-6, and mortality in older 

adults. Health Psychol. 23, 465–475 (2004).
	 22.	 Walter-Ginzburg A., Blumstein T., Chetrit A., Modan B., Social factors and mortality in the old-old in Israel: the Calas study. J. 

Gerontol. B Psychol. Sci. Soc. Sci. 57, S308-S318 (2002).
	 23.	 Gruenewald T.L., Karlamangla A.S., Greendale G.A., Singer B.H., Seeman T.E., Feelings of usefulness to others, disability, and 

mortality in older adults: The MacArthur study of successful aging. J. Gerontol. B Psychol. Sci. Soc. Sci. 62, 28-37 (2007).
	 24.	 Harris, A. H. & Thoresen, C. E. Volunteering is associated with delayed mortality in older people: analysis of the longitudinal 

study of aging. J. Health Psychol. 10, 739–752 (2005).
	 25.	 Musick M.A., Herzog A.R., & House J.S., Volunteering and mortality among older adults: Findings from a national sample. J. 

Gerontol. B Psychol. Sci. Soc. Sci. 54, S173-S180 (1999).
	 26.	 Penninx, B. W. et al. Effects of social support and personal coping resources on mortality in older age: the longitudinal aging 

study Amsterdam. Am. J. Epidemiol. 146, 510–519 (1997).
	 27.	 Iecovich, E., Jacobs, J. M. & Stessman, J. Loneliness, social networks, and mortality: 18 years of follow-up. Int. J. Aging Hum. 

Dev. 72, 243–263 (2011).

https://doi.org/10.6084/m9.figshare.12044064.v1
https://doi.org/10.6084/m9.figshare.12044064.v1


9

Vol.:(0123456789)

Scientific Reports |          (2021) 11:465  | https://doi.org/10.1038/s41598-020-80684-5

www.nature.com/scientificreports/

	 28.	 Rasulo, D., Christensen, K. & Tomassini, C. The influence of social relations on mortality in later life: a study on elderly Danish 
twins. Gerontologist. 45, 601–608 (2005).

	 29.	 Kiely, D. K., Simon, S. E., Jones, R. N. & Morris, J. N. The protective effect of social engagement on mortality in long-term care. 
J. Am. Geriatr. Soc. 48, 1367–1372 (2000).

	 30.	 Ramsay, S. et al. Social engagement and the risk of cardiovascular disease mortality: results of a prospective population-based 
study of older men. Ann. Epidemiol. 18, 476–483 (2008).

	 31.	 Väänänen, A. et al. Engagement in cultural activities and cause-specific mortality: prospective cohort study. Prev. Med. 49, 
142–147 (2009).

	 32.	 Choi, Y., Park, S., Cho, K. H., Chun, S. Y. & Park, E. C. A change in social activity affect cognitive function in middle-aged and 
older Koreans: analysis of a Korean longitudinal study on aging (2006–2012). Int. J. Geriatr. Psychiatry. 31, 912–919 (2016).

	 33.	 Choi, Y. et al. A change in social activity and depression among Koreans aged 45 years and more: analysis of the Korean Longi-
tudinal Study of Aging (2006–2010). Int. Psychogeriatr. 27, 629–637 (2015).

	 34.	 Lee, G. H., Kim, C. H., Shin, H. C., Park, Y. W. & Sung, E. J. The relation of physical activity to helath related quality of life. J. 
Korean Acad. Fam. Med. 28, 451–459 (2007).

	 35.	 Uchino, B. N. Social support and health: a review of physiological processes potentially underlying links to disease outcomes. 
J. Behav. Med. 29, 377–387 (2006).

	 36.	 Knox, S. S. & Uvnäs-Moberg, K. Social isolation and cardiovascular disease: an atherosclerotic pathway?. Psychoneuroendocri-
nology. 23, 877–890 (1998).

	 37.	 Ellis J., Mullan J., Worsley A., & Pai N., The role of health literacy and social networks in arthritis patients’ health information-
seeking behavior: a qualitative study. Int. J. Family Med. 2012, (2012).

	 38.	 Tang, F. Late-life volunteering and trajectories of physical health. J. Appl. Gerontol. 28, 524–533 (2009).
	 39.	 Ferlander, S. The importance of different forms of social capital for health. Acta Sociol. 50, 115–128 (2007).
	 40.	 Kim, D., Subramanian, S. V. & Kawachi, I. Bonding versus bridging social capital and their associations with self rated health: 

a multilevel analysis of 40 US communities. J. Epidemiol. Community Health. 60, 116–122 (2006).
	 41.	 Leonard, M. Bonding and bridging social capital: reflections from belfast. Sociology 38, 927–944 (2004).
	 42.	 Murayama H., Fujiwara Y., & Kawachi I., Social capital and health: a review of prospective multilevel studies. J. Epidemiol. 

1203140304–1203140304 (2012).
	 43.	 Aldridge, R. W. et al. Morbidity and mortality in homeless individuals, prisoners, sex workers, and individuals with substance 

use disorders in high-income countries: a systematic review and meta-analysis. Lancet 391, 241–250 (2018).
	 44.	 Saito, M., Kondo, N., Kondo, K., Ojima, T. & Hirai, H. Gender differences on the impacts of social exclusion on mortality among 

older Japanese: AGES cohort study. Soc. Sci. Med. 75, 940–945 (2012).
	 45.	 Srabstein J.C. & Leventhal B.L., Prevention of bullying-related morbidity and mortality: a call for public health policies. SciELO 

Public Health (2010).
	 46.	 Kawachi, I. et al. A prospective study of social networks in relation to total mortality and cardiovascular disease in men in the 

USA. J. Epidemiol. Community Health. 50, 245–251 (1996).
	 47.	 Kawachi, I., Kim, D., Coutts, A. & Subramanian, S. Commentary: Reconciling the three accounts of social capital. Int. J. Epide-

miol. 33, 682–690 (2004).
	 48.	 Holwerda, T. J. et al. Impact of loneliness and depression on mortality: results from the longitudinal ageing study Amsterdam. 

Br. J. Psychiatry. 209, 127–134 (2016).
	 49.	 Luo, Y., & Waite, L.J., Loneliness and mortality among older adults in China. J. Gerontol. B Psychol. Sci. Soc. Sci. 69, 633–645 

(2014).
	 50.	 Menec V.H., The relation between everyday activities and successful aging: A 6-year longitudinal study. J. Gerontol. B Psychol. 

Sci. Soc. Sci. 58, S74-S82 (2003).
	 51.	 Lee, H. Y., Jang, S.-N., Lee, S., Cho, S.-I. & Park, E.-O. The relationship between social participation and self-rated health by sex 

and age: a cross-sectional survey. Int. J. Nurs. Stud. 45, 1042–1054 (2008).
	 52.	 Bennett, K. M. Social engagement as a longitudinal predictor of objective and subjective health. Eur. J. Ageing. 2, 48–55 (2005).
	 53.	 Glass, T. A., De Leon, C. M., Marottoli, R. A. & Berkman, L. F. Population based study of social and productive activities as 

predictors of survival among elderly Americans. Br. Med. J. 319, 478–483 (1999).
	 54.	 Maier, H. & Klumb, P. L. Social participation and survival at older ages: is the effect driven by activity content or context?. Eur. 

J. Ageing. 2, 31–39 (2005).
	 55.	 De Leon C.F.M., et al., Social networks and disability transitions across eight intervals of yearly data in the New Haven EPESE. 

J. Gerontol. B Psychol. Sci. Soc. Sci. 54, S162-S172 (1999).
	 56.	 Béland F., Zunzunegui M.-V., Alvarado B., Otero A., & del Ser T., Trajectories of cognitive decline and social relations. J. Gerontol. 

B Psychol. Sci. Soc. Sci. 60, P320-P330 (2005).
	 57.	 Glei, D. A. et al. Participating in social activities helps preserve cognitive function: an analysis of a longitudinal, population-based 

study of the elderly. Int. J. Epidemiol. 34, 864–871 (2005).
	 58.	 Wang, H.-X., Karp, A., Winblad, B. & Fratiglioni, L. Late-life engagement in social and leisure activities is associated with a 

decreased risk of dementia: a longitudinal study from the Kungsholmen project. Am. J. Epidemiol. 155, 1081–1087 (2002).
	 59.	 Miller, E. A. & Weissert, W. G. Predicting elderly people’s risk for nursing home placement, hospitalization, functional impair-

ment, and mortality: a synthesis. Med. Care Res. Rev. 57, 259–297 (2000).
	 60.	 Kuiper, J. S. et al. Social relationships and cognitive decline: a systematic review and meta-analysis of longitudinal cohort studies. 

Int. J. Epidemiol. 45, 1169–1206 (2016).
	 61.	 Vogt, T. M., Mullooly, J. P., Ernst, D., Pope, C. R. & Hollis, J. F. Social networks as predictors of ischemic heart disease, cancer, 

stroke and hypertension: incidence, survival and mortality. J. Clin. Epidemiol. 45, 659–666 (1992).
	 62.	 Perry, B. L. & Pescosolido, B. A. Functional specificity in discussion networks: The influence of general and problem-specific 

networks on health outcomes. Soc. Networks. 32, 345–357 (2010).
	 63.	 Scanfeld, D., Scanfeld, V. & Larson, E. L. Dissemination of health information through social networks: twitter and antibiotics. 

Am. J. Infect. Control. 38, 182–188 (2010).
	 64.	 Kim, Y.-C., Lim, J. Y. & Park, K. Effects of health literacy and social capital on health information behavior. J. Health Commun. 

20, 1084–1094 (2015).
	 65.	 Pettigrew, K. E. Lay information provision in community settings: How community health nurses disseminate human services 

information to the elderly. Libr. Q. 70, 47–85 (2000).
	 66.	 Morey, O. Health information ties: preliminary findings on the health information seeking behaviour of an African-American 

community. Inf. Res. 12, 12–12 (2007).
	 67.	 Kim, Y.-C., Moran, M. B., Wilkin, H. A. & Ball-Rokeach, S. J. Integrated connection to neighborhood storytelling network, edu-

cation, and chronic disease knowledge among African Americans and Latinos in Los Angeles. J. Health Commun. 16, 393–415 
(2011).

	 68.	 Newman, K. S. No shame in my game: The working poor in the inner city (Vintage, London, 2009).
	 69.	 Young, A. F., Russell, A. & Powers, J. R. The sense of belonging to a neighbourhood: can it be measured and is it related to health 

and well being in older women?. Soc. Sci. Med. 59, 2627–2637 (2004).



10

Vol:.(1234567890)

Scientific Reports |          (2021) 11:465  | https://doi.org/10.1038/s41598-020-80684-5

www.nature.com/scientificreports/

	 70.	 Learmonth, E., Taket, A. & Hanna, L. Ways in which ‘community’benefits frail older women’s well-being:‘we are much happier 
when we feel we belong’. Australas. J. Ageing. 31, 60–63 (2012).

	 71.	 Ross, A., Talmage, C. A. & Searle, M. Toward a flourishing neighborhood: the association of happiness and sense of community. 
Appl. Res. Qual. Life. 14, 1333–1352 (2019).

	 72.	 Davidson, W. B. & Cotter, P. R. The relationship between sense of community and subjective well-being: a first look. Am. J. 
Commun. Psychol. 19, 246–253 (1991).

	 73.	 Bolan, M. The mobility experience and neighborhood attachment. Demography 34, 225–237 (1997).
	 74.	 Maslow A.H., Motivation and personality. (Prabhat Prakashan, 1981).
	 75.	 Yu, R. et al. Is neighbourhood social cohesion associated with subjective well-being for older Chinese people? The neighbour-

hood social cohesion study. BMJ Open. 9, 1–9 (2019).
	 76.	 Gonyea, J. G., Curley, A., Melekis, K. & Lee, Y. Perceptions of neighborhood safety and depressive symptoms among older 

minority urban subsidized housing residents: the mediating effect of sense of community belonging. Aging. Ment. Health. 22, 
1564–1569 (2018).

	 77.	 McLaren, S., Gomez, R., Gill, P. & Chesler, J. Marital status and suicidal ideation among Australian older adults: the mediating 
role of sense of belonging. Int. Psychogeriatr. 27, 145–154 (2015).

	 78.	 Baumeister, R. F. & Leary, M. R. The need to belong: desire for interpersonal attachments as a fundamental human motivation. 
Psychol. Bull. 117, 497 (1995).

	 79.	 Lyyra T.-M. & Heikkinen R.-L., Perceived social support and mortality in older people. J. Gerontol. B Psychol. Sci. Soc. Sci. 61, 
S147-S152 (2006).

	 80.	 Morita, A., Takano, T., Nakamura, K., Kizuki, M. & Seino, K. Contribution of interaction with family, friends and neighbours, 
and sense of neighbourhood attachment to survival in senior citizens: 5-year follow-up study. Soc. Sci. Med. 70, 543–549 (2010).

	 81.	 Hill, D. L. Sense of belonging as connectedness, American Indian worldview, and mental health. Arch. Psychiat. Nurs. 20, 210–216 
(2006).

	 82.	 Hill, D. L. Relationship between sense of belonging as connectedness and suicide in American Indians. Arch. Psychiat. Nurs. 23, 
65–74 (2009).

	 83.	 Kitchen, P., Williams, A. & Chowhan, J. Sense of community belonging and health in Canada: a regional analysis. Soc. Indic. 
Res. 107, 103–126 (2012).

	 84.	 Hunter, C. D., Case, A. D., Joseph, N., Mekawi, Y. & Bokhari, E. The roles of shared racial fate and a sense of belonging with 
African Americans in Black immigrants’ race-related stress and depression. J. Black Psychol. 43, 135–158 (2017).

	 85.	 Reilly, J. E. R. & Fitzpatrick, J. J. Perceived stress and sense of belonging in doctor of nursing practice students. J. Prof. Nurs. 25, 
81–86 (2009).

	 86.	 Cohen, S. & Wills, T. A. Stress, social support, and the buffering hypothesis. Psychol. Bull. 98, 310 (1985).
	 87.	 Heinrichs, M., Baumgartner, T., Kirschbaum, C. & Ehlert, U. Social support and oxytocin interact to suppress cortisol and 

subjective responses to psychosocial stress. Biol. Psychiatry. 54, 1389–1398 (2003).
	 88.	 Kirschbaum, C., Klauer, T., Filipp, S.-H. & Hellhammer, D. H. Sex-specific effects of social support on cortisol and subjective 

responses to acute psychological stress. Psychosom. Med. 57, 23–31 (1995).
	 89.	 Seeman, T. E., Berkman, L. F., Blazer, D. & Rowe, J. W. Social ties and support and neuroendocrine function: the Macarthur 

studies of successful aging. Ann. Behav. Med. 16, 95–106 (1994).
	 90.	 Turner-Cobb, J. M., Sephton, S. E., Koopman, C., Blake-Mortimer, J. & Spiegel, D. Social support and salivary cortisol in women 

with metastatic breast cancer. Psychosom. Med. 62, 337–345 (2000).
	 91.	 Rosenbaum, E. Racial/ethnic differences in asthma prevalence: the role of housing and neighborhood environments. J. Health. 

Soc. Behav. 49, 131–145 (2008).
	 92.	 Haas, J. S. et al. Racial segregation and disparities in cancer stage for seniors. J. Gen. Intern. Med. 23, 699–705 (2008).
	 93.	 Zhou Y., Bemanian A., & Beyer K.M., Housing discrimination, residential racial segregation, and colorectal cancer survival in 

southeastern Wisconsin. AACR​ (2017).
	 94.	 Schulz, A. J. et al. Social and physical environments and disparities in risk for cardiovascular disease: the healthy environments 

partnership conceptual model. Environ. Health Perspect. 113, 1817–1825 (2005).
	 95.	 Kershaw, K. N. & Albrecht, S. S. Racial/ethnic residential segregation and cardiovascular disease risk. Curr. Cardiovasc. Risk 

Rep. 9, 10 (2015).
	 96.	 LaVeist, T. A., Thorpe, R. J., Galarraga, J. E., Bower, K. M. & Gary-Webb, T. L. Environmental and socio-economic factors as 

contributors to racial disparities in diabetes prevalence. J. Gen. Intern. Med. 24, 1144 (2009).
	 97.	 Kershaw, K. N. et al. Metropolitan-level racial residential segregation and black-white disparities in hypertension. Am. J. Epi-

demiol. 174, 537–545 (2011).
	 98.	 Kershaw, K. N. & Pender, A. E. Racial/ethnic residential segregation, obesity, and diabetes mellitus. Curr. Diabetes Rep. 16, 108 

(2016).
	 99.	 Cole, S. W. Human social genomics. PLoS Genet. 10, e1004601 (2014).
	100.	 Massey, D. S. Segregation and stratification: a biosocial perspective. Du Bois Rev. 1, 7–25 (2004).
	101.	 Purser J.L., et al., Geographical segregation and IL-6: a marker of chronic inflammation in older adults. Biomark. Med. (2008)
	102.	 Simons, R. L. et al. Discrimination, segregation, and chronic inflammation: testing the weathering explanation for the poor 

health of Black Americans. Dev. Psychol. 54, 1993 (2018).
	103.	 Stringhini, S. et al. Socioeconomic status, structural and functional measures of social support, and mortality: the British 

Whitehall II Cohort Study, 1985–2009. Am. J. Epidemiol. 175, 1275–1283 (2012).
	104.	 Gronewold, J. et al. Association of social relationships with incident cardiovascular events and all-cause mortality. Heart 106, 

1317 (2020).
	105.	 Van Staden, W. C. & Coetzee, K. Conceptual relations between loneliness and culture. Curr. Opin. Psych. 23, 524–529 (2010).
	106.	 Youm, Y. et al. Social network properties and self-rated health in later life: comparisons from the Korean social life, health, and 

aging project and the national social life, health and aging project. BMC Geriatrics. 14, 102–117 (2014).
	107.	 Chalita, L. V., Colosimo, E. A. & Demétrio, C. G. Likelihood approximations and discrete models for tied survival data. Com-

mun. Stat. Theory Methods. 31, 1215–1229 (2002).
	108.	 Lamarca, R., Alonso, J., Gomez, G. & Muñoz, Á. Left-truncated data with age as time scale: an alternative for survival analysis 

in the elderly population. J. Gerontol. A Biol. Sci. 53, M337–M343 (1998).
	109.	 Radloff, L. S. A self-report depression scale for research in the general population. Appl. Psychol. Meas. 1, 385–401 (1977).
	110.	 Cacioppo, J. T., Fowler, J. H. & Christakis, N. A. Alone in the crowd: The structure and spread of loneliness in a large social 

network. J. Pers. Soc. Psychol. 97, 977–991 (2009).
	111.	 Hanratty, B., Stow, D., Collingridge, M. D., Valtorta, N. K. & Matthews, F. Loneliness as a risk factor for care home admission 

in the English longitudinal study of ageing. Age Ageing. 47, 896–900 (2018).
	112.	 Hughes, M. E., Waite, L. J., Hawkley, L. C. & Cacioppo, J. T. A short scale for measuring loneliness in large surveys: results from 

two population-based studies. Res. Aging. 26, 655–672 (2004).
	113.	 Bennett, K. M. Low level social engagement as a precursor of mortality among people in later life. Age Ageing. 31, 165–168 

(2002).



11

Vol.:(0123456789)

Scientific Reports |          (2021) 11:465  | https://doi.org/10.1038/s41598-020-80684-5

www.nature.com/scientificreports/

	114.	 Katja, P., Timo, T., Taina, R. & Tiina-Mari, L. Do mobility, cognitive functioning, and depressive symptoms mediate the associa-
tion between social activity and mortality risk among older men and women?. Eur. J. Ageing. 11, 121–130 (2014).

	115.	 Wasserman, S. & Faust, K. Social network analysis: methods and applications (Cambridge University Press, Cambridge, 1994).
	116.	 Herlitz, J. et al. The feeling of loneliness prior to coronary artery bypass grafting might be a predictor of short-and long-term 

postoperative mortality. Eur. J. Vasc. Endovasc. Surg. 16, 120–125 (1998).
	117.	 Olaya, B. et al. All-cause mortality and multimorbidity in older adults: The role of social support and loneliness. Exp. Gerontol. 

99, 120–126 (2017).
	118.	 Teguo, M. T. et al. Feelings of loneliness and living alone as predictors of mortality in the elderly: the PAQUID study. Psychosom. 

Med. 78, 904–909 (2016).
	119.	 Wang, H. et al. Mortality risk of loneliness in the oldest old over a 10-year follow-up. Aging. Ment. Health. 24, 35–40 (2020).
	120.	 Stickley, A. & Koyanagi, A. Loneliness, common mental disorders and suicidal behavior: findings from a general population 

survey. J. Affect. Disord. 197, 81–87 (2016).
	121.	 Lim L.L. & Kua E.-H., Living alone, loneliness, and psychological well-being of older persons in Singapore. Curr. Gerontol. 

Geriatr. Res. 2011, (2011).
	122.	 Khanna, R. C. et al. Cataract, visual impairment and long-term mortality in a rural cohort in India: the Andhra Pradesh eye 

disease study. PLoS ONE 8, e78002 (2013).
	123.	 Johnell, O. & Kanis, J. An estimate of the worldwide prevalence, mortality and disability associated with hip fracture. Osteoporos. 

Int. 15, 897–902 (2004).
	124.	 Kim, T. H. et al. Korean version of mini mental status examination for dementia screening and its’ short form. Psychiatry Investig. 

7, 102–108 (2010).
	125.	 Kosinski M., Ware J.E., Turner-Bowker D.M., & Gandek B., User’s manual for the SF-12v2 health survey : with a supplement 

documenting the SF-12® health survey. (QualityMetric Incorporated, 2007).
	126.	 Gandek, B. et al. Cross-validation of item selection and scoring for the SF-12 health survey in nine countries: results from the 

IQOLA project. International quality of life assessment. J. Clin. Epidemiol. 51, 1171–1178 (1998).
	127.	 Van Dam, N. T. & Earleywine, M. Validation of the center for epidemiologic studies depression scale—revised (CESD-R): 

pragmatic depression assessment in the general population. Psychiatry Res. 186, 128–132 (2011).
	128.	 Robins, J. M., Hernan, M. A. & Brumback, B. Marginal structural models and causal inference in epidemiology (LWW, Philadel-

phia, 2000).
	129.	 Robins, J. M., Greenland, S. & Hu, F.-C. Estimation of the causal effect of a time-varying exposure on the marginal mean of a 

repeated binary outcome. J. Am. Stat. Assoc. 94, 687–700 (1999).
	130.	 Cole, S. R. & Hernán, M. A. Constructing inverse probability weights for marginal structural models. Am. J. Epidemiol. 168, 

656–664 (2008).

Acknowledgements
This work was supported by the National Research Foundation of Korea funded by the Ministry of Education, 
Science, and Technology of the Republic of Korea (NRF-2017S1A3A2067165).

Author contributions
Y.Y. as the PI of the Korean Social Life, Health, and Aging Project (KSHAP) designed and organized the collec-
tion of the survey data set that produced the complete social network data of an entire village in South Korea. 
He also led the analyses and interpretation of the results. E.B. and J.B. designed and carried out the data analysis. 
Y.Y. and E.B. wrote and participated in the revision of the manuscript.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https​://doi.
org/10.1038/s4159​8-020-80684​-5.

Correspondence and requests for materials should be addressed to Y.Y.

Reprints and permissions information is available at www.nature.com/reprints.

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

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://creat​iveco​mmons​.org/licen​ses/by/4.0/.

© The Author(s) 2021

https://doi.org/10.1038/s41598-020-80684-5
https://doi.org/10.1038/s41598-020-80684-5
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	All-cause mortality and three aspects of social relationships: an eight-year follow-up of older adults from one entire Korean village
	Results
	Discussion
	Materials and methods
	Study sample and mortality. 
	Loneliness. 
	Social disengagement. 
	Group-level segregation. 
	Control variables. 
	Analytical strategy. 

	References
	Acknowledgements


