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Background: The sense of coherence (SOC) is reported to influence health, but

health may also have an impact on SOC. The objective of this study was to

examine the longitudinal associations between SOC and selected self-reported and

physician-assessed health outcomes over a period of 10 and 20 years and to determine

the predominant direction of the associations.

Methods: We conducted a population-based, longitudinal study, involving 392

participants (188 females and 204 males; mean age 43.01 years) who were followed

for a median of 10 and 18 years. Analyses of variance were carried out to examine the

longitudinal associations between SOC at baseline and health outcomes (i.e., self-rated

health status, SHS; physical health status assessed by a physician, PHS; self-reported

satisfaction with life, SWL) at follow-ups. The direction of associations was examined

using a cross-lagged model on correlation coefficients.

Results: There were significant group effects for SOC at baseline on SHS at 20-year

follow-up (F = 4.09, p = 0.018, ηp² = 0.041), as well as on SWL at 10-year

(F = 12.67, p < 0.01, ηp² = 0.072) and at 20-year follow-up (F = 8.09, p < 0.1,

ηp² = 0.069). SHS (r = 0.238, p < 0.01), PHS (r = −0.140, p < 0.05) and SWL

(r = 0.400, p < 0.01) predicted SOC at 10-year follow-up stronger than vice versa. The

direction of associations between SOC and health parameters at 20-year follow-up was

less consistent.

Conclusions: The long-term associations between SOC and self-reported and

physician-assessed health may be reciprocal in community-dwelling adults. More

research is needed to examine the predictive power of health on SOC and whether

interventions targeted at improving health parameters, may impact SOC.
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INTRODUCTION

Already 50 years have passed since Antonovsky introduced
a salutogenic model focusing on the origins of health and
well-being (1). This model seeks to explain why some individuals
are capable of maintaining and even improving their health in
stressful life situations. The main concept behind the salutogenic
approach is the sense of coherence (SOC). Antonovsky described
the SOC as a global orientation to view one’s own life as
structured, manageable, and meaningful (2). SOC can also be
understood as the capacity of a person to cope with stressors in
daily life by identifying and using their generalized resistance
resources (GRR, e.g., intelligence, ego identity, social support,
cultural and preventive health orientation) to maintain and
strengthen their health (3, 4). SOC is influenced by life experience
whereas the GRRs provide an individual with sets of meaningful
life prerequisites (5). Antonovsky emphasized that the SOC
concept is a dispositional orientation rather than a personality
trait or a coping strategy (6). Furthermore, the SOC represents
a salutogenic factor, actively promoting and facilitating
health (7).

Numerous empirical studies have shown that the SOC is
associated with positive subjective well-being, mental health,
and quality of life [for recent systematic reviews, see (8)] (9,
10). Furthermore, the SOC is associated with lower severity of
symptoms of anxiety and depression (3, 5, 11). The correlation
with health in general ranges from moderate to high, explaining
up to 66% of the variance in SOC depending on the assessment
tools used (12). The remaining variance is accounted for by
other factors such as age, social support, and education. In
addition, the SOC is also associated with physical health, but
reported correlations are usually significantly lower and less
consistent. This may indicate that the SOC mainly comprises an
individual’s mental, social, and spiritual resources to cope with
the challenges of life. Schumacher et al. also assumed that the
SOC does not directly affect physical health, but only indirectly
and mediated through coping behavior in stressful situations
(13). To date, only a few longitudinal studies with an observation
time, which is sufficient to analyze the predictive associations
of SOC on health and vice versa throughout a lifespan exist
(14–19). The SOC appears to have relatively high predictability,
both in a short term (i.e., several months) and a long term (i.e.,
several years) perspective (8). Länsimies et al. (9) reported that
a higher SOC in adolescents is a predictor of various health
outcomes (e.g., quality of life, health behavior, and mental health)
in adulthood. However, conflicting results have been reported
where SOC was not associated with health outcomes in adults.
(3). It has also been postulated that the relationship between
SOC and health could rather be reciprocal, i.e., SOC potentially
influences health, but health may also have an impact on SOC
(2, 8).

The aim of the present study was to examine the longitudinal
associations between SOC and three self-reported and physician-
assessed health outcomes in community-dwelling adults aged

Abbreviations:GRR, generalized resistance resources; PHS, physical health status;
SHS, self-rated health status; SOC, sense of coherence; SWL, satisfaction with life.

≥33 years. This included (a) examining the associations
between SOC at baseline (as predictor variable) and health
outcomes at follow-ups (as outcome variables), and (b)
identifying the predominant directions of associations between
SOC and health outcomes through cross-lagged analyses.
We hypothesized that SOC at baseline would be associated
with more favorable health outcomes at follow-up, but that
nowadays the current or previous health status may be a
better predictor for SOC than vice versa. This implies that the
predominant direction of causality between SOC and health
parameters has shifted in today’s relatively healthy society.
This knowledge might be crucial for current interventions
to prevent the potential multiplication of negative life events
(e.g., accidents, the manifestation of chronic disease) as they
influence both current health status and SOC as a potential future
protective factor.

MATERIALS AND METHODS

Study Population
The study was conducted in the setting of a community-
based, longitudinal research in southern Germany (20). Data
from five measurement waves carried out in 1992, 1997,
2002, 2010, and 2015 were used. Participants aged ≥33
years were randomly selected from the residents’ registration
offices in Bad Schönborn, Germany. All participants gave
written informed consent before taking part in the research.
Participation was voluntary. The study was approved by a
scientific advisory council, the Schettler Clinic, Bad Schönborn,
Germany as well as the ethics committee of the Karlsruhe
Institute of Technology (KIT). We strictly followed ethical
guidelines from the German Psychological Society. All data was
analyzed anonymously.

Overall, 392 individuals (188 females and 204 males) aged
33–67 years participated in this study. The response rate of the
initial sample in 1992 was 56%. For the initial sample, individuals
from five age strata (i.e., 35, 40, 45, 50, and 55 ± 2 years) were
invited for participation. A non-responder telephone interview
showed no significant differences in socioeconomic status (SES),
physical health status, and physical activity between participants
and invited non-participants except for migration background
(21). In each subsequent wave, additional participants from 28 to
38 years of age were recruited to compensate for dropouts (22).
The sample characteristics concerning SES are representative of a
rural community in Germany (23).

The sample for the 10-year follow-up analysis on the
associations between SOC and health outcomes consists of 349
individuals (166 females and 183males) aged 33-67 years; and for
the 20-year comparison, the sample consists of 240 individuals
(113 females and 127 males) aged 33–62 years. The first-ever
participation of an individual in the study was considered the
baseline measurement (i.e., 1992, 1997, 2002). If participants
had valid data from study participation 10 or 20 years after the
baseline measurement then these data were considered for the
10-respectively, 20-year analyses. Missing data led to exclusion
from the study.

Frontiers in Public Health | www.frontiersin.org 2 December 2021 | Volume 9 | Article 739394

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Dziuba et al. Sense of Coherence and Health

Measures
Details on study procedures and measures have been published
elsewhere (21). In every study year, the data assessment took place
between May and June.

Socioeconomic Status (SES). Based on methods for social
structure analyses (24), participants were grouped into four
SES categories using self-reported information about formal
education and professional status. If participants were not
working or data was missing, the professional status of the
spouse or partner was used. The four SES categories are low,
low/medium, medium/high, and high.

Physical activity. Participants were classified into being
physically active or inactive based on two questions, i.e., “Do you
engage in sports?” with response options yes or no, and “What
type of sports do you do?” Individuals with missing information
were excluded from the distribution.

Sense of coherence (SOC). The authorized German
translation of the 13-item version of the Orientation to Life
Questionnaire (SOC-13) was used (2). The answers are provided
on a seven-point response scale ranging from 1 point to 7
points, with 1 and 7 indicating extreme feelings about questions
(and statements) about how one’s life is experienced (e.g.,
“when you talk to people, do you have the feeling that they
do not understand you?” is scored from 1 = “never have this
feeling” to 7 = “always have this feeling”). A total score for
all 13 items of the SOC-13 was computed, ranging between
13 and 91 points. Higher values indicate a stronger SOC.
Participants who had not answered all 13 questions were
excluded. The SOC-13 has proven to be a reliable, valid, and
cross-culturally applicable instrument that measures how
individuals manage stressful situations and maintain their
well-being (12, 13, 25, 26).

Self-rated health status (SHS). All participants were asked to
rate their health status by answering the following 5 questions:
“how do you describe your health status?,” “how does your
current health status affect your job performance?,” “how does
your current health status affect your leisure activities?,” “how do
you describe your health status compared to others of your age
and gender?” and “has your health status changed in the last 5
years?” Responses were given on a scale of 1–5 points, where 1
indicates a very low health status and 5 reflects a very high health
status (e.g., “how do you describe your health status” is scored
from 1 = “very poor” to 5 = “very good”). Missing values were
imputed by the mean value of the participant. An overall score
was calculated for the self-rated health status, ranging between 5
and 25 points with a higher score indicating a better self-rated
health status.

Physical health status (PHS). Physical health status was
assessed based on a thorough medical examination performed
by a licensed physician. If any part of the examination could not
be performed, the physician provided a subjective assessment to
prevent missing values. After the comprehensive examination,
the physician made a diagnosis of 0 = “no limitations,” 1 =

“minor limitations, not impacting daily life,” 2 = “limitations,
impacting daily life,” and 3 = “major limitations, heavily
impacting daily life” concerning orthopedic, neurological, and
cardiovascular health. An overall score was created of the three

diagnoses, ranging from 0 to 9 points. A higher score suggests
more limitations.

Satisfaction with life (SWL). Satisfaction with life in general
was measured by a single question “how satisfied are you with
your life?,” with response options ranging from 1 = “very
dissatisfied” to 5= “very satisfied.”

Data Analysis
Demographics of the study samples at baseline were calculated
separately for the 10- and 20-year analyses. For categorical
variables (e.g., sex, physically active, SES), we calculated number
(N) and percentage (%), for continuous variables (e.g., age),
we calculated means (M) and standard deviations (SD). To test
for changes between baseline and 10- and 20-year follow-up,
respectively, we ran paired t-tests. Analyses of variance (ANOVA)
controlled for age and sex were carried out to examine the
longitudinal associations between SOC at baseline and the three
different health outcomes (i.e., SHS, PHS, and SWL) at 10 and
20 years of follow-up, respectively. To assess the differences
between individuals with different SOC statuses, individuals are
frequently divided into different percentiles based on their SOC
scores (27–30). In line with these studies, the SOC variable
at baseline was divided into three subgroups at the 20% and
80%-percentiles. Participants with a score of 13-54 points were
considered as having a low SOC (i.e., 20% of participants with
lowest SOC), 55–64 points indicated a moderate SOC, and 65-
91 points indicated a high SOC (i.e., 20% of participants with
highest SOC). These SOC groups were entered into the models
as between-subjects factors whereas the repeated measures were
considered as within-subjects factors.

In addition, a cross-lagged model on correlation coefficients
to ascertain the direction of the associations between SOC and
health outcomes was performed. Although cross-lagged designs
should not be interpreted as definitive proof of causality, they
can be an indication of the predominant direction of effects over
time (24, 31, 32). In a cross-lagged design two variables X and
Y are measured at two time points, resulting in three types of
relations: within-time or synchronous relations indicating the
cross-sectional association between X1 and Y1, or X2 and Y2;
autoregressive or stability relations indicating the longitudinal
prediction of X2 by X1, orY2 by Y1; and cross-lagged relations
indicating the longitudinal prediction of Y2 by X1, or X2 by
Y1 (7). Pearson’s product moment correlation coefficients were
calculated for the analysis of the partial correlations. The effect
sizes applied in this study follow Cohen’s recommendation for
behavioral sciences: r = 0.1 small; r = 0.3, medium; and r = 0.5,
large (33). Sex and age at baseline were included in these models
as covariates.

A p-value < 0.05 was considered to be statistically significant.
The data were analyzed using SPSS for Windows, version 26
(Chicago, Illinois, USA).

RESULTS

Demographic Characteristics
Descriptive statistics of the samples at baseline for the 10- and
20-year follow-up analyses, as well as of SOC, SHS, PHS, and
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TABLE 1 | Demographics of the samples for 10- and 20-year follow-up analyses.

Variables All participants n = 392 10-year follow-up

n = 349

20-year follow-up

n = 240

Sex, n (%)

Female 188 (48) 166 (48) 113 (47)

Male 204 (52) 183 (52) 127 (53)

Age* in years, M (SD) 43.01 (8.19) 43.00 (8.24) 42.54 (7.71)

SES*, n (%)

Low 25 (6.5) 24 (7.0) 11 (4.7)

Low/medium 97 (25.2) 83 (24.1) 61 (25.8)

Medium/high 147 (37.5) 134 (39.0) 83 (35.2)

High 116 (30.1) 103 (29.9) 81 (34.3)

Physically active*, n (%) 251 (64.5) 223 (64.5) 166 (69.5)

Baseline Follow-up Baseline Follow-up

SOC total score, M (SD) 59.90 (6.94) 68.56 (10.28) 59.19 (6.03) 68.28 (10.58)

SOC groups, n (%)

Low 68 (19.7) 31 (8.9) 44 (18.4) 21 (8.8)

Moderate 203 (58.7) 67 (19.3) 154 (64.4) 44 (18.3)

High 75 (21.7) 250 (71.8) 41 (17.2) 175 (72.9)

SHS total score, M (SD) 17.35 (2.60) 16.94 (3.25) 17.36 (2.58) 16.86 (3.14)

PHS total score, M (SD) 1.60 (1.38) 1.35 (1.80) 1.63 (1.32) 2.17 (1.80)

SWL total score, M (SD) 4.11 (0.59) 4.12 (0.63) 4.13 (0.55) 4.17 (0.63)

SES, socioeconomic status; SOC, sense of coherence: 13–91 points; SHS, self-rated health status: 5–25 points; PHS, physical health status: 0–9 points; SWL, satisfaction with life:

1–5 points *at baseline.

SWL variables at baseline and follow-up are shown in Table 1.
The distributions of sex, age, SES, and the number of physically
active persons are very similar in both study samples.

In the sample for the 10-year analyses, SOC total score showed
a significant increase from baseline to follow-up (p < 0.01).
Similarly, when comparing the SOC groups, the number of
participants in low and medium SOC groups decreased from
baseline to follow-up, whereas the number of participants in
the high SOC group increased from baseline to follow-up.
With regard to the different health-related outcomes, both SHS
total score (i.e., subjective) and PHS total score (i.e., objective)
showed a minimal decrease (SHS: p = 0.014; PHS: p = 0.228)
from baseline to follow-up. However, in general, participants
reported low limitations at both baseline and follow-up. Finally,
participants reported a high SWL total score both at baseline and
at follow-up. There was only a slight increase inmean scores from
baseline to follow-up (p= 0.478).

In the sample for the 20-year analyses, SOC mean total score
increased significantly from baseline to follow-up (p < 0.01).
However, the health status of participants declined, i.e., SHS
showed a small decrease (p = 0.106) between baseline and
follow-up, whereas PHS increased significantly between baseline
and follow-up (p < 0.01); and SWL mean total score increased
slightly (p= 0.207).

Longitudinal Associations Between SOC
and Health Outcomes
The results of the ANOVA are shown in Table 2, separately for
the 10-year and 20-year follow-up samples.

Self-rated health status (SHS): Participants reported lower
SHS scores at follow-up compared to baseline across all SOC
groups in the 10-year model. At baseline, the moderate SOC
group had the highest SHS. SHS at 10-year follow-up was highest
in participants with high SOC at baseline. However, no significant
time, group, or interaction effect could be found. The trend was
similar in the 20-year model, i.e., participants with higher SOC
at baseline reported higher SHS at both baseline and follow-up.
Of note, the mean SHS total score decreased between baseline
and 20-year follow-up across all SOC groups. A significant group
effect was found (F = 4.09, p= 0.18, ηp²= 0.041).

Physical health status (PHS): Participants with moderate and
high SOC at baseline and follow-up showed numerically higher
mean PHS scores, albeit not significant. The results in the 20-
year model differ from those in the 10-year model such that
across all baseline SOC groups, PHS increased significantly from
baseline to 20-year follow-up. No time, group, or interaction
effect was found.

Satisfaction with life (SWL): At 10-year follow-up,
participants with a moderate SOC at baseline had the highest
SWL total score. SWL mean total score increased between
baseline and 10-year follow-up in the low and moderate SOC
group and decreased in the high baseline SOC group. For the
10-year model, a significant group effect was observed (F =

12.67, p < 0.01, ηp² = 0.072). In the 20-year model, SWL mean
total score increased between baseline and follow-up across
all baseline SOC groups, and participants with a higher SOC
reported a higher SWL at both baseline and 20-year follow-up.
A significant group effect was found (F = 8.09, p = 0.002,
ηp²= 0.069).
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TABLE 2 | ANOVA on longitudinal associations between SOC groups at baseline and SHS, PHS and SWL at 10- and 20-year follow-up.

10 years 20 years

n Baseline Follow-up n Baseline Follow-up

SHS M (SD) score

SOC Low 56 16.77 (2.79) 16.54 (3.38) 35 16.34 (2.78) 16.26 (2.99)

Moderate 175 17.66 (2.37) 16.83 (3.38) 123 17.47 (2.57) 16.92 (3.41)

High 66 17.53 (2.84) 17.44 (2.75) 37 17.70 (2.50) 17.08 (2.17)
∑

297 17.46 (2.58) 16.91 (3.22) 195 17.31 (2.62) 16.83 (3.14)

Time F(1, 292) = 0.61, p = 0.436, ηp² = 0.002 F(1, 190) = 0.31, p = 0.577, ηp² = 0.002

Group F(2, 292) = 2.79, p = 0.062, ηp² = 0.019 F(2, 190) = 4.09, p = 0.018, ηp² = 0.041

Time*group FF(2,292) = 1.50, p = 0.226, ηp² = 0.010 F(2, 190) = 0.13, p = 0.878, ηp² = 0.001

PHS M (SD) score

SOC Low 54 1.33 (1.30) 0.96 (1.50) 42 1.29 (1.09) 1.79 (1.76)

Moderate 170 1.49 (1.35) 1.51 (1.95) 144 1.68 (1.39) 2.23 (1.83)

High 62 1.53 (1.45) 1.34 (1.65) 38 1.61 (1.22) 2.42 (1.72)
∑

286 1.47 (1.36) 1.37 (1.82) 224 1.59 (1.31) 2.18 (1.81)

Time F(1, 281) = 0.04, p = 0.852, ηp² = 0.000 F(1, 219) = 1.42, p = 0.234, ηp² = 0.006

Group F(2, 281) = 1.44, p = 0.239, ηp² = 0.010 F(2, 219) = 0.41, p = 0.663, ηp² = 0.004

Time*group F(2, 281) = 1.02, p = 0.361, ηp² = 0.007 F(2, 219) = 0.25, p = 0.779, ηp² = 0.002

SWL M (SD) score

SOC Low 63 3.78 (0.77) 3.92 (0.68) 42 3.90 (0.69) 4.02 (0.64)

Moderate 194 4.16 (0.48) 4.19 (0.56) 143 4.14 (0.48) 4.17 (0.63)

High 73 4.25 (0.55) 4.15 (0.74) 40 4.30 (0.52) 4.38 (0.54)
∑

330 4.11 (0.58) 4.13 (0.64) 225 4.12 (0.55) 4.18 (0.62)

Time F(1, 325) = 1.33, p = 0.715, ηp² = 0.000 F(1, 220) = 0.28, p = 0.598, ηp² = 0.001

Group F(2, 325) = 12.67, p < 0.01, ηp² = 0.072 F(2, 220) = 8.09, p < 0.01, ηp² = 0.069

Time*group F(2, 325) = 2.24, p = 0.108, ηp² = 0.014 F(2, 220) = 0.43, p = 0.654, ηp² = 0.004

SOC, sense of coherence; SHS, self-rated health status; PHS, physical health status; SWL, satisfaction with life; controlled for sex & age; p indicates statistical significance; ηp² = partial

eta squared to indicate effect size; total n changes as information on various health outcomes was not available on all participants (missing data).

FIGURE 1 | Cross-lagged model linking SOC and SHS in 10- and 20-year comparison; N = 395 for all analyses; adjusted for sex & age; *p ≤ 0.05; **p ≤ 0.01; SOC,

sense of coherence; SHS, self-rated health status.

Direction of Associations Between SOC
and Health Outcomes
All cross-lagged partial correlations with sex and age at baseline
as covariates are presented in Figures 1–3.

The first cross-lagged model is linking SOC and SHS
(Figure 1). In the 10-year comparison, stability coefficients were
moderate, ranging from 0.314 (SOC) to 0.377 (SHS). Regarding
the cross-lagged relations, both correlation coefficients were
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FIGURE 2 | Cross-lagged model linking SOC and PHS in 10- and 20-year comparison; N = 395 for all analyses; adjusted for sex & age; *p ≤ 0.05; **p ≤ 0.01; SOC,

sense of coherence; PHS, physical health status.

FIGURE 3 | Cross-lagged model linking SOC and SWL in 10- and 20-year comparison; N = 395 for all analyses; adjusted for sex & age; **p ≤ 0.01; SOC, sense of

coherence; SWL, satisfaction with life.

small. However, SHS at baseline positively predicted SOC at
follow-up more strongly (r = 0.238) than vice versa (r =

0.142). In the 20-year comparison, the stability relation was small
regarding SOC (r = 0.228) and moderate regarding SHS (r =

0.368). Only a significant small cross-lagged correlation between
SOC at baseline and SHS at follow-up (r = 0.209) was found. Of
note, within-time relations between SOC and SHS were small at
baseline (r = 0.214) and moderate both at 10-year (r = 0.366)
and 20-year follow-up (r = 0.361).

The second cross-lagged model describes the association
between SOC and PHS (Figure 2). Stability coefficients in the 10-
year comparison ranged from 0.269 (PHS) to 0.314 (SOC). No
significant cross-lagged relationship between SOC at baseline and
PHS at follow-up was found, in turn, the correlation coefficient
between PHS at baseline and SOC at follow-up was small. Less
limitation (i.e., lower PHS scores) at baseline positively predicted
SOC at 10-year follow-up (r= 0.140). In the 20-year comparison,
the stability relation was small regarding SOC (r = 0.228) and
moderate regarding PHS (r = 0.346). No significant cross-lagged
relation was found, whereas small within-time relations at all
measurement times were observed.

Figure 3 is showing the third cross-lagged model linking
SOC and SWL. In the 10-year comparison, moderate stability
coefficients were found for both SOC (r = 0.314) and SWL (r
= 0.346). Regarding the cross-lagged correlation, the correlation
coefficient was small between SOC at baseline and SWL at follow-
up (r = 0.152), whereas it was moderate between SHS at baseline
and SOC at follow-up (r = 0.400). In the 20-year comparison,
stability coefficients ranged from 0.228 (SOC) to 0.315 (SWL).
The cross-lagged correlations were small for both directions of
effects, i.e., a high SOC at baseline positively predicted SWL at
20-year follow-up (r = 0.209), and a high SHS at baseline vice
versa positively predicted SOC at 20-year follow-up (r = 0.201).
Within-time coefficients were moderate at all measurement
times, ranging from 0.134 (baseline) to 0.484 (10-year follow-up).

DISCUSSION

With regard to the first research question, we observed that SOC
total score increased significantly over 10 and 20 years of follow-
up. In the 10-year model, there was no significant change in
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health status (i.e., SHS, PHS, and SWL), whereas in the 20-year
model physical health status decreased significantly regardless of
SOC at baseline. Antonovsky (1, 2) assumed SOC to be a health
resource that was fundamentally acquired in early childhood
and adolescence without any major changes after the age of 30.
According to our results and other studies, we assume that SOC
develops positively along the entire lifetime (34). Furthermore,
our results showed that SOC at baseline appears to have a
significant influence on SHS at 20-year-follow-up as well as on
SWL at 10- and 20-year follow-up, but not on PHS. Thus, SOC
may have a greater impact on subjective health than objective
health. These findings are in line with previous longitudinal
studies reporting that SOC is associated with positive subjective
well-being, mental health, and a lower number of subjective
complaints and symptoms of illness (3, 5, 14, 15, 17–19, 35).
Suominen and Lindström (36) reported that people who have
developed a strong SOC manage disease (i.e., mental, physical,
or social) better than those with a weak SOC. This relation was
not only found among adults but also among adolescents (7, 37).
Furthermore, SOC is strongly related to self-rated health score
and possession of health-promoting resources that support the
development of a positive subjective state of health (8). Our study
adds to the existing body of research by providing preliminary
evidence of longitudinal associations between SOC at baseline
and better SWL at both 10 and 20 years of follow-up. This
relationship supports Antonovsky’s view of the SOC as a global
life orientation. He assumed that a strong SOC reduces the
perceived strain of life (36).

Regarding the cross-sectional associations between SOC and
health outcomes, we found positive correlations between SOC at
baseline and SHS at both follow-ups, whereas SHS at baseline
only predicted SOC at 10-year follow-up. No correlations were
found between SOC at baseline and PHS at follow-ups, while
PHS at baseline positively predicted SOC at 10-year follow-up.
In contrast, positive correlations were found in both directions
between SOC and SWL in the 10- and 20-year comparison.
Thus, one may conclude that SOC appears to be a predictor
for SHS and SWL but not for PHS. However, in the 10-year
comparison, the predictive effect of health variables (i.e., SHS,
PHS, and SWL) on SOC was even stronger than vice versa. A
potential explanation for these findings might be the reciprocal
relationship between SOC and health outcomes, especially in
the medium-term relation. For example, it was reported that
the stronger the SOC, the better the perceived quality of life
in general (8). Furthermore, SOC seems to be associated with
health-enhancing or preserving behavior, e.g., less use of alcohol,
being a non-smoker, better oral health care, and better social
competence (4, 38).

Overall with regard to the second research question, our data
of the 10-year analyses showed that SHS, PHS, and SWL at
baseline predicted SOC at follow-up better than vice versa. This
may indicate that the previously reported relationship between
SOC and health is reciprocal. Within a group of chiropractors,
Alcantara et al. (39) were able to confirm the predictive power
of mental and physical health for SOC through a random forest
analysis. They even found evidence that despite low physical
health scores, a high mental health score predicted a high

SOC. The results of the 20-year analyses revealed inconsistent
associations between SOC and health outcomes, speaking for the
declining importance of previous health issues on the SOC in the
long-term relationship. As of today, to the best of our knowledge,
only the predictive effect of SOC on health and not vice versa has
been examined, with several studies reporting that SOC seems to
be a health resource promoting resilience and the development
of a positive subjective state of health. Data from Suominen et al.
(5) confirmed that SOC predicts a positive subjective state of
health in a Finnish population over a period of 4 years. A 19-
year register-based prospective study from Finland showed that
a strong SOC at baseline was associated with a reduced risk of
psychiatric disorders 19 years later (17). However, conflicting
results have also been reported. For instance, Kivimäki et al.
(16) could not find a predictive longitudinal relationship between
SOC and health, and there was no difference in the development
of health between individuals with a high SOC vs. those with a
moderate or low SOC.

Despite empirical findings supporting the importance and
validity of the salutogenic theory, there is a lack of knowledge
about how SOC develops over time, and how it could be
strengthened by interventions or even lowered by crucial life
events (40). Some researchers assumed that there is a complex
empowerment process characterized by both challenges and
a certain willingness of an individual to solve problems (30,
36). It is conceivable that this empowerment process can be
supported by good health status. In today’s Western societies,
the economic status of the general population is at a relatively
higher level compared to previous times and other populations
(i.e., developing countries). Therefore, individualsmay have good
internal healing resources, i.e., the potential for active adaptation
to new circumstances. This makes it possible for persons to
maintain better health for longer periods, which in turn may
influence the SOC itself over time. Kase et al. (41) suggested
that improving life skills is effective in strengthening SOC.
Antonovsky was aware of the impact of social conditions on
peoples’ health in a society, and he explicitly pointed out the
responsibility of the society to create conditions that induce the
strengths of coping. Furthermore, he emphasized focusing on
structures supporting health rather than on specific risk factors.
In addition to programs reducing such risk factors (e.g., obesity,
high blood pressure, or smoking), the attention should therefore
also be on salutogenic structures of the society. By improving
social support or reducing poverty, it is possible to reduce the
risk of disease in the long term (42). Therefore, the original
definition of SOC as an individual global orientation of the world
should be broadened to wider levels like family and community
coherence (43).

Our study should be interpreted in light of its strengths and
limitations. The main strength of this study is the longitudinal,
population-based design with a long follow-up of 20 years.
As previous research has mainly utilized cross-sectional study
designs, our study may be among the first to report the
longitudinal associations between SOC and both self-reported
(i.e., SHS, SWL) and objective health outcomes assessed by a
physician based on a medical examination (i.e., PHS). The main
limitations of the study pertain to the use of questionnaires
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which may be prone to recall or social desirability bias, albeit
all questionnaires used in this research are validated and
have been used in large-scale research before. Further studies
should therefore also consider hard outcomes (e.g., mortality).
Furthermore, in addition to the orthopedic, neurological, and
cardiovascular criteria mentioned in this study, it would be
recommended to expand the medical examination to include
additional clinical parameters such as baseline biomarkers or
information about chronic diseases.

In addition, as in any observational study, we cannot draw any
conclusion about cause and effect. Nevertheless, the cross-lagged
model is a simple and powerful method to test reciprocal effects
and has therefore been widely used. However, the application of
the cross-laggedmodel has also been criticized as the cross-lagged
estimates conflate between-person and within-person processes,
and thus the results may not represent the actual within-person
relationship over time [e.g., (44)]. To address this limitation,
Hamaker et al. (45) proposed random intercepts cross-lagged
model (RI-CLPM) as an alternative. This model allows testing
the reciprocal effects within individuals by the inclusion of a
latent variable that represents a time-invariant trait-like factor.
Since we used ANOVAs to examine between-person and within-
person processes in our study, the cross-lagged model was used
as an additional analysis where predicting the outcome was the
main analytic purpose. However, future studies should include
this aspect.

Furthermore, there are other concepts contributing to positive
health development, e.g., resilience and empowerment which
we did not consider in our analyses. It must be noted that
these concepts may be related to SOC and our reported
findings. Because of participant attrition, we compared baseline
parameters between participants with available data at 20-year
follow-up (n= 240) and participants who were missing at follow-
up (n = 152). We found that participants missing at follow-up
had a slightly higher (t = 1.98, df = 257.55; p = 0.049) baseline
SOC score (M = 60.68, SD = 7.86) compared to participants
with available data at 20-year follow-up (M = 59.19, SD =

6.03). Thus, a possible impact of survival bias on the increase
in SOC over time in our sample is unlikely. Likewise small but
statistically significant differences between respondents and non-
respondents were found for SES (χ ² = 8.26; df = 3; p = 0.041)
and physical activity level (χ ² = 6.59; df = 1; p = 0.010), but not
for sex (χ ² = 0.190; df = 1; p = 0.663), age (χ ² = 36.45; df =
29; p = 0.161), SHS (t = −0.38; df = 377; p = 0.707), PHS (t =
0.27; df = 268.79; p = 0.787) and SWL (t = −0.86; df = 382;
p = 0.389). At baseline, 9.4% of non-responder belonged to the
low SES group, 23.5% to the high SES group and 56.7% engaged
in sports whereas only 4.7% of responder belonged to a low SES,
but 34.3% to a high SES and 69.5% engage in sports at baseline.
A potential influence of SES needs to be considered, as our study
was conducted in a predominantly Caucasian community in a
rather wealthy town in South-Western Germany, as reflected

in the comparatively high SES in the demographic data of the
sample. Especially since there is evidence that SES is positively
related to SOC (46) and seems to have an impact on health
and well-being (47). Gomes et al. (48) postulated that SES is
an important predictor of health behavior and health-related
quality of life. Other results indicated that deficits in health
and social resources were largely responsible for the precipitous
decline in SOC after age 70. When controlling for these deficits,
SOC increased continuously into advanced old age (49). An
element of selection bias may therefore be present and should
be considered when interpreting results. Thus, findings may not
be generalizable to predominantly urban areas or larger cities, as
well as to communities with a higher frequency of persons with
migration backgrounds and/or less wealthy communities.

We provided evidence of reciprocal longitudinal associations
between SOC and both self-reported and physician-assessed
health in community-dwelling adults aged ≥33 years. The fact
that our study could show that the SOC is not only a protective
factor for health in later life, but also significantly decreases with
previous health issues (in the medium-term relation of 10 years),
can be interpreted as a need to strengthen individuals concepts
of life after crucial health issues and to emphasize in general
the importance of mental health in current Western societies.
More research is needed to confirm our findings and to further
untangle the direction of associations between SOC and health
in adults.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed
and approved by Ethics Committee of the Karlsruhe
Institute of Technology (KIT). The patients/participants
provided their written informed consent to participate in
this study.

AUTHOR CONTRIBUTIONS

AD, JK-R, and SS analyzed and interpreted the data. AD prepared
the draft manuscript, while JK-R, SS, KB, and AW provided
the critical revisions. All authors contributed to the article and
approved the submitted version.

FUNDING

The authors did receive specific funding from AOK Mittlerer
Oberrhein and the community of Bad Schönborn for
this research.

REFERENCES

1. Antonovsky A. Health, Stress and Coping. San Francisco: Jossey-Bass (1979).

2. Antonovsky A. Unraveling the Mystery of Health. How

People Manage Stress and Stay Well. San Francisco:
Jossey-Bass (1987).

Frontiers in Public Health | www.frontiersin.org 8 December 2021 | Volume 9 | Article 739394

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Dziuba et al. Sense of Coherence and Health

3. Mittelmark MB, Sagy S, ErikssonM, Bauer GF, Pelikan JM, Lindström B, et al.
The Handbook of Salutogenesis. Cham: Springer (2017).

4. Suraj S, Singh A. Study of sense of coherence health promoting
behavior in north Indian students. Indian J Med Res. (2011) 134:645–52.
doi: 10.4103/0971-5916.90989

5. Suominen S, Helenius H, Blomberg H, Uutela A, Koskenvuo M. Sense
of coherence as a predictor of subjective state of health - results
of 4 years follow-up of adults. J Psychosom Res. (2001) 50:77–86.
doi: 10.1016/S0022-3999(00)00216-6

6. Antonovsky A. The salutogenic model as a theory to guide health promotion.
Health Promot Int. (1996) 11:11–8. doi: 10.1093/heapro/11.1.11

7. Apers S, Luyckx K, Rassart J, Goossens E, Budts W, Moons P. Sense of
coherence is a predictor of perceived health in adolescents with congenital
heart disease: a cross-lagged prospective study. Int J Nurs Stud. (2013) 50:776–
85. doi: 10.1016/j.ijnurstu.2012.07.002

8. Eriksson M, Lindström B. Antonovsky’s sense of coherence scale and its
relation with quality of life: a systematic review. J Epidemiol Community

Health. (2007) 11:938–44. doi: 10.1136/jech.2006.056028
9. Länsimies H, Pietilä AM, Hietasola-Husu S, Kangasniemi M. A systematic

review of adolescents’ sense of coherence and health. Scand J Caring Sci. (2017)
31:651–61. doi: 10.1111/scs.12402

10. Eriksson M, Lindström B. Antonovsky’s sense of coherence scale and the
relation with health: a systematic review. J Epidemiol Community Health.
(2006) 60:376–81. doi: 10.1136/jech.2005.041616

11. Moksnes UK, Espnes GA. Sense of coherence in association with stress
experience and health in adolescents. Int J Environ Res Public Health. (2020)
17:3003. doi: 10.3390/ijerph17093003

12. Eriksson M, Lindström B. Validity of Antonovsky’s sense of coherence scale:
a systematic review. J Epidemiol Community Health. (2005) 59:460-466.
doi: 10.1136/jech.2003.018085

13. Schumacher J, Wilz G, Gunzelmann T, Brähler E. Die Sense of Coherence
Scale von Antonovsky - Teststatistische Überprüfung in einer repräsentativen
Bevölkerungsstichprobe und Konstruktion einer Kurzskala [The Antonovsky
Sense of Coherence Scale. Test statistical evaluation of a representative
population sample and construction of a brief scale]. Psychother Psychosom
Med Psychol. (2000) 50:472–82. doi: 10.1055/s-2000-9207

14. Ayo-Yusuf OA, Reddy PS, van den Borne BW. Longitudinal association
of adolescents’ sense of coherence with tooth-brushing using an integrated
behaviour change model. Community Dent Oral Epidemiol. (2009) 37:68–77.
doi: 10.1111/j.1600-0528.2008.00444.x

15. Hakanen JJ, Feldt T, Leskinen E. Change and stability of sense of coherence
in adulthood: longitudinal evidence from the healthy child study. J Res Pers.
(2007) 41:602–17. doi: 10.1016/j.jrp.2006.07.001

16. Kivimäki M, Feldt T, Vahtera J, Nurmi JE. Sense of coherence and health:
evidence from two cross-lagged longitudinal samples. Soc Sci Med. (2000)
50:583–97. doi: 10.1016/S0277-9536(99)00326-3

17. Kouvonen AM, Väänänen A, Vahtera J, Heponiemi T, Koskinen A, Cox
SJ, et al. Sense of coherence and psychiatric morbidity: a 19-year register-
based prospective study. J Epidemiol Community Health. (2009) 64:255–61.
doi: 10.1136/jech.2008.083352

18. Langeland E, Wahl AK. The impact of social support on mental health service
users’ sense of coherence: a longitudinal panel survey. Int J Nurs Sci. (2009)
46:830–7. doi: 10.1016/j.ijnurstu.2008.12.017

19. Nilsson B, Holmgren L, Stegmayr B,WestmanG. Sense of coherence - stability
over time and relation to health, disease, and psychosocial changes in a general
population: a longitudinal study. Scand J Public Health. (2003) 31:297–304.
doi: 10.1080/14034940210164920

20. Bös K, Tittlbach S, Woll A, Suni J, Oja P. FinGer - physical activity, fitness and
health. An international longitudinal study in Bad Schönborn and Tampere.
Int Sports Stud. (2012) 34:42–50.

21. Woll A, Tittlbach S, Schott N, Bös K. Diagnose Körperlich-Sportlicher

Aktivität, Fitness und Gesundheit [Diagnostic of physical activity, fitness and

health]. Berlin: Dissertation.de (2004).
22. Schmidt SCE, Tittlbach S, Bös K, Woll A. Different types of physical activity

and fitness and health in adults: an 18-year longitudinal study. BioMed Res Int.

(2017) 1–10. doi: 10.1155/2017/1785217
23. Krug S, Jordan S, Mensink GBM, Müters S, Finger JD, Lampert T. Physical

activity - results from the study of adult health in Germany (DEGS1).

Bundesgesundheitsblatt. (2013) 56:765–71. doi: 10.1007/s00103-012-1
661-6

24. Hradil S. Sozialstrukturanalyse in Einer Fortgeschrittenen Gesellschaft [Social

structure analysis in an advanced society]. Wiesbaden: VS Verlag für
Sozialwissenschaften (1987).

25. Antonovsky A. The structure and properties of the sense of coherence scale.
Soc Sci Med. (1993) 36:725–33. doi: 10.1016/0277-9536(93)90033-Z

26. Feldt T, Lintula H, Suominen S, Koskenvuo M, Vahtera J, Kivimäki M.
Structural validity and temporal stability of the 13-item sense of coherence
scale: prospective evidence from the population-based HeSSup study. Qual
Life Res. (2006) 16:483–93. doi: 10.1007/s11136-006-9130-z

27. Ahola AJ, Mikkilä V, Saraheimo M, Wadén J, MäkimaTtila S, Forsblom
C, et al. Sense of coherence, food selection and leisure time physical
activity in type 1 diabetes. Scand J Public Health. (2012) 40:621-8.
doi: 10.1177/1403494812460346

28. Konttinen H, Haukkala A, Uutela A. Comparing sense of coherence,
depressive symptoms and anxiety, and their relationships with
health in a population based study. Soc Sci Med. (2008) 66:2401–12.
doi: 10.1016/j.socscimed.2008.01.053

29. Kouvonen AM, Väänänen A, Woods SA, Heponiemi T, Koskinen A,
Toppinen-Tanner S. Sense of coherence and diabetes: a prospective
occupational cohort study. BMC Public Health. (2008) 8:46.
doi: 10.1186/1471-2458-8-46

30. Nilsen V, Bakke PS, Rohde G, Gallefoss F. Is sense of coherence a predictor of
lifestyle changes in subjects at risk for type 2 diabetes? Public Health. (2015)
129:155–61. doi: 10.1016/j.puhe.2014.12.014

31. Anderson TN, Kida TE. The cross-lagged research approach: description and
illustration. J Account Res. (1982) 20:403–14. doi: 10.2307/2490748

32. Kline RB. Principles and Practices of Structural Equation Modeling. 2nd Ed.
New York, NY: The Guilford Press (2006).

33. Cohen J, Cohen P,West SG, Aiken LS.AppliedMultiple Regression/Correlation

Analysis for the Behavioral Sciences. London: Lawrence Erlbaum
Associates (2003).

34. Hücker, F.-J. Lebenserfahrung und widerstandsressourcen. Korrelationen des
Kohärenzgefühls mit Altersgruppen und Geschlecht [Life experience and
resistance resources. Correlation of the sense of coherence with age groups
and gender]. Sozial Extra. (2014) 38:12–5. doi: 10.1007/s12054-014-0038-5

35. Kristofferzon ML, Engström M, Nilsson A. Coping mediates the relationship
between sense of coherence and mental quality of life in patients with
chronic illness: a cross-sectional study. Qual Life Res. (2018) 27:1855–63.
doi: 10.1007/s11136-018-1845-0

36. Suominen S, Lindström B. Salutogenesis. Scand J Public Health. (2008)
36:337–9. doi: 10.1177/1403494808093268

37. Carlén K, Suominen S, Lindmark U, Saarinen MM, Aromaa M, Rautava P,
et al. Sense of coherence predicts adolescent mental health. J Affect Disord.
(2020) 274:1206–10. doi: 10.1016/j.jad.2020.04.023

38. Lindström B, Eriksson M. Salutogenesis. J Epidemiol Community Health.

(2005) 59:440–2. doi: 10.1136/jech.2005.034777
39. Alcantara J, Whetten A, Ohm J, Alcantara J. The relationship between quality

of life and sense of coherence in patients presenting for care in a chiropractic
practice-based research network. Complement Ther Med. (2020) 48:102231.
doi: 10.1016/j.ctim.2019.102231

40. Lövheim H, Graneheim UH, Jonsén E, Strandberg G, Lundman B. Changes
in sense of coherence in old age - a 5-year follow-up of the Umeå 85+ study.
Scand J Caring Sci. (2012) 27:13–9. doi: 10.1111/j.1471-6712.2012.00988.x

41. Kase T, Ueno Y, Shimamoto K, Oishi K. Causal relationships
between sense of coherence and life skills: examining the short-term
longitudinal data of Japanese youths. Ment Health Prev. (2019) 13:14–20.
doi: 10.1016/j.mhp.2018.11.005

42. Eriksson M, Lindström B, Lilja J. A sense of coherence and health.
Salutogenesis in a societal context: Aland, a special case? J Epidemiol

Community Health. (2007) 61:684–8. doi: 10.1136/jech.2006.047498
43. Bauer GF, Roy M, Bakibinga P, Contu P, Downe S, Eriksson M, et al. Future

directions for the concept of salutogenesis: a position article. Health Promot

Int. (2020) 35:187–95. doi: 10.1093/heapro/daz057
44. Usami S, Todo N, Murayama K. Modeling reciprocal effects in medical

research: critical discussion on the current practices and potential alternative
models. PLoS ONE. (2019) 14:e0209133. doi: 10.1371/journal.pone.0209133

Frontiers in Public Health | www.frontiersin.org 9 December 2021 | Volume 9 | Article 739394

https://doi.org/10.4103/0971-5916.90989
https://doi.org/10.1016/S0022-3999(00)00216-6
https://doi.org/10.1093/heapro/11.1.11
https://doi.org/10.1016/j.ijnurstu.2012.07.002
https://doi.org/10.1136/jech.2006.056028
https://doi.org/10.1111/scs.12402
https://doi.org/10.1136/jech.2005.041616
https://doi.org/10.3390/ijerph17093003
https://doi.org/10.1136/jech.2003.018085
https://doi.org/10.1055/s-2000-9207
https://doi.org/10.1111/j.1600-0528.2008.00444.x
https://doi.org/10.1016/j.jrp.2006.07.001
https://doi.org/10.1016/S0277-9536(99)00326-3
https://doi.org/10.1136/jech.2008.083352
https://doi.org/10.1016/j.ijnurstu.2008.12.017
https://doi.org/10.1080/14034940210164920
https://doi.org/10.1155/2017/1785217
https://doi.org/10.1007/s00103-012-1661-6
https://doi.org/10.1016/0277-9536(93)90033-Z
https://doi.org/10.1007/s11136-006-9130-z
https://doi.org/10.1177/1403494812460346
https://doi.org/10.1016/j.socscimed.2008.01.053
https://doi.org/10.1186/1471-2458-8-46
https://doi.org/10.1016/j.puhe.2014.12.014
https://doi.org/10.2307/2490748
https://doi.org/10.1007/s12054-014-0038-5
https://doi.org/10.1007/s11136-018-1845-0
https://doi.org/10.1177/1403494808093268
https://doi.org/10.1016/j.jad.2020.04.023
https://doi.org/10.1136/jech.2005.034777
https://doi.org/10.1016/j.ctim.2019.102231
https://doi.org/10.1111/j.1471-6712.2012.00988.x
https://doi.org/10.1016/j.mhp.2018.11.005
https://doi.org/10.1136/jech.2006.047498
https://doi.org/10.1093/heapro/daz057
https://doi.org/10.1371/journal.pone.0209133
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Dziuba et al. Sense of Coherence and Health

45. Hamaker EL, Kuiper RM, Grasman RPPP. A critique of the cross-lagged panel
model. Psychol Methods. (2015) 20:102–16. doi: 10.1037/a0038889

46. Xu F, Cui W, Xing T, Parkinson M. Family socioeconomic status
and adolescent depressive symptoms in a chinese low– and middle–
income sample: the indirect effects of maternal care and adolescent
sense of coherence. Front Psychol. (2019) 10:819. doi: 10.3389/fpsyg.2019.
00819

47. Moreno-Maldonado C, Ramos P, Moreno C, Rivera F. Direct indirect
influences of objective socioeconomic position on adolescent health:
the mediating roles of subjective socioeconomic status lifestyles. Int

J Environ Res Public Health. (2019) 16:1637. doi: 10.3390/ijerph1609
1637

48. Gomes AC, Rebelo MAB, de Queiroz AC, Vettore MV. Socioeconomic status,
social support, oral health beliefs, psychosocial factors, health behaviours and
health-related quality of life in adolescents. Qual Life Res. (2020) 29:141–51.
doi: 10.1007/s11136-019-02279-6

49. Silverstein M, Heap J. Sense of coherence changes with aging over
the second half of life. Adv Life Course Res. (2015) 23:98–107.
doi: 10.1016/j.alcr.2014.12.002

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 Dziuba, Krell-Roesch, Schmidt, Bös and Woll. This

is an open-access article distributed under the terms of the Creative

Commons Attribution License (CC BY). The use, distribution or reproduction

in other forums is permitted, provided the original author(s) and the

copyright owner(s) are credited and that the original publication in this

journal is cited, in accordance with accepted academic practice. No use,

distribution or reproduction is permitted which does not comply with these

terms.

Frontiers in Public Health | www.frontiersin.org 10 December 2021 | Volume 9 | Article 739394

https://doi.org/10.1037/a0038889
https://doi.org/10.3389/fpsyg.2019.00819
https://doi.org/10.3390/ijerph16091637
https://doi.org/10.1007/s11136-019-02279-6
https://doi.org/10.1016/j.alcr.2014.12.002
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles

	Association Between Sense of Coherence and Health Outcomes at 10 and 20 Years Follow-Up: A Population-Based Longitudinal Study in Germany
	Introduction
	Materials and Methods
	Study Population
	Measures
	Data Analysis

	Results
	Demographic Characteristics
	Longitudinal Associations Between SOC and Health Outcomes
	Direction of Associations Between SOC and Health Outcomes

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


