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Abstract 

Objectives: To evaluate whether social isolation and loneliness mediates the 

relationship between hearing loss and depression symptoms in older adults in China. 

Methods: A cross-sectional analysis was conducted of 3769 participants (aged≥60 

years) in Shandong province of China. Hearing loss was assessed using Pure-Tone 

Audiometry test, depression symptoms using 15-item Geriatric Depression Scale, 

loneliness through UCLA Loneliness Scale and social isolation using Lubben Social 

Network Scale. Regression and bootstrap analyses were performed to test both direct 

associations of hearing loss and depression symptoms, and whether the mediating role 

of social isolation and loneliness.  

Results: Overall, 44% of older adults had hearing loss, which was generally mild 

(30%) rather than moderate (10%), severe (3%) or profound (0.6%). Increasing levels 

of hearing loss was associated with increasing levels of social isolation and 

depressions. Hearing loss was also associated with loneliness, but here a threshold 

effect was apparent and no trend for increasing loneliness with increasing hearing 

loss. Models that included social isolation and loneliness showed an amelioration in 

the association of hearing loss and depression, although it remained significant at all 

levels of hearing loss. Overall, 8% of the total effect of hearing loss on depression 

symptoms was explained by the mediated effect through social isolation and 42% by 

loneliness. 

Conclusions: Psychosocial factors such as social isolation and loneliness might 

explain the association between hearing loss and depression. Interventions that 



address older adults’ social isolation and loneliness may ameliorate depression in 

older adults with hearing loss. 
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Key points: 1. Older Chinese adults (≥60 years) with hearing loss are more likely to 

experience depression symptoms; 2. The relationship of depression symptoms and 

hearing loss in older adults is mediated by loneliness in particular and social isolation 

to a lesser extent.  



Introduction  

Depression is a major contributor to healthcare costs and is projected to be the leading 

contributor to the disease burden in middle- and higher-income countries by the year 

2030.1 Depression in older adults, which is characterized by sadness, feeling of low 

self-worth or guilt, a loss of interest in daily activities,2 is associated with disability, 

increased mortality, and poorer outcomes from physical illness.1 According to WHO 

data, approximately 15% of older adults experience mild depression symptoms and 

1%-5% live with major depressive disorder.2,3 

Hearing loss (HL) is also common in older adults.4 Nearly one-third of the world’s 

population aged over 65 report HL, and there are 15.29 million older adults with HL 

in China alone.5 HL in older adults results in increased disability,6 risk of morbidity,7 

and poorer psychosocial outcomes.8,9 Hearing loss and depression appear to be linked 

in older adults, as up to 1 in 5 older adults with HL report a clinically relevant level of 

depression symptoms that would necessitate treatment,10 and HL is also associated 

with the onset of new depression symptoms over time.11 These associations are 

confirmed in a recent meta-analysis of 35 studies (N=147,148) that showed that HL 

increased odds of depression including over time (OR=1.54).12 While there remain 

some variations to date, taken together, existing literature suggests that HL is related 

to the onset and progression of depression,10,13,14 however, the mechanism underlying 

this relationship remains unclear. 

One candidate mechanism for the association of HL and depression may be through 



social isolation and loneliness. Social isolation is a measure of an individual’s social 

network size, number of social contacts, and frequency of engagement with social 

contacts,15 whereas loneliness is a subjective measure of an individual’s perceived 

discrepancy between desired and actual social relationships.16 Social isolation and 

loneliness are reflections of subjective and objective characteristics of weak social 

relationships.17 Difficulties hearing often cause communication barriers, which may 

pose challenges to social and relationship interaction, resulting in withdrawal from 

social engagements. Social isolation and loneliness among older adults with HL have 

been well documented.18-20 A recently systematic review found that hearing loss was 

associated with higher risk of social isolation and loneliness in most multivariable-

adjusted studies.21 Social isolation and loneliness have also been individually 

identified to be associated with depression symptoms in multiple studies.22-25 

However, the literature remains relatively limited, especially for low- and middle-

income countries (LMICs), and adjustment for social activities and number of friends 

does not consistently attenuate the HL–depression relationship.26 Consequently, 

additional studies are necessary to elucidate the relationships between social isolation 

and loneliness and depression in older adults, particularly from LMIC settings.  

The aim of this study was to assess the relationship between HL and depression 

among older adults in China, and explore the mediating role of social isolation and 

loneliness. We hypothesized that there would be a positive correlation between HL 

and depression symptoms, which would be mediated by social isolation and 

loneliness. To our knowledge, this is the first study to clarify the possible mechanism 



behind how HL affects depression symptoms in LMICs, which if elucidated, will 

enable older adults with HL to avoid adverse outcomes, thus supporting successful 

aging.   



Methods 

Sample 

A population-based cross-sectional study was conducted on the prevalence and risk 

factors of HL in older adults from March to May, 2019 in Guan County of Shandong 

Province, China.  

Stratified multi-stage random sampling was applied: in the first stage, 23 townships 

were selected randomly from Guan county as the primary sampling units (PSUs). For 

each township, 3 villages were selected as the secondary sampling units (SSUs). 

Then, from each village, an average of 60 households were randomly selected to 

make up the total sample. Eligible participants were those aged 60 years or older from 

selected households, who had local household registrations. A total of 3769 older 

adults completed the survey, with response rate of 92%.  

Data collection protocol 

A paper-based household roster was completed in selected households with 

individuals aged 60+, recording basic information about eligible members of the 

household. Next, a general questionnaire was used to collect data on depression, 

social isolation, loneliness, demographics and other variables. Then, all participants 

had their hearing screened in a quiet room available in local community hospitals by 

pure-tone audiometry (PTA). Auditory tests were performed by the audiologists and 

audiometric data for each participant was recorded by the investigators. 



All participants provided written informed consent. For those with profound hearing 

loss, or those with communication difficulties, a family member was asked to assist in 

explaining the study to participants, and the information sheet given to the participant 

to read. Consent was obtained from the study participant when possible, or a proxy 

family member on behalf of the research participant. This study was approved by the 

Ethics Committee of Shandong ENT hospital. 

Measures 

Functional Hearing: This study used the WHO definitions of HL to estimate 

prevalence, which are based on the better hearing ear, and average of PTA thresholds 

at 500, 1000, 2000, 4000Hz. For the degree of HL, the following PTA cut off values 

were used: mild 26-40dBHL; moderate 41-60dB HL, severe 61-80dB HL, and 

profound ≥81dB HL.  

Depression: The 15-item Geriatric Depression Scale (GDS-15) was used to measure 

depression symptoms, as it is appropriate for use with community-dwelling adults27 

and the Chinese version has been validated.28-30 The participants were asked about 15 

depression symptoms that they might have experienced in the two weeks preceding 

the interview. The scores of the whole scale was the unweighted sum of the 15 

component items, with a potential range of 0 to 15. A dummy variable was formed 

using the cut-off points of ≥5 to indicate depression.27 

Social isolation: Social isolation was assessed using the Lubben Social Network 



Scale-6 (LSNS-6).31 The 6 items in the LSNS-6 were derived from the full 10-items 

Lubben Social Network Scale (LSNS-10).32 LSNS- 6 scale is a brief instrument 

designed to gauge social isolation in older adults by measuring perceived social 

support received by family and friends with 6-point Likert-type response choices: 0 = 

none, 1 = one, 2 = two, 3 = three or four, 4 = five through eight, and 5 = nine or more. 

The sum of six item scores (ranging from 0 to 30) is used to measure the extent of 

overall social connectedness, and the sum of each three family-related item scores and 

three friend-related item scores (each ranging from 0 to 15) is used to evaluate kinship 

ties and nonkinship ties, respectively.33 Lower scores indicate increased isolation. 

Psychometric properties of the LSNS-6 have been evaluated through classic test 

theory, factor analysis techniques, and internal consistency measures such as 

Cronbach’s alpha.34  

Loneliness: Loneliness was assessed using UCLA Loneliness Scale (UCLA).35 This 

scale contains 20 items that assess how frequently a participant has felt certain 

emotions with values ranging from 1=never, 2=rarely, 3=sometimes, to 4=often. The 

scale consists of 10 positively and 10 negatively scored items with a total score of 20-

80 points. Higher scores indicate greater degrees of loneliness and no identified cut-

off score that defines loneliness.36 This tool is the most widely used assessment of 

loneliness in human subject’s research.37 

Covariates 

Other variables of interest collected included demographic measures such as age and 

gender, and measures related to other physical health problems, factors that 



potentially could confound any effects of functional hearing on the depression factors. 

Age was reported as years of age at the time of recruitment, while gender was 

dichotomies. All participants provided a “yes/no” response to a question on hearing 

aid (HA) usage: “Do you use a hearing aid most of the time?” Three measures 

provided information about physical diseases and overall health. The chronic 

variables derived form the question sequence, “Do you have any diseases?” and if 

“yes” please tick any of 5 listed disease (Hypertension, Diabetes, Coronary heart 

disease, Chronic obstructive pulmonary disease, Cancer), but there was no 

information about severity. Disability in basic activities of daily living (BADL) was 

categorized into “yes” or “no” based on six items: ambulating, feeding, dressing, 

personal hygiene, continence, and toileting. Disability was defined as self-reported 

difficulty with or unable to perform one or more of these activities. 

Statistical analyses 

All analyses were performed using SPSS 23.0 and M-plus 7.0. Statistical significance 

was set as P<0.05. Descriptive statistics were performed to describe the sample 

including means and standard deviations for continuous variables, and frequencies 

and percentages for categorical variables. A model was developed to test for 

mediation with a binary dependent variable, as defined by MacKinnon and Dwyer.38 

(1) using a linear regression analysis, we assessed the association between the 

independent variable (HL) and the mediator (social and emotional loneliness); (2) 

using another linear regression analysis, we estimated the association between the 



independent variable (HL) and the dependent variable (depression symptoms); (3) we 

further tested whether the effect of HL on depression symptoms wreaked (partial 

mediator) or became statistically insignificant (full mediator) with the addition of the 

mediator to the model. Demographic characteristics and variables about hearing aids 

usage, physical diseases and overall health were controlled in all regression analyses 

to achieve a more unbiased assessment of our model. Lastly, we used a nonparametric 

bootstrapping method to examine the total, direct and indirect effects of the model, as 

suggested by Hayes.39 Specially, 95% confidence interval (CI) of the indirect effects 

was obtained based on 5000 bootstrap samples. An indirect effect was considered 

significant if its CI excluded zero.



Results  

Participants characteristics  

A total of 3769 older adults participated in this study, with a mean age of 70.2 

(SD=6.2) years. Over half of the sample was female (63%). 1684 (44%) older adults 

were found to have HL. The degree of HL for the better hearing ear was mild in 1119 

(30%) older adults, moderate in 390 (10%) older adults, severe in 116 (3%) older 

adults and profound in 23 (0.6%) older adults. The mean standard deviation (SD) for 

depression symptoms, as measured by the GDS-15 scale, was 1.87±2.00. Overall, 412 

(11%) subjects had a positive screening value of ≥5 on the GDS-15 scale indicating 

depression. The mean score for social isolation was 14.8 (SD=5.7) while for 

loneliness it was 24.9 (SD=9.9). 

Differences in variables between depressed and non-depressed older adults  

There was a significant difference between people with and without depression in 

terms of average of PTA thresholds, social isolation and loneliness (Table 1). The 

prevalence of depression symptoms was higher in older adults with moderate, severe 

and profound HL (2=182.71, P<0.01). Compared with the non-depressed group, the 

depressed group had more disability (i.e. limitations of BADLs, 2=43.31, P<0.01).  

There were no significant differences between the older adults with and without 

depression with regard to age, gender, hearing aids usage and chronic diseases. 



The effect of social isolation and loneliness on the relationship between hearing 

loss and depression 

The linear regression indicated that HL was positively related to social isolation, with 

increasing levels of HL associated with higher levels of social isolation (Table 2). HL 

was also associated with loneliness, but here a threshold effect was apparent and no 

trend for increasing loneliness with increasing HL. Table 3 showed that HL was 

positively with depression symptoms, that older adults with poorer hearing loss are 

more likely to report depression symptoms, and a trend was apparent by severity of 

HL. Models that included social isolation and loneliness showed an amelioration in 

the association of HL and depression, although it remained significant at all levels of 

HL. Depression symptoms were positively associated with social isolation (β=-0.03, 

P<0.001) and loneliness (β=0.17, P<0.001).  

In the bootstrap test for mediation, after adjusting for control variables (age, gender, 

hearing aids usage and chronic diseases), the direct effect of HL on depression 

symptoms was still rather strong as 0.20 (95%CI=0.16, 0.24, P<0.001). The indirect 

mediation effect of HL on depression symptoms through loneliness and social 

isolation were 0.03 (95%CI=0.03,0.04, P<0.001) and 0.16 (95%CI=0.12, 0.21, 

P<0.001) respectively (Figure 1). Overall, 8% of the total effect of HL on depression 

symptoms was explained by the mediated effect through social isolation and 42% by 

loneliness.  



Discussion 

This study showed that older Chinese adults with HL reported significantly more 

feeling of loneliness as well as a smaller social network than peers with normal 

hearing, and this was also associated with being more likely to report depression 

symptoms. Loneliness was a particularly important mediator. This study makes an 

important contribution to the literature, as although several studies have found a 

relationship between HL and depression symptoms,40 few have explored the possible 

mechanism for this association in older adults such as through a mediation model26, 

particularly in a LMIC setting. 

Our findings are consistent with the previous literature about the association of HL 

and depression symptoms.41 A systematic review investigating the relationship of HL 

and mental health conditions in LMICs included 12 studies and provided evidence 

that hearing loss was associated with statistically greater odds of depression.42 

Compared with previous studies, our analyses offered compelling and robust evidence 

of an association between HL and depression symptoms according to the objective 

measures of functional hearing.  

Our finding is in line with the sparse evidence from LMICs that older adults with HL 

have an increased probability of loneliness. A cross-sectional analysis conducting of 

7070 older adults in China found that after controlling variables, older adults with 

hearing loss reported significantly higher levels of loneliness than those with normal 

hearing.43 This association may partly be due to difficulty following a conversation 



further leading to withdrawal from social interactions.44 Data from high-income 

setting also confirms the adverse links between HL and social isolation,45-47 although 

there is a lack of comparable evidence from LMICs. Our findings also support 

previous evidence on the association of loneliness and social isolation with 

depression,48 including from LMICs. Another study from China also indicated that 

high level of social isolation was significantly associated with a higher incidence of 

self-reported depression among middle-aged and older adults (OR=1.24). However, 

interpretation of this result was limited by the highly proportion of missing data about 

depression, which may lead to underestimate the true associations between social 

isolation and depression.49 Therefore, studies such as ours with large sample size and 

critically sampled data that make an important contribution to the literature. 

In line with our hypotheses, our results suggest that loneliness, and to a lesser extent 

social isolation, mediated the relationship between HL and depression symptoms 

among older adults. Our finding has potential implication for the management and 

prevention of the influence of HL on depression symptoms, that adjustment to 

communication limitation and social engagement might mitigate isolation as a 

pathway to depression. However, this study has some limitations that should be taken 

into account when interpreting the results. First, the generalizability of the finding 

should be treated cautiously because participants were from one county in China. 

Second, our study was cross-sectional, and thus the direction of causality between 

depression and HL could not be ascertained. Data from this study warrant further 

investigations into the pathway from hearing to depression symptoms among older 



adults, including potentially through qualitative research. Particularly, findings from 

this study suggested that future studies should consider the value of social interaction 

which may have a positive effect on depression symptoms via reduction of social 

isolation and loneliness.



Conclusions and Implications 

Our findings suggest that people with HL are more likely to experience depression 

symptoms, and that this is mediated by loneliness in particular and social isolation to 

a lesser extent. These findings may increase our understanding of the effective 

interventions to depression in older adults with HL, thus facilitating successful aging. 



References  

1. Rodda J, Walker Z, Carter J. Depression in older adults. BMJ. 2011;343. 

2. James SL, Abate D, Abate KH, et al. Global, regional, and national incidence, 

prevalence, and years lived with disability for 354 diseases and injuries for 195 

countries and territories, 1990–2017: a systematic analysis for the Global Burden of 

Disease Study 2017. The Lancet. 2018;392(10159):1789-1858. 

3. Fiske A, Wetherell JL, Gatz M. Depression in Older Adults. Annual Review of 

Clinical Psychology. 2009;5(1):363-389. 

4. McCrae N, Gettings S, Purssell E. Social Media and Depressive Symptoms in 

Childhood and Adolescence: A Systematic Review. Adolescent Research Review. 

2017;2(4):315-330. 

5. Limei Yu XS, Zhiyun Wei, Qiwang, Chengyi Qu. A study on the status quo of aged 

population with hearing loss in China. Chinese Journal of hearing and language 

rehabilitation. 2008;000(003):63-65. 

6. Armstrong TW, Surya S, Elliott TR, Brossart DF, Burdine JN. Depression and health-

related quality of life among persons with sensory disabilities in a health professional 

shortage area. Rehabilitation psychology. 2016;61(3):240-250. 

7. Deal JA, Reed NS, Kravetz AD, et al. Incident Hearing Loss and Comorbidity: A 

Longitudinal Administrative Claims Study. JAMA otolaryngology-- head & neck 

surgery. 2019;145(1):36-43. 

8. Contrera KJ, Betz J, Deal JA, et al. Association of Hearing Impairment and 

Emotional Vitality in Older Adults. The journals of gerontology Series B, 

Psychological sciences and social sciences. 2016;71(3):400-404. 

9. Kramer SE, Kapteyn TS, Kuik DJ, Deeg DJ. The association of hearing impairment 

and chronic diseases with psychosocial health status in older age. Journal of aging 

and health. 2002;14(1):122-137. 

10. Gopinath B, Wang JJ, Schneider J, et al. Depressive symptoms in older adults with 

hearing impairments: the Blue Mountains Study. Journal of the American Geriatrics 

Society. 2009;57(7):1306-1308. 

11. Cosh S, Carriere I, Daien V, et al. The relationship between hearing loss in older 

adults and depression over 12 years: Findings from the Three-City prospective cohort 

study. International journal of geriatric psychiatry. 2018;33(12):1654-1661. 

12. Lawrence BJ, Jayakody DMP, Bennett RJ, Eikelboom RH, Gasson N, Friedland PL. 

Hearing Loss and Depression in Older Adults: A Systematic Review and Meta-

analysis. The Gerontologist. 2020;60(3):e137-e154. 

13. Lee AT, Tong MC, Yuen KC, Tang PS, Vanhasselt CA. Hearing impairment and 



depressive symptoms in an older chinese population. Journal of otolaryngology - 

head & neck surgery = Le Journal d'oto-rhino-laryngologie et de chirurgie cervico-

faciale. 2010;39(5):498-503. 

14. Hsu WT, Hsu CC, Wen MH, et al. Increased risk of depression in patients with 

acquired sensory hearing loss: A 12-year follow-up study. Medicine. 

2016;95(44):e5312. 

15. Cudjoe TKM, Roth DL, Szanton SL, Wolff JL, Boyd CM, Thorpe RJ. The 

Epidemiology of Social Isolation: National Health and Aging Trends Study. The 

journals of gerontology Series B, Psychological sciences and social sciences. 

2020;75(1):107-113. 

16. Hawkley LC, Cacioppo JT. Loneliness and pathways to disease. Brain, behavior, and 

immunity. 2003;17 Suppl 1:S98-105. 

17. Cacioppo JT, Cacioppo S. Social Relationships and Health: The Toxic Effects of 

Perceived Social Isolation. Social and personality psychology compass. 2014;8(2):58-

72. 

18. Bott A, Saunders G. A scoping review of studies investigating hearing loss, social 

isolation and/or loneliness in adults. International Journal of Audiology. 

2021;60(sup2):30-46. 

19. Pronk M, Deeg DJ, Smits C, et al. Prospective effects of hearing status on loneliness 

and depression in older persons: identification of subgroups. International journal of 

audiology. 2011;50(12):887-896. 

20. Tseng CC, Hu LY, Liu ME, Yang AC, Shen CC, Tsai SJ. Risk of depressive 

disorders following sudden sensorineural hearing loss: A nationwide population-

based retrospective cohort study. Journal of affective disorders. 2016;197:94-99. 

21. Shukla A, Harper M, Pedersen E, et al. Hearing Loss, Loneliness, and Social 

Isolation: A Systematic Review. Otolaryngology–Head and Neck Surgery. 

2020;162(5):622-633. 

22. Cacioppo JT, Hughes ME, Waite LJ, Hawkley LC, Thisted RA. Loneliness as a 

specific risk factor for depressive symptoms: cross-sectional and longitudinal 

analyses. Psychology and aging. 2006;21(1):140-151. 

23. Chou KL, Liang K, Sareen J. The association between social isolation and DSM-IV 

mood, anxiety, and substance use disorders: wave 2 of the National Epidemiologic 

Survey on Alcohol and Related Conditions. The Journal of clinical psychiatry. 

2011;72(11):1468-1476. 

24. Heikkinen RL, Kauppinen M. Depressive symptoms in late life: a 10-year follow-up. 

Archives of gerontology and geriatrics. 2004;38(3):239-250. 

25. Kawachi I, Berkman LF. Social ties and mental health. Journal of urban health : 

bulletin of the New York Academy of Medicine. 2001;78(3):458-467. 

26. West JS. Hearing impairment, social support, and depressive symptoms among U.S. 



adults: A test of the stress process paradigm. Social science & medicine (1982). 

2017;192:94-101. 

27. Yesavage JA, Brink TL, Rose TL, et al. Development and validation of a geriatric 

depression screening scale: a preliminary report. Journal of psychiatric research. 

1982;17(1):37-49. 

28. Yesavage JAJPB. Geriatric depression scale. 1988;24(4):709-711. 

29. Boey KW. The Use of GDS-15 Among the Older Adults in Beijing. Clinical 

Gerontologist. 2000;21(2):49-60. 

30. Fountoulakis KN, Tsolaki M, Iacovides A, et al. The validation of the short form of 

the Geriatric Depression Scale (GDS) in Greece. Aging (Milan, Italy). 

1999;11(6):367-372. 

31. Smith MD, Fiske A. Social support. In: Biopsychosocial assessment in clinical health 

psychology. New York, NY, US: The Guilford Press; 2015:133-153. 

32. Gray J, Kim J, Ciesla JR, Yao P. Rasch Analysis of the Lubben Social Network 

Scale-6 (LSNS-6). Journal of applied gerontology : the official journal of the 

Southern Gerontological Society. 2016;35(5):508-528. 

33. Lubben J, Blozik E, Gillmann G, et al. Performance of an abbreviated version of the 

Lubben Social Network Scale among three European community-dwelling older adult 

populations. The Gerontologist. 2006;46(4):503-513. 

34. Crooks VC, Lubben J, Petitti DB, Little D, Chiu V. Social network, cognitive 

function, and dementia incidence among elderly women. American journal of public 

health. 2008;98(7):1221-1227. 

35. Russell D, Peplau LA, Ferguson ML. Developing a measure of loneliness. Journal of 

personality assessment. 1978;42(3):290-294. 

36. Adams KB, Sanders S, Auth EA. Loneliness and depression in independent living 

retirement communities: risk and resilience factors. Aging & mental health. 

2004;8(6):475-485. 

37. Ong AD, Uchino BN, Wethington E. Loneliness and Health in Older Adults: A Mini-

Review and Synthesis. Gerontology. 2016;62(4):443-449. 

38. MacKinnon DP, Dwyer JHJEr. Estimating mediated effects in prevention studies. 

1993;17(2):144-158. 

39. Mackinnon DP, Dwyer JH. Estimating Mediated Effects in Prevention Studies. 

Evaluation Review. 1993;17(2):144-158. 

40. Mener DJ, Betz J, Genther DJ, Chen D, Lin FR. Hearing Loss and Depression in 

Older Adults. 2013;61(9):1627-1629. 

41. Boi R, Racca L, Cavallero A, et al. Hearing loss and depressive symptoms in elderly 

patients. Geriatrics & gerontology international. 2012;12(3):440-445. 

42. Jiang F, Kubwimana C, Eaton J, Kuper H, Bright T. The relationship between mental 

health conditions and hearing loss in low- and middle-income countries. Tropical 



medicine & international health : TM & IH. 2020;25(6):646-659. 

43. Jiang F, Zhang J, Qin W, Ding G, Xu LJAc, research e. Hearing impairment and 

loneliness in older adults in Shandong, China: the modifying effect of living 

arrangement. 2021;33(4):1015-1021. 

44. Blazer DG, Tucci DL. Hearing loss and psychiatric disorders: a review. 

Psychological medicine. 2019;49(6):891-897. 

45. Gopinath B, Hickson L, Schneider J, et al. Hearing-impaired adults are at increased 

risk of experiencing emotional distress and social engagement restrictions five years 

later. Age and ageing. 2012;41(5):618-623. 

46. Hawthorne G. Perceived social isolation in a community sample: its prevalence and 

correlates with aspects of peoples' lives. Social psychiatry and psychiatric 

epidemiology. 2008;43(2):140-150. 

47. Strawbridge WJ, Wallhagen MI, Shema SJ, Kaplan GA. Negative consequences of 

hearing impairment in old age: a longitudinal analysis. The Gerontologist. 

2000;40(3):320-326. 

48. Penninx BW, Leveille S, Ferrucci L, van Eijk JT, Guralnik JM. Exploring the effect 

of depression on physical disability: longitudinal evidence from the established 

populations for epidemiologic studies of the elderly. American journal of public 

health. 1999;89(9):1346-1352. 

49. Luo F, Guo L, Thapa A, Yu B. Social isolation and depression onset among middle-

aged and older adults in China: Moderating effects of education and gender 

differences. Journal of affective disorders. 2021;283:71-76. 



Table 1. Participant’s Characteristics and Differences in Variables by Depression (N=3769) 

 

Variables 
Total 

(N=3769) 

Depression 

2/t/f P GDS-15 Negative (<5) 

(n=3357) 

GDS-15 Positive (≥5) 

(n=412) 

Age, years (�̅�±SD) 70.2±6.2 70.2±6.2 70.1±6.6 0.30a 0.77 

Gender, n (%)    0.004b 0.95 

Male 1394 (37%) 1241 (37%) 153 (37%) 
  

Female 2375 (63%) 2116 (63%) 259 (63%) 

Hearing      

PTA (X̅±SD) 25.5±17.5 24.2±16.9 36.4±18.7 -13.70a <0.001 

Category, n (%)    182.71c <0.001 

Normal hearing 2121 (56%) 2010 (59.9%) 111 (27%)   

Mild hearing loss 1119 (30%) 930 (28%) 189 (46%)   

Moderate hearing loss 390 (10%) 39 (1%) 71 (17%)   

Severe hearing loss 116 (3%) 83 (2%) 33 (8%)   

Profound hearing loss 23 (0.6%) 15 (0.5%) 8 (2%)   

Hearing Aids Usage, n (%)    2.13b 0.15 

Yes 25 (0.7%) 20 (0.6%) 5 (1%) 
  

No 3744 (99%) 3337 (99.4%) 407 (99%) 

Chronic Diseases, n (%)    0.65b 0.42 

Yes 3475 (92%) 3091 (92%) 384 (93%) 
  

No 294 (8%) 266 (8%) 28 (7%) 

Disability (BADL), n (%)    43.31b <0.001 

Yes 899 (24%) 747 (22%) 152 (37%) 
  

No 2870 (76%) 2610 (78%) 260 (63%) 

Depressive Symptoms (�̅�±SD) 1.9±2.0 1.3±0.9 6.8±1.7 -106.74 a <0.001 

Social Isolation (�̅�±SD) 14.8±5.7 15.1±5.7 12.4±5.6 9.27 a <0.001 

Loneliness (�̅�±SD) 41.9±9.9 34.2±9.9 53±8.0 -13.50a <0.001 

Note: BADL, Basic activities of daily living; PTA, pure-tone average; GDS, Geriatric Depression Scale; a t-test; b chi-square test; c ANOVA 



Table 2. Correlates of Social Isolation and Loneliness (N=3769) 

Variables 
Social Isolation Loneliness 

β (95%CI) S.E. P β (95%CI) S.E. P 

Age  -0.02 (-0.05, 0.01) 0.01 0.13 -0.02 (-0.05, 0.06) 0.02 0.11 

Gender       

Female Reference Reference Reference Reference Reference Reference 

Male 0.26 (-0.07, 0.60) 0.60 0.13 -0.13 (-0.51, 0.25) 0.19 0.52 

Hearing       

Normal hearing Reference Reference Reference Reference Reference Reference 

Mild hearing loss -4.60 (-4.97, -4.2) 0.19 <0.001 16.32 (15.90,16.74) 0.21 <0.001 

Moderate hearing loss -6.29 (-6.84, -5.73) 0.28 <0.001 16.56 (15.94, 17.19) 0.32 <0.001 

Severe hearing loss -6.59 (-7.55, -5.64) 0.49 <0.001 16.56 (15.48, 17.63) 0.55 <0.001 

Profound hearing loss -8.53 (-10.63, -6.43) 1.07 <0.001 15.79 (13.61, 18.33) 1.20 <0.001 

Hearing Aids Usage       

Yes Reference Reference Reference Reference Reference Reference 

No 0.47 (-1.55, 2.48) 1.03 0.65 2.84 (0.59, 5.11) 1.15 0.01 

Chronic Diseases       

No Reference Reference Reference Reference Reference Reference 

Yes 0.28 (-0.33, 0.90) 0.31 0.36 0.34 (-0.35, 1.02) 0.35 0.34 

Disability (BDAL)       

No Reference Reference Reference Reference Reference Reference 

Yes 0.16 (-0.24, 0.56) 0.20 0.43 0.24 (-0.21, 0.68) 0.23 0.30 

Note: CI, confidence interval; S.E., standard error, BADL, Basic activities of daily living



Table 3. The Mediating Effect of Social and Loneliness on the Relationship Between Hearing Loss and Depression (N=3769) 

Variables 
Model without Mediators  Model with Mediators 

β (95%CI) S.E. P  β (95%CI) S.E. P 

Age -0.11 (-0.02, -.001) 0.01 0.03  -0.01 (-0.20, -0.001) 0.01 0.03 

Gender        

Female Reference Reference Reference  Reference Reference Reference 

Male 0.002 (-0.12, 0.13) 0.06 0.97  0.02 (-0.10,0.15) 0.06 0.73 

Hearing        

Normal hearing Reference Reference Reference  Reference Reference Reference 

Mild hearing loss 0.16 (0.01, 0.39) 0.12 0.04  0.11 (0.01, 0.26) 0.11 0.02 

Moderate hearing loss 0.33 (0.05, 0.61) 0.14 0.02  0.13 (0.02, 0.33) 0.14 0.002 

Severe hearing loss 1.23 (0.83, 1.63) 0.20 <0.001  0.69 (0.14, 0.98) 0.18 <0.001 

Profound hearing loss 1.74 (0.95, 2.54) 0.40 <0.001  1.12 (0.72, 1.99) 0.32 <0.001 

Hearing Aids Usage        

Yes Reference Reference Reference  Reference Reference Reference 

No -0.18 (-0.92, 0.55) 0.37 0.63  -0.29 (-1.03, 0.45) 0.38 0.44 

Chronic Diseases        

No Reference Reference Reference  Reference Reference Reference 

Yes -0.23 (-0.45, -0.06) 0.11 0.04  -0.22 (-0.44, 0.003) 0.11 0.05 

Disability (BDAL)        

Yes Reference Reference Reference  Reference Reference Reference 

No 0.49 (0.35, 0.64) 0.07 <0.001  0.50 (0.35, 0.65) 0.08 <0.001 

Social Isolation - - -  -0.03 (-0.04, -0.01) 0.01 <0.001 

Loneliness - - -  0.17 (0.14, 0.25) 0.004 <0.001 

Note: CI, confidence interval; S.E., standard error, BADL, Basic activities of daily living 



Figure legends 

Figure 1. Bootstrap mediation analysis of social isolation and loneliness between 

hearing loss and depression symptoms in older adults 


