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VERSION 1 - REVIEW 

REVIEWER Christine Stephens 
Massey University  
New Zealand 

REVIEW RETURNED 19-Oct-2015 

 

GENERAL COMMENTS This is a carefully conducted study using an excellent national data 
set. The topic is growing rapidly in importance as we recognise the 
importance of social engagement to older people’s health. This 
study is based in a sound body of research which shows the effects 
of social group membership as a proxy for social engagement. The 
findings are interesting and provide us with a very useful measure of 
social engagement to use in future research, and a clear site for 
support of the health of older people.  
 
The introduction is clearly written and provides the background for a 
well justified and clearly stated set of hypotheses. The addition of a 
clear definition of ‘social groups’ (e.g. how do they differ from family, 
tribal, or neighbourhood networks, and how might work groups be 
seen as equivalent to post-retirement groups etc.) particularly in 
terms of the SIMIC, would improve the reader’s understanding of the 
background. If this additional exposition adds too many words, I 
suggest that the introduction as it stands, although very well written 
and clear, is somewhat repetitive and could be presented more 
succinctly.  
 
There is some apparent slippage between the findings stated in the 
abstract (relationships found between group membership and 
mortality controlled for: “age, gender, relationship status, socio-
economic status, and physical health prior to retirement”) and the 
hypotheses which include the statement: “Social group 
memberships will predict health even after controlling for key socio-
demographic variables (age, gender, relationship status, and socio-
economic status)”. It turns out that self-rated health was used to 
control for mortality, so this hypothesis should be clarified.  
 
Results are very clear and the findings are surprisingly tidy. They 
support the hypotheses very nicely and as the authors suggest, 
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these findings make an important contribution to our understanding 
of ongoing development in retirement.  
However, there are some aspects of the study that they should 
worry about and raise in the discussion.  
 
First, there should be some concern about the lack of relationships 
found between self-rated health and mortality or socio-economic 
status and mortality in these data. As the authors note themselves, 
these relationships are supported generally by the literature as 
referred to in this paragraph in the present paper:  
“… it is apparent that the number of social group memberships 
predicted subsequent health in retirees even after controlling for 
initial health and socio-demographic covariates known to be 
potential reliable predictors: age, gender, relationship status, and 
socio-economic status” P.16  
Although these covariates are known to be reliable indicators of 
mortality, it was of note that self-rated health and SES did not predict 
mortality in this sample. This deserves some examination of the data 
and some comment on this anomaly.  
 
There is also something confusing about the first part of the same 
paragraph quoted above. The authors begin by saying:  
“… even though indicators of subjective and objective health can 
differ at times (and some behaviours may impact only one or the 
other),52 social group memberships appear to have a generalized 
relationship to health as evidenced by the fact that they feed into two 
quite distinct indicators: subjective life satisfaction 53 54 and 
mortality.3 55 ” P16.  
It is not quite clear what the authors mean by “feed in”. Some of the 
confusion across the hypotheses and then in the discussion about 
the nature of health could be solved by not seeing life satisfaction as 
an indicator of ‘health’, or by being much more clear about the 
nature of ‘life satisfaction’ and ‘mortality’ as proxies for ‘health’ in this 
study. Furthermore, the references used to support these 
statements do not clarify its meaning. Actually reference 3 is about 
the relationship between general social engagement (not group 
memberships) and mortality, while 55 demonstrates the relationship 
between self-rated health and mortality, as does 56, so I suspect this 
one is an error).  
 
Second, despite the longitudinal nature of these data which adds 
some weight to the direction of effects claimed here, these claims 
must still be made cautiously. Despite controlling for health at T1, 
there remains the possibility that changes in health across the six 
years, including the onset of diseases and disablement that lead to 
mortality, also affect group membership. Increasing disability over 
time is very likely to lead to withdrawal from social group activities 
for several reasons. Similarly, engagement in exercise is likely to 
decrease because of decreasing health itself, rather than directly 
cause loss of life. Were cross-lagged or other analyses considered 
to account for these possible bi-directional effects?  

 

REVIEWER Jitka Pikhartova 
Brunel University London  
London  
U.K. 

REVIEW RETURNED 05-Nov-2015 
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GENERAL COMMENTS This manuscript examines the association between social group 
memberships in retirement and premature deaths using data from 
ELSA study. The findings presented by authors are interesting and 
support previous findings about the role of social networks, 
especially in time of life changes, on later well-being, health and 
mortality.  
I have few comments which I would like to make:  
1) One of my main concerns is related to matched control group. 
Authors claim that controls have identical gender, ethnicity, 
relationship status and SES. If it is matched as described in the 
manuscript how is it possible there are differences in distribution of 
marital status and SES between 2 groups?  
2) Socioeconomic status should be measured by more variables 
than income; I would suggest to include social class and education 
in addition to income  
3) I would like to see how the highest achieved qualification is 
distributed across both groups. There is reasonable amount of 
literature showing association between level of education and health 
status and mortality; and also between level of education and 
likelihood to retire at expected age  
4) P8 line 36: What proportion of those employed in W1 and retired 
in W2 ‘had sufficient data’? If large proportion of those who were 
employed in W1 and retired before W2 was excluded because of 
some missing data, results presented in this manuscript might be 
biased.  
5) It is questionable to use life satisfaction as measure of health 
status. In my opinion it is more psychosocial factor than health 
characteristics  
6) To my knowledge self-completed life satisfaction question as 
worded in the manuscript is not available in wave 1 of ELSA. It 
would be good if authors give more details of life satisfaction 
construct used in the manuscript – whether there is such specific 
question available in W1 or whether other question was used from 
the wave 1 or whether life satisfaction from W2 was used.  
7) Life satisfaction categorization: As this is categorical variable with 
Likert scale answers I would prefer frequency tables rather than 
showing mean and SD. It would be preferable to treat Likert score 
variables as ordinal categorical. Assuming that such variable is 
continuous and possibly normally distributed is rather strong and 
unrealistic assumption.  
8) The description of statistical analysis is missing in Methods 
section  
9) P12 line 10: Could authors give more details what ‘hierarchical 
regression’ means?  
10) P12 Table2 : why there is only N=296 in ‘retirees’ and N= 302 in 
‘matched controls’? Why there is such drop?  
11) I would like to see explanation why authors did not use widely 
used instrument of self-rated health.  
12) Self-perceived age would be appropriate to use in the case of 
decision to retire and measuring well-being  
13) Limitations of the study might be developed more, mainly the 
part focusing on this paper. It seems that limitations focus mainly on 
ELSA design at current version of manuscript  
14) Would change in scores ‘W2-W1’ be interesting to use?  
In addition I have rather minor point:  
15) It is preferable to present results (either in the test or in the table) 
as full number; so if the number is less than one, I suggest avoiding 
presenting “.123” and present this as “0.123” (table 2) 
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VERSION 1 – AUTHOR RESPONSE 
 
 

Reviewer: 1  

Name: Christine Stephens  

Institution and Country: Massey University, New Zealand  

 

1) This is a carefully conducted study using an excellent national data set. The topic is growing rapidly 

in importance as we recognise the importance of social engagement to older people’s health. This 

study is based in a sound body of research which shows the effects of social group membership as a 

proxy for social engagement. The findings are interesting and provide us with a very useful measure 

of social engagement to use in future research, and a clear site for support of the health of older 

people.  

 

RESPONSE: We thank you very much for this encouraging feedback.  

 

2) The introduction is clearly written and provides the background for a well justified and clearly stated 

set of hypotheses. The addition of a clear definition of ‘social groups’ (e.g. how do they differ from 

family, tribal, or neighbourhood networks, and how might work groups be seen as equivalent to post-

retirement groups etc.) particularly in terms of the SIMIC, would improve the reader’s understanding 

of the background. If this additional exposition adds too many words, I suggest that the introduction as 

it stands, although very well written and clear, is somewhat repetitive and could be presented more 

succinctly.  

 

RESPONSE: This is a very good suggestion. Addressing this point we have added a more formal 

definition of social groups in the Introduction (see pp. 4-5). Additionally, we have also revised the 

Introduction to reduce repetition where possible.  

 

3) There is some apparent slippage between the findings stated in the abstract (relationships found 

between group membership and mortality controlled for: “age, gender, relationship status, socio-

economic status, and physical health prior to retirement”) and the hypotheses which include the 

statement: “Social group memberships will predict health even after controlling for key socio-

demographic variables (age, gender, relationship status, and socio-economic status)”. It turns out that 

self-rated health was used to control for mortality, so this hypothesis should be clarified.  

 

RESPONSE: We thank you for pointing out this inconsistency. We have clarified the description of the 

hypotheses in the Abstract and now made this consistent with the hypotheses as outlined throughout 

the manuscript by saying that we controlled for “age, gender, relationship status, and socio-economic 

status”. In addition, we now note in the Method section that we control for prior levels of the outcome 

variables in our analysis of quality of life (what we had previously referred to as life satisfaction). As it 

is (obviously) not possible to control for initial levels of mortality, in the analysis of mortality, we 

controlled for self-rated health. We hope that you will find this updated description clearer.  

 

4) Results are very clear and the findings are surprisingly tidy. They support the hypotheses very 

nicely and as the authors suggest, these findings make an important contribution to our understanding 

of ongoing development in retirement. However, there are some aspects of the study that they should 

worry about and raise in the discussion. First, there should be some concern about the lack of 

relationships found between self-rated health and mortality or socio-economic status and mortality in 

these data. As the authors note themselves, these relationships are supported generally by the 

literature as referred to in this paragraph in the present paper: “… it is apparent that the number of 

social group memberships predicted subsequent health in retirees even after controlling for initial 

health and socio-demographic covariates known to be potential reliable predictors: age, gender, 

relationship status, and socio-economic status” P.16  
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Although these covariates are known to be reliable indicators of mortality, it was of note that self-rated 

health and SES did not predict mortality in this sample. This deserves some examination of the data 

and some comment on this anomaly.  

 

RESPONSE: We thank you for highlighting this issue. As you point out, and as reported in the paper, 

subjective health status does not predict mortality in our analysis when we include other demographic 

variables and social group memberships as predictors. To examine whether the absence of a 

relationship between subjective health and mortality in the analysis reflected shared variance 

accounted for by the various predictors, we ran a separate logistic regression with subjective health 

as the only predictor. Results indicate that retirees’ subjective health status at Wave 1 predicts 

mortality, χ2(1) = 4.74, p = .030, Exp(b) = 0.779, in this analysis. To clarify this issue, we have made 

this explicit in the manuscript.  

 

Moreover, it is also correct that socio-economic status does not predict mortality over and above the 

other variables that are included in our analysis. As outlined in our response to Reviewer 2’s 

Comment 2, to provide further insight into this issue, we have also examined the relationship between 

mortality and wealth and education as additional indicators of socio-economic status. Analyses 

indicate that while wealth and education are significant predictors of mortality when these are included 

as the only predictors, these two variables are not significant predictors of mortality when these are 

included as covariates in addition to the variables in our original model.  

 

5) There is also something confusing about the first part of the same paragraph quoted above. The 

authors begin by saying: “… even though indicators of subjective and objective health can differ at 

times (and some behaviours may impact only one or the other), 52 social group memberships appear 

to have a generalized relationship to health as evidenced by the fact that they feed into two quite 

distinct indicators: subjective life satisfaction 53 54 and mortality.3 55 ” P16. It is not quite clear what 

the authors mean by “feed in”.  

 

RESPONSE: We thank you for pointing this out. We have clarified this by replacing “feed into” with 

“contribute to”.  

 

6) Some of the confusion across the hypotheses and then in the discussion about the nature of health 

could be solved by not seeing life satisfaction as an indicator of ‘health’, or by being much more clear 

about the nature of ‘life satisfaction’ and ‘mortality’ as proxies for ‘health’ in this study. Furthermore, 

the references used to support these statements do not clarify its meaning. Actually reference 3 is 

about the relationship between general social engagement (not group memberships) and mortality, 

while 55 demonstrates the relationship between self-rated health and mortality, as does 56, so I 

suspect this one is an error).  

 

RESPONSE: We thank you for raising this point. Researchers in positive psychology conceptualize 

life satisfaction as a subjective indicator of health and well-being, but at the same time we recognize 

that other researchers may not see life satisfaction as a traditional or objective health indicator. For 

the sake of clarity, we refrain from referring to this variable as an indicator of subjective health and, 

consistent with the literature, we now refer to life satisfaction as an indicator of quality of life. 1 2  

 

We also thank for you bringing our attention to these references. We agree that the relationship 

between what we said in the text and these references was not clear and so we have revised these 

references. While we believe that the references for quality of life are relevant (we have added 

another reference that addresses indicators of quality of life specifically), we believe that mortality is 

self-evidently an indicator of health and we thus cut the (ambiguous) references in relation to 

mortality. Nevertheless, we retained reference 56 after the following sentence concerning the 

demographic variables because this review paper also discusses the role of these demographic 
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variables in relation to mortality.  

 

7) Second, despite the longitudinal nature of these data which adds some weight to the direction of 

effects claimed here, these claims must still be made cautiously. Despite controlling for health at T1, 

there remains the possibility that changes in health across the six years, including the onset of 

diseases and disablement that lead to mortality, also affect group membership. Increasing disability 

over time is very likely to lead to withdrawal from social group activities for several reasons. Similarly, 

engagement in exercise is likely to decrease because of decreasing health itself, rather than directly 

cause loss of life. Were cross-lagged or other analyses considered to account for these possible bi-

directional effects?  

 

RESPONSE: These are all very good points. We agree that we cannot make any causal claims based 

on the present data set and analyses. We also agree these relationships are likely to be bi-directional 

such that quality of life and health may also affect subsequent group memberships, however, this was 

not the key focus of this manuscript. We were concerned to control for initial levels of both the 

independent and dependent variable to isolate the impact of how change in our predictor relates to 

change in the dependent variable. This is the most appropriate procedure to partial out any variance 

in the independent variable that may be attributable to other stable factors. We agree that the 

potential causal impact of group memberships on life quality and health is an important issue that has 

significant practical implications and future work using experimental and intervention methods are 

needed to conclusively investigate this link. We have added a paragraph to the limitations in the 

Discussion (p. 19) in which we make these points explicit.  

 

 

Reviewer: 2  

Name: Jitka Pikhartova  

Institution and Country: Brunel University London, London, U.K.  

 

This manuscript examines the association between social group memberships in retirement and 

premature deaths using data from ELSA study. The findings presented by authors are interesting and 

support previous findings about the role of social networks, especially in time of life changes, on later 

well-being, health and mortality.  

 

RESPONSE: We were pleased to receive your positive evaluation and we thank you for your helpful 

suggestions.  

 

1) One of my main concerns is related to matched control group. Authors claim that controls have 

identical gender, ethnicity, relationship status and SES. If it is matched as described in the manuscript 

how is it possible there are differences in distribution of marital status and SES between 2 groups?  

 

RESPONSE: We thank you for highlighting this point. We agree that we should better characterize 

the matched control group. With this in mind, we have revised and extended our description of the 

matched control group in the Method section. We now make explicit that the matched control group 

was generated using the SPSS plug-in “Fuzzy”, which generates a selection of cases for the matched 

control group based on pre-determined variables as found in the target group. To do this we specified 

that people in the matched control group did not transition to retirement. Moreover, to account for 

natural variation in other variables while ensuring that this procedure generates a comparable sample 

(of identical size), it is necessary to specify the degree to which cases in the matched control group 

are allowed to vary from the target group in relevant variables. Specifically, in our analysis we allowed 

cases to vary in the continuous variables — age by no more than two years, and then subjective 

physical health, number of groups, and quality of life to vary by no more than 1, as well as matching 

as closely as possible cases on the categorical variables gender, ethnicity, relationship status, and 
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socio-economic status. Thus, there was some resulting minor variation in the descriptive statistics of 

the two groups, but this variation was not statistically significant. We have extended the description of 

this procedure in the Method section describing the matched control group in more detail (p. 9).  

 

2) Socioeconomic status should be measured by more variables than income; I would suggest to 

include social class and education in addition to income  

 

RESPONSE: We agree that socioeconomic status can be assessed by variables other than income. 

Results of a regression analysis indicated that retirees’ W1 wealth decile (b = -0.058, p = .033) and 

W1 education level (b = -0.057, p = .085) contributed to the prediction of quality of life at W5. To 

further explore this, we ran a sensitivity analysis including wealth decile and education as additional 

covariates in our original model of retiree’s quality of life. When these two variables are included as 

covariates, neither was a significant predictor of quality of life over and above other covariates 

(education level was marginally significant; b = -0.057, p = .079) and the results were thus 

substantively identical to those reported in the manuscript.  

 

Similarly, results of a logistic regression predicting retirees’ mortality confirmed that W1 wealth decile 

(b = 0.12, p = .088, Wald’s F = 2.92) and W1 education level (b = 0.22, p = .025, Wald’s F = 5.03) 

contributed to the prediction of mortality at W5. When added as additional predictors to our model, 

neither of these was a significant predictor of mortality over and above other covariates (education 

level was marginally significant; b = 0.19, p = .066), and hence the results were substantively identical 

to those reported in manuscript. Therefore the analyses are retained in the original paper, where 

income was used as the sole indicator of socioeconomic status, and these sensitivity analyses are 

noted in the sensitivity analyses on p. 15.  

 

3) I would like to see how the highest achieved qualification is distributed across both groups. There is 

reasonable amount of literature showing association between level of education and health status and 

mortality; and also between level of education and likelihood to retire at expected age  

 

RESPONSE: As described above, we have provided additional analyses in which we assess the 

impact of education on quality of life and mortality. This shows that controlling for education does not 

change the results concerning the focal relationships. In response to the reviewer’s question, there 

were no significant differences in highest achieved qualification between the two groups. Amongst 

retirees, 29.8% had higher education of some form, 34.8% had A-level or GCSE (formerly O-level) 

qualification, 28.1% had no qualification, and 7.3% had other / foreign qualification.  

 

4) P8 line 36: What proportion of those employed in W1 and retired in W2 ‘had sufficient data’? If 

large proportion of those who were employed in W1 and retired before W2 was excluded because of 

some missing data, results presented in this manuscript might be biased.  

 

RESPONSE: An analysis of attrition in the ELSA by Banks, Muriel, and Smith (2011) 3 indicates that 

there are few individual-level characteristics that predict subsequent attrition and that attrition is not 

due to prior disease prevalence, providing some assurance that the present relationships are not due 

to differential attrition. Furthermore, we specified characteristics of the matched control group to 

ensure that this group was of identical size and had characteristics that were as similar to the retiree 

group as possible, and so it is not surprising that the rate of attrition was comparable between these 

groups (we retained N = 296 retirees and N = 302 matched controls for the analysis of quality of life, 

and N = 410 retirees and N = 424 matched controls for the analysis of mortality). We are not aware of 

any source of systematic bias in missing data that compromises the inferences that we can draw from 

the present analyses.  

 

5) It is questionable to use life satisfaction as measure of health status. In my opinion it is more 
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psychosocial factor than health characteristics  

 

RESPONSE: We thank you for highlighting this issue. We have followed your suggestion and the 

suggestion by Reviewer 1. As outlined under our response to Reviewer’s 1 Comment 6, we now 

refrain from referring to life satisfaction as an indicator of health and instead refer consistently to 

‘quality of life’ throughout the manuscript.  

 

6) To my knowledge self-completed life satisfaction question as worded in the manuscript is not 

available in wave 1 of ELSA. It would be good if authors give more details of life satisfaction construct 

used in the manuscript – whether there is such specific question available in W1 or whether other 

question was used from the wave 1 or whether life satisfaction from W2 was used.  

 

RESPONSE: As you correctly note, the full 5-item scale is not available in Wave 1. Instead, in Wave 1 

quality of life is assessed by the single-item measure “I feel satisfied with the way my life has turned 

out”, which we controlled for at Wave 1 in the analysis of quality of life. We now made this explicit by 

adding an extended description of the quality of life measure on page 11.  

 

7) Life satisfaction categorization: As this is categorical variable with Likert scale answers I would 

prefer frequency tables rather than showing mean and SD. It would be preferable to treat Likert score 

variables as ordinal categorical. Assuming that such variable is continuous and possibly normally 

distributed is rather strong and unrealistic assumption.  

 

RESPONSE: The satisfaction of life scale is a scale that has been used widely in psychological 

research. We have continued to treat this variable as continuous because (a) it has been assessed as 

a continuous variable and because (b) reviews indicate that it is used and reported most commonly as 

a continuous variable. 4 5 It is also worth noting that examination of skew and kurtosis for variable 

indicated that its distribution does not depart significantly from normality.  

 

8) The description of statistical analysis is missing in Methods section  

 

RESPONSE: As suggested, we have added a description of the statistical analyses to the method 

section under the subheading ‘Procedure’ (p. 12).  

 

9) P12 line 10: Could authors give more details what ‘hierarchical regression’ means?  

 

RESPONSE: In the added description of the statistical analyses, we now also describe hierarchical 

regression. Specifically, we indicate that we performed a hierarchical, step-wise regression in which 

control variables were entered in a first regression (Step 1), while the variable W1 group 

memberships was added in a subsequent regression in Step 2, and W2 group memberships in Step 

3.  

 

10) P12 Table2 : why there is only N=296 in ‘retirees’ and N= 302 in ‘matched controls’? Why there is 

such drop?  

 

RESPONSE: These sample sizes are correct and the drop in sample size is due to attrition in 

subsequent waves. Importantly, the level of attrition was comparable across the retiree and the 

matched control group. It is also worth noting that attrition in mortality is smaller because even if 

participants did not participate in subsequent waves (which meant that no data concerning quality of 

life was available), the ELSA draws on other sources to gather mortality data and thus still contains 

data for this variable. We describe the sample size and attrition in the Method in the ‘Participants and 

design’ section (p. 9).  
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11) I would like to see explanation why authors did not use widely used instrument of self-rated 

health.  

 

RESPONSE: The focus of our paper was not on examining self-rated health (subjective physical 

health) but on examining (subjective) quality of life and (objective) mortality as outcome variables. At 

the same time, we did actually use subjective physical health in our analysis. While we controlled for 

initial levels of quality of life in the analysis of quality of life, it is (obviously) not possible to control for 

initial levels of mortality in the analysis of mortality and so we controlled for W1 subjective physical 

health in the analysis of mortality.  

 

12) Self-perceived age would be appropriate to use in the case of decision to retire and measuring 

well-being  

 

RESPONSE: While self-perceived age is an interesting construct, in this paper this is not our focus, 

neither is planning for, or decision-making about, retirement our focus (which we agree might be 

influenced by this variable). Instead, we use age as a covariate in line with the conventions of 

controlling for objective demographics. Moreover, as outlined in our response to Comment 3, we 

would like to note that we specified that our retiree and matched control groups match in terms of their 

age (the retiree group had an average age of 60.52 years and the matched control group of 59.88 

years).  

 

13) Limitations of the study might be developed more, mainly the part focusing on this paper. It seems 

that limitations focus mainly on ELSA design at current version of manuscript  

 

RESPONSE: We see some of the main limitations of our study arising from the somewhat narrow 

operationalization of our variables of interests in the ELSA dataset. This is not so much a problem of 

the ELSA but rather a problem of the conclusions that can be drawn on the basis of the findings. At 

the same time, we agree that we should have extended the limitations of our study by discussing 

issues of causality and — as we outline under our response to Reviewer 1 Comment 7 — we inserted 

an additional paragraph to the limitations in which we discuss that we cannot draw conclusive 

inferences concerning the causal impact of group memberships on quality of life and mortality.  

 

14) Would change in scores ‘W2-W1’ be interesting to use?  

 

RESPONSE: We retain our analysis (a) because this longitudinal analysis is more conventional than 

change score analysis and (b) because results of the present analysis are easier to interpret than 

change score results (i.e., it avoids negative values as well as the need to interpret change scores 

based on baseline values). Having said this, it is also worth noting that an analysis such as ours that 

includes W1 and W2 group memberships as predictors is statistically equivalent to a change score 

analysis that includes W1 group memberships and the W2-W1 change score as predictors.  

 

15) It is preferable to present results (either in the test or in the table) as full number; so if the number 

is less than one, I suggest avoiding presenting “.123” and present this as “0.123” (table 2)  

 

RESPONSE: We thank you for pointing this out. We have corrected this issues and, as suggested, 

we added the zero to statistics that in theory could be larger than 1 (e.g., unstandardized beta 

weights; Odds Ratio) and, as before, leave out the zero for statistics that in theory cannot be larger 

than 1 (e.g., p-values).  
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VERSION 2 – REVIEW 

REVIEWER Christine Stephens 
Massey University, New Zealand 

REVIEW RETURNED 29-Nov-2015 

 

GENERAL COMMENTS The authors have addressed all reviewer concerns carefully and 
completely. This paper is well written and describes a carefully 
conducted study that will make an excellent contribution to the 
literature.  

 

REVIEWER Dr Jitka Pikhartova 
Brunel University London, United Kingdom 

REVIEW RETURNED 10-Dec-2015 

 

GENERAL COMMENTS I am happy with most changes and comments made by authors.  
Authors have changed terminology and talk about quality of life and 
mortality.  
 
However, in various places (for example on page 10, line 50 when 
describing measures) they say that they use two measures of health 
status: quality of life and mortality. While life satisfaction is measure 
of quality of life it is not, in my opinion, measure of health. I think it is 
still needed to edit text further and make it clear that they use two 
outcomes but not two measures of health.  
 
I also still believe sample attrition and its effect on results of the 
paper should be included in the discussion little more. I am little 
surprised with definite statement used by authors ("we are not aware 
of any source of systematic bias in missing data that compromises 
the inferences that we can draw from present analyses") - in my 
opinion missingness and attrition are often source of such bias and 
missingness in this study is not negligible.  
(Banks, J., Muriel, A. and Smith, J.P., 2011. Attrition and health in 
ageing studies: evidence from ELSA and HRS. Longitudinal and life 
course studies, 2(2).)  
The authors should mention in the Methods whether they use survey 
weights accounting for attrition.  
Also the authors should include references to Shin, Banks, and 
Pavot used in their response to reviewers' comments in the 
manuscript. 
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VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

 

1) The authors have addressed all reviewer concerns carefully and completely. This paper is well 

written and describes a carefully conducted study that will make an excellent contribution to the 

literature.  

 

RESPONSE: We are happy to hear your evaluation of our revised manuscript.  

 

 

Reviewer: 2  

 

1) I am happy with most changes and comments made by authors.  

Authors have changed terminology and talk about quality of life and mortality.  

 

RESPONSE: We thank you for your positive feedback.  

 

2) However, in various places (for example on page 10, line 50 when describing measures) they say 

that they use two measures of health status: quality of life and mortality. While life satisfaction is 

measure of quality of life it is not, in my opinion, measure of health. I think it is still needed to edit text 

further and make it clear that they use two outcomes but not two measures of health.  

 

RESPONSE: As suggested, we have gone over the entire manuscript and carefully edited the paper 

to refrain from referring to quality of life as a measure of health.  

 

3) I also still believe sample attrition and its effect on results of the paper should be included in the 

discussion little more. I am little surprised with definite statement used by authors ("we are not aware 

of any source of systematic bias in missing data that compromises the inferences that we can draw 

from present analyses") - in my opinion missingness and attrition are often source of such bias and 

missingness in this study is not negligible.  

(Banks, J., Muriel, A. and Smith, J.P., 2011. Attrition and health in ageing studies: evidence from 

ELSA and HRS. Longitudinal and life course studies, 2(2).)  

The authors should mention in the Methods whether they use survey weights accounting for attrition.  

Also the authors should include references to Shin, Banks, and Pavot used in their response to 

reviewers' comments in the manuscript.  

 

RESPONSE: We thank you for your evaluation. As you suggest, we have made a number of key 

changes to clarify the relevance of missing data to our analysis. First, as suggested, we have made 

explicit in the Method section that we did not use survey weights accounting for attrition when 

describing the Matched Control group (on page 9). Second, in line with the Reviewer’s 

recommendation, we have inserted an additional paragraph in the Discussion (pp. 19-20) discussing 

in more detail the relevance of missing data and their impact on our results. Finally, we now also cite 

in the manuscript the work by Shin and Pavot and colleagues (on page 11) and by Banks and 

colleagues (on page 19) that we refer to back up some of the points that we highlighted in our 

previous response. 
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