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Advocacy brief:
Social isolation and
loneliness among
older people
Summary
* Social isolation and loneliness among older people are growing public
health and public policy concerns which have been made more salient by
the COVID-19 pandemic.
* Social isolation and loneliness among older people are widespread. For
instance, 20–34% of older people in China, Europe, Latin America, and the
United States of America are lonely.
* Social isolation and loneliness are harmful. They shorten older people’s
lives, and damage their mental and physical health and quality of life.
* But they can be reduced:
— Through face-to-face or digital interventions such as cognitive
behaviour therapy, social skills training and befriending;
— By improving infrastructure (e.g. transport, digital inclusion, built
environment) and promoting age-friendly communities;
— Through laws and policies to address, for instance, ageism, inequality
and the digital divide.
* A strategy for reducing social isolation and loneliness among older
people should aim to:
— Implement and scale up effective interventions to reduce social
isolation and loneliness;
— Improve research and strengthen the evidence for what works; and
— Create a global coalition to increase the political priority of social
isolation and loneliness among older people.
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described below, to change the way in
which social isolation and loneliness are
addressed. One of the most prominent
is the United Nations Decade of Healthy
Ageing 2021–2030 (8), which includes
four interconnected action areas for
safeguarding the health and well-being
of older people, their families and their
communities: (i) change how we think, feel
and act towards age and ageing; (ii) ensure
that communities foster the abilities of
older people; (iii) deliver integrated care
and primary health services tailored to
older people; and (iv) ensure access to
long-term care for older people. Although
social isolation and loneliness occur
throughout the life-course, this advocacy
brief focuses on older people.

Human beings are fundamentally social
animals. To have survived for millennia
as hunter-gatherers in often harsh
environments, individuals depended for
their lives on strong bonds with a tightly
knit social group. High-quality social
connections are essential for our mental
and physical health and our well-being – at
all ages.
Social isolation and loneliness have serious
consequences for longevity, health and
well-being. In older age, social isolation
and loneliness increase the risks of
cardiovascular disease, stroke, diabetes,
cognitive decline, dementia, depression,
anxiety and suicide. They also shorten
lives and reduce the quality of life. Life
transitions and disruptive life events (such
as retirement; loss of a spouse, partner or
friends; migration of children or migration
to join children; and disability or loss of
mobility), which are more likely to affect
older people, put them at particular risk (1,
2).

What we know about social
isolation and loneliness
among older people
We know enough to state with confidence
that social isolation and loneliness are
widespread among older people in
most regions of the world, that they
have serious consequences for their
physical and mental health and longevity
and that we should, therefore, invest in
effective interventions and strategies to
reduce social isolation and loneliness
in this population. Many questions and
uncertainties remain, however, which
should be addressed by the research
community (2, 9, 10).

Until recently, however, social isolation and
loneliness, including among older people,
were neglected social determinants
of health. In some countries, these
problems have started to be considered
pressing public policy and public health
issues. The COVID-19 pandemic and the
attendant physical distancing measures
have increased the salience of these
topics (3–5). For instance, in 2018, the
United Kingdom Government appointed
a “loneliness minister” and published “A
connected society – a strategy for tackling
loneliness” (6). In 2021, Japan followed
suit, partly in response to the pandemic;
the Prime Minister added a “loneliness
minister” to his cabinet and created an
inter-ministerial task force to address the
issue (7). In the United States of America in
2020, the National Academies of Sciences,
Engineering and Medicine published
a consensus report entitled “Social
isolation and loneliness in older adults:
opportunities for the health care system”(2).

Social isolation and loneliness are distinct
but related concepts. “Loneliness” is the
painful subjective feeling – or “social pain”
– that results from a discrepancy between
desired and actual social connections
(11–13). “Social isolation” is the objective
state of having a small network of kin and
non-kin relationships and thus few or
infrequent interactions with others. Some
studies have found only a weak correlation
between social isolation and loneliness
(14–16): socially isolated people are not
necessarily lonely and vice versa. How
lonely a person feels depends partly on
their own and their culture’s expectations

Several windows have opened for
international, regional and national policies,
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of relationships (17). For some aspects of
the problem – such as its scale, distribution
and trends – more evidence is available on
loneliness than on social isolation.

homes were very lonely. All four studies
that made direct comparisons between
care-home residents and people living
in their own homes in the community
reported a higher prevalence of loneliness
in care homes (28).

The scale of social isolation
and loneliness

Age and loneliness

Although there are currently no global
estimates of the proportion of older people
in the community who are experiencing
loneliness and social isolation, estimates
for some regions and countries are
available. For instance, 20–34% of older
people in 25 European countries (18)
and 25–29% in the USA (10) reported
being lonely. A study in 2021 indicated
a prevalence of loneliness of 25–32%
in Latin America, 18% in India but only
3.8% in China (19). Other estimates of the
prevalence of loneliness among older
people, however, were 29.6% in China (20)
and 44% in India (21) – on a par with or
higher than in the rest of the world. Few
comparable estimates of the prevalence
of social isolation are available. Those
available are 24% in the USA (22), 10%–43%
in North America (23) and 20% in India (24).

It is not clear whether loneliness increases
or decreases with age. Some studies show
a U-shaped curve along the life-course,
loneliness being more prevalent at younger
and older ages (18, 29–31). Others suggest
a steady decrease in loneliness through
life (25, 32), sometimes with an increase
after 75 years (33). Yet others suggest that
the relation between loneliness and age is
non-linear and fluctuates during the lifecourse (34–36). A nationally representative
study in the USA, for instance, found peaks
in the oldest and young adults and in those
aged 50–60 years (34).

Gender and loneliness
A recent review of 575 studies on gender
differences in loneliness indicated similar
levels in males and females across the
lifespan. Males were slightly more lonely
in childhood, adolescence and young
adulthood (with the largest differences),
but these small gender differences
disappeared in middle adulthood and at
older age (37). Loneliness among older
women is a concern, as life changes such
as widowhood and relocation, which
are associated with greater vulnerability
to social isolation and loneliness, affect
women more than men (38).

Differences in methods may account for
some of the differences in the estimates,
such as the type of measure used, the
mode of data collection (e.g. face-to-face
or self-administered questionnaires), the
representativeness of the sample and
the inclusion criteria (e.g. older people in
institutions, homeless people, and ethnic
minorities) (10, 19, 25). In general, there are
few comparable estimates for low- and
middle-income countries (19). Although
there are many instruments for measuring
social isolation and loneliness, there is
no standard, international, widely used,
cross-culturally valid measure of the two
concepts (19, 26, 27).

Recent trends
It is not known whether global rates
of loneliness among older people
are increasing overall. A review of 25
studies in China found large increases in
loneliness between 1995 and 2011, which
were correlated with increasing rates of
urbanization, divorce, unemployment and
social inequality (38). In a study in the USA,
the prevalence of loneliness increased

The prevalence of loneliness among
people living in long-term care institutions
appears to be higher than that in the
community. A review of 11 studies – three
in middle-income and eight in high-income
countries – indicated that 35% of older
people in residential and nursing care
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by 7% between 2018 and 2019 (39, 40).
In contrast, no increase in the rate of
loneliness among older people in recent
decades was found in Sweden (41), and
studies in Finland and Germany suggest
that loneliness may have decreased (42,
43). The increasing longevity and ageing of
the global population could nonetheless
result in more older people experiencing
loneliness and social isolation (Box 1).

Box 1. Living arrangements,
loneliness and social isolation of
older people
“Living alone” is defined as occupying
a one-person household. Most
studies show that living alone is a risk
factor for both social isolation and
loneliness, with some mixed results
(44–48).
Not only population ageing but also
social and economic changes are
reshaping the context in which older
people live, including the size and
composition of their households
and their living arrangements. The
changes also include decreased
fertility; changes in patterns of
marriage, cohabitation and divorce;
higher educational levels of younger
generations; continued rural-to-urban
and international migration; and rapid
economic development (49).

Social isolation and loneliness
shorten lives
A review conducted in 2015 indicated
that social isolation and loneliness were
associated with a 29% and 26% increased
likelihood of mortality, respectively. Both
significantly predicted premature mortality,
and equivalently so, and middle-aged
adults may be at greater risk of mortality
than older adults when they are socially
isolated or lonely (50, 51).

Globally, more older people live
alone. In western Europe and the
USA, intergenerational residence has
decreased dramatically, and most
older people now live either in singleperson households or in households
consisting of a couple only or a
couple and their unmarried children.
In many less developed countries,
despite the persistence of traditional
family structures and cultural norms
that favour multi-generational
households, a slow shift is occurring
towards smaller families and different
types of household, including living
alone (49).

The relation between social isolation and
loneliness and mortality (and the other
negative health outcomes described
below) might be causal, but it is difficult
to demonstrate (2, 52, 53). Social isolation
and loneliness affect mortality similarly
to well-established risk factors such as
obesity, lack of physical activity, smoking,
other forms of substance abuse and poor
access to health care (2, 50).

Social isolation and loneliness
damage older people’s health
and quality of life

Globally, more older women than
men live alone. Between 2006 and
2015, older women were twice as
likely as older men to live alone (24%
vs 11%). The gender gap was widest
in Europe and Northern America (37%
vs 18%), followed by Australia and
New Zealand (33% vs 18%). Whereas,
globally, 15% more older men than
older women lived with a spouse (38%
of men, 23% of women), the gap was
wider in Europe and North America
(56% vs 33%) (49).

There is strong evidence that social
isolation and loneliness increase the
risks of older adults for physical health
conditions such as cardiovascular
disease and stroke and for mental health
conditions such as cognitive decline,
dementia, depression, anxiety, suicidal
ideation and suicide (2, 43, 54–57). There is
also evidence, although it is not as strong,
that social isolation and loneliness increase
the risks of other health conditions (e.g.
type-2 diabetes mellitus, high cholesterol)
and limit mobility and activities of daily
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The costs of social isolation
and loneliness

living (2, 57). Social isolation and loneliness
are also risk factors for violence and
abuse against older men and women,
the prevalence of which, at least in the
USA, appears to have increased during
the COVID-19 pandemic (2, 58). Some
more limited evidence indicates that social
isolation and loneliness worsen the quality
of life of older adults (2, 57).

Social isolation and loneliness appear
to impose a heavy financial burden on
society, but the extent of the burden is not
well understood. A review of studies on the
economic costs of loneliness at all ages
included only four studies on the costs
of social isolation and loneliness in older
people and addressed the costs of health
and/or long-term care in high-income
countries (63). In a study in the United
Kingdom, the excess costs for health and
long-term care due to loneliness was
estimated to be GBP 11 725 per person
over 15 years (64). Lonely older people are
more likely to visit their doctor for social
contact rather than for medical treatment,
thus increasing medical costs (65, 66).
In the USA, an estimated US$ 6.7 billion
in annual federal spending has been
attributed to social isolation among older
adults (67).

The effect of social isolation on mortality
has been studied more extensively than
that of loneliness, while the effect of
loneliness on health has been studied
more extensively than that of social
isolation. The relative effects of each on
health are, however, complex and not
fully understood. Little attention has been
paid to the discordance between social
isolation and loneliness (e.g. high social
isolation but low loneliness) and its impact
on health (2, 59, 60).
Currently, three plausible causal
mechanisms have been proposed for the
effects of social isolation and loneliness
on health (Fig. 1). First, they lead to excess
stress reactivity, and, in the absence of the
stress-buffering effect of social support,
the physiological systems of lonely and
isolated individuals may absorb more
of the stressors encountered in daily
life (2, 10, 61, 62). Secondly, they result in
inadequate or inefficient physiological
repair and maintenance processes. For
example, social isolation and loneliness
affect the quality and quantity of sleep,
which influence a variety of physical health
conditions (e.g. cardiovascular disease,
diabetes); and poor sleep is associated
with increased mortality (2, 61). Thirdly,
some, albeit mixed, evidence indicates
that social isolation and loneliness lead
to behavioural risk factors, such as
lower physical activity, poorer diet, poor
adherence to medical treatments and
more smoking and alcohol consumption
(2, 10, 57, 61).

Why are older people at risk of
social isolation and loneliness?
A complex range of individual, relationship,
community, societal and system level
factors put people at risk of social isolation
and loneliness (68–70). Identifying risk
factors at these four nested and interacting
levels helps to make sense of the many
interventions and strategies which target
these risk factors to reduce social isolation
and loneliness (Fig. 2).
At the level of the individual, physical
factors such as having heart disease,
stroke or cancer can increase the risks
of both social isolation and loneliness,
although the relation is often bi-directional
(2). Decreases in intrinsic capacity, such
as sensory impairment and hearing
loss, increase the risks, as do psychiatric
disorders such as depression, anxiety
and dementia (2). Certain personality
traits – such as neuroticism (i.e. negative
affect), disagreeableness and low levels of
conscientiousness – increase the risk of
loneliness, and these are partly genetically
determined (71–73).
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Fig. 1. Consequences of social isolation and loneliness

Mortality

Examples
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Smoking & alcohol
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Activities of daily living
Suicide

Other

Elder abuse
Quality of life

Economic costs

Health care
Long-term care

The absence of supportive relationships
and difficult or unfulfilling relationships can
increase loneliness. Life transitions and
disruptive life events such as retirement
and bereavement can increase the risks of
both social isolation and loneliness among
older people (2, 10, 69).

and older people in residential and nursing
care (2, 74). Being an immigrant is also a risk
factor, as immigrants tend to have fewer
– especially long-standing – social ties
and less social integration and often face
language and communication barriers (2,
74).

Social groups at greater risk of social
isolation and loneliness, which are
sometimes poorly served by mainstream
services, include ethnic minorities; lesbian,
gay, bisexual and trans+ people; people
with physical and learning disabilities and
long-term health conditions; care-givers;

At community and societal levels, lacking
socio-economic resources, limited
education, inadequate transportation,
lack of access to digital technology, poor
housing, ageism, marginalization and
remote residence can all lead to loneliness
and social isolation (2, 10, 69, 75).
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Fig. 2. Interventions and strategies to reduce social isolation and
loneliness

Identifying
Connecting

Individual- & relationshiplevel interventions
• One-to-one or in groups
• Digital and face-to face
Examples: social skills
training, psychoeducation,
befriending, social prescribing,
cognitive behavioural therapy,
mindfulness

Community-level
strategies

Societal-level
strategies

Examples:

Examples: laws and
policies that address:

• Improving infrastructure:
— Transport
— Digital inclusion
— Built environment
• Volunteering
• Age-friendly communities

• discrimination and
marginalization
(including ageism);
• socio-economic
inequality;
• digital divide;
• social cohesion;
• intergenerational
solidarity;
• social norms

Sources: references 1, 69, 70, 74

What works to address
social isolation and
loneliness?

for individual- and relationship-level
interventions, with little evidence for
community- or societal-level interventions
(1, 2, 74, 76, 77). Furthermore, social isolation
and loneliness can occur at any age, and
interventions and strategies to address
them starting earlier may be needed (78).

Many interventions and strategies
have shown promise, but we do not
yet know which are the most effective
and for whom. Fig. 2 suggests that
various sectors must be involved for
a population-level impact on social
isolation and loneliness, e.g. health, social
work, information and communications
technology, transportation and housing;
and stakeholders such as government,
older people, civil society organizations,
practitioners, academia and the private
sector must act at multiple levels at the
same time.

Identifying and connecting: Before older
people who are socially isolated and
lonely can be offered help, they must be
identified and connected to services (see
Fig. 2). The health sector has an important
role to play in identifying older people at
risk of or already experiencing loneliness.
“Connector services” reach those at
risk of loneliness and social isolation,
understand their predicament and support
them in accessing appropriate services
and interventions, including to overcome
practical and emotional barriers stemming
from ageism and stigmatization. Connector
services include outreach services

As for strategies to address other health
and social problems, however, current
evidence for what works to reduce
social isolation and loneliness is primarily
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should be addressed in future research
(see Box 2). Few randomized controlled
trials have been conducted; the samples
are often too small; interventions often do
not address loneliness among the most
vulnerable older adults; and few studies
have been conducted in low- and middleincome countries (2, 10, 80, 82–84). Also,
social isolation and loneliness are often
not clearly distinguished (particularly in
reviews) and are sometimes conflated into
a single concept. It cannot be assumed
that interventions that work for one will
necessarily work for the other (2, 80, 83).

(e.g. knocking on doors in the community),
guided conversations and motivational
interviews. Evidence for how well such
services work is, however, limited (74).
Individual- and relationship-level
interventions: Interventions at this level
are based on three main mechanisms:
(i) maintaining and improving people’s
relationships, (ii) supporting people
to develop new relationships and (iii)
changing how people think and feel about
their relationships (74, 79).
Many studies and at least 24 reviews have
evaluated the effectiveness of interventions
at the individual- and relationship-levels
(80). Although some of the findings are
encouraging, there is too little high-quality
evidence to identify the most effective type
conclusively (2, 10, 81-84). Interventions for
maladaptive social cognition with cognitive
behavioural therapy appear promising for
reducing loneliness. “Maladaptive social
cognition” refers to inflexible, inappropriate
expectations, thoughts and feelings that
people have about their relationships,
particularly hypervigilance – increased
attention and surveillance – for social
threats, such as rejection or exclusion
(17, 85, 86).

Features of interventions that appear
to be the most promising include an
educational approach, the involvement of
the individuals targeted in designing the
intervention and a strong theoretical basis
(2, 10, 80, 82–84). Lonely people appear
to be more interested in connecting
with others when they pursue activities
based on shared interests (e.g. exercise
groups) than in meeting for purely social
reasons (74, 89). Preliminary evidence also
suggests that interventions that increase
social contact (e.g. befriending and peervisiting) may be particularly cost–effective
(63).
Digital interventions are of particular
interest because of both the increase
in their use during the COVID-19
pandemic and the rapidly increasing role
of technology in the past 10–15 years –
particularly the Internet, smart phones and
social media – in mediating social relations.
Digital interventions include training in use
of the Internet and computers, support
for video communication, messaging
services, online discussion groups and
forums, telephone befriending, social
networking sites, chatbots and virtual
artificial intelligence “companions” (90–92).
Although they have sometimes been found
to be effective, the findings are often mixed
or inconclusive (86, 90–96).

Interventions for social isolation and
loneliness among older people can
be delivered either one-to-one or in
groups and either digitally or face to
face. They include social skills training;
psychoeducation (providing information
and support to better understand and
cope); peer-support and social activity
groups; “befriending” services, which offer
supportive relationships either in person
or over the phone, usually by volunteers;
social prescribing, which helps patients
to access local non-clinical sources of
support; cognitive behavioural therapy;
mindfulness training; psychopharmacology,
including anti-depressants; and coalitions
and campaigns to increase awareness of
the issues (2, 80, 82).

Digital interventions are associated with
several ethical concerns, such as potential
infringement on privacy, informed consent

The evidence for effective interventions
has several serious limitations, which
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Box 2. Opportunities for improving data and research and
strengthening the evidence
Opportunities for improving data and research and addressing the many gaps and
uncertainties in the evidence base for social isolation and loneliness include the
following.
1.

Develop a standard, international instrument for measuring both social isolation
and loneliness: Although many measures exist, there are currently no widely
used, cross-culturally valid, international instruments for measuring the two
concepts (19, 26, 27).

2. Improve understanding of prevalence, distribution and trends: An agreed
international measuring instrument would generate comparable crossnational prevalence data for better estimates of the distribution of the problem
(including across the life span) and trends over time, allowing better planning and
evaluation to reduce the problem.
3. Generate better evidence for effective interventions: The first priority is to
strengthen the evidence of what works to reduce social isolation and loneliness
at all levels, from the individual and relationship levels to the community and
societal levels (2, 74, 84).
• The current large but uneven evidence base should be carefully mapped to
identify strengths and weaknesses, so future research can be commissioned in
a more cost-efficient and strategic way.
• In order to produce conclusive evidence, evaluations should be large, theorybased and of high quality (randomized controlled trials if possible) and should
clearly distinguish between social isolation and loneliness (80, 83, 84).
• Better understanding of digital interventions is necessary and especially of
digital divides, potential harmful effects of digital interventions and whether
virtual connections can supplement face-to-face social connections.
4. Increase research in low- and middle-income countries: More research should
be conducted on all aspects of social isolation and loneliness in low- and middleincome countries: their prevalence, consequences and determinants, which may
be different from those in high-income countries, and on interventions that are
effective in different contexts (10, 19).
5. Elucidate the mechanism underlying health impacts: Research of appropriate
design, e.g. prospective longitudinal and controlled experiments, should be
conducted to elucidate the causal mechanisms underlying the health impacts of
social isolation and loneliness, including possible bi-directionality (2, 61).
6. Estimate costs and cost-effectiveness: Information on the cost of the problem
and the cost–effectiveness of interventions is limited. Both are critical for making
a persuasive case to raise the priority of the issue.
7.

Translate evidence to make it more accessible: High-quality evidence should
be synthesized and stored on accessible databases, platforms and portals and
distilled into forms likely to be used by policy- and decision-makers, such as
evidence-based policy briefs, guidelines and checklists (87, 88).
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and lower-income countries (74, 90–92,
95). Nonetheless, governments, policy
makers and all stakeholders, including the
private sector, should make information
and communication technologies (ICTs)
available, affordable and accessible to
older people who wish to be connected
and ensure that those who wish to remain
offline do not suffer exclusion as a result.
Furthermore, in their policies, strategies
and programmes related to ICTs, they
should include accessibility requirements
relevant to digital information, products
and services aimed at reducing social
isolation and loneliness among older
people. They should also provide
appropriate digital knowledge and training
to allow older people to adopt new
technologies (99).

and autonomy and disparities in access,
including for older people with disabilities.
Furthermore, the extent to which online
relations can supplement face-to-face
interactions and the potential harmful
effects of digital interventions, particularly
the risk of further isolating older people,
are currently poorly understood (2). It is
important to protect the right to remain offline and develop alternatives for those who
cannot or do not wish to connect digitally.
Community-level strategies: Several
strategies at the community level have
the potential to help reduce loneliness
and social isolation. Some address the
infrastructure – such as transportation,
digital inclusion and the built environment
– required to ensure that people can
maintain their existing and form new
relationships and to deliver interventions to
reduce social isolation and loneliness.

Several other community strategies
might reduce social isolation and
loneliness among older people (74). One
is volunteering, which can increase the
well-being and social connections of those
who volunteer and provide the personnel
for interventions to address loneliness
(74). Another is promoting “age-friendly
communities”, which, in line with the WHO
framework (100), are designed to foster
healthy, active ageing. They can help raise
awareness and promote collaboration
across a range of key stakeholders within
a local area to address social isolation and
loneliness.

Appropriate, accessible, affordable
transportation is vital to keep people
connected (74). Although empirical
evidence of the impact of transportation
policy on social isolation and loneliness
is limited, a study in the United Kingdom
showed that the introduction of free
bus travel for people aged 60 years and
over reduced loneliness and depressive
symptoms (97).
The built environment in communities can
either foster or hinder social connection.
The design of housing (e.g. communal
areas), of public spaces (e.g. good lighting,
benches, public toilets) and of restaurants,
shops and cultural institutions such as
libraries and museums (e.g. accessibility
and inclusivity) may all affect social
isolation and loneliness (74, 98).

Societal-level strategies: Societal level
strategies to reduce isolation and
loneliness include laws and policies to
address discrimination and marginalization
(including ageism), socio-economic
inequality, digital divides, social cohesion
and intergenerational solidarity. They
may also seek to change social norms
that prevent social connection, such
as prioritizing accumulation of financial
rather than social capital. Evidence for
the effectiveness of such measures is,
however, limited (1, 74, 101).

Digital inclusion strategies, while critically
important are not easy to implement.
They raise the issue of several digital
divides – for instance, between younger
and older people, between older people
(e.g. those ≥60 years and those ≥80
years), between those who cannot afford
or lack the ability to use digital technology
and those who can, and between higher

“Social in all policies”, similar to WHO’s
“health in all policies”, has been suggested
as a means of tackling social isolation
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agenda for three priorities: older people
and development; advancing health and
well-being into old age; and ensuring
enabling, supportive environments (103).
Several of the recommendations highlight
the risks posed by social isolation and
loneliness and call for action. The Plan is
reviewed and its implementation appraised
every five years. Reducing older people’s
social isolation and loneliness, particularly
through digital technology, has been
identified as an important issue for the
fourth review and appraisal, due to be
completed in 2023 (104).

and loneliness. Cross-cutting “social in all
policies” would include social isolation and
loneliness in all relevant sectors and policy
areas, including transportation, labour and
pensions, education, housing, employment
and the environment (102). For instance,
policies could be implemented that include
flexibility in the labour market, allowing
older people more choice in how and
when they retire. This could ease the
transition from working life to retirement
and promote intergenerational support,
with retired workers acting as mentors to
younger workers.

Policy windows

United Nations General
Assembly Open-ended
Working Group for the Purpose
of Strengthening the Protection
of the Human Rights of Older
Persons

United Nations Decade of
Healthy Ageing
The United Nations Decade of Healthy
Ageing 2021–2030 offers a unique
opportunity to intensify work on social
isolation and loneliness globally. The
aim of the Decade is to bring together
governments, civil society, international
agencies, professionals, academia, the
media and the private sector for 10 years
of concerted, catalytic, collaborative action
to improve the lives of older people, their
families and the communities in which they
live (8).

The Open-ended Working Group on
Ageing was established by the United
Nations General Assembly in 2010 to
consider the international framework of
the human rights of older people and
to identify any gaps and how best to
address them. The Group is considering
the feasibility of further instruments and
measures, including a convention on the
rights of older persons (105). The Group
will increase awareness of social isolation
and loneliness, not only as public health
issues but also as moral and human
rights imperatives and socio-economic
necessities.

The Decade also intends to achieve the
pledge of the Sustainable Development
Goals that no one – including older people
– will be left behind. Older people make
key contributions to achieving the Goals,
building on what has been started in many
countries. The Goals are an important
process that can be used to address social
isolation and loneliness among older
people.

A three-point strategy for
reducing social isolation
and loneliness during
United Nations Decade of
Healthy Ageing

Fourth review and appraisal of
the Madrid International Plan
of Action on Ageing

1. Create a global coalition to
increase the political priority
A global coalition should raise awareness
about social isolation and loneliness
and increase their political priority to
ensure that financial, technical and
human resources are invested on a

The Madrid International Plan of Action
on Ageing, adopted by the Second World
Assembly on Ageing, held in Madrid, Spain,
in 2002, includes a bold, comprehensive
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3. Implement and scale up
effective interventions.

scale commensurate with the severity of
the issue. As part of the United Nations
Decade of Healthy Ageing, this multistakeholder and multi-sectoral coalition,
with the engagement of older people,
should strengthen collaboration among
the main international, regional, national
and local stakeholders.

Social isolation and loneliness will be
reduced only if effective interventions and
strategies are implemented at scale in a
multi-stakeholder, multi-sectoral effort.
This will require identification of effective
interventions and strategies (existing
or new) and addressing all the factors
required to scale them up to achieve
an impact at population level, including
a cycle of continuous evaluation and
optimization, estimation of intervention
costs and benefits, adapting interventions
for scale-up, determining their reach and
acceptability, developing implementation
infrastructure and a workforce and
ensuring sustainability (2, 107).

The coalition should involve the United
Nations Interagency Group on Ageing
(106), which ensures inclusion of older
people in the work of the United Nations
system. The Group can act as an important
agent to strengthen information sharing
and cooperation among United Nations
agencies and to raise awareness of the
issue.

2. Improve research and
strengthen the evidence for
effective interventions.

Social isolation and loneliness, which
affect a considerable proportion of the
population of older people globally,
shorten their lives and take a heavy toll
on their mental and physical health and
their well-being. COVID-19 and the
resulting lockdown and physical distancing
measures have been a stark reminder of
the importance of social connections in the
lives of older people. The United Nations
Decade of Healthy Ageing 2021–2030
offers a unique opportunity for United
Nations agencies and stakeholders in all
sectors to act together internationally,
regionally, nationally and locally to reduce
social isolation and loneliness among older
people.

Filling the significant gaps in our
understanding of social isolation and
loneliness should be a key component of
the strategy. More important still will be
to strengthen the evidence on effective
interventions to reduce social isolation and
loneliness. Box 2 lists seven opportunities
for improving data and research and
strengthening the evidence.
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