Social Isolation and Loneliness Among
Seniors in Vancouver: Strategies for
Reduction and Prevention
A Report to the City of Vancouver and Vancouver Coastal
Health
May 2018
By Eddy M. Elmer, MA
City of Vancouver Seniors’ Advisory Committee
PhD Candidate, Social Gerontology, Vrije Universiteit

City of Vancouver
Seniors’ Advisory Committee

This report has been shared with Vancouver City Council. City staff
is currently reviewing the report to advise Council on potential next
steps. From time to time, an addendum may be added to this report
to reflect new research and best practices, and to correct errors.
Expired web links may also be updated when possible. Readers
are encouraged to visit the website below for updates and are also
welcome to provide comments and suggestions. The opinions and
recommendations in this report, and any errors or omissions, are
those of the author and do not necessarily reflect the views of the
funders or publishers. Please note that the recommendations
should be read in the context of the literature review, rather than
separately.
www.seniorsloneliness.ca

Recommended citation:
Elmer, E.M. (2018). Social isolation and loneliness among seniors in Vancouver:
Strategies for reduction and prevention. A report to the City of Vancouver and
Vancouver Coastal Health. Vancouver, BC: City of Vancouver Seniors’ Advisory
Committee. Retrieved from: http://www.seniorsloneliness.ca
Cover image ©Mazirama - Can Stock Photo Inc.

SILAS Recommendations

2

Table of Contents
Table of Contents .......................................................................................................... 3
Acknowledgments......................................................................................................... 6
About the Author........................................................................................................... 6
Executive Summary ...................................................................................................... 7
Glossary of Terms......................................................................................................... 9
Introduction: Policy Context ...................................................................................... 13
Research Review......................................................................................................... 15
Social Isolation and Loneliness as Public Health Issues............................................ 15
Social Isolation vs. Loneliness: An Important Distinction ........................................... 18
Relationships Between Isolation and Loneliness ...................................................... 22
What Social Isolation and Loneliness Are Not ........................................................... 26
Transient vs. Chronic Isolation and Loneliness.......................................................... 28
Prevalence of Isolation and Loneliness...................................................................... 32
Relevance to Seniors................................................................................................. 35
Increasing Problems? ................................................................................................ 37
Risk Factors ............................................................................................................... 38
Services and Interventions......................................................................................... 51
Responding to Isolation and Loneliness: Whose Problems are They? ...................... 57
Recommendations for Responding to Social Isolation and Loneliness ................ 59
Development of the Recommendations ..................................................................... 59
Identification Recommendations ............................................................................... 65
Recommendation 1: Create loneliness/isolation “heat maps” ................................... 65
Recommendation 2: Utilize first responders.............................................................. 67
Recommendation 3: Create “community teams” and utilize “local intelligence” ........ 72
Recommendation 4: Train people who encounter seniors regularly.......................... 74
SILAS Recommendations

3

Outreach Recommendations ..................................................................................... 77
Recommendation 5: Create a “first-contact” scheme ................................................ 77
Recommendation 6: Use “supported access” ........................................................... 80
Recommendation 7: Expand the City’s “resident animator” program ........................ 82
Services and Interventions......................................................................................... 85
Recommendation 8: Create a database of interventions and host regular
information summits .................................................................................................. 85
Recommendation 9: Audit your organization’s policies and programs ...................... 87
Recommendation 10: Optimize programs to address isolation and loneliness ......... 88
Barrier Solutions ......................................................................................................... 98
Recommendation 11: Improve neighbourhood safety and walkability....................... 98
Recommendation 12: Improve attractiveness, accessibility, and safety of parks .... 100
Recommendation 13: Encourage “sociable design” features in buildings ............... 102
Recommendation 14: Enhance transit options and the transit experience.............. 104
Recommendation 15: Reduce barriers for ethnic minority seniors .......................... 105
Recommendation 16: Empower seniors and their families to use technology......... 107
Recommendation 17: Work with businesses to address isolation and loneliness ... 111
Public Education ....................................................................................................... 114
Recommendation 18: Launch a public education campaign ................................... 114
Recommendation 19: Cover isolation and loneliness in educational curricula ........ 119
Research, Measurement, and Evaluation................................................................ 120
Recommendation 20: Improve the quantity and quality of prevalence data ............ 120
Recommendation 21: Improve the quality of program evaluaton ............................ 121
Recommendation 22: Improve the quality of basic research and develop
new research-based interventions. ......................................................................... 122
Ongoing Monitoring .................................................................................................. 124
Recommendation 23: Assign oversight to the Seniors’ Advisory Committee .......... 124
Conclusion................................................................................................................. 125
Appendix A: The UCLA Loneliness Scale (Version 3) ............................................... 126
Appendix B: The De Jong Gierveld Loneliness Scale ............................................... 127
SILAS Recommendations

4

Appendix C: Additional General Recommendations for Optimizing Programs .......... 129
Appendix D: Additional Recommendations for Maximizing Education Materials ...... 131
Appendix E: Additional Recommendations for Improving Quality of Measurement
and Evaluation of Interventions ................................................................................... 133
Appendix F: Summary of Responses from Community Consultations....................... 135
Appendix G: Members of the SILAS Collaborative .................................................... 141
Appendix H: References............................................................................................ 142

SILAS Recommendations

5

Acknowledgments
This report is based on findings from the Social Isolation and Loneliness Among Seniors
Project (SILAS), an initiative of the City of Vancouver Seniors’ Advisory Committee. The
Committee is grateful to the City of Vancouver for funding this project, and to Carol Ann
Young, Senior Social Planner, and Mary Clare Zak, Director of Social Policy & Projects,
for their support. The Committee is also grateful to Vancouver Coastal Health for
funding and especially to Steven Dang, Manager of Population Health. Councillors
Elizabeth Ball and Tim Stevenson are thanked for their ongoing encouragement. The
Committee also thanks former member Dr. Brian Tucker for his initial leadership on this
project and the Social Policy & Research Council of British Columbia (SPARC BC) for
organizing the community consultations.
The author would like to acknowledge the valuable insights provided by participants in
the community consultations and the guidance provided by members of the SILAS
collaborative, members of which are listed in Appendix G. The author also wishes to
thank the following people for their constructive feedback on earlier versions of this
report: Shannon Lee and Keltie Craig (City of Vancouver, Social Policy & Projects
Division); Dr. Sarah Canham and Dr. Atiya Mahmood (Department of Gerontology,
Simon Fraser University); Dr. Tineke Fokkema (Netherlands Interdisciplinary
Demographic Institute); Dr. Theo van Tilburg (VU University Amsterdam); Heather
Campbell (PhD Student, Faculty of Law, Queen’s University); and Tawnya Boudier
(Occupational Therapist, Northern Health Authority).

About the Author
Eddy Elmer, MA, is a member of the City of Vancouver Seniors’ Advisory Committee
and a PhD student in social gerontology at Vrije Universiteit Amsterdam. He is currently
working on his dissertation, which focuses on factors linking minority stress and
loneliness among older LGBTQ+ adults. You can reach him online at
www.eddyelmer.com or via Twitter @Eddy_Elmer.

SILAS Recommendations

6

Executive Summary
This report presents the findings of the Social Isolation and Loneliness Among Seniors
(SILAS) Project—an initiative of the City of Vancouver Seniors’ Advisory Committee.
The purpose of the project was to develop a plan to help reduce (and ideally prevent)
social isolation and loneliness among seniors in Vancouver. A secondary purpose was
to fulfill a key requirement of the City of Vancouver’s application to the World Health
Organization for designation as a Global Age-Friendly City. Among the requirements for
achieving this designation, Vancouver must implement policies to help ensure that
seniors feel socially connected and integrated into their communities.
This year-long project, which was jointly funded by the City of Vancouver and the
Vancouver Coastal Health Authority, comprised three parts: an extensive literature
review of the causes and consequences of isolation and loneliness, along with possible
strategies for prevention and reduction; four community consultations with over 200
local service providers; and a set of recommendations that the City of Vancouver, local
service providers, and other interested parties can consider when trying to tackle
isolation and loneliness at the local level.
The literature review highlighted key distinctions between isolation—having a small or
non-existent social network—and loneliness—the painful, often stigmatized emotional
response resulting from dissatisfaction with the quantity and, especially, the perceived
quality of one’s relationships. The review also uncovered a large volume of literature
linking isolation and loneliness—particularly in their chronic forms—to a high risk for
physical and psychological health problems as well as early mortality.
Notably, isolation and loneliness are not only “seniors’ issues;” they can occur at any
point in the life course, given various combinations of biological, psychological, and
social factors, and can negatively impact health and well-being even at earlier ages. In
reviewing the risk factors, however, it is apparent that some are more common in later
life (e.g., widowhood, health challenges). Moreover, the health effects of isolation and
loneliness can hasten the ageing process and are also associated with increased
healthcare utilization and healthcare spending by seniors. Isolation and loneliness also
have a tendency to spread within social networks. This is why researchers, service
providers, and now governments, too, have taken a keen interest in these issues.
Although it is often believed that isolation and loneliness are on the rise in modern
society, the review uncovered mixed evidence for this claim. Whether or not the
proportion of isolated and lonely seniors is increasing, it is clear that the absolute
number will likely increase due to population aging. This is of particular concern in
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Vancouver, as there will be a 79% increase in population of local residents aged 65-74
and a 105% increase in those aged 75+ over the next 25 years.
Most instances of isolation and loneliness are transient and a normal part of the human
condition. Indeed, loneliness in particular seems to have evolved like hunger, thirst, and
other biological signals that tell us when our basic needs are not being met. For some
people, however, various risk factors—both internal and external—can come together to
create self-reinforcing cycles of chronic isolation and loneliness characterized by
distorted social perceptions and counterproductive behaviours. The best available
evidence on interventions suggests that the most common strategy—providing social
contact—might help prevent transient isolation or loneliness from becoming chronic in
certain at-risk groups, but this strategy is less effective when these states have become
entrenched. In these cases, cognitive distortions and self-defeating behaviours should
be addressed before the issues that triggered isolation and loneliness in the first place.
Given the various emotional, social, and financial costs associated with chronic isolation
and loneliness, along with the difficulty inherent in remediating these problems, it is
important that everyone take steps to reduce and, ideally, prevent them—as early in life
as possible. To this end, the results of the literature review were combined with the
insights from the 200 participants in the community consultations to develop 23
recommendations addressing six general areas: identification of isolated and lonely
people; outreach; improvement of service provision; reduction of barriers to social
participation; improved basic and applied research; and public education.
The report cautions that there is no easy solution—no perfect social program, no perfect
group activity that will reduce or prevent chronic isolation and loneliness. These are
complex issues that present in different ways and have different causes, thus requiring
a multidimensional approach tailored to each individual. They also require a good deal
of trial and error, as well as patience and realistic expectations for success.
The 23 recommendations are not meant to be prescriptive; rather, they are intended to
be “jumping-off” points for further discussion and brainstorming. Interested parties are
invited to adopt the recommendations as they are, or adapt them based on their specific
needs and available resources. Whatever they do, it is hoped that they will approach the
recommendations with an open mind. Moreover, it is hoped that they will evaluate and
document their efforts—successful or not—and share them with their colleagues as well
as the Seniors’ Advisory Committee. The more that we can learn about isolation and
loneliness, and the more knowledge we can share, the better equipped we will be to
tackle these problems effectively.
Please note: It is advisable to read the recommendations in the context of the literature
review, rather than separately.
SILAS Recommendations
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Glossary of Terms
The following terms have multiple interpretations, but for the purposes of this report,
they are defined as follows:
Adaptive/adaptation. Any trait, emotion, perception, behaviour, or other response that
helps one to successfully adjust to one’s environment and cope with the demands of
everyday life (or, from the evolutionary perspective, anything that promoted survival and
reproduction for our ancestors).
Collective loneliness. Perceived absence of a meaningful connection with a group or
social identity beyond the level of individuals (e.g., a school, workplace, sports team,
voluntary organization, religion, political party, or country).
Correlation. Statistical relationship between two variables (the extent to which two
variables fluctuate together). The most common is Pearson’s r correlation coefficient,
which measures the linear relationship between two variables. It ranges from -1 (perfect
negative relationship) to 0 (no relationship) to +1 (perfect positive relationship).
Curvilinear relationships are measured using other statistics, such as Spearman’s rho or
Kendall’s tau.
Cross-sectional study. An observational study examining the correlation between
variables among participants at one point in time. Does not permit conclusions about
direction of causation, unlike a longitudinal study.
Dispositional. Pertaining to a quality, trait, or characteristic that is inherent to the
individual (e.g., a dispositional tendency towards negative emotions).
Emotional/intimate loneliness. Perceived lack of a satisfying, meaningful relationship
with a significant other—a close, reliable attachment figure like a spouse or best friend
who not only provides emotional support but who also affirms one’s value as a person.
Evolutionary. Pertaining to, or resulting from, our evolution as a human species over
millions of years.
Existential loneliness. One’s fundamental, inescapable sense of aloneness in the
universe. The loneliness felt when realizing that nobody else in the world truly
understands one’s feelings, needs, or desires.
Expectancy effect. When a person in a study expects a given result and therefore
unconsciously alters behaviour to match the expectation. May be mistakenly interpreted
as evidence for the effectiveness of an intervention.
SILAS Recommendations
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Experimental study. Scientific method that manipulates a variable or intervention to
determine its causal influence on an outcome (e.g., feelings of loneliness). The gold
standard version is the randomized controlled trial.
External locus of control. A person’s belief that their successes or failures at
something (e.g., meeting people) are due to chance, luck, or other factors beyond their
control. Opposite is internal locus of control.
False attribution. A person’s mistaken belief that the motives underlying another’s
behaviour are caused by internal characteristics of that person rather than external
factors.
Hawthorne effect. Change in behaviour among study participants due to their
awareness of being observed. May be mistakenly interpreted as evidence for the
effectiveness of an intervention.
Heritability. Proportion of variability in a given trait (e.g., isolation or loneliness) that can
be attributed to inherited genetic factors.
Instrument. Any standardized, scientifically-validated questionnaire that attempts to
measure a particular variable, such as isolation or loneliness (e.g., UCLA Loneliness
Scale). Another term for scale.
Introversion/extraversion. A broad dimension of personality reflecting an overall
preference and concern for one’s own inner world of thoughts and feelings (introversion)
vs. the outside world and other people (extraversion).
Learned helplessness. A feeling of powerlessness and apathy resulting from repeated
exposure to insoluble problems or inescapable stress (e.g., no longer trying to make
new friends because previous efforts have persistently failed).
Loneliness. Painful, subjective emotional state caused by dissatisfaction with the
quantity and/or especially quality of one’s relationships. Also called perceived social
isolation, in contrast to objective social isolation. Different types of loneliness include
emotional/intimate loneliness, social/relational loneliness, and existential
loneliness.
Longitudinal study. An observational study involving repeated collection of data from
the sample individuals over a period of time. Unlike a cross-sectional study, this type
of study can help elucidate causation between variables by examining their temporal
sequence.
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Maladaptive social cognition. Negative and erroneous perceptions and beliefs about
other people.
Neuroticism. An enduring, dispositional tendency to experience negative emotions
(e.g., sadness, anxiety, fear) more readily, frequently, and/or intensely than average.
Objective social isolation. Another term for social isolation.
Perceived social isolation. Another term for loneliness.
Psychoeducation. A type of intervention in which participants receive education and
information about a particular condition or state (e.g., loneliness) in an effort to help
them better understand and cope with it.
Quantitative research. Any type of scientific research that involves collecting numerical
data from participants (e.g., from instruments/scales, surveys, or observations in
experiments).
Qualitative research. Any type of scientific research that involves collecting nonnumerical data from participants, such as verbal reports and interviews.
Quasi-experiment. Type of experimental study that lacks random assignment of
participants. This is considered to be less rigorous than a randomized controlled trial
because the different groups may not be comparable at baseline.
Randomized controlled trial (RCT). Type of experimental study in which participants
are randomly assigned to two or more groups, with each group exposed to a specific
intervention, except for the control group, which is not. Groups are then followed to see
if the intervention or treatment affects the outcome. This is the preferred method for
evaluating the effectiveness of interventions because it helps minimize the possibility
that factors other than the intervention (e.g., self-selection bias) are responsible for
differences between the treatment and control groups.
Regression to the mean. When a variable is extreme on its first measure, it tends to
be closer to the average level on subsequent measurements. In non-randomized
studies, this statistical reduction may be mistakenly interpreted as evidence for the
effectiveness of an intervention.
Reliable/reliability. Pertaining to the ability of an instrument/scale to accurately and
consistently measure a particular variable over time, across different raters, or under
different conditions. A measure that is not reliable is also not valid.
Scale. Another term for instrument.
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Self-efficacy. Belief and confidence in one’s ability to succeed in specific situations or
tasks (e.g., relationship self-efficacy).
Self-selection bias. Any situation in which individuals select themselves into an
intervention (e.g., when certain respondents choose to participate in a program). This
bias can make it difficult to determine whether differences between an intervention and
non-intervention group are due to the actual intervention as opposed to characteristics
of the individuals who chose to participate in the group.
Social cognition. How we perceive and think about other people (e.g., trying to read
other people’s emotion; interpreting their words and actions; determining their
intentions).
Social connectedness. General term referring to embeddedness within social
networks and/or feeling socially connected to others. Considered the opposite of social
isolation and loneliness.
Social isolation. Having a small or non-existent social network in terms of quantity
and/or frequency of contact. Unlike loneliness, it is measured objectively.
Social/relational loneliness. Perceived lack of quality relationships with a broader
network of friends and family—people whom we see regularly and who provide
emotional and instrumental support, although perhaps not as much as a spouse or best
friend.
Social support. Practical or emotional assistance given to another person (e.g.,
providing money, assistance with activities of daily living, or empathy during a crisis).
Socioemotional selectivity. As time horizons shrink with increasing age, people
become increasingly selective, investing greater energy and resources in meaningful
and emotionally gratifying relationships, goals, and experiences.
Solitude. The pleasant state of being alone without being lonely; spending time alone
by choice. Unwanted solitude is loneliness.
Valid/validity. Degree to which an instrument/scale measures the variable that it
purports to measure (e.g., a loneliness scale is valid if it measures loneliness and not a
different variable). Importantly, if a measure is not reliable, it is also not valid (it is,
however, possible for a measure to be valid but not reliable).
Variance. Variation of scores on a particular variable (e.g., scores on a loneliness
scale).
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Introduction: Policy Context
In August 2013, Vancouver City Council passed a motion1 committing the City to work
towards achieving “Global Age-Friendly City” status from the World Health Organization.
Among the requirements for achieving this designation2, Vancouver must implement
policies to help seniors feel socially connected and integrated into their communities.
To this end, the City of Vancouver Seniors’ Advisory Committee created the Social
Isolation and Loneliness Project (SILAS). This project, jointly funded by the City of
Vancouver and Vancouver Coastal Health, had three over-arching goals:
1. Reduce and prevent (chronic) social isolation and loneliness among seniors.
2. Develop a process to increase the capacity (i.e., knowledge, strategies, and
solutions) of the City, not-for-profit organizations, individuals supporting seniors,
and seniors themselves to reduce and prevent isolation and loneliness.
3. Inform the City of Vancouver Social Infrastructure Plan and refresh the City of
Vancouver Age-Friendly Action Plan (2013-15).3 The Action Plan is part of the
larger Healthy City Strategy4, which sets out two key, measurable targets directly
relevant to isolation and loneliness: (i) increase Vancouver residents’ sense of
belonging by 10%; and (ii) ensure that all residents have at least four trusted
people in their social network they can rely on for support in a time of need. In
addition to helping alleviate social isolation and loneliness, the second target is
also aimed at advancing Vancouver’s goal to become a resilient city5 in the
aftermath of emergencies and disasters (e.g., earthquakes).
The SILAS project comprised three separate components:
1. A literature review covering the nature, causes, and consequences of isolation
and loneliness, as well as evidence for interventions and preventative strategies.
2. Four community consultations with over 200 local service providers, government
representatives, academics, and other stakeholders to explore isolation and
loneliness in Vancouver.

http://council.vancouver.ca/20131008/documents/motionb1.pdf
http://www.who.int/ageing/age_friendly_cities_guide/en/
3 http://vancouver.ca/people-programs/social-infrastructure-plan.aspx
4 http://vancouver.ca/people-programs/healthy-city-strategy.aspx
5 http://www.100resilientcities.org/
1
2
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3. A series of recommendations for preventing and reducing isolation and
loneliness among seniors in Vancouver, as informed by the research literature
and the community consultations.
To guide the SILAS project, a collaborative was formed comprising members of the
Seniors’ Advisory Committee, staff from the City’s Social Policy & Projects division, and
representatives from various senior-serving organizations. Members of the collaborative
brought their respective expertise and knowledge to meetings in order to guide the three
components of the project. Appendix G lists the names and affiliations of the members
of the collaborative.
The current report describes the results of this year-long project. The first part contains
the literature review. Readers seeking additional information about possible
interventions can consult a report by the Social Policy and Research Council of BC
(SPARC BC) which was produced at an earlier stage of this project.6 The second part of
this report lists the 23 recommendations that emerged from the project. Key points for
each recommendation are described in the body of the report, with supplementary
information contained in Appendices A through E. Readers are strongly encouraged to
consider the recommendations in the context of the literature review.
Please note that the opinions and recommendations in this report, and any errors or
omissions, are those of the author, and do not necessarily reflect the views of the
funders or publishers of this report.

6

SPARC BC, 2017
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Research Review
Social Isolation and Loneliness as Public Health Issues
Human beings are a fundamentally social species with
a basic need to belong and a strong drive for intimacy
and companionship.7 This drive for social connection
evolved over millions of years to promote mutual
protection and co-operation, thus conferring a distinct
survival advantage to our ancestors.8 The strong drive
to form and preserve bonds is evident as people readily
form relationships, fear social rejection, resist
relationship dissolution, and experience distress when
relationships end or are threatened.9 Moreover, people
suffer intensely and may even face premature mortality
when they become chronically isolated or lonely, as
evident most vividly in extreme cases of feral children,
institutionalized orphans, prisoners in solitary
confinement, and even non-human primates reared in
isolation.10

Humans are a
fundamentally
social species
with a basic
need to belong
and a strong
drive for
intimacy and
companionship.

The negative effects of isolation and loneliness are not, however, restricted to extreme
cases. A large volume of cross-sectional, longitudinal, and experimental research
suggests that isolation and loneliness, especially when intense or persistent, are risk
factors for hypertension, inflammation, heart disease, stroke, diabetes, immune
dysregulation, fragmented sleep, anxiety, depression, impaired self-control, poor health
behaviours (e.g., physical inactivity, substance abuse), obesity, aggression, suicidality,
and cognitive decline.11 Lack of social connection is also associated with delayed
recovery from, and recurrence of, heart disease and breast cancer.12
Baumeister & Leary, 1995; Cacioppo & Patrick, 2008
Cacioppo & Patrick, 2008
9 Baumeister & Leary, 1995
10 Blum, 1994, 2002; Gawande, 2009; Nelson, Fox, & Zeanah, 2014; Newton, 2002
11 Barnes et al., 2004; Beutel et al., 2017; Brinkhues et al., 2017; Cacioppo et al., 2002a, 2002b, 2014,
2015; Cacioppo & Cacioppo, 2014; Cacioppo, Hawkley, & Thisted, 2010; Fratiglioni, Paillard-Borg, &
Winblad, 2004; Gustafsson et al., 1996; Hawkley, Preacher, & Cacioppo, 2010; Hawkley, Thisted, &
Cacioppo, 2009; Heffner et al., 2011; Holwerda et al., 2014; Kuiper et al., 2015; Lauder et al., 2016;
LeReoy et al., 2017; Luanaigh & Lawlor, 2008; Ong, Uchino, & Wethington, 2016; Pietrzak et al., 2017;
Stickley & Koyanagi, 2016; Valtorta et al., 2016c; Wilson et al., 2007; Zandstra et al., 2004; Zhong et al.,
2016, 2017
12 Berkman, 1995; Kroenke et al., 2017
7
8
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Of note, many of these studies demonstrate that loneliness (i.e., perceived social
isolation) has an effect on health over and above objective isolation and health
behaviours, suggesting that perceptions of relationships are just as important, perhaps
even more so, than objective features of relationships. Moreover, many of these
negative effects are evident not just among older adults, but also middle-aged adults,
adolescents, and children.13 They also tend to have persistent and cumulative effects
over time; for example, longitudinal studies show a link between isolation in childhood
and increased inflammation in young and middle adulthood, even after controlling for
socioeconomic status and other childhood risk factors for poor health.14
In addition to increasing the risk for specific medical
and psychological conditions, isolation and
loneliness also appear to be strong risk factors for
functional disability15 and early mortality.16 In a metaanalysis of studies involving 3.4 million respondents,
Holt-Lunstad and colleagues found that isolation and
loneliness are both associated with a 30% increased
likelihood of early mortality, on par with established
risk factors such as physical inactivity and alcohol
consumption, and exceeding risk factors such as
obesity and air pollution.17

Isolation and
loneliness affect
mental and
physical health at
all ages, not just
later life.

Of note, these effects are apparent even after accounting for possible alternative
explanations like age and pre-existing health conditions, thus helping rule out the
possibility of reverse causation.18 In other words, isolation and loneliness appear to play
a causal role in disability and early mortality. Additionally, these effects are consistent
across countries and gender, although a more recent meta-analysis found that the
effect of loneliness on mortality is slightly higher for men compared to women.19
The meta-analysis by Holt-Lunstad and colleagues provided evidence that many types
of social disconnection are harmful, given that the risk of early mortality was of similar

Hawkley & Capitanio, 2015; Matthews et al., 2017. It is not clear, however, whether the effect of
isolation and loneliness on health differs across age groups. Cross-sectional evidence from Stickley and
Koyanagi (2018) suggest the possibility that loneliness is more distressing and, hence, has greater
detrimental health effects on younger people because they are at a stage in life when they are expected
to adopt various social roles (e.g., employee, friend, partner). More research is needed on this issue.
14 Caspi, Harrington, Moffitt, Milne, & Poulton, 2006; Danese et al., 2009; Lacey, Kumari, & Bartley, 2014
15 Gale, Westbury, & Cooper, 2017; Luo, Hawkley, Waite, & Cacioppo, 2012; Perissinotto, Cenzer, &
Covinsky, 2012
16 Holt-Lunstad et al., 2010, 2015; House, Landis, & Umberson, 1988; Luo et al., 2012; Shor & Roelfs,
2015
17 Holt-Lunstad et al., 2015, 2017
18 Holt-Lunstad et al., 2015
19 Rico-Uribe et al., 2018
13
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magnitude regardless of the measure used (loneliness, living alone, or isolation more
broadly). A shortcoming of this analysis, however, is that it only included two studies20
that assessed isolation and loneliness simultaneously (i.e., assessing the effect of one
while controlling for the effect of the other), thus making it difficult to determine whether
isolation and loneliness have their own, separate, and perhaps even synergistic, effects
on mortality. These two studies yielded mixed results. Two more recent studies found
that the influence of loneliness on mortality disappeared when accounting for isolation.21
One of these studies also detected a dose-dependent relationship: the higher the level
of isolation, the greater the risk of early mortality. Moreover, even those who were mildly
isolated appeared to be at increased risk.22 Unlike studies examining health outcomes,
which find that isolation and loneliness may have separate, independent effects on
health, possibly via different pathways23, more research is needed to understand
whether isolation and loneliness also have separate, independent effects on mortality.
More research is also needed to determine whether the impact of isolation and
loneliness on early mortality is specific to older adults. Most studies in the Holt-Lunstad
meta-analysis involved older participants, but the more recent studies cited above
suggest that isolation and loneliness increase the risk for early mortality among many
age groups. One of those studies included people aged 16-93 (mean age=45) and still
found a link between isolation, loneliness, and early mortality.24 The other study
explicitly compared effects on mortality across different age groups (37-52 years, 53-60
years, and 61-73 years) and found that the relationship between isolation/loneliness and
early mortality is similar across all of these groups.25 However, as will be discussed
later, several risk factors for isolation and loneliness increase in later life (e.g., health
and mobility problems), making this a public health issue of particular relevance to older
adults.
The mechanisms underlying the associations between isolation/loneliness and mortality
are unclear, but likely involve complex cognitive, behavioral, social, and physiological
pathways. For example, relationships may affect health habits via social influence or
changes to emotional self-regulation; provide emotional and practical support to reduce
or buffer the impact of stress; facilitate healthcare access; or directly impact immune,
endocrine, sleep, and other important homeostatic functions (e.g., by increasing the
expression of negative personality traits or creating a chronic state of fearful hyper-

Holwerda et al., 2012; Steptoe, Shankar, Demakakos, & Wardle, 2013
Elovainio et al., 2017; Tanskanen & Anttila, 2016
22 Tanskanen & Anttila, 2016
23 Coyle & Dugan, 2012
24 Tanskanen & Anttila, 2016
25 Elovainio et al., 2017
20
21
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arousal).26 As mentioned, isolation and loneliness are also associated with other risk
factors for poor health and early mortality, such as low education and poverty, so these
factors, too, may play a role in the link between isolation/loneliness and early mortality.27
Although further research is needed to disentangle these complex pathways28, the
evidence described above has persuaded academics and policy-makers to regard
social isolation and loneliness as two pressing public health issues for people of all
ages, including older adults.29 These topics have also received increasing attention in
the popular press.30

Social Isolation vs. Loneliness: An Important Distinction
Social Isolation
Social isolation refers to having a small or non-existent network of kin and non-kin
relationships, or minimal contact within the network.31 It can be measured objectively by
observing quantitative social characteristics such as relationship status, living
arrangement, number or friends, and density of relationships (i.e., the degree to which
people in the network know each other). In addition to these objective structural
elements of relationships, functional elements can also be examined, such as the
frequency of specific types of interactions and the availability and amount of social
support. Various instruments have been developed to measure these objective
characteristics, including the Berkman-Syme Social Network Index32, the Lubben Social
Network Scale33, the Cohen Social Network Index34, and a new scale developed by
Flowers and colleagues.35 A thorough list of various instruments has been published by
Valtorta and colleagues.36
Cacioppo et al., 2002a, 2002b; Cacioppo, Capitanio, & Cacioppo, 2014; Hawkley & Cacioppo, 2010;
Holt-Lunstad, 2018; Mund & Neyer, 2016; Uchino, 2006; Umberson, Crosnoe, & Reczek, 2010; Yang et
al., 2016. Loneliness seems to be especially harmful to sleep (Cacioppo et al., 2002a; Hawkley,
Preacher, & Cacioppo, 2010). This may be due to the feelings of vulnerability and threat that characterize
loneliness, leading some to argue that lonely people sleep with “one eye open” (Matthews et al., 2017).
27 Elovainio et al., 2017
28 Liu & Floud, 2007
29 Campaign to End Loneliness, 2011; Holt-Lunstad et al., 2017; National Seniors Council of Canada,
2014; United Kingdom Government, 2018
30 Baker, 2017; Gupta, 2014; Hobbes, 2017; Laing, 2016; Latson, 2018; Masterson, 2017; Renzetti, 2013;
Shulevitz, 2013; White, 2010
31 de Jong Gierveld & Havens, 2004
32 Berkman & Syme, 1979
33 Lubben et al., 2006
34 Cohen et al. 1997
35 Flowers et al., 2017. Note that some scales measure primary relationships like close friends and family
(e.g., the Lubben Social Network Scale) whereas others also measure more distant, secondary
relationships like membership in community groups (e.g. the Cohen Social Network Index).
36 Valtorta, Kanaan, Gilbody, & Hanratty, 2016a
26

SILAS Recommendations

18

Loneliness
Unlike social isolation, loneliness is subjective: it is the
painful emotional experience resulting from a perceived
Isolation is a
mismatch between one’s actual and desired
situation;
relationships.37 Specifically, it is the subjective evaluation
loneliness is a
that the type, quantity, and especially the perceived
quality38 of one’s relationships are lacking in some way and
feeling.
failing to meet one’s individual needs and expectations.
For this reason, it is frequently referred to as perceived
social isolation, in contrast to objective social isolation.39
Unlike the latter, loneliness is measured subjectively by asking about one’s relationship
perceptions (e.g. satisfaction with the number of confidants and how much one feels
sufficiently recognized, connected, accepted, understood, supported, and valued by
others).40 Put simply, a person is lonely if he or she feels lonely. Various qualitative
accounts have described the intense emotional pain that accompanies loneliness41,
especially chronic loneliness, using language such as empty, abandoned, trapped,
strangling, suffocating, penetrating hurt, despair, and a dark void.”42 In severe cases,
some isolated or lonely people use language connoting hopelessness and even death:
nothing to live for, a morgue, a grave, and waiting for death to come.43
The Stigma of Loneliness
Besides being painful, loneliness is highly stigmatized and is a taboo subject—and has
been for a long time.44 It is often seen by others—as well as lonely people themselves—
as something strange or ugly; a personal weakness or failure; or a sign that there is
something “wrong” with a person.45 As one participant in the community consultations
for this project said, “It’s really hard to admit that you are not enough to keep even
de Jong Gierveld, 1987; de Jong Gierveld & Kamphuis, 1985; Perlman & Peplau, 1982; Russell,
Cutrona, McRae, & Gomez, 2012
38 de Jong Gierveld et al., 2009; Dykstra & Fokkema, 2007; Hawkley et al., 2008; Hawkley &
Kocherginsky, 2017;Kim & Fredriksen-Goldsen, 2016; Ng & Northcott, 2015; Rook, 1984b; Yang, 2018
39 Cacioppo & Hawkley, 2009; Cacioppo & Patrick, 2008
40 For many people, feeling invisible and not valued appears to be a central component of loneliness
(Hauge & Kirkevold, 2010; Taube et al., 2016). It should be noted that social support is related to both
isolation and loneliness: in the context of isolation, it can refer to the actual amount of support received,
whereas in the context of loneliness, it can be considered one’s satisfaction with the perceived quantity
and, especially, quality, of that support.
41 Kitzmüller et al., 2018
42 Fergusson, 2018; Hauge & Kirkevold, 2010; Kantar Public, 2016; Kvaal, Halding, & Kvigne, 2014;
Laing, 2016; McInnis & White, 2001; White, 2010; Wong, 2015
43 McInnis & White, 2001; Roos & Klopper, 2010; Roos & Malan, 2012
44 Campaign to End Loneliness, 2016; Fergusson, 2018; Fromm-Reichmann, 1959; Kantar Public, 2016;
Killeen, 1998; Laing, 2016; McHugh Power et al., 2017; Parmelee & Werner, 1978; White, 2010
45 Dahlberg, 2007; Fergusson, 2018; McHugh Power et al., 2017; White, 2010
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yourself company.” Experiments indicate that when people are told someone is lonely,
they will perceive them more negatively and, in turn, react in a less social manner.46
Moreover, unless they have experienced loneliness themselves—especially chronic or
intense loneliness—people often find it difficult to empathize with lonely people and may
blame their misfortune on laziness, boredom, a bad attitude, or an unpleasant
personality.47 It is not surprising, therefore, that lonely people often feel guilty about their
situation and relentlessly blame themselves for it.48 Compounding the problem is the
lonely person’s perception that nobody else feels like they do—a perception that may be
especially pronounced in big cities.49 Pervasive media representations of abundant and
satisfying social relationships may also make the lonely person feel markedly deficient
compared to others.50
Needless to say, there is great reluctance to admit
loneliness, even to close friends and family.51 Surveys
of British people indicate that 30-50% of British adults
would find it difficult or embarrassing to admit feeling
lonely.52 Men in particular appear especially reluctant
to divulge loneliness.53 The stigma is so great that
some people would sooner admit to having a serious
psychiatric disorder and may be inclined to describe
their loneliness in terms of depression.54 The
reluctance of mental health professionals to broach the
topic does not help matters.55

Besides being
painful, loneliness
is highly
stigmatized. It is
often perceived as
a personal failure.

Some people even find it difficult to acknowledge loneliness to themselves56, denying its
presence or turning to non-social goals like material pursuits to avoid thinking about it.57
The irony is that by avoiding discussion about loneliness, lonely people may not have
the opportunity to learn that others feel lonely, too, which likely perpetuates the shame

Lau & Gruen, 1992; Rotenberg, Gruman, & Ariganello, 2002
Hauge & Kirkevold, 2010. Of course, as will be discussed later, this is a kernel of truth in these
perceptions, as loneliness may impel people to behave in a way that perpetuates their situation.
48 Dahlberg, 2007; Fergusson, 2018; McHugh Power et al., 2017; McInnis & White, 2001; White, 2018
49 ACEVO, 2015; Copeland, 2018; White, 2010
50 Bruni, 2017; White, 2010
51 Lee & Ko, 2017
52 Campaign to End Loneliness, 2017; Mental Health Foundation, 2010
53 Pinquart & Sörenson, 2001
54 Fergusson, 2018; Olds & Schwartz, 2009
55 Weiss, 1973; White, 2010
56 Fergusson, 2018. Some may deny feeling lonely not only to avoid the stigma of loneliness, but perhaps
also as a way to cope with it (Cacioppo & Patrick, 2008).
57 Pieters, 2013
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they feel.58 As suggested in the community consultations, this shame is probably a key
reason why many lonely people avoid accessing services.59
Given the reluctance to admit loneliness, it is likely that prevalence rates are
underestimated.60 In response to this problem, many of the instruments designed to
measure loneliness, including the UCLA Loneliness Scale and the de Jong Gierveld
Loneliness Scale, measure it indirectly without explicitly mentioning the word “lonely”
(e.g., “I feel as if nobody really understands me;” “My social relationships are
superficial;” “I missing having a really close friend;” I find my circle of friends and
acquaintances too limited”). To see all of the items from these scales, consult Appendix
A for the UCLA Loneliness Scale and Appendix B for the de Jong Gierveld Loneliness
Scale. For examples of other scales, see the excellent guide to measurement published
by the Campaign to End Loneliness.61
Different Types of Loneliness
Just as different types of isolation can exist, so can different types of loneliness.62
Emotional/intimate loneliness is the perceived lack of a satisfying, meaningful
relationship with a significant other—a close, reliable attachment figure like a spouse or
best friend who not only provides emotional support but also affirms one’s value as a
person. Social/relational loneliness is the perceived lack of quality relationships with a
broader network of friends and family—people whom we see regularly and who provide
emotional and instrumental support, although perhaps not as much as a spouse or best
friend. Finally, collective loneliness is the perceived absence of a meaningful connection
with a group or social identity beyond the level of individuals (e.g., workplace, voluntary
organization, religion, or political party).63
Although beyond the scope of this report, some writers have also described existential
loneliness—the universal, inescapable feeling that nobody truly understands who we
are, how we feel, or what we are thinking.64 Existential loneliness becomes especially
pronounced at the end of life, when we realize that no matter how many people are
around, we will ultimately die alone.65 Existential loneliness also concerns fears of being
completely forgotten after we die—feeling that we meant nothing to anyone.

Copeland, 2018
Other reasons may include fear of being a burden (Campaign to End Loneliness, 2017) or fear of being
sent to a nursing home.
60 Pinquart & Sörenson, 2001; Victor et al., 2000
61 Campaign to End Loneliness, 2015a (https://www.campaigntoendloneliness.org/wpcontent/uploads/Loneliness-Measurement-Guidance1.pdf)
62 Hawkley, Browne, & Cacioppo, 2005; Hawkley, Gu, Luo, & Cacioppo, 2012; Weiss, 1973
63 For example, Klok et al., 2017
64 Mijuskovic, 2012, 2015; Moustakas, 1961; Tillich, 1980; Weiss, 1973; Yalom, 1090
65 Elmer, 2018; Wong, 2015
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These different types of loneliness appear to exist across cultures and age groups,
suggesting a universal quality to the experience of loneliness.66 This is not surprising
given that different types of relationships fulfill different fundamental needs that are all
important for health and well-being.67 It is important to keep these distinctions in mind
when planning interventions because each type of loneliness may be associated with
specific risk factors and require different solutions (e.g., absence of a partner is more
likely to give rise to emotional/intimate loneliness whereas health problems, retirement,
and a smaller overall social network is more likely to give rise to social/emotional
loneliness).68 It is also important to remember that these forms of loneliness can occur
in isolation or combination.

Relationships Between Social Isolation and Loneliness
Social Isolation and loneliness are related, but only
modestly.69 Indeed, being alone is not necessarily
Isolation and
the same as feeling alone. While isolation can
loneliness are only
increase the risk for loneliness, not all socially
modestly related
isolated people feel lonely.70 Some people are
because being alone
perfectly satisfied with a small social network or
spending time alone—the pleasant state known as
is not necessarily the
solitude. In fact, solitude is seen by many as an
same as feeling
essential need of all human beings, as it can help
alone.
us “recharge our batteries” and improve our
relationships. Indeed, well-being seems dependent
upon an optimal balance between spending time
with others and spending time alone.71 Only if solitude is unwanted is it considered
loneliness.72 Despite the benefits of solitude, however, it is likely that most people need
at least a minimal amount of social contact to avoid mental distress and loneliness.73

Hawkley et al., 2005, 2012
Weiss (1973) explains that while intimate relationships provide a sense of attachment and security,
broader social relationships provide a sense of belonging, social validation, and personal identity, among
important other human needs. Moreover, all types of relationships add some sense of personal meaning
to one’s life (Wong, 2015; see also Copeland, 2018).
68 Baker, 2017; Dahlberg & Mckee, 2014; Dykstra & Fokkema, 2007
69 Coyle & Dugan, 2012; Hughes, Waite, Hawkley, & Cacioppo, 2004; Matthews et al., 2016
70 Hawkley et al., 2008; Victor et al., 2000
71 Bergland et al., 2016; Dahlberg, 2007; Harris, 2017; Long & Averill, 2003; Storr, 1988; Taube et al.,
2016. With age, people appear to become more comfortable with time spent alone (Pauly, Lay, Nater,
Scott, & Hoppmann, 2017).
72 The role of choice is critical; those highest in loneliness are those who have a small social network and
who believe that this is not by their own choice (Capitanio, Hawkley, Cole, & Cacioppo, 2014; Taube et
al., 2016). Some have also called loneliness “failed solitude” (Fergusson, 2018).
73 Asher & Paquette, 2003; Gawande, 2009; Nelson et al., 2014; Newton, 2002
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Just as it is true that not all isolated people are lonely,
it is also true that not all lonely people are isolated. For
example, if their relationships are perceived to be of
poor quality, people can feel lonely even if they are
married74 and they can suffer negative health effects of
disconnection even if they have a large social
network.75 Notably, data from the English Longitudinal
Study on Aging show that over a quarter of those who
report feeling the loneliest are actually among the least
socially isolated.76 As de Jong Gierveld and colleagues
write, “An individual who is well positioned in terms of
objective social participation can occupy virtually any
position on the subjective continuum.”77

“An individual who
is well positioned in
terms of objective
social participation
can occupy virtually
any position on the
subjective
continuum.”

Perhaps not surprisingly, some studies find that objective factors like marital status,
living arrangement, social network size, and health explain no more than about 15% of
the total variance in loneliness.78 This is because loneliness is a highly subjective
experience influenced more by the perceived quality of relationships rather than their
objective features.79
The importance of perceived relationship quality is further underscored by the fact that
increased contact with family members is not associated with increased longevity.80
This may be because family relationships are characterized by high levels of
commitment, which can often lead to stressful experiences (e.g., caring for a sick
partner or parent). These stressful experiences can negatively impact the perceived
quality of relationships and thus counterbalance whatever positive benefits are provided
by these relationships.81

de Jong Gierveld et al., 2009. One study found that more than half of older adults who reported chronic
loneliness were married (Perissinotto et al., 2012).
75 Shor & Roelfs, 2015
76 Banks, Nazroo, & Steptoe, 2012
77 de Jong Gierveld, Keating, & Fast, 2015
78 E.g., Hawkley et al., 2008; Savikko, Routasalo, Tilvis, Strandberg, & Pitkälä, 2005
79 de Jong Gierveld et al., 2009; Dykstra & Fokkema, 2007; Hawkley et al., 2008; Hawkley &
Kocherginsky, 2017; Kim & Fredriksen-Goldsen, 2016; Ng & Northcott, 2015; Rook, 1984b; Yang, 2018
80 Pinquart & Sörenson, 2001; Shor & Roelfs, 2015
81 Shor & Roelfs, 2015
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Isolation and Loneliness in Combination: Four Different Categories
As Newall and Menec point out, the discrepancy between isolation and loneliness
means that these two states can present in four combinations, each with potentially
different antecedents, trajectories, health consequences, and solutions82:
1. The most vulnerable group: socially isolated and lonely. For these people,
loneliness is often a consequence of isolation. Although these people are the
most difficult to reach, the provision of social contact may be a sufficient solution
to their situation. However, as will be discussed later, cognitive-behavioral
approaches may also be required if their isolation and loneliness have reached
the point of distorting social perceptions or causing avoidant behaviour.
2. “Loners”/lifelong isolates: socially isolated but not lonely. These are often people
who have a self-sufficient personality and naturally prefer spending time alone.83
They may have also chosen not to replace social ties that have been lost over
time, deriving satisfaction from a smaller number of their closest, most
meaningful relationships.84 Moreover, they may have lowered their expectations
for relationships to match the reality of a shrinking social network in later life.
Newall and Menec argue that these individuals usually require no intervention for
loneliness but may wish to consider expanding their social network given the
various benefits of relationships (e.g., better health; practical support when sick).
3. Those who are lonely in a crowd: lonely but not isolated. These are people who
may have a sufficiently large social network but may be lacking a close confidant
or romantic partner or may be dissatisfied with the quality of their relationships
because of real or perceived discord. For this group, genetics, personality traits,
early childhood experiences, mental health problems, and unrealistic relationship
expectations may be contributing to their loneliness, as will be discussed in more
detail later. The provision of social contact (e.g., senior centre activities,
befriending services) is often insufficient for this group.
4. The majority group: those who are neither isolated nor lonely. These are typically
people for whom the various risk factors for isolation and isolation (to be
described in more detail later) are absent. Generally, they are healthy,
educated/financially stable, married, not living alone, have adult children living
nearby, and are long-time residents of their neighbourhood.85

Newall & Menec, 2017. See also: McHugh, Kenny et al., 2017; Wenger & Burholt, 2004
Wenger & Burholt, 2004
84 Cloutier-Fisher, Kobayashi, & Smith, 2011. This speculation is based on socioemotional selectivity
theory (Carstensen, Isaacowitz, & Charles, 1999; Carstensen, 2006).
85 Provided that the neighbourhood has not changed dramatically.
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For some people, isolation or loneliness remain stable over time; for others, the pattern
is more variable86 and they move in and out of these four categories over time.87 For
example, some may experience isolation or loneliness from childhood to adulthood88,
perhaps due to inherent personality traits (e.g., neuroticism)89, persisting mental health
problems (e.g., social anxiety)90, or even genetic factors.91 For them, isolation or
loneliness are more like traits than states. Others may experience late-onset isolation or
loneliness due to age-related changes like widowhood, deteriorating health, or
becoming a caregiver.92 Still others may become less isolated or lonely over time, such
as those who manage to improve the quantity and, especially, the quality of their
relationships93, or who adapt their relationship expectations to match the new reality of
their lives (e.g., reducing expectations to find a new spouse very late in life).
According to Newall and Menec, although isolation and loneliness have been studied
independently, they have not been examined in the combinations described above.94
They argue that researchers and practitioners should pay more attention to these
combinations (along with the prevalence95 of each), particularly when considering
possible interventions, as what could work for one group may not work for another.
Despite the heuristic utility of the four categories described above, it should be noted
that, like most human characteristics and experiences, isolation and loneliness are not
truly dichotomous but, rather, exist along a continuum. We cannot really say that a
person is or is not isolated or lonely; it is more realistic to say that they are higher/lower
on isolation or loneliness compared to other people. Although scale developers have
provided some cut-points to categorize severities of loneliness and isolation for
research purposes (based on, for example, their correlation with individuals’ selfassessed levels of loneliness), these cut-points are somewhat arbitrary and tentative,
and it is not yet known if they are useful in practice.96 Moreover, the demarcation of cutpoints is partly dependent upon the culture and time in which they are determined. 97
Dahlberg et al., 2015; Hawkley & Kocherginsky, 2017; Valtorta, Kanaan, Gilbody, & Hanratty, 2016b;
Victor & Bowling, 2012; Victor, Scambler, Bowling, & Bond, 2005; Yang, 2018
87 Wenger & Burholt, 2004
88 Caspi et al., 2006
89 Long & Martin, 2000; Mund & Neyer, 2016. Neuroticism is an enduring , dispositional tendency to feel
negative emotions (e.g., sadness, anxiety) more readily, frequently, and/or intensely than others.
90 Lim, Rodebaugh, Zyphur, & Gleeson, 2016
91 Gao et al., 2017; Goosens et al., 2015; Matthews et al., 2017. See also Brent, Ruiz-Lambides, & Platt,
2017.
92 See Risk Factors, p. 38 onwards
93 Hawkley & Kocherginsky, 2017; Wenger & Burholt, 2004
94 Newall & Menec, 2017
95 Based on older data, Newall & Menec (2017) estimate that about 22% are lifelong isolates; 6% are
lonely in a crowd; 3% are isolated and lonely; and 70% are neither isolated nor lonely.
96 de Jong Gierveld & van Tilburg, 2017. There have been even fewer attempts to establish cut-points for
isolation scales. The Lubben Social Network Scale is one exception (Lubben et al., 2006).
97 van Tilburg & de Jong Gierveld, 1999
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What Social Isolation and Loneliness Are Not
Social isolation and loneliness, especially the latter, are frequently confused with other
similar, but distinct concepts. For example, we often think that loneliness is just a sign of
depression. This is true in some cases, but loneliness is statistically distinct from
depression98, and a person can experience one but not the other. While both are
distressing, loneliness specifically reflects how we feel about relationships. As
discussed in the next section, loneliness prompts implicit hypervigilance to social threat
and specifically motivates us to repair our relationships (albeit cautiously); depression,
on the other hand, reflects how we feel in general and often robs us of motivation
altogether.99 Moreover, it appears that loneliness is more often the cause rather than
consequence of depression.100 Of course, once depression takes hold, it is likely that it
can further exacerbate loneliness (and isolation) by clouding judgments about the
quality of social interactions101 and reducing motivation to reconnect with others.
Isolation and loneliness are also distinct from introversion. Although introversion is
positively associated with loneliness102, it is not synonymous with it. Introversion is a
general preference and concern for one’s own inner world of thoughts and feelings
rather than the outside world and other people, and is manifested in more reserved, less
outgoing behaviour.103 However, to the extent that introverted people prefer less social
interaction, they are not lonely, and to the extent that highly social, extraverted people
are unhappy with their relationships, they can certainly feel intensely lonely.

Loneliness is not
the mere absence of
social support. We
can receive a great
deal of social
support yet still feel
lonely.

Isolation and loneliness are also distinct from the
mere absence of social support. One can receive a
great deal of support yet still be isolated (e.g., if one
receives support from others but lives alone or has a
small social network). One can also feel isolated
(i.e., lonely) if the support is provided by someone
who is not liked or if the support is felt to be
unsatisfying (e.g., if it is perceived as one-sided,
intrusive, conditional, or provided out of obligation
rather than genuine interest104). Being in a hospital,
nursing home, or rehabilitation institute is a classic
example: one can feel intensely lonely in such a

Cacioppo, Hughes, Waite, Hawkley, & Thisted, 2006
Cacioppo & Patrick, 2008; White, 2010
100 Cacioppo et al., 2010
101 Burholt & Scharf, 2014
102 See, for example, Long & Martin, 2000
103 Eysenck, 1967
104 An example is family members who are perceived to visit out of obligation rather than interest (Hauge
& Kirkevold, 2012; Heravi-Karimooi et al., 2010; McInnis & White, 2001).
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setting even while surrounded by many people and receiving an abundance of
support.105 Such support may affirm one’s value as a human being, but can be
impersonal and is unlikely to alleviate emotional or social loneliness unless it somehow
leads to satisfying personal relationships over time.106 The confusion between
loneliness and low social support may be one reason why some people are reluctant to
admit feeling lonely: they may wonder how they can feel lonely if their relationships are
objectively supportive. 107
Although social isolation and loneliness are often discussed in the context of social
exclusion or rejection, these are also distinct concepts.108 While there is a great focus in
the popular media and in the research literature on the need to “facilitate inclusion,” it is
quite possible to feel lonely even when not excluded or rejected; conversely, it is
possible to experience exclusion or rejection yet not feel lonely.109 Moreover, feeling
excluded or rejected is not necessarily the same as being excluded or rejected.
Finally, isolation and loneliness are sometimes described as being the opposite of social
connectedness110, although this can more accurately considered a broad umbrella term
that also encompasses related concepts such as social support, sense of community
belonging, and social cohesion.111 Given the negative effects of isolation and loneliness
in particular, this report focuses on these two elements of social (dis)connectedness.

Dahlberg, 2007; Drageset, Kirkevold, & Espehaug, 2011; Gill, Hogg, & Dolley, 2016; Kvaal et al.,
2014; British Columbia, Office of the Seniors Advocate, 2017; Slama & Bergman-Evans, 2000; Wong,
2015
106 Cacioppo, 2017, cited in Khazan, 2017
107 White, 2010
108 Stillman et al., 2009
109 Asher & Paquette, 2003; Leary, 2015. See also Toepoel, 2013.
110 de Jong Gierveld, van Tilburg, & Dykstra, 2016
111 Holt-Lunstad et al., 2017
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Transient vs. Chronic Isolation and Loneliness
We all experience occasional isolation or loneliness,
as they are a part of the human condition. In most
cases, these states are temporary and we bounce
because they are “self-corrective.”112 Loneliness in
particular appears to have evolved as a biological
signal to warn us that our relationship needs are not
being met and motivates corrective action.113 In this
sense, loneliness is like physical pain, hunger, thirst,
and other homeostatic signals that keep us safe and
healthy. Consistent with this view, research indicates
that the emotional pain of loneliness shares the same
neurobiological pathways as physical pain.114

We all experience
occasional isolation
or loneliness; this is
a normal part of
being human. It is
problematic only
when it becomes
chronic.

Loneliness is usually transient because it successfully leads to social reconnection, but
in a cautious, tentative way: although desiring social contact, lonely people tend to
initially withdraw from social situations and become implicitly hypervigilant to cues of
possible social threat or rejection.115 From an evolutionary perspective, this paradoxical
behaviour evolved as a short-term self-preservation mechanism to help humans survive
in dangerous, solitary environments.116
Although our modern environment is comparatively safer, our brains evolved in an
environment that was much more perilous and for much longer. In such environments,
people on the edge of social periphery could not rely on others for protection against
strangers and other possible sources of danger.
In such an environment, short-term withdrawal and hypervigilance provided time and
space to assess the level of social threat and alter behaviour to promote re-affiliation
and prevent more disconnection.117 After assessing the social situation and making
appropriate behavioural changes, most lonely people would successfully reconnect and
their loneliness would subside. Although this self-protective mechanism may be
anachronistic today, it is the product of millions of years of evolution and has yet to be
fully adapted to our modern environment. This mechanism, therefore, continues to
affect social behaviour today.

Cacioppo, Hawkley, & Correll, 2013
Cacioppo & Patrick, 2008; Qualter et al., 2015
114 Eisenberger, 2012a,b. Intriguingly, it has been shown that administration of the painkiller
acetaminophen can reduce neural responses to social rejection (DeWall et al., 2010).
115 Qualter et al., 2015
116 Cacioppo, Hawkley, & Correll, 2013
117 Qualter et al., 2015
112
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From Adaptive to Maladaptive: The “Lonely Social Cognition”
For a minority of people, something goes awry with the normally time-limited reaffiliation
process described above. They develop a “lonely social cognition” characterized by
excessive vigilance for social threats and an overly suspicious interpretation of neutral
or ambiguous social cues.118 They focus excessively on negative aspects of social
interactions and find positive ones less rewarding.119 As a result, they continually feel
exposed and under threat in social situations.120
This pattern causes “every social molehill to look like a mountain.”121 It also leads to
prolonged withdrawal, excessive self-focus in social interactions122, and aversive
behaviours that, paradoxically, push people away rather than draw them in (e.g., being
passive, aloof, mistrustful, or judgmental, or even ignoring people and rejecting their
offers of friendship).123 In response to these behaviours, other people avoid interacting
with the lonely person, under the assumption that they are rude or want to be left alone;
this in turn reinforces the lonely person’s negative expectations of others, creating a
self-reinforcing feedback loop.124
People who are stuck in this cycle of fear and withdrawal are essentially experiencing
an endless state of “fight or flight,” which is likely one of the key mechanisms by which
chronic loneliness undermines health.125 To make matters worse, the negative health
effects arising from this state can further exacerbate and reinforce isolation and
loneliness (e.g., people become lonelier as they get sick and cannot leave the house).
Of note, people stuck in this cycle often have little insight into how their perceptions and
behaviours are exacerbating their situation, and they attribute their loneliness to factors
beyond their control.126 For these people, the intuitive recommendation to just “make
more friends” is unlikely to be helpful and may be continually resisted—even if the
situation is demonstrably harmful to their health (e.g., refusing home care support).127
The figure on the next page illustrates this counterproductive feedback loop.

Cacioppo & Hawkley, 2005, 2009; Cacioppo et al., 2013; Goll et al., 2015. For example, a lonely
person might assume that a workmate’s terse tone means that the colleague does not like him, when in
reality the workmate is simply having a bad day.
119 Cacioppo, Balogh, & Cacioppo, 2015; Cacioppo, Norris, Decety, Monteleone, & Nusbaum, 2009
120 White, 2010
121 Cacioppo & Patrick, 2008, p. 31
122 Cacioppo, Chen, & Cacioppo, 2017
123 Cacioppo & Hawkley, 2005, 2009; Rotenberg, 1994
124 Cacioppo & Hawkley, 2005, 2009; Cacioppo et al., 2013; Fergusson, 2018
125 Cacioppo & Hawkley, 2009
126 Newall et al., 2009
127 Elmer & Campbell, 2016; Weiss, 1973, White, 2010
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Source: Qualter, P., Vanhalst, J., Harris, R., Van Roekel, E., Lodder, G., Bangee, M., Maes, M., & Verhagen, M. (2015). Loneliness across the
life span. Perspectives on Psychological Science, 10(2), 250-264. © 2015 by Qualter et al. Reprinted by permission of SAGE Publications, Inc.

The transition from temporary to chronic loneliness
may be due to intractable isolation (e.g., being
homebound due to illness or disability); personality
traits (e.g., dispositional distrustfulness or rejection
sensitivity); low self-worth (e.g., feeling invaluable or
like you do not deserve to be with people); external
locus of control; and even genetic influences (e.g.,
genes for prosocial behaviour, attention processing,
and sensitivity to negative social information).128

For many people
suffering from
chronic loneliness,
the intuitive
suggestion to “just
make more
friends” is unlikely
to be helpful.

Of note, although personality traits can increase the
risk for this cycle, the cycle itself can alter personality
traits as well. When induced to feel lonely in an
experimental manipulation, previously gregarious, confident, and agreeable people can
become socially awkward, shy, angry, self-conscious, and pessimistic.129 In line with
this finding, a recent longitudinal study following adults over 15 years found not only that
neuroticism predicted increases in loneliness over time, but that loneliness also

128
129

Qualter et al., 2015. See also Watson & Nesdale, 2012.
Cacioppo, Hawkley, Ernst, Burleson, Berntson, Nouriani, & Spiegal, 2006
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predicted increases in neuroticism and decreases in extraversion and
conscientiousness over time.130
In addition to the cognitive feedback loop described above, it is possible for isolation
and loneliness to perpetuate themselves via other mechanisms. For example,
prolonged isolation could lead to learned helplessness—a feeling of powerlessness and
apathy resulting from repeated inability to expand or improve one’s social network.131
This, in turn, could result in hopelessness132, reducing the motivation to interact with
others (even when others offer support and companionship) and, in turn, leading to
prolonged loneliness. Isolation and loneliness can also give rise to depression133 or
hostility134, each of which could lead to further withdrawal and aversive interpersonal
interactions.
Not all cases of chronic isolation and loneliness are characterized by the psychological
processes described above, although they likely play an important role in many cases
given the fact that cognitive restructuring seems to be more effective in reducing
loneliness compared to the simple provision of social contact.135 The role of cognition is
further underscored by the delusions and withdrawn, disorganized behaviour that
characterize many severe cases of social isolation (e.g., prisoners in solitary
confinement136, institutionalized orphans137, feral children138, and primates reared in
isolation139).
To summarize, while certain factors may cause some people to become isolated and
lonely in the first place, a maladaptive lonely social cognition can keep them that way.140
This is why many people say that isolation and loneliness become barriers in and of
themselves: not only must they cope with whatever problems may have triggered their
isolation or loneliness in the first place, they must also contend with the negative

Mund & Neyer, 2016. Note that this study examined young adults; it is not known if these same
patterns exist among older adults. Also of note, these relationships may change over time. For example,
a recent study found that the reciprocal relationship between loneliness and neuroticism decreases over
time, as does the strength of neuroticism as a mediator linking loneliness and poor health (Böger &
Huxhold, 2018). The study also found that the relationship between social integration and loneliness
increases over time. This suggests that psychological factors may play a relatively greater role in
loneliness among younger people, whereas situational factors may play a relatively greater role among
older adults.
131 J. Qualter, personal communication, 2015
132 Taube et al., 2016
133 Cacioppo, Hawkley, & Thisted, 2010
134 DeWall, Twenge, Gitter, & Baumeister, 2009; Theeke et al., 2015
135 Masi et al., 2011
136 Gawande, 2009
137 Nelson et al., 2014
138 Newton, 2002
139 Blum 1994, 2002
140 Cacioppo & Patrick, 2008
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physical and mental effects caused by the isolation
and loneliness, which often take on a life of their
Chronic isolation
own.141 In these cases, the cognitive distortions and
and loneliness can
self-defeating behaviours must be addressed before
become barriers to
the issues that triggered the isolation and loneliness
in the first place. But even those who recover are not
social connection in
necessarily of the woods: recovery can be hampered
and of themselves.
by the anxiety some people feel that these problems
will return. In an effort to avoid this possibility, they
may withdraw socially, thus re-starting the cycle.142 In this sense, some people find a
certain degree of “comfort” in their isolation.
Before closing this section, it should be noted that although chronic isolation and
loneliness are both risk factors for mental illness, they are not mental illnesses in and of
themselves, as is sometimes implied in the language we use.143 Indeed, even mentally
healthy people could develop a “lonely social cognition” if they find themselves in
unfortunate circumstances (e.g., they become homebound because of illness or
disability). Moreover, although there are many individual factors that can perpetuate
isolation and loneliness (e.g., social perceptions, causal beliefs, genetics), this does not
mean that people should be “blamed” for their situation. Many of these factors are
beyond conscious awareness and are difficult (but not impossible) to control or change.

Prevalence of Isolation and Loneliness
Measuring the prevalence of isolation and loneliness is difficult given the absence of
universally accepted definitions, the multiplicity of measurement instruments, and
whether these problems are assessed in terms of intensity or duration. Despite these
challenges, some general patterns can be discerned from the data.
Depending on the definition, approximately 5-15% of community-dwelling seniors aged
65+ are socially isolated.144 If isolation is defined as living alone, 20% of senior men and
nearly twice as many senior women are isolated145; however, many people who live
alone have adequate social networks outside the home and so they are not isolated.
One caveat is that the prevalence of extremely isolated people is not well-known given
that these people are often hidden, so prevalence rates may be higher than reported.146

Kantar Public, 2016
ACEVO, 2015, p. 30
143 E.g., Latson, 2018; V. Murthy, 2017, cited in McGregor, 2017.
144 Beach & Bamford, 2016; Flowers et al., 2017; Statistics Canada, 2015
145 Statistics Canada, 2015; Steptoe et al., 2013
146 Goodman, Adams, & Swift, 2015
141
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Although young people can
experience social isolation,
limited research examining
isolation across the entire
lifespan suggests that it is more
common among seniors.147 On
the other hand, loneliness (i.e.,
perceived social isolation),
appears to have a more complex
pattern. Young people can and
do feel lonely148, challenging
misconceptions that this is only a
“seniors’ issue.”149 In fact, several
studies suggest that loneliness
follows a non-linear, “U-shaped”
curve over the lifespan150, as
depicted in the diagram on the
right, with the highest rates
among young people and those
aged 80+.151

Source: Keming Yang and Christina Victor (2011). Age and loneliness in 25
European nations. Ageing and Society, 31(8), 1368-1388. Reprinted with
permission.

Depending on the survey152, around one-fifth to one-quarter of middle-aged and youngold adults experience moderate loneliness (i.e., defined as feeling lonely “some of the
time”) compared to around one-third of adolescents, young adults, and those aged 80+.
Severe loneliness (feeling lonely “often” or “all the time”) is experienced by around 5%10% of middle-aged and young-old adults and around 10-15% of adolescents, young
adults, and people aged 80+. Longitudinal studies tracking loneliness in middle-aged
and older adults over time reveal a similar pattern, with increases in loneliness only
Lelkes, 2011
ACEVO, 2015; Asher & Paquette, 2003; BBC, 2016a; Brinded, 2018; Bruni, 2017; Copeland, 2018;
Kantar Public, 2016; Lambert, 2016; Matthews et al., 2016; Perlman & Landolt, 2009; Schinka et al.,
2012; Vanhalst et al., 2013
149 Dykstra, 2009
150 Dykstra, 2009; Pinquart & Sörenson, 2001
151 A detailed discussion of this age pattern is beyond the scope of this report, but likely involves the
influence of events and issues more prevalent at the earlier and later stages of the life course (e.g.,
feeling misunderstood and concerns about peer acceptance among teenagers; financial problems among
young adults; health problems and widowhood among older adults). Age-related changes in personality
may also play a role. For example, loneliness is associated with neuroticism (Long & Martin, 2000; Mund
& Neyer, 2016), and young people tend to be higher in neuroticism compared to other age groups
(Roberts & Mroczek, 2008).
152 Brinded, 2018; Mental Health Foundation UK, 2010; Nyqvist et al., 2016; Pinquart & Sorensen, 2001;
New Zealand Ministry of Social Development, 2016; Qualter et al., 2015; Richard et al., 2017; Vanhalst et
al., 2013; Victor & Yang, 2012; Wilson & Moulton, 2010; Yang & Victor, 2011. See also Child & Lawton,
2017. For a more complex pattern, see Luhmann & Hawkley, 2016.
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Chronic isolation
and loneliness are
not just “seniors’
issues;” given the
right combination
of factors, they
could happen to
anyone.

among the very old153, although a recent finding
suggests that loneliness may increase even earlier.154
In contrast to this general pattern, the Vancouver
Foundation found that older adults in this city reported
the lowest levels of loneliness.155 It is unknown
whether this finding reflects a unique pattern in
Vancouver or whether it is a methodological artifact
due to sampling bias or restricted age range (i.e., not
many people at advanced ages). It is important to
verify this finding with other samples.

Age-related patterns may differ when measuring
loneliness in terms of intensity rather than frequency
(i.e., how lonely a person feels right now vs. how often they feel lonely in general).
When measuring intensity, the limited evidence suggests that loneliness increases with
age in a linear manner (i.e., people are lonelier the older they get).156 More research is
needed using the de Jong Gierveld Loneliness Scale or similar measures of intensity in
order to confirm this finding.
Social isolation and loneliness are prevalent not only in the general community but also
within residential care, including geriatric wards, nursing homes, and rehabilitation
centres.157 In one survey, 50% of nursing home residents reported feeling lonely.158 In
general, the prevalence of loneliness among seniors in these facilities is higher than in
the general community159, and the prevalence of severe loneliness may be up to twice
as high.160 In British Columbia, a recent survey of 22,000 individuals in 292 residential
care facilities revealed that nearly half of residents do not consider any other residents
to be a close friend, and half indicate that they have nobody to do things with.161
Although longitudinal research suggests that loneliness increases the risk for early
admission into residential care (even after controlling for other confounding factors like

Dahlberg et al., 2015; Dykstra, van Tilburg, & de Jong Gierveld, 2005; Nummela, Seppanen, & Uutela,
2011; Tijhuis, de Jong Gierveld, Feskens, & Kromhout, 1999
154 Mund & Neyer, 2016
155 Vancouver Foundation, 2017
156 Hansen & Slagsvold, 2016; Nicolaisen & Thorsen, 2014
157 Gill et al., 2016; Kvaal et al., 2014; Roos & Malan, 2012; Slama & Bergman-Evans, 2000; Slettebö,
2008
158 Drageset, Kirkevold, & Espehaug, 2011
159 Ferreira-Alves, Magalhaes, Viola, & Simoes, 2014; Nyqvist et al., 2013; Pinquart & Sörenson, 2001;
Prieto-Flores et al., 2011
160 Savikko et al., 2005; Victor, 2012
161 British Columbia, Office of the Seniors Advocate, 2017
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poor health)162, it is quite possible that the negative characteristics of some residential
care facilities may play a role in contributing to loneliness.163
Older LGBTQ+ seniors may be especially prone to social isolation or loneliness in
residential care, given real and perceived experiences of stigma and discrimination from
other residents and even staff.164 To avoid these experiences, some LGBTQ+ seniors
may “go back into the closet” and hide their sexual orientation or gender identity; this
can contribute to lack of intimacy and a profound sense of disconnection from staff and
other residents.165
As argued by Newall and Menec166, it is also important to gauge the prevalence of
different combinations of isolation and loneliness. Unfortunately, isolation and loneliness
are usually studied separately, leaving a paucity of prevalence data. Based on older
figures, they suggest that about 22% of people are lifelong isolates (isolated but not
lonely); 6% are lonely in a crowd (lonely but not isolated); 3% are in the vulnerable
group (isolated and lonely); and 70% are neither isolated nor lonely.

Relevance to Seniors
Although isolation and loneliness are not specific to older adults, they are of particular
concern in this population because they add to the health burden already caused by
age-related declines in health. Moreover, isolation and loneliness in early life have
persistent and cumulative effects on health in later life, 167 causing a “wear and tear” on
the body that becomes more pronounced over time and that may even hasten the aging
progress.168 The visibility of these health effects may be a key reason why social
isolation and loneliness are receiving so much attention in contemporary society; when
the human lifespan was shorter, these effects were likely not visible.

E.g., Russell, Cutrona, de la Mora, & Wallace, 1997; Tijhuis et al., 1999. See also Miller et al., 2014;
Pynnönen et al., 2012.
163 E.g., insufficient time (or training) to build relationships with residents; language barriers; gossiping
among residents; rigid rules regarding seating arrangements at dinner; feeling dependent and useless
because there are no opportunities to do things for others (British Columbia, Office of the Seniors
Advocate, 2017; Hicks, 2000; Roos & Malan, 2012; Slama & Bergman-Evans, 2000; Slettebö, 2008).
164 Justice in Aging, 2015; Sage, 2010; White & Gendron, 2016. Even in facilities where there is no
discrimination, the long history of discrimination experienced by LGBTQ+ elders may predispose some of
them to perceive discrimination where it does not exist and to readily anticipate rejection (Elmer, van
Tilburg, & Fokkema, 2018; Kuyper & Fokkema, 2010).
165 Maddux & Applebaum, 2010
166 Newall & Menec, 2017
167 Caspi et al., 2006; Lacey, Kumari, & Bartley, 2014
168 Cacioppo & Hawkley, 2003; Hawkley & Cacioppo, 2007. See also Ong, Rothstein, & Uchino, 2012.
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Isolation and loneliness are also associated with fears
specific to later life: fear of dependency due to illness,
Chronic isolation
disability, or relocation.169 They are also associated
and loneliness are
with poorer medication adherence, increased
associated with
emergency room visits, hospitalization, reincreased
hospitalization, delayed hospital discharge, and earlier
nursing home admission.170 This is not surprising
healthcare use and
given the health problems associated with (chronic)
healthcare costs.
isolation and loneliness, but the fact that many of
these findings hold even after accounting for health
status suggests that medical services are being used
for social contact in addition to (or instead of) health171
related reasons. The financial impact of this is evident, as both loneliness and social
isolation are associated with increased healthcare costs.172
Isolation and loneliness may even be linked to greater contact with the criminal justice
system. For example, in Japan—a country that struggles to cope with a rapidly aging
population—some seniors reportedly try to avoid social isolation and loneliness by
engaging in petty criminal activity and going to jail. As one senior writes:
I enjoy my life in prison more. There are always people around, and I don’t
feel lonely here. When I got out the second time, I promised that I wouldn’t
go back. But when I was out, I couldn’t help feeling nostalgic.173
Another key reason that isolation and loneliness are of particular relevance to seniors is
that some risk factors (e.g., age-related health problems, widowhood) are more
prevalent in later life174—but, as will be discussed later, many risk factors are common
across all age groups.
In the City of Vancouver, social isolation and loneliness are of particular concern as
there will be a 79% increase in population of local residents aged 65-74 and a 105%
increase in those aged 75+ over the next 25 years. Moreover, a survey by Vancouver
Coastal Health found that over half of residents aged 65 and older report that they do
not have at least four people in their social network they can confide in and, more
Taube et al., 2016; Theeke et al., 2015
Gerst-Emerson & Jayawardhana, 2015; Giuli et al., 2012; Greysen et al., 2013; Landeiro, Leal, &
Grey, 2016; LaPorte, Naunberg, & Shen, 2008; Mistry et al., 2001; Molloy et al., 2010; Newall, McArthur,
& Menec, 2015; Russell et al., 1997; Segrin & Passalacqua, 2010; Tijhuis et al., 1999. See also Miller et
al., 2014; Pynnönen et al., 2012.
171 The stigma surrounding loneliness may also play a role: patients may feel more comfortable
discussing real (or perhaps even non-existent) physical problems rather than divulge feeling lonely.
172 Flowers et al., 2017; McDaid, Bauer, & Park, 2017; Shaw et al., 2017
173 Fukada, 2018
174 Luhmann & Hawkley, 2016
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troubling, 6% of all residents in the greater Metro Vancouver Region have no one to
confide in.175 In addition, a report by the Vancouver Foundation found that a quarter of
all community-dwelling residents in Metro Vancouver feel alone more often than they
would like.176 Also troubling, one in five residents do not know any neighbours well
enough to ask for help.177 At a broader level, a quarter of residents aged 65 and older
say they do not feel a sense of community belonging.178 Despite potential
methodological issues with these surveys179, isolation and loneliness in Vancouver
deserve close attention.

Increasing Problems?
Some researchers and journalists argue that people have become more socially
isolated and lonelier over time due to increasing longevity and a host of social and
cultural changes: individualism, geographic mobility, rising divorce rates, fewer
multigenerational households, secularization, declining membership in civic
organizations, more part-time work, telecommuting, and excessive use of social
media.180
Others disagree, citing evidence that, overall, isolation and loneliness have remained
fairly constant over the preceding decades or have even declined somewhat.181 They
argue that although the nature of our relationships may be changing, people still find
ways to meet their social needs and therefore avoid isolation and loneliness.182
Where there may some changes, however, is in the duration of isolation or loneliness.
In the United Kingdom, for example, while the proportion of chronically lonely people
has remained relatively consistent over the decades, the proportion of people indicating
that they never feel lonely appears to be declining somewhat, whereas the proportion
Vancouver Coastal Health, 2015. The 6% figure is the average across all age groups.
Vancouver Foundation, 2012a, 2017. This is an average figure for the entire sample, as the report did
not provide sufficient information to make detailed comparisons across age groups.
177 Vancouver Foundation, 2017. Average figure across all age groups.
178 Vancouver Coastal Health, 2015
179 Although the samples in these studies were demographically-weighted to resemble the overall
demographic composition of Vancouver, respondents were not selected in a manner that permits true
generalization to the entire population of Vancouver. Participants in the Vancouver Foundation study
were selected from an online commercial panel. Participants in the Vancouver Coastal Health study were
recruited entirely from the Internet. Due to the possible confounding influence of self-selection bias when
using these methods, the results should be interpreted with caution. Moreover, given the lack of
comparable data on isolation and loneliness from other cities, we cannot say with much certainty whether
the situation in Vancouver is particularly unique, as is often suggested (e.g., Kassam, 2017).
180 Konnikova, 2013; Lunstad et al., 2017; Marche, 2012; McPherson et al., 2006; Olds & Schwartz, 2009;
Putnam, 2000; Turkle, 2011
181 Dahlberg, Agahi, & Lennartsson, 2018; Dykstra, 2009; Eloranta et al., 2015; Fischer, 2011, 2012;
Honigh-de Vlaming et al., 2014; Klineberg, 2012a,b; Victor et al., 2002, 2012
182 DePaulo, 2006; Fischer, 2011, 2012; Klineberg, 2012b
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indicating that they feel lonely sometimes appears to
be increasing.183 It is unknown if this is due to real
changes vs. methodological artifacts184 or increasing
comfort in admitting isolation and loneliness (given
the fact that these issues are receiving increased
attention in the popular press).
It may well be that although isolation and loneliness
are not increasing, our awareness of their negative
impact is. It may also be that overuse/misuse of the
words “crisis”185 and “epidemic”186 may be creating
what some have called a “loneliness scare,” giving
the impression that these problems are more
prevalent than they actually are.187

Whether or not the
proportion of
isolated and lonely
seniors is
increasing, it is
likely that the
absolute number
will steadily
increase due to
population aging.

The conflation of transient and chronic cases of isolation and loneliness may also be
contributing to this perception and may even trivialize the suffering of those who
genuinely struggle with these problems. As Cacioppo writes, “to call it an epidemic of
loneliness risks having it relegated to the advice columns.”188 The sentiment is echoed
by Klineberg: “Overstating the problem can make it harder to make sure we are
focusing on the people who need help the most.”189
Whether or not the actual proportion of isolated and lonely seniors is increasing, one
thing is fairly certain: the absolute number of isolated and lonely people will likely
increase due to population aging. This could have significant public health implications.

Risk Factors
Risk factors for isolation and loneliness can be grouped into two general categories:
individual and societal. At the individual level are distal and proximal risk factors.190
Distal risk factors are characteristics that operate in the background to shape people’s
living conditions and social interactions. These factors, in turn, influence more proximal
risk factors, namely the size, functioning, and quality of one’s social networks. Although
many of these risk factors appear to have the same impact across age groups (e.g.,
Victor, 2011
Apparent increases in rates of isolation and loneliness may be due to interviewer effects (Paik &
Sanchagrin, 2013).
185 E.g., Renzetti, 2013
186 E.g., Brinded, 2018; Entis, 2016; Hafner, 2016; Latson, 2018. For a discussion on the misuse of this
term, see Rothstein, 2014.
187 Ferreira-Alves et al., 2014; Fischer, 2012
188 Cacioppo, 2009
189 Klineberg, 2018
190 Hawkley et al., 2008
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social network size, frequency of social contact), some may have greater impact among
older adults (e.g., lacking or losing a partner) and others may have a greater impact
among younger adults (e.g., low income).191 The contribution of personality also
appears to follow an age-specific pattern, with personality traits playing a comparatively
greater role in feelings of loneliness among younger vs. older adults.192 For other
factors, such as health problems and disability, the research findings are mixed: some
studies find that health and mobility are more strongly related to loneliness among
younger people193, while others find the opposite pattern194 or no difference at all.195
It is important to note that risk factors can function independently or in combination.196
For some people, there may be just one factor that caused isolation or loneliness, but
more commonly, several factors or events are responsible. When occurring together,
risk factors can be additive (i.e., as more risk factors occur, the risk of isolation or
loneliness increases) or synergistic (i.e., the presence of one risk factor increases the
effect of another risk factor, such that the total combined effect of both risk factors is
larger than the sum of their independent effects). Risk factors can also occur in a causal
chain. For example, poor health could lead to depression, which itself could lead to
loneliness; conversely, loneliness could lead to depression, which in turn could lead to
poor health.197 If this chain of events starts early in life and involves socioeconomic risk
factors (e.g., low income), people could experience chronic isolation or loneliness over
the life course as a result of cumulative disadvantage.
The chart on the next page summarizes the risk factors for isolation and loneliness.

Luhmann & Hawkley, 2016. According to these authors, lacking or losing a partner in later life may be
more consequential for loneliness than lacking or losing a partner in young adulthood because young
adults can foresee a longer future in which they can find a partner. The impact of risk factors may also
differ due to age-normative expectations. For example, low income and being without a job may be more
emotionally distressing in middle adulthood because these factors contribute to loneliness at a time when
people are expected to be financially independent, to get married, and to start a family. This pattern may,
however, differ in other countries (see, for example, Statistics New Zealand, 2013). Among children and
adolescents, loneliness may be especially related to high expectations for social success, desire for a
large number of friends, concern about one’s standing in social groups, social comparison, peer rejection,
and victimization (Nicolaisen & Thorsen, 2014; Qualter et al., 2015).
192 Böger & Huxhold, 2018
193 Stickley & Koyanagi, 2018. Like Luhmann & Hawkley (2016), these authors suggest that this is due to
age-normative effects: health problems may have a larger impact on loneliness in younger people
because they have a greater number of social roles and responsibilities to fulfill than older adults do.
Moreover, older people may have had more time to adapt successfully to physical changes.
194 Choi, Kwon, Lee, Choi, & Choi, 2018
195 Lugmann & Hawkley, 2016
196 Holt-Lunstad, 2018; National Seniors Council, 2017
197 Uchino, 2006. The author focuses on social support, but the hypothesized pathways may also apply to
isolation and loneliness.
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Overview of Risk Factors for Isolation and Loneliness

Source: Dave Clarke and Liz McDougall (2014). Social isolation in Bristol: Risks, interventions and recommendations
report. Bristol, UK: Bristol City Council. Reprinted with permission.
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Individual Risk Factors
Distal Risk Factors
Sociodemographic characteristics. Distal risk factors include various sociodemographic
characteristics, such as advanced age. Adults aged 75+ are at increased risk for
isolation and loneliness, but mostly because advanced age is associated with other
distal risk factors like chronic health problems, functional limitations, and widowhood;
thus, old age in itself is not a risk factor.198 This is an important point as it challenges a
prevalent ageist stereotype that older adults are disinterested in social contact and are
in a natural process of disengaging from the world—stereotypes that may be reflected in
both theory and empirical research on aging.199
Other distal risk factors include low income; language barriers; pre-existing physical
health conditions; vision and hearing impairment; and mobility challenges.200 In addition
to the obvious ways in which these factors may impede social interaction (e.g., being
unable to leave the house), the shame and stigma associated with these problems may
also lead to social isolation and loneliness.201
Several studies have found that lower level of education is also a risk factor, even after
accounting for other variables associated with it, such as low income.202 Other studies,
however, have reported different findings. For example, a study of older men in the
United Kingdom found that a low level of education is only weakly associated with social
isolation and not at all associated with loneliness once other factors are taken into
account.203 Interestingly, a large German study found that a higher level of education is
associated with increased loneliness after accounting for other factors.204 More research
is needed to verify and explain this finding. For example, do people with more education
actually have fewer high-quality relationships than less-educated people, or do they
have higher standards for evaluating the quality of their relationships?205

Lugmann & Hawkley, 2016
Cumming & Henry, 1961 (disengagement theory); Schaie, 1988
200 Cohen-Mansfield et al., 2016; Courtin & Knapp, 2017; de Jong Gierveld et al., 2009, 2016; Hawkley &
Kocherginsky, 2017; Luhmann & Hawkley, 2016; National Seniors Council, 2014, 2017; Ong, Uchino, &
Wethington, 2016; Pronk et al., 2013; Savikko et al., 2005.
201 Lupton & Seymour, 2000
202 Hansen & Slagsvold, 2016; Hawkley et al., 2008; Savikko et al., 2005
203 Beach & Bamford, 2016
204 Luhmann & Hawkley, 2016
205 Ibid.
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Gender. The relationship between gender, isolation, and loneliness is mixed. If isolation
is defined as living alone, women are more isolated than men206, but if isolation is
defined more broadly, it appears that men may be at greater risk207, perhaps because
women more readily form and nurture a diverse social network.208 In terms of
loneliness, meta-analyses find that women are more likely than men to report
loneliness, but this is more often the case when direct measures of loneliness are
used.209 When indirect measures are used, the gender differences are smaller,
suggesting that men may be especially reluctant to report loneliness, which is not
surprising considering that lonely men are perceived more negatively than lonely
women.210 To the extent that real gender differences remain, they are likely due to the
fact that older women tend to outlive their partners, have more health problems, and
experience greater financial hardship with age.211
Other research has found an opposite pattern of loneliness
when looking at older adults who live alone: older women
Men appear
who live alone report less loneliness than older men who
more likely than
live alone, perhaps because men are more likely to rely on
women to
an intimate partner for companionship.212 Consistent with
this hypothesis is that widowhood predicts loneliness more
experience
213
strongly for men more than for women. Gender
social/relational
differences also exist when looking at different types of
loneliness.
loneliness: controlling for other factors, including partner
status and social contact frequency, there appear to be no
gender differences in emotional loneliness, but men appear more likely to experience
social loneliness214, perhaps because they are less inclined than women to confide in
friends and family.215
Minority status. Ethnic minority, Indigenous, and LGBTQ+ seniors are at increased risk
for isolation and loneliness in part due to lifelong experiences with stigma,
discrimination, rejection sensitivity, and cultural integration issues.216 The nature and
dynamics of social relationships within these groups also plays a role. For example,

Statistics Canada, 2015
Dykstra & Fokkema, 2007; Victor et al., 2006
208 Beach & Bamford, 2016
209 Pinquart & Sörenson, 2001
210 Lau & Gruen, 1992
211 Aartsen & Jylha, 2011; National Seniors Council, 2017
212 Beach & Bamford, 2016
213 Dahlberg et al., 2015; Nicolaisen & Thorsen, 2014
214 Dahlberg & McKee, 2014
215 Wister & Strain, 1986, cited in Dykstra & Fokkema, 2007
216 Elmer, van Tilburg, & Fokkema, 2018; Kim & Fredriksen-Goldsen, 2016; Kuyper & Fokkema, 2010;
MetLife Mature Market Institute, 2010; National Seniors Council, 2014, 2017; SAGE, 2014; Syed et al.,
2017
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immigrant seniors may wish to see their adult children more often, who may hold
different values and expectations regarding the optimal amount of time that should be
spent together.217 LGBTQ+ seniors may be prone to isolation and loneliness because,
compared to their heterosexual peers, they are more likely to be single, childless, and
estranged from their families of origin.218 For gay men, the internalization of shame can
cause various difficulties in interpersonal relationships, including excessive selfmonitoring; avoidant behaviour; trust issues; unrealistic relationship standards and
expectations; and a preoccupation with physical appearance.219 As they age, some
older gay and bisexual men may feel invisible in a community that they perceive to be
overly focused on youth and appearance.220 Gender-nonconforming people may face
additional discrimination from within the gay community.221 These and other issues are
discussed in more detail in reports from SPARC BC222 and the National Seniors Council
of Canada.223
Factors affecting social perceptions and interactions.
Some distal risk factors affect the way people
Unrealistically high
perceive and interact with others, in turn shaping their
relationship
subjective evaluations of relationships and,
standards and
consequently, their subjective sense of isolation.
expectations are a
Several of these factors may cause problems in the
re-affiliation process described earlier on page 30
risk factor for
(i.e., the natural process by which people re-connect
loneliness.
after feeling alone). These factors include the
preferred number of relationships and frequency of
contact224; emphasis on relationship quantity over
225
quality ; unrealistically high relationship standards and expectations (e.g., seeking a
perfect “soul mate;” expecting that one person will meet all of one’s emotional needs;
believing that a “true friend” would never hurt one’s feelings or break a commitment)226;
and social comparison processes (e.g., judging the adequacy of one’s relationships in
comparison to other people’s relationships).227

Ng & Northcott, 2015
Brennan-Ing et al. 2014; Guasp, 2011; Institute of Medicine, 2011; MetLife Mature Market Institute,
2010; SAGE 2014; Wilson, Kortes-Miller, & Stinchombe, 2018
219 Bereznai, 2006; Bergling, 2007; Downs, 2012; Elmer, 2018; Hobbes, 2017
220 Bergling, 2004; Kooden & Flowers, 2000; Pope et al., 2007
221 Bergling, 2001
222 SPARC BC, 2017
223 National Seniors Council, 2017
224 de Jong Gierveld, 1987
225 Lee & Ko, 2017
226 Dykstra & Fokkema, 2007
227 Copeland, 2018; Perlman & Peplau, 1981
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Other factors affecting social perceptions and interactions include personality traits
(e.g., introversion, neuroticism, disagreeableness, excessive shyness, rejection
sensitivity, suspiciousness, and boredom-proneness)228; poor past relationship
experiences (e.g., experiences of rejection and bullying during childhood229, leading
possibly to rejection sensitivity230); insecure attachment history231; experiences of
captivity232; elder abuse and neglect233; low self-worth; and pre-existing mental health or
neurological conditions such as social anxiety234, autism235, cognitive impairment236, and
personality disorders (e.g., borderline237 and schizoid238).
Attitudes and beliefs. As mentioned earlier, attitudes and beliefs also appear to be risk
factors, including low relationship self-efficacy (i.e., lack of confidence in one’s
relationship abilities, irrespective of one’s actual social skills); external locus of control
(e.g., believing that isolation and loneliness are due solely to luck and external factors
beyond one’s control); and negative attitudes about aging (e.g., believing that late life is
a time of inevitable social decline and that it is not possible to expand one’s social
network).239 Resilience and proactive coping is also an important factor: those who are
lonely appear unable to cope with age-related losses and feel overwhelmed by them; in
contrast, those who are not lonely (or who are able to manage their loneliness) appear
to accept losses as a normal part of the aging process and take initiative to remain
socially active240, even if they need to force themselves to do so.241

Dill & Anderson, 1999; Long & Martin, 2000; Mund & Neyer, 2016. Regarding boredom-proneness,
this tendency may lead to inattention in social situations (Conroy et al., 2010). It may also lead to
unrealistic expectations, such as expecting friends and family to be fun and exciting at all times.
229 These effects may last well into later life (Nicolaisen & Thorsen, 2014).
230 London, Downey, Bonica, & Paltin, 2007; Watson & Nesdale, 2012
231 DiTommaso, Fizell, & Robinson, 2015; Mikulincer & Shaver, 2014
232 E.g., veterans of combat: Stein & Tuval-Mashiach, 2015
233 Dong et al., 2012; Heravi-Karimoii et al., 2011
234 Lim, Rodebaugh, Zyphur, & Gleeson, 2016
235 Mazurek, 2014. Autism-spectrum disorders are characterized by difficulties with social interaction,
which can contribute to isolation and loneliness.
236 Ayalon, Shiovitz-Ezra, & Roziner, 2016; Burholt, Windle, & Morgan, 2017; Zhong, Chen, Tu, &
Conwell, 2017. As a risk factor for isolation/loneliness, cognitive impairment might lead to communication
difficulties, distorted perceptions of relationships (and hence lower relationship satisfaction),
discrimination, poor self-efficacy, fear of getting lost, and other problems that impact social interaction. Of
course, as discussed earlier, cognitive impairment may additionally be an outcome of isolation and
loneliness (Holwerda et al., 2014; Kuiper et al., 2015; Wilson et al., 2007; Zhong et al., 2017).
237 Liebke et al., 2017
238 Martens, 2010
239 Beach & Bamford, 2016; DiTommasso et al., 2015; Fry & Debats, 2002; Newall et al., 2009, 2014;
Pikhartova et al., 2016; Qualter et al., 2015; Vanhalst et al., 2015; Watson & Nesdale, 2012. Of note, a
recent survey of British seniors found that nearly one-third believe feelings of loneliness are out of their
control (Independent Age UK, 2016).
240 Hauge & Kirkevold, 2012; Kirkevold et al., 2012
241 Bergland et al., 2016
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Genetics. Finally, genetic factors have been examined. Results from twin and adoption
studies suggest that about 40% of the variation in loneliness can be attributed to genetic
differences between individuals.242 Two people may have objectively similar
relationships in terms of quantity and quality, yet one may be less satisfied with those
relationships simply due to hereditary differences. This may partly explain why lonely
people—even those who are severely or chronically lonely—are often unable to cite any
particular reason for their feelings; they just feel the way that they do.243
The specific mechanism(s) by which genes are linked
to loneliness are not year clear. For example, there
may be specific genes that influence individual
differences in the need for social contact, the degree of
social pain caused by perceived isolation, or certain
personality traits like neuroticism and rejection
sensitivity. Genes may also influence behavioural traits
associated with loneliness, such as poor emotion
regulation and hypersensitivity to social threat.

Genes may
influence
loneliness and
isolation through
several different
mechanisms.

Interestingly, a recent study has found that 40% of the
variance in objective social isolation can also be attributed to genetic factors, and twothirds of the genetic relationship between isolation and loneliness is explained by
common genetic factors.244 This suggests that the same genetic factors that predispose
some lonely people to respond in a maladaptive way to their perceived isolation (e.g.,
distrustfulness, hypervigilance for social threat) may be the same factors that made
them socially isolated in the first place.245 Gene-environment interactions are also
possible; for example, low social support may have a greater impact on loneliness
among people who carry variants of genes that increase their emotional sensitivity to
this deficit.246
Gao et al., 2017; Goosens et al., 2015
As part of my dissertation, I have collected data from over 13,000 people in 75 countries and have
found that around half of lonely people—even the most severely or chronically lonely—could cite no
specific reason for their feelings. Similar findings are reported by Wilson & Moulton (2010).
244 Matthews et al., 2016
245 This finding raises the question why seemingly maladaptive genes have not disappeared from the
gene pool through natural selection. According to Cacioppo, Hawley, and Correll (2013), over
evolutionary time, populations likely benefited from individuals who exhibited a wide range of sensitivity to
social disconnection.Given sufficient time, even chronically lonely people often form relationships and,
through the process of assortative mating, their partners are likely to be those who are similarly sensitive
to social disconnection. These individuals then produce offspring who carry genes predisposing to
loneliness. While it is true that these genes increase the risk for poor health and mortality, these effects
tend to become prominent only later in life, well after one’s reproductive years; thus, the genes are able to
spread in the population. The same arguments could be applied to social isolation, in light of new
research showing that some non-human primates have a tendency to self-isolate over long periods of
time (Brent, Ruiz-Lambides, & Platt, 2017).
246 Goosens et al., 2015
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There is no single
“loneliness”
gene; multiple
genes likely
influence
loneliness (and
isolation, too).

Regardless of the specific genetic mechanisms at play, it
is likely that loneliness is polygenic—influenced by
variants of many genes, each with relatively small
effects.247 There is no single “loneliness gene.” It is
important to note, however, that while genes may affect
loneliness (and likely isolation, too), this does not imply
genetic determinism. Rather, genes may increase the
predisposition to experience isolation and loneliness, but
it is possible to learn how to manage this predisposition,
as will be discussed later in Recommendation #10.

Proximal Risk Factors
Unlike distal risk factors, proximal risk factors for social isolation and loneliness pertain
to the structure and functioning of one’s current relationships. They include lack of a
spousal confidant or similarly high-quality intimate relationship248; a small social network
(especially if a larger one is desired); infrequent contact with family and friends;
childlessness (or lack of contact with adult children); poor perceived social support;
relationship conflict; and critical events or transitions like divorce, bereavement,
relocation, job dismissal, retirement, losing a driver’s license, and becoming a caregiver
or care recipient.249 These transitions are especially difficult if they are sudden and one
is unprepared for them. 250
Living alone. Living alone is a frequently cited risk factor, but it is not living alone per se
that is the problem but, rather, other factors that tend to go hand-in-hand with it,
including low income and being single, divorced, or widowed. Those who live alone but
have an adequate income and satisfying social circle outside the home are not at
greater risk for isolation or loneliness; in fact, one study found that living alone may
even have beneficial effects on relationship quality because, after controlling for all

Gao et al., 2017
“High-quality” is emphasized here. Poor-quality marriages or partnerships offer no protection against
loneliness and can even increase it. See Ayalon et al., 2013; de Jong Gierveld et al., 2009; Dykstra &
Fokkema, 2007; Fokkema & Naderi, 2013; Moorman, 2016. See also Rook, 1984b.
249 Cohen-Mansfield et al., 2016; Courtin & Knapp, 2017; Dahlberg et al., 2015; Dahlberg & McKee, 2014;
de Jong Gierveld et al., 2016; Hawkley & Kocherginsky, 2017; Luhmann & Hawkley, 2016; National
Seniors Council, 2014, 2017; Ong et al., 2016; Yang, 2018
250 For example, retirement can cut people off not only from also an important source of status and
identity (Baker, 2017; Osborne, 2012), but also an important source of friendship and support. Those who
have not taken steps to nurture friendships outside the workplace may find themselves alone and isolated
after retirement. This is especially the case for men, for whom the workplace is their primary source of
social contact outside the home (Baker, 2017).
247
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other risk factors, loneliness appeared to be lower among those who lived alone.251
More research is needed to verify this finding.
Aging in place. Another unexpected risk factor pertains to
“aging in place.” Data suggest that there is a higher
prevalence of social isolation and loneliness among seniors
who remain in neighbourhoods with a high proportion of
families.252 These appear to be seniors who have aged in
place and found themselves alone after their partner passed
away and their friends have moved into residential care or
other areas of the city. These seniors may feel estranged
from the new people who gradually move into their
neighbourhood and with whom they may have less in
common in terms of class, age, or ethnicity.

Another
unexpected
risk factor
pertains to
“aging in
place.”

Diversity of social ties. Although we tend to focus our time and energy nurturing strong
social ties, weak ties are also beneficial because they are associated with increased
well-being and sense of belonging.253 Moreover, people with a mix of both strong and
weak ties tend to be healthier, less prone to loneliness, and less likely to die early
compared to those with strong or weak ties only.254 Weak ties may be beneficial
because they are less time-consuming, less conflictual, and less emotionally taxing than
strong ties. They may help reduce the burden on primary relationships by providing
companionship in different contexts (e.g., friends to go see a movie with, acquaintances
to chat with at a gym class). They may also provide important sources of health-related
support and information (e.g., referrals to good physicians).255 Perhaps most
importantly, weak ties may also open the door for the formation of strong ties (e.g.,
meeting a partner through a neighbour or acquaintance).
Although not yet tested empirically, age composition of social networks may also be
influential; as mentioned in the community consultations for this project, older adults
whose network is comprised mostly of same-age peers may find themselves alone as
those friends pass away. It may thus be beneficial to have friends of different ages.
Mixed-age/intergenerational programs could be particularly valuable in this regard.

Luhmann & Hawkley, 2016
Fischer, 2008, cited in Senior, 2008
253 Sandstrom & Dunn, 2014
254 Cohen & Janicki-Deverts, 2009; Kauppi et al., 2017; van Tilburg, 1990
255 Kauppi et al., 2017
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Societal Risk Factors
There is a great deal of research about the individual risk factors for social and
loneliness, but less about societal risk factors. Below is an overview of some of these
factors, all of which should be studied in more depth.
Broad societal factors. Country-level economic deprivation, income inequality, and
inadequate social welfare systems are all associated with isolation and loneliness to
some degree.256 The contentious issue of social media has also been raised257, as have
various wide-ranging cultural changes: rising individualism; secularization; increasing
divorce rates; geographic mobility; materialism;
emphasis on careers over relationships; increasingly
hectic lives; more part-time and temporary jobs;
Contrary to popular
online dating; disinterest in the wisdom and
experiences of previous generations; and a cultural
assumptions,
258
preoccupation with privacy. The idealization of
individuals from
romantic relationships and the pervasive societal
collectivistic
pressure to be partnered have also been cited. 259
Cultural norms and values. Individuals from
collectivistic cultures are actually more prone to
loneliness than those from individualistic cultures
because they have a stronger preference for social
contact and, therefore, experience greater distress
when their needs are not met.260 Culture may also
affect attitudes regarding remarriage: not all cultures

cultures are actually
more prone to
loneliness than
those from
individualistic
cultures.

de Jong Gierveld & Tesch-Römer, 2012; Fokkema et al., 2012; Hansen & Slagsvold, 2015
Konnikova, 2013; Marche, 2012; Turkle, 2011
258 Hobbes, 2017; Olds & Schwartz, 2009; Pieters, 2013; Stanley, et al., 2010; Van der Geest, 2004;
Vancouver Foundation, 2017.
259 Bereznai, 2006; DePaulo, 2006. Some also argue that loneliness itself could increase idealization of
relationships: “If one’s living in a culture where a lot of people are lonely, there’s going to be a
tremendous idealization of relationships. People are going to want more from each other than they can
give. It’s going to produce a compensatory dream of unbelievable ecstatic intimacy” (Phillips, 2018, cited
in Fergusson, 2018).
260 Dykstra, 2009; Fokkema, de Jong Gierveld, & Dysktra, 2012; Hansen & Slagsvold, 2015; Lykes &
Kemmelmeier, 2014. Cultural norms also appear to influence the relationship between loneliness and
living alone: older adults who live alone in Northern European countries are less lonely than older adults
who live alone in southern European countries, presumably because the former are living in accord with
their cultural expectations whereas the latter are not (Imamoglu et al., 1993; Jylha & Jokela, 1990). Also
of note, in collectivistic cultures, loneliness is more strongly associated with kin relationships, whereas in
individualistic cultures, loneliness is more strongly associated with non-kin relationships (Lykes &
Kemmelmeier, 2014). There is also a cross-cultural difference in the relationship between social contact
frequency and mortality, with a stronger relationship between these variables in continental Europe vs.
North America (Shor & Roelfs, 2015).
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accept remarriage after the death of a partner.261 Attitudes towards older adults are
another possible factor: those who report experiencing ageism are at increased risk for
loneliness262, although causation is difficult to determine (i.e., ageism might cause
isolation/loneliness, but lonely/isolated people might also be more prone to perceiving
ageism). As mentioned during the community consultations, ageism can also become
internalized, leading to shame, low self-worth, and, consequently, reluctance to seek
help for isolation or loneliness.
City living. In the popular press, city living is frequently
cited as one of the biggest causes of isolation and
loneliness263, but the empirical evidence on this issue is
mixed. Some studies have found that urban dwellers
are more isolated or lonely than those living in less
populous areas264, whereas others have found the
opposite pattern265 or no differences at all.266

Whether or not
city living is
generally
associated with
loneliness, it is
clear that not all
cities are
conducive to
social interaction.

While it has been argued that cities areas are more
transient, anonymous, and less socially integrated than
less urban areas, it has also been argued that cities
provide a multitude of opportunities to form strong and
weak ties, both of which are important in preventing
isolation and loneliness.267 It is true that as people
densify, they may feel somewhat overwhelmed by social stimulation and avoid talking to
strangers or retreat into solitude to “recharge their batteries,” but this does not
necessarily mean that city dwellers curtail their social networks. More research is
needed to settle this issue and also to explore whether or not isolation and loneliness
experienced by city dwellers is qualitatively distinct from that experienced by people
living in less populous areas.268
Even if it turns out that city living is generally associated with lower rates of isolation and
loneliness, it is clear that not all cities and neighbourhoods are conducive to social
connection. Research indicates that low perceived quality of residential neighbourhoods

Heravi-Karimoii et al., 2010
Sutin et al., 2015
263 Andrews, 2017; Maguire Gillies, 2016; Laing, 2016.
264 Drennan et al., 2008; Senior, 2008
265 Nyqvist et al., 2013; Savikko et al., 2005; Scharf & de Jong Gierveld, 2008
266 de Jong Gierveld & Fokkema, 1998; Havens et al., 2004
267 Klineberg, 2012b; Senior, 2008
268 It is possible that lonely people living in less populated areas have some hope that their loneliness
may subside if only they can expand their social network (e.g., move to a new city). For those already
living in cities, however, the fact that they feel lonely even while surrounded by others may instill a sense
of hopelessness (ACEVO, 2015).
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is associated with increased loneliness.269 Inadequate or inhospitable public spaces,
poor housing conditions, real and perceived crime, and poor transit are all associated
with increased risk for isolation and loneliness.270 The latter is especially important for
those who do not drive.271 The possible roles of high neighbourhood turnover,
gentrification. and displacement of long-term residents have also been discussed.272
These and other features of the built environment were cited frequently by participants
in the community consultations as well as by older adults in other focus groups.273
Renting and living in high-rise buildings. In Vancouver, much debate has ensued about
the role that renting and high-rise living may play in increasing the risk for isolation and
loneliness. The 2012 Vancouver Foundation report found that 40% of high-rise dwellers
reported feeling alone and being less neighbourly compared to 22% of people living in a
detached home.274 The report also found that renters reported greater loneliness than
homeowners. It is not known, however, if there are other variables that might account
for these findings, such as lower income or being in a transitional phase of life. For
example, it may be that poorer people, those starting a new career, or those who intend
to live in a particular neighbourhood temporarily are not only more likely to be lonely, but
are also more likely to be renting and living in high-rise apartment buildings.
The few studies that have controlled for sociodemographic factors have not found any
association between high-rise living and loneliness.275 Perhaps an association does
exist, but there is surprisingly little quantitative data on this topic and more research is
needed.276 Qualitative data paints a different picture, however. For example, some
authors have observed that typical high-rises are not conducive to social interaction,
although ground-oriented ones are, such as those built on top of a townhouse podium
where residents are more likely to linger and socialize.277 These and other design
elements that may facilitate social interaction278 are discussed in Recommendations
#11-13.

Scharf & de Jong Gierveld, 2008. It is also possible, of course, that loneliness also leads to negative
perceptions of neighbourhood quality.
270 Ferreira-Alves et al., 2014; Kearns, Whitley, Tannahill, & Ellaway, 2015; Kelly, 2012; National Seniors
Council, 2017; Portacolone, 2018; Scharf, Phillipson, Smith, & Kingston, 2002
271 Weijs-Perree, Berg, Arentze, & Kemperman, 2015
272 Laing, 2016; Scharf, 2011. As mentioned during the community consultations, gentrification can
rupture existing neighbourhood ties as lower-income people are forced to move due to the increasing cost
of living. Moreover, people who remain in a gentrifying neighborhood may feel like they have little in
common with their new neighbours and, therefore, that they no longer belong.
273 E.g., Cohen-Mansfield et al., 2016
274 Vancouver Foundation, 2012b
275 de Jong Gierveld, 1989; Kearns et al., 2015
276 Gifford, 2007
277 Montgomery, 2013
278 Kelly, 2012; Tavakoli, 2017
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Housing affordability and security. These two issues have also been cited as possible
factors contributing to isolation and loneliness.279 Participants in the community
consultations indicated that high rents and the fear of eviction may push many seniors
out of their homes, forcing them to leave behind long-established relationships. Those
who can still afford their rent may be left with little money to spend on social activities.
This is echoed by recent findings from the Vancouver Foundation: nearly one-third of
respondents (of all ages) reported that a close friend or family member had to leave
their neighbourhood due to housing or other affordability issues.280 Moreover, nearly a
quarter of respondents cited financial difficulties as a barrier to social participation.
These numbers were even higher among younger adults, suggesting that affordability is
not a barrier exclusive to seniors.

Services and Interventions
While we know a great deal about the causes of chronic isolation and loneliness, we
know much less about strategies for preventing or reducing them. Considering the
various risk factors described earlier, it appears that there are several possible avenues
for intervention and/or prevention:
1. Improving the quantity of relationships
2. Improving the perceived quality of existing relationships (e.g., resolving
relationship conflict)
3. Changing unrealistic relationship standards and expectations (e.g., expecting
one person must meet all of one’s emotional needs; expecting that a friend will
“always be there” and never hurt one’s feelings or break a commitment)
4. Changing maladaptive social cognition (e.g., reducing hyper-sensitivity to social
threat)
5. Self-acceptance and tolerance of isolation and loneliness (e.g., developing more
emotional comfort with some degree of loneliness or finding ways to meet some
emotional needs on one’s own)
Given the biological underpinnings of loneliness, some have also surmised about the
potential utility of adjunctive pharmacological interventions, particularly if targeted at the
behavioural effects of chronic, maladaptive loneliness (e.g., fear, anxious withdrawal).281
While very intriguing, discussion of these interventions is beyond the scope of this
report.
National Seniors Council, 2014
Vancouver Foundation, 2017
281 Cacioppo, Grippo, London, Goossens, & Cacioppo, 2015
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Various interventions have been attempted with these avenues in mind, a detailed
description of which can be found elsewhere.282 In general, however, the evidence base
for most interventions is not particularly strong.283 Most interventions have not been
rigorously evaluated and, where they have, replication studies are scarce. In many
programs, success is judged primarily by measures of process, such as participant
satisfaction and number of people participating.284 Randomized-control trials are rarely
used, making it difficult to determine whether any changes in loneliness or isolation are
due to the intervention itself versus other factors like self-selection bias, natural
improvement over time, expectancy effects, Hawthorne effects, or regression to the
mean.285 Moreover, it is difficult to make generalizations from these studies because of
variation in selected outcomes, choice of measurement instruments, and composition of
treatment groups (e.g., many interventions appear to target “easy” groups: those who
are not at especially high risk of isolation or loneliness in the first place because they
are already socially involved or inclined to access services).

Meta-Analysis of Interventions
Of the few rigorous meta-analyses286 of interventions for isolation and loneliness, the
most notable focused on loneliness.287 This study divided interventions into four
categories, generally in line with the five categories described on the previous page:
1. Programs that provide opportunities for social contact (e.g., social activities,
clubs, senior centre programs)
2. Programs to enhance social support (i.e., offering regular contact, care, and
companionship; e.g., home visiting, telephone befriending, peer support)
3. Programs to improve social skills (e.g., friendship skills training)
4. Social-cognitive programs (e.g., cognitive-behavioral interventions to address
hypervigilance for social threat, irrational thoughts, unrealistic relationship
expectations, or loneliness coping skills)

Campaign to End Loneliness, 2011, 2012, 2015b; Jopling, 2015; Miller, Simpson, Buckle, & Berger,
2015; SPARC BC, 2017; Ubido, 2014
283 Cattan, White, & Learmouth, 2005; Dickens, Richards, Greaves, & Campbell, 2011; Findlay, 2003;
Gardiner, Geldenhuys, & Gott, 2016; Masi et al., 2011; Retrum, 2018; Stojanovic et al., 2017
284 Valtorta & Hanratty, 2012
285 Regression to the mean: When a variable is extreme on its first measure, it tends to be closer to the
average level on subsequent measurements. In non-randomized studies, this statistical reduction may be
mistakenly interpreted as evidence for the effectiveness of an intervention (Linden, 2013). See glossary at
beginning of report for other definitions.
286 A meta-analysis pools the results of several individual studies in order to increase the overall sample
size and statistical power (the ability of a statistical test to detect a significant effect where one exists).
287 Masi et al., 2011
282
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Social-cognitive
interventions appear
to be the most
effective for
reducing loneliness.

Of the interventions included in this meta-analysis,
most fell into the first three categories, perhaps
because they seem most intuitive based on our
common sense understanding of the causes of
loneliness. However, when restricting the analysis to
those few studies that used a randomized-control
design, the authors found that the social-cognitive
programs had the largest positive effect, whereas
the others had much smaller effects or none at all.

This is not surprising given the role of social-cognitive factors as both causes and
consequences of loneliness, especially chronic loneliness. Merely providing social
contact is ineffective if the lonely person’s social perceptions and behaviours continue to
interfere with his or her social interactions. In fact, such a strategy may be
counterproductive: the lonely person may feel even lonelier if unable to connect
successfully with people who are offering their companionship.288 Even worse may be
putting lonely people together: their loneliness may increase as they mutually reinforce
one another’s maladaptive social perceptions.289 And of course, providing social contact
is insufficient if it is superficial.
Enhancing social support may offer some benefit, but as discussed earlier, people can
receive plenty of social support (e.g., in a residential care facility) yet still feel lonely if
the support is perceived as one-sided, intrusive, conditional, or provided out of
obligation rather than genuine interest. Social skills training is also limited in
effectiveness; except in cases where there are marked social skill deficits, improving
social skills does not seem to be beneficial because lonely people generally have
adequate social skills; they just appear to be unable (or unwilling) to draw on these skills
when they are feeling lonely.290
Some have criticized this meta-analysis on the grounds that it did not distinguish
between transient vs. chronic loneliness, and because it did not examine different age
groups.291 Social contact and social support programs may, in fact, be useful for seniors
whose loneliness is caused primarily by lack of social contact (e.g., seniors with mobility
problems) or a poorly functioning social network, and whose social perceptions have not
yet been negatively impacted by loneliness. They might also be useful to prevent
transient loneliness from becoming chronic among people who have certain risk factors
(e.g., mental health issues) or are having trouble adjusting to difficult transitions like
divorce, bereavement, relocation, job dismissal, or retirement. Unfortunately, there is
currently little research on these individuals and more is needed.
ACEVO, 2015
Hellman, 2011, cited in Campaign to End Loneliness, 2011, p. 15
290 Cacioppo et al., 2006a; Knowles, Lucas, Baumeister, & Gardner, 2015; White, 2010
291 Qualter et al., 2015
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In general, however, most people are quite resilient: most cases of transient loneliness,
including those caused by life transitions, resolve on their own or with some support
from friends and family. These cases do not require active intervention.292 The natural
recovery from transient loneliness likely explains why many interventions have a much
smaller effect size (or no effect at all) when compared against a control group.

Common Elements of Successful Interventions
Effective interventions appear have a few common characteristics: they are developed
using a sound theoretical framework; they allow older adults to play an active role in the
intervention (e.g., in implementation and planning); they are adaptable to the needs of
specific clients; and they involve productive engagement rather than passive activities
(i.e., “doing” as opposed to merely watching or listening).293
It should be noted, however, that the people who participate in interventions are not
necessarily representative of the general population of seniors: they may be people who
are already involved in the community or who are socially gregarious by disposition (as
are, perhaps, the service providers themselves). Indeed, several participants in the
community consultations indicated that service providers may be overlooking a large
group of isolated and lonely seniors: those who desire social contact but who are
introverted and prefer lower-key social activities (e.g.,
one-to-one interactions). Providers are also likely
Programs tend to
missing those whose situation is the most severe:
seniors who cannot leave their home or who have
reach people
become fearful of social contact because of changes in
whose isolation or
social cognition.294
loneliness is not

severe or chronic;
they are not
reaching the more
vulnerable people
who would benefit
most from the
services.

Contrary to previous reviews, a more recent review by
Gardiner and colleagues did not find any evidence for
the superiority of group activities295; indeed, they found
that “solitary” social activities like Skyping, joining
online and teleconference communities296, or
participating in an animal visiting program may be
beneficial for seniors who are introverted or
homebound.297 These reviews, however, did not
consider the difference between transient versus

de Jong Gierveld, Fokkema, & van Tilburg, 2011; Fokkema, personal communication, December,
2017
293 Dickens et al., 2011; Gardiner et al., 2016
294 Retrum, 2018
295 Gardiner et al., 2016. This was also the finding in the meta-analysis by Masi and colleagues (2011).
296 E.g., “Senior Centre Without Walls” in Winnipeg: Newall & Menec, 2015
297 Newall & Menec, 2015
292
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chronic loneliness. It may be the case that large group activities are not suitable for
seniors whose chronic isolation or loneliness has made them socially anxious. For these
individuals, the advice of de Jong Gierveld may be most useful:
“Don't advise someone to join a club. Someone who is socially isolated will
feel lost once thrown into a group. It is better to sit down with someone
and think of an activity where the person himself can play a meaningful
role in other people's lives. ”298
The views of isolated and lonely people themselves
have also provided valuable insights. In a recent
qualitative study, some lonely seniors (as identified
using the de Jong Gierveld Loneliness Scale) indicated
that loneliness is a private problem that they preferred
to manage on their own.299 They expressed reluctance
to participate in programs for isolation or loneliness
(especially those advertised as such), citing
embarrassment and the perception that they are for
desperate “old people” who cannot make friends. They
did say, however, that they might try the programs if
they were quite old and had no other options.300

Not surprisingly,
people are
unlikely to
participate in an
activity that is
advertised as
being for isolated
or lonely people.

They also expressed skepticism towards befriending programs, feeling that they would
be too impersonal. They indicated that, if they did participate in a program, it would
need to involve a group activity based on personally meaningful301, shared interests
rather than just a program focused on socializing for its own sake.302 Of those who had
previously participated in programs, some cited dissatisfaction with impatient staff and
power dynamics within groups. Participants in the community consultations echoed
these concerns, adding that some programs may be age-inappropriate, staff may
de Jong Gierveld, 2007
Kharicha et al., 2017
300 This perception relates to a broader debate about the preference for, and appropriateness of, mixed
vs. age-segregated programs (e.g., Hannon, 2015). In the absence of any empirical evidence on this
issue (e.g., which groups of seniors prefer or would benefit most from which type of program), it would
seem appropriate to offer seniors a choice between both types of programs.
301 As stated in the community consultations, activities that are not personally meaningful do not promote
the kind of sustained engagement that can encourage person to remain involved in a group. This can be
very important as it can take some time for new relationships to develop. Engaging, meaningful activities
can help people remain involved and reduce the likelihood of premature dropout (Olds, Schwartz, &
Webster, 1996), which is not uncommon among chronically isolated or lonely people given their tendency
to expect immediate results (Cacioppo & Patrick, 2008). Moreover, even if no new relationships emerge,
meaningful activities in and of themselves can help people to persevere through loneliness (e.g., by
functioning as a distraction) or can add meaning to one’s life and therefore reduce feelings of existential
loneliness (Ericksson, 1992).
302 See also Bergland et al., 2016
298
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unknowingly patronize or infantilize older clients (e.g., using “elderspeak”303), and clients
may sometimes feel like they are merely passive recipients of services rather than
active participants.
In another qualitative study, lonely individuals complained that many programs are
poorly advertised and that they were unaware of their existence.304 They also
complained that programs were not close enough to their homes; were “one-offs” with
no continuity and not enough time to form relationships; and were too rigid and formal.
On the positive side, they expressed interest in programs that instill a sense of
confidence and personal identity.305 As suggested in the community consultations, an
intergenerational program in which older adults teach skills to younger adults (e.g.,
cooking, woodworking, even political advocacy), is an example of such a program.

Most programs
appear to target
social loneliness to
the exclusion of
intimate/emotional
loneliness, which
may partly explain
their lack of
effectiveness.

One important issue that has been cited by both
researchers and lonely people themselves is the need
to distinguish between social and emotional/intimate
loneliness.306 Different types of relationships are not
necessarily interchangeable: focusing on relationships
with friends and a broader social network will not
necessarily alleviate emotional/intimate loneliness,
and focusing on a romantic partner will not necessarily
alleviate social loneliness.307 To the extent that
programs even address loneliness at all—most
address isolation only—they appear to target social
loneliness to the exclusion of emotional/intimate
loneliness, even though both are equally important for
health and well-being.308 This may partly explain their
lack of effectiveness.

Language resembling babytalk: Brenoff, 2017; Caporael, 1981; Kemper, 1994; Leland, 2008;
Simpson, 2002; Williams, Kemper, & Hummert, 2003
304 Kantar Public, 2016
305 See also Wong, 2015
306 BBC, “The Age of Loneliness,” 2016a; de Jong Gierveld, Fokkema, & van Tilburg, 2011
307 Olds & Schwartz, 2009; Weiss, 1973; White, 2010
308 Weiss, 1973
303
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Complex, Multidimensional Interventions
In addition to individual services and programs, a few attempts have meet made to
design and evaluate complex, multidimensional programs to reduce isolation and
loneliness at the broader population level. For example, a program developed in the
Netherlands included a mass media education campaign about loneliness, information
sessions, psychosocial group courses, neighbourhood social activities, and training of
service providers. An initial evaluation suggested that there were improvements in
knowledge about loneliness after the intervention, but no effect on social support or
feelings of loneliness.309 More time, however, may be needed to detect changes in
these outcomes at the population level and to determine whether parts of the program
need to be adjusted.

Responding to Isolation and Loneliness: Whose Problems
are They?
Some people feel that social isolation and loneliness are private, personal matters that
are nobody else’s business. Indeed, many isolated and lonely people feel this way, but
many others do not. 310 According to a recent British poll, 81% of people believe that
everyone has a duty and can play a role in helping people in their local communities
who might be experiencing isolation or loneliness.311 The Campaign to End Loneliness
concurs:
Emotional states cannot be altered by law. You cannot befriend by diktat.
There are no Departments of Loneliness, nor should there be.312 However,
loneliness is not a purely private matter. A problem which is often about a
lack of connections needs a connected response. We should all play our
part.313
As discussed earlier, isolation and loneliness—particularly when chronic—can have
serious implications for physical and mental health. This can impact the healthcare
system, which affects everyone. Isolation and loneliness can also affect the social
fabric. For example, as seniors become more isolated, society no longer benefits from
their valuable contributions (e.g., time, expertise, wisdom), possibly leading to disruption

Honigh-de Vlaming et al., 2013
E.g., Kharicha et al., 2017
311 Kantar Public, 2016
312 The United Kingdom recently appointed a “Minister of Loneliness” to help tackle the problems of
isolation and loneliness across government lines (United Kingdom Government, 2018). While this may be
a welcome development in several respects, some have expressed skepticism about the degree to which
emotional problems can be remedied by government intervention (CBC News, 2018; Givetash, 2018a).
313 Campaign to End Loneliness, 2011, p. 15
309
310
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of community cohesion314 and reinforcement of ageist stereotypes that older people are
useless.315 Moreover, as loneliness is associated with various forms of social capital
(e.g., mutual trust, participation in social organizations, and sense of neighbourhood
belonging316), it is possible that loneliness itself could have negative effects on
community cohesion (and, likely, vice versa). Compounding these problems is the
tendency for loneliness to spread through social networks.317 This is why everyone,
from individuals, to healthcare providers, to seniors’ centres and businesses should play
a role to prevent or minimize (chronic) isolation and loneliness.318 The next section
offers some potentially practical suggestions how everyone can get involved.

Hortunalnus, Machielse, & Meeuwesen, 2006
Falletta & Dannefer, 2014
316 Nyqvist, Victor, Forsman, & Cattan, 2016
317 Cacioppo, Fowler, & Christakis, 2009
318 Kantar Public, 2016; Kadawaki & Cohen, 2017
314
315
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Recommendations for Responding to Social
Isolation and Loneliness Among Seniors
Development of the Recommendations
The recommendations in this report were based on the foregoing literature review as
well as a series of four community consultations with over 200 local service providers.
Participants were of diverse backgrounds and included representation of visible
minorities, persons with disabilities, Indigenous people, and those from the LGBTQ+
communities. The consultations, which were organized by the Social Policy and
Research Council of BC, were held at different locations throughout the City and at
various times in order to attract a variety of participants. Venues included the Vancouver
Public Library, Sunset Community Centre, and Vancouver Aboriginal Friendship Centre.
At each event, participants broke out into small groups to have conversations based on
five key questions as suggested by the SILAS collaborative:
1. What do we know about seniors who are socially isolated or lonely?
2. How do we identify and reach out to socially isolated or lonely seniors?
3. How can we help link socially isolated or lonely seniors to services that will
support them?
4. How do we address the barriers that hinder seniors from getting the support they
need to prevent/overcome social isolation or loneliness?
5. What can we do to raise public awareness of social isolation and loneliness
among both seniors and the general population?
A list of the most frequent responses from the community consultations is provided in
Appendix F. They will not be repeated here, but some common themes emerged
repeatedly across all consultations. Among these were the critical need for coordination, centralization, and sharing of information and resources; the use of nontraditional frontline workers to reach isolated and lonely seniors (e.g., police, firefighters,
postal carriers, building managers); the need to address communication barriers relating
to language, literacy, and technology; the value of inter-generational social connections;
and the importance of education about social isolation and loneliness.
The recommendations in this report were informed by these insights and were also
guided by four broad recommendations from the National Seniors’ Council of Canada:
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1. Build the collective capacity of organizations to address social isolation and
loneliness through social innovation.
2. Promote improved access to information, services, and programs for seniors.
3. Raise public awareness of social isolation and loneliness among seniors.
4. Support research to better understand isolation and loneliness among seniors.
For ease of reference, the recommendations are organized into six categories:
1. Identification of socially isolated or lonely seniors
2. Outreach to socially isolated or lonely seniors
3. Innovative services/interventions to address social isolation and loneliness
4. Solutions to barriers that increase the risk for social isolation and loneliness
5. Public education
6. Improved research, measurement, and evaluation regarding the prevalence,
causes, and consequences of social isolation and loneliness, as well as possible
interventions and preventative strategies
Recognizing that reducing and preventing chronic isolation and loneliness requires a
multi-pronged, coordinated approach at many levels, the recommendations in each
category are further divided by the sector(s) to which they may be most applicable: local
government, not-for-profit organizations (namely service providers), and
individuals/caregivers. In some instances, recommendations are also given for the
academic and business communities. Each recommendation is followed by specific
examples and/or tips for implementation. In addition, a timeframe for each
recommendation is offered, as well as suggested lead organizations and partners.
Additional suggestions are provided in Appendices C-E.
This is not an exhaustive list of recommendations; for a wider range of
recommendations, the reader is invited to consult reports by the National Seniors
Council as well as the Campaign to End Loneliness in the UK. 319 The current report
focuses on recommendations that are unique; that are informed by academic theory
and empirical research; that were suggested frequently in the community consultations;
and that are not currently in common practice in the City of Vancouver. Moreover, the
recommendations were chosen as a means of informing/refreshing existing City of

319
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Vancouver policies, including the Age-Friendly Action Plan, the Healthy City Strategy,
and the Social Infrastructure Plan.
It is important to note that most of the programming and research regarding social
isolation and loneliness focuses on intervention—and without much regard to the
evolutionary roots of these issues and how they can interfere with social cognition and
behaviour. Unfortunately, virtually no research or programming exists relating to
prevention.320 Given how difficult it can be to alleviate chronic isolation and loneliness,
as well as the likelihood that prevention is probably more cost-effective in the long-term
than intervention321, this report will also focus on three levels of prevention322:
1. Primary prevention: reducing the likelihood
that people become isolated or lonely in the
Loneliness is a
first place. This may involve taking steps
natural human
early in life, such as encouraging young
emotion; trying to
people to build a solid social support network;
promoting a safe environment in the
completely
classroom and on the playground; examining
eradicate it is not a
relationship expectations; and learning
reasonable goal.
emotional self-regulation and other coping
skills to prevent transient loneliness from
spiraling into something more serious.
Multidimensional approaches are ideal for this level of prevention. It should be
noted that the complete prevention or eradication of isolation and loneliness is
not a reasonable goal. Loneliness, in particular, is a critical human emotion:
without the capacity to experience it to reasonable degree, people are less
motivated to form and preserve social bonds.
2. Secondary prevention: intervening in early stages of isolation and loneliness
before they become severe or chronic. This may be especially important during
critical life events and transitions, such as relocation, divorce, job dismissal,
retirement, or bereavement, and for those who do not have a broader social
network that can provide support during these times.
3. Tertiary prevention: minimizing the negative impact of severe or chronic isolation
and loneliness when they have already occurred or when there is no immediate
solution to these problems. This may involve psychological self-care and efforts
to improve physical and mental health more generally.

National Seniors Council, 2014
See de Jong Gierveld & Fokkema, 2015; Hawton et al., 2011
322 Valtorta & Hanratty, 2012
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Because this report was written for, and funded by, the City of Vancouver and
Vancouver Coastal Health, the proposed recommendations are focused at the local
rather than provincial or national levels. Although broad societal factors like economic
deprivation, income inequality, and inadequate social welfare systems likely play a role
in isolation and loneliness, these problems are beyond the scope of this report.
Finally, it is important to maintain realistic expectations when considering these
recommendations. There is no panacea—no ideal social activity or program—that will
“cure” isolation or loneliness, especially given the different forms they can take and the
multiplicity of risk factors. This is especially the case with chronic isolation and
loneliness, which may be caused by long-standing dispositional factors and which may
be stubbornly resistant to change given their impact on social cognition. The stigma of
isolation and loneliness, coupled with the perception that these are private matters that
many individuals prefer to manage on their own, are additional complicating factors.
Finally, it is important to remember that not all problems can be solved, particularly for
older people who have lost their spouse and lifelong friends; filling the void left by these
losses can be very difficult, if not impossible.
For ease of reference, the following is a list of the 23 recommendations in this report.
This should be considered a “menu” of strategies that can be selected in light of the
unique needs and resource capacities of individual municipalities, service providers,
and others interested in tackling isolation and loneliness.

Category

Sector/Level

Recommendation

Identification

Government

1. Harness open-source data to identify areas
where residents are at increased risk for social
isolation or loneliness, or are already
experiencing these problems.

Government

2. Capitalize on the existing network of trusted
service providers, including first responders, to
identify those at risk for social isolation or
loneliness.

Not-for-Profit;
Individuals

3. Create “community teams” and capitalize on
“local intelligence” to identify socially isolated or
lonely seniors.

Not-for-Profit

4. Provide training to service providers and others
to identify socially isolated or lonely seniors.
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Category

Sector/Level

Recommendation

Outreach

Government

5. Streamline referrals by creating a “first-contact”
scheme.

Not-for-Profit

6. Incorporate elements of “supported access” into
programs.

Not-for-Profit;
Individuals

7. Expand the City’s “resident animator” program
program in residential buildings, and consider
expansion into single-dwelling neighbourhoods.

Academic

8. Create a central database of empirically
validated interventions (or promising
interventions) and host an annual or semiannual information summit, bringing together
academics, social service providers, and
interested members of the general public to
discuss best practices and explore
partnerships.

Not-for-Profit

9. Audit your organization’s policies and programs
to determine the degree to which they currently
address social isolation and loneliness.

Not-for-Profit

10. Optimize your organization’s programs to
address social isolation and loneliness, and
consider including a social-cognitive element
where appropriate.

Government

11. Improve safety and walkability of streets and
neighbourhoods.

Government

12. Improve the attractiveness, accessibility, and
safety of local parks and other green spaces.

Government

13. Encourage the inclusion of “sociable design”
features in residential buildings.

Government

14. Enhance transit options and the transit
experience for seniors.

Services and
Interventions

Barrier
Solutions
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Category

Public
Education

Research,
Measurement,
Evaluation

Ongoing
Monitoring

Sector/Level

Recommendation

Government

15. Prevent social isolation and loneliness among
ethnic minority seniors by protecting ethnic
neighbourhoods; ensuring that local services
are culturally appropriate; providing relevant
information about government and social
programs in many languages; and facilitating
intergenerational living arrangements.

Not-for-Profit;
Individuals

16. Empower seniors and their families to use
technology, including online social networking.

Business

17. Work with the business community to help
address social isolation and loneliness in their
establishments and in their neighbourhoods.

Government;
Individuals

18. Launch a public education campaign about
social isolation and loneliness, including a “onestop shop” website for information and
resources about these issues.

Academic

19. Incorporate information about social isolation
and loneliness into educational curricula for
students, service providers, and clients.

Government

20. Improve the quantity and quality of data on the
prevalence of social isolation and loneliness.

Not-for-Profit

21. Improve the quality of program evaluation.

Academic

22. Improve the quality of basic research on the risk
factors, trajectories, and consequences of
isolation and loneliness, and develop
innovative, research-based interventions.

Government

23. Assign oversight to the Seniors’ Advisory
Committee to monitor the City’s ongoing
implementation of strategies based on this
report.

Note: These recommendations should be read in the context of the literature review.
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Identification
By definition, isolated people are difficult to identify.323 Lonely people are also difficult to
identify because they often have no readily observable characteristics that distinguish
them from other people.324 As one researcher writes, “The portrait of a lonely person is
very difficult to paint because what is really important is what is in your head.”325 Indeed,
loneliness is often under-recognized even by close friends and family, especially when
the lonely person is not socially isolated.326 Stigma, along with the self-protective
tendency for many chronically isolated and lonely people to withdraw even further from
social interaction, reduces the likelihood that they will make themselves known to
others. There are, nevertheless, some potentially innovative ways to identify those who
may be suffering from, or may be at future risk for, chronic isolation or loneliness. These
approaches, inspired by the Campaign to End Loneliness in the UK, involve data
analysis and the use of various community “gatekeepers.”

Sector: Government
Recommendation 1: Harness open-source data to identify areas
where residents are at increased risk for social isolation or loneliness,
or are already experiencing these problems.
Time Frame: Medium-term
Suggested Lead: City of Vancouver
Suggested Partners: SFU Department of Gerontology; SFU & UBC Department of
Geography; SFU City Program
Following the example of Age UK, use open-source data to create dynamic “heat
maps”327 of isolation and loneliness “hot-spots” based on a combined index328 of known
or suspected risk factors, including the following:

Goodman, Adams, & Swift, 2015
Lonely people are no less attractive, popular, or intelligent than non-lonely people (Cacioppo &
Hawkley, 2003; Vitkus & Horowitz, 1987). Moreover, lonely people may behave in ways that suggest to
others they do not desire social contact, even though they desperately do. For example, they may avoid
talking to others or reject friendly overtures (Cacioppo & Hawkley, 2005).
325 Segrin, 2010, cited in Everett-Haynes, 2010
326 Lee & Ko, 2017
327 https://www.ageuk.org.uk/professional-resources-home/research/loneliness/loneliness-maps/
328 For examples of an index, see Burns & Lucy, 2018; Lucy & Burns, 2017
323
324
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age (especially 75+)
marital status (being widowed, divorced, or separated, especially recently)
household size and composition (e.g., living alone, but note the caveat regarding
this risk factor as per the literature review)
constricted social network
few peers living in the neighbourhood
living in a high-rise building vs. detached home
renting vs. owning your home
low income and lower educational attainment
ethnic minority or immigrant status
language difficulties
no driver’s license or vehicle
poor self-reported health
receiving or providing care
low neighbourhood density
high neighbourhood turnover
high number of marginalized people in the neighbourhood (e.g., people with
substance abuse issues, LGBTQ+ people, sex trade workers, refugees,
homeless people)
social problems in the neighbourhood (e.g., crime)

A variety of data sources could be used to construct the heat maps:







Statistics Canada data (e.g., latest Census, General Social Survey, Canadian
Community Health Survey)
Canadian Longitudinal Study on Aging
My Healthy City data from Vancouver Coastal Health
Vancouver Foundation “Connections and Engagement” survey data
local crime/police statistics
local fire department statistics

It may also be profitable to explore proprietary data sources such as Google searches
(e.g., how often people in certain areas look for topics related to isolation or loneliness)
or data from GPS-enabled apps such as Mappiness329, which uses smartphones to
track how aspects of the environment (e.g., noise, access to green spaces) affect
residents’ well-being.

329

http://www.mappiness.org.uk/
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These heat maps could be overlaid with City of Vancouver data on the location of social
assets (e.g., seniors’ centres, neighbourhood houses, community centres) and physical
infrastructure (e.g., public washrooms, bus stops, parks) to determine areas where
there are insufficient assets or where existing assets could be better utilized to address
the needs of high-risk seniors. Data on social assets in particular would be an
invaluable addition to Vancouver’s Social Infrastructure Plan, which calls for an
inventory of existing social assets and the identification of gaps in the inventory.
It is important to note that heat maps only indicate the risk of social isolation or
loneliness in a given area, not individual cases; the latter can only be identified by
administering validated scales to individuals. This does not mean, however, that the
heat maps are useless; to the contrary, they can help identify possible high-risk areas
that had not been considered before, and can help allocate limited resources more
effectively.330
To improve accuracy, this approach should ideally be paired with local knowledge of
neighbourhoods. This is discussed in more detail in Recommendation #3. To allow
others to make use of this valuable information, the heat maps should be published
online.

Recommendation 2: Capitalize on the existing network of trusted
service providers, including first responders, to identify those at risk
for social isolation or loneliness.
Time Frame: Medium-term
Suggested Lead: City of Vancouver
Suggested Partners: Vancouver Fire and Rescue Services; Canada Post; Vancouver
Coastal Health; United Way of the Lower Mainland
According to the National Seniors’ Council, “A ‘reactive’ approach is currently in place to
address the needs of socially isolated individuals, many of whom are not identified or
supported until after a crisis. Stakeholders believe that more outreach is required: it is
important for frontline workers to ‘knock on doors’”.331 This type of proactive
identification could not only help alleviate social isolation and loneliness, but could also
advance Vancouver’s goal to become a resilient city in the aftermath of emergencies or
disasters (see 100 Resilient Cities program332). Cities in Japan, in which large numbers
Age UK, 2017
National Seniors Council, 2014, p.12
332 https://www.100resilientcities.org/
330
331
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of seniors often die alone and unnoticed333, are now making a proactive effort to identify
where they live334, not only to reduce the emotional pain of isolation and loneliness, but
also to reduce their disproportionately high risk of death after natural disasters like
earthquakes.335
To help identify and reach out to isolated and lonely older adults in Vancouver,
participants in the community consultations recommended capitalizing on the City’s
existing network of first responders and other frontline professionals. Following the
example of other municipalities, three potential groups of frontline workers could
potentially adopt this role in Vancouver, given their unique position in local communities.
Vancouver Fire and Rescue Services
Vancouver Fire and Rescue Services (VFRS) currently offer a free Home Safety Check
Program336 that residents, tenants, and property owners/managers can access.
Firefighters come to a resident’s home and look for safety hazards, and then make
recommendations to reduce those hazards (e.g., changing smoke detector batteries,
fixing electrical problems, storing flammable materials safely). There are at least three
possible ways this program could be improved to address social isolation and
loneliness:
1. Rather than rely exclusively on referrals from residents, tenants, and property
owners/managers, VFRS could proactively conduct annual home safety visits for
individuals living in areas identified as above-average risk for isolation. Given that
many of the risk factors for fires in the home are the same as those for isolation
(e.g., living alone, suffering a fall), individuals identified as having one or more
risk factors could, with their permission (or permission from their substitute
decision maker), be referred to an outreach worker or case manager who could
assess their social situation and offer possible referrals to programs and services
(see Recommendation #5). For those who do not wish to be referred, VFRS
could leave behind useful information (e.g., material from the public education
campaign described in Recommendation #18) or put them on a mailing list to
receive updates about services and programs in their neighbourhood.
Under the current Home Safety Check Program, VFRS already refer individuals
to appropriate agencies if unsafe conditions are found (e.g., unhygienic living or
hoarding337). It is recommended, however, that referrals also be offered to those

Bremner, 2015; Onishi, 2017
Waterson, 2014
335 Otani, 2010. See also Pekovic, Seff, & Rothman, 2007.
336 http://vancouver.ca/home-property-development/book-a-free-home-safety-check.aspx
337 Hoarding itself may be a risk factor for isolation and loneliness, and may also be an outcome (Pertusa
et al., 2008; Whitfield, Daniels, Flesaker, & Simmons, 2012).
333
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who have risk factors for isolation but who are not necessarily living in hazardous
conditions.
According to the Campaign to End Loneliness, the Cheshire Fire and Rescue
Services in the United Kingdom have had success with safety and wellness
visits,338 as have the West Sussex Fire and Rescue Services.339 The Scottish
Fire and Rescue Service have also recently embarked on a similar program.340
2. To improve targeting, the Home Safety Check Program could be advertised in
different languages in doctors’ offices, pharmacies, physiotherapy clinics, and
other medical settings, given that individuals with health and mobility problems
are at increased risk for social isolation and loneliness. For municipalities that
have data-sharing arrangements with local or provincial health authorities, fire
and rescue services could consider using medical information to identify
households with seniors who are at especially high risk for isolation or loneliness,
such as those visiting the doctor or emergency room frequently; those using
home oxygen therapy or mobility assistance devices; those with sensory loss or
cognitive impairment; and those providing or receiving home care.
According to the Campaign to End Loneliness, the Exeter Data System has been
used to identify neighbourhoods and households containing residents with a
large number of these risk factors.341 To protect confidentiality, names are
removed from the database; to identify the specific individual(s) at risk for
isolation or loneliness, some type of visit or other contact is needed before any
services are arranged. A particular benefit of this approach is that it may identify
isolated or lonely people who do not live in high-risk areas as identified by heat
maps. The Campaign cites “the benefits of partners being willing to step outside
of existing procedures and explore how data could be shared in safe ways in the
interests of older people experiencing loneliness.”342
Landlords are another potential source of data, as many already collect
information pertaining to mobility problems and household hazards. These data
are available to VFRS for emergency purposes, but could also be used for Home
Safety Check visits. Unfortunately, these data are not always current, so VFRS
might wish to work with landlords to ensure that these data are updated more
frequently. They could also consider possible data-sharing arrangements with
other rescue services, including police and ambulance.

Broome, 2016
https://www.youtube.com/watch?v=Of2iecW-mA8
340 https://www.inverness-courier.co.uk/News/Reach-Out/Fire-service-pledges-to-tackle-loneliness-inHighland-communities-22072016.htm
341 Broome, 2016
342 Broome, 2016, p. 17
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3. To assist with home safety checks, VFRS could consider the pros and cons of
recruiting volunteers from seniors’ centres who could accompany them on visits.
In some cases, it might be easier to build a rapport with a resident if fire and
rescue personnel are accompanied by a senior.
A key reason for the success of these programs is that residents and landlords tend to
trust fire and rescue services and are willing to open their doors to them.343 In
Vancouver, an expanded Home Safety Check Program could provide an invaluable
opportunity to reach the most vulnerable. Indeed, participants in the community
consultations frequently cited the difficulty of reaching seniors living in high-rise
buildings—a group that may be at risk for isolation and loneliness.344
Another advantage to using VFRS is their “dementia-friendly” training and experience
as first responders in medical emergencies, many of which involve seniors. Indeed, in
recognition of these skills, the Age-Friendly Action Plan recommended that all of
Vancouver’s fire halls be designated as places that seniors can visit if they are in
distress or need referral to resources.
In addition to the obvious benefits for seniors, a proactive, preventative approach to
identification may have advantages for VFRS, as well. In particular, referral to
appropriate resources might minimize unnecessary non-emergency visits and reduce
the types of health problems that require frequent medical response. Moreover, VFRS
and other agencies would be in a better position to locate survivors after an earthquake
or other emergency.
In addition to VFRS, partnerships with the Vancouver Police Department and its
community policing centres could also be explored. In some communities, police
officers regularly check in on isolated seniors, not only to help protect them against
crime, but also to provide social contact.345
Canada Post
Postal carriers are in a unique position to identify potentially isolated seniors. Not only
do they reach every part of the city, but they also know their neighbourhoods well and
can spot signs that residents might be in distress (e.g., mail piled outside the door).
Moreover, for some seniors, a visit from the postal carrier is the only human contact
they have all week. Postal carriers are also in a unique position to collect and relay data
about safety hazards and barriers that may increase the risk for isolation and loneliness
(e.g., by using smartphones to report poor street lighting, uneven sidewalks, and unsafe
Broome, 2016
Vancouver Foundation, 2012b
345 Kaye, 2018
343
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streets).346 For these and other reasons, the City may wish to consider following the
example of other countries that capitalize on the postal service to identify isolated or
lonely seniors: 347
1. Through the Carrier Alert program, letter carriers for the United States Postal
Service alert local authorities if they notice an accumulation of mail or other signs
that might indicate an accident or illness.348
2. In a pilot project in Rotterdam, PostNL workers participated in a “Report Isolation”
pilot program in which possible signs of isolation were reported to local health
authorities or police.349
3. In another pilot project in Rotterdam, postal carriers visited seniors at the request
of local health authorities and administered brief intake questionnaires to assess
their social needs. With permission from the residents, the information was
relayed to municipal authorities, who followed up with referrals as required.
PostNL indicated that seniors were satisfied with the service and postal carriers
found it to be a useful addition to their work.350
4. Belgian Post administered intake questionnaires at the door to give local health
authorities a better picture of the social condition of seniors in specific
neighborhoods.351 In Vancouver, this kind of data could be used to construct the
heat maps described in Recommendation #1. To address potential confidentiality
concerns, data should be anonymized and reported in aggregate form, or
questionnaires could be left with residents who could then return them by mail.
5. French Post, German Post, and Jersey Post currently have (or have had) checkin programs in which postal carriers make weekly visits at the request of
residents.352 Finnish Post even provides brief “buddy walks” for isolated
seniors.353 A small fee is typically charged for these services, providing a new
revenue stream for the postal services. For isolated and lonely people, these
visits can provide the kind of consistency that allows them to become more
comfortable with people and can gradually build their confidence to venture out
and take greater social risks. In Vancouver, these services could complement
those offered by Better at Home354 and other programs, which are often limited
by the number of available volunteers.

Havelaar, 2016b; United States Postal Service, Office of the Inspector General, 2016
Havelaar, 2016a
348 United States Postal Service, 2017
349 Havelaar, 2016a
350 PostNL (nd)
351 Havelaar, 2016a
352 Campbell, 2017; Duitsland Nieuws, 2014; Het Nieuwsblad, 2015; Jersey Evening Post, 2015
353 BBC, 2016b
354 http://betterathome.ca/
346
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In each of these scenarios, training for postal workers is typically conducted by elder
care specialists. In Vancouver, training could be arranged in partnership with the SFU
Department of Gerontology, the UBC Department of Social Work, and the United Way
of the Lower Mainland, which currently provides training for Better at Home volunteers.
Although national policy issues are beyond the scope of this report, the various ways in
which postal workers can help prevent or minimize isolation and loneliness underscores
the need to preserve door-to-door mail service in Canada.
Vancouver Coastal Health: Home Care Nurses
Identification of isolated or lonely seniors could also be aided by homecare nurses from
Vancouver Coastal Health. These nurses currently provide care for individuals returning
from hospital or who have chronic health issues, but it may be possible to extend their
services to seniors who have been identified as being at high risk for isolation or
loneliness (e.g., through physician referrals). Home care nurses are highly trained and
have the requisite skills to communicate with vulnerable seniors and to conduct
assessments for social needs. Moreover, they have access to medical records that
provide clues about individuals who may be at high risk for isolation or loneliness. At the
same time, home care nurses have a heavy workload and are typically deployed to
work with patients who have specific medical conditions; it is unknown if there is
sufficient resource capacity to deploy these nurses in a screening capacity, especially
on a regular basis.

Sectors: Not-for-Profit, Individuals
Recommendation 3: Create “community teams” and capitalize on
“local intelligence” to identify socially isolated or lonely seniors.
Time Frame: Medium-term
Suggested Lead: City of Vancouver
Suggested Partners: Seniors’ centres; seniors’ hubs; neighbourhood houses;
community centres
As discussed above, frontline workers who have the potential to encounter seniors on a
regular basis (e.g., postal carriers) have intimate knowledge of their neighbourhoods
and can spot warning signs of isolation or loneliness. However, there currently exists no
mechanism by which this local knowledge can be shared and discussed with others
who live or work in the same neighbourhood. As mentioned in the community
consultations, although the insights of one person can be very valuable, the combined
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insight of multiple community members can be even more valuable in painting a
complete picture about who is isolated or lonely; how isolation or loneliness is
experienced in certain neighbourhoods; and what the unique risk factors are in those
neighbourhoods.355 This “hyper-local” information would be a valuable addition to heat
maps and other top-level quantitative data, as it would allow for a finer-grained
identification of potentially isolated or lonely people.356
Given this shortcoming, it is recommended that the City consider working with local
seniors’ centres, seniors’ hubs, and neighbourhood houses to coordinate community
teams comprised of local service providers, residents (including seniors themselves),
building managers, and others (e.g., firefighters, police officers) who know their
neighbourhoods intimately and who are in a position to identify seniors experiencing, or
at risk for, isolation or loneliness. As stated by some respondents in the community
consultations, this would be akin to a “neighbourhood watch” or “block watch” program
for at-risk seniors.
The teams could also supplement their work with up-to-date open data sources. For
example, given that bereavement is a risk factor for loneliness, especially for men,357
teams might monitor obituary notices or other information to identify seniors who have
recently lost a partner. Community team members who have personal relationships with
these seniors could then keep an eye out on them and offer support if warranted (e.g., if
a widower never seems to leave his house anymore). As always, it would be important
to consider how to balance this approach with appropriate respect for seniors’ privacy.
Community teams could also partner with local academics to collect local survey data
about social networks and service use to determine whether and how residents’ social
needs are being met (or not being met) and to co-create community-specific
interventions and policy recommendations based on neighbourhood assets and cultural
norms.358 This would provide a more nuanced approach to the City’s Social
Infrastructure Plan and align well with a key recommendation in the Healthy City
Strategy: to examine processes that affect relationships with and between residents.

Kantar Public, 2016
Broome, 2016
357 Beach & Bamford, 2016; Dahlberg et al., 2015; Nicolaisen & Thorsen, 2014
358 Broome, 2016
355
356
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Recommendation 4: Provide training to service providers and others
to identify socially isolated or lonely seniors.
Time Frame: Medium-term
Suggested Lead: City of Vancouver Social Policy & Projects Division
Suggested Partners: Local academics; BC Psychogeriatric Association; BC Care
Providers Association
As discussed in the literature review, social isolation and loneliness (especially the
latter) are highly stigmatized. Moreover, chronically lonely people may inadvertently
behave in ways that suggest they do not desire social contact, even though they
desperately crave it. Both of these issues can confound efforts to identify
isolation/loneliness and to broach the subject with those who may be experiencing
these problems.
Given these concerns, it is recommended that the City partner with local academics to
provide periodic training sessions in the assessment of isolation and loneliness for
those who are most likely to encounter seniors on a daily basis. This includes apartment
building managers; healthcare providers (e.g., pharmacists, dentists, and especially
family physicians359); first responders; social service providers; library and community
centre staff; bank tellers; churches; and businesses like coffee shops, hair salons, and
barber shops. Lawyers who prepare wills or handle estates should also be included.360
Training all of these people is important because, as stated in the community
consultations, it is important to have “multiple points of contact” with seniors.
Training sessions could be tailored to each group and should cover several topics:


Overview of isolation and loneliness: distinctions, functions, risk factors



Identifying behaviours that might be signs of chronic isolation or loneliness



Sensitively broaching the topic of loneliness, given the stigma that surrounds it
and the heightened emotional state of lonely people



Communicating effectively and building safe, consistent, and trusting
relationships with people who may be wary of social contact as a result of chronic
isolation or loneliness361 (as stated in the community consultations, this may be

Holt-Lunstad & Smith, 2017
Campbell & Elmer, 2015
361 Campbell & Elmer, 2015
359
360
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especially important for people who have experienced discrimination or trauma in
the past, as they may be doubly distrustful of people who are perceived to be in a
position of authority)


Administering and interpreting validated instruments to get a better sense of
isolation and loneliness in a given setting.362 Examples include the BerkmanSyme Social Network Index363, Lubben Social Network Scale364, Cohen Social
Network Index365, UCLA Loneliness Scale (Appendix A), and the de Jong
Gierveld Loneliness Scale (Appendix B). For more information, see Valtorta et
al.366



How to spot loneliness in yourself before it adversely affects you and your ability
to serve the people you work with or care for (which is especially important given
that loneliness can be “contagious” and spread through social networks367)



Knowing who to contact if isolation or loneliness is suspected

To optimize limited resources, a “train-the-trainer” model could be used. In addition,
training could be targeted to people who work with seniors in areas where the risk for

It should be noted that not all of these scales are necessarily suitable for individual diagnostic
purposes. The de Jong Gierveld Loneliness Scale (Appendix B) has been used primarily for research
purposes to study loneliness in the aggregate (e.g., to measure average rates of loneliness among large
groups of people in a given setting or neighborhood, or to measure changes in loneliness during an
intervention study). Although the scale’s reliability is sufficient for this purpose, it is not high enough for
individual assessment (de Jong Gierveld & van Tilburg, 2017). The scale’s developers are, however, in
the process of drafting an assessment protocol for loneliness, part of which involves the use of the
Loneliness Scale. At the moment, the UCLA Loneliness Scale (Appendix A) may be more useful for
assessment purposes given that it is longer and therefore more reliable.
363 Berkman & Syme, 1979
364 Lubben et al., 2006
365 Cohen et al., 1997
366 Valtorta et al., 2016a. These authors provide a general overview of scales to measure different facets
of social connectedness. They organize scales along two dimensions: the degree to which they measure
structural vs. functional aspects of relationships, and the degree to which they assess subjective
perceptions. For loneliness in particular, the Campaign to End Loneliness (2015a) offers a detailed primer
to help organizations evaluate the pros and cons of each loneliness instrument. The Campaign has also
published an informative background paper that discusses additional considerations in the measurement
and evaluation of isolation and loneliness in practical settings (Jopling, 2014). If used in the aggregate,
the de Jong Gierveld Loneliness Scale (Appendix B) is the preferred measure as it has been rigorously
developed and validated with older adults and because it measures both emotional and social isolation.
However, this scale measures intensity of loneliness at the present moment rather than frequency of
loneliness over time; if frequency is the variable of interest, the UCLA Loneliness Scale (Appendix A) may
be more suitable. A one-item scale asking respondents directly how lonely they feel is also feasible, given
its strong correlation with other loneliness instruments, but it could lead to underreporting and is generally
less reliable than a multi-item scale.
367 Loneliness may spread from one person to the next because it can cause aversive social behaviours
that are reciprocated by others in a chain-reaction type of fashion (Cacioppo, Fowler, & Christakis, 2009).
362
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isolation or loneliness is high (as identified, for example, by heat maps). To reach a
broader audience, and to provide a quick-reference for trainees, an online training
manual or self-directed course could also be developed and hosted on a loneliness
resources website (see Recommendation #18). In addition to these specific training
sessions, it is recommended that all new staff and volunteers in senior-serving
organizations receive some general information about isolation and loneliness so that
the topic is given prominence rather than addressed as a minor side topic.
Given that isolated and lonely seniors are more likely than others to visit family
physicians368, and that a doctor’s visit may be their primary source of social contact,
physicians are in a unique position to screen for isolation and loneliness and to make
referrals as needed (e.g., to the central hub described in Recommendation #5). 369
Unfortunately, about a quarter of Vancouver residents are without a regular family
physician.370 For this reason, it is recommended that the City work with Vancouver
Coastal Health and other partners to focus more urgently on a key goal of the Healthy
City Strategy: ensuring that all residents are attached to a family doctor. In the
meantime, physicians in walk-in clinics should also be trained in identifying isolated and
lonely people and providing support or referrals as needed.
Equally important, physicians should be encouraged
to ask tactfully about patients’ social needs and to
Physicians should
make them feel comfortable to discuss isolation or
ask tactfully about
loneliness in their office. This is especially important
patients’ social
when a physician suspects that these problems are
impacting his or her patient’s health (e.g., selfneeds and make
neglect; refusing care). Many patients, however, feel
them feel
it is inappropriate to discuss isolation or loneliness
comfortable to
with their physician because they are private matters
discuss loneliness
and are not perceived to be as serious as a physical
in the office.
issue (even though, as discussed earlier, they
clearly has implications for physical health).371
Moreover, some patients also lack a close enough
relationship with their physician to discuss their social needs. Others think that their
physician is not knowledgeable about372, or even interested in, discussing isolation or
loneliness, so they avoid raising the issues. Rushed appointments are an additional
barrier precluding discussion about patients’ social needs.

Gerst-Emerson & Jayawardhana, 2015; Shaw et al., 2017
Holt-Lunstad & Smith, 2017
370 Vancouver Coastal Health, 2014
371 Kharicha et al., 2017
372 A poll of British physicians found that about half did not feel equipped to help their lonely patients. Only
13% felt confident (Campaign to End Loneliness, November 2013).
368
369
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Given that both recipients and providers of care are at increased risk for isolation and
loneliness due to various factors associated with caregiving373, it is suggested that
periodic training sessions similar to that described above also be provided to the
general public. This could be coordinated with the BC Psychogeriatric Association and
the BC Care Providers Association, and could be hosted at the Vancouver Public
Library on National Seniors’ Day (November 1) or during BC Seniors’ Week in June.

Outreach
Sector: Government
Recommendation 5: Streamline referrals by creating a co-ordinated
“first-contact” scheme.
Time Frame: Medium-term
Suggested Lead: Vancouver Coastal Health
Suggested Partners: Vancouver Coastal Health; BC211; 411 Seniors Centre Society;
Crisis Centre of BC; Community Response Networks; West End Seniors’ Network;
Better at Home
Although frontline workers who encounter seniors on a
regular basis are in an ideal position to screen for
social isolation and loneliness374, connecting these
seniors with appropriate services is a challenge. As
mentioned repeatedly by participants in the community
consultations, as well as consultations in other
cities375, people often do not know who to contact or
which services to recommend when they are
concerned about a senior’s welfare. Moreover,
agencies are often unaware of the services that other
agencies provide due to lack of information sharing.

Agencies are often
unaware of the
services that other
agencies provide
due to lack of
information sharing.

These factors include dissatisfaction with the caregiving relationship as well as lack of outside support
(Chappell & Funk, 2011; Lecovich, 2016; Robison et al., 2009). Caregivers may struggle with isolation
and loneliness as they experience a change in their existing identities, social roles, and activities
(Sherman & Lacarte, 2012, cited in National Seniors Council, 2017). As suggested in the community
consultations, caregiving might in some cases strain an already strained relationship.
374 Nicholson, 2012
375 e.g., Peterborough Council on Aging, 2017; National Seniors Council, 2014
373
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The result is a fragmented system that can leave even the most highly trained frontline
workers frustrated.
While keeping in mind various privacy and liability issues that would need to be
addressed, it is recommended that Vancouver Coastal Health consider co-ordinating a
type of “first-contact” scheme, variations of which currently exist around the world.376 In
such a scheme, any participating agency or professional who makes first contact with a
senior—even if their own service is not required—agrees to complete a common
screening tool with the senior (or their care-provider) that assesses their current social
situation and screens for possible isolation or loneliness. To minimize stigma and also
ease the burden on service providers, the assessment can be incorporated within
service providers’ standard intake forms (e.g., forms completed when a senior visits a
physician or a seniors’ centre day program).
With the client’s permission, these “gatekeeper”
agencies send the form to a central referral hub,
which in turn forwards the information to one of
several participating community partners. If the
assessment form indicates that the client may be
socially isolated or lonely, the partner agency
contacts or visits the client and offers referrals to
appropriate services. These partners function as
“community navigators” and could include BC211,
Seniors 411 Centre, HealthLink BC, the BC Crisis
Centre, seniors’ centres such as the West End
Seniors’ Network, or any other agencies that
employ trained information and referral specialists.

A first-contact
scheme streamlines
the screening and
referral process,
and also relieves
seniors of the
burden of having to
navigate the
complex social
services system on
their own.

For members of the general public concerned about
potentially isolated or lonely seniors, including those
working as part of the community teams described in Recommendation #3, a widely
publicized phone number or website could be provided for the central referral service.
Individuals could also self-refer to the service.
The first-contact scheme streamlines the screening and referral process and also
relieves seniors of the burden of having to navigate the complex social services system
on their own (especially if they do not have access to a computer). There is also a
benefit from a research standpoint: data collected from the scheme could be used to
supplement the heat maps described in Recommendation #1.

376

Goodman, Adams, & Swift, 2015

SILAS Recommendations

78

According to a review by the Campaign to End Loneliness, several first-contact
schemes exist in the UK. The Campaign cites a community development manager in
the UK who administered a successful first-contact scheme:
All the…social services built it into their new systems, so it was massive…
and then all of those questions [from the common assessment form] would
come into my service and we would either signpost people to agencies, or
give them information.377
The Campaign also cites the manager of the Dorset Partnership for Older People
Programme378 and Dorset Safe and Independent Living Scheme.379 In her experience,
the program is cost-effective and fairly easy to administer because it only requires that
participating agencies add a short, routine screening form to their existing practices in a
seamless, “business as usual” manner.
Variations of these programs exist in Canada, notably the Niagara Gatekeepers
program380, which also includes a public referral phone line; this service was mentioned
by several participants in the community consultations. The City of Hamilton’s Seniors
Isolation Impact Plan381, which is discussed in the report by SPARC BC382, also features
a gatekeeper component.
Given that loneliness, in particular, is a highly individual, subjective state, it is crucial
that community navigators go beyond merely providing a generic list of resources. In
line with research indicating that interventions are most effective when they are personcentered and take clients’ individual needs and preferences into account383, navigators
might need to adopt a case management role in which they take time to get to know a
client, present them with a menu of suitable options, and help them create an action
plan comprising the programs and services they feel would work best for their individual
situation.384
Ideally, these specialists would follow up with the clients to see if they are satisfied with
the services and, if not, whether other services might be more suitable. If needed, the
gatekeeper agencies could enlist the case management services of Vancouver Coastal
Health, Family Services, or a related agency. The importance of following up was
frequently cited by participants in the community consultations, and it is especially
Goodman, Adams, & Swift, 2015, p. 24
https://www.dorsetforyou.gov.uk/popp
379 https://www.mylifemycare.com/Safe-and-independent-living
380 https://www.niagararegion.ca/living/seniors/programs/gatekeepers.aspx
381 http://socialisolation.ca/
382 SPARC BC, 2017
383 ACEVO, 2015; Campaign to End Loneliness, 2015b; Kadowaki & Cohen, 2017
384 The BC211 database of community resources could be used to assist gatekeepers with the referral
process (http://www.bc211.ca).
377
378
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critical for lonely people who are prone to be pessimistic about their situation and
quickly give up if their situation does not improve right away.385
For seniors who may be resistant at the outset from accessing services, or who may be
likely to drop out of programs prematurely—which is not uncommon in chronic cases of
loneliness—the use of “supported access” should be considered, as discussed in the
next recommendation.

Sectors: Not-for-Profit, Individuals
Recommendation 6: Incorporate elements of “supported access” into
programs.
Time Frame: Medium-term
Suggested Lead: TBD
As discussed in the literature review, chronically isolated and lonely people may
develop negative perceptions of other people, become socially anxious, and withdraw
even further, even though they actually desire social contact. Moreover, as a result of
recent changes in their lives, such as bereavement or becoming a caregiver/recipient,
they may lack the motivation or energy to socialize. Therefore, even if a senior is
identified as socially isolated or lonely, and agrees to be referred to services, they might
still avoid accessing these services. Participants in the community conversations cited
this as a common problem. More generally, people tend to be reluctant to go to
activities alone386, which is a particular challenge when trying to engage seniors who
live alone or do not have a partner.387 To help address these issues, service providers
should consider offering “supported access” services, such as the LINKS program388
offered by West Vancouver Parks and Recreation.
In these schemes, seniors are paired with support workers or volunteers who provide
emotional support and motivation to attend programs and may even accompany them
until they become confident enough to attend on their own.389 Support is then gradually
reduced. To help break the cycle of chronic isolation and loneliness, it often takes
someone to walk a senior to the door or get them out of the house—a small, positive
social interaction that can lead to a “virtuous circle” of larger, increasingly positive

Cacioppo & Patrick, 2008
Haven et al., 2004; National Seniors Council, 2014
387 McInnis & White, 2001
388 https://westvancouver.ca/parks-recreation/community-centres/seniors-activity-centre
389 Mann et al., 2017
385
386
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interactions.390 If workers or volunteers are able, it can also be of great benefit to
provide transportation to programs, given that lack of affordable and accessible transit
was often cited in the community consultations as a barrier to social participation,
especially for people with disabilities.391
In supported access programs, workers and volunteers
also re-engage clients who unexpectedly reduce use of
services or withdraw altogether, which is not uncommon
among chronically isolated or lonely individuals. In these
cases, it is important to be persistent (within reason) and to
continue to offer gentle support and encouragement in
order to challenge the client’s expectation of rejection or
their perception that people are unreliable.392 One should
not necessarily assume that a client who withdraws
socially simply wants to be left alone.

One should not
necessarily
assume that a
client who
withdraws
socially wants
to be left alone.

Supported access programs may be especially useful for ethnic minority seniors and
other at-risk groups, who may be reticent to access services due to stigma, language
difficulties, cultural differences, and other barriers. Supported access can be considered
one part of a broader approach in which isolated or lonely seniors are encouraged to
gradually ease their way back into social interactions. This approach, described by
Cacioppo and Patrick393, involves the following:
E: Extend yourself slowly and safely.
A: Have an action plan with small, achievable goals—even something as small as
saying hello to a grocery store clerk or sitting in a low-threshold meeting place like a
park or mall without talking to anyone (i.e., “purposeful loitering”). This can help you
gradually become more comfortable and confident around people and reduce
discouragement. If homebound, a brief phone call to a friend or neighbour, a short
Skype session, or a greeting to the postal carrier can be an effective alternative.
S: Seek meaningful activities you like with people who have similar interests. This can
help maintain engagement even when you feel like giving up.
E: Expect the best. Understand that isolation and loneliness can cause social anxiety
and a tendency to perceive others negatively. Expecting the best and giving people the
benefit of the doubt can help ease these tendencies.

Cacioppo & Patrick, 2008
See also Kadowaki & Cohen, 2017
392 Cacioppo & Patrick, 2008
393 Cacioppo & Patrick, 2008
390
391
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Recommendation 7: Expand the City’s “resident animator” program in
residential buildings, and consider expansion into single-dwelling
neighbourhoods.
Time Frame: Short-term
Suggested Lead: City of Vancouver
Suggested Partners: BC Apartment Owners & Managers Association; Vancouver
Tenants Union; City of Vancouver Renters’ Advisory Committee; West End Seniors’
Network and other seniors’ centres
To date, strategies to prevent or reduce social isolation and loneliness have tended to
focus on older adults in community centres, residential care, and other locations outside
of their homes. Unfortunately, these strategies leave behind many older adults who may
be unable, or unwilling, to venture outside of their homes—a notable barrier to social
connection. For these adults, their main source of social interaction may be their
neighbours.
Unfortunately, as stated frequently in the community consultations, apartment buildings
and condominium towers are not always conducive to social interaction, and many
residents in such dwellings find it difficult to get to know their neighbours. In Metro
Vancouver, surveys suggest that the number of people who never chat with their
neighbours is twice as high in high-rise buildings compared to low-rise buildings.394 With
the caveat that these data are not adjusted for possible confounding variables nor
based on a random sample of respondents, they align with concerns others have raised
about the overall quality of life in high-rise buildings.395 These data also raise concerns
from an emergency planning perspective, given that relatively small emergencies can
affect large numbers of people living in close proximity. Moreover, first responders may
not be available right away when disaster strikes and some residents who need help
may not be located quickly. Situations like this can turn out much better when
neighbours are socially connected.396
In response to these concerns, the City of Vancouver is seeking funding to train and
remunerate “resident animators” (colloquially known as “social concierges”) in multi-unit
residential apartment buildings whose role is to coordinate social events in the building,
bring residents together, and reach out to those who may be chronically lonely or
isolated. To expand the program, the City could partner with the newly formed

Vancouver Foundation, 2012b
Gifford, 2007
396 Bailey, 2017; Pekovic et al., 2007
394
395
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Vancouver Tenants Union397 to recruit additional resident animators. The Union aims to
have a representative in every apartment building and would therefore be in a unique
position to nominate tenants who might be willing to act as resident animators.
A key challenge in implementing this program on a
wider scale is the reluctance of some landlords and
property managers to permit such programs in their
buildings, especially if they are concerned about
privacy. Indeed, despite the virtues of a resident
animator program, it must be recognized that not
everyone wishes to be social with their neighbours
or to participate in planned social activities.398
Moreover, even if residents wish to participate, they
like to feel in control of their social lives and do not
welcome “forced” interactions. It is important,
therefore, to strike a balance between providing
opportunities for social interaction and respecting
residents’ needs for privacy and autonomy.399

It is important to
strike a balance
between providing
opportunities for
social interaction
and respecting
residents’ needs for
privacy and
autonomy.

Beyond privacy, landlords and property managers might not understand the value of
this type of program in improving social well-being and emergency preparedness. To
overcome this challenge, the City should consider liaising with the BC Apartment
Owners & Managers Association to inform them about the benefits of resident
animators, including examples of successful programs already underway in the city
(e.g., District Main Residences400). The Association could informs its members and
encourage interested landlords/managers to contact the City for more information.
To optimize program impact, the following suggestions are offered:
 Resident animators could be placed in buildings located in areas at high risk for
isolation or loneliness (although residents in buildings throughout the city are
likely to benefit from such a program).
 In conjunction with building managers/landlords, resident animators could hold
“office hours” on a regular basis. Office hours are a great opportunity for
residents to chat with their manager/landlord and also increase the chance that
they will bump into other tenants.

http://www.vancouvertenantsunion.ca/
Tavakoli, 2017
399 Montgomery, 2013; Tavakoli, 2017
400 http://www.districtmain.com
397
398

SILAS Recommendations

83

 Following the example of organizations like the Brightside Community Homes
Foundation401, resident animators could conduct detailed surveys about the types
of activities that residents might like to see in their building.
 Resident animators could join the community teams described in
Recommendation #3.
 Resident animators could take part in the first-contact scheme described in
Recommendation #5 and be trained to provide resource referrals if needed.
 Resident animators could consider working with local seniors’ centres like the
West End Seniors’ Network, which recently launched a “Close to Home” program
that brings educational and social programming directly into the lobbies and
common areas of high-rise buildings in the West End. Resident animators could
ask residents what types of programming they might like in their buildings and
then work with seniors’ centres to it to their buildings.
 Resident animators could use community-building websites to assist in their
duties. For example, www.GoNeighbour.org and www.thevillage.io allow
residents to chat with one another, ask or offer practical assistance (e.g., snow
shoveling), buy/sell/borrow goods, or manage group discussions.
Although isolation and loneliness may be more prevalent in high-rises and other multidwelling buildings (more data is needed on this topic), it is important to remember that
these problems can befall anyone, regardless of living situation or income. Even middleand upper-income people can be isolated or feel lonely. In fact, as mentioned during the
community consultations, middle-income people in particular may be at risk not only
because of their financial situation (socializing can be expensive) but also because they
are less likely to come to the attention of service providers, who generally tend to focus
on those with lower incomes. With this in mind, the resident animator program could
conceivably be expanded to neighbourhoods with single-dwelling homes.
In those areas, one or more resident animators could be trained and supported to
organize social activities for the entire neighbourhood (e.g., inexpensive block parties,
garage sales) or facilitate information exchange about relevant social events and
programs. The community-building websites described above could be used to facilitate
this process even at the neighbourhood level.
In all cases, it is suggested that events be recurring, rather than “one-offs.” This
increases the likelihood of attracting people who might initially be hesitant to participate.
This is especially important for people who have become wary of social contact after
prolonged isolation or loneliness. It also provides the type of continuity that can help
foster the gradual development of relationships.

401

https://brightsidehomes.ca
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Services and Interventions
In the context of service provision, the National Seniors Council makes three broad
recommendations for helping to prevent or reduce (chronic) social isolation and
loneliness:402
1. Encourage and help service providers to create more programs that specifically
address social isolation and loneliness.
2. Strengthen existing programs so they work better for social isolation and
loneliness.
3. Encourage more older adults to use these services.
The following are some practical strategies in line with these broad recommendations.

Sector: Academic
Recommendation 8: Create a central database of empirically validated
interventions (or promising interventions) and host an annual or
semi-annual information summit, bringing together academics, social
service providers, and interested members of the public to discuss
best practices and explore partnerships.
Time Frame: Short-term
Suggested Lead: SFU Gerontology Research Centre
Suggested Partners: Local academics; BC Psychogeriatric Association; City of
Vancouver Seniors’ Advisory Committee; Raising the Profile Project
As mentioned in the community consultations, service providers are interested in
effective programs to reduce or prevent social isolation and loneliness, but often do not
know where to start. In particular, they lack access to research literature or find it too
inconvenient to search in multiple locations. In response to this gap, it is recommended
that the City approach the Gerontology Research Centre at Simon Fraser University to
create an online database of effective, empirically validated interventions (or promising
interventions) for isolation and loneliness. The Netherlands Centre for Social
402

National Seniors Council, 2017
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Development403 provides an example of this type of
database. Agencies that are contemplating starting a
new program for isolation or loneliness should be
encouraged to check the proposed database to see
if there are already interventions that could possibly
work for their clients—with modifications if needed—
rather than starting a new one from scratch.

Each person’s
situation is
different. There is
no easy, one-sizefits-all solution for
isolation and
loneliness.

Although this recommendation may be quite popular
with service providers, it is not intended to be a
“cure-all.” As discussed in the literature review,
isolation and loneliness present in different forms
and have many different causes. Each case is different for each person, and thus a
tailored approach is necessary. No particular intervention is suitable for all people.
Moreover, the effect size for many existing interventions is modest at best.
Participants in the community consultations mentioned the important need to share
information and best practices with one another. Therefore, it is also recommended that
the Gerontology Research Centre, in partnership with the Seniors’ Advisory Committee,
host an annual or semi-annual information summit, bringing together academics, social
service providers, and interested members of the public to share information and
discuss best practices. This would ideally be held during BC Seniors’ Week in June and
modeled after previous summits co-hosted by the Seniors’ Advisory Committee. The
summit could feature guest speakers highlighting the latest innovations in isolation and
loneliness programs, and could allow for group discussions about successful
interventions, barriers to implementation, and opportunities for support and collaboration
between service providers.
In addition to the summit, it is may be fruitful to create an online forum to facilitate yearround discussion about these topics between service providers.

403

https://www.movisie.com
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Sector: Not-for-Profit
Recommendation 9: Audit your organization’s policies and programs
to determine the degree to which they currently address social
isolation and loneliness.
Time Frame: Medium-term
Suggested Lead: Not-for-profit organizations
Suggested Partners: SFU Gerontology Research Centre; independent research
consultants
As evident from the community consultations, many health and social service
organizations recognize that social isolation and loneliness are serious public health
issues requiring thoughtful and concerted action. However, despite the valuable role
that organizations can play in addressing isolation and loneliness in their programs404,
not all of them know what role they can play or where to start, and they may not be fully
aware of the ways in which their current policies and programs impact isolation and
loneliness, either positively or negatively.
To redress this issue, it is recommended that organizations employ an audit instrument
like the Seniors’ Social Integration Tool.405 This free tool guides organizations in
assessing their strengths and weaknesses in several key areas:


knowledge about social isolation/loneliness, including risk factors



actions taken by the organization to address barriers to social inclusion and
participation (e.g., cultural and language differences)



outreach efforts



provision of age-friendly information



sharing of knowledge and expertise with other organizations

Rather than simply using the tool as a checklist, organizations should use it to formulate
goals and document their progress in achieving those goals.

404
405

Kadowaki & Cohen, 2017
http://www.seniors-housing.alberta.ca/documents/Seniors-Toolkit-WorkingTogether-2007.pdf (p. 21)
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As part of their audit, it is recommended that organizations also use loneliness heat
maps to:


identify locations with high concentrations of seniors at risk for isolation and
loneliness



determine whether their programs reach seniors in those areas and, if not,
reallocate resources as needed



understand the unique risk factors for isolation and loneliness in those areas so
that programs can be tailored to address those risk factors (e.g., if there are a
high number of widowed people in a neighbourhood, offer more bereavement
support groups)

Recommendation 10: Optimize your organization’s programs to
address social isolation and loneliness, and consider including
social-cognitive elements where appropriate.
Time Frame: Medium-term
Suggested Lead: Individual organizations
Suggested Partners: SFU Gerontology Research Centre; local mental health
professionals; independent research consultants and program evaluators
Based on published research as well as suggestions from the National Seniors’ Council,
the Campaign to End Loneliness, and participants in the community consultations, it is
recommended that organizations consider the following tips for program optimization.
The suggestions are grouped into five categories:
1. General suggestions for all programs
2. Suggestions for addressing maladaptive social cognition—a key element in
managing chronic loneliness
3. Additional social-cognitive strategies and skills to help clients reduce, prevent, or
cope with isolation or loneliness
4. Incorporating social-cognitive strategies and coping skills into programs
5. Unconventional interventions for perpetually-isolated seniors
All of these suggestions can be implemented to address gaps identified in an
organization’s self-audit, as described in Recommendation #9.
SILAS Recommendations

88

General Suggestions for all Programs


Openly broach the topic of isolation and loneliness in a relaxed, non-judgmental
manner. Due to stigma or the fear that service providers may think these are not
serious issues (compared to disorders like depression), clients may be reluctant
to broach the issues unless someone else does so first. Indeed, many people
say they would feel relieved if the topics were raised.406 Not only could this help
to normalize isolation and loneliness and reduce stigma, it could also help reduce
the emotional impact of these problems; indeed, the longer a person keeps such
problems hidden, the more they think about them and, consequently, the more
distress they may experience.407



Ensure that program goals are guided by
sound theory and clear definition of
concepts. In particular, when formulating
program goals, be clear about the problem(s)
that you are attempting to target: social
isolation, loneliness, social support, social
inclusion, social participation, sense of
belonging, community cohesion, or a related
issue. Avoid conflating these related, but
distinct concepts and using them
interchangeably.



If the target is loneliness, be clear whether you wish to address social loneliness,
emotional loneliness, or both—and understand that different approaches may be
required for each. For example, a person who feels lonely because of difficulties
adjusting to the death of a spouse or because their existing relationships with
friends and family are conflictual, might be better served by a relationship skills or
bereavement support group rather than a generic group activity like aerobics or
arts and crafts. Recognize that most programs targeting loneliness are actually
targeting social/relational loneliness to the exclusion of emotional/intimate
loneliness, even though the latter is just as important for health and well-being.408



Understand whether you are dealing with transient vs. chronic
isolation/loneliness. If transient, this usually resolves on its own or with some
support from friends and family; it is unlikely to require intervention, unless a
client so desires.409 Extra support may be considered during stressful transition

Avoid conflating
similar but distinct
concepts like
isolation, loneliness,
social support,
community
belonging, etc.

White, 2010
Ibid.
408 de Jong Gierveld, Fokkema, & van Tilburg, 2011; Olds & Schwartz, 2009; Weiss, 1973; White, 2010
409 de Jong Gierveld, Fokkema, & van Tilburg, 2011; T. Fokkema, personal communication, December,
2017.
406
407
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periods (e.g., bereavement, retirement410) to prevent transient isolation or
loneliness from becoming chronic among individuals with certain risk factors
(e.g., very restricted social network; mental health problems)411, but full-fledged
interventions are unlikely to be required. For those suffering from chronic
isolation or loneliness, a more intensive intervention may be required (e.g.,
cognitive-behavioral therapy to address maladaptive social cognition or
unrealistic relationship expectations).


Keep in mind the particular combinations of isolation and loneliness as described
on page 24 by Newall and Menec. For example, while programs to improve
social contact might be useful for those who are lonely because they are severely
isolated, they may be less useful for those who are isolated but not lonely.



Consider targeting social isolation and loneliness directly (e.g., a structured
friendship enrichment program) rather than just indirectly while focusing on
another issue.412 However, keep in mind the reluctance of many isolated or
lonely people to participate in programs that focus on social interaction for its
own sake, and especially those that are advertised as being for isolated or lonely
people.413 Targeted programs should, therefore, include some structure and, to
the extent possible, meaningful activities that match seniors’ individuals interests
(e.g., a therapeutic writing program for people who enjoy writing).



Recognize gender differences in preferred social activities. As mentioned in the
community consultations, programs often focus on activities that may be of
greater interest to older women (e.g., arts and crafts), even though older men
indicate that these activities discourage them from attending seniors’
programs.414 Programs like Men’s Sheds415, which involve activities like
woodworking, furniture finishing, and automotive repair, may be a better way to
reach this demographic. Importantly, given that men are more reluctant than
women to admit being isolated or feeling lonely, service providers should make a
special effort to advertise their programs in places that men are more likely to
frequent (e.g., barber shops).416



Allow sufficient time and space for relationships to develop in a natural, gradual
manner. As program participants get to know one another, they are more likely to
maintain contact outside of the program, which may be beneficial in reducing

Not only can job loss or retirement cut people off from an important source of friendship and support,
but it can also cut them off from an important source of status and identity, all of which could contribute to
isolation and loneliness (Baker, 2017; Osborne, 2012).
411 ACEVO, 2015
412 National Seniors Council, 2017
413 Kharicha et al., 2017
414 Beach & Bamford, 2016
415 http://menssheds.ca; McMartin, 2015
416 Beach & Bamford, 2016
410
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isolation and loneliness.417 But developing
relationships can be difficult when programs are
overly structured; when they attempt to “force”
social interactions; when they are crammed into
a rigid schedule; or when they last only a few
months. Especially for those suffering from
chronic loneliness, this does not provide
sufficient space and continuity to become more
comfortable with people and to develop trust.


Allow sufficient
time and space
for relationships
to develop
naturally and
gradually.

Recognize that although there are several fairly
universal risk factors for social isolation and loneliness that cut across all
groups418, some risk factors may be unique to specific groups, including
LGBTQ+, Indigenous, and ethnic minority seniors; those living with HIV; seniors
with mental health or substance use problems; caregivers; veterans; and
prisoners.419 Gender differences in risk factors have also been documented.420
Service providers should consider these factors and tailor their programs for
groups with similar characteristics and risk profiles. SPARC BC cites some
specific examples, such as programs for Indigenous seniors and those with
cognitive impairment.421 To further aid in making programs appropriate for these
groups, it is recommended that organizations consult with members of the City of
Vancouver’s various advisory committees (e.g., Seniors’ Advisory Committee,
LGBTQ2+ Advisory Committee, Cultural Communities Advisory Committee, and
Urban Indigenous People’s Advisory Committee). It is also recommended that
interventions take into account the needs of seniors with intersecting identities
(e.g., ethnic minority LGBTQ+ seniors).



Although programs targeted to specific groups are important, not all people wish
to participate in such programs; these individuals may prefer programs geared
toward general audiences and thus care should be taken to ensure that all
programs and services are welcoming and supportive of all seniors. In addition,
more solitary activities should be offered for those who are so inclined (e.g., arts
and crafts; animal visiting; online discussion groups; one-on-one tutoring).



Develop targeted interventions for people in residential care, who may be
especially difficult to engage. Peer mentoring programs have shown some

Havens et al., 2004
Luhmann & Hawkley, 2016
419 Earnshaw, 2016; Elmer, van Tilburg, & Fokkema, 2018; Gawande, 2009; Greene et al., 2018; Kuyper
& Fokkema, 2010; Miles, Isler, Banks, Sengupta, & Corbie-Smith, 2011; National Seniors Council, 2017;
Syed et al., 2017
420 e.g., Beach & Bamford, 2016; Dahlberg et al., 2015;
421 SPARC BC, 2017
417
418
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promise in these settings.422 In addition, given the high rates of female residents
and care providers, it is important to reach out to men and appeal to their specific
needs and interests.423


Additional general recommendations are offered in Appendix C.

Suggestions for Addressing Maladaptive Social Cognition
While some programs may be effective for preventing chronic isolation or loneliness
among certain at-risk groups (e.g., those with pre-existing mental health issues or a
severely constricted social network), most are far less effective in alleviating these
problems once they have become entrenched.424 This is especially true of chronic
loneliness, which tends to be characterized by a self-perpetuating feedback loop of
protective, yet maladaptive social perceptions and self-defeating behaviours that are not
only antecedents, but also consequences, of prolonged loneliness.425 In these cases,
individuals may need to shift from active coping (e.g., trying to find new friends) to
regulative coping (e.g., changing how they think about people).426 To interrupt the
maladaptive feedback loop, service providers may wish to address the following:


Hypervigilance for social threats (e.g.,
misperceptions of ambiguous social cues;
false attributions; rejection sensitivity427)



Self-defeating interpersonal interactions
(e.g., mistrust, passivity, hostility, nonresponsiveness)428



Excessive self-focus in interpersonal
situations429



Social anxiety430



Poor emotional self-regulation431

Some programs
may be effective for
preventing chronic
isolation or
loneliness, but most
are less ineffective
in alleviating these
problems once they
have occurred.

Theurer, Mortenson, Suto, Brown, Stone, & Timonen, 2017
Bamford & Beach, 2016
424 Masi et al., 2011
425 Cacioppo & Patrick, 2008; Goll et al., 2015
426 For more information on this distinction, see Schoenmakers, 2013.
427 Jones, Freeman, & Goswick, 1981; Qualter et al., 2015
428 Anderson & Martin, 1995; Cacioppo & Hawkley, 2005; Cacioppo et al., 2006a; DeWall et al., 2009;
Rotenberg, 1994; Twenge et al., 2007
429 Cacioppo, Chen, & Cacioppo, 2017
430 Knowles, Lucas, Baumeister, & Gardner, 2015
431 Hawkley et al., 2009. The researchers found that loneliness is associated with reduced physical
activity and that this link is mediated by reduced emotion regulation.
422
423
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Poor relationship self-efficacy (lack of confidence in one’s ability to form and
maintain relationships)432



External locus of control (believing that problems like loneliness are due to luck
or other factors beyond one’s control)433



Low self-worth (e.g., feeling that you have nothing to offer to others)434



Belief that one’s loneliness will continue forever435



Learned helplessness and hopelessness436

Unfortunately, many interventions do not distinguish
between transient and chronic isolation/loneliness,
and thus do not address the issues listed above.
These programs tend to be superficial and consist of
little more than placing lonely people together, under
the assumption that increasing social contact is
sufficient. Lonely people placed together without any
effort to address their social cognition or behaviour
could simply lead to more loneliness.437

Simply putting
chronically lonely
people in a room
together will not
help; they might
just make each
other feel lonelier.

Additional Social-Cognitive Strategies and Skills to Help Clients
Reduce, Cope with, or Prevent Isolation or Loneliness


Consider psychoeducational programming to provide general information about
isolation and loneliness. For some people, simply discussing or learning about
isolation and loneliness can be very helpful.438



Encourage clients to structure their days and create a detailed plan of social
activities and to stick with it439, even when they do not feel like it.440 This is
important given the propensity for chronically isolated or lonely people to give up
easily when starting new social activities.441

Newall et al., 2009, 2014. See also: Fry & Debats (2002); Watson & Nesdale, 2012
Newall et al., 2009, 2014
434 Dykstra, van Tilburg, & de Jong Gierveld, 2005
435 Bodner & Bergman, 2016
436 Taube et al., 2016; J. Qualter, personal communication, 2015
437 Hellman, 2011, cited in Campaign to End Loneliness, 2011, p. 15
438 Laing, 2016; Latson, 2018; White, 2010
439 van Tilburg, 2007, cited in Expactica, 2007
440 Bergland et al., 2016
441 Cacioppo & Patrick, 2008
432
433
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Ask clients to re-evaluate their social networks more realistically. For example,
ask them if they have more friends than they think they do.



Work with clients to improve the quality of their existing relationships; this may
often be easier and more fruitful than trying to create new relationships from
scratch.442



To help clients improve the quality of their relationships and avoid
disappointments, gently challenge their unrealistic relationship expectations and
beliefs (e.g., expecting more attention or support than others can provide;
believing that a “true friend” would never hurt their feelings or break a
commitment; believing that conflict means a relationship is not strong or is about
to end).



For clients who perceive a genuine deficit in their social networks, ask them to
think of this less negatively by remembering that relationships come with both
benefits and costs.443



Ask clients to re-examine their deeply held belief that they must have certain
relationships (e.g., a romantic partner) to avoid loneliness and be happy.444



Encourage clients to avoid looking for the “perfect” partner.445 Such a partner
does not exist. As de Jong Gierveld says, “Too many people are too focused on
finding their soulmate. When they discover someone does not meet their
expectations, they become disappointed and feel lonely.”446



Help clients reduce the tendency to compare the quantity and/or quality of their
relationships with those of others; that type of social comparison can increase
feelings of loneliness.447



Some clients are unable to tolerate much loneliness. Work with them to help put
loneliness into perspective and to develop greater acceptance and comfort with
it.448 This can be accomplished through mindfulness449, distraction,450 adding

Rook, 1984b
Miller, 1997; Rook, 1984a; Stevens, 2001; Weiss, 1973
444 Bereznai, 2006; Burns, 1999 (chapter 12, “The Love Addiction”)
445 Dykstra & Fokkema, 2009; Sarner, 2018; Weiss, 1973
446 Cited in Expatica, 2007
447 Perlman & Peplau, 1981
448 Bernhard, 2011; Elmer, 2018; Graneheim & Lundman, 2010; Rokach et al., 2004; Rook, 1984a;
Stevens, 2001; Theeke & Mallow, 2015; Weiss, 1973; Wong, 2015
449 Mindfulness involves focusing awareness on the present moment and learning to calmly acknowledge
and accept feelings like loneliness without judgment, which may potentially reduce the distress
associated with these feelings. See Creswell et al., 2012.
442
443
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structure to one’s day451, and other elements drawn from therapeutic approaches
like acceptance and commitment therapy.452 In learning to feel more comfortable
with some degree of loneliness, emotional distress may be reduced, thus
allowing the lonely person to approach social interactions in a less fearful, urgent,
or otherwise counterproductive manner.453


Help clients to (re)discover the benefits of solitude454 and learn to rely more on
their own internal resources rather than relying totally on others to meet all of
their emotional needs.455

Incorporating Social-Cognitive and Related Coping Skills into
Programs
Although there is not one specific way to incorporate
social-cognitive and elements into programs,
agencies can look at examples of other programs
that have been developed, such as the friendship
enrichment program by Stevens and Martina.456 In
this structured program, participants develop a
variety of coping skills: they learn how to become
more aware of their social needs; to adjust unrealistic
relationship expectations; to spend time alone and
tolerate feelings of loneliness; to improve the quality
of their existing relationships, and to form new
relationships.

An assumption of
many socialcognitive programs
is that isolated or
lonely people
benefit most from
acquiring a variety
of coping skills.

A key assumption underlying this program and others like it is that isolated and lonely
people benefit most from acquiring a variety of coping skills. One strategy by itself is
unlikely to be helpful in all situations, so having a variety of tools to choose from can
greatly increase one’s confidence in coping with isolation or loneliness.457

McHugh Power et al., 2017. Many lonely people indicate that remaining mentally and physically
occupied with enjoyable, personally meaningful activities (e.g., gardening, church attendance, helping
others) or watching television and listening to the radio can help alleviate loneliness) (Dahlberg, 2007;
Drageset et al., 2015; Hauge & Kirkevold, 2012; Roos & Klopper, 2010; Smith, 2012; Taube et al., 2016;
Theeke et al., 2015; Wong, 2015. See also Tse, 2010).
451 Theeke et al., 2015
452 Hayes, Strosahl, & Wilson, 2016
453 Young, 1982
454 Bergland et al., 2016; Dahlberg, 2007; Graneheim & Lundman, 2010; Harris, 2017; Long & Averill,
2003; Storr, 1988; Taube et al., 2016
455 Rook, 1984a
456 Stevens, 2001
457 Bouwman, Aartsen, van Tilburg, & Stevens, 2017
450
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Although this program did not demonstrate superiority in reducing loneliness compared
to a control group (as both groups reported similar reduction in loneliness over the
course of the intervention458), it includes several promising elements that agencies may
wish to refine and test for effectiveness.
LISTEN is another structured program that targets social cognition.459 In this fivesession program delivered in a small group format, participants think about past
relationships, learn to identify and correct maladaptive thought patterns, and think about
loneliness from different perspectives. As compared to a control group, program
participants became less lonely and had lower systolic blood pressure twelve weeks
after the intervention.460
Addressing maladaptive social cognition can be accomplished individually or in groups.
Although mental health professionals like psychologists can work with agencies to
design, implement, or lead programs that address these issues, these interventions not
necessarily the same as psychotherapy and thus need not be led by clinicians. Indeed,
the friendship enrichment program by Stevens and Martina was translated into a
manual so it could be administered by staff and volunteers at seniors’ organizations,
adult education centres, and other settings without the need for a mental health
professional.461 An online, self-guided version of the program has also been
developed462, which may be particularly beneficial for homebound seniors. This online
program appears to reduce loneliness over time463, but more research is needed using
a control group.
Whether group-based or self-guided, programs that do not rely on clinical staff may be
more suitable for managing chronic isolation or loneliness because the use of clinicians
could inadvertently pathologize these problems, thus reinforcing stigma. As discussed in
the literature review, although mental illness is both a risk factor for, and outcome of,
chronic isolation and loneliness, they are not mental illnesses in and of themselves.
Indeed, even mentally healthy people could develop a “lonely social cognition” if they
find themselves in unfortunate circumstances (e.g., they become homebound because
of chronic illness or permanent disability). Of course, for some individuals,
psychotherapy may be required because their isolation or loneliness is severe, or they
have a co-occurring psychiatric disorder; however, these individuals can be referred to
appropriate mental health services as required. Because such referrals might be
refused initially, it would be important to follow up with the client.

Martina & Stevens, 2006
Theeke & Mallow, 2015
460 Theeke et al., 2016
461 Stevens, 2001
462 Bouwman et al., 2017
463 Ibid.
458
459
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Unconventional Interventions for Perpetually Isolated Seniors
Most interventions are based on an assumption that does not apply to all lonely or
isolated people: that these problems can be resolved once social contact is restored or
maladaptive social cognition is corrected. This ignores the reality that some people live
in environments where prospects for social contact may be severely curtailed (e.g.,
remote areas, penitentiaries, isolation units, or care facilities that marginalize sexual
minorities) and for whom social-cognitive interventions would therefore have limited
impact.
With this in mind, it may be worth considering interventions that do not rely on social
contact or correcting social cognition, but instead rely on alternative resources available
even to the most severely isolated people.464 These include mindfulness465,
reminiscence466, the development of personal meaning,467 and pet therapy.468 Because
these approaches are less cognitively demanding, they may be particularly suitable for
people with cognitive impairment. A more unorthodox approach is the development of
parasocial relationships, which are bonds formed with fictional characters, avatars in
virtual reality settings (e.g., Second Life469), and even lifelike robots.470 This approach is
based on an intuitive observation that has been confirmed empirically: in the absence of
human contact, people will attempt to forge bonds with whatever is available to them.471
For more information on the use of this and other technologies, see Recommendation
#16.

Elmer, 2015
Mindfulness involves focusing awareness on the present moment and learning to calmly acknowledge
and accept various feelings, including loneliness, and may hold potential in reducing loneliness (Creswell
et al., 2012).
466 Reminiscence, either individually or in group settings, involves recall and discussion of past activities,
events, and experiences. One study with institutionalized seniors suggests it may help reduce loneliness,
but more research is needed (Chiang et al., 2010). In qualitiative research, some seniors report that they
cope with isolation and loneliness by thinking about past relationships (Graneheim & Lundman, 2010;
Kirkevold et al., 2012; Theeke et al., 2015).
467 Severely lonely people report lack of a meaningful life as one possible cause for their loneliness
(Savikko et al., 2005). Developing a greater sense of personal meaning, including ascribing meaning to
loneliness itself, has also been cited as a way of preventing or coping with loneliness, as has spirituality
and religious faith/activity (Ciobanu & Fokkema, 2017; Elmer, 2018; Graneheim & Lundman, 2010;
McInnis & White, 2001; Roos & Klopper, 2010; Theeke et al., 2015; Wong, 2015).
468 Empirical findings on the use of pets are complex. For example, longitudinal data from Pikhartova et
al. (2014) suggest that pet ownership may be both a response to loneliness as well as a pathway out of it.
These data also suggest that pet ownership has a stronger influence on loneliness among women
compared to men. To the extent that pet ownership may be protective against loneliness, consideration
should be given to policies that enable seniors—especially those in rental accommodations—to live with
their pets.
469 https://www.secondlife.com
470 Howard, 2017; Liberatore & MacDonald, 2016; Robinson, MacDonald, Kerse, & Broadbent, 2013;
Tarantola, 2017
471 Bartz, Tchalova, & Fenerci, 2016; Epley, Akalis, Waytz, & Cacioppo, 2008
464
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Barrier Solutions
Sector: Government
There are many barriers to social participation that can increase isolation and
loneliness.472 In Vancouver, many of these involve the built environment. Although the
Healthy City Strategy and Age-Friendly Action Plan emphasize the need for safe and
accessible streets, parks, and housing, there continue to be deficiencies in these areas.
The Seniors’ Advisory Committee and City Council have passed several motions
reiterating the need to address these deficiencies473; however, expediting solutionoriented actions aimed at reducing these barriers is essential. This need is underscored
by a recent study from Sweden: the relationship between seniors’ functional limitations
and loneliness declined after officials made the built environment more accessible.474
The following are some new and specific recommendations that the City of Vancouver
should consider in order to reduce barriers in the built environment.

Recommendation 11: Improve the safety and walkability of streets
and neighbourhoods.
Time Frame:Short-to-Medium-term
Suggested Lead: City of Vancouver Engineering Services; Vancouver Board of Parks
and Recreation; TransLink
Suggested Partners: SFU Department of Gerontology; Canada Post
People who live in safe, walkable neighbourhoods are more likely to be socially
involved, to know their neighbours, and to be politically active.475 To improve walkability
and to meet the City’s objective to increase residents’ sense of safety by 10%, the
following suggestions are offered. To help direct resources where they are needed
most, these suggestions should be prioritized for areas where residents are at high risk
for isolation or loneliness.
National Seniors Council, 2017
Regarding street lighting: http://www.vancouverseniorsadvisory.ca/2014/09/improvements-streetlighting. Regarding public washrooms: http://www.vancouverseniorsadvisory.ca/2017/10/requestingpublic-washrooms-skytrain-broadway-extension
474 Dahlberg, Agahi, & Lennartsson, 2018. For a contradictory finding in the Netherlands, see Honigh-de
Vlaming et al., 2014.
475 Kelly, 2012; Leyden, 2003. Causation is difficult to determine, however. It may well be that these
neighrbours tend to attract people with higher incomes, who also tend to be more socially engaged.
472
473

SILAS Recommendations

98



Given research showing that incontinence is a risk factor for isolation and
loneliness476, install additional accessible public washrooms in high-traffic areas
and parks.477 In addition, lobby TransLink to install public washrooms at all
SkyTrain stations and, in the interim, work with TransLink to inform seniors that
washrooms are available for them if they ask SkyTrain attendants. In addition,
consider creating a website or mobile app to help residents locate accessible
washrooms, parking spots, and other amenities. Examples include the City of
Peterborough’s Accessible Resource Maps478, the Great British Public Toilet
Map479, and the new parking feature480 on Google maps that allows drivers to
estimate how easy it will be to find a parking spot at their destination.



Given that falls appear to be a risk factor for loneliness and feelings of social
exclusion481, ensure that there are a sufficient number of sidewalks and that they
are even, wide, uncluttered, shaded by trees (where possible), and
unencumbered by shrubbery or low-hanging branches. Also ensure that streets
are cleared of ice, snow, and wet leaves in a timely manner.



To help seniors clear snow from their property, expand the City’s Snow Angel
program482 or provide grants so they can hire others for this purpose.483



Install additional street lights in dark areas, preferably lighting that is directed
towards sidewalks and not just the street. In addition, encourage Business
Improvement Associations to leave some storefronts lit at night, especially in
areas with inadequate street lighting. Not only do lit storefronts improve real and
perceived safety, but they also draw more people into public spaces, further
improving safety and facilitating social interaction.484



Ensure that there is good way-finding (e.g., large, legible, brightly-lit street signs
and transit station markers). This is especially important for people with vision
problems and cognitive impairment.



Ensure that timing of crosswalk signals leaves enough time for seniors to cross
streets, especially wide ones.



Consider a pilot project with Canada Post in which postal carriers conduct
walking audits of their routes and use mobile devices to identify potential safety

Ramage-Morin & Gilmour, 2013
It may possible to work with the business community in this regard (e.g., the City could consider
subsidizing businesses to maintain publicly accessible washrooms in their establishments).
478 https://www.peterborough.ca/Living/Accessibility_News/Accessible_Resource_Maps.htm
479 https://greatbritishpublictoiletmap.rca.ac.uk/
480 https://mashable.com/2017/08/29/google-parking-difficulty-find-parking-feature/
481 Hajek & Köning, 2017; Taube et al., 2016
482 http://vancouver.ca/streets-transportation/snow-angel.aspx
483 Paikin, 2018
484 Kelly, 2012
476
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hazards, including poor sidewalk conditions.485 Anything identified as a safety
hazard for postal carriers is likely a safety hazard for seniors, too.


Examine locations where additional street furniture (e.g., benches) can be
installed. Well-placed, well-designed, and comfortable street furniture allows
seniors to rest during walks, facilitates social interaction, and attracts more
pedestrians, especially if it is varied and located near interesting features like
fountains or public art.486 In addition, businesses should be incentivized to
provide public seating areas, even for people who are not customers.487



Discourage property owners from fencing off or restricting seating areas and
plazas that were originally intended for public use. Although owners may do this
to deter vandalism, it makes neighbourhoods less inviting and walkable.



Preserve existing public plazas.



Reconsider permitting small-scale grocery stores and other small businesses in
residential areas like the West End, which can enhance a sense of community
belonging, create a more varied and inviting streetscape, and increase chance
encounters between neighbours.488

Recommendation 12: Improve the attractiveness, safety, and
accessibility of local parks and other green spaces.
Time Frame: Medium-term
Suggested Lead: Vancouver Board of Parks and Recreation
Suggested Partners: Local landscape architects
A major target of the City’s Healthy City Strategy is that all residents will live within a
five-minute walk of a park, greenway, or other green space. For many people, parks
and green spaces can be a great place to meet and socialize. They are also a lowstakes venue for those who wish to be around people but are not yet comfortable
enough to interact with them. Unfortunately, not all parks and green spaces are inviting.
A review of the literature and consideration of comments during the community
consultations revealed several features our local parks and green spaces that could be
improved to attract more people and provide opportunities for chance encounters:

Havelaar, 2016b; United States Postal Service, Office of the Inspector General, 2016
Mehta, 2007
487 Mehta, 2007, 2009
488 Kelly, 2012
485
486
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Improve lighting to reduce tripping hazards and increase perceived safety.



Ensure that parks are free of litter.



Add additional features to increase visual interest and create focal points that
naturally attract people.489 Examples include varied furniture; brightly-coloured
flowers and plants; water features; creative shade structures; and “social
furniture” like chess boards, ping-pong tables, and urban exercise equipment.



Pay careful attention to the arrangement of seating. Research shows people
prefer congregating at the edges of public spaces because it makes them feel
safe and gives them a full view of their surroundings.490 Seating should be
dispersed and not be concentrated in the middle of a park because it can make
people feel vulnerable and exposed. Moreover, to encourage social interaction,
seats should face each other.



Consider the creation of additional mini-parks and parklets, which tend to be
more inviting, intimate, and conducive to social interaction compared to larger
green spaces.491



Include more space and infrastructure for the performing arts (e.g., music
bandshells, electrical outlets for audio equipment).



Given the potential social benefits of gardening and other nature activities492,
protect existing community gardens consider installing more.



To help identify gaps and barriers in parks and green spaces, consider following
the example of London, Ontario, in which local residents conduct age-friendly
audits using a checklist that considers many of the features listed in this
recommendation.493 These audits can be supplemented by observational studies
to determine how green spaces are being used—or not used—in order to
determine how to optimize them for social interaction.

Whyte, 1980
Kelly, 2012; Whyte, 1980
491 Kelly, 2012
492 Tse, 2010. Although this was a study of an indoor gardening program for nursing home residents,
results suggest that the social element of gardening (e.g., chatting with other residents while planting
flowers) may have been beneficial in reducing loneliness. Note that this is just one study and the sample
size was small, so more research is needed on the effectiveness of this type of program.
493 See Peterborough Council on Aging, 2017, p. 34
489
490
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Recommendation 13: Encourage the inclusion of “sociable design”
features in residential buildings.
Time Frame: Medium-term
Suggested Lead: City of Vancouver Housing Department
Suggested Partners: City of Vancouver: Social Policy & Projects Division and Urban
Design Panel; SFU Department of Gerontology; Architectural Institute of British
Columbia; Urban Design Institute
In his book The Happy City494, urbanist Charles Montgomery describes how
architectural design features of residential buildings, especially high-rises, can facilitate
or hinder social interaction. A large number of Vancouver seniors live in apartment
buildings and condominiums, and many spend a great deal of time indoors during the
rainy months. It is important, therefore, that the City encourage developers to
incorporate more “sociable design” features into their buildings, especially in locations at
high risk for social isolation or loneliness. The following suggestions are offered:


Add new design guidelines to the Building By-law. Guidelines could focus on the
inclusion of both formal and informal common areas495, such as rooftop gardens
courtyards, barbeque spots, play areas for both children and seniors (preferably
in central areas viewable by all units), and comfortable seating in lobbies and
outside front doors.
Guidelines could also focus on the specific location of certain features. For
example, to increase chance encounters between neighbours, developers could
be encouraged to locate essential amenities like mailboxes and laundry facilities
in the same area.
To encourage residents to linger in common areas, they could include attractive
features like artwork, fountains, plants, and comfortable seating in central
locations and along high-traffic routes (e.g., hallways).496
Other “sociable design” features include exterior corridors, intentional spaces
(e.g., bike wash, pet wash, workshops), and onsite businesses like coffee

Montgomery, 2013, https://thehappycity.com/
In Vancouver, about half of people living in condos or apartment buildings do not have a common area
in which to socialize with neighbours (Vancouver Foundation, 2017).
496 Bruni, 2017; Huang, 2006
494
495
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shops.497 Including WiFi hotspots in common
areas is another option to draw tenants into
common areas.498

Design guidelines
that encourage
social interaction
should be
considered on par
with accessibility
guidelines.

These suggestions build on an earlier
recommendation in the Age-Friendly Action
Plan to include more accessibility guidelines in
the Building By-law to allow seniors to “age in
place.” Given that supportive social
environments are a key ingredient to aging in
place, design guidelines that encourage social
interaction should be considered on par with
accessibility guidelines and thus be considered for inclusion in the By-law.


In place of codifying guidelines, encourage the Urban Design Panel to request
consideration of these features when reviewing new developments.



Alternatively, consider providing concessions to developers who incorporate
these design features, as well as tax incentives for property owners who update
their buildings to encourage social interaction (e.g., building recreation rooms or
communal dining areas).



Provide training sessions to the design community about the role of design
features in promoting social connections, and introduce them to successful
examples499 of residential buildings that include these features. This could be
accomplished in partnership with Mr. Montgomery’s Happy City Project; the
Architectural Institute of British Columbia; the Urban Design Institute; and the
Department of Gerontology at Simon Fraser University, which has a program on
aging and the built environment.

Although design features can play an important role in improving sociability in
residential buildings500, architects and developers should keep one important point in
mind: there must be a balance between residents’ desires for interaction and their need
for privacy. As Kelly cautions, “overt attempts to engineer social interaction may backfire
as people often withdraw when they feel their privacy is under threat.”501

Tavakoli, 2017
Bruni, 2017
499 Tavakoli et al., 2017
500 van der Ryn, 2013
501 Kelly, 2012, p. 10
497
498
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Recommendation 14: Enhance transit options and the transit
experience for seniors.
Time Frame: Short-term
Suggested Lead: City of Vancouver Transportation Planning; TransLink
As discussed in the literature review and by participants in the community consultations,
lack of affordable, accessible, and timely transit is a risk factor for social isolation and
loneliness. Poor transit impedes the ability of seniors to leave their homes, to meet
other people, and to participate in social programs. Given the long lead times, largescale improvements to transit are unlikely to happen in the short-term, but three smaller
changes can be undertaken now:


Increase the presence of SkyTrain attendants on station platforms and
encourage them to adopt more of a greeting and information role rather than an
enforcement role.



Include additional seating at transit stations, especially SkyTrain stations, to allow
seniors to rest and to talk to other passengers while waiting. In addition,
encourage station attendants to linger in these areas. Not only can this increase
perceived safety—a key target of the Healthy City Strategy—but it can facilitate
social interaction because people are more likely to converse with fellow
passengers when platform attendants are present.502 Moreover, SkyTrain
attendants can assist passengers who need to access washrooms.



Work with the provincial government to implement ride-share services like Uber
and Lyft. These services can provide quick and affordable transit options for
seniors. Existing transit services like HandiDart are often inconvenient because
they must be booked in advance; ride-share services like Uber can be booked
immediately, allowing seniors the freedom to travel as they please.
More importantly, ride-share drivers are usually quite sociable and strike up
conversations with their customers. These types of small, social interactions with
strangers can increase positive affect503, which in turn may shift isolated and
lonely people’s negative social perceptions and help them feel more comfortable
around people.504 For seniors who do not use smartphones, they can still take

Kelly, 2012
Sandstrom & Dunn, 2014. Ignoring strangers has the opposite effect (Wesselmann, Cardoso, Slater, &
Williams, 2012). Sometimes people are reluctant to engage in small interactions with strangers because
they think that the other person will not be interested in communicating. In fact, research suggests this is
not true and that we actually tend to underestimate others’ interest in communicating (Epley & Schroeder,
2014).
504 Cacioppo & Patrick, 2008
502
503
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advantage of ride-sharing by using services that can book rides on their behalf
(e.g., Common Courtesy505). In the United States, the American Association of
Retired Persons (AARP) is currently working with Lyft to study whether ridesharing apps can help improve seniors’ well-being.506

Recommendation 15: Prevent isolation and loneliness among ethnic
minority seniors by protecting ethnic neighbourhoods; ensuring that
local services are culturally appropriate; providing relevant
information about government and social programs in many
languages; and facilitating intergenerational living arrangements.
Time Frame: Medium-term
Suggested Lead: City of Vancouver: Social Policy & Projects Division, Housing
Department, and Cultural Communities Advisory Committee
Ethnic minority seniors are at increased risk for social isolation and loneliness compared
to the overall population507, although there is variation across subgroups. For example,
those whose mother tongue or culture is significantly different from the predominant
culture are particularly at risk508, as are those who come from a collectivistic rather than
individualistic culture.509 Additional risk factors include intergenerational tensions with
adult children510; conflicts with family members about returning to their home country;
the absence of ethnic enclaves with culturally appropriate services; and lack of
information about immigration/settlement issues and government and social
programs.511
Considering these risk factors, the following recommendations are offered to help
reduce or prevent isolation and loneliness among ethnic seniors:

Green, 2017
Marsh Ryerson, 2018
507 National Seniors Council, 2017
508 de Jong Gierveld, van der Pas, & Keating, 2015
509 This may be due to cultural differences in expectations for social contact and, therefore, greater
likelihood of becoming disappointed when the preferred degree/quality of social contact is absent. See:
Dykstra, 2009; Fokkema, de Jong Gierveld, & Dysktra, 2012; Goodwin, Cook, & Yung, 2001; Jylha &
Jokela, 1990; Lykes & Kemmelmeier, 2014.
510 Immigrant seniors and their Westernized adult children may have different values and expectations
regarding the amount of time that should be spent together (Ng & Northcott, 2015).
511 Syed et al., 2017
505
506
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Steps should be taken to preserve ethnic-enclave neighbourhoods like
Chinatown, which can help foster relationships between seniors who share a
common cultural and migration history512 and which provide access to culturallyspecific organizations, professionals, and businesses (e.g., ethnic grocery stores,
pharmacies, and beauty salons).



At the same time, steps should be taken to help immigrant seniors feel more
integrated with the wider community (e.g., organizing multicultural festivals or
providing English language classes).513 In an intriguing study of older immigrants
in Canada, de Jong Gierveld and colleagues found that having a network of
people who speak one’s native language is associated with increased loneliness,
perhaps because these networks reinforce longing for one’s home country and
culture, or because these networks are insular and preclude integration with the
wider community.514



The effects of gentrification on ethnic neighbourhoods should be actively
monitored to ensure that affordable space is available for ethnic minority
residents, businesses, and not-for-profit organizations. When new developments
are planned for these neighbourhoods, Council should consider setting aside
space for cultural venues, and the City should offer reduced rent for the use of
this space by people living and working in these neighbourhoods.



The City should consider partnering with other levels of government and
organizations that serve ethnic seniors in order to provide up-to-date information
about government and social programs, as well as immigration and settlement
issues. This information can reduce the likelihood that ethnic minority seniors
become socially isolated and overly dependent on family members to meet all of
their needs.515 This is of particular importance because loneliness and social
isolation are risk factors for elder abuse.516 Indeed, ethnic minority seniors who
are unaware of services or their legal rights could be at risk of control by abusive
family members. As mentioned frequently in the community consultations, this
information should be provided in multiple languages.



Participants in the community consultations frequently highlighted the value of
intergenerational connections and programs. Given that seniors from some
countries are more accustomed to intergenerational living arrangements, the City
could encourage and provide assistance to older adults to share their homes with
younger people who can provide support and companionship in exchange for

A sense of belonging to one’s own ethnic group provides some protection against loneliness (Klok et
al. (2017).
513 Givetash, 2018b
514 de Jong Gierveld, van der Pas, & Keating, 2015
515 Tam & Neysmith, 2006
516 Acierno et al., 2010; Dong et al., 2007; Grafstrom, Nordberg, & Winblad, 1993; Lachs et al., 1994;
Phillips, 1983; Truchon, 2011
512

SILAS Recommendations

106

free or discounted rent. This type of intergenerational contact could alleviate
isolation and loneliness517, allow older adults to remain in their communities, and
provide younger people with affordable accommodation in an increasingly
expensive housing market. Moreover, pairing together people of different ethnic
backgrounds could improve cultural awareness and respect. The City or a notfor-profit organization could facilitate these arrangements with the creation of a
website or other mechanism that helps screen and match people who would be
willing to live together. The West End Seniors’ Network is currently exploring the
feasibility of a program to screen and match seniors who wish to co-reside; if
successful, strategies from this program could be applied to a similar
intergenerational program.


In addition to private residential dwellings, the City could encourage or help
facilitate arrangements in which younger students reside in nursing homes free of
charge (or at affordable rents) in exchange for spending time with seniors. This
type of arrangement is found in several European cities518 and has recently been
piloted in London, Ontario.519

Sectors: Not-for-Profit, Individuals, Families/Caregivers
Recommendation 16: Empower seniors and their families to use
technology, including online social networking
Time Frame: Short-term
Suggested Lead: Vancouver Public Library
Suggested Partners: Vancouver School Board; UBC eHealth Strategy Office (Dr.
Kendall Ho); seniors’ centres; community centres
The best way to prevent social isolation and loneliness is to be proactive—to take steps
now to ensure that one has an adequate social network. This is also the best way to
plan for an emergency or disaster. It is no surprise that during the Chicago heatwave of
1995 and the European heatwave of 2003, people with stronger social support networks
had a greater chance of survival.520 This is why one of the key targets in the Healthy
City Strategy is for all residents to have at least four people they can rely on for support
in a time of need. This City also supports an earthquake preparedness program that can

See Miller, 2015
Reed, 2015
519 Ghonaim, 2017
520 Keller, 2015; Klineberg, 2002b; Pekovic et al., 2007
517
518
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only be successful if people are willing and prepared to take care of each other in the
event of such a disaster.
But building and maintaining a strong social network can be challenging for many
people.521 Fortunately, technology can make this easier.522

Potential Benefits of Online Social Networking
While concerns have been raised in the popular press about the role of online social
networking in promoting loneliness523, and while some research has suggested that
social networking has a small but statistically significant negative effect on mental wellbeing524, these technologies may be useful for those with very restricted social networks
or who have difficulty maintaining social contact because of mobility challenges or
distance.525 Social networking can also be used to forge new relationships based on
shared hobbies and common interests (e.g., Meetup.com). In addition, these
technologies can be invaluable during emergencies and after disasters. Facebook, for
example, has a Safety Check526 feature that alerts friends and family if a friend or family
member is safe after a disaster. It also allows people in the immediate vicinity to offer
help or supplies to those in need (e.g., food, shelter).
Encouraging seniors to use online social networking would align well with Vancouver’s
goal to become a “resilient city.”527 However, while older adults are more digitally
connected than ever528 and are the fastest growing group of Internet and social media
users529, and while their attitudes toward online social networking are generally
positive530, some seniors may have misconceptions about technology or lack the skills
to make the best use of it.
To address this issue, it is recommended that the Vancouver Public Library offer
Internet and social networking classes to older adults. Following successful examples in
the United States, seniors could be enticed to participate by receiving free or rented
This may be especially challenging for men, who often base much of their social network around coworkers and who let their other relationships lapse with age (Baker, 2017). As they retire, they may find
their social network quite small, leaving them to rely on their spouse for emotional support.
522 E.g., Fokkema & Knipscheer, 2007; Sum et al., 2008; Tsai & Tsai, 2011. For reviews, see Campos et
al., 2016; Chipps, Jarvis, & Ramlall, 2017; Choi, Kong, & Jung, 2012; Cotton et al., 2013; Morris et al.,
2014
523 Konnikova, 2013; Marche, 2012; Turkle, 2011
524 Shakya & Christakis, 2017
525 Gardiner et al., 2016; Wong, 2015
526 https://www.facebook.com/about/safetycheck/
527 https://www.100resilientcities.org/
528 Anderson & Perrin, 2017
529 Doyle & Goldingay, 2012; Pew Internet, 2017
530 Lennon & Curran, 2012
521
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tablets in exchange for joining the classes and committing to use their tablet to build
relationships with friends and family.531 Some participants in the community
consultations recommended that lessons be taught by students from local schools (in
exchange for course credit), thus providing a potentially valuable intergenerational
experience.532
As with all technologies, online social networking is a tool,
and its usefulness depends on how it is used.533 Active
rather than passive use should be emphasized during
training sessions, as research suggests that active use
(e.g., using Facebook to keep in touch with family or
Meetup.com to find new social groups) is associated with
decreased loneliness whereas passive use (e.g., “lurking”
or merely looking at photographs and clicking “like”) is
associated with increased loneliness.534 In addition,
seniors should be reminded that these technologies can
make them vulnerable to abuse (e.g., financial fraud), so
they should be taught skills to help avoid this.

Like all
technologies,
social media is
a tool; its
usefulness
depends upon
how it is used.

Even older adults with cognitive impairment and physical disabilities (e.g., poor
dexterity) can enjoy the benefits of online social networking. Thanks to researchers at
the University of Toronto TAGLab535, there is a non-language-specific Android
application called InTouch that allows seniors to communicate with friends and family
without typing (e.g., they can say hello simply by waving their hand).536 Researchers
and software developers should be encouraged to continue innovation in this area.

Kamber, 2018
A caveat regarding intergenerational programs: they are unlikely to provide any benefit if the
underlying activity is not personally meaningful to all participants (Galbraith, Larkin, Moorhouse, &
Oomen, 2015; Herrmann et al., 2005).
533 Cacioppo, 2012, cited in Marche, 2012; Nowland et al., 2018
534 For a review, see Nowland, Necka, & Cacioppo, 2018. As the authors note, causality is likely
bidirectional. Passive use of social technology appears to increase the risk for loneliness, but people who
are lonely in the first place not only prefer using social technology to communicate, they also tend to use
it passively, similar to the way they interact with others offline. Precisely why passive social media use is
associated with loneliness is not clear, but may reflect a tendency to engage in negative social
comparison (see Feinstein et al., 2013, for a discussion of this possibility in the context of depression).
535 https://taglab.utoronto.ca
536 Neves et al., 2015
531
532
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Other Technologies
In addition to online social networking, exciting advances in voice-controlled
technologies like Amazon’s Alexa and Google’s Home Assistant may provide benefits to
isolated and lonely seniors. Such devices could be programmed to provide gentle
reminders to engage in social activities (e.g., calling a friend or going to the store) and
also help to meet social needs directly through interactive dialogue. For seniors who
have become socially anxious due to prolonged isolation, these devices could be used
to practice social skills and to develop greater social comfort. The American Association
of Retired Persons is currently conducting a pilot study of the effectiveness of voicecontrolled devices to delay or reduce isolation and its consequences.537
As mentioned earlier, the use of robots may also hold promise, including lifelike robotic
pets for those who cannot keep pets in the home; these have proven especially popular
in countries like Japan, with rapidly growing populations of isolated and lonely
seniors.538 Technology can also be used to deliver specific online interventions, such as
psychotherapy and the friendship enrichment program described on page 95.
Those who care for seniors can also benefit from technology. For example, the Howz
app uses sensors to monitor a senior’s activity (e.g., how often the person stays at
home or opens the door to receive visitors) and then alerts trusted friends or relatives if
there is any unusual activity that might indicate social isolation.539 Another example is
TYZE540, a Canadian social networking site that allows a group of friends, family
members, or neighbours to coordinate care around an older adult, including scheduling
visits, medical appointments, and meals.
Older adults appear to be receptive to the use of these technologies, especially if they
feel that they will allow them to age independently.541 This is certainly an area ripe for
future research.542 Of course, as with all technologies, potential concerns around
privacy and data collection should be considered. To help people learn more about
these technologies, it is recommended that the City partner with the UBC eHealth
Strategy Office543 and Dr. Kendall Ho, who regularly provide free public lectures on
healthcare apps and websites.
It is worth mentioning that websites and apps that facilitate neighbourhood sharing of
tools and services could also be useful in creating social connections (in addition to

Marsh Ryerson, 2018
Howard, 2017; Liberatore & MacDonald, 2016; Robinson et al., 2013; Tarantola, 2017
539 https://www.howz.com/
540 https://tyze.com/
541 Czaja, 2018
542 Campos et al., 2016
543 https://ehealth.med.ubc.ca/
537
538
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saving people money). Indeed, asking a neighbour for a small favor (e.g., to borrow a
tool) can be enough to “break the ice” and possibly open the door for a new friendship
or relationship.544 Tavakoli examines a variety of websites and apps that could be used
for this purpose.545
Finally, given all the potential benefits of Internet-based technologies, efforts should be
made to ensure that all seniors have access to fast and affordable broadband
service.546 For those living in residential towers, consideration should be given to
including free WiFi hotspots in common areas. Not only would this reduce the high cost
of broadband service for seniors, but it could also draw tenants to common areas and
thus spark chance encounters between neighbours (so long as they remember to took
away from their gadgets from time-to-time!).547

Sector: Business
Recommendation 17: Work with the business community to help
address isolation and loneliness in their establishments and in their
neighbourhoods.
Time Frame: Short-term
Suggested Lead: City of Vancouver
Suggested Partners: Business Improvement Associations
The business community has not traditionally been viewed as playing a role in tackling
isolation and loneliness548, even though it may be in a unique position to do precisely
that. Businesses already make a valuable contribution by sponsoring and co-hosting a
variety of social events throughout the city, but they may wish to consider additional
roles.
In particular, it is recommended that the City partner with the 22 Business Improvement
Associations to examine how their members’ businesses can support their customers’
and employees’ social well-being. The following are some suggestions:

Olds, Schwartz, & Webster, 1996
Tavakoli, 2017
546 Czaja, 2018
547 Bruni, 2017
548 E.g., Kantar Public, 2016
544
545
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Mall and storeowners could consider how
security practices may deter seniors from
socializing (e.g., security guards discouraging
people from “loitering” in shopping malls).

Even small,
positive social
exchanges
between service
providers and
customers can
improve
momentary wellbeing and
increase sense
of belonging.



Grocery stores, retailers, and banks could
remind cashiers and tellers of the need to know
their customers and to better identify and
communicate with those who may be isolated or
lonely. For many of these customers, chatting
with a clerk is their only social contact all
week.549 Research suggests that even small,
positive social exchanges between service
providers and customers (e.g., smiling, making
eye contact, having a brief conversation) can
improve momentary well-being and sense of
belonging.550 For isolated and lonely people,
these small, positive exchanges could challenge their misperception that people
are threatening, and encourage them to be more prosocial, thus helping break
the vicious cycle of isolation and loneliness.551



Since many seniors go to the bank or grocery store for the express purpose of
being around other people, these businesses may wish to designate certain parts
of their establishments as areas for socializing (e.g., free “coffee corners”) or hold
regularly scheduled “tea times” for their senior customers.552



Following the example of Tesco in the United Kingdom, grocery stores could
experiment with “relaxed check-out lanes” for seniors who need more time
because of cognitive impairments or simply because they would like to chat with
a cashier.553 Given these potential social benefits, businesses may wish to
reconsider how many checkout lanes they plan to replace with self-checkout
machines.



As people are more likely to access services that are near their homes or where
they run errands554, local businesses could function as “community hubs” by
advertising social events and services in their neighbourhoods.

Kantar Public, 2016.
Sandstrom & Dunn, 2014. Even interactions between total strangers (on a train or in a waiting room)
can have positive emotional effects (Epley & Schroeder, 2014), as can merely being in the presence of
other people, given the tendency for human beings to regulate one another’s behaviour and emotions
(Cacioppo & Hawkley, 2008).
551 Cacioppo & Patrick, 2008
552 Paikin, 2018
553 BBC, 2017
554 Kantar Public, 2016
549
550
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Given the difficulty of finding safe, accessible, and sufficiently large space for
community events like lectures or meetings, businesses may wish to consider
renting their facilities (e.g., boardrooms) to seniors’ groups at a discounted rate.



Given that loneliness in the workplace can have a negative impact on employees’
work performance and the way they treat people around them (including
customers),555 employers should create a climate that facilitates social
connectedness. Examples include promoting a culture of inclusion and empathy;
providing sufficient time and space for social interaction; and even providing
small gestures of support and encouragement.556 Aside from improving cooperation and productivity557, fostering social connectedness in the workplace
greatly benefits the large number of employees whose primary source of social
contact may be their work colleagues. Of course, given the importance of family
relationships in preventing loneliness, employers should also take steps to
ensure that employees have sufficient time to tend to their relationships outside
of the workplace.558



Employers should consider identifying employees at risk for, or currently suffering
from, isolation and loneliness, and offering referrals to employee assistance
programs if warranted.



Finally, employers should consider offering retirement planning sessions for
employees, emphasizing the need to build and preserve their social networks
early on so that they can remain socially connected after retirement. This would
be especially important for men, whose primary social network outside the home
is often the workplace.559

Ayazlar & Guzel, 2014; Jacobs, 2017; Murthy, 2017; Nordstom, 2017
Seppala & King, 2017
557 Seppala & King, 2017
558 Waytz, 2017
559 Baker, 2017
555
556
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Public Education
Although social isolation and loneliness have been receiving significant attention in the
mainstream media, many people in the general public—including those who may be
suffering from isolation or loneliness themselves—may not know enough about these
problems. In order to combat social isolation and loneliness, it is imperative that the
general public be aware of the signs, causes, and serious consequences of isolation
and loneliness, as well as how they can help themselves, their friends, their family
members, and their neighbours to overcome them. This type of broad-based approach
is an important complement to more targeted approaches, such as interventions for
specific groups of people at risk for isolation and loneliness. To this end, the following
recommendations are offered.

Sectors: Government, Individuals
Recommendation 18: Launch a public education campaign about
social isolation and loneliness, including a “one-stop shop” website
for information and resources about these issues.
Time Frame: Short-term
Suggested Lead: City of Vancouver Corporate Communications
Suggested Partners: BC Psychogeriatric Association; Heretohelp.bc.ca; Vancouver
Public Library Media Lab; Vancouver Board of Parks and Recreation; local experts on
isolation and loneliness
A campaign should be launched to educate the public about isolation and loneliness,
following the example of similar campaigns in the Netherlands560 and the United
States.561 The campaign could occur during a special week (e.g., National Seniors’
Week in BC) or throughout the year (considering that isolation and loneliness are not
specific to seniors). The campaign could focus on several issues: the importance of
social connections; the negative health impact of isolation and loneliness; risk factors
and warning signs; and how to combat the stigma surrounding these problems. People
should be encouraged to have discussions about these topics with friends and family

Honigh-de Vlaming et al., 2013
AARP Foundation Connect2Affect ( https://connect2affect.org/); Boston College Talks Aging
(https://www.bc.edu/centers/ioa/videos/social-isolation.html)
560
561
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and to share the information from the campaign with others. Special attention should be
placed on addressing various myths surrounding isolation and loneliness:


Myth: Isolation and loneliness are the same.



Myth: Isolation and loneliness are merely unpleasant emotional states without much
effect on physical and mental health.



Myth: Isolation and loneliness are easily overcome by simply telling someone to
“make more friends.”



Myth: Isolation and loneliness affect seniors only.562



Myth: Isolation and loneliness are inevitable consequences of aging and not much
can be done to change this.

Given that many people report not knowing how to cope with isolation or loneliness563,
the campaign should also offer suggestions for coping and making social connections.
Independent Age UK recently published a guide for seniors that contains this type of
information564, as have the Dutch Coalition Against Loneliness565 and the British charity,
Mind.566 Helpful tips have also been published in the popular press.567
On the next page are some self-tips drawn from these websites, the literature review,
and the community consultations for the SILAS project. Following this list are some tips
for people who wish to provide support to those who are isolated or lonely.568 All of
these can be included in proposed public education campaign.

As discussed earlier, chronic isolation and loneliness can happen at any age, although there are some
certain risk factors that are more common in later life. Describing these as universal phenomena rather
than exclusively “seniors’ issue” could reduce ageist stereotypes as well as the stigma of isolation and
loneliness.
563 In one survey, 15% of British seniors indicated that they did not know what steps to take when they
feel lonely (Independent Age UK, 2016).
564 https://www.independentage.org/sites/default/files/2016-11/Advice-Guide-If-youre-feeling-lonely.pdf
565 https://www.eenzaam.nl/
566 https://www.mind.org.uk/information-support/tips-for-everyday-living/loneliness/
567 E.g., Latson, 2018
568 Drawn from Cacioppo & Patrick, 2008; de Jong Gierveld & van Tilburg, 2007, cited in Expatica, 2007
562
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Self-Help Tips for Public Education Campaign


Remember that we all feel isolated or
lonely from time-to-time. This is normal. It
is only a problem when prolonged.



Pick activities where everyone is focused
on a task and not expected to interact right
away.



Do not ignore loneliness. Just like thirst
tells you that you need water, loneliness
tells you that you need more (or better)
social connections.



Seek activities where you play a
meaningful role in other people’s lives.



Focus on quality over quantity, but
remember that a mix of strong and weak
ties is ideal.



Loneliness can make us mistrustful, critical,
and rejecting, so check your assumptions
and give others the benefit of the doubt.



Try to make new relationships without
expecting anything. As time passes, you
may be pleasantly surprised that someone
has become a good friend, or more!



Reconsider your expectations. For
example, is it reasonable to expect one
person to be your sole source of support,
or that friendships should be conflict-free?



Although it can be scary, especially when
you feel alone, try to create deeper bonds
with people by slowly opening up more.
Others will likely reciprocate.



Ask your family doctor for a referral to a
counselor. This might help you overcome
the factors that led to your
isolation/loneliness, or at least help you
manage the effects of isolation/loneliness.



Isolation and loneliness can affect your
health, so practice self-care: eat well,
exercise, and try to improve your sleep.



Take charge: although others can help, you
alone must decide to take steps to improve
your relationships.



Remember that not all isolation or
loneliness can be solved. Sometimes the
best you can do is to reduce it, tolerate it
(e.g., using mindfulness), or minimize its
impact on your health and mental wellbeing through self-care.



Don’t be afraid to admit you are lonely. Just
talking about it can make you feel better.



Prevention is easier than cure: build your
support network now while you still can.
And do not let existing relationships fade.



Try to figure out the cause of your
isolation/loneliness so you can determine
the possible solution(s).



Try to improve the quality of your existing
relationships.



Make a plan: create a regular schedule of
social activities and stick with it, even if you
do not feel like it.



Isolation and loneliness can make you
socially anxious, so start with small, “lowstakes” activities, even something as
simple as greeting a cashier or sitting in a
public space where you are not expected to
talk to anyone (e.g., a park, cinema, or
mall). This will help you gradually feel more
comfortable and confident around people,
and may even lead to chance encounters.



If you are afraid to start a new activity on
your own, ask if someone will accompany
you the first few times.



Take a risk and reach out to someone,
even if not face-to-face (e.g., an email).



Break the ice by asking a favor (e.g., to
borrow something) or offering help.



Meet others through activities that are
meaningful and enjoyable; this will help you
persevere when you feel like giving up.
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The campaign could involve mail-outs and
social media ads targeted to high-risk
individuals; loneliness heat maps would be
invaluable in this regard. Radio ads, posters
in transit stations, articles in non-English
newspapers, and YouTube videos should
also be considered. Since half of older adults
indicate that television is their main source of
company569, television ads could be useful,
too.
In line with the City of Vancouver’s Healthy
City Strategy, a key element of the education
campaign should be to encourage all citizens
to complete a card listing at least four570
trusted people they can call in a time of need
(i.e., their “personal convoy”). Of course, not
everyone will be able to name four people, so
gentle suggestions could be offered to help
them build a support network. If possible, this
support network should ideally comprise
people of different ages.
Encouraging people to build a network may
be difficult for those who are solitary by
nature and happy with a small social
network.571 Yet, as discussed at the
beginning of this report, social isolation may
have an impact on health and longevity just
like loneliness.572 To encourage these people
to expand their social network, it may be
beneficial to remind them about the possible
health risks of a small social network.573

Tips for Supporting an
Isolated or Lonely Person
 Recognize that an isolated
person may not necessarily feel
lonely and need help.



Remember that lonely people can
be hard to identify because it is
difficult to know how someone is
feeling inside.



Be patient and understanding.
Isolation and loneliness can make
people socially anxious and push
others away.



Avoid telling the person that they
are “just depressed.”



Avoid telling the person to “join a
club.” They may interpret this as
dismissive and may feel lost
when thrown into a group.



Be persistent: the person might
repeatedly reject offers of
friendship. Let them know that
you are there if they change their
mind. Eventually they may “open
the door a crack” and feel
comfortable enough to accept
your support. Your persistence
will also help challenge their
assumption that people are
unreliable.



Avoid actions or language that
may be perceived as pitying,
patronizing, or infantilizing.

Campaign to End Loneliness, December 2013
Why four? Although having just one or two people to rely on in times of need is better than having no
one, it is too much to expect that these people will be available all the time. Four is a more reasonable
number.
571 Newall & Menec, 2017
572 E.g., Holt-Lunstad et al., 2015; Steptoe et al., 2013
573 Newall & Menec, 2017
569
570
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As suggested in the community consultations, the campaign should also encourage
people to check in on elderly neighbours or others who might be homebound and have
limited social contact. Although some people prefer to guard their privacy, many would
appreciate this attention and feel good knowing that someone is thinking about them.
Taking inspiration from the websites of the Dutch Coalition Against Loneliness574 and
the British Campaign to End Loneliness575, the City should also work various partners to
create an accessible website with information about isolation and loneliness. This
website, which should be in several languages, could include relevant articles, selfassessment tools, self-help resources, research, scientifically-validated interventions,
and book/movie lists. Where appropriate, there should be a focus on local information.
The website should link to the BC211 Redbook576, a searchable online database of
information about community, government, and social services in BC. As suggested in
the community consultations, consideration should also be given to including an online
discussion forum for seniors.
Ideally, website visits should be tracked to determine if people from certain areas are
accessing it more often than others, thus providing a hint about rates of isolation or
loneliness in those areas. Peak times for website use should also be monitored as this
can provide clues about the times during which people might be most isolated or
lonely577—information that can then be used to optimize the allocation or timing of
services (e.g., adjusting business hours or staffing levels for social services or hotlines
in the area). As always, privacy issues should be considered when collecting this type of
data.
All of these public education materials should be shared widely. It may be fruitful to
partner with the Province of British Columbia to distribute some of these materials to
people who have recently applied for a death certificate, given that bereavement is a
risk factor for isolation and loneliness. Funeral homes could also participate in this
initiative. New immigrants are another group who would benefit from this information.
For further suggestions to maximize the effectiveness of public education materials, see
Appendix D.

https://www.eenzaam.nl
https://www.campaigntoendloneliness.org
576 http://www.bc211.ca
577 Evenings, the night, weekends, and holidays appear to be peak times for isolation and loneliness
(McInnis & White, 2001; Steed et al., 2007). Loneliness may be especially prominent during night, when
the feelings of threat and vulnerability that characterize loneliness become even more pronounced
(Cacioppo et al., 2002a; Hawkley, Preacher, & Cacioppo, 2010; Matthews et al., 2017; Wong, 2015). One
lonely senior offers another insight: “Loneliness catches up with you when you switch off that light…When
there is nothing to occupy your thoughts, then loneliness comes” (Roos & Klopper, 2010, p. 284).
574
575

SILAS Recommendations

118

Sectors: Academic, Not-for-Profit
Recommendation 19: Incorporate information about isolation and
loneliness into educational curricula for students, service providers,
and clients.
Time Frame: Medium-term
Suggested Lead: City of Vancouver Social Policy & Projects Division
Suggested Partners: Vancouver School Board; local academics; BC Psychogeriatric
Association
Using information from the proposed loneliness website, the training material described
in Recommendation #4, and the database of interventions described in
Recommendation #8, the City should work with educational partners to create an online,
self-directed mini-course about social isolation and loneliness that instructors, service
providers, and businesses could incorporate into their curricula. Those who would
benefit from such a course include:


High school students taking guidance classes, given that the earlier people learn
how to cope with isolation and loneliness, the less likely they may be to
experience chronic forms of these problems later in life578



Students in gerontology, social work, counseling, nursing, and medicine579



Seniors attending continuing education classes (e.g., SFU 55+ program)



Service providers who wish to educate their clients about isolation and loneliness

To enhance learning, local academics and experts on isolation and loneliness could be
invited as guest speakers and present some of the material from the mini-course.

578
579

ACEVO, 2015; Dykstra & Fokkema, 2015
Holt-Lundstad & Smith, 2017
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Research, Measurement, and Evaluation
There is a dearth of high-quality empirical data relating to causes and consequences of
isolation and loneliness, how organizations address these problems, barriers to service
provision, and program effectiveness. As mentioned by some participants in the
community consultations, without a solid research base it is challenging to plan
programs and to evaluate their effectiveness, long-term impact, and cost. This, in turn,
makes it difficult to justify program funding and to allocate resources efficiently.580 Given
these shortcomings, the following recommendations are offered.

Sector: Government
Recommendation 20: Improve the quantity and quality of data on the
prevalence of social isolation and loneliness in the city.
Time Frame: Medium-term
Suggested Lead: City of Vancouver Social Policy & Projects Division
Suggested Partners: Vancouver Coastal Health; BC Ministry of Health; Statistics
Canada


Conduct surveys on a regular basis to determine the prevalence of isolation and
loneliness across the city. Given the fact that isolation and loneliness can
become worse over time, and that isolation and loneliness in early life may have
negative health consequences later on581, prevalence should be measured for all
ages, not just seniors.



Work with all government agencies to select and use common, well-validated
measures of isolation and loneliness in order to facilitate comparability of data
across time and place (e.g., multi-item scales like the de Jong Gierveld
Loneliness Scale).582



In addition to targets for social support (e.g., encouraging people to try to find at
least four trusted people in their social support network that they can rely on in

MacCourt, 2007
Caspi et al., 2006; Danese et al., 2009; Lacey et al., 2014
582 For more information on instrument selection and measurement issues, see Campaign to End
Loneliness (2015a). For detailed background information on developing instruments, see Jopling (2014).
580
581
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times of need), specify clear and reasonable targets for preventing or reducing
loneliness.


Conduct a city-wide survey to create a snapshot of how many organizations are
aware of, and are currently working towards, preventing or alleviating social
isolation and loneliness (or planning to do so). Also consider asking if they would
like to do work on this topic, but do not have the necessary resources to do so.
With these data, the City can set appropriate targets for organizations (e.g., a
certain percentage of organizations will be aware of social isolation or loneliness
by a certain time). The City could also use these data to determine the specific
resource gaps that are impeding progress on reducing or preventing isolation
and loneliness.



Track population-level changes in broad outcomes related to isolation and
loneliness, including incidence of falls; physician and emergency room visits;
days spent in hospital; nursing home admissions; and medication use. This can
help determine if interventions, particularly those at a broader, systemic level, are
having any impact on the prevalence and/or consequences of social isolation and
loneliness.

Sector: Not-for-Profit
Recommendation 21: Improve the quality of program evaluation.
Time Frame: Medium-term
Suggested Lead: Not-for-profit organizations
Suggested Partners: SFU Department of Gerontology; independent research
consultants
It is acknowledged that most organizations have limited resources to conduct rigorous
research on their interventions. However, all organizations can start to take small steps
towards this end; if they do not, they risk wasting time and scarce resources on
ineffective interventions and, worse, prolonging their clients’ suffering. Even stating a
commitment to improve the quality of evaluation would be a positive step in the right
direction. Specific recommendations are listed in Appendix E, but five are emphasized
here:


Make prevention or reduction of isolation or loneliness an explicit goal, and make
sure it is clearly defined so that it can be accurately measured. While improving
social connectedness is a broad, over-arching goal, it should be defined more
precisely, such as reducing social or emotional loneliness by a certain degree.
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Aim to use a before-after research design with a randomly selected control group
to determine what the outcomes would have been for those who did not
participate in the intervention, and to minimize the impact of various confounds
like self-selection bias583 and regression to the mean.584



Determine which specific program elements are effective and why. Qualitative
evaluations are useful in this regard. With this information, programs can be
improved and essential elements can be reproduced elsewhere on a larger
scale.



Examine both short- and long-term program outcomes. A program may not be
valuable if it only leads short-term changes. This is especially important for
chronic forms of isolation and loneliness, which tend to be resistant to change.



Consider examining the impact of prevention and intervention efforts on key
outcomes related to isolation and loneliness (e.g., subjective well-being, health,
mortality, and healthcare utilization/spending).

Sector: Academic
Recommendation 22: Improve the quality of basic research on the risk
factors, trajectories, and consequences of isolation and loneliness,
and develop new, research-based interventions.
Time Frame: Medium-term
Suggested Lead: Individual academic organizations
Suggested Partners: Research networks like Campaign to End Loneliness; TBD
Academics have made tremendous strides in improving knowledge about isolation and
loneliness and developing innovative, empirically based interventions. The following
recommendations are offered to help build on this excellent work:

When individuals select themselves into an intervention group (as opposed to being randomly
assigned). This can make it difficult to determine whether outcomes after the intervention are due to the
intervention itself as opposed to characteristics of the individuals who chose to participate.
584 When a variable is extreme on its first measure, it tends to be closer to the average level on
subsequent measurements. In non-randomized studies, this statistical reduction (e.g., in a person’s
loneliness score) may be mistakenly interpreted as evidence for the effectiveness of the intervention
(Linden, 2013).
583
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Examine risk factors and consequences of isolation and loneliness among local
residents (given that existing research is focused at the national level).



Examine risk factors, consequences, and interventions pertaining to specific
forms of isolation and loneliness (e.g., transient vs. chronic loneliness; emotional
vs. social loneliness)



Conduct longitudinal studies to help discern causal pathways (e.g., how isolation
and loneliness emerge over the life course; how transient loneliness becomes
chronic; whether different combinations/categories of isolation and loneliness are
stable over time and how people move in and out of them).



Study isolation and loneliness in specific groups that have not received much
attention, including people with substance abuse problems, unemployed people,
nursing home residents, and those who are homeless.



Examine moderator effects (i.e., specific risk factors, outcomes, and pathways as
a function of gender, age, ethnicity, sexual orientation, social class, or specific
triggering events). This is important because risk factors specific to one group of
people may not be apparent when examining risk factors in mixed samples.585



Standardize social isolation and loneliness instruments to facilitate data pooling
(e.g., for purposes of meta-analysis).



Conduct quantitative and qualitative research on the best ways to define and
measure social isolation, given the lack of consensus regarding this construct.586
(This is less of an issue with loneliness.)



Propose and study the utility of cut-off points for isolation and loneliness scales.
These cut-off points may be useful in defining different groups (e.g., people who
are isolated and lonely vs. those who are lonely but not isolated), as well as
developing targeted interventions and determining eligibility for services.587



Develop advanced, targeted interventions, especially those addressing
maladaptive social cognition.



Develop innovative strategies to reach isolated and lonely seniors who do not
typically participate in programs/interventions.



Develop innovative strategies to prevent chronic isolation and loneliness.



Develop costing tools to enable local government and service providers to
determine cost savings as a result of isolation and loneliness interventions

Dahlberg et al., 2015
Newall & Menec, 2017
587 Ibid.
585
586
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Ongoing Monitoring
Recommendation 23: Assign oversight to the Seniors’ Advisory
Committee to monitor the City’s ongoing implementation of strategies
based on this report.
Time Frame: Short-term
Suggested Lead: City of Vancouver Seniors’ Advisory Committee
Suggested Partners: City of Vancouver Social Policy & Projects Division
Once the City has selected a series of strategies based on the recommendations in this
report, progress should be monitored regularly by the Seniors’ Advisory Committee and
its SILAS subcommittee (which should become permanent). The subcommittee should
work with the Social Policy & Projects Division to ensure not only that the strategies are
effectively implemented, but that they are helping to meet the goals of the Healthy City
Strategy, the Age-Friendly Action Plan, the Social Infrastructure Plan, and the World
Health Organization Global Age-Friendly City program. Given the diversity of seniors
who are affected by social isolation and loneliness, it is also recommended that the
SILAS subcommittee include members from other City of Vancouver advisory
committees, including the LGBTQ2+, Cultural Communities, and Urban Indigenous
People’s Advisory Committees.
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Conclusion
As is hopefully clear after reading this report, social isolation and loneliness are complex
phenomena. Although some readers may be seeking it, there is no simple solution—no
ideal social activity or program—that will “cure” isolation or loneliness. This is especially
so with chronic cases, which may be caused by long-standing factors and exacerbated
by changes in social cognition and behaviour. The stigma surrounding isolation and
loneliness, coupled with the perception that these are private matters, further complicate
efforts to remedy them. It is important, therefore, to maintain realistic expectations.
It is also important to remember that loneliness and isolation cannot be completely
eliminated. Some degree of isolation and loneliness are a normal part of the human
condition; indeed, without loneliness, we would lack the motivation to form and maintain
the human ties that are essential to our health and well-being.
Nevertheless, it is clear that a variety of factors—ranging from the genetic to the
societal—can increase the risk for prolonged, painful isolation and loneliness. This
report has attempted to offer some suggestions on how these factors and their negative
effects can be reduced or, better yet, prevented. Given the multidimensional nature of
these problems, this report has emphasized a coordinated approach between many
different players. As the Campaign to End Loneliness reminds us, “A problem which is
often about a lack of connections needs a connected response.”588
The recommendations in this report are not meant to be prescriptive; rather, they are
intended to be “jumping-off” points for further discussion and brainstorming. Interested
parties are invited to adopt the recommendations as they are, or adapt them based on
their specific needs and available resources. Whatever they do, it is hoped that they will
approach the recommendations with an open mind. Moreover, it is hoped that they will
evaluate and document their efforts—successful or not—and share them with their
colleagues as well as the Seniors’ Advisory Committee. The more that we can learn
about isolation and loneliness, and the more knowledge we can share, the better
equipped we will be to tackle these problems effectively.
From time to time, an addendum may be added to this report to reflect new innovations
and best practices. Expired web links may also be corrected when possible. Readers
are encouraged to visit http://www.seniorsloneliness.ca for updates and are welcome to
provide comments and suggestions.
***
The opinions and recommendations in this report, and any errors or omissions, are
those of the author and do not necessarily reflect the views of the funders or publishers.
588

Campaign to End Loneliness, 2011, p. 15
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Appendix A:
The UCLA Loneliness Scale (Version 3)
For items with asterisks, use this ranking:
1 = Always, 2= Sometimes, 3= Rarely, 4 = Never
For items without asterisks, use this ranking:
1 = Never, 2, Rarely, 3 = Sometimes, 4 = Always

Item
*

*
*

Score

1.

How often do you feel that you are “in tune” with the people around you?

2.

How often do you feel that you lack companionship?

3.

How often do you feel that there is no one you can turn to?

4.

How often do you feel alone?

5.
6.

How often do you feel part of a group of friends?
How often do you feel that you have a lot in common with the people
around you?
How often do you feel that you are no longer close to anyone?
How often do you feel that your interests and ideas are not shared by
those around you?
How often do you feel outgoing and friendly?

7.
8.
*

9.

*

10. How often do you feel close to people?
11. How often do you feel left out?
12. How often do you feel that your relationships with others are not
meaningful?
13. How often do you feel that no one really knows you well?
14. How often do you feel isolated from others?

*

15. How often do you feel you can find companionship when you want it?

*

16. How often do you feel that there are people who really understand you?
17. How often do you feel shy?
18. How often do you feel that people are around you but not with you?

*

19. How often do you feel that there are people you can talk to?

*

20. How often do you feel that there are people you can turn to?

Scoring: Add all the numbers. General cut-offs: less than 22 = low loneliness; 22-43 = middle of the
spectrum; 44 and over = high loneliness. Alpha reliability in most samples is generally >.90 (i.e., high
reliability).
Source: Russell, D. (1996). UCLA Loneliness Scale (Version 3): Reliability, validity, and factor structure.
Journal of Personality Assessment, 66, 20-40. (A brief, 3-item version is available, but is more suitable for
research surveys rather than individual screening. See Hughes et al., 2004.)
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Appendix B:
The De Jong Gierveld Loneliness Scale
Indicate for each statement the extent to which they apply to your situation, the way you
feel now.
Item

Yes!

Yes

More
or
less

No

No!

There is always someone I can talk to about
my day-to-day problems.
I miss having a really close friend.
I experience a general sense of emptiness.
There are plenty of people I can lean on when I
have problems.
I miss the pleasure of the company of others.
I find my circle of friends and acquaintances
too limited.
There are many people I can trust completely.
There are enough people I feel close to.
I miss having people around me.
I often feel rejected.
I can call on my friends whenever I need them
Scoring:
Step 1




Count the neutral and positive answers ("more or less", "yes", or "yes!") on items
2, 3, 5, 6, 9, 10. This is the emotional loneliness score.
Count the missing values (i.e., no answer) on items 2, 3, 5, 6, 9, 10. This is the
missing emotional loneliness score.
Count the neutral and negative ("no!", "no", or "more or less") answers on items
1, 4, 7, 8, 11. This is the social loneliness score.
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Count the missing values (i.e., no answer) on items 1, 4, 7, 8, 11. This is the
missing social loneliness score.

Step 2


Compute the total loneliness score by taking the sum of the emotional loneliness
score and the social loneliness score. The higher the total score, the higher the
level of current loneliness. The appropriateness of different cut-off points requires
more study, but in a Dutch sample, the authors tentatively suggested the
following: 0-2 = not lonely; 3-8 = moderately lonely; 9-10 = very lonely; 11 and
over = severely lonely (van Tilburg & de Jong Gierveld, 1999).

Notes





The emotional loneliness score is valid only if the missing emotional loneliness
score equals 0.
The social loneliness score is valid only if the missing social loneliness score
equals 0.
The total loneliness score is valid only if the sum of the missing emotional
loneliness score and the missing social loneliness score equals 0 or 1.
Alpha reliability in most samples is generally between .80 and .90 (i.e., good
reliability).

Source: de Jong Gierveld, J., & van Tilburg, T.G. (2017). Manual of the Loneliness
Scale. Amsterdam: Vrije Universiteit.
Briefer versions of the scale are available; see the manual above for more information.
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Appendix C:
Additional General Recommendations for Optimizing Programs and
Interventions to Address Social Isolation and Loneliness
The following tips are offered in addition to those described in Recommendation #9:


When selecting from multiple interventions, consider the pros and cons of each.
While some programs may seem ideal on the surface, they may have unintended
consequences (e.g., a program that encourages social participation but fails to
address maladaptive social cognition may inadvertently reinforce negative social
perceptions, leading to discouragement and further isolation or loneliness).



Consider the success and failures of previous programs. Why did certain
programs work? Which elements worked or did not, and why?



Aim for programs that are multidimensional (e.g., those which provide opportunity
for social contact but also include a social-cognitive component). Examples of
such programs are described by SPARC BC589 and Masi et al.590
Multidimensional programs can equip people with an arsenal of tools they can
use to confidently prevent or cope with isolation and loneliness.



Where possible, involve seniors in all aspects of programming, from design to
delivery to evaluation. Not only can this help make programming more applicable
(as older adults are the best judges of what they would like to), but it can also
help seniors feel that they are making a valuable contribution. The latter is
especially important considering that not feeling valuable is a central component
of loneliness for many.591 Moreover, allowing seniors to play an active role in
programming is an easy way to respect their need for independence and
personal control.



Do not assume that just because a client is participating in an activity that they
actually enjoy it; they may simply be participating because there are no other
options available.



Consider casual “drop-in” opportunities for social interaction that do not require a
commitment.592 This can be attractive for seniors who are reticent of social
contact. It can allow them to gradually acclimate to social contact and develop
greater confidence in their social abilities.

SPARC BC, 2017
Masi et al., 2011
591 Hauge & Kirkevold, 2012; Wong, 2015
592 Kantar Public, 2016
589
590
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Avoid advertising programs as being specifically for isolation/loneliness, given
the stigma surrounding these issues. Instead, use more generic language (e.g.,
“Relationship Enrichment Program” or “Friendship Development Program”).



Avoid infantilizing or patronizing clients. This includes offering activities that are
more suitable to children than grown adults, or speaking in a child-like manner
(i.e., elderspeak593).



Examine your organization’s culture and how it impacts program delivery. In
particular, beware the formation of “cliques” among your service-users because
this can make some lonely people feel even more excluded than they already do.



Try your best to accommodate clients with sensory impairments (e.g., provide
interpreters for deaf clients).



Offer programs at various times of the day, not just during regular business
hours.

Language resembling babytalk: Brenoff, 2017; Caporael, 1981; Kemper, 1994; Leland, 2008;
Simpson, 2002; Williams, Kemper, & Hummert, 2003

593
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Appendix D:
Additional Recommendations for Maximizing the Effectiveness of
Public Education Materials
The following tips are offered in addition to those described in Recommendation #18:


Seniors should review all materials to ensure they are appropriate in terms of
language, colour, contrast, font size, visual interest, etc. For examples of suitable
print materials, see materials used in the RISE social isolation campaign.594



Seniors should be involved in usability testing of the website (e.g., checking
navigation, menu structures, and accessibility for people with visual
impairments).



Given higher rates of isolation and loneliness among people with language
difficulties, information should be presented in multiple languages.



Materials should avoid inadvertently stigmatizing or pathologizing isolated and
lonely people (e.g., by using language suggestive of mental illness).



Older adults should not be depicted in an ageist, stereotypical manner, given that
ageism is associated with isolation and loneliness595 and that it may discourage
seniors from seeking help. In particular, images of frail seniors should be
avoided, as should images of seniors who are exceptionally active and engaged,
as this can make some seniors feel inadequate or abnormal.596



Given the diversity of seniors in Vancouver, as well as the higher rates of
isolation and loneliness among certain subgroups, images should reflect different
ethnicities, cultures, sexual orientations, gender expressions, and physical
abilities.



To avoid conveying a paternalistic attitude, include messaging from seniors
themselves, rather than messages delivered exclusively by experts or clinicians.



Positive attention should be drawn to seniors who have successfully recovered
from social isolation/loneliness, with information on how they overcame these
problems.597

http://rise-cisa.ca
Sutin et al., 2015
596 National Seniors Council, 2014
597 Sarner, 2018
594
595
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All materials should include a link to the loneliness website described in
Recommendation #18 and perhaps information about the central referral service
described in Recommendation #5.



The effectiveness of the education campaign should be measured regularly,
especially if the campaign is costly. Outcome measures should include not only
broad indicators like reductions in isolation and loneliness, but also specific
actions resulting from the campaign (e.g., asking if citizens and service providers
saw/heard the information, learned something about isolation/loneliness, passed
the information along to someone, or took steps to help themselves or someone
else experiencing isolation or loneliness).



Any information gleaned about best practices for this advertising campaign
should be shared with service providers to assist them with their own advertising
and public education efforts.
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Appendix E:
Additional Recommendations for Improving Quality of Measurement
and Evaluation of Interventions
The following tips are offered in addition to those described in Recommendation #21:


Make measurement an integral part of interventions rather than an add-on (e.g.,
use answers to a loneliness scale to start a conversation with a client about their
specific relationship needs).



Ensure that clients complete measurement instruments themselves; avoid relying
on second-hand accounts from staff, as these can be biased.



Given the stigma surrounding loneliness and the reluctance to admit it, consider
allowing clients to complete loneliness scales at home or online rather than in the
presence of a staff member.



Make sure to get “buy-in” from staff members and volunteers regarding the
importance of measurement. Without buy-in, staff and volunteers may be less
inclined administer measures carefully and consistently.



Conduct measurements throughout an intervention (including right at the
beginning) to identify possible changes in “real time.”598 This may help clarify
what is working and what is not.



Consider involving seniors themselves in the research process, including
planning and measurement (i.e., participatory action research).



Where possible, use sufficiently large sample sizes to (1) increase statistical
power and (2) avoid false positive results.599



Examine which approaches work best for specific groups, including minority
groups; those suffering from specific types of loneliness (i.e., social vs. emotional
loneliness, transient vs. chronic); those presenting with specific combinations of
isolation and loneliness (e.g., those who are isolated and lonely; those who are
lonely but not isolated); and men compared to women. Also consider which
factors protect against isolation and loneliness in these different groups.



When measuring cost-effectiveness, consider not only program costs (e.g.,
staffing, materials) but also how much support is needed from informal
caregivers and volunteers. Also measure/estimate health-related cost savings
like hospital admissions and physician visits.600

E.g., Bouwman et al., 2017
Button et al., 2013
600 Jopling, 2014; McDaid, Bauer, & Park, 2017
598
599
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Partner with local academics, including graduate students from SFU
Gerontology, to ensure sound measurement and evaluation.



Seek to publish or otherwise share the results of your program evaluations. This
increases the chances that successful interventions will be reproduced by others.
It also increases the probability of securing additional program funding.
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Appendix F:
Summary of Responses from Community Consultation Events
From March 29th to April 25th, 2017, the City of Vancouver hosted four community
consultations with the intent of creating dialogue around social isolation and loneliness
among seniors living in Vancouver. Over 200 individuals participated in these events,
with representation from government, health authorities, neighbourhood houses,
senior’s centres, educational institutions, and other organizations and individuals
providing services to seniors. Participants also included a diverse representation of
individuals from visible minorities, disabilities, Indigenous, and LGBTQ+ communities.
Date

Not-forprofit

Academic

Government

Other

Total

March 29th

21

1

10

9

41

April 6th

13

5

9

7

34

April 10th

31

11

14

9

65

April 25th

28

4

21

11

64

Totals

93

21

54

36

204

46%

10%

26%

18%

100%

The engagement portion of the event was conducted in a “world café” format. At each
event, participants were invited to break out into small groups and discuss working
together as a community to support seniors in Vancouver who are experiencing (or are
at risk for) social isolation or loneliness. The five questions focused on identification,
outreach, services, barriers, and public education.
Discussion questions
1.

What do we know about seniors who are socially isolated and/or lonely, and how
can we help them?

2.

How do we identify and reach out to seniors who are socially isolated and/or lonely?

3.

How can we help link seniors who are socially isolated and/or lonely to services that
will support them?

4.

How do we address the barriers that prevent all seniors from getting the support
they need to address social isolation and/or loneliness?

5.

What can we do to raise public awareness about social isolation and/or loneliness
among seniors?
SILAS Recommendations

135

To conclude each discussion, each table identified the top three items they would like to
see implemented to reduce or prevent isolation and loneliness among seniors. At the
end of the event, participants were invited to identify their top priorities from the list of
action items generated during the table discussions. Below is a list of the top five action
items receiving the highest number of votes.
What do we know about socially isolated and/or lonely seniors and how
can we help them?

Votes

Action Items

16

Address communication issues (e.g., language barriers, literacy,
technology skills).

15

Develop better transportation services for seniors (as family members
should not be relied on for this)

15

Ensure lack of funding for services is an election issue.

13

Support meaningful contact with peers, language, and cultures.

12

Support opportunities for leadership by seniors in their communities .

11

Ensure information and referral services are available in different
languages.

How do we identify and reach out to socially isolated and/or lonely seniors?
Votes

Action Items

13

Establish networks to support service providers, healthcare agencies,
and community centres to share information and resources.

11

Encourage information sharing among service providers and
organizations (e.g., centralize data, develop better connections).

9

Reduce transportation barriers that prevent seniors from participating in
community life and accessing services.

9

Encourage intergenerational programs and opportunities to connect with
seniors.

8

Build the capacity of volunteers, neighbours, and others to connect and
build relationships.
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How can we link seniors who are socially isolated and/or lonely to services that
support them?
Votes

Action Items

13

Ensure that programs have sustainable funding in order to build trust and
rapport among individuals, especially those in marginalized communities.

10

Support intergenerational connections (e.g., work with youth and seniors
to promote mutual respect and acceptance, and to share multicultural
connections and life experiences).

10

Utilize non-traditional grassroots groups to foster connections and trust
between seniors and communities (e.g., block watch, police, public library
staff, rental building managers).

10

Encourage networking and relationship-building between service
providers in order to share resources

10

Recognize healthcare professionals and organizations as information
sources for a variety of senior services

How can we reach the “hard-to-reach” and how can we ensure that
they can reach us?
Votes

Action Items

19

Recognize the importance of funding for a backbone organization that
works to ensure consistent program delivery.

14

Ensure that support services offer consistent relationships and outreach
by allocating sufficient resources and clarifying mandates.

9

Establish satellite seniors’ centres that support the development of strong
connections and that provide easier access to emotional support,
transportation, and caregiver assistance.

9

Support the development of networks and partnerships that connect
service providers doing similar work; that increase collaboration on new
projects; and that link organizations to provide better service.

8

Support cultural integration through education, sharing, and the
development of connections between residents.
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What can we do to raise public awareness about social isolation and/or
loneliness among seniors?
Votes
21
14

Action Items
Develop intergenerational programs to raise awareness, encourage
involvement of families and communities, and reach out beyond the
population of seniors.
Identify gaps in seniors' spaces. Create seniors' centres and similar
spaces in neighbourhoods that currently lack them.

12

Raise policymakers’ awareness social isolation and loneliness, and
seniors’ issues more generally. Be persistent.

11

Support seniors’ services workers by raising awareness of the value they
provide.

10

Encourage governments to provide funding for more events that
encourage collaboration between organizations.
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Evaluation
The following summarizes the feedback received by participants in the community
consultations.
What did you like about the event?
Responses (n=116)

Total

The world café format and questions

27%

Opportunities to share ideas, learn, and collaborate

21%

Networking opportunities/resource sharing

21%

Diversity and attendance of participants

17%

Well-organized event

10%

Other (e.g., facilitation of the tables; enthusiasm and engagement
from people in attendance)

4%

Total

100%

Was there anything missing that would make the event better?
Responses (n=73)

Total

Organization (e.g., spacing tables further apart, more refreshments)

21%

Nothing

19%

Discussion questions need further clarification; should be less
repetitive and more action-focused

14%

Provide follow-up materials

11%

Greater variety of languages or more organizations at the events

11%

More time for discussion and/or smaller table discussion groups

10%

Additional time for networking

7%

More seniors at the events

7%

Total

100%
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Were the discussion questions relevant to your needs and interests?
Responses (n=41)

Total

Yes, the questions were relevant and interesting

56%

Other

27%

No, the questions were too similar

10%

Yes, but it is challenging to see how to move forward

5%

No, we need more practical, action-based questions

2%

Total

100%
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Appendix G:
Members of the Social Isolation and Loneliness Project Collaborative
Name
Marcy Cohen
Eddy Elmer
Clemencia Gómez
Miranda Haley
Beatrice Ho
Yasmin Jetha
Shelley Jorde
Lidia Kemeny
Anthony Kupferschmidt

Dale Lutes
Atiya Mahmood
Claudine Matlo
Colleen McGuinness
Susan Mele
Wendy Mendes
Amanda Mitchell
Scott Ricker
Carol Ann Young

Affiliation
- Researcher, Raising the Profile Project
- PhD Student, Vrije Universiteit Amsterdam
- Member, City of Vancouver Seniors’ Advisory
Committee
- Executive Director, South Granville Seniors’ Centre
- Member, City of Vancouver Seniors’ Advisory
Committee
- A.S.K. Friendship Centre
- Member, City of Vancouver Seniors’ Advisory
Committee
- Director of Home Health, Vancouver Coastal Health
- Seniors Hub Director, South Vancouver
Neighbourhood House
- Director, Granting & Community Initiatives, Vancouver
Foundation
- Executive Director, West End Seniors’ Network
- Member, City of Vancouver Seniors’ Advisory
Committee and City of Vancouver Fire & Rescue
Services Advisory Committee
- Member, City of Vancouver Seniors’ Advisory
Committee
- Associate Professor of Gerontology, Simon Fraser
University
- Executive Director, Mount Pleasant Neighbourhood
House
- Chair, City of Vancouver Seniors’ Advisory Committee
- Recreation Supervisor, Vancouver Board of Parks &
Recreation: Kerrisdale Community Centre
- Social Infrastructure, City of Vancouver
- Community Engagement, City of Vancouver
- Vice-chair, City of Vancouver Seniors’ Advisory
Committee
- Senior Social Planner, City of Vancouver
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