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Loneliness and social isolation are related but distinct dimensions of social connection. Loneliness is commonly understood as the subjective perception that the quality or quantity of a person’s relationships does not meet their needs, whereas social isolation refers more objectively to the size, frequency or structure of social contact (Valtorta et al., 2016; Prohaska et al., 2020). This distinction is important in health and social care because a person can be socially connected yet lonely or have relatively few contacts without experiencing loneliness (Valtorta et al., 2016). Treating the concepts as interchangeable can therefore lead to inaccurate assessment and poorly targeted support (Prohaska et al., 2020).
This review focuses on adults aged 50 years and over in England. The age threshold is consistent with major English ageing research, particularly the English Longitudinal Study of Ageing (ELSA), which follows adults from age 50 and has been used to investigate loneliness, social isolation, frailty and broader patterns of social connection (Davies et al., 2021; Bu and Fancourt, 2024). The topic is relevant to health and social care because social connection is influenced not only by personal relationships but also by mobility, transport, community resources, digital access and service design (Reinhard et al., 2018; Bałki et al., 2022).
The COVID-19 pandemic intensified attention to social isolation in later life because public-health restrictions altered usual patterns of contact and participation (Robb et al., 2020). However, pandemic evidence must be interpreted carefully because forced restrictions created circumstances that were not typical of routine ageing or usual service delivery (Robb et al., 2020; McElroy et al., 2023). A scoping review is therefore useful for mapping how different studies conceptualise social connection, which health outcomes they examine, and where the evidence supports or limits implications for current UK practice (Tricco et al., 2018; Peters et al., 2020).
1.1 Review question
What does recent peer-reviewed evidence show about the relationship between loneliness, social isolation and health and wellbeing among adults aged 50 years and over in England, and what are the implications for UK health and social care practice?
1.2 Objectives
The objectives were to identify four peer-reviewed studies published from 2016 onwards that examine loneliness, social isolation, social connection or related health outcomes among older adults in England; compare how the studies define and measure these concepts; organise findings into cross-study themes; critically evaluate methodological strengths and limitations; and develop evidence-informed recommendations for research, policy and health and social care practice (Tricco et al., 2018; Peters et al., 2020).
[bookmark: _Toc237607427]2. Background
Loneliness and social isolation are increasingly recognised as public-health and social-care concerns because social relationships are associated with psychological wellbeing, physical functioning and use of health services (Prohaska et al., 2020; Eager et al., 2025). The evidence nevertheless requires conceptual precision. Valtorta et al. (2016) showed that measurement tools cover structural, functional and subjective dimensions of social relationships, meaning that apparently similar studies can assess different exposures. International evidence also suggests cumulative disadvantage when loneliness and objective isolation coexist; Barnes et al. (2022) reported poorer health profiles and greater emergency-service use among older adults experiencing both. This measurement diversity helps explain why intervention outcomes and effect estimates are difficult to compare directly (Valtorta et al., 2016; Prohaska et al., 2020).
The English policy context has increasingly acknowledged loneliness as a cross-sector issue. The national loneliness strategy positioned social connection as a matter extending beyond health services to communities, transport and civic participation (HM Government, 2018). NHS England’s personalised care model likewise promoted social prescribing as a mechanism for connecting people with non-clinical community resources when social circumstances contribute to health needs (NHS England, 2019). These approaches are relevant to older adults because barriers to participation may arise from mobility limitations, bereavement, retirement, caring responsibilities, financial pressures or reduced access to transport and local services (Reinhard et al., 2018; Prohaska et al., 2020).
Evidence on social prescribing is promising but heterogeneous. Reviews suggest potential reductions in loneliness, but intervention content, study quality and follow-up vary, limiting confidence that referral alone is sufficient (Reinhardt and Vidovic, 2021; Galvez-Hernandez et al., 2022). Services should therefore match support to the mechanism of disconnection and evaluate outcomes rather than referral volume.
Digital communication may support connection when face-to-face contact is difficult, but effects vary with access, literacy and intervention design (Bałki et al., 2022). A digital-first response can therefore exclude people lacking devices, connectivity, confidence or accessible interfaces. Culture, migration history, language and family structure can also shape loneliness and support preferences, reinforcing the need for culturally responsive provision (Joshi et al., 2024).
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3.1 Review design
A scoping review design was used because the aim was to map the nature and range of evidence rather than estimate a single pooled treatment effect. Scoping reviews are appropriate when concepts are heterogeneous, study designs differ and the purpose includes identifying gaps, clarifying terminology and examining how research has been conducted (Tricco et al., 2018; Peters et al., 2020). Reporting was informed by PRISMA-ScR, which emphasises transparency in eligibility criteria, information sources, study selection and presentation of results (Tricco et al., 2018).
Critical appraisal is not always compulsory in scoping reviews because their primary purpose is evidence mapping rather than formal certainty grading (Peters et al., 2020). Nevertheless, methodological strengths and limitations were examined because the assignment requires evaluation and because study design affects how confidently findings can inform practice (Khalil et al., 2021). Appraisal therefore focused on sampling, measurement, temporal ordering, confounding, representativeness, context and the appropriateness of causal interpretation rather than assigning a numerical quality score (Khalil et al., 2021).
3.2 Eligibility criteria
Eligibility was organised using the Population–Concept–Context framework recommended for scoping reviews (Peters et al., 2020). The population was adults aged 50 years and over; the concept was loneliness, social isolation, social connection or social engagement in relation to health or wellbeing; and the context was England or evidence with clear relevance to English health and social care practice. The analytical sample was limited to peer-reviewed primary or secondary research articles published from 2016 onwards so that the review reflected contemporary evidence while remaining manageable within the assignment scope (Tricco et al., 2018; Peters et al., 2020).
Articles were eligible when they examined mental health, physical health, frailty, wellbeing or social functioning and provided findings relevant to older adults in England. Policy papers, guidance, editorials, commentaries and conference proceedings were excluded from the analytical study set because the assignment requires peer-reviewed research studies for the scoping review. Such sources were used only in the background where they contributed relevant policy or practice context. Studies focused exclusively on children, adolescents or younger adults, and papers mentioning loneliness without analysing it or a related social-connection construct, were excluded.
3.3 Search strategy and study selection
A structured literature search was undertaken using PubMed and Google Scholar, supplemented by targeted publisher searches and reference-list checking. The final supplementary search was conducted on 14 August 2026. Four concept blocks guided the strategy: social connection, older age, geographical context and health outcomes. The core terms were loneliness, social isolation, social connection, social engagement, older adults, ageing, England, United Kingdom, health, wellbeing, depression, anxiety and frailty. Searches were restricted to English-language, peer-reviewed research published from 2016 onwards and relevant to adults aged 50 years and over in England. This approach followed PRISMA-ScR and JBI principles for rigorous reproducible scoping-review searching methods (Tricco et al., 2018; Peters et al., 2020).
[bookmark: _Toc237607429]Titles and abstracts were screened against the predefined eligibility criteria before potentially relevant articles underwent full-text assessment. Studies were excluded if they did not focus on adults aged 50 years and over, did not examine loneliness, social isolation, social connection or social engagement in relation to health or wellbeing, lacked relevance to England, or were policy documents, editorials, commentaries or conference proceedings. Four studies met the criteria and were retained: Reinhard et al. (2018), Robb et al. (2020), Davies et al. (2021), and Bu and Fancourt (2024). Their contrasting designs supported thematic comparison across psychological, physical and structural dimensions while making quantitative pooling inappropriate across the final included evidence base.
3.4 Data extraction and thematic analysis
A structured extraction matrix was used to record author and year, setting, design, sample, exposure or social-connection measure, outcome, principal findings, strengths, limitations and relevance to UK practice (Peters et al., 2020). Extracting the same categories from each study supported systematic comparison and reduced the risk of discussing studies selectively. Because the included papers used different designs and outcomes, synthesis focused on the direction, consistency and interpretation of findings rather than treating effect estimates as directly comparable (Khalil et al., 2021).
The findings were synthesised thematically. Initial codes were generated from recurring ideas in the results and interpretations of the four studies, including subjective versus objective connection, psychological vulnerability, physical vulnerability, environmental opportunity and multidimensional patterns of relationships. Related codes were then grouped into four themes that directly addressed the review question. This process was informed by reflexive thematic analysis, which treats themes as interpretive patterns rather than simple frequency counts (Braun and Clarke, 2019).
3.5 Ethical considerations
The review used published evidence and did not involve recruitment, intervention or access to identifiable participant data. Formal participant consent was therefore not required for this secondary review. Ethical responsibility centred on accurate attribution, faithful representation of findings, transparent distinction between association and causation, and avoidance of fabricated data or overstatement (Peters et al., 2020). Particular care was taken not to imply that loneliness is an inevitable feature of ageing or that all older adults have identical social needs, because such assumptions can reinforce stigma and obscure individual preferences (Prohaska et al., 2020).
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Four peer-reviewed studies met the focused inclusion criteria and were synthesised: Reinhard et al. (2018), Robb et al. (2020), Davies et al. (2021), and Bu and Fancourt (2024). Collectively, the studies examined transport-enabled social engagement, loneliness and mental health during COVID-19 restrictions, longitudinal relationships between social disconnection and frailty, and multidimensional patterns of social connection among older adults in England. The studies were heterogeneous in design and outcome, so the results are best interpreted as complementary rather than directly comparable estimates.
4.1 Characteristics and critical appraisal of included studies
	Study
	Design and sample
	Main finding
	Critical appraisal

	Reinhard et al. (2018)
	Quasi-experimental instrumental-variable analysis of free bus travel eligibility in England.
	Greater public-transport use was associated with higher social engagement, fewer depressive symptoms and less loneliness.
	Stronger causal leverage than ordinary cross-sectional analysis, but conclusions depend on instrumental-variable assumptions and reflect a pre-pandemic transport context.

	Robb et al. (2020)
	Cross-sectional rapid-response survey of 7,127 cognitively healthy adults in London; mean age 70.7 years.
	Subjective loneliness was strongly associated with worsening anxiety and depression during early COVID-19 restrictions.
	Large and timely sample, but volunteer-register recruitment, retrospective self-report and the exceptional lockdown context limit representativeness and causal inference.

	Davies et al. (2021)
	Prospective ELSA analysis across waves 2–8 over 14 years; 9,171 participants at baseline.
	Loneliness and social isolation were associated with greater frailty; high loneliness showed a stronger association with incident frailty than low loneliness.
	Longitudinal national cohort and repeated measurement strengthen temporal interpretation, although residual confounding and exclusion of institutional populations remain important limitations.

	Bu and Fancourt (2024)
	Cohort analysis of adults aged 50+ in ELSA using multidimensional social-connection patterns.
	Health and wellbeing differed across social-connection patterns, supporting a multidimensional rather than single-indicator understanding.
	Established cohort and broader conceptualisation are strengths; observational data and model-derived connection patterns restrict causal interpretation.


4.2 Thematic findings
Theme 1: Subjective loneliness and objective isolation are related but not equivalent
The first theme concerns conceptual and measurement differences. Robb et al. (2020) found that subjective loneliness was strongly associated with deterioration in anxiety and depressive symptoms during early COVID-19 restrictions, while living arrangements and other social circumstances did not capture the same experience. This supports the wider measurement literature showing that structural contact and subjective loneliness represent overlapping but distinct dimensions of social relationships (Valtorta et al., 2016). Bu and Fancourt (2024) extend this argument by demonstrating that older adults can occupy different patterns of social connection rather than fitting a simple connected-versus-isolated binary. Together, these findings indicate that a single question about contact frequency is unlikely to identify everyone experiencing meaningful social disconnection.
Theme 2: Social disconnection is associated with psychological and physical vulnerability
The second theme is that social disconnection is associated with both mental and physical vulnerability. Robb et al. (2020) identified a strong relationship between loneliness and poorer self-reported mental-health change during lockdown, while Davies et al. (2021) found longitudinal associations between loneliness, social isolation and frailty. The latter is particularly important because it moves the evidence beyond short-term emotional outcomes and suggests that social circumstances may be linked with longer-term physical vulnerability. However, neither study establishes a simple one-way causal pathway. Poor health can reduce mobility and social participation, while reduced participation may in turn contribute to poorer wellbeing, making reciprocal relationships plausible (Davies et al., 2021).
Theme 3: Environments and services shape opportunities for social connection
The third theme concerns structural opportunity. Reinhard et al. (2018) found that eligibility-related increases in public-transport use were associated with greater social engagement and better mental-health indicators. This is important because it shifts interpretation away from treating loneliness solely as an individual behavioural problem. Access to affordable transport can affect whether older adults are able to visit relatives, attend community activities or reach services, so social participation partly depends on the environment in which people live (Reinhard et al., 2018). The finding is consistent with policy approaches that view social connection as a cross-sector issue rather than one that can be resolved only through clinical intervention (HM Government, 2018).
Theme 4: Social connection is multidimensional and responses should be personalised
The fourth theme is heterogeneity. Bu and Fancourt (2024) identified distinct patterns of social connection associated with different health and wellbeing profiles, indicating that older adults with similar levels of contact can still differ in the types and quality of relationships available to them. This reinforces the distinction between structural and subjective social measures described by Valtorta et al. (2016). It also provides a rationale for personalised intervention: the appropriate response to bereavement-related loneliness may differ from the response to transport-related isolation, digital exclusion or a preference for fewer but meaningful relationships (Bałki et al., 2022; Joshi et al., 2024).
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Across the four studies, the direction of evidence is consistent: poorer social connection accompanies poorer health or wellbeing, but evidential strength is unequal (Reinhard et al., 2018; Robb et al., 2020; Davies et al., 2021; Bu and Fancourt, 2024). Greatest weight can be placed on the longitudinal and quasi-experimental findings because they improve temporal or causal inference, while the pandemic survey is more useful for identifying short-term vulnerability than for establishing causation. Bu and Fancourt (2024) contribute conceptual rather than causal strength by showing that social connection is patterned and multidimensional. The synthesis therefore supports a mechanism-based interpretation, not a universal effect size or single intervention model.
The contrast between Robb et al. (2020) and Davies et al. (2021) illustrates why study design matters. Robb et al. captured experiences rapidly during an exceptional period and offered valuable evidence about vulnerability under forced social restrictions, but the cross-sectional and retrospective elements mean that worsening mental health cannot confidently be attributed to loneliness alone. Individuals with poorer mental health may also perceive or report their social circumstances more negatively. By comparison, the longitudinal ELSA analysis used repeated observations over many years, which strengthens temporal ordering, although residual confounding and bidirectional effects remain possible (Davies et al., 2021). Consequently, the longitudinal evidence supports concern about persistent social disconnection without proving an isolated causal pathway.
Reinhard et al. (2018) contribute a different form of evidence by examining a policy mechanism. Their quasi-experimental approach offers stronger causal leverage than conventional observational association because eligibility for free bus travel provides an external source of variation in transport use. Nevertheless, instrumental-variable analysis depends on assumptions that cannot be fully tested, and transport systems, travel behaviour and service availability have changed since the study period. The study therefore supports the principle that structural access can influence social participation, but it should not be interpreted as proof that one transport policy will reduce loneliness equally across all communities.
Bu and Fancourt (2024) add conceptual depth by showing that social connection is multidimensional. This challenges interventions based only on increasing contact frequency. A person may have frequent interactions but lack emotionally meaningful relationships, while another may be satisfied with a small network. The practical implication is that assessment should identify the person’s experienced problem rather than assuming that low contact is automatically harmful (Valtorta et al., 2016; Bu and Fancourt, 2024). This interpretation is also consistent with the broader consensus literature, which cautions against reducing loneliness to a single social deficit or presenting it as an inevitable consequence of ageing (Prohaska et al., 2020).
The intervention literature supports a cautious, personalised approach. Social prescribing can connect people with community activity, advice or peer support, yet reviews report variable intervention content and mixed outcome evidence (Reinhardt and Vidovic, 2021; Galvez-Hernandez et al., 2022). Technology may extend opportunities for contact but cannot be assumed to substitute for in-person relationships, especially where digital exclusion, sensory impairment or low confidence affects access (Bałki et al., 2022). These findings imply that intervention success depends on matching support to the mechanism of disconnection.
Equity also requires attention. Older adults differ by ethnicity, migration history, disability, income, household composition, geography and access to services, all of which may shape both exposure to social isolation and preferences for support (Joshi et al., 2024). Place-based interventions may therefore have different effects depending on local transport, community assets and social infrastructure (Hsueh et al., 2022). A high-quality health and social care response should avoid universal assumptions and instead combine individual assessment with awareness of environmental barriers.
Taken together, the evidence supports a layered causal model. Subjective loneliness can signal unmet relational need; frailty and mobility can reduce opportunities for participation; and transport or community infrastructure can either enable or constrain engagement (Reinhard et al., 2018; Davies et al., 2021). These levels plausibly reinforce one another: declining function can restrict travel, reduced participation can narrow networks, and a narrower network can intensify perceived loneliness. Because the reviewed studies cannot fully disentangle these feedback loops, the most defensible practice response is integrated and proportionate rather than attributing responsibility to the individual alone.
5.1 Implications for UK health and social care practice
Assessment should distinguish subjective loneliness, objective isolation and broader connection because each can reveal a different intervention target (Valtorta et al., 2016; Prohaska et al., 2020). A proportionate pathway would combine a brief validated measure with discussion of relationship quality, bereavement, mobility, transport, confidence, digital access and cultural context. The practical test of success should be change in the person’s identified outcome—not simply attendance or referral completion. This approach aligns more closely with personalised care than automatic referral to a standard activity (NHS England, 2019).
Referral pathways should be accompanied by follow-up. Social prescribing and community referral may be useful when they connect people to meaningful activities or support, but evidence of effectiveness remains heterogeneous (Reinhardt and Vidovic, 2021; Galvez-Hernandez et al., 2022). Services should therefore monitor whether the intervention changes the outcome important to the person rather than counting referral completion alone. Where transport or accessibility is the main barrier, community and local-government responses may be as important as clinical services (Reinhard et al., 2018).
Digital options should be offered as one component of a wider menu rather than a default replacement for face-to-face provision. Technology-supported interventions can benefit some older adults, yet differential access and confidence may widen inequalities if digital delivery becomes the only route to participation (Bałki et al., 2022). Culturally responsive and locally adaptable provision is also important because experiences of loneliness and preferred forms of social support vary between groups (Joshi et al., 2024).
5.2 Strengths and limitations of the review
A strength of this review is the deliberate comparison of studies using different designs and different dimensions of social connection. This made it possible to identify conceptual, psychological, physical and structural themes rather than relying on one outcome. The review also separated policy and guidance from the peer-reviewed analytical study set, consistent with the assignment specification and scoping-review principles (Tricco et al., 2018; Peters et al., 2020). Critical appraisal was integrated into interpretation so that stronger designs were not treated as equivalent to cross-sectional evidence (Khalil et al., 2021).
The review also has limitations. Four studies were analysed, so the synthesis maps evidence rather than exhaustive coverage. Restricting the scope to recent English-language evidence may omit relevant work (Peters et al., 2020). The studies were heterogeneous in definitions, outcomes and methods, preventing direct quantitative comparison. Much of the evidence remained observational, so residual confounding, reverse causation and selection bias cannot be ruled out (Davies et al., 2021; Bu and Fancourt, 2024). Finally, older adults living in institutional settings or experiencing severe cognitive impairment may be underrepresented in population cohorts, limiting generalisability to some groups with high support needs.
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This scoping review found that loneliness, social isolation and broader social connection are associated with health and wellbeing among older adults in England, but they represent overlapping rather than identical constructs (Valtorta et al., 2016; Robb et al., 2020; Davies et al., 2021; Bu and Fancourt, 2024). The evidence links subjective loneliness with psychological distress, social disconnection with frailty, transport access with opportunities for participation, and multidimensional patterns of connection with differing health and wellbeing profiles (Reinhard et al., 2018; Robb et al., 2020; Davies et al., 2021; Bu and Fancourt, 2024). These findings do not justify a single universal intervention because study designs, populations and measures differ and causal pathways remain partly uncertain.
For UK health and social care, the most defensible conclusion is that assessment and support should be personalised while also recognising structural barriers. Practitioners should distinguish loneliness from objective isolation, identify the mechanism affecting the individual, and link support to that mechanism. Community referral and social prescribing should be monitored for meaningful outcomes, transport and accessible local services should be recognised as part of the social-connection environment, and digital support should supplement rather than automatically replace face-to-face options (Reinhard et al., 2018; Reinhardt and Vidovic, 2021; Bałki et al., 2022). Future research should prioritise longitudinal and intervention designs, consistent measures, underrepresented groups and subgroup analyses that can identify who benefits from which forms of support (Prohaska et al., 2020; Bu and Fancourt, 2024).
6.1 Recommendations
	Area
	Recommendation and implementation
	Evidence and success indicator

	Practice
	Assess loneliness and objective isolation separately, then agree a personalised response to the identified mechanism (for example bereavement, mobility, transport or relationship quality).
	Valtorta et al. (2016); Prohaska et al. (2020). Monitor change in the relevant loneliness/isolation measure and the person’s stated goal.

	Practice
	Use social prescribing, befriending or community referral selectively, with planned follow-up rather than referral as an endpoint.
	Reinhardt and Vidovic (2021); Galvez-Hernandez et al. (2022). Record uptake, sustained participation and change in the targeted outcome.

	Policy
	Protect accessible transport and local social infrastructure as upstream determinants of participation.
	Reinhard et al. (2018); Hsueh et al. (2022). Monitor accessibility, participation and equity of reach across neighbourhoods.

	Digital practice
	Offer digital connection as an additional route, supported by digital-literacy and accessibility help, not as a universal substitute for face-to-face contact.
	Bałki et al. (2022). Monitor access, sustained use and whether digital delivery narrows or widens inequalities.

	Research
	Prioritise longitudinal and intervention studies with explicit definitions, consistent measures and subgroup reporting by ethnicity, disability, living arrangement and place.
	Prohaska et al. (2020); Bu and Fancourt (2024); Joshi et al. (2024). Pre-specify outcomes and report differential effects.
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