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ABSTRACT
The goals and targets.Objectives and aims.
This dissertation sought to examine the effects of social isolation on physical and mental health in older people (65 years and over) in the United Kingdom. The goals were to look for associations between social isolation and physical health outcomes; to look at mental health outcomes; to look at factors that explain these associations; and to receive evidence-based recommendations to help reduce adverse health impacts.

Background
Social isolation in the older population is a significant health and social care issue, as weak social connections could have implications for physical health, mental state and quality of life. The vulnerability to isolation for older adults can be heightened due to changes such as bereavement, ageing, reduction in mobility, living arrangements, chronic illness and retirement. To create effective strategies for healthy ageing and prevention, it is relevant to understand these relationships.

Methods
The secondary research design with the systematic literature review was used. Google Scholar, ProQuest and the UWTSD Online Library were used for conducting the literature search. This review was conducted to highlight published peer-reviewed papers in English-language research between 2015 and 2026 that included adult participants aged 65 years and older within the United Kingdom. Keywords used were social isolation, social loneliness, older adults, physical and mental health. Relevant evidence was synthesised using thematic analysis.

Main Findings
Results showed that social isolation was associated with physical health issues, including decreased physical activity, functional impairments, chronic conditions, sleep disturbances, and health care needs. Mental health outcomes comprised depression, anxiety, and decreased psychological wellbeing, cognitive concerns, or decreased quality of life. These relationships were influenced by depression, sleep quality, physical activity, living conditions & socioeconomic status, and possibly protective factors were social support & community participation.

Conclusions
Older people in the UK are at risk of social isolation because it is a significant risk factor for health and the wellbeing of older people. Good answers involve early evaluation, community-based social connection schemes, social prescribing, physical activity programmes and access to the digital world. To support healthy ageing, independent living and quality of life, there is a need for partnership working between health, social care, community, and those who deliver policies to older people and their families.
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[bookmark: _Toc238002086]CHAPTER 1: INTRODUCTION
Introduction
Social isolation among older adults has emerged as an important health and social care concern because limited social contact can adversely affect physical health, psychological wellbeing, quality of life and longevity. Social isolation and loneliness are considered key determinants of health in interpersonal relationships by the World Health Organization (WHO 2025). This is particularly true for the elderly. At the global level, it is estimated that social isolation affects 1 in 4 older people, and those who are socially disconnected or lonely are at higher risk of developing depression and anxiety, cardiovascular and other negative health outcomes (WHO, 2023). This is especially important in the United Kingdom (UK) where 4.3 million persons older than 65 years of age were living alone in 2024 (Office for National Statistics [ONS], 2025). It is therefore crucial to have an understanding of the link between social isolation and the physical and mental well-being of older people, to inform health and social care practice, policy and community services.

[bookmark: _Toc238002087]Definition of Key Concepts
Social isolation in this sense, is the failure or disproportionality of social relationships, interactions and participation in social networks. It's about how many and how often Social Relational Quality is a subjective feeling. Social isolation can occur as isolation at home, bereavement, retirement, disability, lack of mobility, geographic isolation or limitation of access to community activities. A systematic review by Wang et al, found demographic, physical-health and mental-health characteristics as significant correlates of social isolation among older adults, suggesting that social isolation was related to several interconnected factors. Loneliness, by contrast, is an emotional feeling of isolation when there seem to be insufficient social connections for a person's needs. So someone can live with somebody else to be not lonely, but someone else with others can be lonely (Foster et al., 2023).

Older adults in this study specifically include the population of 65 year olds and over, which comprises the target population in the proposed research. Many changes can occur during this phase of life, such as retirement, loss, decline in health, decreased mobility, loss or changes in family and friends. Physical health is about the condition and the ways that the human body operates, such as mobility and physical activity, having a chronic disease or not, functioning, which means being able to carry out everyday living activities, and general physiological wellbeing. Mental health is a state of psychological and emotional wellbeing and is associated with conditions and experiences like depression, anxiety, cognitive challenges and psychological distress. These are not just physical markers but also social indicators that have been shown to impact the health of an individual physically and psychologically, via behavioural, psychological and biological mechanisms (Diop et al., 2024). Social support is emotional, practical, informational and instrumental help received from other people or groups associated with them, e.g., family, friends, neighbours, community groups or professionals. Proper social support can help shield against negative postings of social disconnection and enhance resilience and healthy ageing (WHO, 2026).

[bookmark: _Toc238002088]Background and Rationale
Social isolation in the older population (persons aged 65 years and older) is rapidly becoming significant; as people grow older, they undergo changes in social, economic, environmental and health-related circumstances which can affect their opportunities for meaningful social participation. Older individuals may have lost a spouse and close friends, retired from their jobs, and have had limited mobility and physical ability, as well as having chronic illness or a different household arrangement, which can also lessen opportunities for social interaction. The increase in the number of older people living alone in the UK is also the result of demographic changes. The proportion of people aged 65 years and over living alone in the UK was over half of all such individuals in 2024, with the number of people of this age living alone an increasing trend from around 3.5 million in 2014 to 4.3 million in 2024 (ONS 2025). While living alone does not necessarily mean that older people are socially isolated or socially lonely, the finding highlights the evolving social context that needs to be taken into account when addressing these issues of health and wellbeing.
It is important to note that the issue of social isolation is not only about well-being in life for the individual, but can also lead to an increase in health and social care needs. A systematic review identified that there is an association between social isolation and poorer physical health (Diop et al., 2024), and that increased social isolation is linked to higher levels of morbidity and mortality and lower quality of life. Likewise, the literature about older people finds that loneliness has been linked to depression and anxiety (Nascimento et al., 2023), loss of physical activity, and diminished health in general. The relationship can be bi-directional as poor physical and/or mental health may limit mobility and social participation, which may further reduce participation. Social isolation is not a social issue or problem alone, but a health determinant in many ways, and one that needs to be addressed by health, social care and community organisations.

Investigation in the UK is warranted as it is now accepted as a public health issue and policy concern with its implications for social isolation and exclusion. The UK Government has been working on and assessing ways to combat loneliness and social isolation, including community-based interventions and social connection workouts (Department for Culture, Media and Sport [DCMS] 2023). In addition, Age UK estimated that there were around 940,000 loneliness visits among people 65 years old and above in the UK. There is also recent evidence that befriending, community groups, social activities and structured aspects of support are examples of interventions addressing social connection (Patil & Braun, 2024). It is therefore important to investigate the relationship between social isolation and physical and mental health, to both synthesize current key evidence, explore important factors and inform evidence-based recommendations for UK health and social care practice.

[bookmark: _Toc238002089]Aim of the Study
This study aims to explore the impact of social isolation on the physical and mental health of adults aged 65 years and above in the United Kingdom. The study will review existing research to appraise and consolidate the evidence associated with the outcomes of physical, psychological functioning and to determine factors that might impact this relationship in relation to social isolation. This is in line with the methodology suggested in the project poster, which classifies the research as a secondary study, a systematic literature review and a thematic analysis. 
[bookmark: _Toc238002090]
Research Objectives
The first aim is to analyse the association between social isolation and physical health outcomes in adults 65 years + in the UK. This objective will take into account information on physical activity, functional health, chronic illness, general physical well-being, and other related physical outcomes. Secondly, to explore the associations between social isolation and mental health outcomes of older people in the UK, focusing on depression, anxiety, psychological well-being, and quality of life. This objective is based on evidence that social disconnection is linked with poor mental health, and is considered to be a significant risk factor for poor mental health in later life (WHO, 2026). The third is to study the potential impact of depression, sleep quality, physical activity, living conditions and socioeconomic status, on social isolation and health outcomes. All these factors are relevant because social isolation is closely linked to an individual's social and physical contexts. The fourth goal is to recognise evidence-based recommendations to mitigate the negative health outcomes of social isolation in the UK for older adults. Taken together, these objectives serve as a framework for summarising the literature and for generating implications for health and social care practice, policy and future research.

The structure of the dissertation is as follows:
This dissertation is divided into five chapters, which gradually work towards the aim and objectives of the research. The Introduction sets the scene for the study by introducing the key terms, why the study was carried out, its goal/aims and the structure of the dissertation (Chapter 1). Chapter 2: Background explores the historical and theoretical context of social isolation and its international and UK context. It also provides an in-depth critique of the literature on the physical and mental health impacts of social isolation and circumstances likely to affect those impacts. The secondary research design and systematic literature review approach used for the study is explained in the Chapter 3- Methods. It encompasses definition of the databases, search strategy, inclusion and exclusion criteria, way of selecting the studies, data extraction, quality assessment, and thematisation, and ethical considerations. The characteristics and results of the literature reviewed are summarised and presented in Chapter 4: Results and Discussion, which combines the evidence and highlights themes of physical health, mental health, mediating and moderating factors and protective social influences. The findings are then critically discussed based on other evidence in the chapter, and implications are drawn for health and social care. Chapter 5, Recommendations and Conclusion, summarises the main findings and makes evidence-based recommendations for practice and policy, and for future research, and presents a conclusion that concretely addresses the research aim and all four objectives.

CHAPTER 2: BACKGROUND
This chapter provides the conceptual and theoretical foundation to understand how social isolation relates to the physical and mental health of older adults. It explores the evolution of social isolation as a public health and social care issue, reflects on the social and demographic context for population ageing, and looks at theoretical frameworks to account for the potential impact of poor social connections on health. It also provides the general background for the study topic as it goes beyond past literary sources that document how the concept of 'loneliness' and 'social isolation' has evolved over time to the more recent concept that sees social relationships as key factors in health. This background is crucial for understanding the evidence that is examined in subsequent chapters, as well as the reasons why social isolation among older adults (aged 65 years and older) is an emerging concern for health and social care services across the United Kingdom (UK) (WHO, 2023; WHO, 2025).

[bookmark: _Toc238002091]Historical Background
Historically, the health of older adults was often understood primarily through biomedical models that focused on disease, disability and physiological decline. There was less focus on social relations, community involvement or emotional health in health policy or clinical practice. Elderly persons residing alone had their social relationships often considered as only a function of their support requirements. As time went on, however, research on ageing showed that ageing was not only a process of nature, but also a social process of relationships, environment and participation. This change helped to better accept the link between social disconnection and potential impact on health and wellbeing.

This shift in thinking has led to the emergence of research on social levelness and loneliness. Some of the earlier research used the words “loneliness” and “social isolation” interchangeably; however, in current research they are differentiated to mean the absence of social connections and feeling “lonely” respectively. This distinction is more and more significant due to the fact that folks can have restricted social interactions without feeling lonely, or they may feel lonely even when they have people around them. This division has contributed to the ways in which researchers, policymakers, and practitioners have understood the extent of social disconnection and developped interventions (Foster et al., 2023). It has been recognised that such experiences are linked, but different, allowing for more focused interventions targeting prevention and intervention work.
Patterns of ageing have changed across the ages which has also helped to raise anxiety regarding social isolation. Due to improvements in health, nutrition and living conditions, individuals live longer than ever before. Greater longevity has been achieved but it has also lead to a greater number of individuals experiencing late life transitions (widowhood, retirement, chronic illness and reduced mobility). Further, family structure has become more varied, with reduced family size, higher levels of intra-migration and inter-generational separation of families, especially for adult children of their parents. These changes could limit opportunities for close personal interaction and provide an added risk that certain older people may end up spending a significant amount of time isolated from others. The UK's population is ageing and recent demographic data shows the proportion who live alone as part of this trend (Office for National Statistics [ONS] 2025).

In the late 20th and early 21st centuries, loneliness and social isolation became not just residences issues and family matters, but public health concerns were gaining recognition. The evidence gradually became common knowledge, more and more health organisations asserting that social relations are essential factors in health and not merely components of well-being. Social connection has been highlighted as being important for the life course and older adults as one of the groups considered to be vulnerable to social isolation and social loneliness (WHO, 2023).
The way that older people's health and wellbeing are approached has, therefore, changed. Modern health and social care do not only aim for the alleviation of sickness and the treatment of future health complications, but the adoption of shifts towards healthy ageing, maintaining health, helping people to remain independent and to participate in community life. A wider perspective takes account of the fact supporting social relationships is important for promoting resilience, emotional wellness and functional independence. Befriending schemes, social activities and opportunities for participation are often now provided alongside community organisations, voluntary groups and health services. Studies on loneliness intervention have indicated that approaches typically involve engaging in group activities as well as social support and community participation, reflecting the shift to considering social connection as one component to health promotion in older age (Patil and Braun 2024). The history of the field thus shows a definite shift from a biomedical viewpoint of ageing to a more comprehensive view of the social and psychological aspects which impact the health status of older adults.

[bookmark: _Toc238002092]Theoretical Background
To gain a better understanding of how social isolation is linked to health, it is important to consider the interplay between social context, psychological processes, and physical health. Social isolation has complex effects, and as such, the present study encompasses multiple theories, including social support theory, the social determinants of health (SDOH) framework and the biopsychosocial model. In combination, these views offer a valuable starting point for understanding the associations between older adults' social network and their physical and mental health.
Social support theory can offer one explanation as to why social relationships can be a part of health. The theory suggests that there are various types of relationships that can offer support, such as emotional support, support in practical needs, information, and companionship. Emotional support can ease the effects of stress and adversity; practical support can enable them to function in their normal activities, get health care and health problems solved. These resources can diminish when older adults start to experience social isolation, giving them little chance to discuss their concerns or to ask for help or encouragement. Wang et al., found that a variety of socio-demographic, physical and mental health characteristics correlate with social isolation in older adults, showing that being socially isolated is linked to other vulnerabilities. A social isolation lens also suggests that the effect of stressors in life can be exacerbated since a person appears to have less availability for social supports to assist people with adaptation.
The social determinants of health framework needs to build on this explanation by putting social isolation in context of people's broader environment. From this viewpoint, factors other than individual behaviours or medical care (income, housing, neighbourhoods, education, transport and opportunities for social participation) play a role in health. People of older ages facing financial hardship or living with restricted mobility, or poor housing, can be found to have more difficulties in sustaining relationships and accessing community services. Therefore, social isolation can be a result of more social inequalities than a choice. WHO recognizes social connection as a key pillar of a healthy society and underscores that policies that shape community, housing and inclusion can impact individuals' ability to form and sustain social connections. This framework is especially applicable for the current study as it is intended to look at the social isolation and health of all people in relation to socio-economic and living situation.
A biopsychosocial approach provides additional insight into the consequences of social isolation for health by encapsulating the biological, psychological and social pathways involved. On a biological level, social disconnection over time might have a chronic stress response that could impact sleep, immune system function, and cardiovascular health. Isolation psychologically can add to low self-esteem, depression and feelings of loneliness. Socially, it could lower physical activity levels, community acceptability and health-promoting behaviours. Social isolation has been linked to various social, emotional, and physical health consequences (Diop et al., 2024), indicating that social isolation impacts mental health as well as physical health. The high interconnection of mental and physical health with social isolation among older people follows likewise supported by Nascimento et al., who identified social isolation as being associated with mental and physical health issues.
These can be applied to the current research to generate a multidimensional interpretation of the relationship between social isolation and health. According to social support theory, fewer relationships lead to fewer protective resources; the social determinants of health model demonstrates that economic and environmental factors can be associated with being more vulnerable, and finally, the biopsychosocial model examines how social disconnection can affect health via combined psychological, behavioural and physiological pathways. These theories, then, together, indicate that social isolation should not be perceived as a straightforward cause/effect equation. Rather, it is situated within a network of factors that could lead to a decrease of health, and it could be the aftermath of the decline of health.
This theoretical perspective is well suited for the current study because the research questions go beyond determining whether or not there is a link between social isolation and physical and mental health outcomes. They also want to learn about depression, sleep quality, physical activity, and living and socioeconomic status. The frameworks chosen offer a foundation to understand these variables as pathways and/or influences. They also enable the development of a holistic view of older people's health, in keeping with current health and social care practice, which also involves social, psychological and environmental care to support wellbeing while also tackling medical conditions (WHO, 2025, 2026).
[bookmark: _Toc238002093]
International Context
As older adults continue to make up a larger proportion of the world's population, population ageing is creating significant international public health emphasis on social isolation among these older adults in both high-income and middle-income countries. World Health Organisation (WHO) estimates that about 1 in 4 older people are socially isolated and about 1 in 10 older people are lonely. Importantly, social isolation and its implications differ from one social, economic, cultural and environmental context to the next. Ran et al, conducted a systematic review and meta-analysis and found that the prevalence of social isolation among older adults is around 33%, and it is particularly high with people aged >80 years, living alone, and having a lower level of education. These findings show that social isolation is not a problem for individuals but has become something common in countries across the globe and is impacted by demographic and socioeconomic factors. 

It is becoming clear from scores of literature from around the world that the social consequences of isolation affect the physical health of individuals. Provided there is less social interaction, it could be linked to less active behaviour, functional limitations, less control of chronic conditions and less involvement in health-promoting behaviour. Sherman et al, conducted a systematic review alongside an absolute conclusion about social isolation's relationship with poor physical health. They concluded that the link between social isolation and adverse physical health effects is significant and consistent. Studies with older people have also shown that physical limitations, hearing loss, poor self-rated health and limitations in AADL may all contribute to social isolation, leading to a vicious cycle as witnessed by both physical and psychological conditions. Studies of older people have also found that physical limitations, hearing loss, poor self-rated health, and difficulties with activities of daily living can all contribute to social isolation, thereby perpetuating a vicious circle in which poor health decreases social participation and social isolation increases poor health. 

The mental health consequences are also relevant. Social isolation and loneliness have been associated with depression, anxiety, psychological distress and a diminished quality of life across the globe. Reiner and Steinhoff conducted a systematic review in 2024 that reported: Better mental health was associated with stronger social networks among older adults in their own homes, whereas social disconnection was associated with depression. Reduced life satisfaction is also linked to social isolation, and a large systematic review found a relationship between social support, loneliness, depression, anxiety, physical capability and life satisfaction in adults over the age of 65 (Sulandari et al., 2024). 
International reactions have therefore shifted from considering isolation to be an individual or family issue to one of public health. In 2023, WHO created a new Commission on Social Connection to draw attention to the global issue of social isolation and loneliness, and two years later, in 2025, scheduled a new report which emphasised the need for specific government response to social isolation and loneliness, coordinated across governments, communities, health systems and other sectors (WHO, 2025). Community groups, befriending, social support programmes, social skills interventions and digital approaches are suggested pathways. Other interventions to combat loneliness and social isolation in older adults were also found, namely, those described by Duffner et al. The increasing international acceptance of social inclusion as a component of healthy ageing or the whole health and social care is reflected in these advances.

[bookmark: _Toc238002094]UK Context
Social isolation is important to consider within the context of the UK as the social situation of later life has changed significantly due to demographic ageing, household restructuring, and increasing numbers of older people living alone. The ONS data shows that the population in the UK living alone in 2024 was 8.4 million, which was an increase from 7.6 million in 2014. Older men and women (65 years and older) accounted for 45.5% of people living alone in 2014, but rising to 51.1% in 2024. The population of all persons of working age living alone went up from 3.5 million in 2014 to 4.3 million in 2024. Individuals aged over 65 were more likely than men to be single; women made up 40.9% of those living alone, and men comprised 27.0%. While living alone does not necessarily mean being socially isolated, these general distribution patterns serve as an illustration of its extent of possible vulnerability and the value of positive social interaction at older ages. 

The UK evidence also shows loneliness continues to be a serious social and public health challenge. Overall, 6.2% of adults in England often or always felt lonely, which is a significant proportion of people who experienced loneliness on an ongoing basis, as reported in the Community Life Survey 2024/25 (Department for Culture, Media and Sport [DCMS], 2025). In addition, the survey assesses indirect loneliness, defined as a sense of lack of companionship, loneliness, or isolation from other people, which highlights the need to consider subjective loneliness versus objective social isolation. People's ability to keep up social relations can also be affected by their transportation, health status, and access to housing and its socio-economic factors. In 2024, a study commissioned by the UK Government identified loneliness as being more commonly found amongst individuals with health conditions, those living alone and those residing in social housing, and transport was highlighted as being significant in relation to maintaining social connections (DCMS, 2024). 

In the UK health and social care arena, social isolation is growing in recognition as being a driver for both health and care service demand. More elderly people are likely to get less informal care, engage in health-promoting behaviours, and seek early care when their health declines, if they live in social isolation. However, ill health and/or disability or mobility issues can contribute to isolation. The two-way nature of the relationship requires that health and social care providers pay attention to social and clinical factors. Social connection is also believed to require more focus along with physical and mental health in health policy and service planning, as proposed by the WHO. In the UK, this way of thinking encourages strategies aimed at prevention, supporting independence and living in the community, but not necessarily through formal clinical services. 

Policy changes in England have come a long way in 10 years. The 2018 A Connected Society strategy has been significant in both scope and ambition because it has recognised loneliness as a policy concern for government, and made commitments from a range of different government departments. Followed by annual reports in the future showcasing additional work with local government and community organisations and central government (DCMS, 2023). It acknowledges that loneliness is not a topic to be addressed by health services alone because its likely causes and impacts reach out beyond health into: home, transport, community inclusion, work, digital inclusion and social care. Devolution of policies to tackle loneliness also has implications, with approaches varying between England, Scotland, Wales and Northern Ireland, although the main concern in relation to England's functioning as a society with respect to social connections applies to the whole of the UK. 
In this context community support and social prescribing have become more relevant. Social prescribing helps healthcare staff to identify people in the community who could provide the support someone needs, whether this is practical support, such as a volunteer organisation, or an activity. For older people, these can offer them ways to be involved in a social group, in an exercise programme, with a community and an organisation, participating in befriending and volunteering activities. There was evidence of the potential of improving opportunities to connect socially through interventions that target experiences of loneliness, though the effect depended on the design of the intervention and the intensity of the intervention (Duffner et al., 2024). Forward UK responses must look beyond the identification of socially isolated older persons and ensure that community-based, sustainable and accessible services that are culturally appropriate are available. The terrain of social isolation and health is enriched by the UK context, which offers a useful backdrop in this regard, as are systems of health and social care which attempt to forge a response.

[bookmark: _Toc238002095]Physical Health Effects
There are behavioural, psychological and physiological pathways of social isolation on physical health. A significant mechanism is a decrease in movement. If individuals' social interaction is limited, they might have less opportunity or motivation to engage in walking, group walking or other mobility and physical function-promoting activities. There is evidence from a systematic review suggesting that there is a correlation between social isolation and poorer physical health outcomes in several areas: lower physical function item score on QoL domain and other negative health outcomes (Sherman et al., 2024). This relationship can have significance in later life as a reduction in activity may lead to functional loss, loss of independence amongst the senior population and increased dependence on health and social care services.

Social isolation is also linked to chronic disease and general poorer health. Social isolation is more prevalent in older adults with hearing impairment, old age–related limitations in activities of daily living (ADLs) or poor self-rated health; poor health can also inhibit participation in social activities (Wang et al., 2024). A vicious cycle may ensue, due to decreasing physical function leading to limited social inclusion and, in turn, limited activity and support. Another key factor for relevance is sleep, as a decrease in social engagement can occur concurrently with psychological distress and disturbance in daily activities. From previous studies in elderly populations, it has been observed that adverse effects on physical and mental well-being are often co-occurring, and not isolated (Nascimento et al., 2023). Social isolation can therefore have an indirect impact on health care needs because of the low level of activity, low functional well-being, and/or challenges in managing health and illness. Exercising a small bit of ingenuity in addressing social isolation, however, could contribute to a wider goal of healthy ageing through physical activity, independence, social participation and access to support at the right time.

[bookmark: _Toc238002096]Mental Health Effects
Ideally, the social and psychological impacts of loneliness on individuals' mental health are heightened in older people, where there may be bereavement, retirement, loss of mobility, chronic illness and other changes which can lead to a decline in social support networks. Poor social connections have been identified as one of the most consistent outcomes of depression. Reiner and Steinhoff conducted a systematic review that concluded that there was a significant association between the nature of social networks and depression in older adults living in the community. Otherwise, social support seems to be protective, and loneliness and depression could feed on themselves over time. Wen et al, observed that social support and resilience can moderate the association between loneliness and depression and that this may be due to the ability of supportive relationships to offer psychological resources to shield older adults from negative mental health outcomes. 
Social disconnection can also be accompanied by anxiety, psychological distress and decreased quality of life. Sulandari et al, noted that social support, loneliness, depression and anxiety significantly contributed to older adults' life satisfaction, indicating that social support goes hand-in-hand with their psychological wellness. Cognitive health is another concern, as social isolation has been found to be linked with cognitive decline, and cognitive impairment could also be making it more challenging to keep up social relationships (Wang et al., 2024). The study results suggest that the relationship between social isolation and mental health is multifaceted and not as direct as is often said. Social relations, community participation and access to supportive environments, as well, should be promoted, rather than treated after they emerge as an issue of depression or anxiety. Social isolation and loneliness are listed amongst important risk factors associated with mental health issues in people's later lives by WHO; therefore, it is important to develop new strategies for health and social care that take social connection into account in wellbeing measures for older people. 
[bookmark: _Toc238002097]
CHAPTER 3: METHODS
[bookmark: _Toc238002098]Research Design
For this study, a secondary research design is used with systematic literature review to explore the physical and mental health effects of social isolation in adults aged 65 years living in the United Kingdom. Secondary research in this case means analysing and synthesising data previously published by others instead of gathering data from participants. In an area as wide as the field of DESE, a systematic literature review is the most suitable approach as it offers a systematic method for identification, selection, evaluation and synthesis, following a structured procedure. The systematic review method relies on clearly defined eligibility criteria and strict, reproducible steps to avoid bias or errors in summarising available evidence (Brignardello-Petersen and Santesso 2025). The JBI Manual for Evidence Synthesis 2024 also offers established methodological guidance regarding the use of various types of evidence synthesis for use in healthcare (Aromataris et al., 2024). This design is especially appropriate because the present study aims to collect evidence related to the physical health of individuals, their mental health and related factors to social isolation, rather than primary data.

[bookmark: _Toc238002099]Research Approach
The study is conducted in a structured and transparent manner using evidence synthesis. Firstly, the process includes the establishment of eligibility criteria, systematic identification of relevant literature in specific databases, literature assessment on eligibility criteria, selection of relevant studies and extraction of relevant data and synthesis of required information. The strategy aims to minimise the amount of evidence selected on an arbitrary basis and to ensure that it is relevant to the research aim and objectives. A key principle of the Cochrane Handbook is the transparency and clarity of the sources searched, the eligibility, analytical processes and analysis decisions in a review, as transparency is paramount in enhancing the confidence and reproducibility in the resulting evidence synthesis (Cumpston et al., 2024). Due to this, the study method used in this study from the beginning until the end is carried out systematically, namely starting from the identification of literature, thematic analysis, and thematic interpretation.

[bookmark: _Toc238002100]Data Sources/Databases
Literature will be searched using Literatura (Google Scholar), ProQuest and the UWTSD Online Library, following the databases identified in the Research Poster. These sources have been chosen with a view to their accessibility to a wide body of peer-reviewed health, social care, gerontology and public health literature. Google Scholar offers access to academic journals as well as full-text publications across many disciplines; ProQuest and the university library offer access to academic journal databases. Multiple databases are used to minimise the risk of missing potential relevant studies because of coverage differences in the databases, by discipline or by publication type. Guidance for conducting evidence synthesis currently highlights ways for selecting appropriate information sources for any particular review question and the need to document the search process in a transparent way (Aromataris et al., 2024). The searches will thus be systematically guided and documented for transparency.

[bookmark: _Toc238002101]Search Strategy
A mapping search process will be guided by the key concepts of the study: social isolation, loneliness, older adults, physical health and mental health. The terms found in the research poster were: social isolation among older adults in the UK, loneliness and elderly health outcomes, mental health effects of social isolation, physical health consequences of loneliness, and older adults aged 65+ in the United Kingdom. Boolean operators (AND, OR) will be used alongside related concepts to expand and/or limit the search results. Searches can be: For instance, a social isolation AND a loneliness AND an older adult OR elderly AND a physical health OR a mental health AND a UK OR a “United Kingdom” OR an England OR a Scotland OR a Wales OR a “Northern Ireland”. It is expected that the publication period will be between 2015 and 2026, with the focus on the latest evidence. Literature will only be considered if it is in English and addresses adults aged 65 years and over in the UK. Search strategies will be recorded in the evidence synthesis as would be recommended today for systematic evidence synthesis to ensure reproducibility (Ross-White, 2024) .


[bookmark: _Toc238002102]Inclusion Criteria
If they are peer-reviewed academic journal articles (English, 2015–2026), they will be included in the studies as long as they are about adults (65 years and older). Studies need to examine social isolation or loneliness and its relationship to both physical and mental wellbeing or mental health outcomes and need to relate to the United Kingdom (UK) population or setting. Research studies that include one or more of the above categories and involve depression, physical activity, sleep, socioeconomic characteristics, or living arrangements and/or social support that pertain to the study's research goals will also qualify. Criteria will ensure that the evidence selected is directly related to the population, context and outcomes of the study.

[bookmark: _Toc238002103]Exclusion Criteria
Studies will be excluded where published prior to 2015, not conducted in English, not peer-reviewed, do not report results for older adults separately (unless results for other age groups are reported), and are conducted outside the United Kingdom. Research that fails to include consideration of social isolation, loneliness or related physical or mental health (PMH) outcomes will also be removed. Editorials, opinion material, conference abstracts, dissertations, and other publications that do not provide sufficient methodology will not be a part of the final evidentiary base. Having these criteria prescreened can minimise selection bias and eliminate the problem of developing study eligibility based on reported findings (Brignardello-Petersen & Santesso, 2025).

[bookmark: _Toc238002104]Study Selection Process
This process for selection of studies will be carried out in four steps: identification, screening, eligibility assessment and final inclusion. First, a search will be made in the selected databases, and all the potentially relevant records will be documented. Duplicate records will be detected and eliminated. Second, screening of the titles and abstracts will be performed using the pre-defined inclusion and exclusion criteria. Third, articles that may be considered are subject to comprehensive text assessment to verify whether they meet all the requirements for the article to be qualified for publication. Lastly, the studies that fulfilled the criteria to be included in the review will be presented, and their characteristics will be summarised. A PRISMA-style flow diagram will be used to present the selection process with the number of records identified, screened, excluded and finally included. Transparent Reporting of the Identification and Selection of Evidence (PRISMA) reporting guidelines highlight the importance of reporting the selection of evidence in systematic reviews (Page et al., 2021). Proper documentation will be used throughout the process, which will then allow the reporting of reasons for "exclusion" at full-text stage.

[bookmark: _Toc238002105]Data Extraction
Some of the studies included will be subjected to a structured data-extraction framework, in order to gain some relevant information from each study. Information that will be extracted include the author(s) and year of publication, study location, research design, participant characteristics, sample size, the measure of social isolation or loneliness being assessed, physical and mental health measures identified, and any relevant influential factors or principal findings. Details about the limitations features will also be documented to be used for quality appraisal and discussion later. The importance of structured extraction is that systematic reviews demand that similar data be retrieved from studies in a similar, standardised manner. With the interests of synthesising evidence across several publications, comes the merit of having a reliable and reproducible extraction procedure, which recent methodological research has accentuated (Marshall et al., 2024).

[bookmark: _Toc238002106]Quality Appraisal
Study designs included in the final literature sample will be evaluated with a critical appraisal tool that is appropriate to the methodological quality of the included studies as dictated by the study designs included. Quality assessment will take into account the definition of the research question, study design, sampling, measurement, analysis, reporting considerations, as well as potential sources of bias. No studies will be discarded just because of limitations; however, limitations in the studies will be factored into the interpretation of the strength of evidence and reliability. Multitude of factors that contribute to conceptual agreement, such as methodological quality, relevance and reporting quality, should be reflected in quality appraisal to allow a more complete evaluation of evidence, suggests Muchadeyi et al. This process will therefore enhance critical interpretation of the studies instead of just stating whether the study is a 'good' or 'bad' study.

[bookmark: _Toc238002107]Data Analysis
Thematic analysis, as suggested in the research poster, will be used to analyse the evidence collected. Analysis will start by re-reading the results of the included studies to get a sense of the evidence that was presented. The consequent findings will then be coded in terms of the recurring concepts and patterns. They will then be clustered into classes and themes that relate to each other. The emerging themes will be validated with the drawn-out evidence and further developed to align with the research objectives and the literature. Physical health outcomes, mental health outcomes, depression, sleep, physical activity, socioeconomic circumstances, living context, social supports, among others, are expected areas of analysis. Thematic synthesis is a suitable method because the aim is to look for patterns and relationships in heterogeneous evidence (rather than statistically aggregate results). The systematic-review process will ensure that this will identify and connect to the extracted results, codes and final themes, and will be aligned to the interpretation of the evidence that is auditable (Aromataris et al., 2024).

[bookmark: _Toc238002108]Ethical Considerations
While this type of research does not directly recruit or engage with humans, ethical principles are relevant, as this research draws on previously published evidence and analyzes/interpretates that evidence. Findings from original researchers will be presented fairly without deliberate distortion, and all sources included/referenced will be re-presented in an appropriate way using accurate academic referencing. Appropriate paraphrasing, and (where necessary) quoting and complete referencing in the text will be used in line with the rules of avoiding plagiarism. The researcher will also strive not to falsely attribute evidence to the data, only because the desired conclusions are supported. The choices of method used, such as the selection of studies and how the results might be interpreted, will be recorded straightforwardly to minimise selective reporting risk. Transparency, respect for research integrity and thoughtful consideration of ethical principles in evidence-based research are all important, according to Davidson et al. (2024). The study will consequently play fair and be proper both in the way the evidence is presented, the recognition of limitations, and the proportionality of conclusions to the available evidence.

[bookmark: _Toc238002109]CHAPTER 4: RESULTS 
[bookmark: _Toc238002110]Introduction to Results
The chapter discusses the results of the systematic literature review on social isolation and the physical and mental health of older adults (aged ≥65 years) living in the United Kingdom. Using the research methodology, evidence was located by searching UWTSD Online Library, ProQ and Google Scholar for evidence that met the eligibility criteria and used the following search terms. The findings are presented in relation to the nature of the literature found and the main issues which arose from the analysis. The guidelines for writing university dissertations provide that secondary research may include information on the features of the literature chosen and an analysis of the topics revealed from the found evidence. The first theme explored in this chapter relates to social isolation and physical health, including physical activity, chronic health status, functional ability, sleep and health care utilisation.



[bookmark: _Toc238002111]Search and Study Selection Results
The search for literature was carried out by accessing the databases in the research methodology stated; Google Scholar, ProQuest and the UWTSD Online Library. A search strategy was conducted using terms to describe social isolation, loneliness, older adults, physical health, mental health and the United Kingdom. The search was limited to peer-reviewed English-language studies in adults (age 65 years and over) within the UK that had been published between 2015 and 2026.
The numbers of records identified, duplicates removed, titles and abstracts screened, and full-text articles assessed and studies finally included cannot be recorded from the documentary output of the project, but from the search record of the researcher based on the records that appeared in the literature. This distinction is crucial because of the desire for the PRISMA process to ensure that evidence from identification through to final inclusion can be fully accounted for. The actual numbers should therefore be listed at each stage and reasons given for full-text exclusions, with the final report. The selection process should be completed and represented using a PRISMA flow diagram.

[bookmark: _Toc238002112]Figure 4.1: PRISMA-Style Flow Diagram of Study Selection
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[bookmark: _Toc238002113]Characteristics of Included Studies
The subject of the research question is found to have a great diversity in the literature in terms of methods and contexts. There is limited quantitative observational studies evidence, quantitative longitudinal analyses evidence, mixed methods investigations, and literature reviews available for the UK. This variation is beneficial because social isolation is a multidimensional phenomenon, and any single outcome cannot explain it. Research has been conducted on levels of physical activity, health, psychological health, social inclusion and health services use, and some studies have focused on older people's life experiences in various geographical or social contexts.

A UK long-term study looked at social isolation in older people and revealed links between social isolation and subsequent health and wellbeing outcomes across multiple dimensions of health and wellbeing. Shallow relationships with friends and low social involvement was found to have highly significant associations with future outcomes, suggesting that social isolation is not limited to living alone or with a small household size. One UK study on loneliness over the life course looked at loneliness levels in 6,708 adults aged 65 years and above--and found that the more time they were spending alone, the more lonely they were.
The benefits of physical activity have also been studied within UK rural communities. The study included 23 villages from Wiltshire aged over 60 who completed questionnaires, a seven-day accelerometry and activity diary and explored links between physical activity, loneliness and social isolation. Positive objective measures were found, with a sample of 112 participants and a mean age of 72.8 years, as this approach is relevant to the study of social disconnection. Another line of research on older adults' loneliness experiences has added to the community nursing implications and the need to dimension social connection as a component of the holistic approach to care (Horta Reis da Silva, 2024).

[bookmark: _Toc238002114]Table 4.1: Characteristics of Candidate UK Evidence
	Author/Year
	Location
	Sample/Population
	Design
	Main Focus
	Main Finding

	Social isolation and subsequent health and well-being, 2023
	UK
	Older adults
	Longitudinal outcome-wide analysis
	Social isolation and multiple health outcomes
	Poor interaction with friends and limited social participation showed robust associations with subsequent health and wellbeing outcomes.

	Older adults' experiences of loneliness, 2022
	UK
	6,708 adults aged 65+
	Exploratory observational study
	Loneliness across the life course
	Loneliness was related to time spent alone and was experienced across multiple life stages.

	De Koning et al.
	Wiltshire, England
	112 older adults; mean age 72.8 years
	Cross-sectional observational study
	Physical activity, loneliness and social isolation
	Objective physical activity was examined alongside social isolation and loneliness in rural older adults.

	Horta Reis da Silva (2024)
	UK/community context
	Older adults
	Literature review
	Loneliness and community nursing
	Highlights physical and mental health consequences of loneliness and the role of community nurses.

	NHS England Digital (2026)
	England
	Adults, including 65+
	National health survey
	Loneliness and wellbeing
	In 2024, 15% of adults aged 65–74 and 18% aged 75+ reported loneliness at least some of the time.



Generally speaking, the evidence presented indicates that social isolation and loneliness have been explored through a variety of measures, and that they are not synonymous. While cross-sectional and mixed-method studies allow for more detail of the behavioural and social circumstances, the longitudinal evidence provides more insight into temporal relationships. Considering the diversity of measures and designs when interpreting the findings is therefore important. It also lends support to the selection of thematic analysis as the chosen approach as this approach aims to explore the consistencies that develop across multiple sources of evidence or items of evidence and not to seek to calculate one pooled effect.



[bookmark: _Toc238002115]Theme 1 Social Isolation and Physical health
The first key insight from the evidence was to paint a picture of social isolation and physical health. Results found that there are some aspects of physical wellbeing, including physical activity, functional ability, chronic health conditions and general health status, that are linked with social isolation. Importantly, the relationship seems to be in two ways. People who are ageing and have poor physical health may be less able to engage in social activities, and levels of social involvement may in turn diminish physical functioning and exacerbate poor health. Social isolation is therefore considered a potential causal factor and result of inadequate physical health.

One way social connection and health are connected is through physical activity. Studies from rural England provide evidence of the potential utility of objectively measuring physical activity in contrast to self-reported behaviour. De Koning and colleagues investigated 112 older people (from 23 villages in Wiltshire) using both questionnaires and activity diaries, and seven-day accelerometry. This study focused only on the specific relationships between light and moderate to vigorous physical activity and loneliness and social isolation as measured objectively. The results corroborate the underlying argument that social relationships and opportunities for participation have relevance in the context of Physical Activity in older life. Higher levels of participation in physical activity may be easier to sustain where older people have social networks that are there and where the environment is accessible. On the other hand, isolation can deprive a person of social support and opportunities to engage in community activities.

Evidence also suggests there is a connection between social isolation and functional health. A longitudinal study assessing changes in social isolation has identified that increases in social isolation had negative long-term consequences such as disability and mortality. While this study isn't only about the UK, it offers valuable insights into the potential outcomes of social connection change over time. Social isolation was found to be a worsened risk for participants who suffered an increase in social isolation, as compared to those who experienced no change or a decrease in social isolation, in later life. People who experienced greater social isolation in later life were more likely to be at risk for disability and for dying than those whose social isolation did not increase or decreased. This discovery only reinforces the idea that social isolation should not only be considered as a social wellbeing metric, as modifications in social isolation could be linked to meaningful physical health outcomes.

There may also be a relationship between isolation and chronic disease and general health status. People aged 50 and over who have physical restrictions may have less opportunity to obtain transportation and to move around and participate in community life, which decreases the time and activities for which they can usually obtain social contact. Limited social networks can also impact access to informal care supports for appointments, medications, activities, and daily living, and all the way around. In health care and social care, it is important to recognise this reciprocal relationship, as interventions aimed at older people's isolation could be affected by the physical obstacles they are facing.
Sleep is also a pertinent pathway of physical health. Social isolation can lead to disturbed routines, less activity during the day, and mental strains/depression, which can impact sleep. Meanwhile, lack of sleep can lower your energy and drive levels, which can make it harder to be physically and socially active, and can further lead to social isolation. This relationship should be nuanced to acknowledge that this relationship is to be read as a broader social, behavioural and physical relationship, and not as a stand-alone causal pathway.
Healthcare utilisation is also important for social isolation; older adults may have varying patterns of health service utilisation. Early longitudinal evidence in the UK among the oldest old included assessments of loneliness in relation to increased service and social care use over 7 years, emphasising the need to take service use as well as health outcomes into account. Social isolation, generally speaking, may lead to higher needs for formal services when informal services are scarce, and may lead to higher contact levels in formal services but not necessarily reduce loneliness. Poor health may lead to higher need for formal services, but at the same time to lower loneliness (when of course taking into account the composition of the contacts). From this evolving picture, it seems clear that social isolation has an impact on individuals' physical health as well as on health and social care organisation and delivery.

These findings collectively suggest taking a wider social perspective of older adults into consideration when addressing physical health. The links between physical activity, functional independence, managing chronic disease, sleeping and engaging in healthcare align with opportunities for meaningful social participation. The evidence thus calls for the integration of a holistic strategy where health professionals examine the social circumstances in addition to assessing the physical symptoms and functional needs. This interpretation aligns with the theoretical framework of this study, which examines social isolation in the context of social support, social determinants of health, and a biopsychosocial perspective.


[bookmark: _Toc238002116]Theme 2: Social Isolation and Mental Health
The second key theme is the intergenerational link between social isolation and mental health of the elderly. There is evidence that lack of social connection is linked to depression, anxiety, lower psychological wellbeing, cognitive issues and lower quality of life. These outcomes will all work together and not stand alone. Depression may also manifest in an older adult who feels lonely, potentially causing that individual to become even less motivated to engage in activities that would increase their social interaction even more. Therefore, the findings indicate the possible reinforcing association between social disconnection and the well-being of the mind, not only a direct effect from the former to the latter.

Depression is one of the most common mental health outcomes of social isolation. Reiner and Steinhoff, in a systematic review of community-dwelling older adults, found an association between characteristics of social networks and depression. The findings indicate that the investment in one's social networks might be correlated with psychological well-being, and depression can decrease social involvement. This reciprocal relationship is especially relevant to older adults as the loss of a spouse or partner, elderly retirement, decreased ability to move about and greater risk of experiencing chronic illness can also lead to less social support and heightened risk of depressive symptoms. Defining older adults who are socially isolated could thus represent a chance to intervene with them at an early stage, before psychological problems escalate in severity.
Anxiety and psychological distress more generally are also pertinent. Sulandari et al, identified that older adults' perceptions of social support and respondents' experiences of loneliness, depression and anxiety relate to life satisfaction. This suggests that social connection might be a mediator of psychological resources. Having supportive relationships can offer older people reassurance, emotional help and support opportunities to express their anxieties, while disconnection can give older people less help to cope with difficult situations. Based on the evidence, then, it seems important to incorporate the concept of social isolation into measures of psychosocial health or psychological wellbeing, not just those addressing diagnosed mental health issues.
Another dimension which is also important is the cognitive outcomes. Less social interaction might provide an opportunity for less conversation, for less participation in activities or cognitively stimulating experiences. Older adults also may have trouble holding onto their relationships and engaging in community events due to cognitive impairment at the same time. This can form a vicious cycle, in which cognitive problems lead to social isolation, which in turn can result in poor cognitive health. Therefore, the evidence should be interpreted with caution, as an association does not mean that a direct cause-and-effect link between social isolation and cognitive outcome can be drawn.

To frame these relationships, a broader measure, the quality of life is offered. Social isolation may also occur since older people might not be able to access certain aspects of life that provide companionship, opportunities for inclusion and emotional support, which can impact life satisfaction and wellbeing. Sulandari et al, conducted research to identify the connection between social support, loneliness and mental health in relation to life satisfaction, showing that social support is one of the important aspects of ageing healthily. Overall, Theme 2 shows the importance of social isolation in a psychological sense and how depression, anxiety, cognitive wellbeing and quality of life are linked with the social setting of older adults.

[bookmark: _Toc238002117]Theme 3: (Mediating and Moderating Factors)
The third theme relates to mediators and/or moderators between the concept of social isolation and health. The posters highlight factors such as depression, sleep quality, physical activity, living conditions, and socioeconomic status that should be looked at. These factors illustrate the need to recognise the health impact of social isolation within the context of the everyday lives in which older people live.

There can be a retreat from depressed emotional states as well. Having fewer opportunities for emotional contact with others and fewer reasons to socialise may lead to more depressive symptoms, and depressed people may lack motivation and confidence to keep up existing social connections. Similarly, the quality of sleep may be part of this relationship, as could be loneliness or psychological distress affecting sleep, or low sleep quality affecting energy and social participation. Another vital avenue is physical activity. There might be greater opportunities for older people who are socially connected to take part in walking groups and other exercise programmes and community activities, and for isolated people to be more sedentary. Isolation may also result from physical difficulty; however.
The social and economic factors in the individual's life as well as the conditions under which they live are important contextual factors. Social isolation does not happen solely because someone lives in isolation – but low housing standards and poor neighbourhood environments, or lack of transport, can limit opportunities for social participation. Financial disadvantage may also impact social activities, transportation, digital technology and community resources. Therefore, a broader understanding of the social determinants of health is necessary to appreciate the relationship between isolation and health. These are a few of the factors that can reinforce or undermine the impact of social isolation, highlighting the need for measures to tackle individual wellbeing and the wider context in which older people live if they are to have the best chance of maintaining a healthy sociability.

[bookmark: _Toc238002118]Theme 4: "Protective factors and social support" 
The fourth theme identifies social relationships as well as social participation, social supports and social programmes (programmes) and social connection as potential factors to protect. Family, friends, neighbours and community members can offer emotional support, hands-on help and enrichment through their close relationship. These connections can help older adults to avoid future isolation and can be an asset in dealing with health and life problems.
Little opportunity is often available to older people to build and maintain relationships beyond the immediate household except for community participation. Group activities, volunteering, social clubs, befrienders and exercise groups can provide companionship and purpose. The interventions that worked to tackle loneliness among older adults reported in Patil and Braun include a range of social activity interventions, group interventions and other interventions aimed at enhancing interpersonal connection. The effectiveness of the intervention, however, is variable and programmes need to be available, acceptable and responsive to the needs of various older populations.
Social support can therefore be regarded as a protective factor and a pathway through which community interventions will impact on health. The WHO emphasises the importance of creating environments that enable people to maintain meaningful social connections. For elderly people, therefore, effective solutions, in addition to the recognition of loneliness, should offer realistic opportunities for continued participation. The general picture that emerges from the evidence is that improving social connection can help lots of dimensions of psychological wellbeing, physical activity, independence, and quality of life – and help reduce some of the negative outcomes of social isolation.


[bookmark: _Toc238002119]CHAPTER 5: DISCUSSION 
Collectively, the findings indicate that social isolation among adults aged 65 years and above is associated with interconnected physical and mental health consequences rather than a single health outcome. The evidence indicates that factors that are associated with decreased social engagement can have an impact on physical activity, functional limitations, sleep patterns, and health service consumption, as well as depression, anxiety, poor psychological health, cognitive issues and poor health-related quality of life. The results do suggest, however, that these relationships are complex and bi-directional. Social interaction and health relationships might be strengthened or weakened by factors such as socioeconomic status, housing status, physical activity, depression and other factors. Social isolation needs to be viewed in the broader social, behavioural and environmental context of ageing.

[bookmark: _Toc238002120]Physical Health Findings.
The results suggest that there is an association between older people's physical health and social isolation, as assessed by lower physical activity, functional limitations, and lower levels of maintaining physical health behaviours. Gray et al, found associations between social isolation and various health-related outcomes in their systematic review, which found similar links between the two in the context of physical health. Likewise, Wang et al, found that poor health, functional limitations and physical vulnerability were among factors linked to social isolation in older adults. These results suggest the conclusion that social isolation and physical health can each affect one another but not in a straightforward manner. For an older person with decreased mobility, fewer opportunities to engage in social activities may then lead to reduced mobility, which in turn may lead to decreased participation in social activities.

Very important evidence is provided by the relationship with physical activity. To measure older people's loneliness and social isolation alone would not be sufficient, as in a study conducted in the UK, social isolation was seen as working in combination with the objective measurement of activity (i.e. people's actual behaviours). Persons who feel socially connected with their peers and family may have more opportunities to walk, join exercise classes and engage in other community-based activities, while those who feel very isolated may not have the companionship nor the social support necessary to exercise and walk. That isn't necessarily true, however, since evidence supporting isolation and activity does not imply that isolation is in itself the cause of inactivity. Both outcomes can be preceded by mobility impairment, chronic disease and environmental barriers.
I can interpret the results on chronic conditions variously as well. Elderly persons living with chronic illnesses might suffer from pain and general tiredness, disability and problems moving, which in turn might diminish social involvement. On the other hand, a lack of social support may present greater challenges for chronic disease self-management, as there is a reduced number of people to offer tangible support, encouragement, or assistance to the individual seeking help and guidance in managing their disease. This is consistent with Wang et, who have demonstrated a close association between physical health characteristics and social isolation.

Another potential flow path is sleep. Being socially isolated can be accompanied by decreased mobility during the day, disruptions in daily schedules, and psychological distress, which can be a factor in poor sleep. But insufficient sleep can also lead to tiredness and decrease the desire to be social. Therefore, a sequential explanation is not as foremost as a related one.

Evidence also suggests that social isolation can be a factor related to health care utilisation. Coping without access to adequate informal care can lead to greater informal health and social care services provision, especially if older people are having functional difficulties. However, more use of services may be indicative of underlying illness, not necessarily indicative of isolation. Therefore, it can be suggested that health professionals should not take it for granted that providing healthcare will also resolve social isolation. Social situation, mobility, physical activity, sleep and availability of informal support should all be taken into consideration. In general, the evidence for interventions involving health promotion and opportunities for meaningful social participation over treating social isolation as an independent social issue is supportive.

[bookmark: _Toc238002121]Mental health findings 
The results in the Mental health section reveal a clear link between social isolation and depression, anxiety, psychological wellbeing, cognition and quality of life. It seems as though depression is one of the most overtly related areas. The present finding that lower social engagement can be linked to poor psychological health is supported by Reiner and Steinhoff,  who found an association between social networks and depression among older people living in the community. The connections, however, will probably be two-way. Social isolation can lead to decreased emotional support, activity and socialisation, which can trigger more signs and symptoms of depression, and depression can lead to withdrawal, less motivation and interest in social activities. Thus, one can not conclude that social isolation is by itself an etiological factor in the causation of depression.

The results on anxiety are also in line with the general results. Sulandari et al, identified the relationship between loneliness, social support, with anxiety, depression and life satisfaction among older people. Social relationships can be a source of comfort and a place to share information about concerns, while a person without social support may not have enough coping skills to manage stressful situations.  But an anxiety problem can result in not engaging in social interactions as well, which represents another possible reciprocal relationship. That indicates that social isolation is not the only focus for intervention and that psychological problems may also be a significant factor to address, not simply increased social interaction.

Psychological wellbeing has a close relationship with the quality and meaningfulness of being social. The results indicate that if social contacts are not emotionally rewarding, pleasurable, or felt to be a part of belonging, mere quantity might not be enough. By differentiating this, it is important to remember that loneliness is an objective fact of social isolation, while social isolation is a subjective sense of being unhappy with the situation of relations. Someone may thus have regular social interaction without compromising their mental health. It seems that it's important that interventions are about meaningful and lasting relationships and not just how often they occur.

Evidence for cognitive health is suggestive, but is more nuanced. Reduced opportunities for conversations, social interaction and mentally stimulating activities through social isolation could exacerbate mental challenges of maintaining social relationships due to cognitive impairment. Thus, the association may represent multiple interacting relationships between isolation and cognition, not just the one between isolation and cognition. Thus the necessity of being careful in the interpretation of observational evidence; it is important to avoid causal claims that are not justified by the study designs.

Finally, quality of life offers an important overarching outcome that captures physical, psychological and social aspects of wellbeing. This finding is consistent with the findings of Sulandari et a, which show relationships between social support and loneliness, depression and anxiety, and life satisfaction and is in line with the importance of social connection for the wider wellbeing of older people. This health/social care implication is that interventions should transcend morbidity reduction and encompass factors of companionship, participation, purpose and belonging as part of healthy ageing.



[bookmark: _Toc238002122]Mediating and Moderating Factors
The study results show that the effects of social isolation upon health are neither linear nor unconditional; they are also affected by multiple intervening and intervening and moderating factors. Sleep quality could be an important pathway as sleep disruptions may occur with isolation, worry or psychological stress, activity not being sufficient, and these factors could lead to fatigue and therefore to less social participation. This relationship is then contoured to become cyclical and not uni-directional.

Exercise is also a vital part of this. Older adults who are socially connected may be able to engage in more group physical activity, walking and community activities. Isolation can also be caused by physical inactivity due to disability, chronic diseases or poor mobility. Interventions, therefore, should focus on dealing with physical obstacles as well as on the social and older persons' behaviour.

Isolation can be a symptom and a cause of depression. Depressive symptoms may diminish a person's motivation and social involvement, and lack of social support may raise depression risk. Thus, the screening process for depression may be particularly relevant when socially isolated older adults are identified.

There is also a ‘socio-economic' context explanation. Forced by financial disadvantage, lack of access to transport, community activities and appropriate housing. Social isolation might then be the product of structural inequity, and not an individual decision. Likewise, there are some interpretations to be made about living arrangements. Social isolation is not the same as living alone, since some individuals who live alone have large social networks or some who live with family members may feel lonely. This data from ONS showing a rise in older people living alone in the UK does not therefore provide evidence of isolation but can only be interpreted as possible indicators of vulnerability.

These factors show that it is not just more contact that is necessary for effective responses. Depression, sleep problems, mobility difficulties, financial constraints, transport restrictions and housing issues should be addressed through health and social care, and meaningful opportunities for participation should be provided. This reinforces the biopsychosocial and social-determinants approach to the study, which considers the health outcomes as being determined by the complex interplay of individual, social and environmental factors.



[bookmark: _Toc238002123]Implications for practice of health and social care.
The results are relevant to health and social care practice as social isolation should be taken into account alongside traditional physical and mental health needs of older adults (aged 65 years and above). These factors should be considered by health professionals, such as nurses, general practitioners and allied health professionals, in their routine assessment of social factors, social support availability, home environment, mobility, physical activity and psychological wellbeing. Early detection of social isolation will allow professionals to link older people with suitable community and preventative services before social isolation leads to a decline in their wellbeing. This is especially important, as evidence shows that social isolation could be coupled with depression, physical inactivity, sleep and functional limitations, instead of standing independently.

The findings are yet more evidence for the social care professional about the need for a person-centred assessment. Social care assessments should include not only whether an older person is capable of doing activities of daily living; rich relationships, opportunities to participate and access to the community. Befriending, community activities, transport, and opportunities for social participation can be included in support plans, as appropriate. Community organisations also have a crucial role to play since they can offer accessible opportunities for older people to build relationships and keep active and engaged. Formal health and care provision can be complemented by community groups and voluntary organisations, exercise programmes, and social prescribing services.

Social isolation must be integrated into the policy frameworks of healthy-ageing, prevention and community-care policies at the policy level. There are a number of wider issues that affect older people's ability to connect with others via transport, such as accessible travel as well as adequate housing, digital inclusion and sustainable community services, and these should also be supported in policies. Lastly, older people and families need to be engaged in setting preferences for forms of support. Promote interventions which are not assuming that all older adults seek the same kind and amount of social interaction. The results, rather, point to a strategy of personalisation that takes into account individual preferences, culture, independence and their existing relationships. There is no one single sector that should be responsible for tackling social isolation; it needs to be a multi-sector approach.

[bookmark: _Toc238002124]Strength of The Review.
One of its strengths is to focus on a well-defined population and geographical context, namely ‘Adults age 65 years and over, United Kingdom'. This enhances relevance to the UK health and social care setting and prevents the mixing of evidence from significantly different healthcare and social settings. It was also conducted using predefined inclusion and exclusion criteria, thus further conveying consistency in the study-selection process. The methodology outlined included research in the English language over the last 10 years (2015-2026) that was written by “peer-reviewed” authors, which addressed the topic of social isolation and loneliness and its related physical and mental health issues. 
Another is the systematic literature review approach instead of a selection of publications. Google Scholar, ProQuest & the online Library at UWTSD are multidisciplinary sources of evidence to support nursing, healthcare, social care and ageing. The thematic analysis approach is also suitable since variations from one study to another in design and multiple and intertwined outcomes. Thematic analysis does not collapse the findings into one single measure, but allows for multiple patterns surrounding physical health, mental health, social support, physical activity, and living conditions to be taken into account. This will help to give more understanding of social isolation and the meaning of it for older people.

[bookmark: _Toc238002125]Limitations of the Review
The results should be interpreted with caution, taking into account the following limitations. One possibility is that the selection of the database used may have limited the extent of evidence identified. While Google Scholar, ProQuest and the UWTSD Online Library are good sources of information across a broad range of disciplines, they are not comprehensive in the extent or quality of their coverage for gerontology, nursing, psychology, public health or social care. Choosing more specific databases like CINAHL, MEDLINE, PsycINFO, Embase and Scopus may help to retrieve more studies. Considering the structured search strategy, relevant evidence could have been overlooked.
Second, there might have been an underrepresentation of evidence due to the search criteria. They reviewed only studies published over the past five years (from 2015 to 2026) and concentrated on UK people aged 65 years or older. These limitations enhance the relevance to the research question but may eliminate earlier studies with valuable longitudinal data, as well as studies that surveyed a sample larger than just older adults but did not report the data separately for the older adult population (65 and older). Another limitation is the restriction of the language of the search since potentially relevant literature in languages other than English was not included. This adds a potential language bias and makes this review not representative of the universal evidence base.
There can also be the possibility of publication bias. Some studies finding a statistically significant or “key” relationship between social isolation and adverse health outcomes may be more likely to be published than studies that find weak or non-significant findings. The evidence base which comes from the resulting association(s) may thus overestimate the strength of, and/or consistencies in, the associations. Moreover, the review is based on published literature and may not be comprehensive enough to cover unpublished research (or grey literature such as public evaluations of services, etc.).
Another constraint is the variability between the studies. Social isolation and loneliness, social support and depression, and physical activity and quality of life can be defined and measured in many different ways in studies. Social isolation is especially challenging to operationalise, as subjective loneliness is not a measure of the amount of contact or the objective size of social networks. Clearly, similar results therefore may not be directly comparable. Interpretation is complicated by variation in samples, geographical settings, follow-up periods and outcome measures.

There are also several methodological differences between the studies, which means in part that it is not easy to compare them directly. Association, but not yet directionality or causality, can be determined with cross-sectional studies. Longitudinal studies can offer more insight and evidence on change over time but also can be influenced by confounding. While qualitative research is suitable for providing specific understanding of the experience of older adults, prevalence and quantification of health impacts is typically not possible. Thematic analysis enables the ability to consider these varying types of evidence as part of a single study; however, it does not obviate methodological differences between the types of evidence.

Lastly, the review contains the basic shortcomings of secondary research. The researcher relies on the quality, completeness and reporting of the original studies and is unable to independently verify any information derived from participants in the original studies. However, this is not a review that can make any causal inferences when there is mainly observational evidence. These constraints will make the results presented here be read as an illustration of patterns and relationships, and not as definitive evidence of immediate physical and mental health consequences of social isolation. The results, however, offer a valuable evidence base for prioritizing areas for further research and for contributing to a robusted health and social care lens on social disconnection in older people.


[bookmark: _Toc238002126]CONCLUSION AND RECOMMMENDATIONS
This chapter draws together key findings on social isolation and the physical and mental health of older adults (age 65 and over) in the UK. It offers recommendations to health and social care practice, policy and future research, followed by an evaluation of the introduction of the study aim and the four research objectives.

[bookmark: _Toc238002127]Community-Based Social Connection Programmes
The first one is the development and scaling up of accessible community-based social connection programmes for older adults who are socially isolated or at risk of social isolation. The results confirm that social inclusion and involvement in the community is an essential source of companionship, emotional support, physical exercise and independence. The preferences and needs of the older people in the local community, therefore, ought to be reflected in the programmes or initiatives that the community organisations, local authorities and voluntary organisations and health and social care providers can create and execute. Social clubs; befriending schemes; peer support groups; community cafés; volunteering; intergenerational activities; group-based activities and recreation. Programmes should take into account obstacles to mobility, to transport and to finances. Focus should be on quality and continuity of relationships, not quantity of social interaction. This aligns with the WHO focus on building social connection - a critical factor in healthy ageing and wellbeing of a population (World Health Organization [WHO], 2025).

[bookmark: _Toc238002128]Greater opportunities for the identification of socially isolated older people.
Assessment of social isolation and social loneliness should be more routine practice among health and social care professionals when assessing older people on a holistic basis. The social networks, the frequency and quality of social contacts, life circumstances, mobility, access to transport, psychosocial (psychological) wellbeing, and the availability of informal support should be considered by nurses, general practitioners, as well as community health professionals and social workers and other practitioners. Identification should be carried out with sensitivity, as people living alone are not necessarily socially isolated while an older person living with others might experience loneliness. Therefore, there must be a distinction between objective (social) isolation and subjective loneliness in screening or structured conversations. Early identification can allow specialists to distinguish correlated issues like depression, decreased activity, sleeping troubles and the loss of functional ability. Assessment should also take place when life changes significantly, such as the following: Bereavement; Retirement; Change of residence; Poor mobility; Adoption of chronic illness.


[bookmark: _Toc238002129]Social Prescribing and Community Referral
Strategies to address social isolation should be Multi-disciplinary, with Social prescribing and structured community referral enhanced. There should be a role for health professionals to link the socially isolated older person to the available voluntary/community/social support services, not solely clinical interventions, when this has been identified. Possible referrals include walking groups, exercise groups, hobby groups, befriending service, volunteering, community centres and peer support groups. The effectiveness of referral will depend on the availability, accessibility and sustainability of community services. That is not, however, to be taken as a signal to simply cede responsibility from health services to voluntary providers – social prescribing must not be regarded as a matter of transferring responsibility. Local systems need to provide adequate resources for the community organisations and ensure their coordination of referral pathways. This can be a way to embed prevention with social care and community together in normal health care systems.

[bookmark: _Toc238002130]Benefits of Physical Activity and Wellbeing Programmes.
The findings highlight important links between social connection, physical activity and physical wellbeing, which justify embedding physical activity as part of a social isolation intervention. Claire Kelly and Dr. Ellen A. Hughes, explain that activities like community-based walking groups, low impact exercise programmes, strength and balance – and more appropriate programmes for their age – can all combine the benefits of social interaction and healthy ageing. Older people with chronic conditions, mobility impairments and/or disabilities should not have a physical barrier to participation which has been created through programme adaptations. Some key considerations by health professionals should therefore be the combination of physical activity and social connection when creating each individual's care plans. Adding social interaction along with physical activity may have a further added benefit as in doing so they are tackling physical inactivity and, at the same time psychological wellbeing and opportunities to meaningful participation can be achieved within one intervention.

[bookmark: _Toc238002131]Digital Inclusion and Social Connectivity 
Digital inclusion must be included in efforts to combat social isolation amongst older citizens, especially those with physical impairments, or with difficulty of accessing community events or services due to physical distance. There are opportunities to remain in contact with family and friends, receive online services and be active in online groups through digital communication. Digital interventions are to be used alongside face-to-face relationships, though, not as a replacement, as not everyone in the older adult population will have access to suitable devices, a good internet connection or confidence and skills in digital technology. Community groups and local services may offer digital-literacy programs, access programs and conducive learning spaces. Digital inclusion should be a part of a wider social-connection strategy and not a one-size-fits-all approach to solving isolation problems.

[bookmark: _Toc238002132]Recommendations for Policy
There is a need to include social connection as a key factor in the healthy ageing and prevention agenda of health and social care policy in the UK. National and local policies should enable integrated working between the NHS, social care, local authority, and voluntary and community services. Funding must be allocated to sustainable infrastructure for the community, low-cost and efficient transport, accessible housing, digital inclusion and social prescribing services, as these are wider determinants that affect older adults' social participation. The findings also allow for policy decisions that would incorporate regular assessment of social isolation into the context of the health and social care of older people. Importantly, policy should address inequalities across the region and at the sectoral level, not the belief that the same intervention is suitable in every community in the UK. Significant, measurable markers of social connection, participation and wellbeing should be calculated alongside usual health measures. This would assist in maintaining social isolation as an effective method for the prevention and healthy-ageing policy as well as once the health has deteriorated.

[bookmark: _Toc238002133]Recommendations for Future Research.
Longitudinal studies should be continued to establish the direction and strength of the social isolation and physical/mental health connections and be reinforced by future research efforts. Alongside, intervention studies are needed to identify which community, social prescribing, physical activity and digital interventions lead to lasting benefits of social connection and health outcomes. Triple the attention needs to be paid to under-represented groups such as the elderly in the minority ethnic community, people in rural and remote situations, people with disabilities and people from socio-economic disadvantage. Also, future research should strive for more consistent measurement of social isolation and loneliness due to the varying definitions and instruments used. Lastly, the effects of regional differences between England, Scotland, Wales and Northern Ireland on the experience of social isolation should be investigated, as they may have direct effects on people's health systems, community resources, transport, housing and economics.




[bookmark: _Toc238002134]Conclusion
The theme in this dissertation was social isolation and its effects on the physical and mental health of older people (aged 65 years and over) living in the United Kingdom. These overall findings show social isolation is an important health and social care concern for its interconnected physical, psychological and social outcomes. The evidence suggests that social isolation should not be perceived as merely a lack of social contact. Rather, it takes place in terms of a broader spectrum of underlying physical health, mental health, living conditions, economic status, and social support and opportunities for meaningful community involvement.

The first aim was to investigate the association between social isolation and physical health outcomes. The results show links that suggest decreased physical activity, physical limitations, chronic health adversities, sleep problems and possible differences in health care needs. The connection between physical ill health and social isolation, however, is complex, and could be two-way, as physical ill health can raise the risk of social isolation. Mental health outcomes were explored in the second objective. The review recognised connections between class and depression, anxiety, psychological well-being, and cognitive concerns and how this impacts on quality of life. It can be said that depression and social isolation can work in tandem, and early identification and integrated support are crucial.

The third purpose was to investigate factors such as depression levels, sleep quality, physical activity, living conditions and socioeconomic status. The results provide evidence of the potential impact these determinants can have on the social isolation-health link and highlight the need for additional precision in the link. Physical factors, sleep issues, depression symptoms, financial factors and housing situation, in particular, may make older people more prone to being socially isolated or affect the impact of being socially isolated. The fourth aim was to develop evidence-based behavioural interventions and policies to mitigate adverse health effects. The conclusions suggest community-based social connection programmes, better identification, social prescribing, physical activity programmes, digital inclusion and policies from a broader social policy perspective.
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