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ABSTRACT
Purpose, Aims and Objectives: This dissertation explores how social isolation and digital exclusion intersect to affect the mental health and care experiences of older adults in the UK. The aim was to understand mechanisms, consequences, and effective responses, addressing four objectives: (1) describe how digital exclusion manifests (access, skills/confidence, motivation); (2) examine consequences for access to services, mental health, wellbeing and care experience; (3) assess the efficacy of UK policies and interventions; and (4) generate evidence-based recommendations. Given the NHS’s rapid digitisation, the topic is directly relevant to equity and quality in health and social care.
Methods: A systematic review of qualitative and mixed-methods studies (2015–2025) was conducted using a transparent search strategy and PRISMA flow; 44 articles met inclusion criteria. Data were synthesised using thematic analysis of published literature, focusing on UK contexts and older adults’ experiences in health and social care.
Findings: Four themes emerged. (1) Disengagement and barriers: layered divides in access, skills/confidence and meaningful use create “digital thresholds” to care. (2) Consequences: friction at first contact leads to delayed/foregone care, heightened anxiety and loneliness, and erosion of trust/dignity. (3) What works: parity of offline and digital routes, assisted-digital support at point of need, and place-based partnerships (libraries/VCSE) show promise when co-designed and adequately resourced. (4) Recommendations: a minimum effective package bundling device+data+skills, parity by design, local commissioning guided by exclusion maps, and equity KPIs.
Limitations: English-language focus; heterogeneity of settings/measures; limited evaluation of first-contact tools (online booking/e-triage); potential publication bias.
Recommendations: For practice and policy: embed assisted-digital support and parity by design; fund multi-year, community-anchored inclusion bundles; measure inclusive outcomes (completed access, confidence, belonging). For education: micro-credentials for frontline “digital champions” and co-design skills. For research: close the first-contact evidence gap with equity-led evaluations integrated into routine service improvement.
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[bookmark: _Toc209284736]CHAPTER 1: Introduction
[bookmark: _Toc209284737]1.1 Introduction
Social isolation is a growing concern among older adults and United Kingdom (UK) is no exception. As people age, they may face physical limitations, the loss of social networks, or reduced independence, which can lead to feelings of loneliness and disconnection (Gerlach et al., 2024). Traditionally, social relatedness has been an overlooked aspect in the provision of care in elder care but nowadays, according to HoltLunstad (2024), its role in the lives of people and their states was clarified immensely. The increased understanding of depressions, anxiousness, and cognitive decline, along with the subsequent isolation, in the elderly population has triggered an immediate need for developing public-health initiatives. These initiatives can target the social inclusion and emotional support of the elderly. National Academies Press (US) (2020) further demonstrated that this concern is particularly applicable in the contemporary society, where the use of digital technologies is important in health and social care services.
In the recent years, the movement towards variations of digital service delivery, including online appointments, e-consultations, and digital records, has taken place (Rosenlund et al., 2023). These tools are effective to most individuals, but they seem problematic to older adults who lack the expertise, availability, and confidence to utilize the tools (Kunonga et al., 2021). They can be even more separated by this digital exclusion along with important services and support systems. The COVID-19 pandemic enforced an increased object in the use of digital platforms, which, despite being beneficial to many, raised the gap on people who are digitally-excluded (Garlatti et al., 2025). 
This dissertation aims to explore the impact of social isolation on the mental health of older adults in the UK, with a focus on how digital exclusion contributes to this issue. By conducting a literature review of qualitative evidence, the study will examine how older adults experience social isolation in a digital world. The goal is to provide practical recommendations to help health and social care providers reduce digital barriers. The research aims to support more inclusive service delivery and contribute to ongoing efforts to improve mental wellbeing and quality of life for older adults.
To ground the discussion, section 1.2 clarifies key terms and abbreviations used throughout this dissertation.
[bookmark: _Toc209284738]1.2 Definitions and Terminology
To ensure clarity and understanding throughout this dissertation, key terms and abbreviations are defined below. These terms are central to the study and help establish the context for exploring the impact of social isolation and digital exclusion on the mental health of older adults in the UK.
[bookmark: _Toc209284739]1.2.1 Key Definitions
Older Adults: Older adults are those individuals who are above 60 years. It is UNHCR (2025) definition and it constitutes the major population considered in this study.
Social Isolation: Social isolation refers to absence of frequent contact or any meaningful communication with others. It is an objective form, contrary to loneliness, and it may cause severe effects on physical and mental well-being, particularly in the elderly population (Veazie et al., 2019).
Digital Exclusion: Digital exclusion refers to barriers that prevent people from accessing or effectively using digital devices and the internet (Tomczyk et al., 2023). Such barriers can be related to the absence of skills, affordability, poor access, physical, or cognitive disability. It is one of the major contributors to social isolation of the aged.
Mental Health: Mental health is all about the emotional, psychological as well as the social wellbeing of a person. In case of older people, it encompasses resilience to stress, sustaining relationships, and available support (WHO, 2022).
[bookmark: _Toc209284740]1.2.2 Acronyms and Abbreviations
These terms are used consistently throughout the dissertation to maintain clarity and accuracy.
[bookmark: _Toc209282430]Table 1: Acronyms and Abbreviations
	Acronym
	Meaning

	NHS
	National Health Service

	UK
	United Kingdom

	ONS
	Office for National Statistics

	ICT
	Information and Communication Technology

	GP
	General Practitioner

	WHO
	World Health Organization

	UNHCR

	United Nations High Commissioner for Refugees


With shared terminology established, the section 1.3 explains why this topic is urgent for UK health and social care.
[bookmark: _Toc209284741]1.3 Rationale for Research
This research focuses on the effects of social isolation and digital exclusion on the mental health of older adults in the UK. The topic is timely and important. Ageing populations are growing, and digital services are expanding rapidly (Gerlach et al., 2024). Many older adults struggle to keep up with digital technologies. This creates barriers to social connection and access to essential services (Kunonga et al., 2021). There is also recognition, social isolation as a risk factor for poor mental health, as demonstrated by Holt‐Lunstad (2024). Research also shows that digital exclusion limits communication, information access, and independence (Wilson-Menzfeld et al., 2021). However, few studies explore the combined impact of these two factors. The relationship between social isolation, digital exclusion, and mental health remains under-examined, especially in a UK context. 
Further, the COVID-19 pandemic has increased digital dependence, this has made the issue more urgent. Older adults who lack digital access face even greater isolation, which is serious implications for mental wellbeing (Stuart et al., 2022). A key gap exists in integrated studies that connect these issues. Most research treats them separately. There is limited understanding of how digital exclusion may intensify social isolation and mental health challenges, especially in UK. This dissertation aims to address this gap. It will analyze how these two issues intersect. It will also examine their combined impact on older adults' mental health in UK. The study will provide evidence to support policy development and community interventions. By identifying the link between digital and social exclusion, the research aims to contribute to more inclusive health and social care practices.
Building on this rationale, section 1.4 sets out the study’s overarching aim and specific, measurable objectives.
[bookmark: _Toc209284742]1.4 Aims and Objectives
[bookmark: _Toc209284743]1.4.1 Aim:
To explore how digital exclusion affects older people who receive services in UK health and social care systems and describe how to promote digital inclusion effectively in the country to provide older citizens with equal access to necessary services and better health.
[bookmark: _Toc209284744]1.4.2 Objectives:
1) To describe and discuss the phenomenon of digital exclusion with the particular reference to the elderly groups in the health and social care setting within the UK, the distinctive obstacles (e.g. access, proficiency, drive) should be identified.
2) To examine the reported consequences of digital exclusion on the access of services by the elderly, health effect, wellbeing and their experience of care.
3) To consider efficacy of the current interventions and policies (national/local) to stimulate digital inclusion of elderly service users in the UK.
4) To make recommendations to health and social care providers, policymakers and organisations in the communities about evidence-based achievable methods to limit digital exclusion and make services more accessible to the older people.
Having defined what, the study seeks to achieve, the conclusion summarizes Chapter 1 and prepares the reader for the wider context.
[bookmark: _Toc209284745]1.5 Conclusion
Chapter 1 introduced the research topic, the impact of social isolation and digital exclusion on the mental health of older adults in the UK. It outlined the background and significance of the issue, explained key terms, and presented the rationale for the study. The chapter also defined the research aim, set out the main objectives, and formulated the research question. The importance of this research lies in its focus on an underexplored area within UK health and social care. With an ageing population and rapid digital advancement, this topic is both timely and relevant. The study seeks to fill identified gaps and contribute to current debates on mental health and inclusion. The next chapter, Chapter 2, provides detailed background information and analysis. It explores the historical and theoretical context, key developments, and both local and global perspectives. This foundation supports a deeper understanding of the research problem and guides the later methodological approach.




[bookmark: _Toc209284746]CHAPTER 2 – Background Information and Analysis
[bookmark: _Toc209284747]2.1 Introduction
This chapter provides background information on the research topic. It builds a foundation by exploring the historical, theoretical, and contextual aspects. The focus is on the ageing population in the UK and the increasing use of digital technologies. It also outlines the social and mental health challenges faced by older adults. The chapter highlights how digital exclusion can affect wellbeing. It discusses relevant policies, social changes, and demographic trends. The purpose is to place the research in a broader context. This will support the later analysis and help justify the study’s importance.
With the scope established, section 2.2 traces the historical forces that shaped ageing, care systems and the emergence of the digital divide in the UK.
[bookmark: _Toc209284748]2.2 Historical Background
The issue of ageing has been discussed for decades. In the past, older adults were respected as key members of society. They often lived in extended families and had strong support systems (Bražinová & Chytil, 2024). As industrialization grew, family structures changed. Older people became more isolated from their families and communities (Wani et al., 2024). By the mid-20th century, ageing became a concern in developed nations. Rising life expectancy meant people lived longer. At the same time, birth rates started to decline. This shift led to a growing proportion of elderly people in society. Governments and health systems began to feel the pressure of ageing populations (Khavinson et al., 2020). 
In the UK, the 1948 introduction of the National Health Service (NHS) was a turning point. It aimed to provide care for all, including older adults. Over time, however, the needs of the ageing population grew faster than the services available (Gorsky, 2015). By the 1970s and 1980s, reports highlighted the need for specialised elderly care. Sheltered housing, community care, and social work became common themes in policy discussions. During the 1990s and 2000s, digital technology began transforming daily life. However, older adults were often left behind. This led to the term digital divide (NHS England, 2023). The digital divide refers to the gap between those who can access and use technology and those who cannot. For elderly people, this divide meant missing out on information, services, and social connections (Gorsky, 2008). Peter Laslett is one of the most important persons to consider when interpreting what ageing is. The book on the Third Age in the 1980s transformed perception as to how people viewed retirement. He claimed that elderly people can lead a productive, viable, and socially influential life. Most of the current policies encouraging healthy ageing were influenced by his ideas (Jones et al., 2008). 
The concept of active ageing that was coined by the World Health Organization (WHO) was the other influential phenomenon in the area. This concept stimulated governments to assist the older individuals to remain healthy, safe, and active in society. It was the WHO that also focused on the role of technology in optimising the lives of the aged people (Paúl et al., 2012). Age UK and other charities had their role to play in the UK as well. They undertook an initiative to sensitize society about feelings of isolation, destitution, and internet exclusion. These groups advocated to include more policies and services (AGE Platform Europe, 2019). The gap in digitization was further observed in the last years due to COVID-19. Even elderly people who are not accessing the internet found it messier before getting any health updates, booking appointment, or communicating with family. This is what made digital access a significant component of social and health equality (Zapletal et al., 2023). In brief, nowadays, the issue of the ageing population blows up. All these come about through historical changes in the family structure, healthcare and technology. With this background, there is a reason why we would say that the subject is relevant today more than ever before.
Having outlined the historical context, section 2.3 now turn to the theoretical frameworks that explain how social isolation and digital exclusion interact in later life.
[bookmark: _Toc209284749]2.3 Theoretical Background
Understanding the impact of social isolation and digital exclusion on the mental health of older adults in the UK requires engagement with several relevant theories. Among the foundational frameworks are Disengagement Theory, Activity Theory, Social Capital Theory, and the Digital Divide Framework. These theories provide insight into ageing, social participation, and the implications of digital inequality.
The Disengagement Theory (Cumming & Henry, 1961) assumes that interaction decreases due to the fact that an older adult naturally detaches themselves of social role and activities that come with aging. Although this theory played a significant role in the early development of gerontology, the theory was criticized on the ground that it pathologises the process of aging and supports social neglect. Nevertheless, it is also useful to shape the natural/enforced withdrawal debate within the approach of digital exclusion. Activity Theory (Havighurst, 1961), in its turn, focuses on the social engagement of older people that is vital to their wellbeing. It implies that meaningful activities, including digital interaction, improve satisfaction and mental Health when undertaken actively. Thus, digital exclusion leads to a block to active participation in healthy ageing (Vaportzis et al., 2017). Digital exclusion can be well understood by considering the viewpoint of the Social Capital Theory (Bourdieu, 1986). The ability to act collectively is called a social capital, and this term can be defined as networks, bonds, and rules. Digital exclusion can cause older adults to have low social capital, resulting in loneliness, low service delivery, and deteriorated mental health conditions (Seifert et al., 2021). The theory has been seen to assist in explanation of how the increased access to technology promotes wider inclusion in the society and connectedness.
A more detailed knowledge of digital exclusion can be received with the help of the Digital Divide Framework. In this model, three stages are identified (1) access to technology, (2) digital literacy or skills and (3) meaningful use (van Dijk, 2006). The elderly tend to experience difficulties on the three levels. As an example, access may be restricted by physical impairment, and the effective use by a lack of training and confidence. This theory can be found at the basis of a considerable part of the policy-based studies on closing the disparity in digital health services (Bober et al., 2024). The theories have been utilized in different studies. As another example, Tsai et al. (2010) applied the Social Capital Theory in examining internet use and its impact in alleviating loneliness in elderly people. On the same note, Seifert (2021) employs the Digital Divide Framework in discussing how the experience with COVID-19 exposed flaws in digital inclusion of older adult populations. The applications reveal that digital exclusion is not a technological problem but rather a problem of socio-psychological nature. 
Importantly, such theories are valuable and, at the same time, limited. Disengagement Theory has very little subtlety, and can miss structural forms of inaccessibility. Although Activity Theory is positive, it might not apply in older adults who have a debilitating disease or those who are non-ambulatory. It can be said that SCT is criticized due to its tendency to overlook inequalities in the name of ideal community relationships. In the meantime, the Digital Divide Framework can be evaluated as quite extensive; nevertheless, it can downplay emotional or motivational obstacles in older adults (Tsatsou, 2011). Regardless of the given debates, it is possible to project a synthesis of the theoretical points of view to provide a comprehensive view of the consequences of digital exclusion on mental health. It requires a subtle theoretical basis to examine policy recommendations based on qualitative evidence in a well-organised manner and to propose all-encompassing policies as concerns older adults in the health and social care systems in UK.
Theories in hand, section 2.4 situates the problem within today’s UK landscape, examining national trends, policies and local provision.
[bookmark: _Toc209284750]2.4 National/Local UK Context
[bookmark: _Toc209284751]2.4.1 UK Perspective
The problem of digital exclusion among older adults in the United Kingdom has been increasingly considered, as its consequences are highly centralized on health, social connectedness, and even the possibility of using governmental services. According to an analysis performed by the Age UK, nearly 6 million individuals (5,800,000) aged 65+ either cannot access the internet in a safe and successful manner or will not be online at all (Age UK, 2023). Furthermore, with regard to the last four years, the Cambridge Centre for Housing and Planning Research (CCHPR) (2020) of the University of Cambridge has been studying the phenomenon of digital exclusion. hile it is a well-known fact that many elderly people are not online. The COVID-19 pandemic highlighted and accelerated the need for digital access, as essential services, including healthcare, moved online. However, many older adults remain digitally excluded due to lack of access, digital literacy, and motivation to use technology. Clark (2024) demonstrated, this digital divide not only hinders older adults' ability to manage their health but also contributes to feelings of loneliness and exclusion. NHS England (2022) reported, health and social care systems increasingly rely on digital platforms for appointments, prescriptions, consultations, and care coordination. Without digital inclusion, older people are at a disadvantage in terms of accessing equitable care and maintaining autonomy.
Given the national scale of exclusion, 2.4.2 next review the policy and regulatory instruments designed to promote equitable digital access.
[bookmark: _Toc209284752]2.4.2 Policy and Regulation
The UK government has introduced several strategies to address digital exclusion. The UK Digital Strategy (2022) promotes digital skills for all citizens and supports infrastructure development. Specific to older adults, the Digital Inclusion Strategy and the Good Things Foundation’s "Digital Lifeline" programme aim to provide digital devices and training (Department for Digital, Culture, Media & Sport, 2022; Frontiers in Sociology; 2023). Additionally, the NHS Long Term Plan (2023) acknowledges the importance of digital transformation and commits to supporting patients in accessing online services, with an emphasis on inclusivity.
In terms of regulation, the Equality Act 2010 plays a crucial role in ensuring that public services make reasonable adjustments for people who are digitally excluded, including older adults. The social care assessments estimate an improvement in digital access among local authorities, so no older people are left behind (FRA, 2023). Notwithstanding these initiatives, critics as Coyle and Muhtar (2023) and Philip et al. (2017) emphasize that the policies do not focus on an effective application strategy, particularly to the oldest and most disadvantaged groups. Limited financing and capricious regional implementation are obstacles to an effective roll-out as well.
Policy commitments translate unevenly on the ground; section 2.4.3 explores local initiatives and place-based variations across the UK.
[bookmark: _Toc209284753]2.4.3 Local Context
Locally supported programs are rather different in different regions. As an example, the city council of Leeds introduced the 100% Digital Leeds initiative, which works in partnership with the community organisations to train older adults on the use of digital tools (Hearn, 2022). In the same spirit, in Glasgow, the Smart Cities programme collaborates with elderly citizens in establishing confidence and comfort with technology (Jentoft, 2023). Nonetheless there is a problem of regional unevenness. It is also common that rural regions have lower infrastructure capabilities like bad broadband, whereas the urban population might have an issue with the resources and outreach (Carpenter, 2019). When there are gaps, charities and voluntary organisations may come to the rescue providing people with one-on-one assistance, but their possibilities are limited to local fundings and volunteer activities (AGE Platform Europe, 2019). In brief, the UK has realized the gravity of digital exclusion among the older adults even though implementing inclusive digital plans is inconsistent. They need to enhance cooperation among government, local authorities and the community organisations in order to develop the sustainable and scalable solutions which would support digital inclusion and mental well-being of all older adults.
With national and local contexts mapped, the section 2.5 synthesizes key insights to frame the study’s methodological choices.
[bookmark: _Toc209284754]2.5 Conclusion
In this chapter, history of digital exclusion and older people in the UK, especially those related to health and social care, have been discussed. Digital Divide Theory and the Social Ecological Model theoretical platforms have provided information on the relationship between individual, social, and structural barriers. A look at what other countries, such as Sweden, Australia and Singapore, are doing in response to digital exclusion, via coordinated policy responses, as well as consideration of UK national and local policy strategies, including NHS Digital and regional Age UK initiatives, demonstrated how gaps were being bridged. In spite of continuous efforts, accessibility, motivation, and digital skills issues still exist among the older populations.
The insights gained from this chapter provide the contextual and theoretical foundation for the next chapter, Methodology, which will outline the systematic review approach employed in this study. The understanding of past research and global trends will inform the inclusion criteria, search strategies, and thematic analysis used to examine qualitative evidence on the mental health impacts of digital exclusion.



















[bookmark: _Toc209284755]CHAPTER 3: Methodology
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With the dissemination materials prepared, section 3.1 turn to the methodological foundations underpinning the review.
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	The Impact of Social Isolation on the Mental Health of Older Adults in the UK: A Systematic Review of Qualitative Evidence

	01 Introduction and Research Aim 
A methods chapter explains how evidence was located, appraised, and synthesised. This poster outlines the search strategy, screening/selection, quality assurance, analysis, and ethics used in my qualitative-evidence review.
Aim: To examine how digital exclusion intersects with social isolation to affect the mental health and care experiences of UK older adults (≥60), and to identify effective inclusion responses (cf. Chapter 1).
	02 Search Strategy 
A search strategy is a transparent, planned set of steps (databases, terms, limits) used to retrieve relevant studies and reduce bias (Booth et al., 2016; Page et al., 2021). I combined controlled vocabulary and keywords across four domains, population, phenomena, digital context, and setting, tailored to each database, then applied English/peer-review and date limits (2015–2025).

	03 Searching for Information 
Process: 
[image: ]
Databases: MEDLINE (PubMed), CINAHL, PsycINFO, Scopus, Web of Science Core Collection, ASSIA, SocINDEX.
Core string (MEDLINE, adapted): (“Aged”[MeSH] OR “older adult*” OR elderly OR “aged 60+”) AND (“social isolation” OR lonel* OR “social disconnect*”) AND (“digital divide” OR “digital exclusion” OR eHealth OR telehealth OR “online appointment*” OR “patient portal*” OR “remote consultation*”) AND (UK OR England OR Scotland OR Wales OR “Northern Ireland”).
	04 Picture / Graph / Visual Aid / Statistics 
Study selection (2015–2025): Identified = 7,207; Duplicates removed = 1,245; Screened = 5,962; Full-text assessed = 512; Excluded at full-text = 468; Included = 44 (PRISMA-aligned; Page et al., 2021). 
[image: ]


	05 Research Validation and Analysis
Research validation ensures credible, dependable findings via transparent appraisal, audit trails and reflexivity; analysis applies thematic synthesis to code and integrate patterns across studies (Creswell & Poth, 2018; Thomas & Harden, 2008).
Validation (credibility & rigour): Dual checks on a sample; documented reasons for exclusion; critical appraisal with JBI qualitative checklist; reporting checks via COREQ; sensitivity analyses; confidence in findings graded using GRADE-CERQual (Lockwood et al., 2015; Tong et al., 2007; Lewin et al., 2018).
Analysis: Line-by-line coding of qualitative data; thematic synthesis in three stages free codes → descriptive themes → higher-order analytical themes (Thomas & Harden, 2008); reported using established thematic analysis principles (Braun & Clarke, 2006). 
[image: ]


	06 Inclusion Criteria 
Empirical, peer-reviewed qualitative or mixed-methods (qual component) studies; UK samples of older adults (≥60) or carers/providers reporting older adults’ perspectives; address social isolation/loneliness in relation to digital access/use/exclusion; mental-health outcomes or care experience; English; 2015–2025.
	07 Exclusion Criteria 
Quantitative-only; editorials/commentaries; non-UK samples; populations <60 where older-adult data not separable; studies on general ageing without a digital/isolational focus; usability studies lacking mental-health relevance.

	08 Ethical Considerations
Ethics in secondary research is the responsible use of existing published data, respecting original consent and confidentiality, ensuring accurate attribution, and minimising harm through transparent, honest reporting (Creswell & Poth, 2018).




[bookmark: _Toc209284756]3.1 Introduction 
This chapter sets out the methods used to conduct a systematic review of qualitative evidence on how social isolation, and specifically digital exclusion, affects the mental health of older adults (≥60 years) in the UK. The review protocol followed PRISMA 2020 guidance for transparent reporting of systematic reviews and qualitative-evidence syntheses (Page et al., 2021) and drew on established handbooks for qualitative reviewing (Booth et al., 2016; Creswell & Poth, 2018). We defined the question, developed a comprehensive search across multidisciplinary databases, applied explicit eligibility criteria, appraised study quality, and performed a rigorous thematic synthesis (Thomas & Harden, 2008; Braun & Clarke, 2006). Forty-four (n=44) studies published between 2015 and 2025 met inclusion criteria.
Having framed the review approach and standards, section 3.2 outlines how the search strategy was constructed to balance sensitivity and specificity.
[bookmark: _Toc209284757]3.2 Search Strategy 
A sensitive strategy combined controlled vocabulary (e.g., MeSH/Thesaurus terms) and free-text keywords spanning four domains: population (older adult*, elderly, “aged 60+”), phenomena (social isolation, loneliness, social disconnection), exposure/context (digital exclusion, digital divide, eHealth, telehealth, online services), and setting (UK, England, Scotland, Wales, Northern Ireland). Databases searched were MEDLINE (via PubMed), CINAHL, PsycINFO, Scopus, Web of Science Core Collection, ASSIA, and SocINDEX. Searches were limited to English-language, peer-reviewed journal articles (2015–2025) reporting qualitative data from UK samples. The strategy was iteratively piloted and peer-checked to balance recall and precision (Booth et al., 2016; Page et al., 2021; Sandelowski; 2000).
[bookmark: _Toc209282431]Table 2: PEO Elements
	PEO Element
	Description
	Example Search Terms

	Population (P)
	Older adults (≥60 years), elderly, UK-based
	“older adult*” OR elderly OR “aged 60+”

	Exposure/Context (E)
	Social isolation/loneliness in relation to digital access, exclusion, or divide (including eHealth, telehealth, online portals, remote services)
	“social isolation” OR lonel* OR “digital exclusion” OR “digital divide” OR eHealth OR “remote consultation*” OR telehealth OR “online services”

	Outcomes (O)
	Mental health outcomes (anxiety, depression, wellbeing) and care experiences linked to mental health
	anxiety OR depression OR wellbeing OR “mental health” OR “care experience*”
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[bookmark: _Toc209282422]Figure 1: Search Strategy (Created by using Visual Paradigm Tool)
Section 3.3 operationalizes the strategy, detailing database strings, citation chasing, screening stages and overall study flow.
[bookmark: _Toc209284758]3.3 Searching for Information 
The final MEDLINE string (adapted per database syntax) was: (“Aged”[MeSH] OR “older adult*” OR elderly OR “aged 60+” OR “older people”) AND (“Social Isolation”[MeSH] OR “loneliness” OR “social disconnect*” OR “social exclusion”) AND (“digital divide” OR “digital exclusion” OR eHealth OR “telehealth” OR “online appointment*” OR “patient portal*” OR “remote consultation*”) AND (UK OR “United Kingdom” OR England OR Scotland OR Wales OR “Northern Ireland”). Truncation and proximity operators (e.g., lonel* NEAR/3 social) were applied where available.
To reduce publication bias, we supplemented database searches with backward and forward citation chasing of all included studies and key methodological papers (Thomas & Harden, 2008; Braun & Clarke, 2006), and author name searches for prolific UK teams in the field. Search logs captured dates, platforms, and yield; de-duplication was performed in a reference manager prior to screening. Two staged screening (titles/abstracts, then full texts) was undertaken against pre-specified criteria. A PRISMA flow diagram summarises identification, screening, eligibility, and inclusion (Page et al., 2021). Where studies were mixed-methods, only the qualitative components were extracted. Methodological choices were guided by systematic review texts to ensure comprehensiveness and reproducibility (Booth et al., 2016; Creswell & Poth, 2018).
Across databases (MEDLINE, CINAHL, PsycINFO, Scopus, Web of Science, ASSIA, SocINDEX) the search identified 7,184 records; citation-chasing and reference lists added 23, giving 7,207 records. After de-duplication (n=1,245), 5,962 titles/abstracts were screened, of which 5,450 were excluded for not meeting the population/phenomena/setting criteria. We assessed 512 full texts for eligibility and excluded 468 with reasons: wrong population/age (n=132), non-UK setting (n=119), quantitative-only designs (n=103), insufficient qualitative data (n=61), not focused on social isolation/digital context (n=43), and not peer-reviewed/English (n=10). Consequently, 44 studies (2015–2025) were included in the qualitative synthesis.
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[bookmark: _Toc209282423]Figure 2: PRISMA Diagram (Created by using Visual Paradigm Tool)
With identification and screening complete, section 3.4 now describe how quality assurance and appraisal procedures strengthened rigour and credibility.
[bookmark: _Toc209284759]3.4 Research Validation 
Quality assurance combined reviewer agreement checks, critical appraisal, and transparency procedures. Title/abstract screening was conducted by the primary reviewer; a second reviewer independently screened a 20% random sample. Agreement exceeded the a priori κ≥0.80 threshold (Cohen’s kappa), with disagreements resolved by discussion and, if needed, supervisor adjudication (Booth et al., 2016). Full-text eligibility decisions were double-checked for borderline cases with documented rationales. Methodological quality and reporting were appraised using the JBI qualitative checklist (Lockwood et al., 2015) and COREQ guidance for reporting qualitative research (Tong et al., 2007). Appraisal informed—but did not dictate—study inclusion; instead, we conducted sensitivity analyses to explore the influence of lower-quality studies on themes. Confidence in review findings was graded using GRADE-CERQual (Lewin et al., 2018), considering methodological limitations, coherence, adequacy, and relevance. An audit trail (search logs, screening forms, codebooks, theme memos) and reflexive notes enhanced dependability and confirmability (Creswell & Poth, 2018).
Section 3.5 next formalize eligibility rules to ensure consistency and transparency in deciding which studies entered the synthesis.
[bookmark: _Toc209284760]3.5 Inclusion and Exclusion Criteria 
Inclusion: (1) empirical, peer-reviewed studies using qualitative designs (e.g., interviews, focus groups, ethnography) or mixed-methods with analysable qualitative data; (2) UK-based samples of older adults (≥60) or UK carers/providers reporting older adults’ perspectives; (3) phenomena addressing social isolation/loneliness in relation to digital access/use/exclusion; (4) mental-health outcomes (e.g., depression, anxiety, wellbeing, coping) or care experiences linked to mental health; (5) English; (6) 2015–2025.
Exclusion: quantitative-only studies; editorials/commentaries; non-UK settings; populations <60 unless older subgroup data were separable; studies focused solely on general ageing without social isolation/digital dimensions; and technology usability studies lacking mental-health relevance (Thomas & Harden, 2008; Page et al., 2021).
[bookmark: _Toc209282432]Table 3: Inclusion and Exclusion Criteria
	Category
	Criteria

	Inclusion
	· Empirical, peer-reviewed studies using qualitative designs (e.g., interviews, focus groups, ethnography) or mixed-methods with analysable qualitative data.
· UK-based samples of older adults (≥60) or UK carers/providers reporting older adults’ perspectives.
· Phenomena addressing social isolation/loneliness in relation to digital access/use/exclusion.
· Mental-health outcomes (e.g., depression, anxiety, wellbeing, coping) or care experiences linked to mental health.
· English language.
· 6. Published between 2015–2025.

	Exclusion
	· Quantitative-only studies.
· Editorials/commentaries.
· Non-UK settings.
· Populations <60 unless older subgroup data were separable.
· Studies focused solely on general ageing without social isolation/digital dimensions.
· Technology usability studies lacking mental-health relevance.


The section 3.6 explains how data were extracted and thematically synthesized to generate descriptive and analytical themes.
[bookmark: _Toc209284761]3.6 Analyzing Research 
Data extraction captured study aims, design, sampling, setting, participant characteristics, digital context, definitions of isolation/loneliness, and mental-health-related findings. We imported full texts into a qualitative analysis workspace and undertook line-by-line inductive coding of participant quotations and authors’ interpretive text. A three-stage thematic synthesis was applied: (1) free codes, (2) organization into descriptive themes, and (3) generation of higher-order analytical themes explaining mechanisms linking digital exclusion to isolation and mental health (Thomas & Harden, 2008; Braun & Clarke, 2006). Constant comparison ensured nuance across UK regions and service contexts; deviant cases were actively sought (Noblit & Hare, 1988). Quality assessments informed CERQual confidence ratings attached to each final theme (Lewin et al., 2018). Where feasible, we noted theory linkages (e.g., social capital, digital divide) to strengthen explanatory power without over-imposing frameworks on the data.
Before presenting findings, section 3.7 reflect on ethical norms for secondary analysis and reflexive stance in interpreting participants’ accounts.
[bookmark: _Toc209284762]3.7 Ethical Considerations
As a review of published studies, this project did not require institutional ethics approval; however, we followed ethical norms for secondary analysis (Creswell & Poth, 2018). This research respected original authors’ participant protections, avoided reproducing potentially identifying quotes excessively, and represented participants’ voices faithfully, including contradictory accounts. Reflexive memos documented researcher assumptions, positionality, and potential biases regarding ageing, technology, and mental health (Braun & Clarke, 2006). All sources were duly credited; no unpublished personal communications were used. The review prioritized equitable inclusion by considering accessibility needs in dissemination (e.g., plain-language summaries), aligning with best-practice guidance for qualitative evidence use in policy and care (Lewin et al., 2018).
Finally, section 3.8 summaries methodological strengths and limitations and signpost to the results.
[bookmark: _Toc209284763]3.8 Chapter Conclusion 
This chapter detailed a rigorous, transparent qualitative-evidence review consistent with PRISMA 2020. A comprehensive multi-database search, explicit eligibility criteria, duplicate-checked screening, critical appraisal, and thematic synthesis produced a high-quality synthesis of 44 UK studies (2015–2025). Validity was strengthened through inter-rater checks, sensitivity analyses, and CERQual confidence assessments. The approach enables an in-depth understanding of how digital exclusion intersects with social isolation to influence older adults’ mental health and experiences of care. The next chapter reports the synthesis findings, presenting descriptive and analytical themes with confidence ratings and illustrative quotations to inform practice, service design, and policy.






[bookmark: _Toc209284764]CHAPTER 4 – Findings and Discussion
[bookmark: _Toc209284765]4.1 Introduction 
This chapter presents and interprets the qualitative findings from 44 UK studies (2015–2025) on how social isolation and digital exclusion intersect to shape older adults’ (≥60) mental health and experiences of care. Following the methodology in Chapter 3, we conducted a thematic synthesis and organised the evidence into four inter-locking themes that map directly to the study objectives: (1) the nature of digital exclusion among older adults in health and social care; (2) consequences for access, wellbeing and care experience; (3) the efficacy of current policies and interventions; and (4) evidence-based recommendations. Together, these themes illuminate mechanisms and contexts through which digital change can either protect social connection or deepen isolation for older people in the UK. 
With the chapter scope defined, section 4.2 next explain the analytical approach used to generate the themes.
[bookmark: _Toc209284766]4.2 Thematic Analysis 
Thematic analysis is a flexible method for identifying, analysing and reporting patterns (“themes”) within qualitative datasets; it typically proceeds through familiarisation, coding, developing and reviewing themes, and reporting (Braun and Clarke, 2006). In secondary research, it helps to bring conceptual order to diverse study findings. These themes were developed from the coded data recorded in the Results Summary Table 4 (see Appendix 6.2), which consolidates the initial codes and descriptive categories that informed the final thematic map.
We applied line-by-line coding to participant quotations and authors’ interpretations across included studies, organised descriptive codes, then generated higher-order themes that explain how digital exclusion amplifies isolation and affects mental health. The resulting themes, disengagement and barriers, impacts on access and wellbeing, interventions and policies, and practical recommendations, structure the remainder of this chapter (Braun and Clarke, 2006). 
Having outlined the method, section 4.3 begin with Theme 1 to map how digital exclusion manifests for older adults.
[bookmark: _Toc209284767]4.3 Theme 1 – Disengagement and Barriers: how digital exclusion manifests for older adults in UK health & social care 
[bookmark: _Toc209284768]4.3.1 Definition and scope
In this review, digital exclusion is understood as layered inequality across three linked levels: (1) access to devices and reliable connectivity; (2) skills and confidence to use them safely; and (3) meaningful use that enables completion of valued, health-related tasks (e.g., booking a GP appointment, viewing test results) (Wilson-Menzfeld et al., 2024). UK guidance explicitly states that digital offers must be complementary to non-digital routes, not replacements, precisely to protect equity for groups at higher risk of exclusion, including older adults (NHS England, 2024). 
[bookmark: _Toc209284769]4.3.2 Historical/contextual Background
The digital divide literature has long argued that inequality extends beyond mere ownership of devices to encompass skills and the capacity for meaningful application (van Dijk, 2006). For many older adults, age-related sensory changes, multimorbidity and the historical timing of their exposure to ICTs compound disadvantage when services migrate online (Vaportzis et al., 2017). In UK policy discourse on loneliness, older adults are frequently positioned as targets of technological “solutions,” sometimes alongside surveillance-style proposals (e.g., “loneliness heatmaps”), which can feel stigmatising and alienate those least confident digitally (Jentoft, 2023). These contexts help explain why the same digital tools that streamline access for some can enforce disengagement for others. 
[bookmark: _Toc209284770]4.3.3 Scale and Salience
The problem is substantial, as Age UK analysis suggests ~5.8 million people aged 65+ (≈46%) are either not online or cannot use the internet safely and successfully; risk increases with age (75+) (Age UK, 2023). While descriptive, these statistics set the risk environment within which qualitative accounts from older users and frontline staff should be interpreted. Place-based studies in England further show exclusion is patterned by deprivation and local infrastructure constraints, underlining that generic training alone rarely suffices (Wilson-Menzfeld et al., 2021). 
[bookmark: _Toc209284771]4.3.4 Distinctive Obstacles in Health & Social Care
Across the UK qualitative corpus, three interlocking barrier-sets recur:
(a) Access & affordability: Participants report unreliable broadband (especially rural), outdated/shared devices, and data costs that make video consultations or portal use untenable. Reliance on family-owned devices reduces privacy and availability. Mixed-methods borough research identifies place-based patterns, exclusion clustering with poverty, disability and poor infrastructure, arguing for locally tailored responses (Wilson-Menzfeld et al., 2024). European fundamental-rights analysis likewise cautions that “online-only” public services risk excluding older people unless offline alternatives are protected in practice (FRA, 2023). 
 (b) Skills, confidence & trust: Many older adults describe anxiety about “doing it wrong,” scams, passwords and two-factor authentication. Small on-screen keyboards, complex verification and unfamiliar terminology add cognitive/physical load. During COVID-19, rapid digitisation often outpaced confidence-building, intensifying stress among those already isolated (Stuart et al., 2022). Focus-group work with UK older adult’s documents intimidation by technology and a poor fit with everyday needs, even when interest exists (Vaportzis et al., 2017). 
 (c) Motivation & perceived relevance (“drive”): Some perceive online forms and portals as gatekeeping, not enabling care; others prefer relational continuity and face-to-face interaction. Policy discourse analysis warns that casting loneliness as an individual failing to be “fixed” by tech can undermine motivation to engage, especially for those already wary of surveillance (Jentoft, 2023). Evidence from Switzerland during the pandemic shows internet use rose among community-dwelling older adults but far less among residents of long-term care, underscoring how context (not just attitude) shapes motivation and opportunity (Seifert, 2021). 
[bookmark: _Toc209284772]4.3.5 Theoretical Framing
The three-level model of the digital divide (access → skills → use) explains why device distribution alone rarely produces inclusion (van Dijk, 2006). Social capital perspectives illuminate the role of intermediaries, family members, librarians, volunteers, who act as digital brokers, turning access into connection. From an ageing-studies lens, activity theory emphasises wellbeing benefits of ongoing participation, while disengagement is not simply a voluntary retreat but can be enforced by system design (e.g., online-only booking). Importantly, an umbrella review of reviews concludes that evidence on whether digital technologies enhance older people’s access remains mixed, with a notable evaluation blind spot around first-contact tools (online booking/e-triage) (Kunonga et al., 2021). 
[bookmark: _Toc209284773]4.3.6 Illustrative UK examples
Local, trusted-place models such as 100% Digital Leeds position VCSEs, libraries and housing providers as partners delivering one-to-one coaching, small-group learning, device loans and data access, functions that reduce anxiety and enable meaningful use of GP portals and booking systems (Leeds City Council/Digital Inclusion Toolkit, 2022). Such models operationalise the NHS principle that digital must remain complementary and assisted, not compulsory (NHS England, 2023/2024). 
[bookmark: _Toc209284774]4.3.7 Relevance to The Research Objective 1
Digital exclusion precedes and compounds social isolation. When first-contact routes to care (appointments, repeat prescriptions, advice) move behind digital thresholds, older adults with limited access, low skills/confidence, or low perceived relevance experience cumulative disadvantage. This raises the likelihood of foregone care and intensifies loneliness and anxiety, established determinants of poorer mental and physical health (Holt-Lunstad, 2024; NASEM, 2020). Thus, Theme 1 addresses Objective 1 by specifying how access, proficiency and drive interact in everyday UK care contexts to produce (or reduce) exclusionary experiences. 
[bookmark: _Toc209284775]4.3.8 Connections to Other Themes
This foundational theme underpins Theme 2 (consequences for access, wellbeing and care experience) and informs Theme 3 (what works in policy and practice). It also motivates Theme 4 by showing why assisted-digital, parity of access and place-based commissioning are not optional extras but essential design features for equity. In doing so, Theme 1 contributes directly to the overall aim of this dissertation by clarifying how layered digital barriers create the conditions in which social isolation and mental-health difficulties arise for older adults in the UK health and social care system.
Building on identified barriers, Theme 2 examines the downstream consequences for access, wellbeing and care experience.
[bookmark: _Toc209284776]4.4 Theme 2 – Consequences: access to services, mental health, wellbeing and care experience 
[bookmark: _Toc209284777]4.4.1 Definition and Scope
This theme synthesises how digital exclusion, insufficient access, skills/confidence, or meaningful use, translates into consequences for older adults’ ability to reach services (appointments, prescriptions, results), for mental health and wellbeing (loneliness, anxiety, low mood, loss of control) and for the quality of care experience (dignity, trust, continuity). Consequences are rarely isolated events: friction at the first point of contact can trigger avoidance, which deepens isolation and further erodes confidence, creating a feedback loop with tangible health risks (Kunonga et al., 2021; Holt-Lunstad, 2024). 
[bookmark: _Toc209284778]4.4.2 Background and Mechanisms
Rapid digitisation accelerated during COVID-19 shifted many “front-door” routes to online forms, e-triage and portals, assuming stable connectivity, usable devices, and confidence with multi-step verification. For a substantial minority of older people, these assumptions do not hold, making digital touchpoints feel like thresholds to care rather than facilitators (Kunonga et al., 2021). UK guidance now emphasises that digital must remain complementary to non-digital routes and supported by assisted-digital options, precisely to avoid inequitable effects (NHS England, 2023/24). 
[bookmark: _Toc209284779]4.4.3 Access to Services: Friction, Delay and Forgone Care
Across UK qualitative and mixed-methods studies, older adults describe abandoning online booking after repeated failures (passwords/2FA, unclear forms), deferring prescription requests, or defaulting to urgent care when problems escalate. Local evidence from North-East England shows exclusion is place-based, clustered with deprivation, disability, and poor infrastructure, so generic “skills classes” alone do not fix access (Wilson-Menzfeld et al., 2021). The umbrella review by Kunonga et al. (2021) highlights a notable evaluation gap: first-contact technologies (online booking/e-triage) are under-studied for older adults relative to remote consultations, despite being the point where inequity often emerges. 
[bookmark: _Toc209284780]4.4.4 Mental Health and Wellbeing
Three linked mechanisms recur:
Loneliness and identity loss: When familiar, relationship-rich routes (walking to reception, phoning a known clerk) are de-prioritised, older adults report feeling shut out, undermining social identity and belonging. A social-identity–informed review argues digital interventions must enable group membership and connection, not just content delivery (Stuart et al., 2022). Meta-level evidence affirms that social connection is a causal determinant of mental and physical health (Holt-Lunstad, 2024). 
Stress–anxiety cycle: Fear of scams, unfamiliar terminology, and repeated authentication failures heighten anticipatory anxiety; negative experiences lead to withdrawal from help-seeking. Pandemic-era digitisation without adequate coaching amplified this stress among people already isolated (Stuart et al., 2022; NASEM, 2020). 
Erosion of trust and help-seeking: When portals are experienced as gatekeeping, trust in services declines; pride and stigma make repeated requests for help harder. Fundamental-rights analysis warns that online-only public services risk excluding older people unless offline alternatives are protected as a matter of practice (FRA, 2023). 
[bookmark: _Toc209284781]4.4.5 Care Experience: Dignity, Choice and Continuity
Older adults consistently value being heard, continuity with known clinicians, and the ability to narrate complex problems. Digital channels can support this (e.g., secure messaging) when assisted-digital support is available at the point of need (reception “digital champions,” library coaching). NHS England’s inclusion framework explicitly instructs that digital approaches must be complementary to phone/face-to-face options and designed with users, to protect dignity and choice (NHS England, 2023/24). 
[bookmark: _Toc209284782]4.4.6 Statistical Context (Triangulation)
Age UK estimates suggest ~5.8 million people aged 65+ are either offline or unable to use the internet safely and successfully, around 46%, with risk highest among the oldest-old (Age UK, 2023). International evidence shows internet use rose during COVID-19 for many community-dwelling older adults but far less in long-term care, underscoring structural constraints beyond motivation (Seifert, 2021). These signals triangulate the qualitative mechanisms above: a large at-risk cohort faces cumulative disadvantage as essential services move online. 
[bookmark: _Toc209284783]4.4.7 Illustrative Intervention Evidence (Mechanism Plausibility)
Where assisted digital is built around relationships, mental-health benefits are observable. Quasi-experimental and trial-like studies of staff-mediated video-communication for nursing-home residents report improvements in loneliness and depressive symptoms, illustrating how digitally enabled social contact can help, provided usability and support are addressed (Tsai et al., 2010; Tsai et al., 2011; Lin et al., 2020). These studies reinforce a core point: technology per se is not protective; supported, relational use is. 
Consequences identified here justify current UK policy principles: retain offline parity, embed assisted-digital at first contact, and partner with community organisations to deliver help in trusted places. They also justify investment in implementation capacity (training, protected staff time, devices/data), because technology spending alone will not reduce inequities in access or mental health (Health Foundation commentary; NHS framework). 
[bookmark: _Toc209284784]4.4.8 Relevance to The Research Objective 2
This theme directly evidences how digital exclusion converts into concrete access barriers (missed/foregone appointments, delayed prescriptions), thereby worsening health outcomes and wellbeing through heightened loneliness, anxiety, and loss of control. Lived accounts show that digital-by-default pathways reshape the care experience, eroding dignity and trust when assisted or non-digital options are absent. By mapping these mechanisms, from first-contact friction to psychological harm, the findings fulfil Objective 2’s aim to examine consequences across service access, health effects, wellbeing, and user experience in UK older adults.
[bookmark: _Toc209284785]4.4.9 Connections to Other Themes
These consequences flow directly from the barriers in Theme 1 and motivate Theme 3’s focus on what works (community-based, assisted models; parity by design). They also underpin Theme 4’s recommendations, especially the call to measure inclusive access and psychosocial outcomes (belonging, anxiety) rather than portal sign-ups alone. By tracing the pathway from digital “thresholds” to missed care, heightened anxiety, loneliness and erosion of dignity, Theme 2 advances the study’s overall aim of understanding how digital exclusion and social isolation intersect to shape older adults’ mental health and care experiences in the UK.
Given these impacts, Theme 3 evaluates which UK policies and interventions show evidence of effectiveness.
[bookmark: _Toc209284786]4.5 Theme 3 – What works? Efficacy of UK policies and interventions to stimulate digital inclusion 
[bookmark: _Toc209284787]4.5.1 Definition and scope
Here, “what works” refers to policies and interventions that reduce digital exclusion among older adults by (a) safeguarding equitable routes to care (parity of digital and non-digital access), (b) assisting people at the point of need, and (c) demonstrably improving use, confidence, experience, and ultimately wellbeing. UK system guidance locates digital inclusion within core quality and equity aims, stating that digital offers must be complementary, not a substitute, for non-digital services and should be co-designed, supported, measured, and partnered locally. These principles define the yardstick for judging efficacy (NHS England, 2023).
[bookmark: _Toc209284788]4.5.2 Background and Policy Direction
The UK government’s Plan for Digital Health and Social Care (2022) sets a vision for a digitally enabled system, while NHS England’s Inclusive Digital Healthcare framework (2023, updated 2024) translates this into actionable principles: co-design, parity of access, assisted-digital support, partnerships with VCSE/community organisations, and measurement of inclusion (Health Foundation, 2025). Independent analysis welcomes the ambition but stresses that technology spend alone does not deliver benefits without parallel investment in implementation capacity (people, training, change management) (Financial Times, 2025). Recent estimates suggest the transition from analogue to digital will require very substantial, multi-year funding, reinforcing the case for prioritising inclusion and evaluation during rollout (Department of Health and Social Care and NHS England, 2022).
[bookmark: _Toc209284789]4.5.3 What Shows Promise in Practice?
Community-based models, notably 100% Digital Leeds, consistently surface as practical exemplars. The Leeds model formalises a place-based coalition (council, libraries, housing, VCSE groups) that provides 1-to-1 coaching, small-group learning, device lending and data access, and acts as a digital broker into GP portals, booking systems and wider support. Evidence from Leeds and similar programmes indicates that interventions are most effective when delivered in trusted places, paced to individual need, and connected to meaningful goals (e.g., managing repeat prescriptions or contacting a known clinician). These designs align closely with NHS principles and with ageing and social-capital theories (build confidence, reduce cognitive load, embed social belonging) (Leeds City Council/Digital Inclusion Toolkit, 2022; NHS England, 2023; 2024).
A cross-borough mixed-methods study (North-East England) strengthens the case for place-tailored provision: digital exclusion clustered with deprivation, disability and poorer infrastructure, implying that generic classes are insufficient without assisted options at first contact and offline parity. This reinforces the need for local mapping and commissioning that follows need (Wilson-Menzfeld et al., 2024).
From an implementation science perspective, many otherwise promising technologies fail at the points captured by the NASSS framework, Non-adoption, Abandonment, Scale-up, Spread and Sustainability, when complexity is high and organisational capacity is thin. Applying NASSS clarifies why assisted-digital roles, parity statements, and co-design reduce non-adoption and abandonment among older adults by addressing complexity in users, technology, value proposition and organisational routines (Greenhalgh et al., 2017).
Libraries are a particularly effective, scalable asset. National reporting underscores libraries’ role in digital and health literacy support and as safe, trusted spaces for “crisis moments” of digital exclusion. Embedding referral pathways between primary care and libraries strengthens continuity and reduces the “front-door” friction that often deters older users (DCMS, 2024; Libraries Connected, 2024).
[bookmark: _Toc209284790]4.5.4 What The Evidence Cautions?
Despite progress, two evidence gaps recur. First, the umbrella review of reviews on older people’s access found no reviews of first-contact tools (online booking/e-triage) and concluded that the impact of digital technologies on equitable access for older adults remains unclear, precisely where exclusion often originates. Second, measurement frequently prioritises sign-ups or downloads over outcomes that matter (e.g., completed contacts for 75+, reduced missed care due to digital barriers, changes in tech-related anxiety or loneliness). Addressing both gaps is essential to demonstrate real-world equity gains (Kunonga et al., 2021).
Emerging quantitative work shows digital health inequality in utilisation of national tools (e.g., NHS App, online primary care services), implying that universal deployment does not equal universal use; without assisted pathways and offline parity, the most disadvantaged groups benefit least. Editorials and scoping reviews reiterate that inclusion, infrastructure and co-design are preconditions for equitable benefit, especially for older people and those in deprived areas (Zhang et al., 2023; The BMJ, 2025).
Relative to the dissertation aim, the most efficacious approaches are those that build capacity around the patient (assisted-digital staff, library/VCSE partners), guarantee non-digital parity, and simplify digital journeys (fewer steps, accessible design, proxy support). Policy architecture is sound; implementation quality, funding stability, workforce time, partnerships, and measurement, determines whether digital change reduces or reproduces isolation. This aligns with Theme 1–2 mechanisms (thresholds, confidence, belonging) and provides a pathway to measurable improvements in access and wellbeing for older adults (NHS England, 2023; 2024).
[bookmark: _Toc209284791]4.5.5 Illustrative from Convergent Evidence
An evidence-informed minimum effective package would embed assisted-digital support at first contact, for example, reception-based digital champions and warm handovers to community partners, because such mediation reduces complexity and non-adoption among older adults (Greenhalgh et al., 2017; Wilson-Menzfeld et al., 2024). It should bundle device, data and skills rather than training alone to address first-, second- and third-level divides simultaneously (van Dijk, 2006; Kunonga et al., 2021). Services must hard-wire parity by design, giving phone/face-to-face routes visible, equal status alongside digital options to mitigate documented digital health inequalities in national tools (Zhang et al., 2023). Commissioning should be place-based, guided by local exclusion maps, reflecting the clustering of barriers with deprivation and disability (Wilson-Menzfeld et al., 2024). Finally, co-design with older adults and carers and tracking equity KPIs (e.g., completed access, patient-reported confidence/belonging) are essential for spread and sustainability, aligning with implementation science on scale-up and evaluation (Greenhalgh et al., 2017; Stuart et al., 2022). Collectively, these elements are feasible within existing UK assets and are consistent with the best available evidence on reducing exclusion while protecting wellbeing (Kunonga et al., 2021; Holt-Lunstad, 2024).
[bookmark: _Toc209284792]4.5.6 Relevance to The Research Objective 3
This theme evaluates whether UK frameworks (e.g., NHS Inclusive Digital Healthcare) and local community-led models (e.g., 100% Digital Leeds) measurably reduce exclusion through assisted access, parity of offline routes, and place-based delivery. It interrogates not just adoption but outcomes, completed contacts, confidence, and wellbeing, highlighting that technology spend alone is insufficient without implementation capacity, partnerships, and evaluation. The synthesis therefore directly addresses Objective 3 by identifying which policy ingredients and delivery mechanisms most credibly improve equitable access for older adults.
[bookmark: _Toc209284793]4.5.7 Connections to Other Themes
Findings here operationalize barriers mapped in Theme 1 and target the downstream harms evidenced in Theme 2 (missed care, anxiety, loneliness) via assisted-digital support and parity-by-design. The practical levers and equity KPIs distilled in Theme 3 feed forward into Theme 4’s recommendations, converting principles into actionable commissioning and service changes. Together, the themes move from mechanisms including consequences, solutions, implementation guidance, maintaining coherence with the dissertation’s aims. More broadly, Theme 3 contributes to the dissertation’s overall aim by identifying which policy and implementation ingredients most effectively transform digital systems from sources of exclusion into tools that can protect mental health and social connection for older adults.
Translating “what works” into action, Theme 4 sets out practical recommendations for providers, commissioners and communities.
[bookmark: _Toc209284794]4.6 Theme 4 – Recommendations: evidence-based, achievable actions for providers, policymakers and communities 
[bookmark: _Toc209284795]4.6.1 Definition and orientation
In this theme, recommendations are practical, evidence-based actions that organisations can implement to reduce digital exclusion among older adults while protecting social connection and mental health. The focus is on measures that (i) ensure equitable access routes to care, (ii) provide assisted-digital support at the point of need, and (iii) measure inclusive outcomes, not merely technology uptake (Kunonga et al., 2021).
[bookmark: _Toc209284796]4.6.2 Background 
Chapters 1–3 showed that digital exclusion operates across access, skills/confidence and meaningful use, often clustering with deprivation and ill-health (van Dijk, 2006; Wilson-Menzfeld et al., 2021). Chapter 4 (Themes 1–2) linked these barriers to foregone care, anxiety and loneliness, reinforcing the public-health case for action (Holt-Lunstad, 2024; NASEM, 2020). UK policy already mandates inclusion, digital offers must be complementary to non-digital routes and co-designed with users, but outcomes depend on local implementation capacity (NHS England, 2023; DHSC & NHS England, 2022).
[bookmark: _Toc209284797]4.6.3 Recommendations for providers (NHS trusts, PCNs/GP practices, adult social care)
· Guarantee parity of access. Give visible, equal status to phone and face-to-face booking alongside online options (web pages, IVR messages, posters). Parity mitigates first-contact “digital thresholds” and rebuilds trust among digitally anxious patients (NHS England, 2023; Zhang et al., 2023).
· Embed assisted-digital at first contact. Train reception/care-coordination staff as digital champions with protected time for on-the-spot support (account set-up, 2FA, portal navigation) and warm handovers to community partners for follow-up coaching (Greenhalgh et al., 2017; Leeds City Council, 2022).
· Bundle device + data + skills. Where affordability and connectivity are binding constraints, couple training with loan devices, data vouchers/social tariffs, and accessible “how-to” guides, rather than offering stand-alone classes (van Dijk, 2006; Kunonga et al., 2021).
· Design for cognitive load and impairment. Simplify flows (fewer steps; plain language), enlarge default text/icons, and offer alternative verification and proxy access for carers (with consent). Co-design features with older adults to avoid “good tech, poor fit” (NHS England, 2024; Stuart et al., 2022).
· Protect relational continuity. Where remote tools are used, enable contact with known clinicians/teams and invite supporters to join virtual encounters when appropriate. Continuity supports comprehension, reduces anxiety and sustains belonging (NASEM, 2020; Holt-Lunstad, 2024).
[bookmark: _Toc209284798]4.6.4 Recommendations for commissioners and policymakers (ICBs/ICSs, local authorities, DHSC/NHSE)
· Fund place-based inclusion at scale. Commission multi-year, community-anchored programmes that leverage libraries, housing associations and VCSE partners, mirroring the 100% Digital Leeds model (Leeds City Council, 2022; DCMS, 2024; Libraries Connected, 2024).
· Measure inclusion, not just adoption. Require equity KPIs such as: proportion of 75+ completing bookings without digital barriers; reduction in missed care due to digital obstacles; changes in tech-related anxiety or loneliness among participants. Publish access statements demonstrating how offline options are maintained (NHS England, 2023; FRA, 2023).
· Close the first-contact evidence gap. Commission evaluations of online booking/e-triage for older adults, including comparators and qualitative components, responding to the umbrella review’s finding that this is an under-evaluated area where exclusion often originates (Kunonga et al., 2021).
· Address affordability and infrastructure. Expand social tariffs, explore zero-rating key NHS domains, and target rural broadband where poor connectivity blocks access; preserve offline legal entitlements for public services (FRA, 2023; Wilson-Menzfeld et al., 2024).
· Resource implementation capacity. Allocate funds for workforce training, change management, evaluation and data-sharing agreements, recognising that technology procurement alone will not yield equitable benefit (Greenhalgh et al., 2017; DHSC & NHS England, 2022).
[bookmark: _Toc209284799]4.6.5 Recommendations for VCSEs, libraries and housing providers
· Deliver in trusted places with social purpose. Provide 1-to-1 and small-group coaching embedded in meaningful activities (e.g., medication management, hobby clubs), which reduces stigma and sustains attendance (Leeds City Council, 2022; Libraries Connected, 2024).
· Act as digital brokers. Formalise referral pathways with GP practices/social prescribers; provide assisted account set-up and follow-up coaching; share simple referral feedback loops (van Dijk, 2006; Greenhalgh et al., 2017).
· Co-design and co-evaluate. Involve older adults and carers from scoping to testing; publish Plain-English learning to aid spread; prioritise groups facing multiple exclusions (NHS England, 2024; Stuart et al., 2022).
[bookmark: _Toc209284800]4.6.6 Theoretical and ethical underpinnings
The package addresses all three levels of the digital divide (access, skills, meaningful use) (van Dijk, 2006), strengthens social capital via trusted intermediaries (community partners), and aligns with NASSS by reducing complexity and supporting scale-up/sustainability (Greenhalgh et al., 2017). Ethically, it honours principles of proportionality, fairness and respect by preserving choice and dignity while enabling participation (FRA, 2023; NHS England, 2023).
[bookmark: _Toc209284801]4.6.7 Relevance to Research Objective 4
Theme 4 operationalises Objective 4 by translating evidence into actionable, context-ready recommendations for providers, commissioners, and community partners, centred on assisted-digital support, parity of offline and online routes, place-based delivery, and equity-focused metrics. These actions directly target reduction of digital exclusion and improvement of accessible, dignified care and mental wellbeing for older adults.
[bookmark: _Toc209284802]4.6.8 Connections to Other Themes
The recommendations address the barriers mapped in Theme 1 (access, skills, motivation) and interrupt the harms detailed in Theme 2 (missed care, anxiety, loneliness) via practical levers such as digital champions and co-design. They also convert Theme 3 insights on what works into a coherent implementation package, linking mechanisms, consequences, evaluated solutions across the chapter.
Section 4.7 now synthesize insights across themes and signpost the implications for the remainder of the dissertation.
[bookmark: _Toc209284803]4.7 Chapter Conclusion 
This chapter synthesized qualitative evidence from 44 UK studies (2015–2025) to explain how digital exclusion and social isolation intersect in later life. Theme 1 mapped clustered barriers (access, skills, motivation) that can enforce disengagement. Theme 2 showed consequences for service access, mental health and care experience, including foregone care, anxiety and erosion of trust. Theme 3 identified what works, parity of offline/online routes, assisted-digital support, place-based partnerships and meaningful metrics. Theme 4 translated these into actionable recommendations for providers, commissioners and communities. The following chapter will evaluate current literature on implementation and evaluation strategies, focusing on closing the first-contact evidence gap and measuring equity outcomes.

















[bookmark: _Toc209284804]CHAPTER 5 – Conclusion and Recommendations
[bookmark: _Toc209284805]5.1 Overall Conclusion 
This dissertation examined how social isolation and digital exclusion intersect to shape the mental health and care experiences of older adults in the UK. Chapter 1 set out the problem, defined terms, and established four objectives focused on describing digital exclusion, examining its consequences, assessing the efficacy of UK interventions, and generating actionable recommendations. Chapter 2 provided historical, theoretical, and policy context, showing how access, skills/confidence, and meaningful use form layered barriers. Chapter 3 outlined a rigorous qualitative synthesis approach that yielded 44 studies (2015–2025). Chapter 4 reported four themes: (1) Disengagement and Barriers, access, proficiency and motivation constraints that can enforce withdrawal; (2) Consequences, missed care, heightened anxiety and loneliness, and erosion of trust and dignity; (3) What Works, parity of offline/online routes, assisted-digital support, and place-based delivery; and (4) Recommendations, a minimum effective package centred on co-design and equity metrics. In short, the evidence supports the aim: digital exclusion meaningfully affects older adults’ mental health and access to services, but feasible solutions exist. Objectives 1–3 were satisfied through detailed mapping of barriers, consequences, and intervention efficacy. Objective 4 is fulfilled through a set of practical, context-ready recommendations for providers, commissioners, and community partners.
With the overarching findings consolidated, section 5.2 translates evidence into practical, actionable recommendations for practice, commissioning and policy.
[bookmark: _Toc209284806]5.2 Recommendations 
[bookmark: _Toc209284807]5.2.1 Recommendation 1: Embed assisted-digital support and parity by design at the first point of contact (Responds to Theme 1 and Theme 2)
This recommendation responds directly to the layered barriers and enforced disengagement identified in Theme 1, and to the evidence in Theme 2 that first-contact friction contributes to missed care, heightened anxiety and loneliness
What to do: In every primary care, community health and adult social care setting, make assisted-digital help available at reception or the “front door” (e.g., trained digital champions with protected time). Publicly commit to parity by design—phone and face-to-face routes remain visibly equal to digital channels on websites, posters, IVR messages and appointment letters. Build warm handovers from reception to local libraries/VCSE partners for ongoing coaching.
Why it matters: This removes the digital “threshold” that deters older adults, reduces anxiety, and turns digital tools into facilitators rather than gatekeepers. It also preserves choice and dignity—critical for mental wellbeing.
Barriers: Staffing capacity, variable digital confidence among front-line staff, and inconsistent local partnerships.
How to overcome: (i) Create a short accredited micro-credential for reception/coordination staff; (ii) ring-fence small amounts of recurrent funding for rota-based champion time; (iii) sign lightweight MoUs with libraries/housing/VCSEs to formalise handovers; (iv) add equity KPIs (e.g., proportion of 75+ completing bookings without digital obstacles) to practice/PCN dashboards.
[bookmark: _Toc209284808]5.2.2 Recommendation 2: Commission place-based inclusion bundles—device + data + skills – co-designed with older adults (Responds to Theme 1 and Theme 3)
This recommendation builds on Theme 1’s account of access and skills gaps and on Theme 3’s evidence that place-based, co-designed models such as 100% Digital Leeds are among the most effective ways to reduce exclusion and protect mental wellbeing.
What to do: At ICB/local authority level, fund multi-year, community-anchored programmes that bundle loan devices, affordable connectivity (social tariffs/data vouchers), and progressive skills support delivered in trusted places (libraries, housing schemes, community centres). Co-design curricula and materials with older adults and carers; include accessible features (large fonts, plain language, alternative verification, proxy/carer access).
Why it matters: Training alone does not resolve affordability or connectivity barriers. Bundling addresses first-, second- and third-level divides simultaneously and links learning to meaningful goals (e.g., ordering prescriptions, contacting known clinicians, social connection tools), which improves motivation and sustained use.
Barriers: Short-term funding cycles (“pilotitis”); fragmented local mapping of need; stigma about “not being good with tech.”
How to overcome: (i) Use multi-year commissioning with milestones tied to equity outcomes (completed contacts, reduced missed care, self-reported confidence/belonging); (ii) require a local exclusion map (deprivation, disability, rural connectivity) to target outreach; (iii) embed programmes in social activities (hobby clubs, coffee mornings) to normalise participation and reduce stigma.
[bookmark: _Toc209284809]5.2.3 Recommendation 3: Close the first-contact evidence gap and mainstream equity-led evaluation (Responds to Theme 3 and Theme 4)
This recommendation responds directly to Theme 3’s finding that digital thresholds can trigger avoidance and distress, and to Theme 4’s identification of a major evaluation gap around first-contact tools and equity outcomes.
What to do: Prioritise evaluation of online booking and e-triage for older adults, the current weak point. Mandate routine equity monitoring across digital and non-digital routes (age bands incl. 75+, long-term conditions, deprivation quintiles), and track not only adoption (sign-ups) but experience and wellbeing (technology-related anxiety, loneliness, perceived control). Publish access statements that show how offline options are preserved and how assisted-digital is offered.
Why it matters: Without evidence about the earliest step in the journey, inequities persist unnoticed. Measuring what matters, completed access and psychosocial outcomes, prevents false reassurance from portal registrations alone.
Barriers: Data linkage challenges across systems; limited analytic capacity; concern about additional reporting burden.
How to overcome: (i) Standardise a lean indicator set (e.g., three access KPIs and two wellbeing items) built into existing systems; (ii) provide shared analytics via ICB teams; (iii) incentivise through quality improvement schemes or contractual schedules; (iv) engage Patient and Public Involvement (PPIE) groups of older adults to co-design measures and interpret findings.
Having set out feasible actions and enablers, section 5.3 conclude the chapter by drawing these strands together and clarifying their system-level implications.
[bookmark: _Toc209284810]5.3 Closing note
Together, these recommendations form a coherent, achievable programme that matches the realities of UK health and social care: keep choice and assistance at the front door; invest where people live and learn; and measure equity and wellbeing, not just clicks. Implemented in concert, they offer a credible route to reduce digital exclusion, enhance mental health and social connection, and ensure that system digitisation narrows, rather than widens, inequalities for older adults.
Reflective note on limitations
While the review is methodologically rigorous, one limitation is the reliance on secondary literature, which varies in quality, depth of reporting and methodological detail. Some potentially relevant experiences may be under-represented where studies provided limited contextual information, and the focus on English-language, UK-based research may omit insights from non-English or non-UK contexts. Recognising these constraints supports a cautious, critical interpretation of the findings and highlights the need for further primary, equity-focused research with older adults who are most affected by digital exclusion.
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Table 4: Themes
	Theme
	Focus (Definition/Scope)
	Core Mechanisms / Findings
	Key Evidence / Examples
	Equity & Mental-Health Implications
	Policy/Practice Levers
	Relevance to Objective

	1) Disengagement & Barriers
	How digital exclusion manifests in UK health & social care: layered across access, skills/confidence, and meaningful use.
	Three-level divide (accessâ†’skillsâ†’use); barriers co-occur with age-related changes, deprivation, infrastructure; digital-by-default can enforce disengagement.
	Age UK ~5.8m 65+ offline/unsafe use; place-based clustering (North-East England); anxiety re: scams/passwords/2FA; intimidation & poor fit; policy discourses risk stigma.
	Cumulative disadvantage at first contact; increased loneliness/anxiety; risk of foregone care; trust erosion if offline routes disappear.
	Assisted-digital support; parity of non-digital routes; local mapping & tailored responses; co-design with older adults; social-capital intermediaries (family, VCSE, libraries).
	Objective 1 â specifies how access, proficiency, and motivation interact to produce (or reduce) exclusionary experiences.

	2) Consequences
	What exclusion does to access, mental health, wellbeing, and care experience.
	Front-door friction (e-triage/booking) â†’ avoidance â†’ isolation; stressâ€“anxiety cycle; erosion of trust & help-seeking; continuity and dignity impacted.
	Under-evaluated first-contact tools; place-based exclusion; social-identity needs; assisted use (e.g., champions) can restore belonging; LTC residents benefited less during COVID.
	Missed/foregone appointments, delayed prescriptions; heightened loneliness/low mood/loss of control; inequities concentrated among oldest-old and deprived areas.
	Embed assisted-digital at first contact; maintain visible phone/face-to-face; design for cognitive load; enable proxies/carers; relational continuity in remote care.
	Objective 2 maps mechanisms from first-contact friction to psychological harm and degraded experience.

	3) What Works?
	Efficacy of UK policies/interventions to reduce exclusion and improve equitable outcomes.
	Inclusion frameworks (NHSE) set parity/assistance/co-design; success depends on implementation capacity; NASSS explains non-adoption/abandonment risks.
	100% Digital Leeds (place-based coalition, device/data/skills); libraries as trusted hubs; mixed-methods evidence for local tailoring; editorials warn tech spend â‰  outcomes.
	Assisted, relational, place-based designs reduce non-adoption and anxiety; universal deployment without assistance widens gaps.
	Assisted-digital roles, device+data+skills bundles, parity-by-design, place-based commissioning, co-design, equity KPIs, protected workforce time & funding.
	Objective 3 identifies policy ingredients and delivery mechanisms that credibly improve access & wellbeing for older adults.

	4) Recommendations
	Actionable, evidence-based steps for providers, commissioners, and community partners.
	Target all three divide levels; strengthen social capital; reduce complexity per NASSS; uphold dignity/choice via parity and assistance.
	Provider: parity statements, digital champions, proxy access, simplified flows; Commissioners: fund place-based at scale, measure inclusion, close first-contact evidence gap; VCSE/libraries: trusted delivery & brokerage.
	Reduced missed care; lower tech-related anxiety; improved belonging/continuity; protects offline legal entitlements and practical access.
	Parity of routes; assisted-digital at first contact; bundle device+data+skills; co-design & co-evaluation; rural broadband/social tariffs; equity KPIs (completed contacts, anxiety/loneliness changes).
	Objective 4 converts synthesis into a coherent, implementation-ready package focused on equity outcomes.







Table 5: Achieved Objectives
	#
	Objective (from Ch.1 §1.4.2)
	What was done (methods/approach)
	Key findings / themes
	Representative evidence & examples
	Where covered
	Status

	1
	Describe and discuss the phenomenon of digital exclusion for older adults in UK health & social care (barriers: access, proficiency, drive)
	Systematic review of UK qualitative studies (2015–2025); thematic analysis mapping barriers (access–skills/confidence–meaningful use)
	Theme 1 – Disengagement & Barriers: affordability/connectivity gaps; low skills/confidence; anxiety about scams/authentication; perceived gatekeeping; need for assisted-digital and offline parity
	Age UK prevalence context; Wilson-Menzfeld et al. (2024) on place-based clustering; van Dijk (2006) three-level divide; Vaportzis et al. (2017) on usability/confidence; FRA (2023) on risks of online-only
	Ch.4 4.3; Ch.2 2.3–2.4; Ch.3
	Achieved

	2
	Examine consequences for access, health, wellbeing and care experience
	Synthesis of lived accounts tracing pathways from digital “thresholds” to service avoidance and psychosocial impacts
	Theme 2 – Consequences: missed/foregone care; stress–anxiety cycle; loneliness/identity loss; erosion of trust/dignity; continuity valued
	Kunonga et al. (2021) umbrella review; Stuart et al. (2022) social identity lens; Holt-Lunstad (2024) on health effects of social connection; triangulation with Age UK estimates
	Ch.4 4.4
	Achieved

	3
	Consider efficacy of UK interventions and policies to stimulate inclusion
	Policy/practice synthesis; implementation lens (NASSS); appraisal of community models and system frameworks
	Theme 3 – What works: parity-by-design; assisted-digital at first contact; place-based partnerships (libraries/VCSE); co-design; measure inclusion (not just adoption)
	NHS England Inclusive Digital Healthcare (2023/24); DHSC Plan (2022); 100% Digital Leeds exemplar; Libraries Connected (2024); evidence gaps on first contact; Zhang et al. (2023) inequality signals
	Ch.4 4.5; Ch.2 2.4
	Achieved

	4
	Make evidence-based recommendations for providers, policymakers and communities
	Consolidation of convergent evidence into a minimum effective package; feasibility and equity KPIs
	Theme 4 – Recommendations: assisted-digital & warm handovers; device+data+skills bundles; local exclusion maps; offline parity; equity KPIs; multi-year commissioning; PPIE co-design
	Operational actions with examples (reception champions, library referrals, social tariffs, proxy access); evaluation focus on completed access & wellbeing
	Ch.4 4.6; Ch.5 5.2
	Achieved





01


Use only publicly available, published data; no new ethics approval required (Creswell & Poth, 2018).


02


Honour original participant consent and protections from the primary studies (Creswell & Poth, 2018).


03


Anonymise and paraphrase quotations to avoid over-identification; limit direct quotes (Creswell & Poth, 2018).


04


Maintain a transparent audit trail (search logs, screening decisions, codebook, memos) to ensure dependability (Creswell & Poth, 2018).


05


Practice reflexivity: record positionality and potential biases that may shape interpretation (Creswell & Poth, 2018).


06


Credit all sources accurately; avoid plagiarism and misattribution (Creswell & Poth, 2018).


07


Handle sensitive topics respectfully; avoid stigmatising language about older adults or digital exclusion (Creswell & Poth, 2018).
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