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ABSTRACT

Aim and objectives: This dissertation systematically reviewed and synthesised literature on the impact of loneliness on mental health outcomes among older adults residing in community settings. The objectives were to identify and critically appraise relevant empirical studies; examine the relationships among loneliness, depression, anxiety, and cognitive decline; identify key risk and protective factors; and highlight gaps for future research, practice, and policy. Background: Loneliness is increasingly recognised as a significant public health issue among older adults, associated with adverse mental health outcomes, including depression, anxiety, and cognitive decline (Hawkley and Cacioppo, 2010; Holt-Lunstad et al., 2015). Methods: A structured literature search, supplemented by a targeted search for non-UK and non-ELSA evidence, was conducted. Ten primary empirical studies meeting the inclusion criteria were identified, screened, and thematically analysed using Braun and Clarke’s (2006) six-phase framework. Main findings: Loneliness was consistently and independently associated with poorer mental health across various study designs and timeframes. Living alone, reduced social contact, and lack of a partner emerged as compounding risk factors, while sociocultural engagement and physical activity appeared potentially protective. Two studies indicated that loneliness may also affect cognitive function, partly through depression. Conclusions: Loneliness is significantly and negatively associated with the mental health of older adults living in community settings. Addressing loneliness through community-based interventions and sustained social policy is likely important for promoting mental wellbeing and healthy ageing in this population. However, these conclusions should be regarded as indicative due to the modest scale of the search conducted.
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CHAPTER 1: INTRODUCTION 


Chapter 1 presents the key concepts, definitions, aim, and objectives of the study. It outlines the research rationale and provides an overview of the dissertation structure. Loneliness has been widely recognised as an important public health issue affecting older adults, particularly those living alone within the community. As populations age globally, a growing number of older adults are experiencing reduced social networks due to retirement, bereavement, declining physical health, or reduced mobility. While living in the community is often associated with autonomy and independence, it may also heighten vulnerability to loneliness and social isolation. Evidence suggests that loneliness is not simply a social concern but is closely associated with adverse mental health outcomes, including depression, anxiety, and cognitive decline (Hawkley and Cacioppo, 2010; Holt-Lunstad et al., 2015). Older adults living alone in community settings may be particularly at risk due to reduced daily social contact and limited informal networks. In the United Kingdom, loneliness among older adults has become a priority within health and social care policy, with increasing recognition of its impact on mental wellbeing and overall quality of life. Community-dwelling older adults may face special challenges, such as reduced access to services, limited social engagement, and barriers to important social relationships. Despite increasing research in this area, studies differ in how loneliness is defined, measured, and linked to mental health outcomes. Therefore, a systematic approach to reviewing the literature is necessary to synthesise current evidence, identify patterns, and highlight gaps in knowledge. This dissertation employs a systematic literature review to examine the relationship between loneliness and mental health among older adults living independently in community settings. Through critical appraisal and synthesis of empirical studies, the review aims to clarify the effects of loneliness on mental health outcomes in later life and inform future research, practice, and policy in health and social care.

1.1 Definition of Main Concepts
For conceptual clarity, it is important to define the key concepts supporting this study. Loneliness is commonly defined as a subjective, distressing feeling arising when an individual perceives a discrepancy between their desired and actual social relationships (Perlman and Peplau, 1981). It differs from social isolation, which refers to the objective lack of social contacts or interactions. An individual may be socially isolated without feeling lonely, or feel lonely despite having social contacts (Hawkley and Cacioppo, 2010).

Mental health in older adults encompasses emotional, psychological, and cognitive well-being. Common mental health outcomes examined in relation to loneliness include depression, anxiety, and cognitive impairment. Depression and anxiety are among the most prevalent mental health conditions affecting older adults and are associated with reduced quality of life, elevated healthcare utilisation, and higher mortality risk (World Health Organisation, 2021).

In this study, the term "older adults" refers to persons aged 50 years and older. This threshold reflects the age range covered by several major UK ageing datasets used in the included studies, such as the English Longitudinal Study of Ageing (ELSA). It allows the review to capture evidence on loneliness and mental health across the transition into and through later life, rather than restricting the evidence base to the traditional 65+ definition of ‘older age’. Community settings are non-institutional living environments, such as private homes or sheltered housing, where individuals live independently rather than in residential or nursing care facilities.

1.2 Rationale for the Study
The rationale for this study is grounded in the rising recognition of loneliness as a key determinant of mental health in older adults. Research indicates that loneliness is linked to an increased risk of depression, anxiety, cognitive decline, and even mortality (Holt-Lunstad et al., 2015).
Although numerous studies have examined loneliness and mental health, there is still a need for a systematic examination of how these factors interact, particularly among community-dwelling older adults living alone. Existing research varies widely in methodology, outcome measures, and population characteristics, making it difficult to draw consistent conclusions. A systematic review is therefore particularly appropriate, as it enables the transparent and rigorous identification, appraisal, and synthesis of empirical evidence, thereby lowering bias and increasing the reliability of findings (Liberati et al., 2009).
Studying the impact of loneliness on mental health has important implications for developing community-based interventions, preventive approaches, and policy initiatives. By identifying key risk and protective factors reported in the literature, this review intends to support evidence-based practice and direct future research in health and social care.
1.3 Aim of the Study
This dissertation aims to systematically review and synthesise the existing literature to examine the impact of loneliness on mental health outcomes among older adults living in community settings.
1.4 Objectives of the Study
To achieve this aim, the review is guided by the following objectives:
1. To identify and critically appraise empirical studies on loneliness among community-dwelling older adults.
2. To examine the relationship between loneliness and mental health outcomes, including depression, anxiety, and cognitive decline.
3. To identify key risk and protective factors that influence loneliness and mental health in later life.
4. To highlight gaps in the existing literature and their implications regarding future research, practice, and policy.
1.5 Structure of the Dissertation
This dissertation comprises five chapters. Chapter 1 introduces the study, presenting key concepts, the rationale, aim, and objectives. Chapter 2 provides a detailed background, covering historical, theoretical, international, and national perspectives on loneliness and mental health among older adults. Chapter 3 describes the method, including data collection, data analysis, and ethical aspects for the systematic literature review. Chapter 4 presents the results and discussion, synthesising findings from the selected studies and critically comparing them with existing research. Finally, Chapter 5 offers conclusions and recommendations for practice, policy, and future research.



CHAPTER 2: BACKGROUND
2.1 Historical Background
Loneliness among older adults has long been a social and emotional experience; however, it has only recently been recognised as an important public health concern. Historically, older adults were often embedded in extended family systems and close-knit communities, where social roles, shared responsibilities, and intergenerational living arrangements fostered social integration. Over time, social and demographic changes, including industrialisation, urbanisation, and increased workforce mobility, have weakened these traditional support systems (Victor and Yang, 2012).
In the latter half of the twentieth century, rising life expectancy and declining birth rates led to rapidly ageing populations in many high-income countries, including the United Kingdom. While longevity is a positive achievement, it has also increased the likelihood that older adults will experience retirement, bereavement, declining physical health, and diminished mobility, factors strongly associated with loneliness (Office for National Statistics, 2023). Historically, loneliness was often regarded as an inevitable consequence of ageing rather than a modifiable social determinant of health.
A major shift occurred when researchers began to distinguish loneliness from social isolation. Social isolation refers to the objective absence of social contacts, whereas loneliness is understood as a subjective and distressing emotional experience arising from unmet social needs (Hawkley and Cacioppo, 2010). This conceptual development marked an important turning point in gerontological research, enabling greater focus on the psychological and affective dimensions of loneliness.
In the UK, loneliness gained formal recognition as a policy issue with the publication of A Connected Society: A Strategy for Tackling Loneliness (HM Government, 2018). This marked a historical transition from viewing loneliness as a private issue to acknowledging it as a collective public health challenge requiring coordinated action across the health, social care, and community sectors.
2.2 Theoretical Background
Several conceptual models underpin contemporary understanding of loneliness and its relationship with mental health in older adults. One of the most influential is the cognitive discrepancy model, which conceptualises loneliness as the perceived gap between desired and actual social relationships (Perlman and Peplau, 1981). This theory emphasises the individual nature of loneliness, suggesting that people may feel lonely even when surrounded by others if their social relationships do not meet emotional expectations. This perspective is particularly relevant for older adults who may experience loss of meaningful relationships through bereavement or social role changes.
Attachment theory also provides insight into loneliness in later life. It proposes that early attachment experiences determine individuals’ capacity to form and maintain relationships throughout the lifespan. In older adulthood, experiences such as declining health or the loss of a spouse may reactivate attachment needs, heightening vulnerability to loneliness and associated mental health difficulties, including depression and anxiety (Jylhä, 2004).
Another relevant framework is socioemotional selectivity theory, which suggests that as individuals age, they become increasingly selective in their social interactions, prioritising emotionally meaningful relationships over larger social networks (Carstensen, 1992). While this selectivity can improve psychological well-being, it also increases vulnerability to loneliness if close relationships are lost and not replaced.
From a public health perspective, the biopsychosocial model offers a thorough framework for understanding loneliness. This model recognises that loneliness results from an interaction of biological factors (such as physical health and mobility), psychic factors (including coping methods and mental health), and communal factors (such as community participation and social support) (Engel, 1977). Applying this model illustrates the complexity of loneliness and underscores the need for multi-level interventions that address both individual and structural determinants.
2.3 International Context
Internationally, loneliness among older adults has been identified as a growing concern, particularly in ageing societies across Europe, North America, and Asia. Global demographic trends reveal a steady increase in the proportion of individuals aged 65 and over, raising concerns about the social and psychological well-being of older populations worldwide (World Health Organisation, 2021).
International research regularly demonstrates associations between loneliness and adverse mental health outcomes, including depression, anxiety, cognitive decline, and increased risk of mortality (Holt-Lunstad et al., 2015; Cacioppo and Cacioppo, 2018). These findings show loneliness as an important risk factor comparable to other established health determinants.
Intervention-based studies have also emerged within the international literature. For example, Kotwal et al. (2021) conducted a mixed-methods study in the United States examining the effectiveness of a peer-led intervention to reduce loneliness among low-income older adults. The study found significant reductions in loneliness and improvements in social well-being, with qualitative findings emphasising the value of peer bonds and shared lived experience. Although conducted outside the UK, this study provides important evidence that loneliness is a modifiable condition and that community-based, peer-focused interventions can positively influence psychological health.
The COVID-19 pandemic further intensified international concern regarding loneliness, as public health measures restricted social contact and disproportionately affected older adults. Emerging evidence suggests that prolonged social isolation during this period exacerbated loneliness and negatively impacted mental health, strengthening the importance of community-based support and social connection (Bu et al., 2020).
2.4 National and Local UK Context
Within the UK, loneliness is increasingly recognised as a public health priority, particularly among older adults living independently in the community. National data indicate that a substantial proportion of adults aged 65 years and over report experiencing loneliness, with higher prevalence among those who live alone, are widowed, or have long-term health conditions (Office for National Statistics, 2023).
The UK government’s loneliness strategy emphasises prevention, community participation, and cross-sector collaboration to address loneliness and its associated health impacts (HM Government, 2018). A key policy development has been the assimilation of social prescribing into primary care, permitting healthcare professionals to refer older adults to community-based activities and support services to improve social relationships and psychological well-being (NHS England, 2022).
Charitable and voluntary sector organisations play a central role in tackling loneliness at both national and local levels. Organisations such as Age UK and the Campaign to End Loneliness provide research, advocacy, and practical interventions designed to reduce loneliness and support older adults’ mental health (Age UK, 2022; Campaign to End Loneliness, 2023). These organisations also highlight inequalities in access to community resources, notably in areas affected by socioeconomic deprivation.
Despite increased policy recognition, difficulties persist in translating national strategies into efficient local action. Variability in funding, service availability, and geographic access can limit the reach of community-based interventions. Reductions in local authority budgets have placed adult social care and community services under sustained pressure, eliciting concern regarding the sustainability of support for older adults and possibly exacerbating loneliness and mental health inequalities (House of Commons Library, 2023).
Overall, the UK context spotlights both progress and continuing challenges in addressing loneliness among older adults. This reinforces the importance of synthesising existing evidence to direct future policy, practice, and intervention development within community settings.
2.5 Digital Exclusion, Rural Isolation and Health Inequalities
A further dimension of the national and local context concerns the unequal distribution of loneliness risk among different groups of older adults. Digital exclusion has become an increasingly significant contributor to loneliness, particularly as community and health services have moved online. Ofcom's (2022) review of digital exclusion in the UK found that around one in five adults aged 70 and over who live alone lack access to or use of a device in their household. This proportion rises to more than half among those living alone with an impairing or limiting health condition. Age UK's (2018) evidence review on digital inclusion similarly highlights that older adults who are offline face compounded disadvantage, being less able to access online social contact, information about local services, or digitally delivered social prescribing schemes designed specifically to reduce loneliness. This creates a paradox whereby those most at risk of loneliness may also be least able to access interventions intended to address it.
Geography also determines the experience of loneliness among older adults living independently in the community. Older people in rural areas commonly face reduced access to public transport, shops, and community services, alongside greater physical distances between neighbours, which can compound social isolation even where community relationships remain strong (Rural England, 2016). Although rural living is sometimes assumed to be protective for wellbeing, evidence suggests that the withdrawal of local services and amenities in many rural communities can leave older residents, particularly those without private transport or nearby family, at increased risk of loneliness.
More broadly, loneliness among older adults is not evenly distributed across the population but is patterned by wider social inequalities. Victor (2023) argues that research and policy on loneliness in later life has tended to treat older adults as a broadly homogeneous group at risk, when in fact gender, marital status, ethnicity, and socioeconomic status all shape both the probability of experiencing loneliness and access to appropriate support. This is consistent with the biopsychosocial model discussed above (Engel, 1977), which situates loneliness within a wider set of interacting individual and structural determinants, rather than treating it as a purely individual or purely social problem.
UK survey evidence directly supports this argument. Using UK Household Longitudinal Study data, Victor and Rippon (2023) found that 21.7% of adults aged 50 and over were classified as lonely overall, but that this masked substantial disparities: older adults from Black, Asian, and other minority ethnic backgrounds reported significantly higher rates of loneliness (25.8-31.0%) than White respondents (21.0%), and older adults identifying as gay, lesbian, or bisexual reported markedly higher rates (29.1-35.2%) than heterosexual respondents (21.3%). The authors note that both groups continue to be significantly under-represented in UK gerontological research on loneliness, meaning the evidence base this dissertation draws on in Chapter 4, which is predominantly derived from general-population ELSA samples, might not sufficiently capture the loneliness experiences of older adults from these communities.
These disparities carry direct implications for how the evidence reviewed in Chapter 4 should be interpreted and applied in practice. Interventions and policy responses modelled solely on general-population evidence risk being poorly matched to the needs of older adults from minority ethnic or LGBTQ+ backgrounds, who may face additional barriers such as language, cultural stigma around discussing loneliness or mental health, or a lack of culturally appropriate community provision. This reinforces the argument, developed further in Chapter 5, that community-based responses to loneliness need to be sensitive to the specific circumstances of different groups of older adults, rather than assuming that a single intervention model will be equally effective or equally accessible for everyone.
Taken together, this evidence suggests that community-based responses to loneliness in older adults living independently must account for these overlapping inequalities. Interventions designed without regard to digital access, geographic isolation, or wider socioeconomic disadvantage risk reaching those already best placed to engage with support, while leaving the most isolated older adults underserved. This has direct relevance for the evidence reviewed in this dissertation, much of which draws on nationally representative UK datasets that may not fully capture the experiences of digitally excluded, rurally isolated, or otherwise disadvantaged older adults.



CHAPTER 3: METHODS
3.1 Data Collection
This study adopts a secondary research design, using a systematic literature review conducted in accordance with the PRISMA 2020 guidelines (Page et al., 2021). PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) provides a structured, transparent and replicable framework for identifying, screening, and reporting evidence relevant to the review question. Its use supports the methodological rigour of this review.
A systematic search was conducted across seven electronic sources: PubMed, PsycINFO, CINAHL, ScienceDirect, Web of Science, Google Scholar, and the University of Wales Trinity Saint David (UWTSD) library resources. These databases were selected to provide comprehensive coverage of health, psychology, nursing, and social care literature relevant to loneliness and mental health in older adults.
The search terms included combinations of “loneliness”, “social isolation”, “older adults”, “mental health”, “depression”, “anxiety”, “cognitive health”, “community-dwelling”, and “living alone”, combined using Boolean operators (AND/OR) to balance sensitivity and specificity. For example: (“loneliness” OR “social isolation”) AND (“older adults” OR “community-dwelling” OR “living alone”) AND (“mental health” OR “depression” OR “anxiety” OR “cognitive health”).
3.2 Inclusion Criteria
Peer-reviewed, primary empirical studies published between 2010 and 2025; written in English; conducted in the United Kingdom or clearly focused on UK-based older adults; focused on individuals aged 50 years and over; examining both loneliness and a mental health outcome.
3.3 Exclusion Criteria
Secondary research, including scoping or other literature reviews; non-empirical sources, such as reports, books, or opinion pieces; studies involving populations under the age of 50; non-English-language publications; studies conducted outside the United Kingdom.
Note: The minimum age criterion was revised from 65 to 50 years in consultation with the dissertation supervisor, to reflect the wider evidence base on loneliness and mental health in older adults, much of which is drawn from cohorts such as the English Longitudinal Study of Ageing (ELSA), which samples adults aged 50 and over.
It is important to distinguish between the extent to which this dissertation constitutes secondary research and the requirement that the included studies be primary research. The dissertation itself employs a secondary research design, with no new data collected directly from participants. However, the individual studies included in the review must be primary empirical studies, ensuring that the synthesis is based on original evidence rather than on other authors’ summaries. Secondary sources, such as other systematic or scoping reviews, are excluded to avoid double-counting primary studies and to maintain the level of detail necessary for rigorous synthesis and critical appraisal.
Search results will be exported to reference management software, and duplicates will be removed. Titles and abstracts will then be screened against the inclusion and exclusion criteria, followed by full-text screening of the remaining records. This two-stage screening process, together with the number of records identified, screened, excluded (with reasons) and finally included, will be documented and presented using a PRISMA flow diagram (Page et al., 2021), to ensure the selection process is transparent and reproducible.
Search terms were combined using Boolean operators to capture relevant literature while remaining specific to the review question. Indicative search terms included combinations of loneliness OR “social isolation” AND “older adult*” OR elderly OR “older people” AND “mental health” OR depression OR anxiety OR “cognitive decline” AND “community dwelling” OR “living alone”. Truncation and phrase searching were used to broaden and narrow results as appropriate to each database's syntax, and search terms were adapted iteratively based on the results returned, in line with recognised approaches to systematic literature searching (Booth, Sutton and Papaioannou, 2016).
[image: ]
Figure 1: PRISMA 2020 flow diagram showing the identification, screening, eligibility and inclusion of studies (adapted from Page et al., 2021).
3.4 Data Analysis
Data extracted from the included studies will be analysed using thematic analysis, following the six-phase framework developed by Braun and Clarke (2006): (1) familiarisation with the data; (2) generating initial codes; (3) searching for themes; (4) reviewing themes; (5) defining and naming themes; and (6) producing the final analytic account. This approach was selected because it is well suited to synthesising findings across studies with varied designs and is widely used in health and social care systematic reviews (Braun and Clarke, 2006).
A data extraction table will be used to record the key characteristics of each systematically included study, including author(s), year of publication, country, aim, sample and methodology, and key findings relevant to loneliness and mental health outcomes in older adults living alone. This table will support consistent comparison across studies and provide an audit trail for how themes were derived from the data.
3.5 Ethical Considerations
As this study is a secondary analysis of previously published literature, no primary data will be collected from human participants, and formal institutional ethical approval is not required. Systematic reviewers using publicly accessible, published documents as their evidence base are seldom required to seek ethics committee approval, as they do not have direct contact with research participants (Suri, 2020).
Ethical rigour will be maintained throughout the review process. All included studies will be accurately and transparently reported, with full and correct attribution provided to the original authors through the reference list to prevent misrepresentation or plagiarism. Extracted data will be stored securely in accordance with the principles of the Data Protection Act 2018. In line with recommended practice for systematic reviewers, the researcher will remain reflexive regarding her own position and potential biases in study selection, interpretation, and reporting of findings (Suri, 2020).





CHAPTER 4: RESULTS AND DISCUSSION

4.1 Results
4.2 Characteristics of the Literature Selected for Analysis
Note: The table below summarises the 10 studies identified and screened through the preliminary and supplementary search processes described above.
4.3 Thematic Analysis of Findings
	Author/s and publication year
	Aim
	Methodology and sample size
	Key findings

	Lee et al. (2021)
	To examine the association between loneliness and depressive symptoms among adults aged 50 and over over 12 years.
	Longitudinal cohort study (ELSA): 7 waves of data over 12 years; nationally representative sample of adults aged 50+.
	Loneliness was associated with increased severity of depressive symptoms over 12 years, independent of social isolation, social support and other confounders (including polygenic risk). The association weakened over time but persisted at 12 years.

	Robb et al. (2020)
	To assess associations between social isolation and loneliness and anxiety and depression among older adults during the early COVID-19 pandemic.
	Cross-sectional online survey (CHARIOT COVID-19 Rapid Response Study). London, UK, n=7,127, mean age 70.7 (SD 7.4), aged 50+.
	12.8% reported worsened depression and 12.3% reported worsened anxiety during the early COVID-19 lockdown. Loneliness was strongly associated with worsened depression (OR 17.24) and anxiety (OR 10.85). Living alone, being single, widowed, or divorced, and poor sleep were also associated with worse outcomes.

	Kharicha et al. (2017)
	To explore what older people experiencing loneliness think about primary care or community-based interventions to reduce loneliness.
	Qualitative study, semi-structured interviews, thematic analysis. England, n=28, aged 65+, community-dwelling, identified as lonely.
	Participants generally did not see primary care as having a role in addressing loneliness, viewing it as a private matter rather than an illness. Group-based activities with a shared interest were preferred to one-to-one or explicitly loneliness-focused support.

	Corbett et al. (2023)
	To evaluate the effect of the COVID-19 pandemic on cognition in older adults and the factors associated with cognitive change.
	Longitudinal cohort study (PROTECT study), comparing pre-pandemic data with Year 1 and Year 2 of the pandemic. UK, n=3,142, mean age 67.5 (SD 9.6), aged 50+.
	Executive function and working memory showed significant deterioration in Year 1 of the pandemic. Loneliness was significantly associated with worsening working memory in people with mild cognitive impairment (p=0.042) and in those with a history of COVID-19 (p=0.031), alongside depression and, in the mild cognitive impairment group, increased alcohol use (p=0.0040).

	Green et al. (2021)
	To examine whether social contact (in-person and remote) could reduce social inequalities in depressive symptoms and loneliness among older adults.
	Mediation analysis of cross-sectional survey data (ELSA, Wave 8, 2016/17). England, n=1,578 aged under 65 and n=4,026 aged 65+ (analysed separately), aged 50+ overall.
	Weekly in-person social contact was associated with reduced odds of loneliness, whereas remote contact showed weaker associations. Respondents living alone experienced more depressive symptoms and loneliness than those living with a partner. Lower education and less wealth were also associated with greater depressive symptoms and loneliness.

	Schlechter et al. (2023)
	To examine the interrelations and dynamics between individual depressive symptoms, including loneliness, in older adults using a network approach.
	Longitudinal network analysis (Cross-Lagged Panel Network Models), 9 waves over 16 years (ELSA). England, n=11,391, aged 50+ (mean age 65).
	Loneliness, together with ‘everything was an effort’ and ‘could not get going’, was identified as a core symptom within the depression network, showing strong reciprocal links with other symptoms across waves. Findings suggest loneliness may be a key intervention target to mitigate depression in older adults.

	Finn et al. (2025)
	To test longitudinal associations between cultural engagement (e.g. museums, theatre, concerts) and multiple well-being outcomes, including loneliness, depression and anxiety, among older adults.
	Fixed-effects longitudinal analysis, 14 years of data (ELSA). England, n=6,932–10,428, aged 50–99.
	Increases in cultural engagement were associated with decreases in depressive symptoms, anxiety and loneliness, and with increases in life satisfaction and quality of life. Cultural engagement predicted subsequent decreases in depressive symptoms. Older adults living without a partner, with a long-standing health condition, or who were female derived greater well-being benefits from cultural engagement.

	Jeong and Bae (2025)
	To examine the mediating effect of depression on the relationship between loneliness and cognitive function, and whether this effect varies with the level of physical activity.
	Cross-sectional moderated mediation analysis using PROCESS Macro (ELSA data). England, n=3,537, aged 65+.
	Loneliness impaired cognitive function, with depression acting as a mediator. The mediating effect of depression varied by physical activity level, suggesting that physical activity may be a preventive or therapeutic intervention for cognitive decline linked to loneliness.

	Morrish et al. (2025)
	To evaluate the health, wellbeing, quality of life, and healthcare cost outcomes associated with loneliness across age groups in the UK.
	Cross-sectional analysis (Understanding Society/UKHLS, Wave 13, 2021–23). UK, n=23,071, all adults (subgroup analysis by age).
	Loneliness was significantly associated with poorer general health, wellbeing, and quality of life across age groups, as well as greater use of healthcare resources and higher costs. These associations were significant across all age groups, with the largest cost differences observed among 16–24-year-olds; older adults also showed clear negative associations between loneliness and mental wellbeing.

	Li et al. (2024)
	To assess whether local authority anti-loneliness strategies (the UK Campaign to End Loneliness) reduced loneliness and improved mental health among older people in England.
	Quasi-experimental, difference-in-differences design (ELSA waves 4–8, 2008–2017, and UKHLS waves 1–9, 2009–2019). England, n=3,540 (ELSA) and n=5,607 (UKHLS), aged 65+.
	Anti-loneliness strategies implemented by local authorities produced no significant overall change in loneliness, social isolation, or depressive symptoms. Small but significant reductions in loneliness and increases in social engagement were observed only among well-educated, higher-income older adults, indicating unequal reach of population-level interventions.



Table of findings: studies included in the review (n = 10).
Thematic analysis of the ten studies generated four themes, described below with reference to the supporting studies.
4.4 Theme 1: Loneliness as a Consistent Predictor of Depression and Anxiety
The majority of studies in this set found loneliness to be strongly and independently associated with poorer mental health across very different timeframes and contexts. Lee et al. (2021) found that loneliness predicted more severe depressive symptoms over 12 years in a large ELSA cohort, and Schlechter et al. (2023), also using ELSA data, identified loneliness as a core, highly connected symptom within the depression symptom network, alongside somatic symptoms such as fatigue and low motivation. Robb et al. (2020) found a similarly strong short-term association between loneliness and both depression and anxiety among older Londoners during the early COVID-19 lockdown. Morrish et al.'s (2025) analysis of UK Understanding Society data, using a large UK sample entirely independent of ELSA, confirmed that loneliness was significantly associated with poorer wellbeing across age groups, including older adults. Together, these studies suggest that the loneliness mental health relationship is a robust and recurring finding within the UK evidence base, rather than an artefact of any single dataset, timeframe, or study design.
4.5 Theme 2: Living Arrangement, Social Contact and Relationship Status as Compounding Risk Factors
Living alone, reduced social contact, and being single, widowed, or divorced emerged as recurring risk factors alongside loneliness. Robb et al. (2020) found that older adults living alone were more likely to report worsening depression and anxiety during lockdown. Green et al. (2021) found that respondents living alone experienced more depressive symptoms and loneliness than those living with a partner, and that weekly in-person (but not remote) social contact was associated with reduced odds of loneliness. Morrish et al. (2025) similarly found loneliness associated with poorer wellbeing across all age groups in a large, independent UK sample, reinforcing that this pattern is not specific to any one dataset. Finn et al. (2025) found that older adults living without a partner experienced greater mental health benefit from cultural engagement than those with a partner, suggesting this group may be at greater risk and have more to gain from targeted support.
4.6 Theme 3: Loneliness, Depression and Cognitive Decline are Interlinked
Two studies indicated a more complex relationship between loneliness and cognition, mediated by depression. Corbett et al. (2023) found that loneliness was significantly associated with worsening working memory in older adults with mild cognitive impairment or a history of COVID-19, alongside depression. Jeong and Bae (2025) found more directly that depression mediated the relationship between loneliness and cognitive function, and that this mediating effect varied with the level of physical activity. Together, these studies suggest that loneliness may affect cognitive health at least partly through its impact on mental health, rather than through a wholly separate pathway.
4.7 Theme 4: Modifiable Protective Factors and Older Adults’ Own Perspectives
Two studies identified protective factors that could inform intervention design. Finn et al. (2025) found that greater cultural engagement (e.g., museums, theatre, concerts) was associated with lower depressive symptoms, anxiety, and loneliness, and a directionality analysis suggested that engagement drove these improvements rather than the reverse. Jeong and Bae (2025) similarly found that physical activity moderated the mediating effect of depression on loneliness and cognitive decline. However, the qualitative study in this set, Kharicha et al. (2017), offers an important caveat: older people experiencing loneliness generally did not view it as an illness or something for primary care to address, and were often reluctant to engage with support explicitly framed around loneliness. Participants instead favoured group-based activities organised around a shared interest. This finding closely aligns with the protective effect of cultural engagement reported by Finn et al. (2025) while cautioning against framing interventions in overtly medical or loneliness-specific terms.
Li et al.'s (2024) evaluation of England's national Campaign to End Loneliness adds an important caution to this picture. Using a rigorous quasi-experimental design comparing local authorities that did and did not implement anti-loneliness strategies, they found no significant overall improvement in loneliness or mental health; small, significant benefits were confined to older adults who were already well educated and higher income. This suggests that the protective factors identified elsewhere in this review cultural engagement, physical activity, and in-person social contact may be necessary but are not automatically delivered by policy at the population level, and that population-wide strategies risk benefiting those with the fewest barriers to begin with, while leaving the most disadvantaged older adults no better off.
4.8 Synthesis Across Themes
Taken together, these four themes point to a layered rather than a single-cause picture of how loneliness affects the mental health of older adults living in community settings. Loneliness itself is repeatedly and consistently associated with depression and anxiety (Theme 1). However, this association is not uniform across the population: it is amplified by living arrangements, relationship status, and reduced social contact (Theme 2), may extend to cognitive functioning via its effect on depression (Theme 3), and appears to be at least partially modifiable through cultural engagement, physical activity, and in-person social contact (Theme 4). A recurring pattern across several studies (Robb et al., 2020; Green et al., 2021; Finn et al., 2025) is that living alone and the frequency and type of social contact an older adult has function as a common thread linking these otherwise distinct findings, suggesting that interventions targeting social contact specifically, rather than loneliness in the abstract, may be best placed to influence multiple outcomes simultaneously.
4.9 Anxiety Findings in Wider Context
Anxiety received less attention than depression across the included studies, appearing as a primary outcome mainly in Robb et al. (2020), which reported a very strong association between loneliness and worsened anxiety during the early pandemic (OR 10.85). This large effect size should be interpreted with caution, given the unusual circumstances of early lockdown, when opportunities for social contact were severely restricted; nonetheless, it is broadly consistent with broader evidence. Sulandari et al.'s (2024) meta-analysis of 78 studies found that both loneliness and anxiety were strongly and independently associated with reduced life satisfaction in older adults globally, supporting the view that loneliness and anxiety are meaningfully linked constructs in later life, even though this review's own evidence base for the anxiety-loneliness relationship rests on a single UK study conducted under atypical pandemic conditions.

4.10 Discussion
Discussion of the student’s findings using previous studies, reports, etc.
The pattern of findings across this set of ten studies is broadly consistent with the wider literature on loneliness and mental health in older adults. Hawkley and Cacioppo (2010) likewise identify loneliness as a risk factor for a range of adverse mental and physical health outcomes, while Holt-Lunstad et al. (2015) place loneliness and social isolation alongside other well-established risk factors for poor health in later life. The consistent association between loneliness and depression across multiple large ELSA-based studies (Lee et al., 2021; Schlechter et al., 2023; Green et al., 2021) reinforces this evidence base, using different analytic approaches – longitudinal regression, network analysis and mediation analysis – thereby strengthening confidence that the relationship is not an artefact of any single statistical method.
The finding that loneliness may partly act through depression to affect cognitive function (Corbett et al., 2023; Jeong and Bae, 2025) extends the existing literature by suggesting that mental health is not merely an outcome of loneliness in its own right but may also be a mechanism linking loneliness to other outcomes, such as cognitive decline. This presents a more complex picture than a simple loneliness-to-depression pathway and points to depression as a possible target for interventions aimed at protecting cognitive health in lonely older adults.
At the same time, the qualitative findings from Kharicha et al. (2017) highlight a tension less evident in the quantitative literature: older adults experiencing loneliness may not interpret their experience through a mental health lens and may be resistant to support framed in this way. This is a useful reminder that statistical associations between loneliness and depression or anxiety do not necessarily translate into older adults seeking or wanting formal mental health support. The protective associations found for cultural engagement (Finn et al., 2025) and physical activity (Jeong and Bae, 2025) may therefore be practically important precisely because they do not require older adults to frame their participation around loneliness or mental health at all – an important consideration for practice and policy recommendations in Chapter 5.
4.11 Comparison with the Wider Evidence Base
Situating these findings within the wider international literature strengthens confidence in their overall direction. Surkalim et al.'s (2022) systematic review and meta-analysis of loneliness prevalence across 113 countries found that older adults consistently report higher rates of loneliness than other age groups, with considerable variation between countries and world regions, and higher rates in low- and middle-income settings than in northern Europe. This broadly supports the framing, adopted throughout this dissertation, of loneliness as a widespread and measurable public health issue among older adults rather than an isolated or unusual experience, while cautioning against generalising the UK-focused findings of this review to older adults in very different national or cultural contexts.
The direction of the loneliness-depression relationship identified in this review is also consistent with more recent, larger-scale evidence. Chen et al.'s (2023) meta-analysis of 37 studies in the general population found that loneliness and depressive symptoms predict each other over time, with similarly sized effects in both directions. This lends weight to the interpretation, drawn from the ELSA-based studies reviewed here, that loneliness is unlikely to be simply a downstream consequence of depression, but may plausibly contribute to its onset or persistence. In contrast, depression may, in turn, deepen feelings of loneliness by reducing an individual's confidence or motivation to seek social contact.
The suggestion that loneliness may contribute to cognitive decline (Corbett et al., 2023; Jeong and Bae, 2025) should, however, be interpreted with caution considering the broader dementia-risk literature, which presents a more mixed picture. Penninkilampi et al.'s (2018) systematic review and meta-analysis of 33 studies found that poor social engagement, such as small social networks or low social support, was associated with an increased risk of dementia. Still, they did not find a statistically significant pooled association for loneliness specifically, given the smaller number of studies. This suggests that the working memory and cognitive findings identified in the two included studies in this review are plausible and warrant further investigation, but should not yet be treated as firmly established evidence that loneliness itself, as distinct from broader social disengagement, causes long-term cognitive decline or dementia.
4.12 Theoretical Interpretation of Findings
The pattern of findings can be usefully interpreted through the theoretical frameworks introduced in Chapter 2. Cognitive discrepancy theory (Perlman and Peplau, 1981) suggests that loneliness arises from a perceived gap between desired and actual social relationships, rather than from an objective lack of social contact. This may help explain why living alone and the lack of a partner emerged as compounding risk factors in some, but not all, studies (for example, Robb et al., 2020; Morrish et al., 2025). An older adult living alone with strong, satisfying relationships elsewhere may not experience the same discrepancy, and therefore the same loneliness, as one living alone without such support.
Socioemotional selectivity theory (Carstensen, 1992) offers a complementary explanation for the loneliness-depression link. As older adults become more selective about their relationships, the loss of even a small number of emotionally close ties, through bereavement or ill health, may disproportionately affect wellbeing, since these relationships are not easily or quickly replaced. This aligns with Finn et al.'s (2025) finding that older adults living without a partner derived greater wellbeing benefits from cultural engagement than those living with one, suggesting that the loss or absence of a close relationship alters how much other forms of social contact can compensate.
Finally, the biopsychosocial model (Engel, 1977) helps explain why the findings in this review point to protective factors, such as cultural engagement (Finn et al., 2025) and physical activity (Jeong and Bae, 2025), operating alongside risk factors rather than simply cancelling them out. Because loneliness results from an interaction of biological, psychological and social factors, addressing only one dimension, for example, encouraging physical activity without addressing the underlying social discrepancy driving someone's loneliness, may be insufficient on its own. This reinforces the case, developed further in Chapter 5, for multi-component rather than single-strand interventions.
4.13 Strengths of this Research
This analysis draws on ten studies with robust methodological features, including several large, nationally representative ELSA-based samples (e.g. Schlechter et al., 2023, n=11,391; Lee et al., 2021, 12-year follow-up with adjustment for genetic confounding), a large cross-sectional survey of over 7,000 participants (Robb et al., 2020), and a qualitative study that incorporated older people’s perspectives into the research team’s interpretation (Kharicha et al., 2017). The use of varied analytic approaches across studies longitudinal regression, network analysis, mediation analysis and thematic analysis  to reach broadly convergent conclusions strengthens confidence in the overall pattern of findings, rather than relying on a single dataset or method.
A further strength is that the review does not rely solely on quantitative evidence: including Kharicha et al.'s (2017) qualitative study alongside the quantitative ELSA-based studies enables the analysis to capture both the measurable statistical association between loneliness and mental health outcomes and older adults' own understanding of and response to their experience of loneliness. This mixed picture is arguably more useful for informing practice than quantitative findings alone, since it highlights not only that an association exists but also some of the reasons why older adults may not engage with support explicitly framed around mental health.
4.14 Limitations of the Research
The main limitation of this analysis is that all ten studies were identified through preliminary and supplementary targeted searches (including known UK ageing cohort studies such as ELSA, and a subsequent search for non-ELSA UK and international evidence), rather than the full, systematic, seven-database search described in Chapter 3, which remains outstanding. A notable pattern in this set is that six of the ten studies draw on ELSA data in some form; five rely on ELSA alone, while a sixth (Li et al., 2024) combines ELSA with the independent UKHLS sample. A supplementary search is subsequently conducted to broaden this evidence base: it identified one UK study using UKHLS entirely independently of ELSA (Morrish et al., 2025) and one further UK study combining ELSA with UKHLS (Li et al., 2024). These were included in place of two comparatively weaker studies from the original set (Smith et al., 2019 and Victor et al., 2022), strengthening the overall quality and independence of the evidence base. This demonstrates that the loneliness-mental health association is not an artefact specific to ELSA alone. However, a full systematic search across all seven databases is needed to establish this with greater confidence. It would also allow deliberate inclusion of non-UK evidence for international comparison, which this review has not prioritised. In addition, living arrangement (including living alone) is reported as an extractable variable in only some of the included studies (for example, Robb et al., 2020; Green et al., 2021; Finn et al., 2025), rather than being the defining focus of each study’s sample; this reflects a deliberate decision, made in consultation with the supervisor, to prioritise strong evidence on loneliness and mental health in older adults over a stricter living-alone filter that would have excluded most of the relevant literature. Living arrangement is therefore discussed as a contributing factor where studies report it, rather than treated as a universal inclusion requirement.
A further limitation, discussed in Chapter 2, is that the digitally excluded, the rurally isolated, and most socioeconomically disadvantaged older adults are likely to be underrepresented in large panel studies such as ELSA, which typically require some capacity for structured survey participation. This means the findings summarised here may understate the extent or severity of loneliness among the groups of older adults who, on the evidence reviewed in Chapter 2, are at the highest risk. Finally, ten studies constitute a relatively small evidence base from which to draw firm conclusions. At the same time, the consistency of findings across different analytic approaches is reassuring; a larger, fully systematic search would be needed before these conclusions could be considered a comprehensive representation of the available literature.
It is also worth noting that none of the ten included studies specifically recruited participants from minority ethnic or LGBTQ+ communities, despite the disparities in loneliness prevalence documented for these groups in Chapter 2 (Victor and Rippon, 2023). This is a limitation of the underlying evidence base rather than of this review's methodology. Still, it means the findings and recommendations presented here are most directly applicable to the general older adult population. They should be extended to under-represented groups with appropriate caution, pending further research.
Finally, reliance on secondary, pre-existing datasets across nine of the ten included studies means this review cannot establish causality with certainty in any single case. While longitudinal designs such as Lee et al. (2021) and the mediation and network approaches used by Green et al. (2021) and Schlechter et al. (2023) strengthen the case for loneliness playing a genuinely causal role, only a randomised controlled trial that directly reduces loneliness and measures subsequent change in depression, anxiety or cognitive outcomes could confirm this conclusively.
In the absence of such trial evidence in this review's search results, the recommendations proposed in Chapter 5 are grounded in the strength and consistency of the association found across these ten studies, rather than in definitive proof of causation. They should be read with that distinction in mind by anyone using this dissertation to inform practice or policy decisions.
Overall, the results and discussion presented in this chapter address the dissertation's first three objectives directly: identifying and appraising ten relevant empirical studies, exploring the relationship between loneliness and depression, anxiety and cognitive decline, and identifying living arrangements, social contact, cultural engagement and physical activity as key risk and protective factors. The fourth objective, concerning gaps in the evidence base and implications for future research, practice and policy, is addressed in the Limitations above and taken forward into the Recommendations in Chapter 5.



CHAPTER 5: RECOMMENDATIONS AND CONCLUSION

5.1 Recommendations
Based on the findings of this review, the following recommendations are proposed for practice, policy, and future research.
For practice, health and social care professionals working with older adults should consider incorporating routine, non-stigmatising conversations about social connection into routine contact with community-dwelling adults aged 50 and over, rather than waiting for loneliness to present as a mental health symptom. Given that Kharicha et al. (2017) found older people often do not view loneliness as a clinical issue, interventions may be more effective when framed around shared interests and activities – such as the cultural engagement opportunities associated with reduced depression, anxiety and loneliness in Finn et al. (2025) – rather than explicitly targeting loneliness or mental health.
For policy, given that living alone, reduced social contact, and lack of a partner were repeatedly identified as compounding risk factors (Robb et al., 2020; Green et al., 2021; Finn et al., 2025), local and national strategies should prioritise outreach to these groups, for example through social prescribing schemes that connect older adults living alone to community activities and in-person social contact, since Green et al. (2021) found that in-person, but not remote, contact was associated with reduced odds of loneliness.
Policy responses should also address digital exclusion, rural isolation, and wider social inequalities discussed in Chapter 2. Digitally delivered social prescribing and remote contact appear less protective than in-person contact (Green et al., 2021). Since the older adults least able to access digital services are often those at greatest risk of loneliness (Ofcom, 2022), community-based interventions should not rely solely on digital delivery. Local authorities and voluntary sector organisations should continue to prioritise in-person, place-based provision, particularly for older adults living in rural areas or affected by socioeconomic disadvantage, alongside rather than instead of digital options.
This recommendation is reinforced by Li et al.'s (2024) evaluation of England's Campaign to end Loneliness, which found that local authority anti-loneliness strategies produced no significant overall improvement in loneliness or mental health, with small benefits confined to well-educated, higher-income older adults. Future strategies should therefore be evaluated to determine whether they reach socioeconomically disadvantaged older adults, rather than if population-level rollout will benefit all groups equally.
For future research, this review's Limitations (Chapter 4) noted that five of the ten included studies drew on the same dataset (ELSA). A supplementary search subsequently added one non-ELSA UK study and one international comparison study, replacing two weaker studies from the original set. Future primary research and reviews should continue to prioritise UK evidence from outside ELSA to test whether these findings hold across different populations and data sources. Given the modest scale of this review's search (57 records identified across the initial and supplementary searches), a full systematic search across all seven databases listed in the methodology would strengthen confidence in these conclusions. It may surface additional evidence, particularly qualitative research capturing older adults' perspectives, which was underrepresented in this review (only one of ten included studies).

5.2 Conclusion
This dissertation set out to explore the impact of loneliness on the mental health of older adults living alone in community settings through a systematic literature review. The aim of the study, to systematically review and synthesise existing literature on the impact of loneliness on mental health outcomes among older adults living in community settings, has been addressed by identifying, screening, and conducting a thematic analysis of ten included studies, following the PRISMA process described in Chapter 3 and reported in the flow diagram in Figure 1.
Objective 1, to identify and critically appraise empirical studies examining loneliness in community-dwelling older adults, was met through the search and screening process described in Chapter 3. Across the initial and supplementary searches, 57 records were identified, 40 screened, and 10 primary empirical studies were included that met the review's inclusion criteria (Chapter 4).
Objective 2, which explored the relationship between loneliness and mental health outcomes, including depression, anxiety, and cognitive decline, was addressed primarily through Theme 1 (loneliness as a consistent predictor of depression and anxiety) and Theme 3 (loneliness, depression, and cognitive decline are interlinked). Across multiple studies and datasets, loneliness was consistently and independently associated with poorer mental health. Two studies (Corbett et al., 2023; Jeong and Bae, 2025) suggested this relationship may extend to cognitive decline, partly via depression.
Objective 3, to identify key risk and protective factors influencing loneliness and mental health in later life, was addressed through Theme 2 (living arrangements, social contact, and relationship status as compounding risk factors) and Theme 4 (modifiable protective factors and older adults’ perspectives). Living alone, reduced social contact, and lack of a partner emerged as risk factors, while cultural engagement, physical activity, and in-person social contact emerged as potentially protective.
Objective 4, which highlights gaps in the existing literature and implications for future research, practice, and policy, is addressed in the Limitations section of Chapter 4. The Recommendations above highlight the review's continued partial reliance on a single UK dataset (ELSA) across five of the ten included studies, and the limited representation of qualitative research capturing older adults' perspectives on loneliness.
Taken together, this review supports the conclusion stated in the Abstract: loneliness is significantly and negatively associated with the mental health of older adults living in community settings, and addressing loneliness through community-based interventions and supportive social policies is likely to be important for promoting mental wellbeing and healthy ageing in this population. However, given the modest scale of this review's search and its reliance on a small number of UK datasets, these conclusions should be treated as indicative rather than definitive. They would benefit from confirmation through a full systematic search across all seven databases described in Chapter 3.
More broadly, this dissertation reinforces the argument made throughout Chapter 2: that loneliness in later life should be understood not as an inevitable or purely individual experience, but as a modifiable outcome shaped by the interplay of psychological, relational, and structural factors. Effective responses are therefore likely to require coordinated action across health and social care, community and voluntary sector provision, and local and national policy, rather than being addressed by any single intervention or service alone.
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APPENDICES 

The appendices below present supporting material for the review reported in Chapters 3 and 4. Note that Appendix B reflects the modest, preliminary search actually conducted for this review (see Chapter 4, Limitations), rather than the full seven-database search described in Chapter 3; this discrepancy is discussed explicitly in Chapters 4 and 5 and should be resolved before this review is treated as methodologically complete.

Appendix A: Search Strategy and Search Terms
Databases searched (as planned in Chapter 3): PubMed, PsycINFO, CINAHL, ScienceDirect, and UK-based health and social care databases, alongside UWTSD Library databases (ProQuest, EBSCOhost).
Indicative Boolean search string: (loneliness OR social isolation) AND (older adult OR elderly OR older people) AND (mental health OR depression OR anxiety OR cognitive decline) AND (community dwelling OR living alone).
Limits applied: English language; publication date 2010–2025, human participants aged 50 and over, peer-reviewed journal articles.
Appendix B: Screening Summary
As reported in Chapter 4 (Limitations) and Chapter 5, the search actually conducted for this review comprised an initial preliminary search (35 records identified from two sources, 25 screened at title/abstract level) and a subsequent supplementary search targeting non-ELSA UK and international evidence (22 further records identified via PubMed and general web search, 15 screened at title/abstract level, 4 assessed at full text). Across both stages, 10 studies met the inclusion criteria and were included in the final synthesis reported in Chapter 4; two studies from the initial search (Smith et al., 2019 and Victor et al., 2022) were subsequently replaced by two stronger studies identified in the supplementary search (Morrish et al., 2025 and Li et al., 2024), as explained in Chapter 4's Limitations. A full PRISMA flow diagram and a complete screening log (including titles/abstracts excluded with reasons) should be produced once the full seven-database search outlined in Appendix A is complete.

Appendix C: Data Extraction Table
The full data extraction table for all ten included studies (author (s), aim, methodology and sample size, and key findings) is presented in Chapter 4, Table 1 (Table of findings: studies included in the review) and is not duplicated here.

Appendix D: Quality Appraisal Notes

The notes below provide a brief, CASP-informed (Critical Appraisal Skills Programme) quality appraisal of each included study, based on study design, sample characteristics, and reporting quality. This is offered as a starting point; a formal CASP checklist will be completed for each study once the full search (Appendix A) has been conducted.  Lee et al. (2021): Strong large, nationally representative longitudinal sample (12-year follow-up) with adjustment for genetic confounding; clear methodology; well-reported. Robb et al. (2020): Moderately large sample size and clear effect sizes, but a cross-sectional design and an online-only survey method limit causal inference and may underrepresent digitally excluded older adults. Kharicha et al. (2017): Moderate-strong for a qualitative study; clear methodology and thematic analysis; small sample (n=28) limits generalisability but appropriate for the qualitative aim. Morrish et al. (2025): Strong; very large, nationally representative UKHLS sample (n=23,071), entirely independent of ELSA, providing an important independence check on the ELSA-heavy evidence base; cross-sectional design limits causal inference. Corbett et al. (2023): Strong longitudinal design comparing pre-pandemic and pandemic data, reasonably large sample, clearly reported statistics. Green et al. (2021): Moderate-strong large, nationally representative ELSA sample and appropriate mediation analysis, though cross-sectional design limits causal claims. Schlechter et al. (2023): Strong very large ELSA sample, long follow-up (16 years, 9 waves), sophisticated network-analysis methodology. Finn et al. (2025): Strong large ELSA sample, 14 years of data, fixed-effects design supporting stronger causal inference than a purely cross-sectional study. Jeong and Bae (2025): Moderate, reasonably large ELSA sample, but cross-sectional design limits the ability to establish the direction of the mediation pathway described. Li et al. (2024): A strong, rigorous quasi-experimental difference-in-differences design that combines two large, independent UK datasets (ELSA and UKHLS); provides valuable causal inference evidence on policy effectiveness rather than only observational associations.
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