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Scope
The Canadian Coalition for Seniors’ Mental Health (CCSMH) 
received a grant from an anonymous foundation to create 
a set of clinical guidelines regarding social isolation and 
loneliness in older adults for health care and social service 
professionals (HCSSPs). The purpose of these guidelines 
is to empower and support clinicians in their work with 
older adults who may be at risk of or already experiencing 
the health impacts of social isolation and loneliness. We 
have specifically named both health care and social service 
professionals as we believe both groups play a vital role, 
ideally working together. Our literature review indicates 
that these clinical guidelines are the first of their kind to be 
developed in Canada and internationally. 

This project clearly identified that the research on this 
topic is very much in the formative stages. Despite an 
increasing prominence of work undertaken in communities, 
the nonprofit and government sectors across Canada to 
recognize and address social isolation and loneliness among 

older adults, there remain limitations to the breadth and 
depth of published evidence to support best practice in this 
area.  This context led to an adapted GRADE methodology 
(outlined below), which was used in the creation of these 
guidelines.

Appreciating the diversity of intended clinical audiences, the 
guidelines have been structured so readers will hopefully 
find recommendations that align with their roles and 
responsibilities and may also stimulate new perspectives 
and actions. In addition, these guidelines are meant to 
inform and support older adults, their care partners, care 
administrators and policy makers. Building on the initial 
review of literature, we include four main foci: prevention, 
screening, assessment and interventions. It is hoped that 
these guidelines will also raise awareness, stimulate thinking 
and support conversations about this growing health and 
societal challenge. 

Glossary of Terms
These guidelines recognize that the terms “social isolation” 
and “loneliness” are both defined in a variety of ways in 
the research, grey literature, as well as in the diversity of 
mainstream media, publications and informal conversations. 
In some cases, there is specificity to either social isolation 
or loneliness; however, in most cases, the terms are used 
in conjunction. These guidelines frequently use the terms 
together, noting that they are different but overlapping 
concepts. 

Loneliness can be defined as: a distressing subjective 
“feeling that accompanies the perception that one’s social 
needs are not being met by the quantity or especially the 
quality of one’s social relationships” (Hawkley & Cacioppo, 
2010; p.1).

This definition emphasizes the significance of desired versus 
actual social connections, thereby understanding loneliness 
as an emotional experience: a perceived deficiency in the 
amount and/or quality of someone’s existing relationships.

Types of loneliness

There are different types of loneliness. The following three 
are the most commonly identified in evidence and literature 
on loneliness:

• Emotional loneliness – the feeling of absence of meaningful 
relationships

• Social loneliness – a perceived deficit in the quality and 
quantity of social connections

• Existential loneliness – a feeling of fundamental separateness 
from others and the wider world

Social isolation can be defined as “having few social 
relationships or infrequent social contact with others” (Wu, 
2020; p.2). It is an objective measurable state capturing the 
level and frequency of one’s social interactions. 

Loneliness is often, but not always associated with isolation. 
It is also important to emphasize that a person can be socially 
isolated by choice, and this may be a preferred state for them 
and that a person may experience feelings of loneliness, in 
spite of being socially connected.

Abbreviations 

CCSMH: Canadian Coalition for Seniors’ Mental Health.

HCSSPs: Health Care and Social Service Professionals. These 
guidelines are intended for the diversity of clinical practices 
and professionals involved in health and social services. The 
term for this collective of professionals has been abbreviated 
in these guidelines to HCSSPs.  

2SLGBTQIA+: Two-Spirit, Lesbian, Gay, Bisexual, Transgender, 
Queer and/or Questioning, Intersex, Asexual, and the plus 
reflects the diverse affirmative ways in which people choose 
to self-identify.
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The GRADE Approach
The GRADE approach (Grading of Recommendations, 
Assessment, Development and Evaluation) was used as a 
method of grading the quality of evidence and the strength of 
recommendations. In following the GRADE process, the initial 
step was to grade the quality of available evidence supporting 
each recommendation. Subsequently, the overall strength 
of the recommendation was graded, taking into account the 
quality of the evidence but also other factors such as the 
potential to do harm, the cost and the feasibility. A separate 
category for recommendations was also developed, which is 

not primarily based on empirical evidence, but rather on the 
consensus of the expert working group that they represent 
best clinical practice. Examples include optimal assessment 
processes and those related to education and/or policy. These 
recommendations have been categorized as Consensus. The 
GRADE process was not used for these recommendations. 
Other guideline groups have used a similar approach e.g., 
British Association for Psychopharmacology Guidelines (Lingford-
Hughes et al., 2012). While such recommendations lack empirical 
evidence, it is believed they are also useful and important. 

GRADE

Quality of Evidence Strength of Recommendation 

The quality of evidence for each recommendation is 
determined through an examination of the following 
factors: 

1. The study design and the quality of the studies  
that were included;

2. The directness of the evidence (generalizability or 
applicability); and

3. The confidence that patients/clients will benefit  
from the treatment.

The strength of each recommendation is determined 
through an examination of the following factors: 

1. The balance between benefits and undesirable  
effects/risks;

2. The uncertainty or variability of patient/client values 
and preferences; and 

3. The resources associated with management options. 

Note: High quality evidence doesn’t necessarily imply strong recommendations, and strong recommendations can arise from  
low quality evidence.

Note: Meta analyses and randomized controlled trials are considered high quality vs. observational studies which are considered low quality.

(Adapted from Guyatt et al., 2008) 

Quality of Evidence

High Further research is unlikely to change confidence in the estimate of effect. 

Moderate Further research is likely to have an important impact on the confidence in the estimate of effect and 
may change the estimate.

Low Further research is very likely to have an important impact on the confidence in the estimate of effect 
and is likely to change the estimate.

Strength of Recommendation  

Strong
Strong recommendations indicate high confidence that desirable consequences of the proposed 
course of action outweigh the undesirable consequences or vice versa. In some cases, strong 
recommendations are made without high-quality evidence.

Weak

Weak recommendations indicate that there is either a close balance between benefits and downsides 
(including adverse effects and burden of treatment), uncertainty regarding the magnitude of benefits 
and downsides, uncertainty or great variability in patients’/clients’ values and preferences, or that the 
cost or burden of the proposed intervention may not be justified. 
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Summary of Recommendations   
Recommendation #1 - Knowledge of risk 
factors for social isolation and loneliness 
in older adults  

Health Care and Social Service Professionals (HCSSPs) should 
have knowledge of major risk factors for social isolation 
and loneliness to identify older adults who may be socially 
isolated or lonely, and to anticipate with their patients/clients 
any possible changes in their life circumstances that could 
put them at risk of social isolation and loneliness.

GRADE: Evidence: Moderate; Strength: Strong

Recommendation #2 - Education and 
training for health care and social service 
professionals  

Education regarding social isolation and loneliness in older 
adults should be part of the curriculum for health care 
and social service students as well as practicing HCSSPs. 
Education should include prevention, risk factors, screening, 
assessment and interventions, as well as strategies to engage 
with their patients/clients, care partners and the community.                                                                                              

Consensus 

Recommendation #3 - Health care and 
social service professionals as agents of 
change  

HCSSPs should use their role, as agents of change, to help 
inform and educate patients/clients and the general public 
about the association between social isolation and loneliness 
and poor mental and physical health and to promote social 
connection.

Consensus 

Recommendation #4 - Targeted 
screening for older adults at risk  

HCSSPs should use targeted screening for those older adults 
who have risk factors for social isolation and loneliness. 

Consensus

Recommendation #5 - Screening tools  

When screening patients/clients, HCSSPs should use 
evidence-based screening tools to identify patients/clients 
who are socially isolated and/or lonely, to assess the severity 
of the problem, and to use in routine follow-up to determine 
whether the patient’s/client’s social situation has changed 
and whether interventions are effective.  

GRADE: Evidence: Moderate; Strength: Strong

Recommendation #6 - Health records 

When social isolation and loneliness is identified in older 
adults, it should be documented in the health record like 
other medical conditions and risk factors. Efforts should 
be made to collect data on social isolation and loneliness 
as important social determinants of health. Loneliness and 
social isolation may be considered “psychosocial vital signs” 
given their impact on health.

Consensus

Recommendation #7 - Assessment 

A thorough clinical assessment with a patient/client who 
is socially isolated and/or lonely should aim to explore 
the possible causes and identify any underlying health 
conditions that may be contributing factors. Other causes 
that may be contributing should also be identified adopting a 
biopsychosocial approach. A comprehensive assessment can 
guide the development of an appropriate management plan. 
The assessment may vary according to the health care and 
social service professional’s scope of practice.                              

Key components in the assessment may include:

a. Medical history
b. Social history
c. Mental health  
d. Cognition
e. Screening for substance use
f. Environment and finances
g. Recent life events  
h. Lifestyle factors
i. Insight and motivation for change 

Consensus
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Recommendation #8 - Intervention: an 
overall approach

HCSSPs should apply several principles to help older patients/
clients who are socially isolated and/or lonely including: 

a. Ensure initially or concurrently that treatment is provided 
for any underlying medical conditions identified in their 
assessment;

b. Take an individualized approach, with shared decision-
making; 

c. Identify individuals’ interests to determine interventions 
that may be the best fit, while appraising the individual 
and environmental resources available; and

d. Recognize the diversity within older adult populations 
and together with their patient/client consider the 
incorporation of their culture and lived experience.

HCSSPs should consider the following possible interventions 
for older adults: Social Prescribing, Social Activity, Physical 
Activity, Psychological Therapies, Animal Assisted Therapies 
and Animal Ownership, Leisure Skill Development and 
Leisure Activities, Technology. Pharmacological therapy is 
not recommended except for treatment of an underlying 
disorder. It should be noted that there is some overlap 
between these intervention categories. 

Consensus

Recommendation #9 - Social prescribing  

a. Social prescribing should be considered to manage or 
alleviate social isolation and loneliness. This can include, 
for instance, connecting individual patients/clients with 
suitable organizations, programming or community 
resources that provide opportunities for social 
interaction and/or self-care. Social prescribing may also 
address the social determinants of health which are often 
key to improving health outcomes that may be impacted 
by social isolation or loneliness. 

b. HCSSPs should consider a stepped-care approach to 
social prescribing, starting with the least intensive 
interventions, like other mental health interventions. 
Regular review through a stepped-care approach 
can help determine whether other interventions are 
necessary, or whether recipients have been able to build 
or expand their capacity.

c. Link workers or system navigators can play an important 
role in assessing an individual’s needs and connecting 
them with suitable organizations to build or foster 
greater social connection and reduce loneliness. In this 
way, they may support clinicians who may not have the 
same knowledge of resources.

d. Health and social service organizations should consider 
developing social prescribing strategies or teams, 
including designating a core team of staff to support 
implementing the strategy.

e. Similarly, community organizations should consider 
developing relationships or partnerships with clinical 
organizations to share relevant social prescribing 
resources.

GRADE: Evidence: Moderate; Strength: Strong

Recommendation #10 - Social activity  

HCSSPs should support, encourage and empower individuals 
to engage at their optimal level of social activity.

GRADE: Evidence: Moderate; Strength: Strong

Recommendation #11 - Physical activity 

HCSSPs should encourage their patients/clients to engage 
in group and/or individual physical activity as a means to 
reduce social isolation and loneliness and to improve their 
overall health. There is insufficient data to recommend a 
specific form of physical activity. HCSSPs are encouraged 
to have conversations with their patients/clients regarding 
opportunities for physical activity and active lifestyles.

GRADE: Evidence: Moderate; Strength: Strong

Recommendation #12 - Psychological 
therapies    

Psychological therapies should be considered for 
some older adults experiencing social isolation and/or 
loneliness. Psychological therapies include, but are not 
limited to cognitive behavioural therapy, social cognitive 
therapy, reminiscence therapy and mindfulness-based 
stress reduction. There is greater available evidence for 
psychological therapies in reducing loneliness compared to 
social isolation.

GRADE: Evidence: Moderate; Strength: Strong

Recommendation #13 - Animal-assisted 
therapies and animal ownership

Animal-assisted interventions and pet ownership may be 
helpful to some individuals although the evidence for this 
intervention is limited.

GRADE: Evidence: Low; Strength: Strong

Recommendation #14 - Leisure skill 
development and leisure activities

HCSSPs are encouraged to discuss leisure-skill development 
and activities as an opportunity for older adults to learn new 
skills and engage in the local community. These activities 
and skills may include leisure education, art therapy, 
bibliotherapy, horticulture and nature-related interventions 
and music therapy, amongst others. 

GRADE: Evidence: Low; Strength: Weak
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Recommendation #15 - Technology

HCSSPs should intentionally engage with their patients/
clients to further understand their access to and/or use of 
technology in their daily lives and potential opportunities for 
using technology to reduce social isolation and loneliness. 
It is important to take into account the interest of the 
individual, their digital literacy, any sensory limitations and 
financial capacity to access the internet and digital devices.

GRADE: Evidence: Moderate; Strength: Strong

Recommendation #16 - Pharmacological 
therapy    

HCSSPs should not use pharmacological agents as a 
treatment for social isolation and loneliness in older adults. 
Medication may be indicated if there is an underlying mental 
disorder or physical illness.

GRADE: Evidence: Low; Strength: Strong

Recommendation #17 - Reassessment  

HCSSPs should take an individualized approach to the 
follow-up of social isolation and loneliness. We recommend 
HCSSPs reassess intervention efficacy and adherence, with a 
preference towards short-term follow-up.

Consensus



Clinical Guidelines - Social Isolation and Loneliness 7

Introduction
Social isolation and loneliness is a relatively new social 
construct, with the initial appearance of words such as 
“lonely” and “loneliness” originating in the 1800s. Early 
definitions referred to people and places who were far from 
neighbours, coupled with a sense of potential danger from 
being isolated. “Until a century or so ago, almost no one lived 
alone; now many endure shutdowns and lockdowns on their 
own. How did modern life get so lonely?” (Lepore, 2020). 

Over the past two centuries and up to the present time, there 
has been a societal evolution with respect to what loneliness 
and social isolation mean in a modern context. Worsley 
(2018) notes that “... loneliness has since moved inward – 
and has become much harder to cure. Because it’s taken up 
residence inside minds, even the minds of people living in 
bustling cities, it can’t always be solved by company. Modern 
loneliness isn’t just about being physically removed from 
other people. Instead, it’s an emotional state of feeling apart 
from others – without necessarily being so.” 

There is growing recognition of the significant health 
impacts of social isolation and loneliness, particularly among 
older adults. Even prior to the COVID-19 pandemic and 
enforced “shuttering in place”, a report by the Canadian 
National Seniors Council (2016) emphasized the importance 
of this issue. Possibly due to the universal experience of 
the COVID-19 pandemic, the issue of social isolation and 
loneliness is receiving growing attention from multiple 
perspectives. The Canadian Longitudinal Study on Aging 
(CLSA) data showed estimated relative increases in loneliness 
during the pandemic ranging between 33% and 67% 
depending on age or gender (Kadowaki and Wister, 2023). 
Data from studies about the prevalence of social isolation and 
loneliness vary significantly depending on the methods used. 
The latest Canadian estimates from the National Institutes on 
Aging (NIA) 2022 survey of adults over age 50 found that up 
to 58% have experienced some degree of loneliness and that 
41% are at risk of social isolation (NIA, 2023).

Several large reports have been undertaken to raise 
awareness of social isolation and loneliness. In 2018, the 
United Kingdom launched a national Campaign to End 
Loneliness. The 2022 report by Canada’s National Institute 
on Ageing, Understanding Social Isolation and Loneliness 
among Older Canadians and How to Address It, presents 
six Canadian policy recommendations to help advance a 
national and collective approach. In early 2023, the report 
by the US Surgeon General argues that “Our epidemic of 
loneliness and isolation has been an underappreciated public 
health crisis that has harmed individual and societal health. 
Given the significant health consequences of loneliness and 
isolation, we must prioritize building social connection the 
same way we have prioritized other critical public health 
issues such as tobacco use, obesity, and substance use 
disorders. Together, we can build a country that’s healthier, 
more resilient, less lonely, and more connected” (U.S. 
Surgeon General’s Office, 2023).

More specifically, there are growing numbers and diversity 
of voices speaking about the important roles that front-line 
health and social service professionals might be able to play 
in addressing this issue. The National Academy of Science, 
Engineering and Medicine Report on Social Isolation and 
Loneliness in Older Adults: Opportunities for the Health Care 
System (2020) discusses the opportunity of enhancing the 
role of the health care systems in addressing health impacts 
of social isolation and loneliness in older adults.  

Holt-Lunstad and Perissinotto (2023) highlight the 
importance of social isolation as a “medical issue”. They 
emphasize that older adults often face multiple factors that 
increase the likelihood of experiencing social isolation and 
loneliness. They recommend periodic assessment for social 
isolation and loneliness and including it in health records. 
This allows clinicians to monitor over time and adjust 
their responses as needs and circumstances change.  They 
acknowledge that despite knowing the evidence on the 
health effects of social isolation and loneliness, HCSSPs often 
struggle with how best to help. They suggest that responding 
to a patient’s/client’s social needs can be integrated into 
clinical care to improve treatment outcomes. Freedman and 
Nicolle (2020) reinforce this as an opportunity in that family 
physicians are uniquely positioned to identify and initiate 
services for lonely and socially isolated older adults. 

As a result of the growing global interest and momentum 
around social isolation and loneliness in older adults as 
a serious health issue, and supported by an anonymous 
foundation, the CCSMH initiated a two-year project to 
research and develop the Canadian Clinical Guidelines on 
Social Isolation and Loneliness in Older Adults. This work 
on social isolation and loneliness in older adults builds on 
CCSMH’s background and experience in developing clinical 
guidelines on a variety of mental health topics for older 
adults including anxiety, depression, mental health in long-
term care, substance use and addiction and suicide risk & 
prevention (CCSMH).

An initial literature review for this project highlighted that 
there were no existing clinical guidelines available for social 
isolation and loneliness in older adults. The majority of the 
publications identified the limited evidence in this area 
and recommended further research to build the body of 
knowledge around clinical practices. The lack of existing 
clinical guidelines may reflect the complexity of this issue  
and the fact that social isolation and loneliness are not 
medical diagnoses.

The present guidelines are intended to highlight 
what is currently known, including grey literature and 
promising practices. It is acknowledged that this subject 
is highly complex and there are a growing number of 
organizations working in this area. Within this context, the 
recommendations contained within the guidelines are 
intended to support the diversity of health care and social 
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service professionals in their critical roles supporting the 
unique individual health needs and interests of older adults. 

These guidelines also recognize that HCSSPs are part of 
complex and multi-faceted health and community systems as 
well as society. The results of a national survey of HCSSPs in 
early 2023, followed by a national survey of over 2,000 older 

adults later that year, reinforced that to successfully bring 
these guidelines to life, there must be a patient- or client-
centered approach. This includes empowering older adults 
with an understanding of how they can prevent loneliness 
and be socially connected, working collaboratively with 
clinicians, care partners, family and community.

Guiding Principles
The following Guiding Principles were developed by the 
Working Group at the beginning of the project to serve as 
“touchstones” to which we aspired during the development 
of the clinical guidelines: 

1. Engaging and integrating the voices and experiences  
of health and social service providers 

2. Engaging and integrating the voices and experiences  
of older adults

3. Recognizing the importance of culturally responsive 
processes, linguistic diversity and the use of language/
words that reflect the diversity of the audiences for  
these guidelines

4. Integrating evidence from academic and grey literature, 
including promising practices  

5. Relating to the individual within their biological, 
psychological and social context

6. Building on existing knowledge and identifying 
knowledge gaps

7. Recognizing and accounting for the complexity of 
patients/clients, health and social situations, diversity of 
settings in which people practice and the availability of 
resources

8. Recognizing work that incorporates different 
methodologies

9. Prioritizing high-risk and/or marginalized groups 

10. Utilizing a strengths-based approach can help identify 
an individual’s positive attributes and protective factors 
while avoiding stigmatization that can result from deficit 
language, ageism, images of dependency, etc.

Methodology
The methodology and associated processes for the 
development of these guidelines included: 

a. A group of clinical and academic leaders were recruited 
from across Canada to engage as volunteer members of 
a Guidelines Working Group, and to carry out roles that 
included research, writing, providing professional insights 
and experience to the overall guidelines document. 
Details regarding any conflicts of interest were obtained.

b. Guiding principles were established to serve as 
touchstones for guidelines development.

c. A literature and promising practices review was 
conducted, including a search of academic and grey 
literature (Canadian and international). The search 
focused on tools and interventions, with a specific 
focus on those relevant to frontline health and social 
care providers across care settings. The initial search 
of the academic literature, utilizing a rapid, integrative 
scoping review process, was limited to systematic 
reviews between January 2017 and August 2022, written 
in English or French and pertaining to adults 45 years 
and older. The initial search produced 1,576 hits. A 
total of 1,109 documents were initially removed due 
to duplication and title relevance. The abstracts of the 
remaining 467 documents were reviewed. This process 
identified 267 documents not meeting eligibility criteria. 
A full-text review was conducted on the remaining 200 

documents. This resulted in the subsequent removal 
of another 129 documents, leaving a final total of 71 
documents, including 38 review articles. Initially, five 
focus areas were identified, with the understanding 
that these may evolve as the literature was explored. 
These areas included: prevention, screening, assessment, 
interventions, and monitoring.  

d. The Working Group and staff team identified additional 
supporting research and grey literature and carried 
out focused literature searches related to individual 
guideline recommendations. Of note, we were unable to 
identify any previous clinical guidelines focused on social 
isolation and/or loneliness.

e. Due to the limited evidence in the literature, an adapted 
GRADE method was used including the use of a 
consensus recommendation for a few recommendations 
that lacked empirical evidence.

f. Two national surveys were designed and implemented, 
inclusive of Research Ethic approval by Queen’s 
University, to understand the perspectives, experiences 
and ideas around social isolation and loneliness in older 
adults. The first survey engaged health and social service 
providers. More than 350 responses were received. The 
second survey engaged adults 65 years of age and older. 
More than 2,000 people responded.  Related learnings 
were incorporated into the guidelines. 
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g. Clinicians across Canada were engaged through 
several workshop opportunities for further insights and 
constructive feedback on the guidelines. 

h. An expert review panel was recruited to provide further 
insights and constructive feedback for clarity and content.

i. The final guidelines recommendations were approved by 
the Working Group following an interactive process to 
reach agreement and a subsequent vote. 

                                                                                                                                                   

Prevention 
Universal prevention focuses on the general public or a whole 
population group regardless of risk status. Selective prevention 
targets individuals or subgroups that are at higher risk of 
developing a disorder than average individuals or subgroups. 
A third category called indicated prevention targets people 
who have early symptoms. There is limited evidence regarding 
successful interventions for universal prevention of social 
isolation and loneliness, although there is currently a growing 
and hopeful emphasis on promoting social connection. In 
these guidelines, indicated prevention approaches are included 
within the Interventions section. Our recommendations in this 
section focus on knowledge of risk factors, the need for education 
and training and the role of HCSSPs as agents of change.

Recommendation #1 - Knowledge of risk 
factors for social isolation and loneliness in 
older adults  
Health Care and Social Service Professionals 
(HCSSPs) should have knowledge of major 
risk factors for social isolation and loneliness 
to identify older adults who may be socially 
isolated or lonely, and to anticipate with their 
patients/clients any possible changes in their 
life circumstances that could put them at risk 
of social isolation and loneliness. 

GRADE: Evidence: Moderate; Strength: Strong

Numerous risk and protective factors associated with social 
isolation and loneliness among older adults have been 
identified in the literature (e.g., NSC, 2014a, 2014b; 2016; De 
Jong Gierveld et al., 2015; Courtin & Knapp, 2017; Donovan 
& Blazer, 2022;). This research has been accelerated by the 
deleterious effects of the COVID-19 pandemic exacerbating 
social isolation and loneliness as a public health issue (Adepoju 
et al., 2021; Choi et al., 2021; Holt-Lunstad, 2021; Kadowaki 
& Wister, 2022; Holt-Lunstad & Perissinotto, 2023; Kirkland 
et al., 2023; Li et al., 2023). Risk and protective factors that 
are modifiable are of particular interest for the purpose of 
this report from a health promotion perspective; however, 
risk attributes are also helpful for the identification of target 
groups of older adults. It is also noteworthy that there may 
be bidirectional patterns between risk factors and isolation 
propensity. Furthermore, it is often the intersectionality or 
cumulative effects of multiple risk factors that result in greater 
levels of social isolation and loneliness.

Several social demographic determinants include age, sex, 
gender, partnership status and living arrangement, especially 

among older people who are unattached (single, widowed, 
divorced) and living alone (De Jong Gierveld et al., 2014; NSC, 
2014a, 2014b, 2016; Courtin & Knapp, 2017; Choi et al., 2021; 
Wister & Kadowaki, 2021; Li et al., 2023). Being an older woman 
has been associated with higher isolation and loneliness in 
some studies (De Jong Gierveld, 2015; Kirkland et al., 2015; Choi 
et al., 2021; Kirkland et al., 2023). 

Research also shows that social isolation and loneliness are 
more prevalent among older adults living with low income and 
poverty, and those with lower education or unstable housing 
and living arrangements (De Jong Gierveld, 2015; Kirkland 
et al., 2015; Choi et al., 2021; Kadowaki and Wister, 2022; Li et 
al., 2023). Research also supports associations demonstrating 
higher levels of social isolation among those who are racialized 
(including Indigenous elders, and new immigrants) (NSC, 
2014a, 2014b; Kadowaki and Wister, 2022; Georgeou et al., 
2023),  LGBTQ2+ older adults (NSC 2014a, 2014b; Kneale et 
al., 2021), and those living in remote/rural environments with 
poor access to community and home and health services (NSC, 
2014a,b; 2016; De Jong Gierveld et al., 2015; Kadowaki et al., 
2015; Levasseur et al., 2015, 2017; Courtin & Knapp, 2017; D’cruz 
& Banerjee, 2020; Losada-Baltar et al., 2021; Kadowaki and 
Wister, 2022; Kirkland et al., 2023). 

Not surprisingly, poor health status, including multiple 
chronic conditions and low levels of mental health have been 
demonstrated as risk factors for social isolation and loneliness 
in many studies both pre- and peri-pandemic (e.g., NSC 2014a, 
2014b; De Jong Gierveld et al., 2015; Kirkland et al., 2015; 
Courtin & Knapp, 2017; Donovan & Blazer, 2022; Kadowaki and 
Wister, 2022; Kirkland et al., 2023; Li et al., 2023). In addition, 
health conditions that result in functional limitations in 
performing daily tasks, such as multimorbidity, are risk factors 
for social isolation (NSC 2016; Mauvais-Jarvis, 2020; Mitra et al., 
2020; Wister and Kadowaki, 2021). Additionally, poor mental 
health conditions (depression, anxiety, psychoses, etc.) are also 
risk factors for social isolation (Kirkland et al., 2015; NCS 2014a, 
2014b; Robb et al., 2020; Kadowaki and Wister, 2022; Kirkland et 
al., 2023).

Being a caregiver for an older adult also increases the risk of 
social isolation and exclusion (Li et al., 2020, 2023), especially 
for spouses and non-kin (compared to adult children) and 
those providing intensive care (D’cruz & Banerjee, 2020; Li et al., 
2020, 2023). 

Research drawn from multiple disciplines also identified 
protective factors against social isolation and loneliness, 
including strong support networks, leisure pursuits, and social 
participation (De Jong Gierveld et al., 2015; Fortier, 2016; Burholt 
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et al., 2019; Levasseur et al., 2015, 2017; Polenick et al., 2021; 
Strutt et al., 2021), living with others (Van Tilburg et al., 2020, 
Polenick et al., 2021) and access to technologies, especially 
during the pandemic (Ibarra et al., 2021; Strutt et al., 2021). 

The recent pandemic increased levels of social isolation 
and loneliness (Wister and Kadowaki, 2022), and while most 
risk factors were common pre- and peri-pandemic, some 
differences can be observed. In terms of pandemic-specific 
contexts, social isolation and loneliness were associated with 
experiencing personal losses, such as a death (Van Tilburg 
et al., 2020), financial strain (Polenick et al., 2021), COVID-19 
anxiety or worries (Van Tilburg et al., 2020; Gaeta & Brydges, 
2020; Kivi et al., 2021; Polenick et al., 2021), intolerance of 
uncertainty (Parlapani et al., 2020), caregiving roles and 
intensity (Li et al., 2020; Wister et al., 2022), and having a family 
member infected with COVID-19 (Cihan & Gökgöz Durmaz, 
2021). Living alone was consistently identified as a risk factor 
associated with higher rates of loneliness during the pandemic 
(Emerson, 2020; Fingerman et al., 2020; Choi et al., 2021; Stolz et 
al., 2021; Strutt et al., 2021; Kirkland et al., 2023; Li et al., 2023).

Recommendation #2 - Education and 
training for health care and social service 
professionals  
Education regarding social isolation and 
loneliness in older adults should be part of 
the curriculum for health care and social 
service students as well as practicing 
HCSSPs. Education should include prevention, 
risk factors, screening, assessment, and 
interventions, as well as strategies to engage 
with their patients/clients, care partners and 
the community. 

Consensus

With growing awareness about social isolation and loneliness, 
and as more HCSSPs focus on interventions towards addressing 
this issue, appropriate education, training and support is 
needed (NASEM, 2020). Thompson and Halcomb (2023) 
discussed the need to understand the physical and mental 
health impacts, and how clinicians can address this as part 
of their regular patient/client care. Understanding the risk 
factors, assessment strategies, morbidity and mortality as well 
as available interventions and referral strategies is essential 
(NASEM, 2020). 

NASEM (2020) recommends that health care professions 
have social isolation and loneliness incorporated into their 
standards and competencies and that schools and colleges 
for health care and social service professionals should include 
social isolation and loneliness education and training in their 
curricula. The U.S. Surgeon General’s Advisory on the Healing 
Effects of Social Connection and Community (U.S. Surgeon 
General’s Office, 2023) makes similar recommendations. 

The NASEM report notes that educating users about evidence-
based practices (EBPs) is a necessary but not sufficient step 
to change practice, and didactic education alone does little 
to change practice behavior. Leathers et al. (2016) note that 
in-person training in a time-limited workshop format is a 
common implementation strategy used to provide information 
about new practices to existing mental health providers. 
Additionally, post-training support, such as performance 
feedback, reminders and expert consultations, increases the 
use of new practices.  

Education should also focus on a collaborative team 
approach. This would include understanding the role of other 
interdisciplinary members. This training should also include a 
focus on partnerships with community organizations - what 
is available in the community and by whom, to ensure a full 
range of services and care. HCSSPs working with socially 
isolated or lonely older adults should also consider training in 
cultural safety (Centre for Effective Practice, 2023). 

Recommendation #3 - Health care and 
social service professionals as agents of 
change  
HCSSPs should use their role, as agents of 
change, to help inform and educate patients/
clients and the general public about the 
association between social isolation and 
loneliness and poor mental and physical health 
and to promote social connection. 

Consensus

As people age, often their number of visits to health care 
professionals increase, particularly if they have chronic 
conditions. HCSSPs often become a point of contact for older 
adults and are therefore well positioned to reach out to older 
adults who are socially isolated and/or lonely during their 
visits. Clinicians have often developed a trusting relationship 
with patients/clients through frequent visits, which provides 
an opportunity for clinicians to educate patients/clients 
(Thompson & Halcomb, 2023). Holt-Lunstad & Perissinotto 
(2023) introduced the EAR framework – Educate, Assess and 
Respond – for addressing social isolation and loneliness. They 
emphasized the importance of educating patients/clients and 
how having education integrated into patient/client care can 
assist with taking appropriate actions to reduce the risk. 

The 2023 U.S. Surgeon General’s Advisory on the Healing 
Effects of Social Connection and Community report on 
loneliness and isolation states “we must also create systems 
that enable and incentivize health care providers to educate 
patients as part of preventative care, assess for social 
disconnection, and respond to patient’s health-related social 
needs.” It also suggests public education programs and 
awareness campaigns developed and lead by health care 
clinicians (U.S. Surgeon General’s Office, 2023). 
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Table 1. Risk Factors and Groups Associated with Social Isolation and Loneliness

a. Advanced age (NSC, 2014a, 2014b; Kadowaki & Wister, 2022; Kirkland et al., 2023)

b. Being female (De Jong Gierveld, 2015; Kirkland et al., 2015; Choi et al., 2021; Kirkland et al., 2023)

c. Race/Ethnicity/Indigenous/Culture (NSC, 2014a, 2014b; Kadowaki and Wister, 2022; Georgeou et al., 2023)

d. Living alone (De Jong Gierveld, 2015; Kirkland et al., 2015; Choi et al., 2021; Kadowaki and Wister, 2022; Li et al., 2023)

e. Widowhood/Divorce (NSC 2014a, 2014b; De Jong Gierveld, 2015; Kirkland et al., 2015; Kadowaki and Wister, 2022; 
Kirkland et al., 2023)

f. Low income, poverty or education (De Jong Gierveld, 2015; Kirkland et al., 2015; Choi et al., 2021; Kadowaki and Wister, 
2022; Kirkland et al., 2023; Li et al., 2023)

g. Lack of affordable housing and shelter, poor neighborhood conditions, loss of community, urban, and home care options 
(NSC 2014a, 2014b, 2016; Kadowaki et al., 2015; Levasseur et al., 2015; Kadowaki and Wister, 2022; Kirkland et al., 2023)

h. Episodic or lifelong physical health issues, including Alzheimer’s disease or other dementias, frailty including loss of 
mobility, sensory loss (hearing and vision), multimorbidity (NSC 2014a, 2014b; Kirkland et al., 2015; Kadowaki and Wister, 
2022; Kirkland et al., 2023; Li et al., 2023)

i. Episodic or lifelong mental health issues including depression, pandemic or other forms of anxiety, psychosis  
(Kirkland et al., 2015; NCS 2014a, 2014b; Robb et al., 2020; Kadowaki and Wister, 2022; Kirkland et al., 2023)

j. Poor health behaviours, including smoking, heavy drinking, sedentary lifestyle, obesity/poor nutrition (Kirkland et al., 2023)

k. Small or shrinking social network (NSC 2014a, 2014b; De Jong Gierveld, 2015; Kirkland et al., 2015; Kadowaki and 
Wister, 2022; Kirkland et al., 2023; Li et al., 2023)

l. Challenges relating to technology use such as digital divide/literacy, access to WiFi, costs, literacy, comfort (Cosco et 
al., 2021; Wister et al., 2022; Kadowaki and Wister, 2022) 

m. 2SLGBTQIA+ older adults (NSC 2014a, 2014b; Kneale et al., 2021)

n. Caregivers (especially spouses and non-kin) with a heavy intensity (Li et al. 2020, 2023)
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Screening & Assessment
The Screening & Assessment section includes 
recommendations for targeted screening of older adults at 
risk, the use of evidence-based screening tools and the need 
for documentation in health records. It concludes with the 
recommendation for a comprehensive assessment utilizing a 
biopsychosocial approach.

Recommendation #4 - Targeted 
screening for older adults at risk  
HCSSPs should use targeted screening for 
those older adults who have risk factors for 
social isolation and loneliness. 

Consensus

There is insufficient evidence to recommend universal 
systematic screening for social isolation and loneliness in all 
older adults. The Canadian Task Force on Preventive Health 
and the US Preventive Services Task Force review evidence 
and develop guidelines that support primary care providers 
in delivering preventive health care in North America. These 
task forces have not reviewed screening for social isolation 
and loneliness. 

The National Academies of Science, Engineering and 
Medicine (2020) report concluded that “due to the paucity of 
literature on successful interventions for specific populations, 
it is difficult to conclude that formal screening protocols 
for social isolation and loneliness in the general population 
could reduce prevalence or negative health consequences 
of social isolation and loneliness”. The scoping review for this 
project did not identify any studies that assessed the cost-
effectiveness (quality-adjusted life years gained) of screening 
or interventions for social isolation and loneliness. As an 
alternative to universal screening, we recommend targeted 
screening of individuals with risk factors.

Structural barriers in primary care (such as administrative and 
clinical workloads, multiple competing responsibilities) may 
contribute to underscreening or under recognition of social 
isolation and loneliness rather than a lack of measurement 
tools or knowledge about the importance of these problems 
(Galvez-Hernandez et al., 2022). Efforts should be made to 
address these barriers through alternative models of primary 
care delivery.

Recommendation #5 - Screening tools
When screening patients/clients, HCSSPs 
should use evidence-based screening tools 
to identify patients/clients who are socially 
isolated and/or lonely, to assess the severity 
of the problem, and to use in routine follow-
up to determine whether the patient’s/client’s 
social situation has changed and whether 
interventions are effective.  

GRADE: Evidence: Moderate; Strength: Strong                

Because of the impact that being socially disconnected 
can have on a patient’s/client’s health and well-being, it is 
important for clinicians to regularly measure a patient’s/
client’s social situation. Our hope is that clinicians will 
routinely consider the possibility that their patient/client is 
lonely or isolated. The use of screening tools (see below) can 
help indicate the severity of the problem. Routine follow-up 
and measurement over time can help to determine whether 
the problem is chronic or transient and whether interventions 
are working to improve a patient’s/client’s social connection 
and reduce their social isolation and loneliness. It is important 
for a clinician to use validated and reliable tools and not to 
assume that someone is or is not lonely or socially isolated 
(see Perissinotto et al., 2019).

HCSSPs need to consider both social isolation and 
loneliness in their patients/clients because social isolation 
and loneliness are related, but distinct. Loneliness can be 
experienced even in the context of being surrounded by 
people or having a large network of family and friends. 
Conversely, someone with few social relationships may not 
be lonely if they feel satisfied with their relationships.  

Due to the stigma associated with loneliness, some patients/
clients may be less open to discussing loneliness or being 
labeled as ‘lonely’ (e.g., Galvez-Hernandez et al., 2022). And 
some socially isolated individuals may not perceive their 
social isolation as a problem, particularly if they are not 
also feeling lonely (Newall & Menec, 2019a). Nonetheless, 
regularly checking in about social factors using screening 
tools is important and may be an opportunity to discuss the 
importance of social connection to health, and to provide 
information on available services so that patients/clients have 
the choice to use them.   
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Screening Tools 
Screening tools have been tested extensively for use in 
a research context; but there has been less research on 
the use of screening tools in a clinical setting. However, 
screening and routine assessment with measurement 
scales is still recommended as this provides a reliable and 
valid way to assess a person’s social situation. Currently, 
the limited research suggests that patients/clients are 
not typically screened for social isolation or loneliness 
before being referred to interventions which may lead to 
patient/client confusion about the reason for referral or to 
interventions that do not meet the patient’s/client’s needs 
(Galvez-Hernandez et al., 2022). The US Institute of Medicine 
Committee recommended the use of the Berkman-Syme 
index (structural social isolation index) in electronic medical 
records (Institute of Medicine, 2014). Recently, Wong et al. 
(2022) provided practical recommendations in using the 
De Jong Gierveld Loneliness Scale to assess loneliness in 
long-term care settings. Research to develop and test tools 
in clinical settings is on-going (e.g., Galvez-Hernandez et 
al., 2022; Newall, Menec, & Rose, 2022; Perissinotto et al., 
2019). Here we review some promising screening tools that 
clinicians can use. Because most screening tools measure 
either social isolation or loneliness (not both), we discuss 
them separately. 

Measuring Loneliness 
Loneliness measures typically tap into: 

• Emotional loneliness (e.g., lack of emotional closeness) 

• Social loneliness (e.g., perceived lack of people around) 

In their 2015 report, the UK Campaign to End Loneliness 
described common loneliness screening tools. Here we 

highlight four (see Table 2). The first is a single question 
from the CES-D depression scale. A benefit of a single-
item measure is that it is short and direct. However, due 
to potential stigma, some patients/clients may not feel as 
comfortable discussing their loneliness. Depending on the 
situation and rapport with the patient/client, HCSSPs may 
want to consider using scales that measure loneliness more 
indirectly. The three-item UCLA loneliness scale (Hughes et 
al., 2004) and the six-item De Jong Gierveld Loneliness Scale 
(De Jong Gierveld & Van Tilburg, 2006) have both been used 
extensively in research with older adults (Table 2).  

Measuring Social Isolation 
Social isolation tools typically tap into structural and/or 
functional features of relationships:  

• Low social contact 

• Low social participation (e.g., number of social activities) 

• Living alone 

• Low emotional support (e.g., confidant) 

• Low tangible support (e.g., emergency contact) 

In their 2023 report, Newall & Menec highlighted common 
measures of social isolation. Here we highlight three (see 
Table 2 below), including Targeting Isolation’s CARED 
tool which was developed for health and social service 
professionals to quickly determine if a person is socially 
isolated/lonely and should be referred to services. The 
Lubben Social Isolation Scale (Lubben et al., 2006) and the 
Berkman-Syme (1979) type structural social isolation scales 
(e.g., Menec et al., 2019; Newall & Menec, 2019b; Steptoe et 
al., 2013) have been used extensively in the research literature 
(Table 2).  
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Table 2. Summary of Loneliness and Social Isolation Measurement Tools  

Scale Question(s) Response Options Scoring 

Single-Item Loneliness 
(Radloff, 1977)

During the past week, how often have  
you felt lonely?

Rarely or none of the time 
(e.g., less than 1 day)  

Sometimes or a little of  
the time (e.g., 1-2 days)  

Often or a moderate 
amount of time  
(e.g., 3-4 days)  

Almost all of the time  
(e.g., 5-7 days)  

Not lonely =  
rarely/none 

Lonely =  
sometimes or 
greater 

UCLA Loneliness Scale 
(Hughes et al., 2004)

How often do you feel that you lack 
companionship? 

How often do you feel left out? 

How often do you feel isolated from others? 

Hardly ever = 1 

Some of the time = 2 

Often = 3 

Total scores can 
range from 1-9. 
Higher scores = 
higher loneliness. 

Scores between 6-9 
typically classified 
as lonely. 

UK Campaign to End 
Loneliness Scale (UK 
Campaign to End 
Loneliness, 2015)

I am content with my friendships and 
relationships 

I have enough people I feel comfortable asking 
for help at any time 

My relationships are as satisfying as I would 
want them to be

Strongly disagree = 4 

Disagree = 3 

Neutral = 2 

Agree = 1 

Strongly agree = 0

Total scores range 
from 0-12. Scores 
of 10-12 indicating 
most intense level 
of loneliness. 

De Jong-Gierveld 
Loneliness Scale  
(De Jong Gierveld  
and Van Tilburg, 
2006)

Do you experience a general sense of 
emptiness?   
Yes = 1; No = 0 

Do you miss having people around?   
Yes = 1; No = 0 

Do you often feel rejected?   
Yes = 1; No = 0 

*Are there plenty of people that you can rely on 
when you have problems?  
Yes = 0*; No = 1 

*Are there many people that you trust 
completely? 
Yes = 0*; No = 1 

*Are there enough people that you feel close to?   
Yes = 0*; No = 1 

Yes = 1 

No = 0 

* indicates reverse coded  
   so that  

Yes = 0 

No = 1 

Total scores range 
from 0-6. Higher 
scores = higher 
loneliness. 

Scores of 5-6 
typically classified 
as “lonely.” 
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Scale Question(s) Response Options Scoring 

CARED 

Social Isolation  
and Loneliness 
Referral Tool  
(Newall & Menec, 2023)

C = Connection  
Is the person lonely? 

A = Activities  
Do they participate in few social activities?  
(less than 2/month; and does not work) 

R = Relationships  
Do they rarely see their relatives, friends, 
neighbours, etc.? (less than 1/month) 

E = Emergency contact  
Do they lack an emergency contact?  

D = Dwelling  
Do they live alone and/or feel unsafe in  
their dwelling? 

Yes = 1 

No = 0 

Total scores range 
from 0-5. Higher 
scores = higher 
social isolation  
and loneliness. 

0 = not at risk 

1-2 = lower risk but 
check in again  

 3-5 = socially 
isolated 

Lubben Social 
Isolation Scale 
(Lubben et al., 2006)

How many relatives (including partner) do you 
see or hear from at least once a month?  

How many relatives (including partner) do you 
feel close to, such that you could call on them 
for help?  

How many relatives (including partner) do you 
feel at ease with that you can talk to about 
private matters? 

How many friends do you see or hear from at 
least once a month?  

How many friends do you feel close to, such 
that you could call on them for help?  

How many friends do you feel at ease with that 
you can talk to about private matters? 

None = 0;  

One = 1;  

Two = 2;  

Three or four = 3;  

Five through eight = 4;  

Nine or more = 5 

Total scores range 
from 0-30. Higher 
scores = lower 
social isolation. 

Scores between 
0-11 typically 
classified as socially 
isolated. 

Structural Social 
Isolation Scale  
(Menec et al., 2019; 
Newall and Menec 
2019b; Steptoe et  
al., 2013)

Five indicators:  

Not living with others 

Less than monthly contact with children  

Less than monthly contact with relatives  

Less than monthly contact with friends  
or neighbours  

Does not work and participates in less than  
2 social activities per month  

Yes = 1 

No = 0 

Scores can range 
from 0-5. Higher 
scores = higher 
social isolation. 

Scores of 3-5 
typically scored as 
socially isolated.
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Selecting an Appropriate Screening Tool 
Different measures are designed to assess different elements 
of social (dis)connection. At this juncture, there is not one 
recommended tool for clinical use. The CARED tool is the only 
measure which assesses both loneliness and social isolation. 
Importantly, selecting a tool can depend on which features 
are expected to change over time with interventions (e.g., 
increasing social activities, developing an emergency plan, 
reducing loneliness). Discussing these expectations with your 
patient/client can help guide interventions.

Stigma
Barreto et al. (2022) in their review of stigma associated 
with loneliness note that people who feel lonely are often 
perceived to be socially inept, poorly adjusted, unlikeable 
and generally incompetent. They also suggest that feelings 
of loneliness can be internalized and reflected on in similarly 
negative ways. Both internal and external negative attitudes 
and assumptions about people who are lonely can have a 
major impact on that person’s quality of life and can leave 
a person feeling shame and embarrassment. This can both 
prevent people from getting help and prevent clinicians 
from recognizing that help is needed. Because of this, 
conversations about feelings of loneliness and experiences 
of social isolation must employ a non-judgmental and non-
ageist approach that highlights the experiences and values of 
the individual. Stigma and stereotyping can be seen in action 
when assumptions are made, whether consciously or not, 
about the level of care that an older person is entitled to, the 
value of an older life, or the reasons that a person is living life 
the way that they are. Stigma can be societal or self-imposed. 
It is at play when symptoms of loneliness and/or isolation are 
assumed to be nothing more than symptoms of getting old. 

HCSSPs must challenge themselves and each other to 
overcome assumptions and stereotypes to ensure that 
they are providing the best possible care for their patients/
clients. Stigma can be reduced by choosing words carefully, 
and being open, willing and able to initiate sometimes 
difficult conversations about loneliness and other sometimes 
uncomfortable topics with older patients/clients. The stigma 
of loneliness is problematic because it can (1) worsen the 
experience of being lonely and (2) make it harder to reach out 
to seek help, or to reconnect (Barreto et al., 2022).

Recommendation #6 - Health Records  
When social isolation and loneliness is 
identified in older adults, it should be 
documented in the health record like other 
medical conditions and risk factors. Efforts 
should be made to collect data on social 
isolation and loneliness as important social 
determinants of health. Loneliness and social 
isolation may be considered “psychosocial 
vital signs” given their impact on health

Consensus

When identified, social isolation and loneliness in older adults 
should be documented in a central location within the health 
record like other medical conditions and risk factors. Social 
isolation and loneliness in older adults may be considered 
“psychosocial vital signs” given their impact on health. There 
is increasing recognition of the importance of documenting 
non-medical factors that influence health outcomes (social 
determinants of health) in the patient/client record. The 
social determinants of health include social support in 
addition to income, early childhood development, education, 
employment, housing (World Health Organization, 2003). 
Social isolation is a potentially modifiable social determinant 
of health. In 2014, the Institute of Medicine (IOM) convened 
a multidisciplinary team to establish an evidence-based 
consensus on a psychosocial “vital sign” for inclusion in 
Electronic Health Records (EHR). The IOM identified “social 
connections and social isolation” as a crucial domain for 
inclusion, along with other sociodemographic, psychosocial 
and health behaviours such as race and ethnicity, education, 
depression, physical activity, tobacco use, food and housing 
insecurity (Institute of Medicine, 2014). The NASEM report 
(2020) on social isolation and loneliness in older adults also 
endorsed the recommendation of previous National Academies 
reports that social isolation should be included in the EHR. 

Despite the fact that social isolation and loneliness are 
important determinants of health, they are rarely recorded in 
the EHR in a standard location or coded in a consistent way. 
Identification within the EHR can highlight these conditions 
as risk factors for poor health, support coordinated action to 
improve patient/client and individual health (Matthews et 
al., 2016), identify health inequities (Upstream Lab) and can 
stimulate the development and evaluation of new programs 
and research. HCSSPs should have one standard location to 
document social isolation and loneliness, much like they do 
with other medical conditions or common risk factors such as 
smoking or alcohol (i.e., the cumulative patient/client profile 
in a family medicine medical record). Despite the interest 
in capturing social determinants of health in electronic 
health records, such information is typically contained in 
unstructured clinical notes. Future strategies might involve 
identifying individuals at risk using machine-learning natural 
language processing algorithms that autonomously explore 
social isolation or loneliness keywords in electronic health 
records (Galvez-Hernadez et al., 2022; Zhu et al., 2019).
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 Recommendation #7 - Assessment  
A thorough clinical assessment with a 
patient/client who is socially isolated and/
or lonely should aim to explore the possible 
causes and identify any underlying health 
conditions that may be contributing factors. 
Other causes that may be contributing should 
also be identified adopting a biopsychosocial 
approach. A comprehensive assessment can 
guide the development of an appropriate 
management plan. The assessment may 
vary according to the health care and social 
service professional’s scope of practice. 

Key components in the assessment may 
include:
a. Medical history
b. Social history
c. Mental health
d. Cognition
e. Screening for substance use
f. Environment and finances
g. Recent life events  
h. Lifestyle factors

i. Insight and motivation for change

Consensus

The following provides further detail regarding each of the 
elements of assessment: 

a.  Medical history
This should include ongoing illnesses that may be 
impacting the person’s ability to communicate, travel 
and function independently. Problems with hearing or 
vision should be identified. Chronic health conditions may 
impact a person’s ability to socialize or engage in activities.

b.  Social history
A social history should be taken to understand the 
patient’s/client’s cultural background, previous social 
exclusion and social support network, including family, 
friends, and community involvement. It would also include 
an understanding of the person’s hobbies and interests.  

c.  Mental health
This would include an assessment of current symptoms 
of anxiety, depression or psychosis. It is also important 
to obtain a past history of mood, anxiety or other mental 
disorders. If the person is currently depressed, a suicide 
risk assessment should be included. It is also advisable to 
consider the person’s personality style. Some individuals 
may be very introverted and have a lifelong tendency 
to avoid intimate social relationships or have other 
personality traits that can impact their ability to have 
meaningful satisfying relationships. 

d.  Cognition
Evaluate the person’s cognitive functioning and the impact 
of any impairment. This could include activities of daily 
living, as well as the ability to initiate social interactions, 
plan and problem-solve.

e.  Screening for substance use
Substance use disorders and misuse can contribute to 
loneliness and social isolation.

f.   Environment and finances
It is important to understand the person’s living situation, 
including their access to transportation and the physical 
accessibility of their home. HCSSPs should assess the 
ability of the patient/client to afford basic necessities.

g.  Recent life events  
Significant life changes, e.g., the loss of family members or 
friends, retirement or recent moves should be evaluated.

h.  Lifestyle factors
Lifestyle including lack of physical activity/exercise, poor 
diet and sleep can also contribute to loneliness and social 
isolation.

i.   Insight and motivation to change
It is important to understand the degree to which the 
person sees their isolation and/or loneliness as a problem. 
It is also important to discuss options for intervention with 
the person and to assess whether they are motivated to 
follow the recommendations.

As outlined above, many factors can contribute to social 
isolation and loneliness. We therefore recommend a 
comprehensive assessment when possible, recognizing that 
scope of practice is wide-ranging.

The National Academies of Sciences, Engineering, and 
Medicine (2020) report on opportunities for the health care 
system to improve social isolation and loneliness among 
older adults recommends:

“For older adults who are currently socially isolated or 
lonely, health care providers should attempt to determine 
the underlying causes and use evidence-based practices 
tailored to address those causes (e.g., hearing loss, mobility 
limitations).” 

The NASEM report also notes that more research related to 
assessment is needed to evaluate the ethical implications 
and unintended consequences of assessments as well as to 
determine specific implementation parameters, including: 

• who should receive the assessment; 
• who should conduct the assessment; 
• the ideal frequency of assessment for different 

subpopulations; and 
• the appropriate interventions, referrals, and follow-up care. 
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Interventions
The Interventions section begins with a description of a 
recommended overarching approach. It highlights the 
need to take an individualized approach, with shared 
decision-making, recognizing the diversity within older 
adult populations. We also emphasize the need to treat 
any underlying medical or mental health conditions that 
may be contributing to social isolation and loneliness. We 
then make recommendations regarding a variety of potential 
interventions that the clinician should consider.

Recommendation #8 - Intervention: an 
overall approach
HCSSPs should apply several principles to 
help older patients/clients who are socially 
isolated and/or lonely including: 

a. Ensure initially or concurrently that 
treatment is provided for any underlying 
medical or mental health conditions 
identified in their assessment;

b. Take an individualized approach, with 
shared decision-making; 

c. Identify individuals’ interests to determine 
interventions that may be the best fit, 
while appraising the individual and 
environmental resources available; and 

d. Recognize the diversity within older 
adult populations and together with their 
patient/client consider the incorporation of 
their culture and lived experience. 

HCSSPs should consider the following 
possible interventions for older adults: social 
prescribing, social activity, physical activity, 
psychological therapies, animal assisted 
therapies and animal ownership, leisure 
skill development and leisure activities, 
and technology. Pharmacological therapy is 
not recommended except for treatment of 
an underlying disorder. It should be noted 
that there is some overlap between these 
intervention categories.

Consensus

A variety of interventions for social isolation and loneliness 
have been studied at multiple levels of health care. This 
includes interventions that are implemented in a group 
or individual setting, as well as interventions applied to 
community settings and public health systems (Elder & 
Retrum, 2012; NASEM, 2020). Given the heterogeneous nature 
of social isolation and loneliness, the overall level of evidence 
remains low, but management and intervention are essential. 

As such, it is imperative that HCSSPs explore the individual, 
social and systemic factors that contribute to loneliness and 
social isolation in their management and interventions. These 
are described in the Risk Factors and Assessment sections, 
but in summary, may include the following: 

• Individual factors: concurrent mental or physical 
comorbidity, sedentary lifestyle, mobility impairments, 
sensory deficits

• Social factors: social networks, living setting, income

• Systemic/structural factors: availability of local services, 
including language, gender and cultural concordance, 
access to transportation; systematic inequities for 
disadvantaged populations (Indigenous, racialized, 
2SLGBTQIA+, low income, functional disability).  

Interventions based on the findings of the assessment 
have been listed in Table 3. Despite the absence of 
studies assessing the outcomes of many of these specific 
approaches in reducing loneliness and social isolation, the 
potential impact on quality of life and opportunity for social 
engagement cannot be understated (Freedman & Nicolle, 2020).

Several resources have been developed that can be used 
to assess contributing factors and management strategies, 
such as the CARED (Connections, Activities, Relationships, 
Emergency contact, Dwelling) tool which can assist in 
determining the need for referral (Targeting Isolation, 2023).

One critical issue is that of motivation to be socially 
connected and prevent loneliness (Kimberlee, 2016).  Despite 
the best efforts to assist patients/clients in identifying 
potential opportunities to combat isolation and loneliness, 
unless they are motivated to make changes, outcomes may 
not be optimal. There are strategies that can assist patients/
clients in setting their own goals, which ideally are SMART 
(Specific, Measurable, Achievable, Realistic and Time Related) 
goals. The Fountain of Health program provides tools to help 
clinicians and their patients/clients make positive lifestyle 
changes (www.fountainofhealth.ca). 

https://www.fountainofhealth.ca/


Clinical Guidelines - Social Isolation and Loneliness 19

Table 3. Possible Interventions Based on Findings of the Clinical Assessment for Social Isolation 
and Loneliness

Assessment 
Component Identified Conditions Intervention Approach

Medical history

Sensory or communication impairment

1. Visual and hearing assessment by a 
registered health care provider as required 
(i.e., optometrist, ophthalmologist, 
audiologist, etc.) 

• Voice amplifying devices  
(i.e., hearing aid or Pocket Talker)

• Visual interventions  
(eyeglasses, surgery, etc.) 

2. Speech and language assessment to identify 
different communication strategies 

Chronic health conditions or mobility 
impairment

1. Management of chronic medical conditions 

2. Mobility devices (i.e., Referral to OT or PT for 
gait aid)

Cognitive impairment  Referral to local resources as indicated

Social history  
and lifestyle

Social networks and hobbies

1. Social prescribing 

2. Leisure skill development

3. Interventions based on interest 

Income/food insecurity
1. Free and/or low-cost local resources 

2. Tax and/or government benefits

Physical activity/exercise Encourage physical activity

Transportation and environmental barriers

1. Affordable transportation options

2. Environmental accessibility  
(e.g., situations of handicap)

Mental health

Psychiatric condition (e.g., mood disorder)

1. Treat underlying psychiatric condition 

2. Cognitive behavioural interventions or  
other psychological therapy as indicated 

Recent significant life events

1. Management of bereavement,  
grief, and adjustment disorder 

2. Cognitive behavioural interventions  
as indicated
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Recommendation #9 - Social prescribing  
a. Social prescribing should be considered 

to manage or alleviate social isolation and 
loneliness. This can include, for instance, 
connecting individual clients or patients/
clients with suitable organizations, 
programming or community resources that 
provide opportunities for social interaction 
and/or self-care. Social prescribing may 
also address the social determinants of 
health which are often key to improving 
health outcomes that may be impacted by 
social isolation or loneliness. 

b. HCSSPs should consider a stepped-care 
approach to social prescribing, starting 
with the least intensive interventions, 
like other mental health interventions. 
Regular review through a stepped-care 
approach can help determine whether 
other interventions are necessary, or 
whether recipients have been able to build 
or expand their capacity.

c. Link workers or system navigators can 
play an important role in assessing an 
individual’s needs and connecting them 
with suitable organizations to build or 
foster greater social connection and 
reduce loneliness. In this way, they may 
support clinicians who may not have the 
same knowledge of resources.

d. Health and social service organizations 
should consider developing social 
prescribing strategies or teams, including 
designating a core team of staff to support 
implementing the strategy. 

e. Similarly, community organizations should 
consider developing relationships or 
partnerships with clinical organizations to 
share relevant social prescribing resources.

GRADE: Evidence: Moderate; Strength: Strong

To help address social isolation and loneliness among older 
adults, HCSSPs may consider social prescribing: connecting 
patients/clients with suitable organizations, resources or 
community activities. These can include arts or recreational 
activities, physical activities, or social interaction activities, 
either for individuals or groups. In essence, providers provide 
patients/clients with a ‘prescription’ to connect with a group 
or resource, or to undertake a specific activity, with the 
goal of building or fostering greater social connections or 
reducing loneliness (Alliance for Healthier Communities, 
2019). Pescheny et al. (2018) outline six models of social 

prescribing based on the type of staff involved in the 
program. A stepped-care approach also facilitates assessing 
patient/client resilience, allowing for changes in interventions 
(Care Services Improvement Partnership; Richards et al., 2012).

There is evidence to support social prescribing as part of 
a multi-modal intervention that combines psychological 
interventions with community-based strategies to manage 
social isolation and loneliness (Coughtrey et al., 2020). 
There is also evidence that social prescribing may help 
to support health issues related to social determinants of 
health (through food security, housing, poverty-reduction 
and public health programming) (Sabey et al., 2022). There 
is evidence to support the use of link workers or system 
navigators in assessing individuals and providing connections 
to suitable organizations or community supports, and that 
providers, such as physicians, should connect patients/clients 
with link workers for specific social prescribing interventions 
(Bild & Panchana, 2022). This may also require additional 
financial and human resources, or reorganizing workplaces, 
staff responsibilities etc. HCSSPs may consider reviewing 
the Centre for Effective Practice (2023) framework for 
incorporating social prescribing into their practice.

Recommendation #10 - Social activity 
HCSSPs should support, encourage and 
empower individuals to engage at their 
optimal level of activity. 

GRADE: Evidence: Moderate; Strength: Strong

Characteristics of effective services and interventions 
involving social activities include fostering empowerment 
of older adults, preserving their autonomy, supporting the 
development of significant relationships and activities, being 
personalized and lasting at least six months (Raymond et 
al., 2013). HCSSPs should explore which social activities their 
patient/client has done previously, is doing or could be doing 
according to personal and environmental resources and their 
interests. 

According to the systematic review of Manjunath and 
colleagues (2021), studies of the highest quality of group 
and person-centered interventions to reduce social isolation 
have found that social isolation experienced by older adults 
decreased after the intervention, and this effect continued 
in follow-up studies. Volunteering-based interventions also 
seem to alleviate isolation; however, more follow-up studies 
are needed to determine long-term efficacy. Based on the 
systematic review of Poscia and collaborators (2018), new 
technologies represent a promising tool for tackling social 
isolation and loneliness among the older individuals along 
with community-engaged arts, which brought positive 
results especially among sensory-impaired populations. 
Intergenerational programs have been utilized with 
promising outcomes for older adults, but more research is 
needed to understand optimal approaches (Galbraith et al., 
2015; Whear et al., 2023).
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A synthesis of the literature by Salway et al. (2020) supports 
that befriending initiatives have led to improvements in 
dimensions of loneliness, increased self-worth among 
befrienders, and decreased negative ties and interactions 
(with family members or professionals). As for increasing 
contact with others, more evidence was found in support 
of social facilitation interventions which strengthen 
relationships between peers compared with befriending 
interventions, which focus on actively making new friends. 
The former category involves facilitating interaction between 
people of the network, already known, whereas the latter 
focuses on actively making new friendships. The stronger 
evidence for social facilitation found in this review suggests 
that providing a means for isolated or lonely people to 
interact with their existing social circles may be more 
beneficial than making new friends. However, as there were 
few studies on befriending interventions identified, these 
findings should be interpreted with caution.  

There is a limited number of studies on effects, including 
cost-effectiveness and implementation (execution, 
professional practice including tasks, roles, and skills) 
of interventions involving social activities, limiting the 
knowledge on practicality (required resources, modifications 
in response to resource constraints), acceptability (facilitators 
and barriers and practitioners’ recommendations), and 
feasibility (how/when and with whom). To our knowledge, no 
study discussed harms from social activity, but these adverse 
outcomes might be low when activities are adapted to the 
participant and supervised by a professional.

Recommendation #11 - Physical activity  
HCSSPs should encourage their patients/
clients to engage in group and/or individual 
physical activity as a means to reduce social 
isolation and loneliness and to improve their 
overall health. There is insufficient data 
to recommend a specific form of physical 
activity. HCSSPs are encouraged to have 
conversations with their patients/clients 
regarding opportunities for physical activity 
and active lifestyles. 

GRADE: Evidence: Moderate; Strength: Strong

Shvedko and colleagues (2018) included 38 studies in their 
systematic review, and 23 randomized control trials in their 
meta-analysis of physical activity interventions in community 
dwelling older adults, examining outcomes of social 
isolation, loneliness, and social support. Participants to these 
interventions were compared to a physically inactive group 

or usual care. Participants’ mean age was 51-82, primarily 
composed of women (67%). Approximately half of the studies 
had a social interaction component, fourteen used aerobic 
exercise training, six included resistance training, and others 
contained components of both (e.g., Tai Chi). Interventions 
ranged from six weeks to one year, with the majority having 
a duration of 12 weeks and conducted in a group format. 
The average frequency was three times per week. While no 
significant change was found for social support or networks, 
a small positive effect was observed on social functioning 
(SMD = 0.30 [95% CI 0.12-0.49], substantial heterogeneity). 
Meta-analysis of results on loneliness and social isolation was 
not performed. Sub-group analysis showed a small benefit 
in social interaction in group but not in individual settings of 
physical activity (SMD = 0.34 [95% CI 0.10 to 0.59]) (Shvedko 
et al., 2018) and may underline more importance for group 
settings. 

Several other reviews of varying methodology have discussed 
the role of physical activity (Freedman & Nicolle, 2020; Hoang 
et al., 2022; Masi et al., 2011). Hoang and colleagues reported 
a small effect size for community-based studies conducted 
on loneliness, social support and social isolation, limited by 
the number of studies that could be included in the meta-
analysis. While the effect size was moderate in long-term care 
(-0.53 [95% CI, -0.86 to -0.20]), these interventions were multi-
modal, and the specific role of exercise/physical activity could 
not be separated. As such, more research is recommended in 
long-term care. 

It is noted that evidence is strongest for older adults living 
in the community, and more limited in long-term care 
settings. While we cannot recommend a specific form 
of physical activity for social isolation and loneliness, we 
highlight available Canadian and World Health Organization 
recommendations on physical activity for older adults 
for general health and wellbeing (Canadian Society for 
Exercise Physiology, 2020; World Health Organization, 
2022). CSEP recommend a minimum of 150 minutes of 
moderate-vigorous aerobic physical activity per week, and 
muscle strengthening at least twice per week, whereas 
the WHO recommends multicomponent physical activity 
three or more days per week (Canadian Society for Exercise 
Physiology, 2020; World Health Organization, 2022). The 
absence of studies on implementation limits the strength 
of the recommendation, and little is known about required 
resources, format, dose, cost effectiveness, acceptability, 
and feasibility. To our knowledge, no study discussed harms 
from physical activity, but this might be low in settings where 
activities can be adapted to the participant and supervised 
by a professional. 
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Recommendation #12 - Psychological 
therapies    
Psychological therapies should be considered 
for some older adults experiencing social 
isolation and/or loneliness. Psychological 
therapies include, but are not limited 
to, cognitive behavioural therapy, social 
cognitive therapy, reminiscence therapy and 
mindfulness-based stress reduction. There is 
greater available evidence for psychological 
therapies in reducing loneliness compared to 
social isolation. 

GRADE: Evidence: Moderate; Strength: Strong

Five reviews were identified, ranging from narrative review to 
meta-analysis and meta-synthesis on psychological therapies 
to reduce loneliness and social isolation in older adults. 
A review by Coughtrey et al., which included 22 studies, 
suggested that the strongest evidence was for cognitive 
behavioural interventions to target different ways of coping 
(Coughtrey et al., n.d.). All types of studies were included, 
and almost all interventions were conducted in a group 
setting. Coughtrey et al. also synthesized cost-effectiveness, 
recommending the importance of measuring such outcomes 
in future studies (Coughtrey et al., n.d.). Two reviews 
examined the use of remotely delivered interventions, one 
a rapid review of reviews, and the other a narrative review 
(Boulton et al., 2020; Gorenko et al., 2021). Gorenko et al.’s 
narrative review specifically considered the use of remotely 
delivered interventions in the context of COVID-19. Only two 
studies of psychological therapies (specifically CBT) were 
included in Gorenko et al.’s study, showing benefit in long-
term care. Psychological therapies (reminiscence therapy and 
CBT/psychotherapy) showed substantial heterogeneity both 
in community and long-term care settings (Hoang et al., 2022).

Three reviews of interventions to reduce loneliness for 
participants of all ages were identified (Hickin et al., 2021; 
Masi et al., 2011; Veronese et al., 2021). Twenty-eight 
studies were identified in Hickin et al., which found a 
small-moderate effect size (ES = 0.43 [95% CI 0.18-0.68]). 
Whether interventions were CBT-based or not CBT-based 
did not significantly influence the outcome of loneliness (p 
= 0.60). Two studies of mindfulness-based stress reduction 
were meta-analyzed by Veronese et al., which found a very 
large effect size (ES = -6.03 [95% CI -9.33 to -2.73]). Masi et 
al. included studies of social support and social cognitive 
training, finding small-to-moderate effect sizes across pre-
post to randomized controlled studies. Thus, we emphasize 
that the evidence for psychological interventions to reduce 
loneliness is stronger than that for social isolation.

There remains a paucity of data on implementation studies. 
While potentially resource intensive, there are important 
benefits beyond loneliness and social isolation, including 
the management of mood symptoms and coping strategies 
that have important implications on health. Therapies other 

than CBT such as Interpersonal Therapy (IPT), which has 
a focus on role transitions, and those mentioned above 
can be considered, although most evidence was for CBT in 
group settings. Finally, the duration of typical psychological 
intervention studies was limited to several weeks to 
months, and the effects following the intervention period 
are unknown (Hickin et al., 2021; Hoang et al., 2022). While 
there is a potential for virtually delivered platforms for 
psychological therapy, the importance of language, equitable 
access to technology, and technological literacy cannot be 
understated.

Recommendation #13 -  Animal-assisted 
therapies and animal ownership
Animal-assisted interventions and pet 
ownership may be helpful to some individuals 
although the evidence for this intervention  
is limited. 

GRADE: Evidence: Low; Strength: Strong

We use contemporary definitions of animal-assisted 
interventions (AAIs), which include all interventions of 
human-animal interactions (Matchock, 2015). Animal-assisted 
therapy is defined as the use of animals to “improve physical, 
social, emotional, or cognitive functioning” and is typically 
structured (e.g., trained animal handler and clear goals) 
(American Psychological Association, 2018). Unstructured 
activities, typically defined as animal-assisted activities, 
include pet visitation. There is significant heterogeneity 
in this type of intervention, and we recognize the lack of 
consensus on the types of animal interventions and use 
animal-assisted interventions to broadly encompass all forms 
(Bert et al., 2016). Reviews of animal-assisted interventions 
have shown improvements in loneliness, social behaviours or 
social interactions (Abbott et al., 2019; Abdi et al., 2018; Hoang 
et al., 2022; Gee and Mueller, 2019). However, there are only 
a small number of randomized studies, with an overall high 
risk of bias. Human-animal interactions may also include pet 
ownership and other forms of human-animal companionship, 
and although recognized epidemiologically, such studies 
are limited (Gee & Mueller, 2019; Hui Gan et al., 2020; Kretzler 
et al., 2022). There is also a high variability in studies of pet 
ownership, which is subject to the methodological limitations 
of observational studies. 

We summarize recent reviews of animal-assisted 
interventions on loneliness and social isolation below. Hoang 
et al. (2022) showed a large effect size in long-term care (ES = 
-1.05 [95% CI, -2.93 to 0.84; I2 = 95%; p<0.001]), which included 
primarily living animals. In a systematic review by Gee and 
Mueller, the authors report that most  of the 32 studies of 
AAIs reported positive effects on loneliness, social behaviors, 
or social interactions. One review of animal companionship 
included 24 studies of participants of all age groups (Kretzler 
et al., 2022). There was large heterogeneity in the study 
outcomes, ranging from increased loneliness, no significant 
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difference, to decreased loneliness. One study showed 
an association of any current or past pet ownership with 
decreased social isolation (Kretzler et al., 2022). One review 
of “robopets” by Abbott et al. (2019) showed reductions in 
loneliness and improved social interactions in long-term care. 

Recommendations for future research include exploring 
older adults’ points of view and experiences of human-
animal interactions, conducting studies that are supported 
by theoretical frameworks, and conducting more controlled 
trials with older adults, including those living at home 
and in residential settings (Hughes et al., 2020; Gee and 
Mueller, 2019; Chur-Hansen et al., 2010). Finally, rigorous 
research exploring the conditions under which humans and 
animals benefit or do not benefit from interaction would 
help improve the well-being of both parties in health care 
contexts.

Recommendation #14 -Leisure skill 
development and leisure activities
HCSSPs are encouraged to discuss leisure-
skill development and activities as an 
opportunity for older adults to learn new 
skills and engage in the local community. 
These activities and skills may include 
leisure education, art therapy, bibliotherapy, 
horticulture and nature-related interventions 
and music therapy, amongst others. 

GRADE: Evidence: Low; Strength: Weak

One systematic review specifically assessed interventions for 
leisure engagement, to which six studies were included. The 
interventions included leisure education, self-management 
of chronic diseases with an occupational therapist, and 
assistive devices (Smallfield and Molitor, 2018). Outcomes 
included activity frequency, participation, and quality of 
life improved, but loneliness outcomes were specifically 
not reported. This review was intended to determine the 
effectiveness of occupational therapy to improve leisure 
engagement and social participation. Hoang and colleagues 
included music therapy in their review, showing no effect on 
social isolation ES = −0.11 (95% CI, −0.57 to 0.35)(Hoang et al., 
2022). Technological interventions (e.g., computer training) 
are highly heterogeneous given the nature of technology-
based interventions. One review by Chipps et al. did not 
conclusively support the role of computer and internet 
training in reducing loneliness (Chipps et al., 2017), whereas 
one review by Forsman et al. reported positive effects on 
social support (Forsman et al., 2018). This is further addressed 
in the Technology section.

Other forms of leisure activities were considered, such as 
bibliotherapy, art therapy, and horticulture and contact with 
nature. There are a small number of studies showing reduced 
loneliness in art engagement (Tymoszuk et al., 2020) and 
improved social connectedness following bibliotherapy (Ed 

& Fisher, 2022). One observational study by Hammoud et al. 
showed that contact with nature augments the association 
between social inclusivity and loneliness (Hammoud et al., 
2021). A systematic review by Astell-Burt et al. included 22 
studies of the effect of urban green space on loneliness in 
all populations, including older adults, with 67% of studies 
finding a reduction in loneliness with more green space 
exposure or green space experiences (Astell-Burt et al., 2022). 
Further studies are required to assess the role of leisure-skill 
development and engagement with leisure activities. This 
remains a highly heterogeneous management strategy with 
limited evidence. The goal of such interventions should 
include shared decision making and creating goals to help 
individuals identify and participate in activities that would 
be beneficial and meaningful to the individual. It is similarly 
imperative to form community educational initiatives that 
incorporate the needs of all individuals and not only target 
participation as an outcome. 

Recommendation #15 - Technology 
HCSSPs should intentionally engage with  
their patients/clients to further understand 
their access and/or use of technology in their 
daily lives and potential opportunities for 
using technology to reduce social isolation 
and loneliness. It is important to take into 
account the interest of the individual, their 
digital literacy, any sensory limitations and 
financial capacity to access the internet and 
digital devices. 

GRADE: Evidence: Moderate; Strength: Strong

Prior to the pandemic, there was awareness of a growing 
digital divide (Tomer et al., 2020) for those who had access 
to the internet and devices in their home, knew how to use 
the tools, versus those who were not digitally included. The 
pandemic exacerbated this social context, when people were 
forced to be in their homes and all public health information 
was being shared digitally. There is a growing movement 
to include digital inclusion as a “super social determinant of 
health” (Sieck et al., 2021) as it impacts almost all the other 
determinants. 

According to Davidson and Schimmele (2019), although 
Internet access has grown over the past decade, 22% of 
people 65 years of age and older are not digitally connected. 
These differences only increase when examining the issue by 
income groups, with 54% of older adults with incomes under 
$20,000 reporting Internet use, compared to 73% of older 
adults with incomes between $60,000-$79,000 (Davidson and 
Schimmele, 2019). Older adults in rural communities often 
have reduced access to reliable Internet service. 

An increased proportion of older adults are using 
technologies and some educational or technical resources 
are available to support them. New technologies (e.g., 
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applications, social robots) addressing social isolation 
and loneliness are rapidly developing. Although studies 
evaluating the use of the Internet or social medias have 
reported mixed results, more studies have found that 
online interventions may increase connection and decrease 
isolation, but others have shown no association. Further 
research is needed on the impact of technology aiming 
at reducing social isolation and loneliness in older adults, 
especially on social robots and conversational agents. As 
part of the exploration of technology, it is important to 
also understand where there may be real and/or perceived 
barriers or concerns associated with technology including 
Internet fraud, bullying, etc. (Holgersson et al., 2021). 

Clinician engagement with their patients/clients around 
technology will be influenced by their own familiarity with 
their own access to equipment and Internet, comfort and 
confidence in using technology as well as understanding 
regulatory issues such as ethical and legal considerations.

Recommendation #16 - Pharmacological 
therapy    
HCSSPs should not use pharmacological 
agents as a treatment for social isolation and 
loneliness in older adults. Medication may 
be indicated if there is an underlying mental 
disorder or physical illness. 

GRADE: Evidence: Low; Strength: Strong

Previous studies that have examined the possible role of 
pharmacological agents for social isolation or loneliness 
have primarily been conducted in animals or in humans 
experiencing a mental health condition. Studies that have 
been conducted in humans have important limitations (see 
below). The interventions have included: SSRI (fluoxetine), 
allopregnanolone (ALLO) and oxytocin. ALLO is a derivative 
of progesterone that is implicated in potentiating GABAA 
receptors and is thought to have a pharmacological role as 
an anxiolytic and antidepressant, with anti-stress effects 
(Diviccaro et al., 2022). The use of an adjunctive therapy was 
previously suggested by Cacioppo and colleagues, who 
hypothesize that these agents have potential therapeutic 
roles in loneliness and social isolation (Cacioppo et al., 2015). 
It should be noted that antidepressant medication can be 
very helpful for people who have an underlying depression 
or anxiety disorder.

SSRI and ALLO: A review of mouse studies with 
antidepressants (fluoxetine, paroxetine, and sertraline) and 
ALLO found that mice exhibited depressive and anxiety-like 
behaviours when reared in social isolation, demonstrated 
lower levels of ALLO with changes in neurobiological 
structures (Mayo-Wilson et al., 2014). The study of these 
agents in neuro-hormonal modulation is yet to be 
extensively studied in humans. Furthermore, the role of ALLO 
in neuropsychiatric disorders in humans has been limited to 
depression (Taheri Zadeh et al., 2021; Kanes et al., 2017). 

Oxytocin: A review by Bartz et al. (2011) describes the role 
of oxytocin in improving social behaviours upon acute 
administration in humans. They also report that 21% of 
participants on oxytocin described anti-social effects. 
This review, in particular, emphasizes the importance of 
contextual and individual factors as modulators of the neural 
response to social stimuli (Brown et al., 2014).

There is a paucity of studies in humans, and it is unknown 
whether these therapies should be an adjunct to non-
pharmacological therapy or be used as therapy at all. The 
use of all medications mentioned above, including oxytocin, 
can lead to adverse effects, and the durations of desired 
and adverse effects remain unknown. For the few studies 
that were completed in human participants, many were 
experiencing a mental health condition, and as such, the 
findings would not be generalizable to all older adults.

We do not discount the role of the biopsychosocial model 
in loneliness and social isolation and recommend further 
study to establish any potential efficacy of a pharmacological 
approach.

Recommendation #17 -  Reassessment  
HCSSPs should take an individualized approach 
to the follow-up of social isolation and 
loneliness. We recommend HCSSPs reassess 
intervention efficacy and adherence, with a 
preference towards short-term follow-up.

Consensus

The U.S. Surgeon General’s Advisory on the Healing Effects 
of Social Connection and Community, published in 2023, 
recommends that health care workers in all levels of care 
actively assess patients’/clients’ level of social connection and 
that public health professionals monitor social connection. 
Unfortunately, the frequency of assessment is unknown (U.S. 
Surgeon General’s Office, 2023). 

A limited number of studies have serially re-assessed 
participants following the completion of the intervention. 
Studies that repeated an assessment of social isolation and 
loneliness following intervention completion generally 
did so over months. As the sustainability of the effects 
of an intervention is uncertain, clinicians should reassess 
individuals to evaluate intervention efficacy and adherence. 
We recommend short-term follow-up, but the timing can 
be case-specific. The systemic, social and individual root 
causes of social isolation and loneliness vary by individual. 
These factors should be actively monitored throughout the 
course of the intervention, including after cessation and/or 
completion. It should be noted that no summarized report or 
guideline has identified an interval to reassess symptoms of 
loneliness and social isolation. 
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Special Populations of Older Adults
The Diversity of Older Adults Populations 
There is growing recognition of the need for culturally 
relevant interventions that recognize the diversity of older 
adult populations. The comprehensive scoping review of the 
literature for these guidelines did not uncover any definitive 
evidence to suggest that one type of intervention is more 
effective for particular sex, gender, or cultural groups, or 
that there is a specific subtype of intervention that works 
better for a specific group/population. Several reviews noted 
the need to tailor interventions to sex, gender and cultural 
groups/populations (and the need to subsequently evaluate 
the effects of these interventions using appropriate gender 
and cultural-based analysis processes; see, for instance, 
Browne et al., 2021, Cornect-Benoit et al., 2020 and Dassieu et 
al., 2021) and that more research is needed. 

These guidelines have been developed to situate individuals 
within their biological, psychological and social contexts. 
Two national surveys were carried out to also learn more 
about the diversity of clinical experiences of health and social 
service providers and the lived experience of older adults. 
Yet, given the still-emerging nature of clinical evidence on 
how best to fully address social isolation and loneliness, it is 
not always clear how specific recommendations can speak 
to the diversity of people experiencing social isolation and 
loneliness. 

Nevertheless, there is growing recognition of the need for 
culturally relevant interventions that recognize the diversity 
of older adult populations. Indeed, this recognition forms one 
of the pillars of the National Institute on Ageing’s approach to 
addressing social isolation and loneliness: 

“Interventions should be designed to be socially and 
culturally appropriate and safe to meet the needs of specific 
populations, such as 2SLGBTQIA+ communities or racialized 
and ethno-cultural communities” (National Institute on 
Ageing, 2022: 44). 

Some research has shown positive results from interventions 
to address social isolation among specific groups of older 
adults, including linguistic minorities (Nyqvist et al., 2021; 
Beogo et al., 2021), rural communities (Carver et al., 2018), 
immigrant communities (Dhillon & Humble, 2021; Salway 
et al., 2020) and 2SLGBTQIA+  communities (Yang, Chu and 
Salmon, 2023). Social isolation and loneliness in Indigenous, 
racialized, 2SLGBTQIA+ older adults could be specifically 
addressed through a process led by those communities 
(Persaud et al., 2023). 

Some resources that provide additional information 
include: 

• Who’s at Risk and What Can Be Done About It? A Review of the 
Literature on the Social Isolation of Different Groups of Seniors, 
from the National Seniors Council (2016), which identifies 
risk factors among different groups of seniors, including 

immigrant seniors, 2SLGBTQ+ seniors, seniors living in 
remote or rural areas, and seniors with low income or who 
are living in poverty. 

• Social Isolation of Seniors: A Focus on Indigenous Seniors in 
Canada, from Employment and Social Development Canada 
(2018a), which outlines risk factors, approaches to prevention, 
and strategies and tools to build engagement with 
Indigenous older adults. 

• Health in Focus: LGBT2SQ Seniors, from Rainbow Health 
Ontario (2021), which outlines issues and information on 
physical and mental health for older 2SLGBTQ+ adults, 
including strategies for understanding and addressing 
social isolation and loneliness. 

• Social Isolation of Seniors: A Focus on New Immigrant and 
Refugee Seniors in Canada, from Employment and Social 
Development Canada (2018b), which focuses specifically on 
strengthening social connections for newcomers.

Social Isolation and Loneliness Among 
Indigenous Older Adults
HCSSPs should be aware that Indigenous older adults may 
face higher risks of social isolation “due to factors such as 
racism, marginalized language, culture, poverty and historic 
negative experiences” (Employment and Social Services 
Canada, 2018a: 3). At the same time, given the diversity of 
Indigenous communities and cultures, the experiences 
of Indigenous older adults are heterogenous – requiring 
approaches that consider individual and cultural contexts.

While a number of factors influencing social isolation and 
loneliness in older adults have been identified (and are 
outlined in these guidelines), there are additional factors to 
consider for Indigenous older adults (specifically for social 
isolation). These include:

• Having social support (individual, family and community 
that provides practical help, positive interaction, emotional 
support, and friendship);

• Belonging to a community that promotes respect for the 
Indigenous way of life and cultural values as social norms;

• Belonging to a community that promotes respect for 
Indigenous seniors for their wisdom and knowledge 
(Employment and Social Services Canada, 2018a: 13).

For a more comprehensive discussion of protective factors, 
as well as tools and resources to develop appropriate and 
relevant ways to foster social connection among Indigenous 
older adults, consult Social Isolation of Seniors: A Focus 
on Indigenous Seniors in Canada (Employment and Social 
Services Canada, 2018a).

https://www.canada.ca/en/national-seniors-council/programs/publications-reports/2017/review-social-isolation-seniors.html
https://www.canada.ca/en/national-seniors-council/programs/publications-reports/2017/review-social-isolation-seniors.html
https://www.canada.ca/en/employment-social-development/corporate/seniors/forum/social-isolation-indigenous.html
https://www.canada.ca/en/employment-social-development/corporate/seniors/forum/social-isolation-indigenous.html
https://www.rainbowhealthontario.ca/wp-content/uploads/2021/03/Health-in-focus_LGBT2SQ-Seniors.pdf
https://www.canada.ca/en/employment-social-development/corporate/seniors/forum/social-isolation-immigrant-refugee.html
https://www.canada.ca/en/employment-social-development/corporate/seniors/forum/social-isolation-immigrant-refugee.html
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Residents of Long-Term Care Homes
Bethell et al. (2020) published a scoping review of strategies 
that can be employed in long-term care (LTC) homes 
to enhance social connection. Although they initially 
focused on issues related to the COVID-19 pandemic, their 
comprehensive review is equally useful post-pandemic. They 
identified 12 strategies listed in Table 4. The review included 
72 observational and interventional studies. They highlighted 
the importance of basic care, which includes a focus on pain, 
sleep, hearing and vision. They noted the limitations of the 
current literature but emphasized that this does not diminish 
the imperative to address social connection in LTC homes.

People Living with Dementia
The number of older adults living with dementia is increasing 
and is expected to continue to increase (Canadian Institute 
for Health Information, n.d.). HCSSPs should be aware that 
older adults who are living with dementia may be at higher 
risk of experiencing social isolation and loneliness and the 
possible health consequences associated with this. There 
is also some evidence that loneliness may contribute to 
an increased risk of dementia (Sutin et al., 2020). While 
acknowledging the complexity of dementia and the need for 
further research into the links between dementia and social 
isolation and loneliness, it is important for HCSSPs to consider 
the influence and/or impact that dementia may have on the 
potential social isolation and loneliness of their patients/clients. 

Table 4. Strategies with Some Evidence of a Positive Impact on Social Connection in Long Term Care Homes

Manage pain

Address vision and hearing loss

Sleep at night, not during day

Opportunities for creative expression

Exercise

Maintain religious and cultural practices

Garden, inside or outside

Visit with pets

Use technology to communicate

Laugh together

Reminisce about events, people and places

Address communication impairments 

(Bethel et al., 2020)
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Future Considerations 
These clinical recommendations are most helpful when 
implemented within a strong relational context that includes 
open communication, trust, empathy, safety and support. 
Health care and social service professionals, and the systems 
they are working in, need to see themselves and be seen 
by their patients/clients as willing partners in the ageing 
journey. More can and should be offered by HCSSPs and 
their organizations to support older adults in preventing 
and/or managing the negative mental and physical health 
impacts of social isolation and loneliness. HCSSPs and their 
organizations need support to fulfill this role. 

Our society is in the very early days of understanding the 
complexity of social isolation and loneliness in older adults. 
The recommendations in these guidelines have been 
developed through an examination of existing literature 
and evidence. However, there is a lack of literature on 
clinical practice in prevention, screening, assessment and 
intervention, particularly for older adults. These gaps 
in research and knowledge reflect many opportunities 
for future consideration by HCSSPs, their organizations, 
community-based senior services, the private sector and all 
levels of government, including: 

• National recognition that social isolation and loneliness is a 
“geriatric” giant and because of its complexity, will require 
the collective attention of many, working together, to raise 
awareness and find solutions. We recognize that other 
similar initiatives are emerging globally, such as in the UK 
and the USA, and that we can collaborate and learn from 
each other.

• Focused research to help understand the unique 
considerations of both social isolation and loneliness and 
the implications of each on the physical and mental health 
of older adults. 

• Given the significantly increased risk factors for older 
adults from racialized groups, Indigenous, 2SLGBTQIA+ 
communities, and diverse linguistic and cultural groups, 
further specific investment in supporting programs and 
research focused on these groups is required.

• Organizational policy, protocols, practices that empower 
and support HCSSPs so they can actively fulfill their role 
as health partners with their patients/clients who may be 
at risk or already experiencing the mental and/or physical 
health impacts of social isolation and loneliness.  

• Longitudinal monitoring of social isolation and loneliness, 
as separate issues, in population surveys to evaluate 
trends and the impact of local, provincial and national 
interventions. 
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