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Abstract
Purpose: Loneliness and social isolation, experienced more long-term, has been shown to increase mortality and
lead to poorer health outcomes in speci�c cohorts. However, it is unclear what the prevalence of chronic loneliness
and social isolation is, and which demographic groups are most at risk of reporting more chronic forms.

Methods:

A psychometrically validated classi�cation system was used to identify people who met criteria for episodic and
chronic loneliness and social isolation using the Household Income and Labour Dynamics in Australia (HILDA)
survey waves 14-18.

Results: The cumulative prevalence over �ve years of loneliness (overall 34%; 21% episodic, 13% chronic) far
exceeded that of social isolation (overall 17%; 13% episodic, 4% chronic). There was consistency in the
demographic characteristics (from age, sex, household type, income) of those who experienced loneliness and
social isolation. However, people with a long-term health condition had an elevated risk of episodic loneliness
(AOR = 1.24, 95%CI = 1.11-1.39) and a markedly higher risk of chronic loneliness (AOR = 2.01, 95% CI = 1.76-2.29),
compared with those without a long-term health condition. 

Conclusions: Loneliness, both episodic and chronic subtypes, is more prevalent than social isolation, yet remains
neglected and poorly targeted within current practice and policy.

Introduction
Being socially connected is fundamental to human health and wellbeing.1 For decades, social isolation,
characterised by an objective lack of social contact and connections,2,3 has been widely acknowledged as a risk
factor for broad-based mortality and morbidity.4,5 But there has been a growing number of studies that have found
similar harmful effects of loneliness on health.6 Loneliness - sometimes described as ‘perceived social isolation’, is
characterised by distressing feelings when one perceives a discrepancy between desired and actual relationships.7

Loneliness is regarded as a biopsychosocial stressor,8,9 and associated with a multitude of poor health outcomes,
from cardiometabolic disease, stroke,10 dementia,11 and depression.12 It is therefore not just having social
connections but also reporting feeling socially connected to others, that holds implications for one’s risk of
morbidity and mortality.13,14 

Both social isolation and loneliness share similar associations with demographic, socio-economic and health
factors.5,15 Socio-demographic characteristics such as age, gender, living alone, socioeconomic status, migrant
status and employment are all factors that have been examined in both the social isolation and loneliness
research.3 While it is generally perceived that older adults are most socially isolated and lonely,16 there is mixed
evidence on demographic factors such as gender 15. This is largely re�ective of the heterogeneity of samples and
measures of loneliness and social isolation that are used.

The impacts of social isolation and loneliness on health are further in�uenced by a broader number of factors
including the social determinants of health in which people may be born into or live under.17 For example, in
studies on social isolation, factors including neighbourhood disadvantage and migrant status play a role in
moderating poorer health outcomes including myocardial infarction risk,18 colorectal cancer risk,19 carotid
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stiffness,20 and psychological wellbeing.21 Current models of loneliness acknowledge the in�uence of the social
environment and resources available to the lonely individual, 15,22,23 and it has been reported that some individuals
are more likely to break out of the cycle of loneliness than others.24 Indeed, poor health, be it physical or mental, 25

in�uences one’s capacity to participate socially in their networks including friends, colleagues, and the wider
community. Both loneliness and social isolation are linked to higher incidence of chronic disease.26,27 

Population surveys show varying prevalence rates of loneliness and social isolation across different samples and
stages. The reported global prevalence rate in a recent meta-analysis noted that the prevalence of loneliness in
adolescents (12-17 years old) differed depending on the region (9.2% South-East Asian to 14.4% Eastern
Mediterranean countries) and for young people (18-29 years old) was 5.3%.28 Middle aged adults (30-59 years old)
reported a pooled prevalence estimate of 6.9% across different parts of European, and for older adults (over 60
years) reported anywhere from 5.2% (Northern Europe), 8.7% (Western Europe), 15.7% Southern European to the
highest 21.3% for Eastern Europeans countries.28  

While there is robust scienti�c literature on the negative impact of loneliness and social isolation on health, there
has been far less scrutiny on the prevalence rates, sociodemographic risk factors, and the health impacts of
persistent experiences (i.e., chronic) loneliness and social isolation. Speci�cally, social isolation is well-known to
be detrimental for health and wellbeing 4,5 but the evidence on chronic social isolation is largely informed by
numerous animal studies (due to ethical reasons)29 or retrospective epidemiological data.30 The study of chronic
loneliness on the other hand, remains underexamined because most of this work has been reliant on cross-
sectional study designs which may not capture the persistence or stability of these experiences 31.   Many
loneliness measures, both direct, such as O�ce of National Statistics Loneliness item, 32 and indirect measures
UCLA- Loneliness Scale 33 and De Jong Gierveld Social and Emotional Loneliness scale 34 often capture
loneliness through the frequency of lonely feelings (i.e., how often do you feel isolated from others?). This is
different to the capturing the persistence of lonely feelings (i.e., how long have you felt isolated from others?) or
intensity (e.g., how distressed did you feel?). Attention to the cumulative impact of more chronic experiences of
loneliness on poorer health outcomes is growing35 and examined within particular cohorts including older adults
36-38 and adolescents.39   For instance, chronic loneliness has been found to be associated with an 80% greater
risk of death in Americans aged 50 and older (situational HR = 1.56%; 95% CI = 1.52-1.62 versus chronic HR = 1.83,
95% CI = 1.71-1.87).37 

Study Aims

This study will add to the growing literature on how chronic forms of loneliness and social isolation affects
different demographic groups. First, we aimed to identify the proportion of people who experience loneliness and
social isolation persistently over time (i.e., chronicity), as opposed to transient periods (i.e., episodic). Second, we
aimed to identify socio-demographic characteristics that were associated with episodic or chronic loneliness and
social isolation. 

Methods
Participants and data source
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Data used in this study were collected from the Household Income and Labour Dynamics in Australia (HILDA)
survey a household-based panel study of over 9,000 Australian households conducted annually, with wave 1
starting in 2001.40 A number of household-level and person-level questionnaires were completed for each
household. This study uses data from the self-completion questionnaire, which is undertaken by individuals aged
15 years or older in each participating household, from waves 14-18 (5 years). We included cases that did not have
missing data for loneliness and social isolation items across all waves. In total, we had 10,746 participants from
waves 14-18 with no missing loneliness items, and 10,918 participants with no missing social isolation items from
waves 14-18.

Measures

The Household, Income and Labour Dynamics in Australia (HILDA) Survey is a nationally representative
longitudinal study of Australian households which commenced in 2001. The survey collects data on household
and family relationships, income, education, employment, living situation, lifestyle behaviours and general health
and wellbeing. Funded by the Australian Government Department of Social Services (DSS), the HILDA Survey is
managed by the Melbourne Institute of Applied Economic and Social Research, University of Melbourne Human
Research Ethics Committee. In accordance to this, informed consent was obtained from all participants including
parents/legal guardians of participants under the age of 18. 

Loneliness and social isolation. Previous estimates of the prevalence of loneliness among HILDA participants
have been based on responses to the single-item statement “I often feel very lonely”.41 Using a single item may
however lead to underreporting due to the known stigma of loneliness.42 To assess loneliness and social isolation,
we used the scales derived from 10-items Index of Social Support scale 43 in the HILDA questionnaire (see
Supplementary Figure 1 in psychometric validation paper).44 The loneliness scale included three items: “People
don’t come to visit me as often as I would like”, “I often need help from other people but can’t get it” and “I often
feel very lonely”. The social isolation scale included four items: “There is someone who can always cheer me up
when I’m down”, “I enjoy the time I spend with the people who are important to me”, “When something’s on my
mind, just talking with the people I know can make me feel better” and “When I need someone to help me out, I can
usually �nd someone”. Psychometric analysis has shown that each of these scales has good internal reliability
and construct validity.44 We classi�ed people who were lonely to have a median score of less than 4, and for
social isolation a median item score of greater than 4, on the scales developed for each of these conditions (see
methodology in psychometric validation paper).44 In this study, we de�ned episodic loneliness and social isolation
as meeting criteria for any episode or number of episodes that were not consecutive (e.g., only wave 15, or both
waves 15 and 17). Chronic loneliness and social isolation were de�ned as meeting criteria for two or more
consecutive episodes (e.g., waves 14 and 15, or waves 16, 17, and 18); in other words, a minimum of two
consecutive years. 

Socio-demographic characteristics. We identi�ed nine socio-demographic characteristics known to be associated
with loneliness and social isolation based on previous research. For sex only two categories were used: identifying
as male or female. Age was categorised into �ve groups: 15-29 year; 30-44 yeas; 45-59 years; 60-74 years; or 75
years and over. 

Two socio-demographic characteristics that could in�uence the degree of social interaction include household
structure and employment status. Household structure was categorised as follows: 1) couple with child; 2) couple
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without child; 3) lone parent with child; 4) lone person; or 5) other, which included unrelated household members,
other family members, and single or double-parent households with a child over the age of 15. The employment
status of participants was classi�ed as: 1) full-time; 2) part-time; 3) retired; 4) unemployed; or 5) other (which
included home duties, non-working students and unspeci�ed).

An established social identity45 and ability to communicate in the primary language in the country one lives in46

were identi�ed as socio-demographic characteristics that could in�uence social integration. Because migrant
status was not directly available, we selected country of birth and language spoke at home. Country of birth was
categorised as: 1) Australia; 2) Other English-speaking country; or 3) Other non-English speaking country.
Language spoken at home was categorised as 1) English or 2) other. 

Two socio-demographic characteristics were selected to indicate economic status, which were household income
and neighbourhood disadvantage. Household income was categorised as three levels: 1) less than $80,000; 2)
$80,000-$149,999; or 3) more than $150,000. In order to determine relative neighbourhood disadvantage, the
composite Socio-Economic Index for Areas and Index of Relative Socio-Economic Advantage and Disadvantage
(SEIFA IRSAD) was used. This captures several variables including income, education, employment, occupation,
and housing characteristics at the postcode level, based on the Australian Population Census.47 Participants were
classi�ed into a SEIFA IRSAD quintile, based on their postcode of residence, with quintile 5 indicating the highest
levels of socio-economic advantage and quintile 1 the lowest levels of socio-economic advantage. 

We also included a measure of the presence of long-term health conditions to examine how this relates to both
loneliness and social isolation. This categorical variable (Yes/No) was coded based on self-reporting of at least
one of many listed physical health conditions (e.g., heart disease, arthritis, chronic pain, hearing, or speech
problems).

Data analysis

In order to derive prevalence estimates of loneliness and social isolation, the weights provided by HILDA were
used, which ensure that the sample is representative of the Australian population distribution of age, sex, state,
labour force status, marital status, and household composition. First, we estimated the prevalence of episodic,
chronic or any loneliness and social isolation across socio-demographic characteristics and across the HILDA
waves 14 (2014) to 18 (2018). Second, we conducted univariable and multivariable logistic regression to assess
the difference in episodic, chronic, or either subtype (episodic or chronic) of loneliness and isolation based on the
speci�ed socio-demographic characteristics. See Table 1 for episodic and chronic loneliness and Table 2 for
episodic and chronic social isolation.

Results

Prevalence of subtypes of loneliness and social isolation
At least 34% of participants reported either episodic or chronic loneliness during waves 14 (2014) to 18 (2018). Of
these, 21% experienced an episode of loneliness and 13% experienced chronic loneliness. The prevalence of social
isolation was lower than that of loneliness. Only 17% of participants reported either episodic or chronic social
isolation during waves 14 (2014) to 18 (2018). Of this, 13% reported episodic social isolation, and 4% reported
chronic social isolation (See Fig. 1).
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INSERT FIGURE 1

Correlates of subtypes of loneliness and social isolation
Findings from the analysis of the relationship between socio-demographic and health factors and the dependent
variables of loneliness and social isolation are shown in Tables 1 and 2, respectively.

INSERT Tables 1–2
Sex. Being male was associated with lower likelihood of reporting loneliness (episodic or chronic) compared to
females by 11% (OR: 0.89, 95% CI 0.82–0.96), but these relationships became insigni�cant once adjusted for all
covariates. Conversely, being male was associated with a higher likelihood of both episodic (AOR = 1.23, 95%CI = 
1.09–1.38) and chronic social isolation (AOR = 1.78; 95%CI = 1.45–2.20).

Age. In order to examine differences across age groups, we used 30–44 years as the reference category given that
previous studies have reported this group as being less lonely than the younger age group (15–29 years) and we
wished to determine the magnitude of any increased risk in the youngest group. When compared to those aged
30–44 years, younger people aged 15–29 were less likely to report chronic loneliness (AOR = 0.77, 95%CI = 0.62–
0.94). However, those aged 60–74 years and those 75 + also showed the same trend reporting signi�cantly less
chronic loneliness than those aged 30–44 years. (60–74: AOR = 0.62, 95%CI = 0.49–0.78; 75+: AOR = 0.59 95%CI = 
0.43–0.81). Those aged 45–49 were also less likely to experience either subtype of loneliness (AOR = 0.85, 95%CI 
= 0.75–0.97). In regard to social isolation, only the 45–59 age group reported signi�cantly more of either subtype
of social isolation than those aged 30–44 years (AOR = 1.19 95%CI = 1.01–1.40).

Household structure. When compared with couples with children, living alone (AOR = 1.66, 95%CI = 1.36–2.03) and
being a lone parent with a child increased the likelihood of chronic loneliness (AOR = 1.64, 95%CI = 1.19–2.27).
Couples without children were signi�cantly less likely to experience chronic loneliness (AOR = 0.75, 95%CI = 0.62–
0.92) when compared with couples with children. Similarly, when compared with couples with children, people who
lived alone or in other household types were more likely to be episodically or chronically social isolated. Lone
parents with children were more likely to be episodically socially isolated compared to couples with children (AOR 
= 1.50, 95% CI = 1.05–2.15).

Country of birth and language other than English. Those born in a country other than Australia (non-English
speaking) are more likely to report episodic loneliness than those born in Australia (AOR = 1.22, 95%CI = 1.01–
1.48), but were signi�cantly less likely to report chronic loneliness (AOR = 0.83, 95%CI = 0.69-1.00). There were no
differences in levels of loneliness between people who spoke a language other than English and people who spoke
English. People born outside of Australia both in English and non-English speaking countries did not report an
increased likelihood of social isolation compared with those born in Australia. Compared with people who spoke
only English, those who spoke a language other than English did not show higher levels of social isolation after
results were fully adjusted (all ps > 0.05).

Household income. Compared to participants who reported the highest income (over $150,000), participants who
reported the lowest income (< $80,000) and those who reported 80-000-149,000 had an increased likelihood of
both episodic (<$80,000: AOR = 1.49, 95%CI = 1.27–1.74; $80,000-149,000: AOR = 1.27 95%CI = 1.10–1.45) and
chronic loneliness (<$80,000: AOR = 1.66, 95%CI = 1.36–2.02; $80,000-149,000: AOR = 1.26 95%CI = 1.05–1.50). In
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addition, participants who reported the lowest income (< $80,000) had an increased likelihood of both episodic
(AOR = 1.48, 95%CI = 1.22–1.80) and chronic social isolation (AOR = 1.83, 95%CI = 1.30–2.57). Those who those
earned between $80,0000 to $149,999, showed an increased likelihood of episodic social isolation (AOR = 1.23,
95%CI = 1.04–1.47) when compared to those who earned over $150,000, but not chronic social isolation.

Employment status. When compared with those in full-time employment, those who were unemployed and those
who in ‘other’ category of employment (i.e., home duties, non-working students) were more likely to report episodic
(unemployed: AOR = 1.33, 95%CI = 1.01–1.77; other: AOR = 1.21, 95%CI = 1.02–1.77) and chronic loneliness
(unemployed: AOR = 1.66, 95%CI = 1.22–2.25; other: AOR = 1.57, 95%CI = 1.29–1.91). Those who were unemployed
and those who in ‘other’ category were also more likely than those in full-time employment to report episodic
(unemployed: AOR = 1.43, 95%CI = 1.03–1.97; other: AOR = 1.47, 95%CI = 1.19–1.80) and chronic social isolation
(unemployed: AOR = 2.46, 95%CI = 1.88–3.24; other: AOR = 2.21, 95%CI = 1.88–2.60).

SEIFA IRSAD. Compared with participants in SEIFA IRSAD 5 (most advantaged), only participants in SEIFA IRSAD
quintiles 1 (least advantaged) showed an increased likelihood of both episodic (AOR = 1.36 95% CI = 1.16–1.59)
and chronic loneliness (AOR = 1.34 95% CI = 1.11–1.62). On the other hand, participants in SEIFA IRSAD quintiles 1
to 2 had an increased likelihood of both episodic social isolation (quintile 1: AOR = 1.63, 95% CI = 1.35–1.97;
quintile 2: AOR = 1.24, 95% CI = 1.03–1.50) and chronic social isolation (quintile 1: AOR = 1.69, 95% CI = 1.15–2.48,
quintile 2: AOR = 1.77, 95% CI = 1.21–2.59). Those in quintiles 3 and 4 had an increased likelihood of chronic
social isolation (quintile 3: AOR = 2.33, 95% CI = 1.61–3.38; quintile 4: AOR = 2.11, 95% CI = 1.46–3.06) compared
with those in quintile 5.

Long-term health condition. Participants who reported a long-term health condition showed an increased
likelihood of both episodic (AOR = 1.24, 95% CI = 1.11–1.39) and chronic loneliness (AOR = 2.01, 95%CI = 1.76–
2.29) than those who did not. In addition, participants who reported a long-term health condition reported an
increased likelihood of both episodic (AOR = 1.34, 95%CI = 1.17–1.52), and chronic social isolation (AOR = 1.87,
95%CI = 1.50–2.34).

Discussion
Loneliness and social isolation have been recognised as important public health issues in many countries. While
these conditions have similar negative health impacts, it is unclear who is more likely to experience chronic
loneliness and social isolation. This study is the �rst to distinguish episodic from chronic experiences of
loneliness and social isolation with the use of longitudinal population data, and to identify who is most vulnerable.

It was noteworthy that the cumulative prevalence rates of loneliness (overall 34%; 21% episodic, 13% chronic) far
exceeded the prevalence rates of social isolation (overall 17%; 13% episodic, 4% chronic) in Australia, yet many
existing policies and programs have focussed on reducing social isolation and less so on reducing loneliness.
Examples are strategies that increase social contact (i.e., reduce social isolation) but do not promote the
development and maintenance of meaningful connections, which could reduce loneliness. Several factors may be
driving this, including a gap in research translation to practice (e.g., community and health practitioners not
measuring loneliness severity) to poor community awareness about what loneliness is (e.g., confusion with social
isolation or stigma associated with loneliness).48
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Being male was protective of any type (episodic or chronic) of loneliness, consistent with previous study which
report women are more predisposed to loneliness,49 including older women.50 Men, however, were more likely to be
socially isolated than women, which is consistent with sex differences in reporting subjective versus objective
social isolation.51,52 Although men were more socially isolated, they may be either less vulnerable or more
reluctant to report loneliness.

Our results indicate that age differences were only present in those that reported chronic, as opposed to episodic,
loneliness. Much of the research to date does not make the distinction between these sub-types, but most point to
a U-shaped distribution where younger and older people are more vulnerable to problematic levels of
loneliness.16,53 After accounting for all possible confounding variables, those aged 75 years and older, followed by
those aged 60–74 years, and those 15–29 years were all less likely to experience chronic loneliness than those
aged 30–44 years. One plausible reason for the greater vulnerability of individuals aged 30–44 years could
include a lack of time to nurture and maintain meaningful social relationships.

Interestingly, the only age-related differences in social isolation was the higher prevalence among those aged 45–
59 years of either subtype. While there is a strong focus upon social isolation in older adults in both research and
public policy, our �ndings indicate there is a need to assist individuals in the middle-aged, pre-retirement phase of
life. Those aged 45–59 years were also less likely to experience any episodic or chronic loneliness, which
demonstrates that these constructs are likely to be independent. More research is needed to understand the
speci�c factors that may drive this age group’s social vulnerability.

Our �ndings indicate that single parents with young children have an elevated risk of chronic loneliness, almost
equivalent to those who live alone. Similarly, an earlier study using the HILDA sample also indicate that single
fathers with children were at risk of loneliness.43 While there no known studies examining the impact of loneliness
in single parents, the detrimental impact is consistent with reports of poor health status54 and increased mortality
risk in this population group.55 It was noteworthy that couples without children were less likely to experience
chronic loneliness when compared with couples with children. Further, compared with those without children,
almost all groups reported higher levels of episodic social isolation but only those who lived alone and who lived
with non-family members were more likely to experience chronic social isolation.

We found no differences between by country of birth (Australia, other English speaking, or non-English speaking)
for episodic or chronic social isolation. On the other hand, people from non-English speaking countries were at
more risk of episodic loneliness, while tending to have lower risk of chronic loneliness. This may signal that
individuals from non-English speaking backgrounds are able to build meaningful social relationships as their
duration of residence lengthens. Further research needs to be done comparing loneliness and social isolation
between speci�c cultural groups with appropriate assessment tools, especially in light of research showing that
loneliness is a signi�cant predictor of lower self-reported health, greater risk of posttraumatic stress, and higher
incidence of mental illness in migrant groups.56

Household income was found to have an inverse relationship with the risk of both episodic and chronic loneliness,
that is, the lower the income the higher likelihood of reporting each sub-type of loneliness. Similar patterns were
found for episodic social isolation, but only those who had the lowest income (<$80,000) reported higher
likelihood of chronic social isolation. Plausible reasons for these trends include having fewer resources (i.e., time
or money) to invest in developing and maintaining meaningful social connection (i.e., reducing their risk of
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loneliness and social isolation).51 It was also found that those who were unemployed showed the highest risk of
both episodic and chronic loneliness, but compared with those in full-time employment, people engaged in home
duties and non-working students showed the highest risk of episodic and chronic social isolation. This highlights
the opportunities that employment can offer for building and developing social connection.

Consistent with previous research,57–59 those living in more disadvantaged neighbourhoods reported more
loneliness and social isolation compared with people living in more advantaged neighbourhoods. More
advantaged neighbourhoods may offer more physical spaces and environmental resources (such as green
spaces) that can be conducive to promoting social connection.60 A similar clear trend was seen for episodic social
isolation, with those in the most more disadvantaged neighbourhoods (SEIFA IRSAD 1–2) having the highest risk
of episodic social isolation, whereas all groups (SEIFA IRSAD 1–4) were at greater risk of chronic social isolation
than those on the most advantaged quintile (SEIFA IRSAD 5).

People who had a long-term health condition were consistently more likely to experience both loneliness and
socially isolation, with this sub-group reporting approximately double the risk of chronic loneliness and isolation
compared to those without a long-term health condition. Approximately, one in four (24%) individuals with a long-
term health condition reported episodic loneliness and one in �ve (20%) met the criteria for chronic loneliness.
While there is a plethora of research on how individual health characteristics (i.e., physical health, BMI),61,62 and
poor health regulation behaviours (i.e., smoking, alcohol use, physical activity)63,64 in�uence loneliness and social
isolation in speci�c demographic cohorts, there is a lack of clarity on how these factors in�uence the onset of
chronic loneliness. Our �ndings nevertheless highlight the importance of preventing loneliness in these vulnerable
groups, and the need to equip health care practitioners and community agencies to better support people with
long-term health conditions to manage their psychosocial well-being.65 This may be in the form of building
linkages with others who have a shared experience and to facilitate greater participation with their existing social
networks.

Limitations.

While the sample used in analysis was weighted to match the pro�le of the Australian population, it is possible
that individuals taking part in the HILDA longitudinal study are unrepresentative in selected characteristics (social
and psychological) that are of importance to this study and cannot be mitigated by means of demographic
weighting. Further, these issues may be magni�ed by the fact participants under 18 were primarily recruited via
their parents, who are themselves HILDA participants and this recruitment method may skew our results on
loneliness and social isolation reported by young people under 18.

This study enabled examination of how loneliness and social isolation of differing levels of duration affect
particular population groups, using psychometrically validated scales but the categorical classi�cation did not
enable investigation of the severity (i.e., intensity) of these experiences. Further, our study does not show the
factors predicting a transition from episodic loneliness and social isolation to the chronic forms of these
conditions, which remains an evidence-gap.66

This study did not examine more closely differences in how loneliness and social isolation in�uence different
chronic health conditions,67 as there is evidence that the pathway to disease could differ for loneliness and social
isolation (e.g., loneliness better predicted poorer mental health; social isolation better predicted poorer physical
and cognitive health).68 Previous relationships have been established between speci�c health conditions and
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loneliness and social isolation, for example, cardiovascular disease and Type 2 diabetes were associated with
loneliness and social isolation, but the same effect was not found for other disorders including chronic obstructive
pulmonary disease and cancer.27

Conclusion
Having social connection, be it having more contact with others or feeling meaningfully connected to them, is
fundamental for health and wellbeing. Our �ndings indicate that loneliness when compared with social isolation
both in episodic and chronic subtypes, is more prevalent than social isolation, yet it remains neglected and poorly
targeted within current practice and policy. Further, we have found that individuals who are socially disadvantaged
and those with long-term health conditions are more likely to report episodic and chronic loneliness and social
isolation. This highlights the need to better understand the psychological, economic, and environmental
mechanisms that are contributing to loneliness and social isolation in these population groups, and to use this
knowledge to develop policies and programs that address these critical dimensions of health and quality of life.
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