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  Key points


  
    	Loneliness and isolation are common problems amongst older people in Scotland and have a profound detrimental effect on many aspects of health and wellbeing.


    	Tackling loneliness and isolation is inherently preventative in terms of delaying or avoiding the need for more intensive support.


    	While the evidence around which interventions are most effective in alleviating loneliness and isolation has limitations, we know that flexible support, ideally based within the community, and developed with the involvement of older people is effective. Group activities are also especially helpful.


    	We can identify several aspects of promising practice, but further evaluations are necessary to identify the most effective work in this field.

  


  
    This Insight was written by Emma Collins (IRISS).
  


  Prevention has been identified as a key aspect of Scottish public service reform. In response to the findings of the Christie Commission (2011), the Scottish Government has called for a ‘decisive shift towards prevention’. This Insight looks specifically at the prevention of isolation and loneliness amongst older people, with a particular focus on what practitioners in the fields of health and social care should bear in mind when working to tackle this important and growing issue.


  Social isolation and loneliness


  Anyone can find themselves disconnected from their community or feeling lonely and it has been shown that the experience of loneliness varies across the life course. Older people are one group at particular risk (Griffin, 2010). Estimates of the extent of the problem vary. Some studies suggest that 5 to 16% of people aged 65 and over are lonely (Luanaigh and Lawlor, 2008), and similarly, Age UK (2010) states that research shows the figure of those often or always lonely is between 6 and 13%. From research such as this we can estimate that around 10% of UK residents aged over 65 are lonely most or all of the time (Victor, 2011), with many more at risk of loneliness (Bolton, 2012). Amongst the older old, those aged over 80 years, rates of self-reported loneliness climb steeply to approximately 50% (Age UK, 2010).


  There are many interpretations of loneliness in the literature. Often, studies use social isolation and loneliness interchangeably or conflate them into a single construct. However, many would argue that they are distinct, with loneliness being categorised as a subjective negative feeling, while social isolation is an objective state mediated by the presence or absence of strong social networks (Weiss, 1973; Cacioppo, Fowler and Christakis, 2009; Golden et al, 2009). A person can, therefore, have a large number of connections and still experience the subjective feeling of loneliness or, alternatively, be objectively isolated but not experience associated negative emotions.


  Despite these variable definitions, evidence points clearly to a large overlap between social isolation and loneliness (Golden et al, 2009), with social isolation being one of the biggest predictors of subjective loneliness (Age UK, 2010). Importantly, both circumstances result in negative self-assessment of health and wellbeing (Luanaigh and Lawlor, 2008; Golden et al, 2009).


  For older people the onset of loneliness can happen gradually, sometimes preceded by a specific life event, especially one associated with loss, such as retirement, or bereavement. Becoming a carer also increases the risk of loneliness (Victor et al, 2005; Cann and Jopling, 2011). The fact that these life transitions are more likely to happen at an older age is one reason that older people are at greater risk of loneliness and isolation. A further factor is that social networks may diminish in size due to death or illness of previous contacts, or older people may be unable to take part in previously enjoyed activities due to their own ill health (Schnittger et al, 2012). Other factors associated with loneliness and isolation in older people are low income, and older age (being 80 years old or more) (Age UK, 2010), poor health and cognitive and sensory impairment (Victor et al, 2005). A more in-depth analysis of how different factors play into the occurrence of loneliness has been published by The Campaign to End Loneliness (Bolton, 2012).


  Fifteen cigarettes a day?


  The effects of social and emotional loneliness on physical and mental health and wellbeing are extensive. Adverse effects include increased blood pressure, abnormal stress response, heart disease and poor sleep, and its associated health problems (Luanaigh and Lawlor, 2008). Additionally, several studies indicate a strong association with depression (eg Cacioppo, Hughes and Waite, 2006; Golden et al, 2009). Older people who are lonely or isolated also have substantially increased chances of developing dementia (Fratiglioni et al, 2000) and, specifically, Alzheimer’s disease (Wilson et al, 2007; Valtorta and Hanratty, 2012), compared to better-connected individuals.


  A meta-analysis of all relevant studies between 1900 and 2007 (Holt-Lunstad et al, 2010) showed that older people who have unsatisfactory or limited social relationships have a significantly greater risk of mortality than people with stronger social networks. Those with good connections had a 50% greater chance of survival. This remained true when a number of different factors such as gender, age, initial health status and length of follow-up were considered, suggesting the finding is highly generalisable. The authors highlighted that this is comparable to the impact of smoking fifteen cigarettes each day and has a greater effect on mortality than current public health priorities such as obesity, drinking alcohol or being sedentary. A further study (Steptoe et al, 2013) attempted to disentangle the effects of social isolation and loneliness on all-cause mortality. They found that while both factors were associated with increased mortality, the effect of loneliness did not independently contribute to this. The authors recommend that efforts to reduce mortality, therefore, be concentrated on ameliorating social isolation.


  It is important to note that amongst older adults, both loneliness and social isolation are associated with a greater likelihood of engaging in multiple behaviours which carry a risk to health such as smoking and being inactive (Shankar et al, 2011), which in turn exacerbates the effects on health already noted.


  With such large negative effects on health and wellbeing, it is unsurprising that lonely and isolated older people make greater use of health and social services than people who have sufficient satisfactory connections (Pitkala et al, 2009).


  What evidence is there about what works?


  Many different interventions have been implemented to attempt to reduce, either directly or indirectly, isolation and loneliness in older people. The Campaign to End Loneliness (Bolton, 2012) has identified the following categories:


  
    	Information and signposting services


    	Support for individuals


    	Group interventions - social


    	Group interventions - cultural


    	Health promotion


    	Wider community engagement

  


  Research highlights wide variation in the success of such interventions in improving outcomes in terms of loneliness, health and wellbeing of older adults. This lack of certainty is further exacerbated by the fact that evidence is limited and robust evaluations are scant. All systematic reviews and meta-analyses discussed below have noted the lack of appropriate studies for inclusion and the methodological weaknesses of those that are available, and this should be borne in mind. Nevertheless, this evidence represents the best currently available on the topic and taken together yields lessons for practice.


  Findlay’s (2003) review suggests that along with interventions such as group support and other methods of social network enhancement, interventions that connect people with appropriate services are successful in reducing loneliness. He also highlights the importance of training and support of facilitators and co-ordinators. To increase the likelihood of success, he advocates including older people in all stages of the development and implementation of interventions and also using community resources to build community capacity. In this he is unique amongst the reviews available, but this strongly chimes with current thinking in Scotland around participation and co-production.


  A systematic review by Catton and colleagues (2005) identifies several characteristics of effective interventions. They found that educational or social group interventions, targeted at a specific group with characteristics in common, had the greatest positive effects on reduction of loneliness. Allowing the participants some level of control over the content of the intervention was also associated with positive outcomes. This review found that one-to-one interventions in the participant’s own home were consistently ineffective in reducing loneliness. However, of the 11 interventions that were identified in this category, only two were specifically designed to provide social support (and one of these was judged to be effective). Additionally, the authors state that volunteers who are ‘like’ the recipient of the service and with whom a reciprocal relationship can be built, have been identified as important aspects of successful social support and none of the one-to-one services evaluated had these characteristics. The finding of a lack of effectiveness of one-to-one supports should, therefore, be treated with caution.


  Greaves and Farbus (2006) further highlight the importance of active (eg the development of meaningful social roles and community engagement) rather than passive social contact (eg home visiting) in reducing loneliness amongst older people.


  The ineffectiveness of one-to-one interventions is contradicted in other studies. Cattan, Kime and Bagnall (2011) conducted a series of in-depth interviews of recipients of a national telephone befriending scheme for lonely and isolated older people. Their responses were overwhelmingly positive and included the perception of being less lonely. Cattan et al (2011) speculate that these beneficial outcomes could lead to increased participation and improved social networks, but, although plausible, this is not directly supported by the evidence. A further national telephone intervention, which shows potential to improve outcomes for lonely or isolated older people, is The Silver Line (http://www.thesilverline.org.uk/), a free confidential national helpline launched in late 2013. This helpline not only offers regular befriending calls, but also provides friendly help and advice and links callers into local groups and services. The service currently being provided follows a pilot phase, which was evaluated qualitatively. This evaluation found that while the service was valued by the older people, who found it increased their confidence and wellbeing in the short term, they also identified limitations such as a need for face-to-face contact which could not be addressed by this sort of service, a need for greater flexibility in the timing of regular befriending calls and a need for the service to have greater knowledge of support available locally (Callan, 2013). As a result of the evaluation some improvements were made to The Silver Line before its national launch and it will be useful to track further evaluations of this initiative as they become available.


  Windle and colleagues (2011) also conclude that certain one-to-one activities, such as befriending and Wayfinders or Community Navigator services (which link people to appropriate community interventions, either directly or through the provision of information) are effective in reducing loneliness. They also note that befriending additionally reduced depressive symptoms (which, as we have seen, are strongly linked to social isolation and loneliness) by a small but significant margin.


  As Windle and colleagues (2011) noted, community mentoring is another intervention with mixed evidence of success. In this type of intervention socially isolated older people are mentored to facilitate their participation in individually tailored activities, with support withdrawn over time. Early qualitative work suggested that this improved the participants’ social support and various other measures of health and wellbeing (Greaves and Farbus, 2006), whereas a later more methodologically rigorous study found no such improvements (Dickens et al, 2011b).


  One study (Pitkala et al, 2009) showed that taking part in social group interventions including art activities, group exercise and therapeutic writing increased older people’s subjective health and significantly reduced mortality over a two year period (97% survival) compared to a control group who received traditional community care (90% survival). The intervention group also used fewer health care services in the follow up period compared to the control group. The savings from this exceeded the cost of the intervention. The group self-selected which activity they wanted to take part in. Interestingly, this paper charts the group’s progression as the participants became more comfortable with each other and their participation improved their sense of mastery and self-esteem. The authors attribute this to the practitioners using facilitative processes such as peer-support and the practitioners actively avoiding becoming leaders rather than supporters. Further evidence of the success of this approach is that nearly half of the original groups (6 out of 15) continued to meet on their own after the study finished. However, it is important to note that this study excluded older people who had disabilities such as blindness, deafness or severe mobility issues. This was done to ensure the groups were more homogenous, but certainly introduces bias into the sample and would raise issues about replicability in a whole community setting.


  A recent systematic review (Dickens et al, 2011a) of a wide range of interventions looked at beneficial effects in one or more domains (social, mental and physical health). Positive effects were, again, more often found with group rather than one-to-one activities. Echoing Farbus and Greaves (2006) above, participatory interventions which required active input from the older person (though not necessarily face-to-face) were more beneficial than interventions where the person was a passive recipient of a service or training/education. Social activities were also more likely to be beneficial, as were interventions that had a clear theoretical base. As with previous reviews, many of the studies included had methodological shortcomings. Additionally, only 12 out of the 32 studies included were explicitly targeted at people who were lonely or isolated, with the remaining studies presuming that the participants were in this situation due to other factors.


  The only available meta-analysis of interventions to reduce loneliness (which pooled together the data from all the studies included, rather than reviewed each one individually) (Masi et al, 2011) found that changing how people think about or approach social situations (eg increased surveillance of social threats, negative social expectations, behaving in ways that confirm such expectations) has greater success in reducing loneliness than interventions designed to increase social support or opportunities for social interaction. Nevertheless, both the latter types of intervention also showed significant, though smaller, reductions in loneliness, and the authors acknowledge that the most successful intervention may well be determined by the unique characteristics and circumstances of the person being supported. One strong conclusion from this meta-analysis was that it did not support the use of technology as a means of ameliorating loneliness, a finding which is echoed by Windle and colleagues (2011). It should also be noted that this meta-analysis was concerned with loneliness in all adults and not restricted to older people.


  A potentially crucial point from the literature is that most interventions evaluated look at social support provided by strangers. It is, therefore, not possible to draw conclusions about the effects of reconnecting people into naturally occurring support or communities (Holt-Lunstad et al, 2010). This is supported by other research, which notes that while older people emphasise the importance of family and preserving existing relationships, sometimes services focus more on the need to meet new people and create new connections (Lee, 2006).


  It is also important to remember that the above evidence represents what can be drawn from evaluated studies of interventions designed to reduce social isolation and loneliness. However, as Age UK point out in their 2010 evidence review, there are large numbers of schemes running in the UK such as befriending initiatives, lunch clubs, arts and cultural clubs and more innovative initiatives such as time-banking, which may well be achieving significant successes in this area, but there simply is not enough evidence at this point to confirm it.


  In summary, the following characteristics are most widely agreed on as being part of successful interventions:


  
    	Older people are active participants rather than passive recipients


    	Older people are involved in the planning and implementation of support


    	Support is flexible and adaptable to the needs of the participants


    	Support consists of group activities, particularly those with a defined goal


    	Support is rooted in the community


    	The intervention has a theoretical basis

  


  There is less supportive evidence around one-to-one interventions and those involving the use of technology; however, the majority of researchers recommend further investigation into these areas rather than dismissing them as potential interventions.


  Is this prevention?


  It is possible to argue that the interventions described above are aimed at tackling loneliness and isolation after they have occurred and that this is, perhaps, reactive rather than preventative. While there are various definitions of prevention, most would agree that the first level of prevention (‘primary’ or ‘upstream’) involves preventing harm before it occurs, maintaining good health, independence and wellbeing and tackling the causes rather than the symptoms of problems (eg Coote, 2012). Thus, while loneliness and social isolation, in themselves, are rarely cause for the intervention of agencies like social services, as we have seen in the previous sections, their effects certainly are. Therefore, tackling isolation and loneliness in older people (at as early a stage as possible) sits squarely within the preventative agenda, relating to the causes of poor health and wellbeing rather than the symptoms. That said, it is possible to intervene further upstream by increasing screening for and responding to the risk factors associated with loneliness.


  What can practitioners in health and social care do?


  While we should not underestimate the cultural change involved in moving towards a more preventative way of working and the time this may take, there are a number of implications for practice that can be distilled from the evidence. Careful analysis of the research around characteristics of successful interventions sheds light on what practitioners in the fields of health and social care can do to increase impact and success of the support they provide to older people who are, or who are at risk of becoming, isolated and lonely.


  Be aware of the issue


  Throughout, this review has shown both how common and how detrimental loneliness and social isolation can be amongst older people. It is crucial that people working in health and social care are aware of the issue and its potential consequences and remain alert to the key risk and precipitating factors when interacting with older people. For example, research indicates that widowhood is one of the biggest predictors of loneliness in older people (Luanaigh and Lawlor, 2008; Golden et al, 2009), so it is likely to be worth assessing loneliness in bereaved older people. As discussed above, other key factors associated with loneliness and social isolation include living alone, a lack of economic resources, less education, having poorer perceived health, limiting long-standing illnesses and not seeing family and friends as often as desired (Losada et al, 2012; Steptoe et al, 2013). It is particularly important for health professionals to be aware of the strong relationship between loneliness and depression in the case of older patients presenting with the latter (Cacioppo et al, 2006).


  Be aware of the range of supports available and let others know about the support you provide


  The evidence indicates that building community capacity, using existing community resources and making sure that older people are linked in to these can assist in tackling loneliness and isolation of older people (Findlay, 2003; Windle et al, 2011). To be able to do this effectively, practitioners must ensure that they are aware of what is available in the community for older people and connect them with appropriate resources. It is also important that practitioners ensure that others are aware of the support that they can offer so that referrals are made by agencies such as GPs and social work. Potentially this points to the need for a role which links together information about local supports, capacity and resources, and consideration should be given to this need and the form it would take.


  Involve older people in the planning of services


  Much research (eg Wilson, 2003; Catton et al, 2005) has shown that the involvement of older people in planning and implementing services and support increases its effectiveness in reducing loneliness and isolation. This fits very neatly into the current policy discourse around co-production, working towards individual outcomes and promoting self-directed support, which lends further weight to the need for practitioners to embrace these ways of working.


  While the focus of this Insight is on what practitioners can do to support older people to avoid or reduce loneliness, other work has concentrated on what communities, groups and individuals can do to reduce loneliness in their neighbourhoods. The Loneliness Resource Pack (http://www.jrf.org.uk/publications/loneliness-resource-pack) is the result of a three-year action research project undertaken by the Joseph Rowntree Foundation (Robbins and Allen, 2013). It contains a number of documents with helpful tips and guidance on what people can do to help themselves and their communities. Practitioners may want to refer to this for suggestions or signpost older people to it, so that they can consider the recommendations for themselves.


  Be adaptable


  Windle and colleagues (2011) report that where constructive criticism was given by older people receiving services, they were looking for less rigidity and greater adaptability of the interventions. This included being able to change the day their befriender visited (Butler, 2006), and ensuring that mentoring was tailored to their individual needs and interests (Greaves and Farbus, 2006). This is related to the above point about involvement, and further highlights the need for practitioners to be flexible about the support they provide wherever possible.


  Understand personal differences and preferences


  Following on from the previous points is the need to understand personal differences and preferences. As Masi and colleagues (2013) acknowledge in their meta-analysis, unique personal circumstances may well affect what intervention will be most successful. Additionally, as we’ve seen, several authors advocate participants selecting which programme of activities they wish to join as a key aspect for improved outcomes (Cattan et al, 2005; Pitkala et al, 2009). Part of this is undoubtedly because such groups then consist of members with similar interests and are naturally more cohesive.


  It is also important to note that while goal-oriented group activities and social cognition work have been shown to have positive effects on reducing loneliness and isolation, this may not suit every older person. Some older people may be restricted in their ability to attend group sessions or may prefer one-to-one activities. For these individuals such interventions are worth considering despite the weaker evidence of their effectiveness (Cattan et al, 2011; Windle et al, 2011).


  Enhancing personal independence rather than providing a service


  Ideally, services that focus on primary prevention would provide a ‘helping hand’ at critical times, which would allow people to get back on their feet and avoid or delay further intervention by statutory services. Some of the success of the interventions described, especially in terms of older people becoming empowered, having increased self-esteem and a feeling of being in control of their own lives, has been attributed to the practitioners’ abilities to remain in a facilitative rather than leadership role. This helped to ensure that the group members relied on themselves and each other to problem solve and provide support. This can also contribute to groups becoming self-sufficient and able to continue without input from practitioners (Pitkala et al, 2009). Sometimes this can involve practitioners remaining at arms length.


  The issue of transport


  Many of the evaluated interventions have provided transport and the activities have been free of charge (eg Pitkalas et al, 2009). However, this provision, while enabling people to attend does run contrary to some of the principles outlined around encouraging independence and providing support that is sustainable when the practitioner (ideally) withdraws. Clearly this is a judgement call that practitioners need to make based on their knowledge of the people they are working with and the type of community they work within (eg transport provision may be more necessary to allow participation in a rural community).


  Workforce development


  There is a need for workforce training and development to support practitioners to embrace these recommendations. Training which includes the risk factors for loneliness and isolation and their consequences should be provided. This would sit alongside other workforce development initiatives to support practitioners to adopt approaches based on co-production and on promoting person-centred support. While some of these development needs are already underpinned by existing frameworks such as the Continuous Learning Framework (Donnelley, 2008), further tailored training around the issues outlined in this Insight would be welcome.


  Document your successes


  As discussed in previous sections, while there is some evidence about what works to achieve better outcomes for older people facing isolation and loneliness, the evidence in this area has limitations both in quantity and quality. Increasing our understanding of what is effective in this crucial area is very important. To do this, people working in this field need to record, highlight and share their successes.
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