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Abstract
Socially isolated aging adults are at risk of poor health and well-being. Occupational therapy can help address this issue;
however, information is needed to guide such work. National surveys characterize social isolation in populations of aging
adults but fail to provide meaningful information at a community level. The objective of this study is to describe multiple
dimensions of social isolation and related factors among aging adults in diverse urban neighborhoods. Community-based
participatory research involving a door-to-door survey of adults 50 years and older was used. Participants (N = 161) reported
social isolation in terms of small social networks (24%) and wanting more social engagement (43%). Participants aged 50 to
64 years reported the highest levels of isolation in most dimensions. Low income, poor health, lack of transportation, and
infrequent information access appeared linked to social isolation. Occupational therapists can address social isolation in
similar urban communities through policy and practice that facilitate social engagement and network building.
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Introduction
Later life is often a time of change in roles, abilities, and
physical and social environments. Social isolation can be
part of this stage of life, an experience that negatively affects
health and well-being. Risk factors for social isolation
include functional disability (Mendes de Leon, Glass, &
Berkman, 2003), depression (Iliffe et al., 2007), vision or
hearing impairment, and poor general health, as well as death
of a spouse, relatives, or friends (Wenger & Burholt, 2004).
Occupational therapists can play a key role in preventing and
reducing social isolation. Research has shown that participation in work, volunteer, physical, leisure, and social activities
has health-promoting effects for older adults, including
physical, psychological, and social impacts (Stav, Hallenen,
Lane, & Arbesman, 2012). Occupational therapists can work
with clients, considering impairments and barriers, to enable
meaningful occupational engagement, promote health, and
decrease isolation. To carry out this work with individuals
and groups most effectively, more detailed information about
experiences of social isolation among aging adults is needed.
Information regarding social isolation in aging adults typically comes from nationally representative surveys. Such
studies often fail to examine key aspects of the experience of
social isolation that could guide strategies at the community
level, including occupation-informed policy and occupational therapy practice. The purpose of this article is to

describe social isolation and factors related to this experience
in urban aging adults in a metropolitan area, to inform occupation-based services, policy, neighborhood change and
future research.
Social isolation is estimated to affect 10% to 20% of
adults over age 65 (Dickens, Richards, Greaves, & Campbell,
2011; Iliffe et al., 2007; Theeke, 2009). Older adults who are
socially isolated are more likely to experience poor physical
and mental health (Lee, Jang, Lee, Cho, & Park, 2008; Litwin
& Shiovitz-Ezra, 2011; McLaughlin, Vagenas, Pachana,
Begum, & Dobson, 2010), including conditions such as
depression, dementia, and suicide risk (Shankar, McMunn,
Banks, & Steptoe, 2011; Tomaka, Thompson, & Palacios,
2006). Social isolation is also associated with increased risk
of hospitalization (Mistry, Rosansky, McGuire, McDermott,
& Jarvik, 2001) and mortality (Holt-Lunstad, Smith, &
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Layton, 2010; Luo, Hawkley, Waite, & Cacioppo, 2012) and
is a risk for poor health that is comparable in magnitude with
other risk factors such as smoking and high blood pressure
(Pantell et al., 2013).
Social isolation has been defined as diminished social
connectedness in terms of the quality, type, frequency, and
emotional satisfaction of social ties (Elder & Retrum, 2012).
Definitions also include “a state in which the individual lacks
a sense of belonging socially, lacks engagement with others,
has a minimal number of social contacts and they are deficient in fulfilling and quality relationships” (Nicholson,
2009, p. 1346). Key aspects of social isolation/lack of social
connectedness appear to be size and quality of social network, feelings of loneliness, and extent and quality of social
participation (Elder & Retrum; Nicholson). This understanding of social isolation as involving multiple dimensions
builds on traditional conceptualizations, which consider both
objective social isolation (the experience of being alone) and
the subjective experience (loneliness; Hawkley, 2015; Peplau
& Perlman, 1982). In particular, considering occupational
aspects of social isolation, specifically social participation
and engagement, provides a more comprehensive perspective of social isolation and potentially enhanced ability to
address it.
Efforts to understand and address social isolation through
occupation-informed strategies align well with government
priorities. Healthy People 2020, a U.S.-based federal framework of public health priorities (U.S. Department of Health
and Human Services, 2017), articulates a need to address
physical, mental, social, and environmental aspects of health
and well-being. Priorities focus on social determinants of
health, including creating health-promoting social and physical environments; improving the health, function, and quality of life of older adults; and addressing disability and
health, all of which are implicated in addressing social isolation in older adults. Occupational therapists can play a key
role within public health through health promotion strategies
to decrease social isolation and improve overall health in
aging adults. Occupational therapy intersects with health
promotion in key ways, including sharing a holistic approach,
a focus on the environment, and an ecological approach to
enabling change (Tucker, Vanderloo, Irwin, Mandich, &
Bossers, 2014). Bringing an occupational lens to public
health and health promotion means focusing on promoting
and enabling communities to have full and varied occupational lives (Scaffa, Van Slyke, & Brownson, 2008), adding
an important dimension to the conception of healthy living
within public health (Moll, Gewurtz, Krupa, & Law, 2013).
Including an explicit focus on reducing social isolation
within such community-level work can be an important complement to individual-focused efforts to reduce isolation.
Much of the data regarding social isolation in aging adults
is from surveys of large, nationally representative samples
that focus on ages 65 and more. While this information can
characterize a population, experiences of social isolation can
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vary within population subgroups. Little research has been
conducted on such subgroups, and more information is
needed to fully understand social isolation and inform service and policy development (Courtin & Knapp, 2017;
Klinenberg, 2016). Moreover, experiences of social isolation
are intimately connected to an individual’s context, including
his or her social, built, and cultural environments. Populationbased surveys do not provide information about specific subgroups in specific locations, further indicating a need for
local studies. Some investigations have, in fact, focused on
social isolation within smaller geographic areas such as
Cook County Illinois (Cacioppo, Hughes, Waite, Hawkley,
& Thisted, 2006; Hawkley, Thisted, Masi, & Cacioppo,
2010), Iowa (Long & Martin, 2000), Chicago (Buchman
et al., 2010), northern Georgia (Margrett et al., 2011), northeast England (Brittain et al., 2017), and Bergen, Norway
(Bondevik & Skogstad, 2000). This previous research is limited in that studies have typically assessed a single aspect of
social isolation, exploring only part of this multidimensional
concept. Furthermore, most research in this area has been
conducted with older adults who are ambulatory and able to
attend community programs (Sabir et al., 2009) or attend
multicomponent assessments (Buchman et al., 2010;
Cacioppo et al., 2006; Hawkley et al., 2010), potentially
missing older adults who are at higher risk of social isolation.
Research exploring multiple aspects of social isolation at
local levels has the potential to provide locally applicable
information that can also be compared with other localities
and with national statistics to form a fuller understanding of
social isolation.
Alongside exploring social isolation as it varies regionally,
exploring the factors within an individual’s context that may
influence social isolation can improve understanding and
strategies to decrease it. Several factors are related to social
isolation, including income, living situation, transportation,
and health (e.g., Nicholson, 2012). These factors are also
related to participation in occupations in older adults (e.g.,
Hand, Law, Hanna, McColl, & Elliott, 2012); knowledge of
how they present in local populations can be useful within
strategies to enhance occupational engagement and decrease
social isolation. Age is also related to social isolation, as loneliness appears to increase with age (Bondevik & Skogstad,
2000). Most studies, however, examine adults 65 years and
older, and do not examine the younger range of “older adults,”
such as those 50 years and older. Access to information about
a range of topics, from social activity programs and transportation to services and local events, appears to be another part
of isolation (Blaschke, Freddolino, & Mullen, 2009). Few
studies, however, have explored how socially isolated aging
adults access information. These studies suggest that isolated
aging adults access certain types of media less frequently than
non-isolated individuals; approximately 17% of home-bound
older adults living with low income are Internet users (Choi &
DiNitto, 2013), while 58% of older adults in the general population use the Internet (Pew Research Center, 2015). There is
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a gap in knowledge regarding how socially isolated aging
adults access information; having a clear understanding of
this issue is critical to providing services and communicating
information about services, activities, and events that can
decrease social isolation.
The potentially large numbers of aging adults who experience social isolation, the negative health consequences associated with this experience, and an understanding of social
isolation as encompassing occupational dimensions and
interconnected with local, environmental features point to a
need to better understand social isolation among aging
adults. We are members of Taking Neighborhood Health to
Heart (TNH2H, www.tnh2h.org), a community-based participatory research (CBPR) collective that sought to understand social isolation in socioeconomically, racially, and
ethnically diverse neighborhoods in metropolitan Denver,
Colorado. There are gaps in knowledge regarding social isolation in urban aging adults, including a multidimensional
understanding of social isolation and presence of factors
related to social isolation, in particular variations between
different age ranges within “older adults” and how aging
adults access information. Such information can inform
occupational therapy practice and occupation-informed policy and neighborhood change focusing specifically on social
isolation in aging adults. Thus, the current study aimed to:
1.

2.

describe multiple dimensions of social isolation
among aging adults living in socioeconomically,
racially, and ethnically diverse urban neighborhoods,
and
examine the presence of factors that may be associated with social isolation in this group, including age,
income, living situation, transportation, health, and
access of information.

Method
Overall Approach
As part of an ongoing CBPR collective, we used CBPR principles to inform our research to ensure relevance and benefit
to the community, including a participatory process, equal
contribution of community members and researchers, learning, and local community capacity development (Israel, Eng,
Schulz, & Parker, 2005). Our work took place in two phases,
starting with local community meetings to discuss social isolation and connectedness followed by collaboratively conducting a research study.

Phase 1: Community Meetings to Explore
Isolation and Connectedness
Within regular meetings of TNH2H, a need to understand
and address social isolation in seniors was raised by an older
adult community resident and identified by the group as a

priority. We subsequently established a Social Connectedness
subcommittee of approximately 15 TNH2H members who
were interested in the topic to begin to understand the questions and concerns related to social isolation in five contiguous neighborhoods in Northeast Denver and Northwest
Aurora. The subcommittee was composed of academic
researchers, representatives of community organizations and
community residents. Its members included persons with
expertise in occupational therapy, social work, and public
health. Over the course of approximately 6 months, the subcommittee met several times to discuss research literature
and personal understandings of how isolation is defined, how
it is measured, who it affects, and its causes and consequences. For its first project, the subcommittee decided to
examine the extent of social isolation in their communities.
The subcommittee valued a multidimensional understanding
of social isolation and sought to explore instances of social
connection among aging adults. In turn, we identified a range
of validated measures that resonated with those understandings that addressed social network, loneliness, and social
engagement (Hughes, Waite, Hawkley, & Cacioppo, 2004;
Lubben et al., 2006; National Center for Health Statistics,
2002; Nicholson, 2009).

Phase 2: Conducting the Study
The Social Connectedness subcommittee met several times
over the course of 1 year to direct the study. The study funding was administered by community and academic partners,
with the community holding the majority of the funds.
Community members were involved in all decision making
within the project, including developing the study purpose,
designing the survey, collecting data, and interpreting data.
Study design. We conducted a cross-sectional survey of aging
adults living in Northeast Denver and Northwest Aurora. To
characterize the frequency of social isolation in the community, the group chose to implement a door-to-door survey
method. This method had been used successfully by TNH2H
to reach adults living in the same communities (Main et al.,
2012). Ethical approval for the study was granted by the Colorado Multiple Institutional Review Board at the University
of Colorado Denver (#06-0264). All participants provided
informed consent to participate in the study.
Sample and sampling methods. We recruited communitydwelling adults age 50 years or more, reflecting our desire to
survey both “typical” older adults, for example, adults aged
65 or more years, as well as those who would soon be this age
and potentially at risk of social isolation, labeling this group
“aging adults.” We focused on five contiguous neighborhoods
in Northeast Denver and Northwest Aurora that are the focus
of TNH2H.Based on prior survey work (Main et al., 2012)
and 2010 U.S. Census data, we identified blocks within the
five neighborhoods that included higher proportions of adults
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Table 1. Participant Characteristics.
Gendera
Men
60 (37.5%)
Women
100 (62.5%)
Ageb
50-64
97 (61.4%)
65-74
34 (21.5%)
75+
27 (17.1%)
Hispanic
32 (19.9%)
Race/ethnicity (all that apply)
White/Caucasian
87 (54.0%)
Black/African American
63 (39.1%)
American Indian/Alaska Native
12 (7.5%)
Asian
3 (1.8%)
Median annual income (US$)c
20,000-24,999
Income meets needsa
Poorly
38 (23.8%)
Fairly well
78 (48.8%)
Very well
44 (27.5%)
Education
Less than high school
36 (26.7%)
Highschool graduate/some college or
72 (44.7%)
technical school
College degree or higher
53 (32.9%)
63 (39.9%)
Married/partnerd
Lives alonea
54 (33.8%)
Able to get transportation to places you want to go
Always or almost always
136 (84.5%)
Sometimes
16 (9.9%)
Not often
9 (5.6%)
Health
Poor/fair
52 (32.3%)
Good
52 (32.3%)
Very good/excellent
57 (35.4%)
a

n = 160.
n = 158.
n = 135.
d
n = 158.
b
c

50 years and older, randomly selected 21 blocks, and created
a list of all households in the blocks. The neighborhoods were
demographically diverse. Across the five neighborhoods, the
proportion of people over age 55 ranged from 9% to 28%, the
proportion of African Americans ranged from 8% to 50%,
people with a Latino background ranged from 9% to 62%,
and people living in poverty ranged from 4% to 40% (Piton
Foundation, n.d.; Supplementary Table 1).
Our sampling frame included 2,695 households within
randomly sampled blocks. Of the 2,695 households, 198
were not visited by data collectors for the following reasons:
no soliciting signs (124), vacant (50), unsafe dog (22), and
generally unsafe (2). As a result, data collectors visited 2,497
households, made contact with someone at approximately
885 households, and identified approximately 360 aging
adults who were eligible to participate in the study. Of those,
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164 participants agreed to participate and completed surveys,
resulting in a response rate of 45.6% (164/360). Of the 164
surveys, 161 could be analyzed.
Using U.S. Census data, we determined that the study
sample was similar to the neighborhoods from which the
sample was drawn in race/ethnicity, except more people who
identified as American Indian/Alaska native were included
in our sample than expected. Income levels of the sample
also appeared similar to the neighborhood populations. See
Table 1 and Supplementary Table 1 for details.
Data collection. Pairs of trained data collectors, at least one of
whom was a bilingual Spanish speaker, approached the sampled households, determined study eligibility of household
members, recruited participants to the study as appropriate,
and conducted face-to-face household surveys in English or
Spanish. Most of the data collectors were residents of the
five target neighborhoods and varied in age. All participants
were offered a US$10 grocery store gift card for participating. Prior to data collection, the survey was tested for clarity
with four individuals aged 50 years or more from the target
neighborhoods and no significant changes were made as a
result. The surveys took 20 to 30 minutes to complete and
covered the following areas:
•• Social isolation/connectedness, defined as the size and
quality of social network, loneliness, and social
engagement/participation. Size and quality of social
network was measured using the six-item Lubben
Social Network Scale–Abbreviated (LSNS-6; Lubben
et al., 2006), that asks about the number of family
members and friends that the person has contact with,
can talk to about private matters, and can call on for
help. Item scores are summed and total scores range
from 0 to 30. A score of less than 12 out of 30 suggests
that a person is socially isolated. Scale data from older
adults show good internal consistency (α = .84) and
discriminant validity (Lubben et al., 2006). Scores for
family and for friends subdomains range from 0 to 15,
and scores less than 6 suggest social isolation (Lubben
et al., 2006). Loneliness was measured with a threeitem scale that was adapted from the Revised
University of California, Los Angeles (UCLA)
Loneliness Scale addressing how often a person feels
left out, feels isolated, and lacks companionship
(Hughes et al., 2004). Response options include
“hardly ever or never.” “sometimes,” or “often.” The
total score is the sum of the three items and ranges
from 3 to 9 with higher values indicating greater loneliness. Scale data from older adults show good internal
consistency (α = .72) and convergent validity (Hughes
et al., 2004). Individuals with a score of 7 or more
were considered to have high loneliness. Satisfaction
with frequency of social activities was measured with
the question, “Regarding your present social activities,
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do you feel that you are doing . . . too much, about
enough, or would like to be doing more?” from the
second Longitudinal Study of Aging (National Center
for Health Statistics, 2002).
•• Factors that relate to social isolation include age,
extent that income meets needs, living alone or with
others, access to transportation, self-reported health
status, and information access. Access to transportation was assessed with the question, “Are you able to
get transportation to places you want to go?” Response
options included always or almost always, sometimes
or not often. Frequency of accessing information was
assessed by asking participants, “How often do you . .
. read a newspaper, listen to the radio, watch television, go on the Internet, and communicate via email.”
Response options for newspaper, radio, and television
were 1 = every day, 2 = a couple of times a week, 3 =
weekly, 4 = less often than once a week, 5 = never.
Questions regarding Internet and email included the
same response options, with the addition of 6 = don’t
use a computer.
•• Demographic information collected included gender,
race/ethnicity, income, education, and marital status.
Data analysis. TNH2H granted access to the data to support this publication. Data were analyzed using descriptive
statistics.

Results
Almost one quarter (23.6%) of the sample was socially isolated in terms of size of their close social network (LSNS-6).
A greater proportion of participants scored as isolated on the
Friends subscale (32.5%) than on the Family subscale (18%).
Participants indicated low levels of loneliness, with a mean
score of 4.3 out of a possible 3-9 points; 12.5% of participants had scores of 7 or more. Approximately 17.4% of the
sample reported often lacking companionship, 6.2% reported
often feeling left out, and 9.3% reported often feeling isolated. Close to one half (42.9%) of participants would like to
do more social activities. See Table 2 for details.
To examine presence of factors that may be associated
with social isolation, we compared socially isolated and
nonisolated participants on the basis of the two LSNS-6
subscales (isolation from family and isolation from friends).
A subscale score of less than 6 indicated social isolation
(see Table 3). On both subscales, greater proportions of
socially isolated participants reported that their income met
their needs poorly, reported poor health, and reported less
frequent access of newspapers, Internet, and email compared with nonisolated participants. When combining
newspaper, radio, and Internet use together, fewer socially
isolated participants on the family or friends subscales
reported using one or more of these information sources at
least a couple of times a week.
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Greater proportions of participants isolated from family
live alone compared with nonisolated participants. Participants
who were isolated from family reported similar availability of
transportation compared with nonisolated participants.
Conversely, participants who were isolated from friends
reported less availability of transportation compared with nonisolated participants. Participants who were isolated and not
isolated from family reported similar levels of satisfaction
with social activity, whereas a greater proportion of participants who were isolated from friends would like to do more
social activities.
Looking across age groups (see Table 4), participants
age 50 to 64 years reported the highest levels of social isolation according to size of total close social network (LSNS6), size of close friend network, loneliness, and desire for
more social activities. Across these dimensions, adults age
65 to 74 and 75 and more years reported similar, lower levels of isolation, with the exception of the Loneliness scale
item “lack companionship.” On this item, the older and
younger age groups had similarly high proportions who
often lacked companionship, while the group aged 65 to 74
years did not often lack companionship. Adults age 75
years and older reported greatest isolation according to size
of family network.
Finally, of the 68 participants who would like to do more
social activities, 36.8% (25) reported their income meets
their needs “poorly,” whereas 15.1% (13) of the 86 participants who were satisfied with their level of social activities
reported their income meets their needs “poorly.”

Discussion
The current study demonstrated that social isolation is an
important aspect of aging in a socioeconomically, racially,
and ethnically diverse community. While most participants
did not experience social isolation, significant proportions of
participants reported isolation on a range of indicators.
Participants reported similar size of close social network
(LSNS-6) as in previous population-based studies of
Canadian and European older adults (Kobayashi, CloutierFisher, & Roth, 2009; Lubben et al., 2006) and slightly
higher levels of loneliness compared with population-based
studies of American older adults (Cacioppo et al., 2006).
Current study participants reported greater dissatisfaction
with the amount of their social activities, compared with
population-based studies of older adults in the United States
(Hong, Hasche, & Bowland, 2009). Comparison of the current study with previous studies of local populations is more
difficult, primarily because social isolation was measured in
different ways. Some studies used various versions of the
UCLA Loneliness Scale (Bondevik & Skogstad, 2000; Long
& Martin, 2000; Margrett et al., 2011) or the de JongGierveld Loneliness Scale (Buchman et al., 2010) and
reported mean loneliness scores, which can be difficult to
interpret and compare.
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Table 2. Levels of Social Connectedness of Participants in Current and Previous Studies.
Indicator

M/frequency

Social network (LSNS)
M (SD)
15.8 (SD = 6.1)
Score <12 (n, %)
38 (23.6%)
Family score <6 (n, %)
29 (18.0%)
Friends score <6 (n, %)
52 (32.5%)
Satisfaction with level of social activitiesd (n, %)
Would like to do more
69 (42.9%)
Too much
4 (2.5%)
About enough
86 (53.4%)
Don’t know/not sure
2 (1.2%)
Lonelinessd
Score ≥7 (n, %)
20 (12.5%)
Mean score (SD)
4.3 (SD = 1.6)
Loneliness scale items (n, %)
Lacks companionshipd
   Hardly ever or never
92 (57.1%)
   Some of the time
40 (24.8%)
  Often
28 (17.4%)
Feels left out
   Hardly ever or never
123 (76.4%)
   Some of the time
28 (17.4%)
  Often
10 (6.2%)
Feels isolated
   Hardly ever or never
114 (70.8%)
   Some of the time
32 (19.9%)
  Often
15 (9.3%)

95% CIa

Previous studies

[14.9, 16.7]
[17.0, 30.2%]

16.1-17.9 (SD = 5.3-5.5)b
20.5%c

[35.3, 50.6%]
[0.1, 4.9%]
[45.7, 61.1%]

20.80%
2.30%
68.8%e

[4.1, 4.5]

3.89 (1.3)f

Note. LSNS = Lubben Social Network Scale.
a
CIs (confidence intervals) reported only when a comparison is available from a previous study.
b
Lubben et al. (2006), report of three different means and SDs.
c
Kobayashi, Cloutier-Fisher, and Roth (2009).
d
n = 160.
e
Hong, Hasche, and Bowland (2009).
f
Cacioppo, Hughes, Waite, Hawkley, and Thisted (2006).

The current study found that the most frequently reported
indicator of social isolation was dissatisfaction with level of
social activities, corresponding to a Canadian study of older
primary care patients (Hand et al., 2014). These findings
highlight the importance of measuring occupational aspects
of social isolation and the potential to address this issue
through occupational therapy approaches. The study findings suggest that a significant proportion of older adults
desire more social activities, regardless of the size of their
close family and friend social networks, and that having a
small friend network may be related to desire for more social
activities. Living with low income may be a primary barrier
to engaging in social activities in this sample, considering
the relatively low median income (US$20,000-US$24,999
per year) reported by study participants and the relatively
high proportion of participants who want to do more social
activities, who also reported an income that meets their needs
“poorly.” The study findings suggest that collaborations
between public health and occupational therapy to address

social isolation can target participation in affordable social
activities at a community level and social network building,
in contrast to common interventions that address mental
health or social cognitive deficiencies (Masi, Chen, Hawkley,
& Cacioppo, 2011).
Of factors related to social isolation, the current study
found that older participants were less isolated than younger
participants on a number of dimensions of social isolation,
contrasting with previous research (Elder & Retrum, 2012;
Nicholson, 2009) and highlighting the value of local studies.
In the current study, the sole aspect of social isolation that
deteriorated with age was size of close family network. These
findings may indicate loss of meaningful close relationships
due to health decline or death, while at the same time highlighting the resilience of the oldest aged adults in this context,
who continued to be satisfied with their activity level and
were unlikely to report loneliness. Participants may also have
long histories in these well-established neighborhoods, which
could be explored in relation to friend networks. Most studies
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Table 3. Key Participant Characteristics by Presence of Isolation From Family and Friends.
Isolated from family
Income meets needs
Poorly
Very well/fairly well
Lives alone
Lives with others
Transportation available
Sometimes/not often
Always/almost always
Poor/fair health
Good/very good/excellent
health
Social activity level
Would like to do more
Does too much
Does about enough
Reads newspaper
Weekly or more
Less than weekly
Listens to the radio
Weekly or more
Less than weekly
Watches television
Weekly or more
Less than weekly
Uses internet
Weekly or more
Less than weekly
Uses email
Weekly or more
Less than weekly
Access newspaper, radio, and/
or Internet ≥ twice a week

Not isolated from family

Isolated from friends

Not isolated from friends

14/29 (48.3%)
15/29 (51.7%)
14/29 (48.3%)
15/29 (51.7%)

24/131 (18.3%)
107/131 (81.7%)
40/131 (30.5%)
91/131 (69.5%)

23/51 (45.1%)
28/51 (54.9%)
15/51 (29.4%)
36/51 (70.6%)

15/108 (13.9%)
93/108 (86.1%)
38/159 (35.2%)
70/108 (64.8%)

4/29 (17.2%)
24/29 (82.8%)
13/29 (44.8%)
16/29 (55.2%)

20/132 (15.2%)
112/132 (82.8%)
39/132 (29.5%)
93/132 (70.5%)

15/52 (28.8%)
37/52 (71.2%)
26/52 (50.0%)
26/52 (50.0%)

10/108 (9.3%)
98/108 (90.7%)
25/108 (23.1%)
83/108 (76.9%)

14/28 (50.0%)
0 (0%)
14/28 (50.0%)

55/131 (42.0%)
4/131 (3.1%)
72/131 (55.0%)

30/51 (58.8%)
1/51 (2.0%)
20/51 (39.2%)

38/107 (35.5%)
3/107 (2.8%)
66/107 (61.7%)

13/29 (44.8%)
16/29 (55.2%)

82/132 (62.1%)
50/132 (37.9%)

26/52 (50.0%)
26/52 (50.0%)

68/108 (63.0%)
40/108 (37.0%)

23/29 (79.3%)
6/29 (20.7%)

106/132 (80.3%)
26/132 (19.7%)

37/52 (71.2%)
15/52 (28.8%)

91/108 (84.3%)
17/108 (15.7%)

26/29 (89.7%)
3/29 (10.3%)

125/132 (82.8%)
7/132 (5.3%)

48/52 (92.3%)
4/52 (7.7%)

102/108 (94.4%)
6/108 (5.6%)

9/29 (31.0%)
20/29 (69.0%)

72/132 (54.5%)
60/132 (45.5%)

17/52 (32.7%)
35/52 (67.3%)

64/108 (59.3%)
44/108 (40.7%)

10/29 (34.5%)
19/29 (65.5%)
24/29 (82.8%)

65/132 (49.2%)
67/132 (50.8%)
119/132 (90.2%)

15/52 (28.8%)
37/52 (71.2%)
42/52 (80.8%)

60/108 (55.6%)
48/160 (44.4%)
100/108 (92.6%)

Note. Isolated defined by LSNS-6 for family or friends subscale. LSNS = Lubben Social Network Scale.

of social isolation in older age examine adults age 65 years
and older, missing an important younger demographic; the
current study therefore contributes to this emerging knowledge base.
Similar to previous studies (e.g., Nicholson, 2012),
income, health, and availability of transportation were identified as potential contributors to social isolation. A novel
finding in the current study, however, is that transportation
does not appear to be associated with size of a persons’ close
family network, and that participants with a small friend network appear more likely to lack consistent availability of
transportation. It could be that aging adults in urban neighborhoods can maintain a close family network via in-person
as well as phone or internet contact, whereas transportation
is a necessity to developing and maintaining a close network
of friends. Given the cross-sectional nature of this study, the
converse could hold as well; having a network of close
friends may facilitate access to transportation. In addition,

while previous research has identified living alone as a risk
for social isolation generally (Elder & Retrum, 2012;
Nicholson, 2009), the current study adds nuance to this relationship by suggesting that living alone may be related to
isolation from family, but not isolation from friends.
Socially isolated participants accessed most types of
information sources less frequently than nonisolated participants, suggesting that lack of information about a range of
topics could relate to social isolation. While previous
research has found that a majority of home-bound lowincome older adults never use the Internet (Choi & DiNitto,
2013), the current study identified that isolated aging adults
also access radio and newspapers less often than nonisolated
aging adults. The pattern of information source use found in
the current study suggests that to reach and provide information to socially isolated aging adults, alternatives to typical
media may be needed, such as face-to-face contact by key
community members such as health care professionals,

195

Hand et al.
Table 4. Social Isolation by Age.

Social network (LSNS)
Mean score (SD)a
Score <12 (n, %,)a
Family score <6 (n, %)
Friends score <6 (n, %)a
Satisfaction with level of social activities (n,%)b
Would like to do more
Too much
About enough
Lonelinessa mean score (SD)
Score ≥7 (n, %)
Loneliness scale items (n, %)
Lacks companionshipa
Hardly ever or never
Some of the time
Often
Feels left out
Hardly ever or never
Some of the time
Often
Feels isolated
Hardly ever or never
Some of the time
Often

Age 50-64 years
n = 97

Age 65-74 years
n = 34

Age 75+ years
n = 27

15.1 (SD = 5.9)
26 (26.8%)
16 (16.5%)
36 (37.1%)

17.5 (SD = 6.2)
6 (17.6%)
5 (14.7%)
9 (26.5%)

16.7 (SD = 6.3)
5 (19.2%)
7 (25.9%)
6 (23.1%)

49 (51.0%)
3 (3.1%)
44 (45.8%)
4.5 (SD = 1.8)
17 (17.5%)

12 (35.3%)
1 (2.9%)
21 (61.8%)
3.9 (SD = 1.3)
2 (5.8%)

8 (29.6%)
0 (0%)
19 (70.4%)
4.0 (SD = 1.5)
1 (3.8%)

52 (53.6%)
26 (26.8%)
19 (19.6%)

22 (64.7%)
9 (26.5%)
3 (8.8%)

17 (65.4%)
4 (15.4%)
5 (19.2%)

70 (72.2%)
18 (18.6%)
9 (9.3%)

26 (76.5%)
8 (23.5%)
0 (0%)

24 (88.9%)
2 (7.4%)
1 (3.7%)

62 (63.9%)
23 (23.7%)
12 (12.4%)

29 (85.3%)
3 (8.8%)
2 (5.9%)

21 (77.8%)
5 (18.5%)
1 (3.7%)

Note. LSNS = Lubben Social Network Scale.
a
Age 75+ n = 26.
b
Age 50-64 n = 96.

social services providers, community leaders, or neighbors.
Efforts to reach potentially isolated aging adults may also
require multiple strategies, such as a combination of print
media, electronic communications, and personal contact.
This study informed further action by TNH2H; the Social
Connectedness subcommittee subsequently received funding
to explore the experiences of and solutions to social isolation
in the five study communities through a series of home-based
focus groups and community meetings. Information gained
from the current study and the focus groups and meetings
also informed development of working groups to address
specific issues in the community. One working group focused
on connecting seniors to information that can help to reduce
social isolation, including information about community
resources, events, and activities.

Limitations
This study could be biased by the sample we recruited, given
that many households did not respond to door knocking and
many eligible individuals declined to participate. The strength
of the recruitment methods, however, lies in our communitybased approach, seeking out a cross-section of the community

population, and avoiding venue-based or convenience sampling that could introduce additional biases. In addition, the
small sample and participants nested in neighborhoods limited our ability to perform complex analyses.

Implications and Next Steps
The study findings suggest an opportunity for occupational
therapists to contribute to aging adults’ wellness at the community level. Given the desire of study participants to do
more social activities, occupational therapists can collaborate with public health professionals and policy makers to
develop local strategies and public policy to promote social
engagement and connectedness in aging adults. Efforts could
include increased opportunities for local social activities,
improved communications about community and social
events, building senior-friendly community networks, or
advocating for community and recreational facilities to be
more accessible to seniors, including creating low cost
options. Occupational therapists can also apply their skills in
adapting occupations to develop activities, events, and programming that meet the needs of people with varying physical, cognitive, and sensory abilities. Individual occupational
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therapy services can work in concert with more populationbased approaches to collaborate with clients to identify
transportation options, address health-related barriers to
occupational engagement, and build strong social networks.
Adults age 50 to 64 seem particularly at risk of social isolation, and occupational therapists can include a specific focus
on this age group in efforts to address social isolation in populations. Occupational therapists offering other programs
and services for this age group, such as after injury or illness,
can also be alert to possibility of social isolation and work to
prevent and address it.
Future research could build on the findings of this study,
such as exploring the factors that shape social isolation and
social engagement in neighborhoods, including the ways in
which occupational engagement intersects with and affects
social isolation. More information is needed, for example,
about the role that access to media sources plays in awareness
of opportunities for social engagement. Understanding how
aging adults connect with others in their neighborhoods, such
as through casual interactions or community-based organizations, could help inform strategies to promote connections.
Exploring neighborhood-based supports and barriers to social
participation and examining effects of supports such as free
public transit (Coronini-Cronberg, Millett, Laverty, & Webb,
2012) can also generate much-needed knowledge.

Conclusion
Understanding experiences of social isolation in local populations is critical to providing services to and promoting social
connectedness, belonging, and engagement in aging adults.
The present study suggests that aging adults living in socioeconomically diverse urban neighborhoods experience social
isolation in terms of small social networks, particularly friends,
and desire more social engagement. Factors that may relate to
isolation in this context are age, income, health, and accessing
newspapers and the Internet. Access to transportation may
relate to isolation from friends, but not family, and living alone
may relate to isolation from family, but not friends. These
findings indicate a need to enhance occupational engagement
among similar groups and communities as a means to prevent
and decrease social isolation. Occupational therapists can
advocate for policy and implement practices that promote
occupational participation and social engagement (Braveman,
2016) in ways that attend to the local context. They can work
with community members and public health professionals to
develop occupation-focused policy and strategies to improve
social connectedness in aging adults. Further exploration of
facilitators and barriers to social connectedness and engagement at the neighborhood level is needed.
Authors’ Note
Ethical approval for the study was granted by the Colorado Multiple
Institutional Review Board at the University of Colorado Denver
(COMIRB #06-0264, D Main PI).

OTJR: Occupation, Participation and Health 37(4)
Acknowledgments
We would like to thank the members of Taking Neighborhood
Health to Heart who were involved in conducting this study, the
aging adults who participated in the study, and the study funder, the
Colorado Clinical and Translational Sciences Institute.

Declaration of Conflicting Interests
The author(s) declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

Funding
The author(s) disclosed receipt of the following financial support
for the research, authorship, and/or publication of this article: This
study was supported by NIH/NCATS CTSA Grant Number UL1
TR001082. Contents are the authors’ sole responsibility and do not
necessarily represent official NIH views.

Supplementary Material
Supplementary material is available for this article online.

References
Blaschke, C. M., Freddolino, P. P., & Mullen, E. E. (2009). Ageing
and technology: A review of the research literature. British
Journal of Social Work, 39, 641-656.
Bondevik, M., & Skogstad, A. (2000). Loneliness, religiousness,
and purpose in life in the oldest old. Journal of Religious
Gerontology, 11, 5-21. doi:10.1300/J078v11n01_03
Braveman, B. (2016). Health Policy Perspectives—Population
health and occupational therapy. American Journal of
Occupational Therapy, 70, 1-6. doi:10.5014/ajot.2016.701002
Brittain, K., Kingston, A., Davies, K., Collerton, J., Robinson,
L. A., Kirkwood, T. B. L., & Jagger, C. (2017). An investigation into the patterns of loneliness and loss in the oldest
old—Newcastle 85+ Study. Ageing & Society, 37, 39-62.
doi:10.1017/S0144686X15001142
Buchman, A. S., Boyle, P. A., Wilson, R. S., James, B. D., Leurgans,
S. E., Arnold, S. E., & Bennett, D. A. (2010). Loneliness and
the rate of motor decline in old age: The rush memory and aging
project, a community-based cohort study. BMC Geriatrics, 10,
Article 77. doi:10.1186/1471-2318-10-77
Cacioppo, J. T., Hughes, M. E., Waite, L. J., Hawkley, L. C., &
Thisted, R. A. (2006). Loneliness as a specific risk factor for
depressive symptoms: Cross-sectional and longitudinal analyses. Psychology and Aging, 21, 140-151. doi:10.1037/08827974.21.1.140
Choi, N. G., & DiNitto, D. M. (2013). The digital divide among lowincome homebound older adults: Internet use patterns, ehealth
literacy, and attitudes toward computer/internet use. Journal of
Medical Internet Research, 15(5), e93. doi:10.2196/jmir.2645
Coronini-Cronberg, S., Millett, C., Laverty, A. A., & Webb, E.
(2012). The impact of a free older persons’ bus pass on active
travel and regular walking in England. American Journal of
Public Health, 102, 2141-2148. doi:10.2105/ajph.2012.300946
Courtin, E., & Knapp, M. (2017). Social isolation, loneliness and
health in old age: A scoping review. Health and Social Care in
the Community, 25, 799-812. doi:10.1111/hsc.12311

Hand et al.
Dickens, A. P., Richards, S. H., Greaves, C. J., & Campbell, J. L.
(2011). Interventions targeting social isolation in older people:
A systematic review. BMC Public Health, 11(1), Article 647.
doi:10.1186/1471-2458-11-647
Elder, K., & Retrum, J. (2012). Framework for isolation in adults
over 50. Washington, DC: AARP Foundation. Retrieved from
http://www.aarp.org/content/dam/aarp/aarp_foundation/2012_
PDFs/AARP-Foundation-Isolation-Framework-Report.pdf
Hand, C., Law, M., Hanna, S., Elliott, S., & McColl, M.A. (2012).
Neighbourhood influences on participation in activities among
older adults with chronic health conditions. Health & Place,
18, 869-876. doi:10.1016/j.healthplace.2012.03.004
Hand, C., McColl, M. A., Birtwhistle, R., Kotecha, J., Batchelor,
D., & Hall Barber, K. (2014). Social isolation in older adults
who are frequent users of primary care services. Canadian
Family Physician, 60, e322-e329.
Hawkley, L. C. (2015). Loneliness and social embeddedness in old
age. Encyclopedia of Geropsychology, 1-8. doi:10.1007/978981-287-080-3_70-1
Hawkley, L. C., Thisted, R. A., Masi, C. M., & Cacioppo, J. T.
(2010). Loneliness predicts increased blood pressure: Fiveyear cross-lagged analyses in middle-aged and older adults.
Psychology and Aging, 25, 132-141. doi:10.1037/a0017805
Holt-Lunstad, J., Smith, T. B., & Layton, J. B. (2010). Social relationships and mortality risk: A meta-analytic review. PLoS
Medicine, 7(7), e1000316. doi:10.1371/journal.pmed.1000316
Hong, S. I., Hasche, L., & Bowland, S. (2009). Structural relationships between social activities and longitudinal trajectories
of depression among older adults. Gerontologist, 49, 1-11.
doi:10.1093/geront/gnp006
Hughes, M. E., Waite, L. J., Hawkley, L. C., & Cacioppo, J. T.
(2004). A short scale for measuring loneliness in large surveys: Results from two population-based studies. Research on
Aging, 26, 655-672. doi:10.1177/0164027504268574
Iliffe, S., Kharicha, K., Harari, D., Swift, C., Gillmann, G., & Stuck,
A. E. (2007). Health risk appraisal in older people 2: The implications for clinicians and commissioners of social isolation risk
in older people. The British Journal of General Practice, 57,
277-282.
Israel, B. A., Eng, E., Schulz, A. J., & Parker, E. A. (Eds.). (2005).
Methods in community-based participatory research for
health. San Francisco, CA: Jossey-Bass.
Klinenberg, E. (2016). Social isolation, loneliness, and living alone:
Identifying the risks for public health. American Journal of
Public Health, 106, 786-787. doi:10.2105/AJPH.2016.303166
Kobayashi, K. M., Cloutier-Fisher, D., & Roth, M. (2009).
Making meaningful connections: A profile of social isolation
and health among older adults in small town and small city,
British Columbia. Journal of Aging and Health, 21, 374-397.
doi:10.1177/0898264308329022
Lee, H. Y., Jang, S.-N., Lee, S., Cho, S.-I., & Park, E.-O. (2008).
The relationship between social participation and self-rated
health by sex and age: A cross-sectional survey. International
Journal of Nursing Studies, 45, 1042-1054. doi:10.1016/j.
ijnurstu.2007.05.007
Litwin, H., & Shiovitz-Ezra, S. (2011). Social network type and
subjective well-being in a national sample of older Americans.
Gerontologist, 51, 379-388. doi:10.1093/geront/gnq094
Long, M. V., & Martin, P. (2000). Personality, relationship closeness, and loneliness of oldest old adults and their children.

197
Journal of Gerontology: Psychological Sciences, B, 55,
P311-P319. doi:10.1093/geronb/55.5.P311
Lubben, J., Blozik, E., Gillmann, G., Iliffe, S., Von Kruse, W. R.,
Beck, J. C., & Stuck, A. E. (2006). Performance of an abbreviated version of the Lubben Social Network Scale among
three European community-dwelling older adult populations.
Gerontologist, 46, 503-513. doi:10.1093/geront/46.4.503
Luo, Y., Hawkley, L. C., Waite, L. J., & Cacioppo, J. T. (2012).
Loneliness, health, and mortality in old age: A national longitudinal study. Social Science & Medicine, 74, 907-914.
doi:10.1016/j.socscimed.2011.11.028
Main, D.S., Ware, G., Iwasaki, P.G., Burry, M., Steiner, E., Fedde,
K., . . . Haverhals, L.M. (2012). Taking Neighborhood Health
to Heart (TNH2H): Building a community-based participatory data system. Prevention and Chronic Disease, 9, 110058.
doi:10.5888/pcd9.110058
Margrett, J. A., Daugherty, K., Martin, P., MacDonald, M., Davey,
A., Woodard, J. L., . . .Poon, L. W. (2011). Affect and loneliness among centenarians and the oldest old: The role of
individual and social resources. Aging & Mental Health, 15,
385-396. doi:10.1080/13607863.2010.519327
Masi, C. M., Chen, H. Y., Hawkley, L. C., & Cacioppo, J. T.
(2011). A meta-analysis of interventions to reduce loneliness. Personality and Social Psychology Review, 15, 219-266.
doi:10.1177/1088868310377394
McLaughlin, D., Vagenas, D., Pachana, N. A., Begum, N., &
Dobson, A. (2010). Gender differences in social network
size and satisfaction in adults in their 70s. Journal of Health
Psychology, 15, 671-679. doi:10.1177/1359105310368177
Mendes de Leon, C.F., Glass, T.A., & Berkman, L.F. (2003).
Social engagement and disability in a community population
of older adults: The New Haven EPESE. American Journal of
Epidemiology, 157(7), 633-642. doi:10.1093/aje/kwg028
Mistry, R., Rosansky, J., McGuire, J., McDermott, C., Jarvik, L.,
& UPBEAT Collaborative Group. (2001). Social isolation predicts re-hospitalization in a group of older American veterans
enrolled in the UPBEAT Program. International Journal of
Geriatric Psychiatry, 16, 950-959. doi:10.1002/gps.447
Moll, S. E., Gewurtz, R. E., Krupa, T. M., & Law, M. C. (2013).
Promoting an occupational perspective in public health:
Promouvoir une perspective occupationnelle dans le domaine
de la santé publique. Canadian Journal of Occupational
Therapy, 80, 111-119. doi:10.1177/0008417413482271
National Center for Health Statistics. (2002). The LSOA II Wave
2 Survivor Questionnaire. Atlanta, GA: Centers for Disease
Control and Prevention. Retrieved from www.cdc.gov/nchs/
lsoa/w2sf.htm
Nicholson, N. R., Jr. (2009). Social isolation in older adults: An
evolutionary concept analysis. Journal of Advanced Nursing,
65, 1342-1352. doi:10.1111/j.1365-2648.2008.04959.x
Nicholson, N. R. (2012). A review of social isolation: An important but underassessed condition in older adults. The Journal of
Primary Prevention, 33, 137-152.
Pantell, M., Rehkopf, D., Jutte, D., Syme, S. L., Balmes, J., & Adler,
N. (2013). Social isolation: A predictor of mortality comparable
to traditional clinical risk factors. American Journal of Public
Health, 103, 2056-2062. doi:10.2105/AJPH.2013.301261
Peplau, L. A., & Perlman, D. (Eds.). (1982). Loneliness: A sourcebook of current theory, research and therapy. New York, NY:
John Wiley.

198
Pew Research Center. (2015). Americans’ internet access: 20002015. Retrieved from http://www.pewinternet.org/2015/06/26/
americans-internet-access-2000-2015/
Piton Foundation (n.d.). Community Facts [online maps and database]. Retrieved from www.piton.org/piton-foundation
Sabir, M., Wethington, E., Breckman, R., Meador, R., Reid, M.
C., & Pillemer, K. (2009). A community-based participatory
critique of social isolation intervention research for community- dwelling older adults. Journal of Applied Gerontology,
28, 218-234. doi:10.1177/0733464808326004
Scaffa, M. E., Van Slyke, N., & Brownson, C. A. (2008).
Occupational therapy services in the promotion of health
and the prevention of disease and disability. American
Journal of Occupational Therapy, 62, 694-703. doi:10.5014/
ajot.62.6.694
Shankar, A., McMunn, A., Banks, J., & Steptoe, A. (2011).
Loneliness, social isolation, and behavioral and biological
health indicators in older adults. Health Psychology, 30, 377385. doi:10.1037/a0022826
Stav, W. B., Hallenen, T., Lane, J., & Arbesman, M. (2012).
Systematic review of occupational engagement and health
outcomes among community-dwelling older adults. American
Journal of Occupational Therapy, 66(3), 301-310. doi:10.5014/
ajot.2012.003707

OTJR: Occupation, Participation and Health 37(4)
Theeke, L. A. (2009). Predictors of loneliness in U.S. adults over
age sixty-five. Archives of Psychiatric Nursing, 23, 387-396.
doi:10.1016/j.apnu.2008.11.002
Tomaka, J., Thompson, S., & Palacios, R. (2006). The relation of
social isolation, loneliness, and social support to disease outcomes among the elderly. Journal of Aging and Health, 18,
359-384. doi:10.1177/0898264305280993
Tucker, P., Vanderloo, L. M., Irwin, J. D., Mandich, A. M., &
Bossers, A. (2014). Exploring the nexus between health promotion and occupational therapy: Synergies and similarities.
Canadian Journal of Occupational Therapy, 81, 183-193.
doi:10.1177/0008417414533300
U.S. Census Bureau. (n.d.). American Community Survey,
2013 estimates. Retrieved from https://factfinder.cens us .gov/fa c e s /ta ble s e rvic e s /js f/pa ge s /product vi ew.
xhtml?pid=ACS_13_5YR_DP05&prodType=table
U.S. Department of Health and Human Services. (2017). Healthy
People 2020 Topics and Objectives. Retrieved from https://
www.healthypeople.gov/2020/topics-objectives
Wenger, G. C., & Burholt, V. (2004). Changes in levels of social
isolation and loneliness among older people in a rural area:
A twenty–year longitudinal study. Canadian Journal on
Aging[la revue canadienne du vieillissement], 23(2), 115-127.
doi:10.1353/cja.2004.0028

