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Foreword
From loneliness to social connection –   
charting a path to healthier societies

 
The facts are undeniable: loneliness and social isolation are major public health challenges, and 
they must be addressed now. The report of the World Health Organization (WHO) Commission on 
Social Connection makes one thing clear: social connection is essential for the health, strength and 
resilience of individuals and societies. The data in this report demonstrate the urgent need for action. 
The consequences of social disconnection are severe – and the solutions are within our reach.

This is a critical moment, and we cannot afford to wait. Social disconnection affects people of all 
ages and all backgrounds in every region. From mental health issues such as depression and anxiety 
to physical conditions such as heart disease and stroke to early death, the impact of loneliness is 
profound. Yet, it is often overlooked, despite being just as damaging as other well known public 
health risks.

We’re proud to present this landmark report. It draws on decades  
of research, expertise and collaboration by leaders and people with lived experience around 
the world, who all recognize that social connection is a key to a healthy, prosperous future. This 
report emphasizes a fundamental truth: our ability to thrive, both as individuals and as nations, 
depends on our ability to connect with others. When we build relationships and nurture trust, we 
build stronger, more resilient societies.

Make no mistake – connection is not just a nice idea. It is fundamental. It strengthens 
communities, fosters cooperation and creates opportunities. Without connection, we will not 
succeed in solving the problems facing us today – whether they are public health, economic 
growth or social stability.
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Alongside rigorous data and public health recommendations, we are also motivated by something 
profoundly simple: the knowledge that a smile, a kind word or a meaningful conversation can 
make life better. These small acts of connection are powerful tools – not just for individuals but for 
improving our societies.

This is a moment of real opportunity. Tackling loneliness and isolation requires bold action. It calls for 
leadership in all sectors – government, business, community and the private sector. The potential for 
change is enormous. By focusing on connection, we can create communities in which everyone has a 
sense of belonging and purpose, relationships are valued and people live with dignity.

It will take determination, investment and hard work, but the results will be worth it. We are at a 
crossroads. The time for complacency has passed. Now is the time to take action: now is the time to 
make connection a priority.

Together, we will succeed.  
WHO Commission on Social Connection (1)

Co-chairs of the Commission:

Commissioners:

Dr Karen DeSalvo

Ms Haben Girma

Dr Cleopa Mailu

Mr Ralph Regenvanu

Mr Amine Tehraoui

Ms Chido Mpemba

Mr Jakob Forssmed

Ms Hina Jilani

Ms Junko Mihara

Dr Ximena Aguilera

Dr Vivek Murthy
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Preface
In the timeless words of the WHO Constitution, health is not merely the absence of disease, but a 
state of complete physical, mental, and social well-being. And yet the social dimension of health is 
often overlooked.

This report from the WHO Commission on Social Connection brings long-overdue attention to a 
critical but under-recognized public health challenge: social disconnection. While social isolation 
and loneliness are often thought of as individual struggles, this new report shows their impacts 
extend to communities and societies. Social disconnection presents a serious threat to global 
health, contributing to increased risks of disease, early death, and poorer mental health, along 
with significant social and economic costs. Rapid social, demographic, and technological changes 
are reshaping how we live, work, and relate to one another - in many cases exacerbating a growing 
crisis of social disconnection. Nearly one in six people around the world experiences loneliness.

This report serves as both a wake-up call and a roadmap for progress. It demonstrates how the 
harms of social disconnection can be prevented, and provides evidence-based, practical ways 
to address the problem. By addressing policy and research gaps, offering targeted interventions, 
strengthening community infrastructure, improving measurement, and fostering collaboration 
across networks and coalitions, it provides a roadmap for countries and communities to take action.

In recognition of the scale and urgency of this issue, the World Health Assembly adopted the first 
resolution on social connection in May 2025—affirming that social connection is vital to public 
health and committing to coordinated action.

WHO welcomes this landmark report and commends the commissioners for their leadership. Their 
work speaks to the truth that human connection is a necessity, and must be embedded in how we 
plan cities, design services, leverage technology, and shape our social policies.

As we confront complex global challenges—including ageing populations, mental health disorders, 
rising inequalities and the social impacts of digital life—strengthening social connection must be 
part of the solution. By acting now, we can build societies where everyone can feel seen, supported, 
and meaningfully connected.

I urge leaders across all sectors to recognize social connection not only as a public health priority, 
but as a foundation for a healthier, more inclusive, and more resilient world.

Dr Tedros Adhanom Ghebreyesus 
Director-General 
World Health Organization
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Abbreviations

Glossary

AI artificial intelligence

CBT cognitive behavioural therapy

COVID-19 coronavirus disease 2019

CVD cardiovascular disease

ICT information and communication technology

LGBTIQ+ lesbian, gay, bisexual, transgender, intersex, queer (or sometimes questioning) and others

RCT randomized controlled trial

UCLA University of California at Los Angeles

UI uncertainty interval

WHO World Health Organization

Activities of  
daily living

A term used to describe the fundamental skills necessary to care for oneself independently, 
such as eating, bathing and mobility (1).

Blue infrastructure The natural or man-made bodies of water in a city that slow runoff by providing temporary 
storage, emit long-wave radiation to cool surfaces and absorb short-wave radiation and 
release it by evaporation (2). 

Cognitive behavioural 
therapy (CBT)

A psychotherapeutic treatment to help people to identify and change destructive or disturbing 
thought patterns that have a negative influence on their behaviour and emotions (3). 

Green infrastructure Human-made (or -influenced) infrastructure installed to ease environmental pressures 
such as flooding and extreme temperature fluctuations. Includes assets such as networks 
of public open spaces, urban tree canopies, wetlands (natural or constructed), biofiltration 
systems, green walls and green roofs (4). 

Health A state of complete physical, mental and social well-being and not merely the absence  
of disease or infirmity (5).
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Lived experience All aspects of what a person has undergone and learnt during their history and their 
perspectives and identity. It is distinct from professional or educational experience. Lived 
experience should be seen as a valuable asset, as it is a form of expertise that can improve 
societal systems, research, policies and programmes. In this document, the term “people 
with lived experience” reflects the expertise gained through experience of loneliness, social 
isolation or social connection (6).

Psychoeducation Systematic provision of relevant, broad, up-to-date information about an illness or condition, 
including its diagnosis and treatment (7).

Social capital The resources to which individuals and groups have access through their social networks (8).

Social cohesion Vertical and horizontal interactions among members of society characterized by attitudes 
and norms that include trust, a sense of belonging and willingness to participate and help 
and their behavioural manifestations (9).

Social determinants 
of health

Non-medical factors that affect health outcomes, including the conditions in which people 
are born, grow, work, live and age. Also include the broader forces and systems that shape 
everyday living conditions (10).

Social exclusion A complex, multi-dimensional process involving lack or denial of resources, rights, goods 
and services and inability to participate in the normal relationships and activities that are 
available to the majority of people in a society, in economic, social, cultural and political 
spheres (11).

Social health Adequate quantity and quality of relationships in a particular context to meet an individual’s 
need for meaningful human connection (12). 

Social inclusion The process of improving the terms on which individuals and groups take part in society, 
with an emphasis on enhancing opportunities and access to resources and rights among 
groups who are disadvantaged and at risk of poverty and social exclusion (13).

Social infrastructure The policies, services, resources and related public spaces to which people have access that 
enable them to participate fully in social, civic and economic life without barriers (14). 

Social negativity Behaviours directed at a recipient that are perceived as aversive or unwanted; not simply 
negative feelings about another person (15). 

Social network The patterns of social ties among a group of actors, which may consist of individuals, 
organizations, groups or other salient social units (8). 

Social participation A person’s involvement in activities that include interaction with others in the society  
or community (16). 

Social support The actual or perceived availability of resources (e.g. informational, tangible, emotional) 
from others; typically, one’s social network (17). 

Social trust An individual’s expectation of positive intent and benevolence from the actions of other 
people and groups (18).
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Executive summary 
Social health is a vital but often overlooked pillar of health: It is just as essential 
as physical and mental health. Social connection can reduce the risk of disease, 
lengthen life expectancy and strengthen the fabric of communities and society. 
Social connection enhances life, giving us meaning and a sense of belonging.

Health is, according to the WHO Constitution, “a state of complete physical, mental 
and social well-being and not merely the absence of disease or infirmity”. Social 
health is not an optional extra. It is integral to health. At its core is the power of social 
connection, an important and – until recently – neglected determinant of physical 
and mental health. 

Yet, today, social disconnection is widespread. Loneliness affects nearly one in  
six people globally (2014–2023) and causes about 871 000 deaths annually  
(2014–2019). This has probably been the case for years, but the coronavirus disease 
2019 (COVID-19) pandemic and growing concern about digital technology have 
brought more attention to the issue, including from governments.  

This report has three key messages. 1) Social disconnection is widespread, in all 
regions and all age groups. 2) Its consequences are severe and underrecognized, 
impacting mortality, physical and mental health, well-being, education, the economy 
and wider society. Its widespread occurrence and its severe consequences make it a 
serious global public health issue. 3) But, there is hope. Effective strategies to foster 
social connection exist and should be scaled up. 

The report of the WHO Commission on Social Connection was prepared by the 11 
Commissioners, supported by the WHO Secretariat, which in turn was guided by  
the WHO Technical Advisory Group on Social Connection. 

The first part of the report describes the problem. It defines social connection, social 
isolation and loneliness and summarizes current evidence on their scale, impacts 
and drivers. The second part addresses solutions. It presents the most effective 
strategies for strengthening social connection and mitigating social isolation and 
loneliness. The report concludes with five strategic areas for action – policy, research, 
interventions, measurement and data, and engagement.
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The problem
Key concepts

Clear definitions of social connection, social isolation and loneliness are achieving 
consensus. Social connection refers to how people relate to and interact with others. 
Social isolation, a form of social disconnection, is the objective state of having few 
roles, relationships and social interactions with others. Loneliness, another form 
of social disconnection, is a negative, subjective emotional state resulting from a 
discrepancy between one’s desired and actual experience of connection. How these 
concepts differ among cultures and along the life course is beginning to be explored.

Scale 

Between 2014 and 2023, an estimated 16% of people worldwide – one in six – 
experienced loneliness. It affects all ages and regions but is most common among 
adolescents and young adults (20.9% among 13–17-year-olds and 17.4% among 
18–29-year-olds) and decreases with age. It is also more common in low-income 
countries, where nearly one in four people (24%) report feeling lonely. The 
highest rates are found in the WHO African Region (24%), followed by the Eastern 
Mediterranean (21%), and the South-East Asia (18%) regions. The European Region 
has the lowest rate, at about 10%. Data on social isolation – which differs from 
loneliness – are more limited; however, estimates suggest that 25–34% of older 
people are socially isolated (1990–2022). About 72% of people of all ages say they 
feel fairly or very connected to others. Marginalized groups – such as people with 
disabilities, lesbian, gay, bisexual, transgender, intersex, queer (or sometimes 
questioning) and others  (LGBTIQ+) individuals and migrants – are more likely to 
experience loneliness and isolation than other groups. Previous data are too limited 
to determine whether the rates of social isolation and loneliness have risen or fallen. 

Drivers

Many factors, such as modernity, industrialization, technological change and 
secularization, are blamed for what is often assumed be an increase in social 
isolation and loneliness, but most remain unproven. What we do know is that certain 
factors increase the risk of individuals experiencing social disconnection. These 
include poor physical or mental health (especially depression), personality traits 
such as neuroticism, being without a partner or unmarried, living alone and features 
of the built environment such as poor access to public transport. The impact of 
digital technology is still unclear, but experts urge caution, particularly to protect the 
mental health and well-being of young people.

Impacts

Social connection is an underrecognized factor in individual and societal health 
and well-being. It mitigates many serious risks, improves outcomes and may extend 
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the lifespan. Social isolation and loneliness have serious impacts on mortality, 
physical health (e.g. cardiovascular disease and type 2 diabetes), mental health (e.g. 
depression and anxiety) and society (e.g. education, employment, economic growth, 
innovation). New estimates suggest that loneliness accounts for approximately  
871 000 deaths each year (2014–2019). The economic costs to employers, health 
care and individuals are significant and are only beginning to be estimated. 

Solutions
Advocacy, campaigns, networks and coalitions

Advocacy, public campaigns, networks and coalitions are increasingly used 
to promote social connection in society. While evidence of their effectiveness 
is still limited, these approaches can raise awareness, mobilize support, build 
constituencies, strengthen policy and shift public attitudes and behaviour. 
Networks and coalitions also help to coordinate activities and advocate for effective 
interventions. A recent global stakeholder mapping exercise identified nearly 200 
organizations that work specifically on social connection. It also found, however, that 
local, national and global networks are underdeveloped. Institutions should have 
clear strategies and incentives to foster collaboration and support the formation of 
political coalitions, especially beyond the health sector.

Policies

Policies have immense potential to improve social connection. A promising recent 
development is that eight Member States – all high-income countries – have adopted 
policies on this topic: Denmark, Germany, Japan, Finland, Netherlands (Kingdom 
of the), Sweden, the United Kingdom (England, Scotland and Wales) and the 
United States of America (USA). Most of the policies address loneliness. Common 
recommendations include promoting a whole-of-society approach, strengthening 
the evidence base, increasing public awareness to reduce stigma and fostering  
cross-sectoral collaboration. 

Community strategies

Communities are the heart of social connection: they are where people live, work, learn, 
play and age. Community strategies can create more chances for people to connect. One 
approach is to strengthen social infrastructure, such as libraries, parks, transport 
and social services, even when connection is not their primary aim. This includes 
designing public spaces to bring people together, ensuring fair access for all, investing in 
community programmes and involving communities in planning and decisions. Related 
strategies include improving the built environment, supporting community groups and 
linking people to non-clinical community services to improve their health and well-being. 
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Individual and relationship strategies

Evidence of the effectiveness of interventions for social isolation and loneliness is 
increasing rapidly, with most interventions addressing individual and relationship 
strategies. Psychological approaches show the most promise. What works differs 
by population, and more research should be conducted on specific groups. Digital 
technology, including artificial intelligence (AI) and virtual reality, may help, but its 
effectiveness and risks require further study. 

Key research gaps in finding solutions include lack of rigorous evaluation of policies, 
limited high-quality studies on community interventions, particularly in low- and 
middle-income countries, and insufficient evidence on approaches to promote social 
connection at individual and relationship levels. 

The way forward – five strategic areas
The WHO Commission on Social Connection proposed three priority actions  
in each of five areas – policy, research, interventions, measurement and data,  
and engagement: 

• Policy: support national policy development, strengthen policy leadership  
and facilitate knowledge exchange among countries as well as across sectors. 

• Research: build research capacity, set and fund research priorities and launch  
a Grand Challenges initiative to answer critical scientific questions. 

• Interventions: develop guidance, create an “intervention accelerator” to develop 
and scale up effective solutions and support their implementation in countries. 

• Measurement and data: strengthen national monitoring, develop a global index  
of social connection and collect more and better data globally. 

• Engagement: prioritize social connection on global agendas, raise awareness 
through campaigns and a unified narrative and build a movement. 

The Commissioners are confident that these actions, implemented on a large 
scale, will positively transform the lives of individuals, communities and whole 
societies. They will increase mental and physical well-being, prevent deaths, 
improve educational and economic outcomes and ease the heavy costs of social 
disconnection. By strengthening social connection worldwide, resources will be freed 
for a healthier, more productive, more meaningful future.  
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Introduction
The World Health Organization (WHO) defines health as “a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity” (1). 
This report addresses social health, an essential but often overlooked pillar of health. 
At the core of social health is social connection, which is the focus of this report and 
the work of the WHO Commission on Social Connection.

Why social connection matters
Social health is as important as physical and mental health (2, 3). Just as there is no 
health without physical or mental health, there is no health without social health. 
All three dimensions of health are strongly interdependent. Social disconnection, 
as shown in Chapter 2 of the report, has serious impacts on mortality, physical and 
mental health and on social and economic outcomes. 

Humanity’s inherently social nature has been a central topic throughout history. 
Aristotle famously declared, “Man is by nature a social animal”. One way in which the 
African relational and communitarian ethic of Ubuntu is sometimes summed up is  
“A person is a person through other people” (4). In western Europe and north 
America, communitarian thinkers have challenged an overly individualistic view of 
humans as self-sufficient and separate from society, arguing that humans are largely 
shaped by social relations that are prior to and constitute them (5). 

Scientific research, particularly in psychology and evolutionary science, supports 
these views. Attachment theory in psychology and emerging fields such as 
interpersonal neuroscience have shown that brain development, neural processes 
and mental health are shaped by social connections, including caregiver–infant 
relations, throughout the child’s lifetime (6–8). 

The effects of social disconnection on morbidity and mortality have deep evolutionary 
origins, which reach further down the phylogenetic tree than our immediate ancestors. 
This indicates just how fundamental social connection is to human beings. Social 
isolation and weak social bonds adversely affect the health and survival of both 
humans and other social animals, including primates, rodents and ungulates (9). 
Evidence from studies of human evolution indicates that the need for social connection 
and cooperation within increasingly complex groups has driven the development of 
larger brains, language and advanced cognitive abilities (10).
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Why has the Commission issued a report  
on social connection?

The COVID-19 pandemic and attendant restrictions brought home to many 
the critical importance of social relations. Additionally, we are in a time of 
unprecedented technological transformation. Digital technology, social media and 
artificial intelligence (AI) are reaching into every aspect of our lives and reshaping 
them – both individually and as societies – raising serious concerns about their 
impact on social connections and mental health, addressed in Chapter 3. Several 
governments have begun prioritizing social connection, as discussed in Chapter 6.

Furthermore, scientific evidence on the effects of social connection on mortality 
and on mental and physical health has been accumulating rapidly in the past 10 or 
15 years (2, 11, 12). This growing focus on social connection has occurred against 
the backdrop of several long-term historical trends that began with the rise of 
modernity. Factors such as industrialization, urbanization, increased solitary living, 
technological advancements (e.g. trains, cars, radio, television), secularization and 
colonialism are hypothesized to have contributed to weakening close-knit, organic 
communities, contributing to greater social isolation and loneliness.

Aims and structure
The messages that this report seeks to convey are that social isolation and loneliness 
– forms of social disconnection – are widespread; they have severe, under-recognized 
health, social and economic consequences; and that scalable solutions to foster 
social connection and reduce disconnection are available. There is a compelling case 
for urgent action, and matching resources, commensurate with the scale and severity 
of the problem.

The three main aims of this report are to: 

• summarize the science on the nature, scale, drivers and impacts of social 
connection, social isolation and loneliness;

• review effective strategies, including advocacy, campaigns, networks and 
coalitions; policies; community strategies; and individual and relationship 
strategies; and 

• propose a 10-year agenda for action, outlining concrete steps to foster social 
connection globally.
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Additional aims are to:

• position social connection as a global public health issue that affects all age 
groups and regions, not just older people in high-income countries;

• balance the focus from reducing social isolation and loneliness to also actively 
promoting social connection; and

• show that recent scientific advances provide enough knowledge to take action now.

This report is directed to policy-makers, practitioners, researchers, development 
agencies, members of the private sector and civil society.

Chapters 1–4 provide a foundation by defining social connection, social isolation and 
loneliness (Chapter 1); describing their scale and time trends (Chapter 2); exploring 
their drivers (Chapter 3); and analysing their impacts on mortality, health and social 
and economic outcomes (Chapter 4).

Chapters 5–8 review strategies to promote social connection and address social 
isolation and loneliness, including advocacy, campaigns, networks and coalitions 
(Chapter 5); national policies (Chapter 6); community strategies (Chapter 7); and 
individual and relationship strategies (Chapter 8). 

Chapter 9 proposes a way forward consisting of five strategic areas for action:  
policy, research, interventions, measurement and data, and engagement.

Development of the report
This report is based on rigorous research, expert guidance and real-world 
experiences. It draws on:

• four background papers: 

- global and regional estimates of the prevalence of loneliness and of mortality  
 due to loneliness (the first of their kind);
- a global review of policy documents;
- prioritization of research and action in this field; and
- network mapping and analysis; 

• high-quality evidence, prioritizing systematic reviews, meta-analyses and large-
scale multi-country studies;
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• the expertise of the WHO Technical Advisory Group on Social Connection, 
composed of 20 leading global experts;

• WHO initiatives and policy documents; and

• 64 people’s lived experience of social connection, social isolation and loneliness.

The report underwent comprehensive, stringent peer review, internal and external  
to WHO. 

Moving forward
This report by the WHO Commission on Social Connection presents the most recent 
evidence on social health – covering social connection, isolation and loneliness. 
It proposes a clear agenda for action and calls on policy-makers, researchers and 
stakeholders worldwide to treat social health with the same urgency as physical and 
mental health. It recommends mobilization of the necessary resources and scaling 
up the proposed solutions globally to strengthen social connection and reduce social 
isolation and loneliness. 

The aspiration of the Commissioners is that this report will contribute to concrete 
actions at all levels and in all sectors to improve physical and mental well-being, 
prevent deaths and improve educational and economic outcomes. It will also ease 
the financial strain that social isolation and loneliness place on individuals and 
societies, freeing resources for more productive and meaningful purposes. 

Furthermore, it will support the integration of social connection into health and 
development agendas, including the Agenda 2030 Sustainable Development Goals.
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Chapter 1

Key concepts – social 
connection, social  
isolation and loneliness

“You can be surrounded with a lot of people,  
but still you feel lonely.” 

Imad Khchifati, engineer and originally from Syria (Austria) 
© WHO

Listen to Imad’s 
full story here
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“When I think about loneliness, I think about 
not having a person to depend on. I always feel 
isolated because I don’t think I have people that 
understand me.” 

Macy Maboi, single mother and pre-school teacher (South Africa) 
© WHO7

Listen to Macy’s 
full story here

7
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  Clear definitions of social connection, social isolation and loneliness – the three 
key concepts at the heart of this report – have recently become well established  
in the field. 

  “Social connection” is an umbrella term describing the three dimensions – 
structural, functional and quality – of how people relate to and interact with 
each other. 

  Social isolation, a form of social disconnection, is the objective state of having 
few roles, relationships and social interactions with others.  

   Loneliness, also a form of social disconnection, is a negative, subjective 
emotional state resulting from a discrepancy between one’s desired and actual 
experiences of connection. 

  Exploration of differences in these concepts across cultures and along the  
life-course has begun only recently. It is further advanced for loneliness. 

Clear definitions and accurate measurement are crucial (1–3). Without them, it is 
difficult to correctly identify people who are, for instance, lonely or socially isolated, 
understand the scale and distribution of the problem and specify its drivers. 
Misidentification can lead to ineffective interventions, as treatments may fail to 
address the actual causes, and study participants may not represent true cases. 
Furthermore, arriving at adequate definitions and measurement in a global context  
is challenging, as the concepts of interest may differ by country and culture (4–6). 

This chapter provides an overview of the concepts of social connection, 
social isolation and loneliness. Section 1.1 defines the three concepts 
and the relations among them. Section 1.2 summarizes what is known 
about how and why they differ by culture, and Section 1.3 summarizes 
differences along the life course.

Key messages

From loneliness to social connection – charting a path to healthier societies: report of the WHO Commission on Social Connection
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1.1  Defining social connection,  
social isolation and loneliness
Social connection: social connection is an umbrella term to describe how people 
relate to and interact with each other in three dimensions: structural, functional 
and quality (Fig. 1). These three dimensions can exist in both online and face-to-face 
interactions and can have objective and subjective aspects (7–9). 

• Structural dimension: the number and variety of relationships and roles a person 
has, as well as the frequency, duration and mode (e.g. face-to-face or online) of 
interactions. The structural dimension refers to the existence of and interconnections 
among different social relationships and roles, which compose a person’s social 
network. It is, in a sense, the foundation for the other two dimensions (10). 

• Functional dimension: the extent to which support is received and perceived as 
available from relationships. A person’s relationships can serve various purposes, 
including the provision of practical, financial, informational, emotional or 
“belonging” support. 

• Quality dimension: the nature of the relationships and interactions, which may 
range from positive (e.g. loving, intimate and satisfying) to negative (e.g. strained, 
conflictual, judgemental or violent) or ambivalent.

Fig. 1.
Three dimensions of social connection

Source: Adapted from Holt-Lunstad (11).

Structure 
The number and variety  
of relationships, roles,  

and interactions

Social connection

Examples 
Household size 

Frequency of interactions 
Married/partnership status 
Network (social circle) size

Function 
Received and  

perceived support

Examples 
Favours 

Job advice 
Feeling included 

Emotional support

Quality 
The positive and negative 
aspects of relationships  

and interactions

Examples 
Trust 

Judgemental
Overprotection 

Degree of intimacy
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The umbrella term “social connection” encompasses many related but distinct 
terms. These include social cohesion, social participation, social negativity, social 
support, social capital and social trust – all of which are defined in the Glossary. 

The structural, functional and quality dimensions of social connection are the 
relationships and roles a person has in their lives and whether they seem them 
as positive or negative. The three dimensions of social connection are distinct. 
For example, a broad social network (structural) does not guarantee that support 
needs will be met (functional) or that they will be positive (quality). Nevertheless, in 
practice, having many social connections creates more opportunities for support to 
be exchanged (functional) and for having high-quality social connections (12, 13). 

Everyone occupies a specific place in the three-dimensional space of social 
connection, depending on the structure, function and quality of their particular 
social connections. An individual’s precise location in this space is sometimes 
referred to as “social connectedness” (7, 14). 

Social connection is not limited to face-to-face physical interactions. It also includes 
digital communications, such as social media and professional and community 
networks, which have become an everyday part of contemporary life. While digital 
interactions can be beneficial in some circumstances, evidence is beginning to be 
reported that excessive use of some types of digital communication can be seriously 
harmful (Box 2 in Chapter 3). 

Social connection and disconnection are increasingly viewed as important but, 
until recently, largely neglected, social determinants of health (15, 16). Social 
disconnection has, as shown in Chapter 4, serious impacts on mortality and 
physical and mental health. The US Centers for Disease Control and Prevention 
have identified social connection as one of the five priority social determinants 
of health (17), and loneliness has been referred to as the “21st century social 
determinant of health” (15). Social connection is also fundamental to achieving 
health according to WHO’s definition – complete physical, mental and social  
well-being and not merely the absence of disease. At its core, social health  
depends on fostering and maintaining meaningful connections

Social disconnection: the opposite of social connection is the absence or deficit 
of social connection. It may result from a low standing in one or more of the three 
dimensions that make up social connection – structure, function and quality. 

Social disconnection can take many forms, such as social isolation, loneliness, lack of 
social support, low social capital and social negativity. This report addresses the two 
forms of social disconnection – social isolation and loneliness – for which there is the 
most evidence. 
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Social isolation is defined by an objective lack of roles, relationships or interactions 
with others. It is characterized by a restricted social network (size and or density), 
group membership and infrequent social interactions, regardless of how an 
individual subjectively views their social life. Social isolation specifically reflects a 
deficit in the structural dimension of social connection and not the functional or 
quality dimensions. It is a concept that can be quantified and implies a threshold 
below which a person’s social connections are considered inadequate (7, 8, 18). 
Whether a threshold is required and determination of such a threshold are, however, 
matters of debate. The threshold probably varies over the life course by culture, 
mode of interaction (e.g. face-to-face or online), personality and levels of ability. 

Loneliness is a subjective experience, which refers to a negative “emotional state” (19) 
arising from a discrepancy between one’s desired and actual experience of social 
connection (14, 20–24), which is influenced by social expectations (25). Such a 
discrepancy can result from too few social connections, insufficient support from 
those connections or poor-quality interactions – linking loneliness to the structural, 
functional and quality dimensions of social connection. For example, a person may 
feel lonely despite having objectively high levels on one or more dimensions of 
social connection. Loneliness may not be experienced even when one or more of 
the dimensions of social connection is objectively low, such as when a person has a 
strained or conflictual relationship (low quality).

Loneliness differs from being alone – the objective absence of other people – and 
from solitude – the voluntary state of being alone to recuperate, relax, reflect, pursue 
artistic endeavours, meditate or engage in a spiritual practice (18, 20, 22, 23, 26, 27). In 
some cultures, the term “involuntary” or “undesired” loneliness is used (section 1.2). 
In this report, loneliness is considered to be involuntary and undesired. Loneliness 
is often categorized by duration, as transient or chronic. Transient loneliness is a 
temporary response to life events, such as leaving home, the end of a relationship, 
job loss, retirement or bereavement (23, 28). Chronic loneliness persists over a long 
period (9, 23, 29), sometimes defined as 2 years or more (30, 31). When transient 
loneliness becomes chronic is a matter of debate (32). 

From an evolutionary perspective, transient, but not chronic, loneliness is 
considered to be a heritable biological adaptation. It serves as an aversive state – 
like hunger, thirst and pain – that motivates individuals to reconnect with others 
(26, 33, 34). Loneliness has been described as “double-edged” (35): transient, short-
term loneliness is adaptive, while longer-term, chronic loneliness is maladaptive 
and is associated with a range of serious health and other consequences (Chapter 4). 
Three types of loneliness are sometimes distinguished according to their source: 
emotional, social and existential (20, 22, 23, 36). 
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An important aspect of loneliness is that it is often stigmatized. This is harmful 
in itself and also prevents people who feel lonely from seeking help. In relation 
to loneliness, social stigma refers to “a constellation of beliefs that derogate 
and devalue those who feel lonely, so as to encourage them to have appropriate 
standards for social connection and to fulfil those standards” (37).

Differences between social connection, social isolation and loneliness: social 
connection is an umbrella concept that encompasses many other terms. Social 
isolation and loneliness are two forms, among several, of deficits in social connection. 
The three concepts are distinct, and the differences among them have important 
implications for measurement, intervention, policy and beyond (10).

Reflections from lived experience:  
defining and disclosing social disconnection

“I think it is important for people to understand you can be 
lonely and disconnected even when you are surrounded by 
people. This is a common experience for people living with 
psychosocial disabilities due to […] experiences of trauma 
but also stigma and discrimination.” 

Matthew
Living with bipolar disorder  
as a younger, non-binary 
queer person (Australia)

“If I just see someone who wants to help me, tears  
just start rolling down my face. It’s important not  
to be alone.” 

Maria
Older woman living in Kibera,  
an informal settlement  (Kenya)
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“Admitting I was lonely [was challenging], the shame was 
difficult to overcome – walking past people on a Saturday 
night having dinner together and thinking, ‘I wish I could 
join them’ and then feeling embarrassed.” 

“I think that the biggest barrier that I have experienced  
to getting support for loneliness and social isolation  
is the stigma that is associated with it. I found it easier  
to disclose my mental illness diagnosis than my  
experiences of loneliness.”

“I am all alone here in Sweden, but I am never alone here 
[points to his head]. My family is here all the time.”

April

Joe

Adel

Younger woman running  
a loneliness charity  
(United Kingdom)

Doctoral health student  
and LGBTIQ+, living with OCD   
(Australia)

Younger male refugee  
from Uganda  (Sweden)

(Not his real name)
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Social isolation and loneliness have been found to be only weakly correlated. 
Someone can be socially isolated (i.e. objectively have few relationships and 
interactions) but not feel lonely. Such a person may still, however, be at increased 
risk of poor health (Chapter 4). 

Empirical studies show that the measures of loneliness, social isolation and living 
alone (one indicator of social isolation) have independent effects on mortality and 
health (15, 38). “Thus, when we only measure one of these, we cannot assume that 
we are capturing the full scope of how social factors influence health” (10).  
An intervention to address only one of these cannot be assumed to reduce the 
impact of the others. 

To obtain a full picture of the effects of social connection and deficits in social 
connection on mortality, health and other outcomes and a comprehensive 
understanding of the underlying causes in order to develop effective strategies 
to address them (through, for instance, policies, interventions and strengthening 
the social infrastructure), the distinct contributions of each dimension of social 
connection, its structure, function and quality must be considered (10).

It is also important to consider how the three key concepts of social connection, 
social isolation and loneliness differ by culture and during the life course. 

1.2  Differences among cultures 
“Culture” refers to a shared set of beliefs, norms, values and ways of behaving or 
living (39). It connects communities through shared beliefs and practices, within or 
beyond geographical boundaries (e.g. diaspora cultures). Culture shapes all aspects 
of social connection, social isolation and loneliness. It influences how these concepts 
are defined (Chapter 1) and how they are measured and the prevalence at which 
they occur (Chapter 2). It shapes the drivers of social connection, social isolation 
and loneliness (Chapter 3) and their impacts (Chapter 4). Culture also influences 
the strategies used to address social connection, social isolation and loneliness 
(Chapters 5–8).

Differences in key concepts across cultures: The definitions of the three terms at 
the heart of this report, although developed mainly in Europe and North America, 
are presumed to apply broadly to all cultures (22, 40–42). Detailed empirical work to 
demonstrate this premise, while still limited, nonetheless points to some differences. 

For example, in French and Hausa, the same word is used for being alone voluntarily 
(solitude, in English) and the negative or aversive state of lacking desired social 
connections (loneliness, in English, as defined above). In other languages, however, 
such as English and Turkish, separate words are used to designate the two states (43). 
Thus, the term used for loneliness in French and Hausa (which also covers the English 
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“solitude”) only partly overlaps with the definition of the term used for loneliness in 
English or Turkish (which does not cover “solitude”). 

Such a lack of equivalence among cultures in definitions of what are ostensibly the 
same concepts can have a cascade of negative effects, such as those of inadequate 
definitions described at the beginning of this chapter. So, when examining social 
connection, social isolation and loneliness in a global context, it is critical to explore 
the cross-cultural equivalence of definitions empirically. Further, because social 
connection, social isolation and loneliness have become the object of scientific study 
only relatively recently, more formal scientific definitions of these terms may not yet 
have been developed in some languages. 

A review of the understanding of loneliness in 24 studies in 15 low- and middle-
income countries was conducted in 2024 (40). Although many common features 
of loneliness were found, significant differences were detected. Loneliness was 
described as a subjective state in almost all the studies. The feature of loneliness 
described most frequently after that, in 10 (41.7%) studies, was a sense of rejection 
and feeling like an outsider, alienated, closed off, blamed or abandoned. The third 
most frequently described feature of loneliness, in eight (33.3%) studies, was a 
distinction between loneliness and being alone or solitude. Seven (29.2%) studies 
described loneliness as closely related to depression. 

Fewer differences were found, however, in a review of studies in 10 high-income 
countries (19). In 21 of the 23 studies (91.3%), loneliness was described as involving 
negative interpersonal experiences, such as feeling left out, rejected, betrayed, 
ostracized or discriminated against, often on the basis of sexuality, race, ethnicity 
or immigration status. In 22 studies (95.7%), loneliness was described as involving 
feelings of disconnection, being cut off from others, not being understood and not 
fitting in with surrounding social groups. In almost all the studies, loneliness was 
viewed as connected to but separate from aloneness, isolation and solitude (19). 

Social expectations or norms play a key role in shaping the desired social connections 
at the heart of the definition of loneliness as a negative “emotional state” (19), arising 
from a discrepancy between one’s desired or expected and actual experience of social 
connection (44). While the effect of social norms on social connections is universal, the 
content of those norms differs among cultures. For instance, collectivistic cultures with 
relatively restrictive norms about social relationships, such as more demanding norms 
about visiting parents or relatives, may decrease the likelihood of social isolation 
(i.e. lacking social interaction) but increase the likelihood of loneliness due to being 
forced into emotionally unsatisfying relationships. By contrast, looser norms in some 
individualistic cultures may increase the risk of social isolation but decrease that of 
emotionally unsatisfying relationships (45, 46). 

Furthermore, individuals who deviate from social norms are more likely to 
experience alienation, inauthenticity, lower self-worth, social rejection, relationship 
dissatisfaction and/or unfulfilled relationship needs, all of which contribute to 
loneliness and less social connection. 
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While cross-cultural differences in the concept of loneliness have begun to be 
explored empirically and shown to differ somewhat, less work has been done on 
social connection and social isolation. The concepts of social connection and social 
isolation are likely to vary less across culture than the subjective experience of 
loneliness. It is reasonable to assume that the broad definition of social connection – 
an umbrella term for the structure, function and quality of people’s relationships and 
interactions – applies in all cultures, although the specific roles, relationships and 
interactions, their functions and the criteria for evaluating their quality may differ to 
some extent. 

Similarly, the definition of social isolation as an objective state of having too few 
roles, relationships and social interactions with others is also likely to be valid among 
cultures. Social norms governing types of roles, relationships and interactions will, 
however, differ, and the cut-off point separating too few from enough might have to 
be adjusted, probably with less difference regarding extreme social isolation. Social 
norms may also indirectly impact social isolation by prompting changes in individual 
behaviour to either seek or avoid social interactions.

1.3  Differences along the life course
This section addresses differences in the concepts of social connection, social 
isolation and loneliness during the life course. Variations in the scale of problem 
along the life course are examined in Chapter 2, how the drivers differ in Chapter 3 
and how the impacts differ in Chapter 4. Adaptation of the strategies used to address 
social connection, social isolation and loneliness to different stages of the life course 
is addressed in Chapters 5–8. 

Concepts of social connection and disconnection differ during the passage from 
childhood to adolescence and on to early adulthood, with developments in four 
areas: (i) types of relationships that are important; (ii) the functions they serve; 
(iii) periods of change that influence experiences; and (iv) understanding of social 
connectedness (34, 47). 

Deficits in the types and functions of relationships that are the most important may 
result in loneliness. For example, peer friendships, which provide companionship 
and opportunities for activities, are important for younger children. Close 
friendships, which provide a sense of being allies and confidants and of being 
liked, play a significant role for older children. Acceptance by a peer group is key for 
younger adolescents. And romantic relations, which provide a sense of acceptance as 
a possible mate and being fellow explorers in a search for identity, are critical in late 
adolescence and early adulthood. Peer friendships and romantic relationships often 
remain important throughout the life course (47, 48). 
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The other two of the four areas – periods of change that influence experiences 
and understanding of social connectedness – during the life course are related to 
cognitive and emotional development. As children develop, loneliness changes 
from being associated mainly with the quantity of social connections associated 
with fear and distress about physical exclusion to the quality of social connections 
as social emotions such as shame, humiliation and social anxiety develop. Thus, 
as children develop, they are increasingly likely to differentiate being alone from 
feeling lonely (49, 50). 

At the end of the life course, among older people, the types of expectations of social 
relationships expand (51). This increases the potential sources of loneliness. In one 
classification of social relationship expectations into six types, two are particularly 
salient in older age – generativity (having opportunities to contribute meaningfully 
and provide care for future generations) and respect (feeling valued and actively 
included). Four other types of social relationship expectations are relevant 
throughout the life course – fun (sharing interests and enjoyable experiences), 
intimacy (feeling close, understood and listened to), support (feeling cared for and 
able to rely on others) and proximity (available social contacts) (51).

Changes in personal expectations and desires for social connection may also be 
associated with major – and sometimes disruptive – life events. These include, for 
example, transition to school in childhood; puberty and transitions from an academic 
to a vocational environment in adolescence and young adulthood (52); marriage, 
childbirth and child-rearing in adulthood (53); and retirement in older adulthood (54). 

Some life events may be more disruptive and affect an individual’s social connections 
and network more than others. For example, while parenthood may decrease an 
individual’s degree of social isolation, it may also increase experiences of loneliness 
(53). Loneliness in parenthood can be linked to parenting difficulties, especially for 
first-time parents, who may feel inadequate and fear judgement for not meeting 
cultural expectations of an ideal parent (55). Such feelings of inadequacy may 
encourage social withdrawal and disconnection, especially among parents who 
have been marginalized, such as ethnic minority parents or parents of chronically 
ill children (53). Older adulthood, often marked by life events like retirement, 
bereavement and loss of social contacts, carries a higher risk of social isolation,  
with one in four older adults estimated to be experiencing social isolation (56). 

These findings on differences in key concepts among cultures and during the 
life course have potentially important implications for the measurement and 
identification of drivers of social connection, social isolation and loneliness and  
for policies to address them. 
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Conclusion

Adequate definitions of key concepts are foundational for any field. Drawing on 
the literature, this chapter has presented definitions of the three key concepts 
at the heart of this report – social connection, social isolation and loneliness. 
Wide adoption and further refinement of these definitions would be beneficial 
(see “Future research directions”). Cumulative knowledge depends, in part, on 
consensus on definitions. Although there is growing consensus on these definitions 
in Europe and North America, where they were originally developed, their  
cross-cultural equivalence is only beginning to be explored.

Future research directions

• The proposed three-dimensional structure of social connection, made up of structural, 
functional and quality dimensions, should be validated empirically, with clarification of 
the extent of independence and overlap among the three dimensions. 

• Further studies should be conducted on how much social connection a person requires –  
in terms of quantity, types, support provided and quality – and differences by culture, 
gender, socioeconomic class and stage of the life course.

• The threshold at which transient loneliness becomes chronic should be specified more 
clearly and validated.

• The nature of the negative subjective experience constituted by loneliness should be  
better described, such as whether it is a feeling, an emotion or a cluster of emotions,  
and what kinds. 

• More research is required on differences in understanding of the three key concepts among 
cultures and during the life course, with a focus on low- and middle-income countries. 
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“Loneliness, perhaps it’s there for everyone, right? 
It exists in the lives of all people, right?” 

Roz Maini, youth social worker (India) 
© WHO

Listen to Roz’s 
full story here
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Listen to Katsumi’s 
full story here

“When I became alone, when my husband and 
child died, even among my siblings there were 
those that understood me and those that didn’t. 
But sometimes even strangers can understand 
what your heart is feeling.” 

Katsumi Tsuchiya, older woman living alone (Japan) 
© WHO
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  Between 2014 and 2023, an estimated 16% of people on this planet reported  
being lonely, equivalent to almost one person in six. 

  Loneliness and social isolation affect populations in all regions and age groups. 

  Globally, the estimated rates of loneliness are highest among adolescents 
(20.9% among 13–17-year olds) and young adults (17.4% among 18–29-year 
olds), followed by adults (15.1% among 30–59-year olds) and lowest in older 
people (11.8% among people aged ≥ 60 years).   

  Overall, the estimated rates of loneliness in females and males are similar 
(16.1% and 15.4%, respectively), with the largest estimated differences 
between adolescents (24.3% among females and 17.2% among males) and  
older adults (13.0% among females and 9.9% among males). 

  Overall, the lower the income group of a country, the higher the rate of loneliness. 
Low-income countries are estimated to have the highest prevalence (24.3%), 
followed by lower–middle-income countries (19.3%), upper–middle-income 
countries (12.1%) and high-income countries (10.6%).   

  Overall, the estimated rates of loneliness are highest in the WHO African Region 
(24.3%), followed by the Eastern Mediterranean (21.0%), South-East Asia 
(18.3%), Americas (13.6%) and Western Pacific (11.0%) regions and lowest  
in the European Region (10.1%).  

  The best current estimates indicate that 25.0–33.6% of older people globally are 
socially isolated (1990–2022).  

  A recent survey suggested that 72% of the global population feels very or fairly 
connected to others, with minimal differences between genders and age groups.   

  Populations experiencing marginalization – such as people with disabilities, 
the lesbian, gay, bisexual, transgender, intersex, queer (or sometimes 
questioning) and others community, migrants and refugees, ethnic minorities 
and indigenous people – are more likely to experience social disconnection 
than people in their adopted country.  

  Currently, the data on long or short-term trends are limited. More evidence, 
derived with rigorous methods, is required.  

  There is an urgent need for accurate, regular global, regional and national 
monitoring of social connection, social isolation and loneliness conducted with 
standardized, comparable measures.

Key messages
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Determination of the scale of social connection, social isolation and loneliness 
is important for several reasons. First, it is a prerequisite, with ascertainment of 
the severity of its impacts (Chapter 4), for determining the global burden of social 
disconnection, a key consideration in setting global health priorities (1). Secondly, 
it is a prerequisite for identifying the drivers of the issue (Chapter 3), to be targeted 
by interventions (Chapters 5–8). Thirdly, without regular monitoring of the issue, 
it cannot be determined whether the measures taken to address it are having the 
desired effect. Fourthly, determining the burden of social disconnection is essential 
to advocate for more attention and resources to address it.

2.1  Measurement instruments
Determining the scale of a health issue requires accurate measurement instruments 
(Box 1). This section surveys the main instruments for measuring social connection, 
social isolation and loneliness and what is known about their quality. Measures of 
loneliness are discussed in more detail than measures of social connection and social 
isolation as there is greater consensus on those to be used.

This chapter addresses the scale and distribution of social connection, 
social isolation and loneliness. Section 2.1 discusses measurement, 
including commonly used instruments and their quality. Section 2.2 
addresses the global prevalence of the issue, presenting the first 
global and regional estimates of loneliness over the past 10 years and 
summarizing what is known about the prevalence of social isolation  
and social connection. Section 2.3 explores time trends.



26

Rigorous guidelines for assessing the quality of measurement instruments, 
the COnsensus-based Standards for the selection of health Measurement 
INstruments (COSMIN) guidelines (2), and for translating, adapting and 
validating them for use in other cultures, the International Test Commission’s 
Guidelines for Translating and Adapting Tests (3, 4), have been widely adopted.

They must continue to be applied in addressing social connection, social 
isolation and loneliness, because poor measurement, like poor definitions 
(Chapter 1), has a cascade of negative effects. It results in inaccurate estimates 
of the scale and distribution of the problem, the mis-specification of 
determinants, and less effective interventions, all of which can lead to potential 
biases in policy and resource allocation. 

Nevertheless, the concepts and measurement of social connection, social 
isolation and loneliness may differ not only among cultures but also over 
the life course (see Chapter 1) (5, 6).

Box 1.  
Assessment of the quality of measurement instruments in a global context

Social connection and social isolation

There are currently no validated instruments for measuring the three-dimensional 
concept of social connection presented in Chapter 1, mainly because the concept 
is very recent. In a recent global survey entitled “The Global State of Social 
Connections” (7), therefore, a single question was asked to measure social 
connection: “In general, how connected do you feel to people?”, with four response 
options (very, fairly, a little or not at all). Currently, limited data are available on how 
well this question measures social connection (8). 

Instruments are available, however, for measuring concepts related to one or more 
of the dimensions of social connection, such as social isolation, loneliness, social 
cohesion (9), social capital (10), social network and social support (11). Common 
examples of instruments for measuring social network and social support are listed 
in Table 1. The quality of these measures has not been analysed in a review, and 
there is no consensus on which measure to use for clinical and research purposes.

Instruments for measuring concepts unrelated to social connection may also include 
single-item questions to identify potential indicators of isolation or loneliness 
(17, 18). For example, the Geriatric Depression Scale includes the items “Have you 
dropped many of your activities and interests” and “Do you prefer to stay at home, 
rather than going out and doing new things”. The limitations of such measures 
should be borne in mind when interpreting the findings.
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Table 1.
Common instruments for measuring social networks and social support 

Instrument  
and reference Social network Social support

Quantity of social 
relationships

Frequency  
of contact

Relationship  
or cohabitation 

status

Perceived 
closeness

Sense of 
belonging  
or purpose

Berkman-Syme Social Network 
Index (12) x x
Cohen’s Social Network  
Index (13) x x
Duke Social Support Index (14) x x x x
Lubben Social Network  
Scale (15) x x x
Steptoe Social Isolation  
Index (16) x x

 

Loneliness

The two main types of instruments for measuring loneliness are multi-item scales 
and single-item measures.

Scale measures: in scale measures of loneliness, questions or items are posed that 
result in an overall score of either “lonely” or “not lonely”. Scale measures are often 
indirect measures of loneliness. The questions or items avoid the term “lonely” to 
minimize bias due to the stigma associated with loneliness (19). 

The two most widely used scale measures of loneliness are the University of 
California at Los Angeles (UCLA) Loneliness Scale (20) and the De Jong-Gierveld 
Loneliness Scale (21). A full and (several) shorter versions are available for each scale, 
so that they can be included in large surveys (22). The De Jong-Gierveld Scale also 
measures two types of loneliness: social and emotional loneliness (Chapter 1) (23). 
Two reviews in which the COnsensus-based Standards for the selection of health 
Measurement INstruments (COSMIN) guidelines were used synthesized studies on 
the quality of each scale. The first review did not recommend the De Jong-Gierveld 
Loneliness Scale because of limited evidence for its quality (24). The second 
recommended use of the UCLA Scale, particularly the short versions, including  
in cross-cultural contexts (25).

Single-item measures: single-item measures of loneliness are individual questions 
about a person’s experience of loneliness. The questions used differ widely, however. 
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They may address an individual’s experience of loneliness in terms of frequency  
(e.g. all the time, most of the time, some of the time, rarely), intensity (e.g. severe, 
moderate, mild), recall period (e.g. over the past year, month, week or ever) or 
simply the existence of loneliness (e.g. “I feel lonely”: “Yes” or “No”) (26). Such 
differences in single-item questions among surveys on loneliness make it difficult 
to compare findings.

Most large surveys of population prevalence tend to use single-item measures of 
loneliness because of their ease of use, practicality and low cost (26, 27). They have, 
however, been criticized, as they do not capture the complexity and nuances of 
the experience of loneliness (28) and are susceptible to social desirability bias (i.e. 
people’s reluctance to admit to loneliness when asked directly) (19). Nevertheless, 
some studies suggest that the results of single-item measures correlate well with 
scale measures of loneliness (27, 29, 30). 

As explained in Chapter 1, measures of different facets of social disconnection 
– including social isolation and loneliness – are not highly correlated and have 
independent effects on mortality and health. To capture the full scope of how 
social factors influence health, it is necessary to measure the contributions of all 
dimensions of social connection and disconnection – the structural, functional and 
quality dimensions (31). Currently, no single measure is available to do this and 
development of such an instrument should be a priority.

2.2  Estimates of the prevalence  
of loneliness, social connection  
and social isolation
Loneliness

The estimates of the prevalence of loneliness presented in this section are the  
first of their kind. They draw on 23 datasets, which included both single- and  
multi-country studies and which cover 153 countries and territories (see Annex 1  
for details of datasets, the methods used and their limitations). 

Global estimates and differences by age: overall, an estimated 15.8% (95% 
uncertainty intervals (UI):  12.8–20.1%) of the world’s population was lonely 
between 2014 and 2023 (Fig. 2). The prevalence of loneliness decreases with age. 
Adolescents (13–17 years old) are estimated to have the highest prevalence, at 
20.9% (UI 95%: 15.6–28.5%), followed by young adults (18–29 years) at 17.4%  
(13.2–23.6%), adults (30–59 years old) at 15.1% (UI 95%: 11.0–21.2%) and older 
adults (≥ 60 years old) at 11.8% (UI 95%: 8.4–17.6%). 
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The finding of high rates of loneliness among adolescents is consistent with the results 
of previous research (26), although the result may be subject to both developmental 
and methodological considerations (Annex 1). As loneliness results from a perceived 
discrepancy between actual and desired or expected social connections, the higher 
rate in adolescence may be due to higher expectations of social connections during 
this developmental stage, which is marked by significant emotional and psychological 
changes (32) (Chapter 3). Older people report comparatively greater satisfaction with 
their social relationships. Widely used measurement instruments have been developed 
for older people that are different from those for children or adolescents (5, 33), 
resulting in measurement of slightly different concepts.

Fig. 2.
Global prevalence (%) of loneliness by age group, 2014–2023 (with 95% uncertainty intervals)

According to these estimates, older adults have the lowest rates of loneliness, which 
contradicts previous studies in which it was found that older adults had some of the 
highest rates (26). This may be due to the limited availability and quality of previous 
data on older people. It is important to note that the category of “older adults” 
includes both younger (in their 60s) and older “older adults” (in their 80s or more). 
It is possible that the prevalence of loneliness is higher among adults who are ≥ 80 
years old. This conclusion is consistent with those of previous studies, in which a 
U-shape distribution of loneliness was found among older adults (34). Furthermore, 
previous studies on loneliness in older adults may have included various age 
boundaries, yielding potentially different, less comparable results.
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Global estimates and differences by sex: overall, the estimated prevalence  
of loneliness in females and males was 16.1% (95% UI: 12.6–21.3%) and 15.4% 
(95% UI: 11.8–20.7%), respectively, a very slight difference when uncertainty 
intervals are taken into account (Fig. 3). The prevalence was estimated to be 
highest in female adolescents (24.3%, UI 95%: 17.2–35.1%) and decreased with age: 
young adults (16.8%, UI 95%: 12.1–25.0%), adults (14.5%, UI 95%: 10.0–22.7%), 
older adults (13.0%, UI 95%: 8.7–21.5%). For males, young adults were estimated  
to have the highest prevalence of loneliness (17.4%, UI 95%: 12.1–26.0%), followed 
by adolescents (17.2%, UI 95%: 11.7–26.4%), adults (15.1%, UI 95%: 10.2–23.8%)  
and older adults (9.9%, UI 95%: 6.4–17.4%). 

Fig. 3.
Global prevalence (%) of loneliness by sex and age group, 2014–2023 (with 95% uncertainty intervals)  

 
Differences by WHO region: overall, the WHO African Region was estimated to 
have the highest prevalence of loneliness (24.3%, UI 95%: 20.4–29.0%), followed 
by the Eastern Mediterranean Region (21.0%, UI 95%: 15.9–27.1%), the South-East 
Asia Region (18.3%,  UI 95%: 11.2–29.3%), the Region of the Americas (13.6%, UI 
95%: 10.2–18.6%) and the Western Pacific Region (11.0%, UI 95%: 6.1–21.7%). The 
European Region was estimated to have the lowest rate (10.1%, UI 95%: 8.2–12.5%) 
(Fig. 4). These trends were consistent by sex and age groups, with a few exceptions.
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Fig. 4.
Global prevalence (%) of loneliness by WHO region, 2014–2023 (with 95% uncertainty intervals) 

AFR: African Region; AMR: Region of the Americas; SEAR: South-East Asia Region; EUR: European Region; EMR: Eastern Mediterranean 
Region; WPR: Western Pacific region

 
Differences by World Bank income group: the estimates indicate that the 
prevalence of loneliness has a clear income gradient: the lower the income group 
of a country, the higher the prevalence of loneliness (Fig. 5). For all age groups, the 
prevalence of loneliness was 24.3% (UI 95%: 20.0–29.4%) in low-income countries, 
19.3% (UI 95%: 14.2–26.6%) in lower–middle-income countries, 12.1% (UI 95%: 
8.1–20.3%) in upper–middle-income countries and 10.6% (UI 95%: 8.3–14.0%) in 
high-income countries. In most groups, the trend is consistent by sex and age,  
with a few exceptions. 

A qualitative systematic review of experiences of loneliness in lower- and middle-
income countries suggests that poverty may account for the trend, as poverty 
was identified as the most common barrier to fulfilling expectations of social 
relationship (35). When jobs are limited and communities are poor, a lesser ability 
to contribute socioeconomically may place individuals at greater risk of social 
exclusion or may encourage migration and further loss of connections from social 
networks (35) (Chapter 3).
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Fig. 5.
Global prevalence (%) of loneliness by World Bank country income group, 2014–2023 (with 95% uncertainty intervals)

Culture as an explanation of the differences

Culture may partly explain the differences observed among WHO regions. The meaning 
of many terms often differs by language, country and population, affecting how 
concepts are translated and understood (Chapter 1). As a result, even when the same 
concept and measurement tool are used, the findings may not be directly comparable.

Furthermore, the differences in the prevalence of loneliness among WHO 
regions correspond to patterns of collectivism and individualism. Collectivist 
cultures – common in Africa, Arab countries, Asia and Latin America – emphasize 
interdependence and strong ties within family or in-groups. In contrast, 
individualistic cultures, which predominate in Australia, Europe, New Zealand and 
North America (36, 37), value self-reliance and freely chosen relationships within 
more loosely connected social networks (38).

Loneliness is more stigmatized in collectivist cultures, possibly because it runs 
counter to prevailing social norms (39). The stigma can intensify shame in those who 
feel lonely, leading them to hide their experience and potentially worsening both the 
experience and its negative consequences (39) (Chapter 4). 
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The differences in the prevalence of loneliness among WHO regions is thus largely 
consistent with lower rates of loneliness reported in countries with individualistic 
cultures and higher rates reported in countries with collectivist cultures. The pattern 
is, however, less distinct in the Americas and the Western Pacific regions, where 
subregions differ. Thus, countries in east Asia and Latin America are often collectivist, 
whereas those in Australia, New Zealand and north America tend to be individualist.

Comparisons with previous estimates

The estimates in this report differ somewhat from earlier estimates, probably due to 
differences in methods. One main difference is in regional prevalence. A comprehensive 
systematic review of studies on global loneliness (2005–2019) found that the Eastern 
Mediterranean Region had the highest prevalence (14.4%), followed by the African Region 
(12.7%), the European Region (11.9%), the Region of the Americas (11.8%) and Western 
Pacific Region (10.0%); the South-East Asia Region had the lowest rate (9.2%) (26).

That review, however, covered only 113 countries and territories and only data up to 
2019. Both current and previous estimates concur that northern European countries 
have the lowest prevalence of loneliness overall. Furthermore, the current estimates 
are notably higher in several regions: 24.3% versus 12.7% for the African Region, 
18.3% versus 9.2% for the South-East Asia Region and 21.0% versus 14.4% for the 
Eastern Mediterranean Region.

While an increase in the prevalence of loneliness during the COVID-19 pandemic 
might be a factor, the impact of the pandemic appears too small to explain the large 
discrepancies (40). Methodological differences may have also played a role. The 
earlier estimates were based on data for 2000–2019, whereas the current estimates 
are based on data for 2014–2024. Changes in cultural and social contexts – such as 
evolving norms and stigma associated with loneliness – may have also affected how 
loneliness is reported. Furthermore, much of the data used in the current estimates 
are from the Global State of Social Connections survey (7), which may have further 
contributed to the observed differences (See Annex 1).

Social isolation

Fewer data are available on the prevalence of social isolation than on loneliness; no 
global surveys or large multi-country studies have been reported. Global estimates 
from two recent meta-analyses are limited to older people and based on data from  
27 countries, only six of which are low- and middle-income countries. The estimates 
of social isolation ranged from 25.0% to 33.6% (41, 42). 

The first meta-analysis, which included studies up to November 2021, is based on 41 
studies in 17 countries on the prevalence of social isolation among older adults (42). 
Globally, one in four (25%) older adults were found to be socially isolated, with the 
highest rate in the Eastern Mediterranean Region (46.1%, although this was based 
on only two reports on the same survey in Lebanon), followed by the Region of the 
Americas (30%; 13 studies), the European Region (22%; eight studies) and the  
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South-East Asian and Western Pacific regions, which were combined (22%; 18 
studies). No studies were found for the African Region. Of the 17 countries included, 
only five were low- and middle-income countries (Brazil, India, Lebanon, Malaysia 
and Mexico) (42). 

The second review, which included studies up to January 2023 on the “oldest old” 
(people aged ≥ 80 years), was of 22 studies in 15 countries, three of which were low- 
and middle-income countries. The overall prevalence of social isolation was 33.6%, 
with no differences in prevalence found among continents (41).

An additional meta-analysis of 30 studies addressed the rates of both social isolation 
and loneliness in older people during the COVID-19 pandemic (43). Overall, the rates 
of social isolation and loneliness during the pandemic were estimated to be 31.2% 
and 28.6%, respectively, which were higher than those before the pandemic. The 
result was attributed to fewer social interactions due to measures such as enforced 
isolation and physical distancing.

Although most studies of the prevalence of social isolation have been conducted 
among older adults, a recent study addressed social isolation among adolescents 
(11–19 years) in 79 countries between 2003 and 2018 (44). Overall, approximately 
27% of adolescents reported social isolation; the highest rate reported was in Zambia 
(58.6%) and the lowest in Indonesia (13.8%) (44). 

Social connection and disconnection

No estimates of the prevalence of the three dimensions (structure, function and 
quality) of social connection using validated instruments were available. Currently, 
the only global estimates of social connection are those in the 2023 Meta-Gallup 
Global State of Social Connections survey (7), which covered 142 countries. A single 
question was used to measure social connection within an undefined recall period: 
“In general, how connected do you feel to people?”. There is limited evidence of the 
reliability and validity of this question as a measure of social connection (8), and  
it was not designed to capture the three dimensions of social connection defined  
in Chapter 1. 

The findings of the Global State of Social Connections survey (7) are shown in Fig. 6. 
More than 70% of the global population reported feeling “very connected” or “fairly 
connected” to other people. Globally, there were only minimal differences in the 
rate of feelings of being socially connected between men (73%) and women (72%) 
and among age groups: 75% of people aged ≥ 65 years, 73% of 45–64-year olds, 71% 
of 30–44-year olds, 71% of 19–29-year olds and 73% of 15–18-year olds said that 
they felt very or fairly connected. In some countries in Latin America, the African 
Region, the Eastern Mediterranean Region and the South-East Asian Region, smaller 
percentages of the populations reported that they felt very or fairly connected (7).  
In view of the methodological limitations of the survey, however, the findings should 
be interpreted with caution.
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Fig. 6.
Results of “The Global State of Social Connections” survey of the prevalence of social connection

The boundaries and names shown and the designations used on this map do not imply the expression of any opinion whatsoever on the 
part of the World Health Organization concerning the legal status of any country, territory, city or areas or of its authorities, or concerning 
the delimitation of its frontiers or boundaries. Dotted or dashed lines on maps represent approximate border lines for which there may 
not yet be full agreement. Source: Meta-Gallup (45)

In the survey, measurements of social interaction were also made according to how 
often an individual had interacted with groups of people in the past 7 days (7). One 
in two people reported that they had interacted with friends or family who lived in 
the same household or nearby (58%) or with neighbours and people who lived near 
them (46%). One in three people had interacted with people at work or school (35%) 
and friends or family who lived far away (30%). One in four had interacted with others 
in groups with shared interests or beliefs (25%), while only one in six had interacted 
with strangers or people they did not know (16%) (7). 

Groups that experience higher rates of social disconnection 
than others

People experiencing marginalization have higher rates of social disconnection. 
Such populations include people with disabilities, LGBTIQ+ communities, migrants, 
refugees, ethnic minorities and indigenous groups. Their increased prevalence of 
social disconnection is often due to structural stigma, which excludes individuals 
from participating in society or limits the opportunities available to them (46, 47). 
Caregivers are also disproportionately affected by social disconnection (Chapter 3).
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People with disabilities: in general, people with disabilities report higher levels of 
social isolation and loneliness than people without (48, 49–55). Some people with 
disabilities may be unable to access social facilities and take up opportunities due 
to physical barriers in buildings, limited access to transport and lack of accessible 
information and communication, while others face structural stigma that limit their 
employment opportunities (56) or other sociocultural barriers that lead to lower 
education, less stable partnerships and poorer housing conditions (57). People with 
disabilities therefore report lower rates of social support and higher rates of social 
isolation and loneliness (57).

A study in seven low- and middle-income countries (Cambodia, Ecuador, Guatemala, 
Honduras, Paraguay, Senegal, Zambia) found that people with disabilities reported 
higher rates of loneliness than people without (52). For instance, more participants 
with visual (24.9%) or hearing (29.9%) impairments reported often feeling lonely than 
people who did not report visual (16.6%) or hearing (17.3%) impairment (52). People 
who reported any kind of disability were more likely to be lonely than people who did 
not (25.4% versus 14.3%).

LGBTIQ+: the data, all from high-income western countries, clearly show that people 
who identify as LGBTIQ+ are more likely to experience both social isolation and 
loneliness. In the past, they have faced more structural stigma and discrimination 
based on their sexual orientation or identity (e.g. homophobia, transphobia) and 
reported less frequent, poorer quality social contact with their social networks (58–60).

In one meta-analysis, sexual minorities had a higher rate of loneliness than 
heterosexual individuals (61). Similarly, in a study in Australia, all sexual minority 
groups reported higher rates of loneliness than their non-LGBTIQ+ counterparts (62). 
A study of older adults in the United Kingdom found higher rates of loneliness among 
individuals who identified as gay or lesbian (29.1%) or bisexual (35.2%) than among 
heterosexual respondents (21.3%) (63). A cross-sectional study in Germany found 
a high prevalence of both loneliness (83.3%) and social isolation (34.4%) among 
transgender and gender diverse individuals (64).

Migrants and refugees: more immigrants report loneliness and social isolation 
than their counterparts in their host countries, and even more refugees report these 
conditions (65). Immigrants and refugees often contend with communication barriers 
and different cultural norms that can result in social isolation and loneliness (58, 
66, 67) and have to re-establish social networks in new settings (65). The difficult or 
traumatic experiences that drove them to leave their home countries (e.g. economic 
hardship, conflict, natural disasters) may also contribute to social isolation and 
loneliness in a new country (35). 

In a 26-country study, the highest rates of loneliness were found for first-generation 
immigrants and people who migrated after the age of 18 (68). Older migrants more 
often reported loneliness than non-migrants in Germany (53.6% versus 42.9%) (69), 
Australia (49.0% versus 22.0%) (70) and Netherlands (Kingdom of the) (moderate 
loneliness: 37.5% versus 32.8%; severe loneliness 22.1% versus 13.0%) (71). 
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Higher rates of loneliness, on average, were also found among older Moroccan and 
Turkish migrants than their Dutch counterparts (72).

Ethnic minority and indigenous groups: the evidence on the prevalence of 
social isolation and loneliness among ethnic minority and indigenous groups 
is mixed, possibly because different groups experience social isolation and 
loneliness differently (Chapter 3) (60, 73–77). For instance, a study in England and 
Wales of the rates of loneliness among older adults in six ethnic minority groups 
(Bangladeshi, Black African, Black Caribbean, Chinese, Indian, Pakistani) found a 
higher prevalence of loneliness among five of the six groups in comparison with the 
general British population on both single-item and scale measures of loneliness 
(76). Schumacher and colleagues (60) found mixed results in the United States 
of America (USA). Although higher rates of loneliness were found for Black (19%) 
and Hispanic (16%) adults than White adults (14%), the rates of loneliness among 
Asian adults were similar to those of White adults (14%). A study of three ethnic 
minorities (Asian, Māori, Pasifika) in New Zealand gave mixed results (78). Although 
fewer Pasifika individuals (17%) reported loneliness than European or Other groups 
(21%), the prevalence of loneliness was similar or higher among Māori (21%) and 
Asian (23%) respondents.

Caregivers: social isolation and loneliness were reported at high rates by caregivers 
in various countries, although few comparisons of rates in caregivers and the general 
population are available. Young and informal caregivers are also at greater risk of 
experiencing social isolation and loneliness (Chapter 3).

In a review, the prevalence of social isolation and loneliness among caregivers of 
people with mental health conditions in Australia, China and the USA ranged from 
21.0% to 52.7% (79). The rate in a non-care-giver population in Australia was 7.0% (80). 

In a study of caregiver burden in four countries (Ireland, New Zealand, United 
Kingdom, USA) before and during COVID-19, increased rates of social isolation 
and loneliness were found with both single-item and scale measures. Before the 
pandemic, single-item and scale measurements of loneliness among caregivers 
of people with physical and/or brain health conditions were 6.8%, 5.9% and 7.0%, 
respectively, which increased to 34.1%, 22.0% and 26.6%, respectively, during the 
pandemic (81).
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Reflections from lived experience:  
marginalization, social isolation  
and loneliness

“I’ve been severely hearing impaired my entire life.  
On its own, my disability causes obvious social isolation 
and loneliness. But when added to a hearing world, my 
loneliness takes on many other forms […] When I ask for 
clarity or declare my disability to someone, an almost 
automatic distance is created. I suspect it’s mostly 
ignorance and discomfort that causes people to react  
this way…”

“At one time, I had a boyfriend, I had a partner, I built 
a home. He passed away, I became a widower. If I had 
known years ago that I would reach this age and it would 
lead to me withdrawing from civil society, maybe I would 
have prepared myself psychologically for how  
to embrace old age.”

“Two years ago, the war [in Ukraine] began. I survived 
occupation and relocation, finding myself in a new 
country with a different language, traditions, and culture. 
My tenuous social connections were disrupted, and the 
loneliness was sometimes overwhelming.”

Maggie

Julio

Polina

Mother with hearing impairment   
(South Africa)

Gay older man  
(Costa Rica)

Younger refugee living with  
late-diagnosed ADHD in Poland   
(Ukraine)
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“My most lonely year was my adolescent years. It was  
the time that I had the accumulation of racist bullying, 
[and] also some kind of exclusion due to my religious 
minority identity as well. And it made me wonder  
about my existence.”

“Since the height of the [COVID-19] pandemic in March 
2020, I have been shut off from fully participating in the 
world as I care for my mother without help. […] I rarely 
go out for long periods in fear of leaving my mother at 
risk of falling…”

Benny

Jennifer

Chinese-Indonesian youth, 
mental health advocate    
(Indonesia)

Carer for her 83-year-old mother, 
both African-American women     
(USA)

2.3  Time trends
Establishment of accurate global, regional and national time trends for the 
prevalence of social connection, social isolation and loneliness would ideally 
require accurate estimates for each factor at regular intervals, stretching back in 
time – even centuries for longer time trends. No such estimates are available, and 
those available have serious their limitations. Their quality often leaves much to be 
desired; they often cover limited geographical areas and periods; and some, such 
as data on correlates of social disconnection, are only indirectly relevant (82, 83). 
Historical trends might be elucidated in the future by rigorous analysis of historical 
records, including census data, from various parts of the world, similar to historical 
studies of the proportion of the population living alone (84, 85), discussed below.

The absence of better evidence about longer-term trends has resulted in 
considerable speculation, in which two opposing positions are often put forward. 
The dearth of data has made it difficult to adjudicate between them.

The first, the “lost community hypothesis”, holds that social isolation and loneliness 
arose as a by-product of modernity, a series of interrelated processes that began in 
the 18th century in Europe that included rapid, disruptive technological advances, 
secularization, individualism, capitalism, mass society and urbanism. In this 
view, modernity weakened the traditional bonds that connected people to their 
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communities and extended kinship groups and to a concomitant rise in social 
isolation and loneliness (86, 87). 

The second, contrasting, position contends that social isolation and loneliness have 
fluctuated throughout history and that modernity, rather than increasing social 
isolation and loneliness, has in fact promoted new forms of social connection that 
may decrease social isolation and loneliness. For instance, modernity has increased 
freedom and geographical and social mobility and led to the creation of dynamic, 
dense, new urban social networks that are less rigid, inward looking and tradition-
bound and more innovative and tolerant than the rural communities and kinship 
groups of old (84, 87, 88). 

The findings discussed below generally pre-date the COVID-19 pandemic,  
which started in March 2020 (89). The pandemic led to a small increase in the 
prevalence of loneliness, according to a meta-analysis of 34 studies that included 
all age groups (41), and a moderate increase according to a meta-analysis of 20 
studies that included only older people (90). It also led to a restriction of social 
networks (91–93).

Time trends in loneliness

The best – but still limited – data available are on time trends in loneliness in the 
recent past. They present a mixed picture, with trends varying by geographical 
location and age group. Luhmann et al. (83) reviewed meta-analyses of historical 
changes in loneliness measures and concluded that the findings are inconsistent 
and that more methodologically robust research is necessary on past changes in 
loneliness in diverse populations. The main findings from reviews and studies on 
time trends are presented below, by age group.

Adolescents and young adults: a meta-analysis of studies on trends in loneliness 
in emerging adults (18–29 years old) between the late 1970s and 2019 included 345 
studies from across the world in which the UCLA Loneliness Scale was used. Loneliness 
increased linearly in this population over the 43-year period but only in emerging 
adults in North America; no such increases were found in Asia or Europe (94). 

An analysis of the Global School-based Health Survey (95) for 2003–2017 included 
12–15-year-olds in 28 countries in Africa, the Americas and Asia, who were asked a 
single question to measure trends in loneliness. Increasing trends were found in six 
countries (Anguilla, Egypt, Maldives, Myanmar, Namibia and Philippines), decreasing 
trends in six countries (Benin, Indonesia, Samoa, Seychelles, Tonga and United Arab 
Emirates) and stable trends in 16 countries (Argentina, Cook Islands, Fiji, Guatemala, 
Guyana, Jamaica, Jordan, Kuwait, Lebanon, Morocco, Sri Lanka, Suriname, Thailand, 
Trinidad and Tobago, Uruguay and Vanuatu). 

In a meta-analysis of 48 groups of college students in the USA in which the UCLA 
Loneliness Scale was used, Clark et al. (96) found that the prevalence of loneliness 
had decreased between 1978 and 2009. They also found that the prevalence of 
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loneliness had decreased in a large sample of high-school students between 1991 
and 2012. In a meta-analysis of 56 studies of loneliness measured with the UCLA 
Loneliness Scale among Chinese college students, however, the prevalence of 
loneliness increased moderately between 2002 and 2022 (97).

Middle-aged adults: to examine time trends in the prevalence of loneliness among 
adults aged 45–65 years, the authors of a study in 2024 harmonized and compared 
data from longitudinal studies for 2002–2020 in 14 countries – Austria, Belgium, 
Denmark, England, France, Germany, Greece, Israel, Italy, Netherlands (Kingdom  
of the), Spain, Sweden, Switzerland and the USA (98). The findings were mixed: 
middle-aged adults in England, Mediterranean Europe and the USA reported 
loneliness more frequently than cohorts born earlier, while their counterparts in the 
rest of continental Europe and the Nordic countries reported no such increases – and 
sometimes less frequently. They also found that the overall prevalence of loneliness 
in the USA was consistently higher than in European countries (98).

Older adults: a meta-analysis of 25 studies of changes in the prevalence of 
loneliness in older adults in China between 1995 and 2011 measured on the UCLA 
Loneliness Scale showed a large increase. Analyses showed that the rise was 
associated with increased urbanization, personal medical expenditure, divorce 
rate, the Gini coefficient (a measure of income and wealth inequality)  
and unemployment (99).

No other reviews were found of studies on time trends in loneliness among older 
adults. The findings of primary studies, however, all in high-income countries 
and mostly in northern Europe, point to stable or decreasing trends. The trends 
were stable in England (77), Finland (100) and Sweden (101, 102) and decreasing 
in Germany (103) and Netherlands (Kingdom of the) (104). In the USA, a study in 
2019 identified stable trends in loneliness (105), while two other studies found a 
decreasing prevalence (34, 106). An online survey in 2020 with the UCLA Loneliness 
Scale of people aged ≥ 18 years showed that the rate of loneliness among older 
people had increased by 0.8% between 2018 and 2019, which was a smaller increase 
than in other age groups (107).

Overall patterns are difficult to discern from these findings. The trends appear to 
differ by country and age group. 

Time trends in social isolation 

Few data are available on global or multi-country time trends in social isolation, and 
there are even fewer data for social connection. Some national data are, however, 
available on social isolation. For instance, a study on time trends in social isolation 
among middle-aged and older adults in China between 2011 and 2019 showed a 
U-shaped trend, with a prevalence of 38.1% in 2011, 33.7% in 2013, 39.1% in 2015 
and 40.0% in 2018 (108). A meta-analysis of 100 studies of Chinese college students 
showed a moderate decrease between 1999 and 2011 in social support, an indicator 
of the functional dimension of social connection (97).
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In the USA, an analysis of American Time Use Surveys between 2003 and 2020 
suggested that social isolation had increased; social engagement with family, friends 
and others (e.g. roommates, neighbours, acquaintances, coworkers and clients) had 
decreased; and companionship (shared leisure and recreation) had decreased (109). 
For instance, between 2003 and 2020, social isolation, measured as the average time 
spent alone, rose by 16.5%, from 142.5 to 166.5 hours a month, and the amount of 
time people engaged with friends socially decreased from 30 to 10 hours a month.  
It is unclear, however, whether the items used to measure social isolation in the Time 
Use Surveys have been validated.

In another study in the USA, national samples of adults aged 50–80 years in 2018–
2023 were studied as part of a national poll on healthy ageing (110). Despite a sharp 
increase in social isolation, from 27% to 56%, between 2018 and 2020, related to the 
COVID-19 pandemic, a subsequent decrease in social isolation was observed, from 
46% in 2021 to 44% in 2022 and 34% in 2023 (110). 

In the United Kingdom, a longitudinal analysis of 73 847 individuals in five 
generational cohorts (born 1946–2001) found no clear trend of either increasing 
or decreasing social isolation with time (111). The result might be attributed to 
maintenance of regular contact with family and friends outside the household among 
older generations, even when they lived alone in late adulthood. 

Similarly, in Australia, social isolation in all age groups was found to be relatively 
stable between 2001 (13%) and 2022 (15%) (112). Although a slight increase was 
observed during the COVID-19 pandemic, rates have since been decreasing in nearly 
all age groups (112). 

Thus, in countries for which data are available, the overall trend in social isolation 
appears to be increasing in China, stable in Australia and the United Kingdom and 
unclear in the USA. 

Time trends in correlates of social disconnection

As robust long-term data on the prevalence of loneliness and social isolation are 
lacking, trends in related factors could be used to understand how they might change 
over time. The precise strength of any correlation between such proxies and social 
isolation and loneliness is, however, not always known, and they are therefore only 
rough indicators of time trends in loneliness and social isolation. 

Time trends in the proportion of the population living alone is one indicator of the 
structural dimension of social connection and of social isolation (Chapter 1), which is 
one of the better-established risk factors for loneliness (Chapter 3). 

One body of evidence addresses long-term trends in living alone – between the 1600s 
and 2011 – in Europe, Japan and the USA, based on historical records and census 
data (85, 113) (Fig. 7). The studies show that there has been a dramatic rise across 
many countries in single-person households during the 20th century, notably since 
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the 1960s. Many pre-industrial settlements had no single-person households and 
the average was around 5% of households. The current western proportions of such 
households (e.g. 31% in the United Kingdom) are wholly unprecedented historically, 
even reaching to 60% or more of households in some modern European and North 
American cities (85). 

Fig. 7.
Percentages of single-person occupancy households between 1560 and 2020

UK: United Kingdom; US: United States of America. 
Source: Snell (85).

 
Another body of evidence is on current global patterns and recent time trends in 
living alone (114–116). Currently, overall, “[o]n a global scale, living alone is relatively 
infrequent for most people” (115). In 113 countries, representing 95% of the world’s 
population, < 5% of young men and women lived alone in 56% of the countries, and 
< 5% of mature adults (50–54 years) lived alone in 44%. The low percentages of living 
alone increased only in later life. 

Analysis of time trends in living alone for the period 1990–2021 in these countries 
showed differences by region and sex. For middle-aged women, living alone is 
increasing only in Europe and North America (with intraregional differences), with 
little change elsewhere. For older women, the rate of living alone has increased to 
a greater extent in Latin America and more uniformly within the region, while, in 
Europe, the rates of increase have decreased to near zero and are negative beyond 
the age of 75 years. Among men, the rates have increased during most of the life 
cycle, except in Asia, where there is no sign of change. The increases are greater 
before the age of 60 years and much lower during later life. Overall, the rates of 
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increase are greater among males, with the exception of older people in Latin 
America, where the increase among females is much higher (115). 

Using these data (115, 116), Cohen (114) created the image reproduced in Fig. 8 of 
trends in 75 countries, covering 73% of the world’s population, between 1960 and 
2019. The percentage of one-person households ranged from 2.6% in Cambodia to 
38% in Switzerland. Overall, in 53 of the 75 countries, the percentage of one-person 
households was increasing. The countries in which decreases were seen were mainly 
in Africa and Asia, and the decreases were generally smaller than the increases (114).

Fig. 8.
Changes in single-person occupancy households between 1960 and 2019

BR Venezuela: Bolivarian Republic of Venezuela; UR Tanzania: United Republic of Tanzania. 
Source: Cohen (114).
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Being married or in a union is, like living alone, another indicator of social connection 
and social isolation (Chapter 1) and can be a protective factor against loneliness 
(Chapter 3). Global data on the percentage of the population who are either married 
or living with a partner are available, however, only for women of reproductive age 
(15–49 years) (117). They show that, globally, the percentage of women in either 
marriage or cohabitation is decreasing but only slightly – from 69% in 1970 to 65% 
for 2020 (Fig. 9). They also show regional differences. For instance, in east Asia, the 
proportion of women who are married or in a cohabiting union has increased on 
the whole; in South America, the percentage has remained broadly the same; and in 
north America and northern Europe, it has decreased (117).

Fig. 9.
Percentage of women 15 to 49 years old who were married or in a union between 1970 and 2020

Source: United Nations (117).
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Fig. 10 shows time trends in the percentage of people who agreed with the statement 
“most people can be trusted”, an indicator of social trust and a correlate of social 
connection. The data cover the period 1984–2022 and some of the most populated 
countries in various regions of the world (118). Time trends have not, unfortunately, 
been calculated for the global population. The picture in the countries included 
is mixed. For instance, between 2004 and 2022, the percentage increased in China 
(52.5% to 63.5%), the USA (35.5% to 37%) and Germany (33.1% to 41.6%), remained 
broadly stable in Australia, Brazil, France and the Philippines, but decreased, for 
instance, in Bangladesh (20.5% to 12.9% between 1998 and 2022), Egypt (37.5% to 
12.3% between 2004 and 2022) and India (35.5% to 16.7% between 1993 and 2014).

Fig. 10.
Percentages of people who agreed that “most people can be trusted” between 1984 and 2022

Source: Integrated Values Surveys (118). 

Even if data on time trends in facets of social disconnection are unclear and it is 
uncertain whether rates are going up, down or remaining much the same in different 
parts of the world, it is clear that the prevalence of loneliness and social isolation is 
high, with almost one person in six on this planet experiencing loneliness.
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Conclusion

The global and regional estimates of loneliness presented in this chapter show that 
loneliness is widespread. Globally, nearly one person in six on this planet is lonely. 
Although the rates of loneliness among younger people and those in lower-income 
countries tend to be higher, loneliness affects people of all ages in all regions. Given 
the wide-ranging, serious impacts of loneliness, reviewed in Chapter 4, the global 
burden of loneliness is sizeable and has, until recently, been under-recognized. 
We are not, however, powerless in the face of this issue. There are, as described in 
Chapters 5–8, a wide range of promising solutions for fostering social connection  
and reducing social isolation and loneliness. 

Better measurement instruments and data, including on time trends, should be 
generated on the scale and distribution of social connection, social isolation and 
loneliness. The Global Index on Social Connection proposed in Chapter 9: The way 
forward, will, we hope, go some way to addressing this gap. 

Future research directions

• Regular monitoring of the prevalence of social connection, social isolation and 
loneliness at global, regional and national levels should be a high priority. This will allow 
progress to be tracked and the impact of strategies to address the issue to be measured. 
Furthermore, monitoring is a precondition for a coordinated international and national 
response to the problem. 

• The first requirement will be the development and adoption, internationally, of reliable, 
valid, cross-culturally valid measurement instruments for social connection, social 
isolation and loneliness.

• This in turn will necessitate the development, as a priority, of an instrument to measure 
social connection as conceptualized in this report: in the three dimensions of structure, 
function and quality. 

• More evidence should be generated on the quality of instruments for measuring  
social isolation.

• Better data are required on global, regional and national time trends by age group  
for better understanding of trends and their drivers in order to address the problem. 
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“It was a combination of everything. It made 
a perfect storm for me to just feel even more 
isolated. Why am I this different? Why should  
I bear this feeling of loneliness?” 

Benny Prawira, Chinese-Indonesian youth and mental health advocate 
(Indonesia) 
© WHO

Listen to Benny’s 
full story here
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Section 3.1 surveys broad factors that may account for perceived 
historical trends in social disconnection. Section 3.2 reviews general 
risk and protective factors for individuals experiencing social 
isolation and loneliness. Section 3.3 reviews risk and protective 
factors specific to particular populations. 

 
Accurate identification of the drivers of social connection, social isolation and loneliness is 
critical for developing effective strategies (Chapters 5–8). These will be effective, however, 
only if they address the causal drivers of the problem (1–3). Understanding the drivers is 
challenging, as social connection, social isolation and loneliness are influenced by a complex 
interplay of individual, interpersonal, community and societal factors (Section 3.2) (1, 4). 

While there is extensive evidence linking social connection to mortality, mental and physical health 
and various social and economic outcomes (Chapter 4), less is known about what drives social 
connection. This gap may stem from challenges in defining and conceptualizing social connection 
consistently. More research has been conducted on the drivers of loneliness and, to a lesser extent, 
social isolation. Studies of social connection often highlight the same factors that drive social 
isolation and loneliness (5). This chapter therefore primarily addresses the drivers of social isolation 
and loneliness, as further investigation is necessary to determine how these factors are related to 
other forms of social disconnection.

  Many factors – such as modernity, industrialization, technological advances  
and secularization – have been proposed to account for a perceived historical 
increase in social disconnection. Pending further research, however, any role 
remains speculative. 

  Factors that increase the likelihood of an individual experiencing loneliness 
and social disconnection for which there is good evidence include physical and 
mental health conditions (particularly depression), certain personality traits 
(e.g. neuroticism), not having a partner, living alone and aspects of the built 
environment, including lack of access to public transport. Digital technologies 
and their impact on social connection are a rapidly growing, emerging field  
that requires further research to fully understand their benefits and harms.

  Less is perhaps understood of the drivers than of other aspects (e.g. scale, 
impacts) of social connection, social isolation and loneliness.

Key messages
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3.1  Factors that may account for the 
hypothesized historical increase  
in social disconnect
Globally, there is no conclusive information on longer-term historical trends and 
no recent time trends for the prevalence of social isolation and loneliness. This is 
due, as shown in Chapter 2, to lack of data. There are indications, however, that, in 
some countries, such as China and the USA, the prevalence of social isolation and 
loneliness has been increasing in recent decades. Data also show that, in most but 
not all countries, increasing proportions of people live alone. 

Despite the lack of conclusive evidence on longer-term time trends, the perception 
that social disconnection has been increasing over past decades and centuries 
is widespread. For example, the “lost community hypothesis” (Chapter 2) (6), 
holds that the rise of social isolation and loneliness is a by-product of modernity 
characterized by rapid, disruptive technological advances, secularization, 
individualism, democratization, capitalism, mass society, urbanism and 
other factors. Some potential drivers that have been proposed to explain the 
hypothesized rise in social disconnection are shown in Fig. 11 and discussed below. 

Fig. 11.
Factors that may account for historical trends in social disconnection

Industrialization, urbanization and mass solitary living: the industrial 
revolution led to the rise of mass solitary living in urban centres (7, 8). Living alone 
is an indicator of the structural dimension of social connection and, as described 
below, a risk factor for social isolation and loneliness (5). As discussed in Chapter 
2, in parts of Europe, Japan and North America, there was a dramatic rise in the 
number of single-person households during the 20th century, particularly since 

Social
disconnection

Modernity Individualism

Urbanization Neoliberalism

Solitary living Industrialization

Democratization Mobility

Secularization Technology
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the 1960s (8). Many factors have been invoked to account for this increase, such 
as demographic changes (e.g. increasing life expectancy, changing marriage 
patterns, decreased birth rates, childlessness, more divorces), rising prosperity, 
women’s rights (reducing constraints on younger women living alone), changing 
communication technologies, urbanization, education and individualistic 
ideologies. Industrialization occurred at different times in different places. 
For instance, China more recently underwent rapid industrialization and mass 
migration to cities, separating people from their social networks. By 2014, rural-to-
urban migrant workers made up nearly one fifth of the entire Chinese population 
(274 million) (9). A review of 25 studies in China found large increases in the 
prevalence of loneliness among older adults in China between 1995 and 2011 (10).

Technology: the impact of technology before the advent of digital technology on 
social connection and disconnection is unclear. Technology has long been seen as both 
a cause of and cure for social isolation and loneliness (6, 11, 12). For instance, Slade 
(13) maintained that, in the USA, the trend to eliminate human interactions through 
technologies such as vending machines, transistor radios, jukeboxes and supermarkets 
for reasons of speed, efficiency and cost began during the wave of urbanization 
following the civil war (1861–1865). Others suggest that the picture is more nuanced 
– that the effects of trains, planes and automobiles on social connection have been 
mixed, allowing people to both widen their social networks and maintain connections 
after moving away, but may have weakened people’s general sense of belonging (7). 
The advent of newer communication technologies (such as smartphones and social 
media) has altered the way in which individuals communicate and interact with 
others. The evidence on the impact of increased digital communication technology 
accessibility and use is mixed, as further discussed in Box 2.

 

During the past few decades, the emergence, spread and integration of digital 
technologies into people’s lives has increased rapidly. Thus, use of the Internet, 
smart-phones and social media has become widespread, and emerging 
technologies such as AI assistants and virtual reality may play larger roles in the 
coming years. In 2024, an estimated 68% of the world’s population were using the 
Internet, and 80% (aged ≥ 10 years) owned a mobile phone (14). Although there 
are regional variations in Internet use (from 38% in Africa to 91% in Europe) and 
ownership of a mobile phone (from 66% in Africa to 95% in Europe), increasing 
trends are apparent in most areas (14, 15).
 
The rising use of digital technologies is markedly transforming how we interact 
with others and our environment. This can impact social connections, social 
isolation and loneliness in ways that are complex and not fully understood. 
Our understanding is limited by a rapidly changing digital world, resistance by 
companies to share the data necessary to conduct rigorous research, conflicting 
research findings, the domination of cross-sectional and short-term research and 
differences in the way in which digital technology use and social connection are 
measured for studies. 

Box 2.  
Digital technologies as drivers of social connection, social isolation and loneliness 
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Some research suggests that social media use and excessive engagement with 
online platforms have negative impacts on social connection (16–18) by reducing the 
quality and quantity of interactions when the time spent using digital technology 
replaces in-person interactions (19). Use of social media may increase social 
isolation and loneliness by inciting unhealthy comparisons with others, the spread of 
misinformation, modelling of unhealthy behaviours, facilitation of cyberbullying or 
harassment (20–23) and use of social media to replace in-person interactions because 
of poor social skills or social anxiety (4, 24–26). Further, social media environments 
may not provide features for community building or interaction, reducing the 
chances of engaging with others. Use of technology can also interfere with the quality 
of relationships, such as “phubbing” or “technoference” – ignoring an in-person 
conversation by using a mobile phone (27–31). 

Associations between digital technology use and social connection can be 
bidirectional (16, 32, 33) and influenced by the type of technology being used, how 
and why it is used and who uses it (Table 2). For instance, if social media are used to 
enhance existing relationships, facilitate new communities or learn, they may have 
a protective effect on social disconnection (24, 26, 34). Furthermore, opportunities 
afforded by technologies such as more efficient communication with others, 
connection with large numbers of people and the removal of geographical barriers to 
communication can improve aspects of social connection, including social networks, 
social capital and social support (28, 35–41).

Social media and networking platforms can be essential sources of social connection 
and support for population groups who face barriers to participation in offline 
communities (due, e.g. to reduced mobility, stigma or language) or those who have 
difficulty in identifying similar others to establish mutual support systems. These 
include migrants and refugees (45), LGBTIQ+ populations (46), older individuals 
(47) and people with disabilities or chronic health conditions (48, 49). For these 
populations, use of digital technology can support mental health and well-being  
(45–47, 49, 50) and may reduce loneliness and social isolation (16, 50–53). These 
groups are, however, often those who face marginalization and are often subject  
to online bullying and attacks. 

Gaming, particularly for young males, can be an important way of connecting digitally. 
A systematic review of the link between video game participation and loneliness had 
mixed results. Although video games can provide an opportunity to interact with others, 
strong involvement in gaming can replace real-life interactions (54).

Digital communication among older populations includes the delivery of 
interventions that were previously provided face to face (e.g. social support, 
psychological interventions) and online platforms to improve meaningful 
connections with others (e.g. multiplayer online games or virtual reality).

Table 2.
Factors that may influence relations between digital technology and social connection 

Type of 
technology

For instance, whether technology has a low (e.g. e-mail, social media, 
online games) or high social presence (e.g. voice and  video calls) (42)

How it is used For instance, whether social media are used actively (e.g. with direct 
exchanges) or passively (e.g. consuming content without engaging) (43)

Why it is used For instance, whether technology is used to enhance relationships and 
make new friends or to compensate for poor social skills (16, 44)

Who uses it For instance, associations may differ by age group, culture or 
personality type, which may determine how and why technology is 
used (16, 37, 41).
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Secularization: secularization and the decline of religion, starting in Europe in the 
19th century, may have contributed to the increase in social disconnection (8, 11, 
77, 78). Practising a religion can be hypothesized to protect against social isolation 
and loneliness in several ways. First, religious gatherings and institutions provide a 
sense of social connectedness, belonging and community. Secondly, the relationship 
with a supernatural entity, often supported by prayer, ritual and other practices, 
provides a sense of companionship and union, ensuring that no one ever feels truly 
alone. Thirdly, religious beliefs, practices and principles provide a sense of meaning, 
purpose and security and, often, a sense of goodwill and charity towards others. 
Lastly, some religions tend to value traditional family structures and ties, which may 
protect against loneliness (7, 11, 79, 80).

New technologies, such as AI companionship, offer easy, unlimited access to social 
support (55–57). Research on their effects is, however, limited, and caution is thus 
required in their use. Digital technologies can be used for widespread dissemination 
of health-promoting information in campaigns (Chapter 5) and access to health 
services to help promote social connection (24). 

While use of digital technology is promising, further research is required to determine 
its effectiveness in reducing social isolation and possible harm. Furthermore, barriers 
to the use of technology that may limit engagement and exacerbate social isolation 
(e.g. lack of Internet access or skill in using technology (58)) should be addressed, and 
potential harmful effects (e.g. excessive time spent on social media and over-reliance 
on AI companions that replace human interaction (59)) should be carefully considered 
and mitigated. The greatest concern associated with digital technology is its use by 
children and adolescents and potential adverse effects on their mental health and 
well-being. The effects include those that may arise from increased exposure to social 
media, harmful content or excessive use of technology, exacerbated by the design of 
platforms and use of algorithms that influence the nature of content and maintain 
users’ engagement (e.g. use of “likes” and other rewards) (20, 24). Potential harms and 
ways in which mental health could be affected include increased risks of disruption 
to brain structure and increased likelihood of depression, anxiety, poor self-esteem, 
poor body image and reduced quality of sleep (20, 24, 60–70), feelings of technology 
overload, fear of missing out when not connected, fewer face-to-face interactions, 
negative online interactions and enhanced social comparisons (60, 71–73). 

More evidence should be generated on the benefits and harms of digital technology 
use. While some authors describe severe risks of harm to children and adolescents 
due to its use (74), others take a more cautious perspective, highlighting the small-
to-moderate increases in risk found in systematic reviews and largely correlative 
data, with which it is difficult to identify causality (68, 75, 76).

Despite the differing perspectives, the consensus remains that it is essential to 
be cautious about the role of digital technology in young people’s lives and to 
take action to safeguard mental health and well-being (e.g. by setting policies to 
strengthen protection for children online) (20). Better understanding is required of 
how best digital technology can be harnessed to maximize its social benefits and 
safeguard all population groups from harm.
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Colonialism and indigenous peoples: European colonial empires covered 84% 
of the earth’s surface at their peak in the early 20th century (81). The long-term and 
multigenerational effects of colonialism may account for social disconnection in 
many parts of the world. The intergenerationally transmitted effects of trauma 
include, for instance, forced relocation (often associated with loss of home, land and 
other possessions), suppression of indigenous languages and erosion of traditions, 
systematic discrimination and marginalization, socioeconomic disadvantage (82) and 
the ongoing clash between traditional, collectivist and more modern individualistic 
values (83, 84).

For example, among older Māori adults, members of the indigenous population 
of New Zealand, social isolation and loneliness were associated with the loss of 
traditional ways of life, partly due to colonialism (85). In the 1950s and 1960s,  
large-scale migration took place to urban centres, with many Māori leaving their rural 
tribal communities for employment in larger cities. This resulted in increased social 
isolation and less regular contact with ancestral and rural homes. Cultural rituals at 
which traditional knowledge was shared and passed on to new generations became 
less frequent (85).

Indigenous communities in Chile, which make up some 9.5% of the population, 
face greater economic, social and health challenges than other Chileans. These 
inequalities contribute to higher rates of social isolation and loneliness. Challenges 
that affect older indigenous people in particular include social exclusion, 
depopulation of the rural areas in which they live, disruption of cultural continuity as 
younger generations migrate to cities and changes in family and social organization. 
For example, among older people in the largest Chilean indigenous group – the 
Mapuche – only 23% reported experiencing no loneliness, while 66% reported 
loneliness and 11% extreme loneliness (86). 

“Social isolation and loneliness […] led to feelings of 
despair, disconnection, and a lack of purpose. It felt like  
I was trapped in a bubble, unable to reach out or connect 
with others. […] We became more reliant on virtual 
connections, which, while helpful, couldn’t fully replace  
the warmth and support of face-to-face interactions.”

Ruth
From Kyondoni Village   
(Kenya)

Reflections from lived experience:  
the many sides of digital technologies
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“I think social media has helped as we can now talk /  
[call] family not in the immediate vicinity and I think  
more people need to have access and instruction on  
how to use it.”

Glennis
Older divorcee and mother    
(New Zealand)

“Even online, a space that should be safer for people 
to meet, the degradation of safety protections for 
marginalized people on social media over the last  
couple of years have made it prohibitively difficult  
to make connections online.”

Jasmin
Transgender, disabled woman    
(USA)

“Online spaces saved me when I was still trapped at 
home […] That was my very first hope, that life could be 
different. Hanging out on that forum meant I knew that  
I wasn’t the only depressed socially awkward  
teen out there.”

Asa’
Disabled and neurodivergent 
younger person (USA)

Risk and protective factors 

Risk factors are variables that precede and are associated with a higher likelihood 
of a negative outcome – in this case, social disconnection – or that serve as 
a buffer against risk factors (87, 88). In the socioecological model, the many 
interactive risk and protective factors for social disconnection are grouped into 
individual-level factors (e.g. psychological, sociodemographic), interpersonal-
level factors (e.g. close social relationships such as those with peers, intimate 
partners and family members), community-level factors (e.g. schools, 
workplaces, neighbourhoods) and societal-level factors (e.g. social and cultural 
norms) (Fig. 12). This model helps to convey the importance of multi-level actions 
to address social connection and disconnection (89).
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Fig. 12.
Socioecological model for understanding risk and protective factors for social isolation and loneliness

Source: Krug (2).

It is also critical to understand the magnitude of the association between risk factor 
and outcome, the causal status of risk factors and whether they exert their influence 
directly or indirectly (88, 90, 91). An intervention that targets a risk factor that is not a 
cause will have little impact on the problem. Although this section presents evidence 
on risk and protective factors, there are notable gaps in the evidence, such that 
causality cannot be inferred with confidence. Data on the magnitude of associations 
indicate the priority risk factors to be targeted by interventions. Indirect factors do 
not directly impact social disconnection but exert their influence through structural 
factors such as income, education and discrimination (1, 92). Further, many factors, 
such as age, sex/gender and ethnicity/race, cannot be modified and are therefore not 
discussed in this section, which addresses factors that are amenable to change.

3.2  Risk and protective factors for  
social disconnection that apply  
to the general adult population
Table 3 summarizes modifiable risk and protective factors for social isolation and 
loneliness that apply to the general adult population (see section 3.3 for those that 
apply to specific subpopulations). The data are from systematic reviews, meta-
analyses and large multinational studies that provide a measure of association 
between risk or protective factor and outcome. Table 3 is, however, incomplete, as 
it reflects the current state of the evidence; only individual and interpersonal factors 
are listed, as there is insufficient evidence on measures of association between 

Individual

Relationship

Community

Societal
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community and societal risk factors and loneliness and social isolation; no protective 
factors were identified for social isolation; and the information on risk factors for 
social isolation applies only to older people. More research is therefore required 
in this area, in particular on community and societal risk and protective factors for 
social isolation and on risk factors for social isolation for adults and younger age 
groups. Furthermore, most of the studies included in reviews of risk factors for 
loneliness were conducted in high-income countries and less than 10% in low-  
or middle-income countries.

Table 3.
Magnitude of associations between risk and protective factors and social isolation and loneliness 

Social isolation Loneliness

Factor Riska Risk Protective

Individual

Lower education level Very small–small Very smalla

Smallb,c

Higher education level Very smalla

Smallb,c

Employed status Very smalla

Smallc

Moderateb

Lower socioeconomic status Smalla

Moderatec

Largeb

Health status
Presence of other disease
Activities of daily living
Poorer cognitive function

Small
Small
Small

Small

Anxiety Smallc

Moderateb

Depression Moderate Smallc

Moderateb 
Larged

Personality
Shyness
Low self-esteem

Large
Moderate

Perception of (poor) health Small

Interpersonal

Relationship status 
(unpartnered)

Small

Living alone Small Small–large

Lower social activity  
and participation

Small

Lower social support Large Small
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Social isolation Loneliness

Factor Riska Risk Protective

Interpersonal

Disengaged or inexpressive 
parenting style

Moderate

Engaged or expressive 
parenting style

Very small

Bullying Small–moderate

 
Based on Cohen’s r values and thresholds: Chen et al. (93), Due et al. (94), Hutten et al. (95), Mahon et al. (33), Tian et al. (96), Wang et al. (97) 
Large: r ≥ 0.5; moderate: r ≥ 0.3; small: r ≥ 0.1; very small: r > 0.1
a Older adults (> 64); b Middle adults (30–64); c Early adults (< 30); d Children and adolescents

Individual-level factors

Demographic characteristics, such as age and sex, may contribute to experiences 
of social isolation and loneliness, although the evidence is limited and somewhat 
mixed. Such characteristics probably operate indirectly through socioeconomic 
circumstances (e.g. health and income), ability to participate socially and subjective 
feelings of belonging (1, 98).

Education is a protective factor against social isolation and loneliness, as it increases 
a person’s social networks and financial status (1, 92, 93, 95, 98–100). Individuals with 
higher education may be better protected from loneliness because of opportunities 
for more socioeconomic resources, contributing to less chronic stress in everyday 
life, larger social networks and better overall quality of relationships (92). 

A person’s socioeconomic status, measured, for instance, as household income 
or household wealth, has often, but not always, been found to be related to social 
isolation and loneliness, probably by affecting an individual’s ability to participate in 
more social activities (1, 95, 101–103). A systematic review of qualitative studies of 
experiences of loneliness in low- and middle-income countries (104) identified 
poverty and socioeconomic status as recurring factors that affect experiences 
of loneliness and, to some extent, social isolation. These factors not only limit a 
person’s ability to participate in social activities but also entail lower social status, 
which may affect social interactions. 

There is some evidence that employment can protect against loneliness (102), 
as being employed usually entails some level of social interaction (105), although 
this might change with the advent of teleworking. Although the rate of reported 
loneliness is lower for employed than for unemployed individuals, the current 
evidence that this relation is causal is mixed, and it may be bidirectional (1).
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Both physical and mental health status are associated with social isolation 
and loneliness, and some longitudinal studies suggest that the relation may 
be causal. Poorer physical functioning may limit abilities and opportunities to 
interact with others, contributing to increased social isolation (102, 106). Pre-
existing or chronic diseases may also lower the quality of interactions, resulting 
in more experience of loneliness (102). For example, there is considerable 
evidence that anxiety and depression in particular are linked to social isolation 
and loneliness, particularly in adolescence and older adulthood (33, 93, 95, 97). 
Relations between health status, social isolation and loneliness appear to be 
bidirectional: health problems are a risk factor for social isolation and loneliness 
and vice versa (1, 93, 99, 100, 107, 108). For example, a systematic review of 
qualitative studies identified health as a precondition of both functional and 
financial independence – both of which are drivers of loneliness and social 
isolation. It also indicated that the presence of disability may result in less 
attention, care and support from others (104).

Personality traits are risk factors for loneliness, for which there is strong empirical 
support (1, 109), and neuroticism (tendency to experience negative emotions) is linked 
to higher and extraversion to lower rates of loneliness. In each case, the association 
is large and partly genetic (99, 110–113). Another potential driver of loneliness may 
include individuals’ belief about their future, those with a weaker sense of purpose  
or direction in life potentially being at higher risk of experiencing loneliness (104).

Interpersonal-level factors

Interpersonal-level factors that affect experiences of social isolation and loneliness 
include a person’s relationship situation, including changes in marital or partner 
status, and living arrangements (1, 93, 103, 108). Relationship status has been 
identified as one of the most important direct risk factors for social isolation and 
loneliness, individuals without partners being more likely to experience social 
isolation and loneliness. The quality of relationships is, however, important, 
particularly for loneliness; simply being in a partnership is not sufficient (1, 92, 
98–100, 107, 108). For example, feeling trapped in a relationship, such as financially, 
counteracts the potential protective effects of having a partner (93).

Living alone has been found to be one of the strongest risk factors for social isolation 
and loneliness. Although living alone is an indicator of social isolation, evidence for 
a causal relation between living alone and loneliness is currently lacking and may be 
bidirectional. The presence of a partner in a household, rather than children, may be 
responsible for the greatest difference in loneliness, particularly for older adults (1). 

Intimate partner violence, however, has been identified as a risk factor for social 
isolation, particularly in cases of coercive control, in which an individual is purposely 
isolated from their family and friends (114). Social connection, including strong social 
support networks and stable, positive relationships, is a protective factor against 
intimate partner violence (115).
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Loneliness is strongly and directly related to a person’s social network, but its 
quality and function, rather than its size, are important. Frequent contact with friends 
and family, good relationships with them and receiving and giving support are 
protective factors against loneliness (1, 99, 108). The relative importance of quantity 
and quality may, however, vary along the life course (116). Changes in a person’s 
social network may also be potential drivers of social isolation and loneliness, such 
as those due to the death of loved ones (particularly in older age) and having fewer 
visitors and invitations to social events (104). Actively reducing social contacts was 
identified as a way in which some people cope with loneliness, which, however, 
results in increased social isolation and further loneliness in the long term (104). 

Lack of social activity and participation are risk factors for social isolation and 
loneliness but may be bidirectional, as loneliness may also affect (the desire for) 
social activity and participation (1, 102, 117, 118). Increased social support may be 
a protective factor against social isolation and loneliness, although the associations 
found between perceived social support and loneliness are often stronger than those 
with social isolation (101, 102).

Less evidence is available on community and societal risk factors, in particular on the 
magnitude of the associations with loneliness and social isolation, than for individual 
and interpersonal risk factors, and they are not included in Table 3. 

Digital technologies, such as social media, may also affect social isolation and 
loneliness. As discussed in Box 2, current evidence indicates that the increasing 
digitalization of social interactions has mixed effects on social isolation and 
loneliness, depending on the type of technology, how it is used, why it is used 
and who uses it. Digital technologies may be more beneficial for people who are 
experiencing marginalization, due, for instance, to disability or poverty.

Community-level factors

Although there is less evidence, particularly from reviews, meta-analyses and large 
multinational studies, on community-level risk factors, this section summarizes what 
evidence is available. Community-level risk and protective factors overlap significantly 
with social infrastructure (see Chapter 7 for information on strengthening social 
infrastructure as a strategy for addressing social isolation and loneliness). Social 
infrastructure consists of the policies, services, resources and public spaces to which 
people have access that enable them to participate fully in social, civic and economic 
life, without barriers. 

There is some evidence that a poor built environment (e.g. lack of public and 
natural spaces and poor transport) is associated with social isolation and loneliness 
(93, 102, 104, 108, 117, 119, 120). Greater availability of and access to facilities in 
neighbourhoods, such as social services and green spaces, are linked to lower rates of 
social isolation and loneliness, although the association with green spaces is mixed 
(121). Evidence for a link between walkability and loneliness is also mixed (1) but that 
for social isolation is stronger (117).
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Inadequate social infrastructure may exacerbate inequities that could increase the 
risk of social isolation and loneliness, whereas a robust social infrastructure may 
be a protective factor (122). For instance, a study of 26 countries (123) found that 
most societies with low levels of loneliness had good public social infrastructure, 
and a policy report (124) showed that, in local authority areas with more social 
infrastructure facilities per head of population, the predicted rate of loneliness 
among residents was lower. Conflicts about social infrastructure, particularly that 
which meets the needs of some at the expense or exclusion of others (125, 126), 
may indirectly affect social isolation and loneliness through exclusion and loss of 
the sense of belonging. 

The community factors of satisfaction with neighbourhood, sense of belonging 
and social cohesion have also been linked to less social isolation and loneliness 
(93, 117, 118, 127). Factors that contribute to neighbourhood satisfaction include 
safety and housing conditions (99, 102, 104, 108), although the evidence of an 
association between neighbourhood safety and social isolation and loneliness  
is mixed (117). 

Residential density, urbanization and rurality appear to be only weakly related to 
loneliness, and the evidence for social isolation is somewhat mixed (1, 93, 104, 108). 
For people in care facilities, cultural inappropriateness may also be a potential driver 
of loneliness (104). For example, in long-term care institutions, inappropriate cross-
cultural communication between staff and residents may result in misunderstanding 
of health conditions and expectations of care and affect resident satisfaction, health 
and quality of life (128). 

A weakness of the evidence on community-level risk factors is that, in addition to 
being limited, it is also predominantly cross-sectional (i.e. collected at one time), 
making it difficult to establish causal relations (1, 129).

Societal-level factors

Empirical evidence on societal risk factors is also limited. Two broad types of societal 
drivers have, however, been proposed to explain international differences in the 
prevalence of loneliness. The first is national socioeconomic resources: greater 
national income inequality and weaker welfare systems may account for higher levels 
of loneliness, although the evidence is mixed (1).

The second type of societal driver is social and cultural norms. Collectivism versus 
individualism has been studied as a dimension of cultural variation (130, 131) (see also 
section 1.2). Loneliness arises, as seen in Chapter 1, from a discrepancy between actual 
and desired or expected social connections. Thus, the lower expectations for social 
connection in individualistic cultures often result in less loneliness than do the higher 
expectations in collectivistic cultures, which are often more difficult to fulfil (132–136). 

Specific cultural practices may also be a protective factor. For example, households 
that include multiple generations and extended family, which are more common 
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in non-Western societies, or the tradition of filial piety in Chinese culture (111), are 
associated with less social isolation (133, 137). 

The Indigenous Aboriginal and Torres Strait Islander population of Australia has a 
collectivist approach to family life and child rearing, known as “one community, 
many eyes” (138). The approach expresses the complex Aboriginal cultural notions of 
kinship, which are not captured by non-Indigenous definitions and include sharing 
the responsibility of raising children among community members. This approach has 
been reported to increase social connection, cohesion and trust among community 
members according to the view that “when you live in a community, you are pretty 
much all family” (138). Some such practices are becoming more common in Western 
countries, such as intergenerational co-housing communities, which increase 
opportunities for socialization and may reduce the prevalence of social isolation  
and loneliness (108).

Certain ideologies and associated policies (Chapter 6) may also contribute to 
increasing social isolation and loneliness. For example, ideologies and policies 
that hold that social and economic progress is attributable mainly to individual 
responsibility, greater entrepreneurial freedom, free trade and minimal government 
involvement in economic affairs (139) may de-emphasize the impact of social 
inequity and exacerbate competition, eroding social trust. Such policies are often 
associated with poor access to social security and greater social inequality (140), 
which decrease social connection and increase the prevalence of loneliness. 

Shifting norms and policies about digital technology are another potentially 
important societal driver of social isolation and loneliness. The rapid spread of  
digital technologies in society has affected the way people live and interact in 
multiple domains of their lives (see Box 2). Evidence on the impact of such policies  
is, however, currently limited.

There is some evidence that societal-level measures, such as anti-discriminatory 
hiring policies to increase employment and socioeconomic status and promote 
demographic diversity, may reduce social inequalities and protect people from 
loneliness (141). 

A well-documented societal-level driver of social isolation and loneliness is the 
COVID-19 pandemic and the measures taken to counter it (e.g. physical distancing, 
lockdowns), which led to restriction of social networks (25, 142, 143) and small 
increases in the prevalence of loneliness (144, 145). Moreover, populations 
experiencing marginalization, who were more likely to experience social isolation 
and loneliness before the pandemic (146), more frequently reported social 
disconnection during the pandemic, resulting in long-term changes in lifestyle and 
health (25, 145). In addition, exacerbated by the COVID-19 pandemic, normalization 
of online interactions in many areas of life (e.g. study, work, social life) resulted in 
fewer face-to-face interactions (25). This may increase social isolation, partly due to 
fewer incidental interactions (147), which are important for the development of new 
relationships (148).
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Reflections from lived experience:  
how people come to experience  
social isolation and loneliness

“For the first time in February of 2023 I was diagnosed 
with a rare cancer, Adenoid Cystic Carcinoma. A cancer 
that took my left eye in a life changing surgery. And the 
arduous journey of living with a scar that disfigured my 
face, personally developing issues and tropes of declining 
mental health, social anxieties, fear of the public eye. 
Going so far in covering windows, and mirrors with 
bedsheets, living isolated from others […] The lack of 
conversation can lead to isolation and loneliness can be 
tough to deal with.” 

Tommy
Gay man and cancer survivor    
(USA)

“My life is an intersection of being born in a slum of Delhi, 
having an abusive alcoholic father, having multiple 
non-apparent disabilities (Dyslexia, Dyspraxia, and 
Stammering), and being a caregiver to my chronically ill 
mother. All these factors were worsened by Delhi extreme 
air pollution, severe heatwave and lack of access to clean 
drinking water. […] My neighbourhood was not supportive 
and they believed that I would also grow up as an alcoholic 
like my father […] I was an extrovert early in my childhood, 
now I am an introvert.”

Puneet
Younger disabled person    
(India)

“My parents divorced when I was a year and [few months 
old] which left me in the care of a relative for some time, 
thereby depriving me of being cared for by my mother 
at a tender age. Later on at age 4, I moved in with my 
guardians without fully knowing what was happening as I 
was a child. […] I felt so alone, I was seldom in touch with 
my immediate family […] I felt abandoned a lot of times 
even though I knew she loved me.”

Patience
Childhood trauma expert     
(Zambia)
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“In May 2020, I fell in my house and sustained an ankle 
fracture which required metalwork to fix it. I went from 
being completely independent as a paediatric nurse 
to becoming dependent on others. Unfortunately, I 
suffered elderly and financial abuse for many months 
while recuperating from ankle surgery. My son and 
daughter-in-law did not feed me properly. They did not 
tend to my personal hygiene needs. Notably, they kept 
me isolated from my friends and usual social network. 
[…] After discharge, my son, daughter-in-law (carers) 
decided to move out and cut me out of their life. I have 
been abandoned.”

Barbara
Older woman     
(United Kingdom)

3.3  Risk and protective factors that 
apply to specific populations 
Age-specific risk and protective factors 

Certain risk factors are specific to specific life periods (108, 129). The periods are 
often transitional times, which often give rise to stress and anxiety that contribute to 
difficulties in establishing social bonds and increased experience of social isolation 
and loneliness (149). Such periods include adolescence and older age, which are 
associated with rapid changes in many life domains (e.g. biology, health, occupation, 
family and social relations), which may be accompanied by a sense of alienation and 
strained relationships (150).

Children and adolescents in particular are an important age group to be addressed, as 
early investments in prevention can yield potential benefits for the future – averting or 
reducing adverse health and social outcomes later in life (151). Additionally, adolescents 
(13–17 years) are estimated to have the highest prevalence rates of loneliness, at 20.9% 
(Chapter 2), highlighting the importance of addressing loneliness early on. 

Childhood and adolescence

Childhood loneliness and social isolation are predictive of future social isolation 
and loneliness (152, 153). Adverse childhood experiences, trauma, such as 
abuse and neglect, subsequent mental health difficulties and social isolation and 
loneliness influence each other in complex ways. Adverse childhood experiences 
may contribute to social isolation and loneliness, partly because of lack of social 
support (154), and also development of mental health difficulties, which may in turn 
increase the risk of social isolation and loneliness. Approximately half (48.4%) of all 
mental health disorders in adulthood start by the age of 18 years (155). Thus, adverse 
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childhood experiences may also contribute to social isolation and loneliness later in 
life, both directly and indirectly through mental health difficulties.

A systematic review of 20 studies found that children who are made to become family 
carers at a young age often develop stronger social connections with those they care 
for, at the expense of social connections external to the family (156). Loss of social 
connection can be a result either of forced relocation to care for a family member or 
of the stigma surrounding the health condition of that member (e.g. HIV/AIDS), which 
may also contribute to social isolation.

Bullying victimization, which often occurs during adolescence, is related to social 
isolation and loneliness, the relationship being cyclical and interactional and occurring 
in three stages (154, 157, 158). First, children and adolescents who are bullied are more 
likely to be socially isolated and lonely. Secondly, children and adolescents who are 
socially isolated and lonely are considered to be more vulnerable and more likely to  
be chosen as targets for bullying. Thirdly, victims of bullying often withdraw socially  
to avoid being bullied, ultimately further increasing their vulnerability. 

Studies in several countries suggest that people who are bullied are more likely to be 
socially isolated and lonely, as they receive less peer support (94, 159). Conversely, 
good friendships, particularly in terms of their quality, can protect against loneliness 
(154, 160, 161). Identity development is another important factor: while struggles 
with identity can drive loneliness and social isolation, an established sense of 
identity can be protective (162, 163).

Parenting plays a critical role in child development, including the development 
of social, emotional and academic self-regulation and coping skills (150, 164). 
Various aspects of parenting affect different developmental outcomes in children. 
These include neglect, disengagement, hostility and coercion (152). Many 
longitudinal studies have shown that engaged parenting is protective against 
social isolation and loneliness (96, 150, 160, 165). In particular, parental bonding 
can prevent the development of chronic loneliness in middle and older adulthood 
(165). Further, better father–daughter relationships may protect against child and 
adolescent loneliness, as greater paternal support is theorized to protect girls 
from feeling lonely when sad and may present an opportunity for girls to practise 
the social skills integral to building social relationships with others (166). An 
important dimension of parenting is expression of positive emotions, which has 
been shown to affect a child’s emotional self-regulation, socialization behaviour 
and adolescent loneliness (33, 164).

The school environment may be related to student loneliness (167). A study of 
students in 79 countries identified an association between the climate in a school and 
student loneliness (168). School climate includes characteristics such as values and 
norms regarding behaviour, performance and relationships in the school; the degree of 
emphasis on learning and teaching; and the general social dynamic and organizational 
structures of relationships among individuals (169). Within these domains, however, 
respect for diversity, perceived inclusivity and safety and provision of social support in 
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school environments (e.g. teachers) can be protective and be associated with better 
mental health and lower levels of student loneliness (154, 158, 168).

Older adulthood

Among older adults, various measures of health status have consistently and globally 
been associated with increased social isolation and loneliness. Three global meta-
analyses found that impairment in activities of daily living, the presence of an 
underlying disease (particularly depression) and poorer cognitive function increase 
the risk of social isolation (93, 97, 144). An individual’s perception of health and 
ageism (93, 102, 117) have also been found to be risk factors for social isolation and 
loneliness (93, 97, 144). These factors may behave indirectly by affecting other drivers 
of social isolation and loneliness, such as limiting an individual’s social participation, 
which has also been found to increase experiences of social isolation (93, 102). An 
example is no longer being able to drive as a result of health issues, resulting in less 
ability to participate in social activities without assistance (102).

Although one’s perspective on the future is potentially relevant to other stages of 
life, it may be a driver of loneliness, particularly in older adulthood. A qualitative 
systematic review identified future time perspective as a potential driver of 
loneliness in older adults, particularly as it related to death – such as a person being 
more aware of their death, worries about their funeral and wishing to die instead 
of migrating to join emigrant children (104). Awareness of death, impairments in 
activities of daily living, the presence of chronic conditions and perceptions of health 
may also be frequent in populations with disabilities.

Partners or family members of people with disabilities or chronic conditions may 
become informal caregivers. In a systematic review of 12 studies, however, it was 
unclear whether becoming an informal caregiver increased or decreased the risk of 
social isolation and loneliness (170).

Increases in neighbourhood disadvantage and in the number of social security 
recipients were also found to increase older adults’ experiences of social isolation 
and loneliness (117).

Populations experiencing marginalization

Stereotypes, prejudice and discrimination, such as homophobia and racism, may 
lead to marginalization and drive social isolation and loneliness (102, 103). As 
discussed in Chapter 2, populations experiencing marginalization, such as those 
with disabilities or chronic health conditions, members of the LGBTIQ+ community, 
migrants and refugees, experience social isolation and loneliness at higher rates, 
partly due to structural stigma. Structural stigma, such as community actions that 
have a (intentionally) different or negative impact on a population experiencing 
marginalization (171), affect individuals who are already more likely to experience 
social disconnection. Examples include lack of public policy for protection against 
discrimination, prejudice and hate crimes (172) (Box 3). 
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Stigma itself has implications for relationships. A qualitative systematic review in 15 
countries found that, in some cultures, an association with some aspect of stigma 
(e.g. mental health problems, LGBTIQ+) can result in an inability to form partnerships 
or meaningful connections with others because of the shameful implications (93).

Some evidence suggests that introduction of structural changes can protect 
against the social inequity of populations experiencing marginalization. It has been 
suggested that protective factors against loneliness among populations experiencing 
marginalization include the presence of “identity safe” spaces (e.g. LGBTIQ+ venues), 
legislation to prevent discrimination and inequality and organizational policies to 
encourage positive diversity in school, work and community facilities (141).

Box 3.  
Case study on reviewing policy-related structural stigma for sex and gender minorities  
in New Zealand 

The New Zealand Human Rights Act 1993 is an anti-discrimination law that covers 
all sectors of life, such as education, employment, housing, goods and services 
and public facilities. The Human Rights Act protects the population against 
unlawful treatment and discrimination of parties on the basis of characteristics 
including sex, religious beliefs, race, disability and sexual orientation. In 2023, a 
review to the Human Rights Act was requested to explore and extend protection 
to people who are transgender, non-binary and those who have innate differences 
in sexual characteristics, as the 1993 Act did not include the terms “gender”, 
“gender identity”, “gender expression”, “intersex” or related terms (173). The 
review is expected to be concluded in 2025, when, if amendments are made to the 
Act, it will provide further protection against marginalization for more members 
of the LGBTIQ+ community in all sectors of their lives, affording equal access 
and treatment to opportunities and facilities, which could indirectly reduce 
experiences of social isolation and loneliness for sex and gender minorities.  
The review of the Human Rights Act is an example of amending policies to include 
cobenefits related to social connection.
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Future research directions

• Understanding of the drivers of the hypothesized historical trend to increases in social 
connection, social isolation and loneliness is limited. Much remains to be explored with, 
when possible, more rigorous methods. 

• More evidence is required on the cross-cultural specificity of drivers, particularly in low- 
and middle-income countries and in regions other than Europe and the USA, especially 
with long-term data analyses.

• More evidence is also required on context-specific drivers (e.g. in schools, workplaces) 
and the unique social needs of specific (sub)groups. Such evidence will help to determine 
which interventions work for whom.

• More evidence is required on community and (especially) societal-level risk and 
protective factors and on the magnitude and relative strength of risk factors on causal 
relations, in, for instance, longitudinal studies, as a basis of solutions for populations 
experiencing marginalization.

• Research should be conducted on how the protective effects of social connection can be 
harnessed and further developed to prevent social isolation and loneliness before they 
occur, rather than mitigating harmful effects after they have occurred.

Conclusion

Understanding of the drivers of social connection, social isolation and loneliness has 
been advancing rapidly. Yet, significant gaps remain in understanding of the drivers 
of both historical trends and risk and protective factors for individuals experiencing 
social isolation and loneliness. There is currently more evidence on the drivers of 
loneliness than on drivers of social isolation and social connection. Although scaling 
up interventions is often seen as a priority, interventions will be only as good as 
the understanding of the risk and protective factors they  target. To design better 
interventions, clearer understanding is required of what drives social connection, 
social isolation and loneliness. 
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Chapter 4

Impacts of social  
connection, social isolation  
and loneliness

“When my husband died, my children also 
followed him […] What I’m experiencing now  
is pure suffering. I don’t have anything.” 

Maria Ondosia Mawero, older woman living in Kibera,  
an informal settlement (Kenya) 
© WHO

Listen to Maria’s 
full story here
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This chapter presents the diverse impacts of social connection  
and disconnection (e.g. social isolation and loneliness) on individuals 
and society. Section 4.1 describes the substantial effects of social 
disconnection on health (e.g. mortality, physical health and  
mental/brain health) and on social and economic development  
(e.g. education, employment, economic growth and costs).  
Section 4.2 explores the protective effects of social connection  
in similar health, social and economic domains. 

Social disconnection has serious impacts on health and beyond. Until a few 
decades ago, this was largely unrecognized, and, even today, the impacts of social 
disconnection are under-recognized. The combination of the scale of the issue – 
affecting, as reported in Chapter 2, nearly one in six people on this planet – and the 
severity of its consequences – described in this chapter – makes it a priority. 

Key messages
  Social connection is an under-recognized factor in health and societal well-being. 

It can help to avoid serious risks, promote many beneficial outcomes and 
potentially extend lifespans. 

  Social isolation and loneliness have serious, negative impacts on mortality,  
and physical and mental health and are associated with many important social  
and economic issues, including education, employment, economic growth  
and innovation. 

  New estimates suggest that loneliness alone may be responsible for about  
871 000 deaths each year. 

  The economic cost of these wide-ranging impacts on society is only beginning 
to be understood. Estimates suggest substantial costs to employers, health and 
care systems and individuals. 

  Stronger social connections provide important protection in health and social 
and economic domains. 
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During the past few decades, a large body of research in many disciplines has 
highlighted the protective benefits of social connection and the negative impacts  
of social disconnection in a range of health, social and economic domains (Fig. 13). 

Fig. 13.
Impacts of social connection on various domains

4.1  Impacts of social disconnection
Increased risk of mortality

Robust evidence from various regions of the world shows significant links between 
social disconnection and an increased risk of mortality, which are probably causal 
(Boxes 4 and 5). The global number of deaths due to loneliness alone is estimated 
to have been 871 000 per year during the period 2014–2019. Estimates are not yet 
available for other measures of social disconnection. 
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Demonstrating that the link between social disconnection and health is causal, 
rather than merely correlational and hence spurious, is critical to convince 
policy- and decision-makers to act (1). It is difficult to demonstrate causality 
when experiments cannot be conducted – such as for smoking, obesity and social 
connection. Ethically, researchers cannot subject large groups of people to years 
of social disconnection and then see how they fare in comparison with those who 
stayed with their family and friends. 

Instead, to demonstrate causality, different sources of evidence must be used. The 
Bradford Hill criteria (2) are well known, widely used guidelines for evaluating several 
lines of evidence to infer causality. They include the strength of the effect (the size of 
effect is greater than the combined effect of other influencing factors), temporality 
(the effect occurs after the purported cause), a dose–response relation (higher levels 
of social disconnection are more strongly associated with mortality) and plausible 
causal mechanisms (reasonable biological mechanism of action; see Box 5).

“Bradford Hill states that if these guidelines are all satisfied, then we have good 
reason to assert that a relationship is causal and not spurious” (3). When the 
guidelines were applied to the body of evidence on social relationships and health, 
all the criteria were met (3). Therefore, it is likely that the link between social 
connection and health is causal (3, 4).

In recent years, researchers have begun to use Mendelian randomization analyses to 
identify causal relations between social disconnection and health (5–7). This method 
includes genetic variation (naturally occurring differences in DNA among individuals 
that are linked to certain traits) in analyses. As genetic variants are not influenced 
by factors such as a person’s environment or lifestyle, their inclusion can help to 
eliminate confounding variables and determine causal effects. With this method, 
some studies have identified potentially causal associations between loneliness 
and health outcomes (depression (6), diabetes (5)). In one recent study, genetic, 
behavioural, hospitalization and death registry data for a large sample of individuals 
in the United Kingdom were combined to establish associations between loneliness 
and 26 diseases. Only six diseases were found to potentially be causally associated 
with loneliness: hypothyroidism, asthma, depression, psychoactive substance abuse, 
sleep apnoea and hearing loss. There was little causal evidence for an association 
between loneliness and the other 20 diseases examined (e.g. cardiovascular disease 
(CVD), type 2 diabetes, obesity, chronic liver disease) (7). Further research with these 
techniques will improve understanding of causality.

Box 4.  
Causality 
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Three causal pathways: Three interconnected pathways – or plausible causal 
mechanisms – have been put forward to explain how social disconnection gets 
“under the skin”, i.e. becomes biologically embedded and causes early death and 
disease (Fig. 14).

1. Biological pathway. Social disconnection can trigger a biological stress 
response that influences a person’s cellular and molecular biology, making them 
more susceptible to disease. For instance, chronic stress affects endocrine (stress 
hormones), immune, metabolic and cardiovascular systems and gut-microbiome 
interactions, adversely affecting aspects of functioning, such as the level of 
cortisol, blood pressure, immunity and inflammation. Inflammation appears to 
be an important pathway for many chronic diseases. Other responses include 
slower recovery from wounds and decreased natural killer cell activity (i.e. natural 
destruction of diseased cells, which protect against diseases such as cancer). 
Additionally, stress due to social disconnection can affect the way in which an 
individual’s genes are expressed (i.e. whether they are turned off or on) over 
time, influencing the development of diseases in the longer term. Stronger social 
connections can help to regulate biological systems, offering greater protection 
from disease. 

2. Psychological pathway. The increase in stress triggered by social disconnection 
can also increase the risks of depression and anxiety, which can increase the 
development and progression of chronic disease. Conversely, stronger social 
connections provide more opportunities for emotional and practical support 
for day-to-day problems, which reduces the harmful build-up of stress. Social 
connection can also provide meaning, purpose and motivation in people’s lives. 
These have been shown to be associated with emotional well-being. 

3. Behavioural pathway. Social disconnection can increase the chances of 
engaging in risky health behaviour, such as smoking, excessive alcohol use, little 
physical activity and poor diet, all of which are risk factors for chronic disease. These 
behaviours may be adopted as ways of coping with the stress of social disconnection, 
or chronic disease may be more likely because of limited access to health advice and 
support provided by social networks. Social disconnection has also been linked to 
sleep disturbances and non-adherence to treatment, factors that are also associated 
with poorer health. Stronger social connections offer more opportunities to receive 
health advice and support, which may increase the likelihood of engaging in healthy 
behaviour. The health behaviour of others is also important, as individuals behave 
similarly to those around them over time, and stronger social connections can 
therefore increase the likelihood of engaging in unhealthy behaviour.

Box 5.  
Causal pathways and how social disconnection gets “under the skin” 
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Fig. 14.
Three main causal pathways from social disconnection to health

Sources: US Surgeon-General (4), Holt-Lunstad et al. (8), Paul et al. (9), Teshale et al. (10), Almeida et al. (11), Freilich (12), Furman et al. (13)
Other structural elements may also impact social connection and disconnection, as well as wider health outcomes (Chapter 3). 

Evidence of an association between social disconnection and mortality is strong, 
including from large population-based studies in which individuals were followed 
up over long periods and in which other possible influencing factors were taken into 
account (3). Recent meta-analyses show that, among mostly older adults, loneliness 
and social isolation increase the risk of all-cause mortality by 9–22% (14–17) and 
32–33%, respectively (17, 18). For instance, one of the most recent, comprehensive 
meta-analyses found that loneliness increased the risk of all-cause mortality by 14% 
(17). Another showed that living alone was more strongly associated with all-cause 
mortality (32% increased likelihood) than social isolation (29% increased likelihood) 
or loneliness (26% increased likelihood) (19). As each of these concepts – social 
isolation, loneliness and living alone – has an independent effect on mortality, 
strategies to address one will not necessarily be effective for another.

Most of the research on links between social disconnection and mortality has been 
conducted in high-income countries in Europe and north America. One meta-analysis 
of links between social isolation and risk of mortality showed similar risks in high  
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(27 studies), middle (1 multi-country study) and low-income countries (1 multi-
country study) (18). Differences were found, however, by region (Asia, Europe, 
north America), the increased risk of mortality being highest in north America 
(41% – 14 studies), followed by Europe (33% increased risk – 10 studies) and Asia 
(20% increased risk – 5 studies) (18). Another multi-country study of older adults 
showed an association between loneliness and risk of mortality in Latin American 
countries (13% increased risk) and China (58% increased risk) but not in India (20). 
A further meta-analysis showed consistent relations between social disconnection 
and mortality in all world regions, although most of the studies included were 
conducted in Australia, Europe and north America (19). It is possible that differences 
in family, community and the social norms governing social relations among cultures 
and regions contribute to differences in risks of mortality associated with social 
disconnection (18) (see also Box 6), in addition to other factors such as variations in 
access to health systems and levels of social policies (e.g. income support policies 
and long-term care policies that alleviate the absence of social connections). Further 
research is needed to clarify variations and their causes. Links between social 
disconnection and mortality appear to be consistent across genders (19).

Culture can influence the relation between social disconnection and health in 
complex ways. At national level, for instance, links between loneliness and social 
anxiety or stress in adolescents and younger adults are stronger in countries 
characterized as individualistic and indulgent than in those characterized as 
collectivist and restrained (21). 

In older adults, the links between loneliness and worse life satisfaction are stronger 
in more individualistic countries, but links between loneliness and poorer physical 
and cognitive health are stronger in more collectivistic countries (22). 

Relations between social disconnection and health are also influenced by the 
different cultures that coexist within countries, regions and communities, 
although research at these levels is lacking. It is likely that different norms, 
values and practices among cultures as well as different coping strategies 
contribute to cultural differences (22, 23), as well as national factors such as 
ease of access to health care and the provision of social policies to alleviate 
the harms of social disconnection (e.g. income support and long-term care 
policies). Further research is necessary to better understand the influence of 
culture on social connection. 

Box 6.  
Culture and the relation between social disconnection and health

From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection
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Impacts on physical health

Social isolation and loneliness are associated with health conditions such as CVD and 
type 2 diabetes, as well as with poorer general physical health. The most abundant 
evidence is on the impact of loneliness or social isolation on the risk of developing 
CVD in adulthood (10, 24–27). For instance, a meta-analysis of 23 longitudinal studies 
conducted mainly in high-income countries showed that loneliness or social isolation 
was associated with a 29% increase in the risk of incident coronary heart disease 
and that social isolation was linked to a 32% increase in the risk of stroke (24). In an 
updated review, loneliness or social isolation was found to be associated with a 16% 
increased risk of incident CVD (25). Studies also suggest a link between loneliness 
and risk factors for CVD, such as hypertension (10). 

Although less research has been conducted, that available suggests that social 
disconnection is linked to wider aspects of physical health by reducing resistance to 
diseases and infection (28) and increasing the risks of poorer general physical health, 
such as physical functioning, bodily pain or fatigue (23) and type 2 diabetes (5, 29–31). 
For instance, in a large prospective study of over 465 000 adults in Denmark, feeling 
lonely once in a while was associated with a 14% higher risk of type 2 diabetes at 
the 6-year follow-up, and feeling lonely often was linked to a 24% increased risk 
(29). Links between social disconnection and increased use of health care (e.g. 
primary care and emergency department visits, hospital admissions) have also been 
reported, particularly for loneliness (32–36). Some studies, however, suggest only a 
small or no association (33, 37) or links with less use of health care (38). Differences in 
the finding of an association may be linked to the measures of social disconnection 
used, health-care service type and cultural differences (Box 6).

Importantly, the relation between social disconnection and physical health can 
be bidirectional. The experience of chronic illness, limitations due to disease (e.g. 
mobility or frailty) or stigma surrounding certain health conditions may limit the 
ability of individuals to connect with others and may contribute to social isolation 
and feelings of loneliness (10, 39, 40), which, in turn, may further impact health. 

More research should be conducted on differences among regions and countries in 
the magnitude of the links between social disconnection and physical health. One 
meta-analysis showed that links between loneliness and physical health did not 
differ significantly by geographical location in Asia (mainly China), Europe and  
North America (23). Other research, however, indicates geographical differences.  
For instance, a study in which data from several longitudinal datasets were combined 
showed that social isolation was associated with poorer ability to perform basic daily 
tasks (functional ability) in older people in Asian but not Western regions (41). In a 
further, large, multi-country study, associations between social isolation and the risk 
of certain morbidities (e.g. stroke, cancer, pneumonia) were stronger in low-income 
than in middle- or high-income countries (42). 

From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection
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As disease is more likely later in life, links between social disconnection and poorer 
physical health may be less apparent in children and adolescents. Loneliness 
during childhood and adolescence has nevertheless been associated with 
increased risky behaviour such as smoking, less physical activity and poorer sleep 
quality, as well as lower perceived general health (43–45). Furthermore, extensive 
childhood social isolation can increase the risk of health problems such as obesity, 
hypertension and diabetes in adulthood (11), and loneliness in adolescence has 
been associated with poorer self-rated health and metabolic risk factors associated 
with CVD in adulthood (46).

Research also indicates differences in associations between chronic and transient 
social disconnection and health outcomes, the strongest associations being seen for 
chronic social disconnection (Box 7).

Many people experience temporary social disconnection (i.e. situational or 
transient loneliness or social isolation). Some individuals, however, experience 
longer, stable periods of social disconnection that last years and even decades 
(i.e. chronic, persistent or cumulative loneliness or social isolation). A growing 
number of longitudinal studies have addressed how these patterns of social 
disconnection are related to health. In general, studies that addressed loneliness 
indicate that people who are chronically lonely are more likely to have poorer 
health outcomes, including all-cause mortality (47–49), incident CVD (47), poor 
functional ability (50), depression (51, 52), cognitive decline (53) and dementia 
(54, 55). Whether there is an association between transient loneliness and poorer 
health outcomes is less clear: a number of studies have reported significant 
associations (47, 48, 51, 55, 56), while others have reported no association (47, 50). 

While less research has been conducted on the impacts of chronic and transient 
social isolation, similar patterns have been reported. For instance, one large 
prospective study in the United Kingdom found that chronic social isolation 
resulted in higher risks for incident CVD, all-cause mortality and cardiovascular 
mortality than other patterns of isolation (e.g. transient or incident) (47).

Box 7.  
Impact of chronic and transient social disconnection
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Impacts on mental health and well-being 

Robust evidence links social isolation, loneliness and other measures of social 
disconnection to increased risks and severity of mental health conditions such as 
depression, anxiety, psychosis, suicidal ideation and self-harm, most of the evidence 
being on the links between loneliness and depression (23, 57–61). Associations have 
also been identified between loneliness and poorer well-being (23, 62). Relations 
between social disconnection and poor mental health can be bidirectional (6, 63), 
in that mental health conditions such as depression can impair social functioning, 
potentially limiting an individual’s ability to connect with others and reducing the 
quality of relationships (64). 

The results of recent meta-analyses of studies on loneliness suggest that it has a large 
effect on depression, anxiety and well-being and an effect on suicidality that ranges 
from small to large, depending on the study. For instance, adults who are often lonely 
were at more than double the risk of new onset of depression as compared with 
those who did not often feel lonely (58), while loneliness in older adults can more 
than double the risk of suicidal ideation (65). 

An umbrella review of 53 systematic reviews and meta-analyses (most conducted in 
high-income countries) identified associations between various constructs of social 
relationships, including social isolation, loneliness and levels of social support, and 
the onset or severity of various mental health conditions, including depression, 
bipolar disorder, anxiety, psychosis, post-traumatic stress disorder and eating 
disorders. Depression and psychosis were addressed most often, a few systematic 
reviews addressed eating disorders and post-traumatic stress disorder, and only four 
addressed anxiety (57). 

The relation between social disconnection and mental health may differ by region 
and country, such as for well-being (24) and suicidal ideation (65). The strength of 
the association between social disconnection and mental health may be greater for 
people with a disability than for those with no disability (66). 

Although most research has been conducted in adult populations, strong links 
between social disconnection and poorer mental health have also been identified 
in children and adolescents, particularly for depression and anxiety (11, 67, 68). 
Furthermore, feelings of loneliness in adolescence have been associated with reduced 
life satisfaction (69) and poorer well-being (70). Loneliness experienced throughout 
childhood is a particular risk factor for depression during adolescence (71). 

Impacts on brain health

Many reviews and meta-analyses have concluded that, in older populations, 
measures of social disconnection are associated with cognitive decline (72–81). 
For instance, loneliness has been associated with a 14% increase in the likelihood 
of mild cognitive impairment (78), while having poor social relationships has 
been found to increase the likelihood of cognitive decline by 12–15% (77, 81). 
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Associations have also been reported between measures of social disconnection 
and dementia, including Alzheimer disease (73, 74, 82–88). The results of meta-
analyses suggest several associations.

• Loneliness can increase the risk of dementia by 23–58% (83, 85–88) and that  
of Alzheimer disease by 72% (83).

• Social isolation can increase the risk of major neurocognitive disorder by 22% 
(80). Furthermore, eliminating social isolation as a risk factor later in life has been 
estimated to lead to a 5% reduction in the prevalence of dementia (89). 

• Poor social networks and poor social support can increase the risk of dementia  
by 59% and 28%, respectively (90).

While most meta-analyses showed significant associations between measures 
of social disconnection and cognitive decline and dementia, some found non-
significant associations for certain outcomes (83, 87, 90). The risk of poorer cognitive 
health appears to be higher for males (78) and was lower in studies conducted in Asia 
than in other geographical locations (e.g. Europe and the USA) (78, 83). 

Although much of the research addresses adults and particularly older populations, 
social disconnection can have important impacts on cognitive health in early 
childhood (91). For instance, greater social engagement (e.g. maternal sensitivity, 
mother–child interactions, emotional support) is associated with higher levels of 
cognition in early childhood (92). Socially isolated children have lower intelligence 
quotients than their non-isolated peers (11), which may impact subsequent 
educational achievement (section 4.2). 

Links between social disconnection and cognitive health are probably bidirectional, 
with poorer cognitive health contributing to social isolation and loneliness. For 
instance, it is possible that cognitive decline discourages or limits an individual’s 
ability to participate socially, and stigma associated with symptoms of dementia may 
be a barrier to social interaction (72, 93). 
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Reflections from lived experience:  
impacts of social disconnection

“I was born profoundly deaf. I never learned American 
Sign Language. I’m a lipreader and speaker. I 
don’t belong in the deaf community or the hearing 
community. My whole life, I never felt like I had a group 
of friends I could do girl trips with or anything. I’m 
fortunate to have a spouse as a lifelong partner. It’s not 
enough. I’ve had depression my whole life because of 
isolation and exclusion.”

Meryl
Workplace accessibility advocate
(USA)

“Social isolation and loneliness have impacted on both 
my life and my community as a refugee in Nairobi, Kenya. 
The lack of social support has caused stress, making it 
harder to cope with daily challenges and reducing overall 
my well-being. Within the community, widespread social 
isolation and loneliness have weaken[ed] social cohesion 
and trust among community members. It has created a 
sense of fragmentation and hinder[ed] collective efforts 
to improve living conditions and advocate for rights […] 
reducing the community’s overall resilience and ability  
to support its members.”

“The impact [of social isolation and loneliness] on my 
life was significant. I became more susceptible to illness, 
withdrew from activities I loved, and developed an 
unhealthy relationship with work, intertwining my identity 
with my job. My community diminished as I isolated myself 
from loved ones, drastically shrinking my social circle.”

Abulogn

Nim

Refugee in Nairobi      
(Kenya)

Narrative practitioner      
(Australia)
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“I feel stuck, and I feel a sense of loneliness, as if I have 
nothing left that merits continuing with my life. So it’s 
important to socialize because I have realized that people, 
when they get to know each other, they have a strong bond 
of unity and support each other.”

Julio
Gay older man      
(Costa Rica)

Impacts on social and economic development

The impacts of social disconnection go beyond health to affect various aspects 
of social and economic development, including education, employment and the 
economy, imposing a financial burden on societies. The levels of social connection 
and disconnection may also be associated with wider societal outcomes, such as 
support for extremism (94, 95), although a discussion of these issues is beyond 
the scope of this report. To date, the evidence for impacts on social and economic 
development is more limited than for the impacts on health and often originates 
from high-income countries. 

Impacts on education

Aspects of social disconnection such as loneliness can affect education. A survey 
of over 518 000 15-year-old people in 75 countries found that loneliness was 
associated with poorer academic performance (96). Similarly, in England and Wales, 
a longitudinal cohort study of development in over 2000 twins found that, at the 
age of 18, loneliness was associated with a 22% increase in the likelihood of lower 
educational qualifications (43). Furthermore, people who reported having been 
lonely at the ages of 12 and 18 years (i.e. had recurrent loneliness) were most likely 
to have lower qualifications (97). Loneliness may affect education by reducing 
adolescents’ perceived competence and self-worth or by negative effects on the 
quality of sleep (45, 96, 97), which supports cognitive functioning (98).

Impacts on employment

Loneliness also impacts employment outcomes and income levels. For instance, 
in England and Wales, individuals who felt lonely in early adolescence were more 
likely in early adulthood to be out of education, employment or training, have lower 
employability scores (based on level of education, employment history and work-
related self-perceptions) and to rate themselves as having lower social status (99). 

In working age populations, feelings of loneliness have been associated with a 
greater likelihood of subsequent unemployment, the greatest impacts being found 
for individuals with chronic rather than transient loneliness (100). There is probably 
a bidirectional relation between loneliness and unemployment (100, 101). Loneliness 
in the workplace itself has been linked to lower job performance, reduced job 
satisfaction and more frequent “burnout” (102). 
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Longer-term impacts on income have also been identified. For instance, in Norway, 
a study of over 3000 adolescents found that those who reported loneliness were at 
higher risk for lower income in midlife, possibly due to difficulties in building work-
related networks that increase opportunities for more successful careers (103).

Impacts on the economy

Poverty: social disconnection is a crucial yet often overlooked factor in understanding 
poverty, of which it is an essential component (104–106). For instance, a study on 
the relations between social isolation and multidimensional poverty in Mozambique 
and South Africa and among the First Nations of Canada and people with a disability 
showed that social isolation exacerbates the conditions of people living in poverty 
(107). “Failing resources” and “social withdrawal” have been proposed to explain the 
link. The failing resources of poorer people (i.e. lack of resources) lead them to forgo 
opportunities that could be used to maintain existing or initiate new social ties (e.g. a 
dwelling too cramped to accommodate guests; having to work many jobs, leaving little 
time to socialize). Social withdrawal is the result of the anxiety, shame and stigma that 
may arise from comparing oneself with others in a better social position (108).

Economic cost of social isolation and loneliness: the economic cost of social 
disconnection can be substantial (Fig. 15). For instance, in Spain, the estimated cost 
of loneliness in 2021 was 14 billion euros (including health-care costs, productivity 
losses and losses in well-being), representing 1.17% of Spain’s gross domestic 
product (109). These high costs demonstrate the fundamental importance of 
interventions to help build and sustain healthy social connections in society.  
The costs can include those to: 

• society as a whole, such as the costs of lower workforce participation due to 
premature mortality; 

• employers, such as the costs of lower productivity, absenteeism and higher turnover 
of staff due to lower job satisfaction. For example, in a study in the United Kingdom, 
loneliness cost employers the equivalent of US$ 3.2 billion per year (110); 

• health and care systems, such as costs for health consultations, hospital 
admissions and treatment, as well as residential or informal care for chronic 
health conditions. For example, in the USA, social isolation is linked to  
US$ 6.7 billion in additional Medicare [Federal health insurance for people > 65 
and those < 65 years with certain diseases or disability] funding (111); and

• individuals, such as reduced earnings and costs arising from reduced quality of life 
due to chronic health conditions. 

Examples of estimates of the economic cost of loneliness and/or social isolation  
are illustrated in Fig. 15. While these are limited to only a few high-income 
countries, the examples illustrate the high costs of social isolation and loneliness  
to national economies.
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Fig. 15.
Examples of findings of the economic costs of social isolation and loneliness

Note: As different methods were used for measurement, the costs presented are not comparable.

Sources: Rodriguez et al. (109), Jeffrey et al. (110), Flowers et al. (111), Bowers et al. (112), Blake (113), The Cigna Group (114), Peytrignet  
et al. (115). Equivalent costs in US$ are based on the exchange rates in March 2025. 

A review of studies of the economic cost of social isolation and loneliness included 
four analyses of the cost of illness, from Portugal, the United Kingdom and the USA 
(116). While most studies reported excess health-care costs, one study in the USA 
identified increased Medicare spending costs per beneficiary for social isolation and 
reduced spending costs for loneliness, suggesting that loneliness could be a barrier 
to accessing health care. The studies focused on older populations, had different 
methods and measuring tools and did not include productivity losses, indicating 
research gaps that could be addressed (116).
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4.2  Protective effects of social connection
Impacts on health

Social connection can provide protection against both mortality and morbidity. For 
instance, having stronger social connections (in terms of functional and/or structural 
aspects) increased the likelihood of survival over a 7.5 year average by 50% (117). 
Furthermore, among older adults, having a larger social network has been associated 
with a 4% reduction in the risk of mortality (16). 

In terms of morbidity, facets of social connection such as social support and social 
integration are significantly related to lower levels of inflammation (118), which plays 
a role in the onset of many physical health conditions (see Box 5). Stronger social 
connections have also been found to protect physical, mental and brain health and 
to improve well-being and the quality of life. Examples are given below. 

• An individual’s level of social support can influence the incidence as well as the 
prognosis of coronary heart disease and stroke (10, 119–122). Among people with 
chronic health conditions, social support has generally been associated with 
improved health outcomes and better quality of life (123–126). 

• Social support can protect against depression (127) and suicidality (60, 65), and 
better social networks (in terms of quality and quantity) have been associated 
with better mental health and well-being (82, 128). Social support may also play 
a role in reducing use of mental health services after a negative life event, by 
buffering the effects of stress (129). 

• Social engagement, social participation and social support have all been 
associated with lower risks of cognitive decline or higher levels of cognitive 
functioning (130–133). While most research has addressed middle-aged or older 
populations, associations between social support and cognition have also been 
reported in samples that included younger adults and children (133). 

• Two measures of social connection – strong social engagement and frequent 
social contact – have been associated with 19% and 14% reduced risks of 
dementia, respectively (87); however, an association between social support 
and dementia appears to be less conclusive. Although some studies reported 
a protective effect of social support (132), one meta-analysis reported a non-
significant reduction in the risk of dementia (87). 

Higher levels of social capital, measured at either individual or group level, have also 
been linked to better health outcomes for individuals, including better mental and 
physical health and protection against mortality (134–136). For example, in the USA, 
a 10% increase in the level of social trust was associated with an 8% reduction in 
overall mortality (137). 
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The relations between social capital and health are not, however, straightforward. 
Some studies reported non-significant relations or associations with certain measures 
of social capital while others did not (134, 138). In addition, any links may depend on 
individual factors; in Japan, relations between social capital and functional ability have 
been found to differ by gender and individual psychosocial characteristics (139). Social 
capital may also have negative health consequences. For instance, certain behaviours 
can spread through social networks via peer influence and role modelling, known as 
“social contagion”. This can include both behaviours that protect health (e.g. healthy 
food choices and physical activity) and health-damaging behaviours (e.g. risky use of 
alcohol or drugs or unhealthy food choices) (140). 

Impacts on social and economic development 

Education: social connections can have positive effects on education. In a meta-
analysis of 51 studies of young people aged 12–17 years, having social support 
increased the likelihood of positive educational outcomes (academic performance, 
grade point average, educational commitment) by 42% (141). 

Community safety:communities with more social capital generally have less 
violent crime (142–145). This may be due to greater social participation in connected 
communities and an increased ability to facilitate collective action, such as the 
informal policing of neighbourhoods (144, 146–149). A sense of belonging that can 
arise from positive community connections may also play a role in discouraging gang 
membership, organized crime and violence (150). 

Resilience to natural disasters: social capital is an important factor in improving 
community resilience to natural disasters such as flooding, earthquakes, hurricanes 
and fires, which are becoming more frequent with climate change (151–156). Aspects 
of social capital such as trust and good social networks can help post-disaster 
recovery, encourage collaborative working and generate resources, information and 
aid more quickly (157). 

Civic engagement and local governance: social capital has been shown to increase 
civic engagement and participation in local politics. Facets of social capital such as 
neighbourhood social networks, involvement in associations, trust and reciprocity 
have been shown to lead to more informal collective action by residents to solve 
public problems in neighbourhoods and greater participation in formal political 
processes (158). While most of the studies on this association were conducted in 
high-income countries (159–162), evidence is also emerging from some low- and 
middle-income countries. For instance, a study in Beijing, China, showed that 
neighbourhood social capital (e.g. social ties, support and shared norms and trust) 
was associated with greater participation in local elections (158).

Economic growth and innovation: social capital is considered to have a number 
of economic advantages. For individuals, social capital can shape employment 
opportunities, as connections to higher socio-economic groups contribute to 
upward economic mobility (163). Social capital also strengthens communities to 
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confront poverty and vulnerability and to take advantage of new opportunities (164). 
It reduces transaction costs, corruption, social exclusion and costs due to conflicts 
and violence (146). It facilitates knowledge sharing and diffusion and increases the 
transparency and accountability of economic policy by increasing the access of 
enterprises and citizens to information. It also strengthens cooperation between the 
public and private sectors (165).

Over the past 30 years, many empirical studies have reported associations between 
social capital and economic growth and innovation (146, 166–175). Several recent, 
large multi-country studies suggest, however, that the relation is not always as 
straightforward or as strong as assumed. It sometimes appears to be bidirectional (176) 
or to require prior achievement of a certain level of social capital (165). It may hold only 
for certain types of social capital, bridging (across groups) rather than bonding (within 
groups) social capital (170); or, it may be weaker once publication bias (the fact that 
studies that find no effect tend not to be published) is taken into account (177). The 
lack of consistent findings may be due partly to lack of consensus on definitions and 
standard measures. More work is required to disentangle the concepts.

Future research directions

• Further work, particularly in low- and middle-income countries, should be done to 
determine more accurately global estimates of deaths due to social isolation and of 
morbidity due to social isolation and loneliness. 

• Although there is considerable evidence that the relation between social connection and health 
is causal, further research with representative population samples and novel techniques to 
explore causality (e.g. Mendelian randomization) would strengthen the evidence. 

• More evidence should be provided on the proposed causal pathways between social 
disconnection and poor health outcomes, including more research on chronic and 
transient social disconnection.

• More research should be conducted on the links between social disconnection and wider 
aspects of physical health, such as resistance to diseases and infection. 

• Further research is required on the relations between social disconnection and mortality 
and health in low- and middle-income countries and differences among regions. 

• More research should be conducted on differences in the strength of the relation and the 
causal pathways between social disconnection on health in different cultures. 

• Studies, especially in low- and middle-income countries, of the full range of costs – for 
employers, health and care systems, individuals – of social disconnection should be 
conducted urgently to strengthen the investment case for addressing this issue.
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Conclusion

This chapter shows that social connection has significant beneficial influences and 
that social disconnection has serious negative impacts on mortality, health and other 
important domains of social and economic development. The links with mortality are 
now well established: new estimates suggest that approximately 871 000 deaths per year 
are due to loneliness. Social disconnection also has serious consequences for physical 
and mental health. Although less research has been conducted, social connection, social 
isolation and loneliness are also related to educational and employment outcomes, 
community health and economic growth and innovation. The financial costs to societies 
of the wide range of negative impacts are considerable, although they have so far been 
tallied for only a few countries. This highlights the importance of taking action to build 
and sustain healthy social connections throughout society. 
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“I want people in their thinking about isolation 
in their communities [to ask]: Who is not at 
the table? Who’s missing, and why are they 
missing? And what changes do you need to 
make to fill those seats at the table so that 
everyone can participate?” 

Amy Kavanagh, disability activist and person with vision impairment  
(United Kingdom) 
© WHO

Listen to Amy’s 
full story here



109Chapter 5: advocacy, campaigns, networks and coalitions

This chapter explores the critical roles of advocacy, campaigns, 
networks and coalitions in addressing social isolation and loneliness 
and fostering social connection. Section 5.1 defines advocacy and 
examines its three key elements – policy influence, campaigns and 
networks. Section 5.2 addresses the use of campaigns. Section 5.3 
discusses the formation and function of networks and coalitions, 
stressing their importance in supporting both advocacy and 
campaigns by providing a platform for collaboration and sustained 
action. The section also provides a map of existing networks based  
on a survey commissioned for this report. 

Advocacy campaigns and networks are vital for fostering social connection, 
as they amplify voices, encourage decision-makers to prioritize an issue and 
mobilize resources. They also create opportunities to strengthen collaboration 
and collective action, helping to build stronger, more connected communities 
with aligned priorities. Advocacy, campaigns, networks and coalitions, which are 
primarily societal or systemic strategies, support policy development and can 
complement community and individual approaches, as reviewed in subsequent 
chapters of this report. 

Key messages
  Few campaigns on social isolation and loneliness and no networks have  

been evaluated.  

  Evidence from campaigns and networks on other issues suggests that advocacy 
could be vital for promoting social connection and accountability for action. 

  Advocacy can complement individual and community approaches, providing  
a platform for systemic change and sustained action. 

  There is substantial need and untapped potential to create strong local, national 
and global networks on social connection, but they will require institutional 
incentives and strategies to facilitate and promote more collaborative ways of 
working and building political coalitions beyond the health sector.
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5.1  Advocacy
Advocacy involves work to influence policies, practices and social norms to reduce 
loneliness and/or social isolation and/or foster greater social connection. The aim of 
advocacy is to create change at the systemic level by persuading decision-makers, 
raising public awareness and mobilizing resources. Three key elements are:

• policy influence: targeting legislators, government bodies and organizations to 
shape policies, regulations and resources related to social connection (Chapter 6);

• campaigns: raising consciousness about social disconnection, its prevalence, 
harms and solutions to build public support; and

• networks: working with various stakeholders, including civil society, for  
systemic change.

5.2  Campaigns
What are campaigns? 

Campaigns are time-limited, structured events, usually led by governments,  
non-governmental organizations or community groups, to achieve a specific 
objective. They are often part of a broader advocacy strategy and complement other 
work, which may include “insider” approaches to changing policy. They raise public 
awareness, increase the number and diversity of champions and supporters, build 
constituencies and strengthen public and political will (1). Campaigns can also affect 
characteristics such as awareness, salience, attitudes, beliefs, self-efficacy, social 
norms, behavioural intentions and behaviour change (1–5). Campaign managers use 
both traditional media (e.g. television, radio, billboards, print) and new media (e.g. 
social media, digital advertisements, blogs) with non-media activities, such as letter-
writing campaigns, community mobilization, direct action, creative communications, 
petitions and public meetings (6).

Campaigns to address social isolation and loneliness are relatively recent. In a 
stakeholder network mapping exercise in 2024, of the 106 organizations that took 
part in the global survey (see section 5.3), 33% reported that campaigning was one  
of their core areas of work on social isolation, loneliness and or social connection. 
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How well do campaigns reduce loneliness and social isolation?

Testing the effectiveness of campaigns is challenging, which may explain why so 
few campaigns to reduce loneliness and social isolation have been evaluated. One 
high-quality study (7) assessed the effectiveness of an anti-loneliness strategy in 
England as part of nationwide campaign to end loneliness in older adults (Box 8). 
No significant reduction in loneliness or improvement in mental health was found 
among older adults exposed to the campaign, and their social participation 
showed little change. The campaign did, however, slightly reduce loneliness and 
increase social activities among older adults with higher education and income, 
although these changes did not lead to better mental health (8). This result may 
be due to insufficient investment or to the scope of the interventions, inadequate 
length of exposure to the campaign or poorly targeted strategies. The structural 
causes of loneliness, such as living arrangements, patterns of social interaction and 
changes in family composition, were unchanged, as they are not easily addressed 
in public campaigns. The effectiveness of campaigns can be evaluated from their 
intermediary outcomes, such as raising awareness, attracting supporters and 
promoting behavioural change. For example, the Campaign to End Loneliness in 
the United Kingdom (Box 8) launched a Tackling Loneliness Hub, which attracted 
over 800 supporters (9). 

Neighbour Day is a community campaign in Australia to encourage social 
connections in neighbourhoods. In 2019, it reached 300 000 people at 437 events 
in 276 suburbs. The activities ranged from social gatherings, leaving cards in 
neighbours’ letterboxes and checking up on vulnerable neighbours to community 
games and engagement via social media. The events ranged from small-scale 
activities to large gatherings of over 500 people. Participants were surveyed 
before, after and 6 months following the event. Hosting a neighbourhood event 
significantly increased social identification, leading to a sustained increase in social 
cohesion, less loneliness and better well-being over 6 months (10).

Although few loneliness campaigns have been evaluated, evidence from similar 
health and stigma-related campaigns shows small but positive effects, with mixed 
results (11–13). A review of reviews found moderate evidence that mass media 
campaigns can reduce sedentary behaviour and influence sexual health and 
treatment-seeking behaviours, but results for tobacco, physical activity and alcohol 
were mixed or limited (6). Tobacco control campaigns were found to be cost-
effective, and longer, more frequent campaigns were likely to be more effective (6). 
Health campaigns usually have more impact on knowledge and awareness than on 
behaviour change (14, 15).
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A large-scale campaign was started in the United Kingdom in 2010 with the 
goal of sharing research, evidence and knowledge to connect individuals 
and communities across the country (7). The campaign was conducted by 
Independent Age, a charitable organization for the well-being of older people, 
and was supported by the National Lottery Community Fund, the Calouste 
Gulbenkian Foundation, the Tudor Trust and public donations. 

A series of toolkits, research briefs and events were created for the campaign 
to raise awareness among public health and health-care practitioners about 
the deleterious health effects of social isolation and loneliness. The campaign 
also created the Learning Network (1), which links like-minded organizations, 
distributes the latest research on social isolation and loneliness and shares 
examples of best practices for addressing loneliness. It does not necessarily 
include evidence-based assessments of these practices. The campaign also 
distributed information to bring loneliness to the forefront of public discourse. 

An evaluation of the campaign’s outreach (including lobbying, networking and 
an on-line toolkit) to the National Health Service health and well-being boards 
showed that 128 of the 152 boards had published a joint health and well-being 
strategy. Of these, almost half acknowledged loneliness and social isolation as 
serious issues. The levels of commitment varied:

• 28 strategies acknowledged loneliness but did not identify specific targets or 
actions.

• 25 strategies were committed to learning more about loneliness or established, 
measurable targets.

• 8 strategies were committed to measurable actions and/or targets to address 
loneliness (9).

Box 8.  
The United Kingdom Campaign to End Loneliness
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Reviews of campaigns for reducing the stigma of mental health showed small-to-
moderate positive impacts on stigma-related knowledge, attitudes and intended 
behaviour, although the effects on discrimination were mixed (16, 17). These findings 
are supported by a recent review of media mental health campaigns directed towards 
young people (18). Little evidence is available on campaigns addressing stigma related 
to race and ethnicity and what evidence exists shows a mixed picture (19, 20). 

Evaluation of the effectiveness of a campaign requires more than indicators of 
coverage. Recent evidence on health campaigns — including large-scale, targeted 
interventions — indicates that both demand-side outcomes, such as beneficiary 
acceptability, awareness and satisfaction and supply-side outcomes, including 
health worker acceptability, equity and efficiency, should be evaluated. This broader 
approach can strengthen the impact of a campaign, improve population health 
and contribute to more equitable, resilient health systems. It can also increase the 
effectiveness of campaigns and population health and result in the development of 
stronger, more equitable health systems (21).

Characteristics of successful campaigns in other areas 

Campaigns can be conducted by governments and by non-State actors at global, 
national, regional or local level. No studies have, to our knowledge, systematically 
identified the characteristics of effective campaigns to prevent or respond to social 
isolation or loneliness. The examples in boxes in this chapter, unless otherwise 
stated, have not been evaluated for effectiveness. Limited evidence about such 
factors is available from campaigns in other areas, primarily health campaigns. We 
have drawn on those sources to identify characteristics that may be effective in 
campaigns to increase social connection, although they require evaluation.

Objectives and audience: campaigns should have clear objectives and well 
identified audiences, targets, allies and detractors. 

Duration and intensity: longer, more intense public health campaigns tend to be 
more effective (6). There is, however, no consensus on the exact duration necessary 
for success. For instance, the US Centers for Disease Control and Prevention 
suggest that advertisements for tobacco prevention should run for at least 6 
months to raise awareness, 12–18 months to influence attitudes and 18–24 months 
to change behaviour (22). The “dose” of content can be increased by combining 
traditional media with digital platforms to reach a broader audience. For example, 
in New Zealand, the “Let’s End Loneliness” campaign was run in a combination 
of social media, community events and partnerships with local organizations to 
spread its message and engage with diverse audiences. Other countries have used 
specified days or weeks (Box 9).
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Loneliness Awareness Week, initiated by the Marmalade Trust in the United 
Kingdom, is gaining attention in other countries as an opportunity to connect civil 
society with governments. 

The aims of the Australian Loneliness Awareness Week, held in the first week of 
August, are to:

• deepen understanding of loneliness and community responses;

• normalize and encourage healthy conversations about loneliness  
and social isolation;

• build a national network of people who can speak about their lived experience; 
and

• inspire individuals and organizations to foster meaningful, healthy  
social connections.

Many annual campaigns are based on research reports, such as the State of 
the Nation Social Connection (2023) (23) and Why We Feel Lonely (2024) (24) in 
Australia. Success is measured by media reach. The 2023 Loneliness Awareness 
Week campaign achieved 211 million media impressions in 7 days, and the 2024 
campaign achieved 589 million in 21 days. The Week coincides with the sitting of 
the Australian Parliament and includes a meeting of the bipartisan Parliamentary 
Friends of Ending Loneliness at Parliament House.

Loneliness Awareness Week in the USA, hosted in June 2024 by the Coalition to End 
Social Isolation and Loneliness and the Foundation for Social Connection, held 3 days 
of interactive events and activities. Day 1 included a “summit” of stakeholders from 
organizations and communities in the fields of public health and policy, advocacy, 
technology, urban planning, design and other fields, who met to learn, network and 
exchange ideas. On day 2, members of the Coalition met on Capitol Hill to inform 
legislators about the importance of prioritizing policies to increase social connection. 
On day 3, members of the Coalition’s board and steering committee met with senior 
Government officials to discuss social connection policies (25).

In Japan, the Public–Private Coordination Platform for Loneliness and Isolation 
Measures designated May as Loneliness and Isolation Prevention Month (26). The 
aim of this initiative is to achieve a society in which people feel comfortable in 
seeking support, reaching out to others and asking for help when they experience 
loneliness or isolation. In 2024, the activities included widespread dissemination of 
information through promotional posters, a dedicated website explaining the work of 
organizations that address loneliness and isolation, events held in the Metaverse and 
24-hour telephone consultation services.

Box 9.  
Loneliness Awareness Week
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Framing: how an issue is communicated – what is emphasized, how it is explained 
and what is left unsaid – can significantly influence perceptions, attitudes and actions 
related to loneliness and social isolation. Effective framing must be culturally and 
contextually relevant for diverse audiences to drive meaningful change. Despite the 
widespread adoption and potential of framing, researchers and communication 
strategists have yet to develop easily accessible, research-based frames, messages 
or communication campaigns and tools specifically tailored to social isolation and 
loneliness. The absence of culturally relevant frames limits efforts to address this 
critical issue (1). For example, media framing of social isolation as a public health 
issue was rejected by some members of the New Zealand public, who saw it as an 
individual problem requiring personal and family action (27). 

Messaging: effective campaigns often include simple, actionable messages that 
avoid reinforcing extreme stereotypes. Messages that de-normalize behaviour (i.e. 
making it socially unacceptable) may be particularly effective (6). Box 10 describes a 
number of campaigns, including “digital detox”, which discourages excessive screen 
time and promotes face-to-face interaction. Individuals may be reluctant to engage 
with campaigns designed to combat loneliness because they do not want to admit 
to feeling lonely or isolated. Future campaigns should also focus on understanding 
and addressing the different ways in which stigma is experienced, so that they more 
effectively target and reduce its impact (28).

Interactivity and use of social media: campaigns with interactive elements  
(e.g. personalized emails) and those on social media tend to be more effective than 
static ones (e.g. passive video viewing) (6).

Community engagement: involving community members – in all their diversity – 
that are affected by social isolation and loneliness in the design of a campaign can 
enhance its impact. This can be done through participatory action research and 
by inviting community representatives to share their experiences and help create 
communication tools. Australia’s Ending Loneliness Together initiative, for example, 
recognizes that an inclusive, diverse, multi-faceted movement is necessary to engage 
all Australians in ending loneliness, combining grassroots initiatives with formal 
Government policies and programmes (29).
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Canada’s Human Connection Movement – GenWell – runs seven annual 
campaigns to promote face-to-face connections by providing reminders and 
opportunities to connect with family, friends, neighbours, classmates and 
colleagues. Each campaign targets a specific group, a peak time of isolation or 
moments to foster connection. The campaigns are:

• RED January: encourages New Year’s resolutions involving physical activity 
with others;

• Face-to-face February: highlights in-person connections for students;

• Two Weekend Campaigns: one in the spring, another in the fall (or autumn) 
promote connection during seasonal transitions;

• Loneliness Awareness Week: raises awareness about loneliness in older 
populations;

• Talk to a Stranger Week: describes the benefits of engaging with strangers; and

• Digital Detox Days: offer tips for healthier use of technology on the first day of 
each month.

The aim of these campaigns is to educate and inspire people to prioritize social 
connection in everyday life (30). In GenWell, success is measured according to its 
reach, engagement and actions taken after a campaign.

During the GenWell Spring Weekend in 2024, 265 people registered for the event. 
All of the 32 participants who responded to the survey reported that the experience 
of connecting with friends, family, neighbours and colleagues had had a positive 
impact on their health and well-being. The event also fostered greater awareness 
of social health: 53.1% of respondents reported that it made them more aware of 
its importance, and 34.4% were encouraged to take a more proactive approach 
to building connections. These findings suggest that GenWell Weekends play a 
meaningful role in strengthening social bonds and promoting well-being.1

Box 10.  
Promoting human connection through annual campaigns

1 GenWell weekend – spring and fall 2024 (unpublished).
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People with lived experience and first-person narratives: stigma and 
discrimination in mental health can be effectively reduced by ensuring that 
activities are led or co-led by people with lived experience, including social contact 
between people with lived experience and those with none and by fostering 
inclusive collaboration with diverse groups (31). Research on campaigns for 
reducing stigma about mental health through the mass media suggests that those 
that include first-person narratives tend to be more effective than those that rely 
on third-person accounts (16).

Funding and partnerships: sustainable, long-term funding from many sources  
and partnerships with larger programmes, organizations or networks can 
strengthen campaigns.

Combining strategies: campaigns against loneliness and social isolation may be 
more effective when combined with other strategies, such as provision of tangible 
support or integration into other health campaigns. Sustained government support 
and policy integration are crucial for long-term success, although the success of 
multicomponent interventions depends on the context (2, 21).

Cultural relevance: cultural appropriateness is crucial, especially for international 
and multicultural campaigns. Engagement of local communities and cultural 
leaders can foster collective dialogue, leading to culturally informed, effective 
campaigns (32–35).

Responsive to the political landscape: the success of a campaign is also 
influenced by the ability of its initiators to respond to changes in the political 
landscape. The murder of Jo Cox, a backbench Member of Parliament in the United 
Kingdom who had championed the issue of loneliness, catalysed the movement in 
the country, with formation of a Jo Cox Commission that led to appointment of the 
country’s first Minister for Loneliness (8).

It is crucial to identify what works in campaigns to address loneliness and social 
isolation or to foster social connection to avoid wasting human and financial 
resources that could be used for policies and interventions for which there is better 
evidence of effectiveness (21).
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Reflections from lived experience: 
collective action for social connection

“Imagine we take 10 minutes every day to go out and 
smile and say ‘hello’ to a perfect stranger. I’ve tried it 
and it makes a huge difference to my day despite some 
people thinking I’m strange. But […] others are genuinely 
surprised and respond so positively.”

“I think tackling the stigma at a community level can help 
people to open up about their experiences and try to seek 
help. But we also need more community-led initiatives to 
support those experiencing social isolation and loneliness. 
[…] Sometimes a simple conversation can be all a person 
needs to feel a bit more connected.”

“I am actively trying to manage social isolation. Getting 
involved in the community and learning from others 
helped me feel less lonely growing up. I was a devoted 
volunteer in my school and community as a youth and 
have continued to be involved today. Through volunteer 
boards and events, I bring others together and find 
fulfilment in fostering those connections and creating 
new ones myself.”

“Promoting activities and events that bring people 
together can create opportunities for social interaction  
and build a sense of belonging.”

Chris

Joe

Leila

Ruth

Black mental health advocate  
(United Kingdom)

Doctoral health student and 
LGBTIQ+, living with OCD (Australia)

First generation immigrant  
with Filipino heritage (Canada)

From Kyondoni Village   
(Kenya)
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5.3 Networks and coalitions 
Cross-sectoral coalitions, networks and partnerships can enhance support, 
coordination and advocacy on social connection (Box 11), as can identifying and 
implementing effective interventions for social isolation and loneliness.

Networks are webs of individuals and organizations united by a shared interest 
for a specific issue and may be local, national or global. Networks usually connect 
a variety of institutions, such as United Nations agencies, bilateral donors, 
international financial institutions, private foundations, national governments, 
nongovernmental organizations, medical associations, research institutions and 
think tanks. Networks exist for nearly all the major health challenges faced in 
low-, middle- and high-income countries (39). Members may provide knowledge, 
advocacy or funding, develop policies or implement programmes, often engaging 
and supporting each other in activities. They collaborate in various ways, including 
by information and resource exchange (e.g. technical capacity), global conferences, 
broadening and strengthening outreach (e.g. campaigns), service integration and 
joint research. Networks differ in their ability to attract attention, secure funding, 
develop interventions and persuade national governments to adopt policies and 
implement programmes, which may explain why the rates of mortality and morbidity 
due to some health issues have decreased faster than others (39).

“Yes” is a cross-sectoral initiative launched by the US Administration for 
Community Living to combat social isolation and loneliness by fostering social 
connections. Its strategy includes raising awareness, strengthening collaboration 
and expanding programmes to promote social engagement. Its work includes 
increasing adoption of social connection programmes, creating a network of 
champions, hosting events such as the National Summit to Increase Social 
Connections and providing resources for reducing isolation. The initiative is 
funded mainly by the US Administration for Community Living, with support from 
the Office of the Assistant Secretary for Health (36). 

In Japan, the Act on the Advancement of Measures to Address Loneliness 
and Isolation (37) mandates the creation of local offices in each municipality, 
providing a legal basis for cross-sectoral collaboration. To strengthen horizontal 
coordination among the public, private and not-for-profit sectors, the 
Government established a Public–Private Coordination Platform for Loneliness 
and Isolation Measures (38), which offers grants for the establishment of local 
chapters and provides support, such as knowledge-sharing.

Box 11.  
Commit to Connect

Chapter 5: advocacy, campaigns, networks and coalitions
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Several networks have been formed specifically in response to growing public 
recognition of the health impacts of social isolation and loneliness. In 2024, an online 
survey was distributed on the Stakeholder.Net platform in two waves. The first wave 
included organizations known to the WHO Commission on Social Connection, and 
the second included organizations nominated by respondents to the first wave and 
those that had not responded initially. This exercise in stakeholder network mapping 
identified 214 organizations working on social isolation, loneliness and/or social 
connection, of which 106 responded to the survey (Table 4).

Table 4. 
Statistics of 106 organizations that responded to a survey in 2024 

NO. %

No. of organizations that responded to the survey 106

No. of organizations identified 214

No. that had links with other organizations 196

Densitya 0.45

Global reciprocitya 16.7

Purpose of connection (organizations could answer all applicable options)

To be inspired by other organizations’ work 116 59.2

To inspire them by our work 92 46.9

To share our organization’s resources 115 58.7

To obtain assistance with resources 70 35.7

Broader outreach 80 40.8

Service integration 37 18.9

Innovative solutions 56 28.6

Unified voice 76 38.8

Network creation 125 63.8

Collaborative research 58 29.6

Forms of engagement

Communication only, e.g. shared information but no other resources 102 54.3

Shared resources, e.g. infrastructure, staff, funding 18 9.6

Joint programming, e.g. worked together towards common goals 68 36.2

a Calculated only from the network of respondents, excluding organizations that were nominated but that did not take part in the survey. 
Density could range from 0% (no connections) to 100% (all possible relations reported). The closer to 100%, the denser the network is, 
with more connections between members. Global reciprocity is the proportion of mutual connections among members of the network., 
i.e. when respondent A nominates a connection with respondent B, and respondent B nominates a connection with respondent A, ran-
ging from 0% (no mutual connections) to 100% (all connections are mutual, i.e. reported by the two organizations involved).
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The reach of their work ranged from local or subregional (28 organizations, 27%) 
to national (45 organizations, 43%) and international (31 organizations, 30%). The 
organizations work in various areas (Fig. 16), more than half on prevention, health 
promotion, research and advocacy. Of the 106 organizations, fewer than 50% directly 
delivered health care (27%), monitoring and evaluation (32%), campaigning (33%), 
policy development (36%), strengthening social infrastructure (36%) or coalition 
building (46%). Most of the organizations working on social infrastructure developed 
support networks, volunteering opportunities, community events or educational 
programmes (Fig. 17). The number of those working in digital environments was 
almost double that of organizations working in physical environments. 

Fig. 16.
Activities of organizations working on social isolation, loneliness or social connection

Note: Multiple responses were possible.

Fig. 17.
Areas in which organizations are investing in social infrastructure 

Note: Multiple responses were possible.

27
32
33

36
36

46
54

59
61

0 10 20 30 40 50 60 70

Health care

Monitoring and evaluation

Campaigning

Social infrastructure

Policy

Coalition-building

Advocacy

Research

Prevention and health promotion

Percentage of organizations

Co
re

 a
ct

iv
ity

 a
re

as

18
24

47
66

71
68

76

0 10 20 30 40 50 60 70 80

Cultural institutions

Physical environment

Digital platform

Educational programmes

Community events

Volunteer opportunities

Support networks

Percentage of organizations

Social infrastructure

Ty
pe



122 From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection

Together, the 106 organizations reported 196 connections with other organizations 
working on the same theme; 45 organizations (48%) reported none or only one 
connection. The most frequent purpose of collaboration was creation of a network 
(64%), being inspired by other organizations’ work (59%) and sharing their 
organization’s resources (59%) (Table 4). More than half of the collaboration links 
were for communication only (54%) and about one third for joint programming 
(36%). Lack of encouragement or incentive for networking was reported by 64 
organizations (68%) as the main barrier to engagement with other organizations. 
Further barriers that were often cited were lack of human resources or technical 
capacity (40 organizations, 43%) and lack of time (38 organizations, 40%). 

The results of the survey (see Table 4) show a sparsely connected network 
characterized by very low density (0.45%), i.e., with very few connections between 
members; limited reciprocity (16.7%), i.e. proportion of mutual connections among 
members of the network; and a skewed distribution of nominations, i.e., many 
organizations made or received few nominations, and a few organizations had many 
nominations (Fig. 18). 

Fig. 18.
Network of organizations as captured by a survey conducted by WHO on Stakeholder.Net

organizations that responded to the survey organizations nominated by respondents but did not respond themselves

Arrows: nominations, their colours representing the highest level of collaboration in the past 12 months.
 joint programming shared resources communication only collaboration type not specified

Node size represents the total number of nominations made and received (degree).organizations that responded to the survey organizations nominated by respondents but did not respond themselves

Arrows: nominations, their colours representing the highest level of collaboration in the past 12 months.
 joint programming shared resources communication only collaboration type not specified

Node size represents the total number of nominations made and received (degree).
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Factors that may contribute to these patterns are:

• Maturity of the network: younger, less formal networks tend to have less 
connectivity, which could explain the overall sparse structure.

• Global survey or local focus: although the aim of the survey was to identify 
organizations that address social isolation, loneliness and social connection on 
a global scale, many of the organizations operate in a limited geographical area, 
largely in Australasia, Europe and north America. Consequently, their interactions 
are more likely within their regions than in broader networks. Localized subgroups 
are also shown in Fig. 18.

• Barriers to participation: barriers such as limited time and human resources 
probably influenced the ability of many organizations to respond to the survey. 
This, in turn, influenced the statistics, potentially resulting in underestimation  
of the true extent of connections. 

Achieving maximum values in network statistics is not always ideal or realistic. 
As networks grow, their density tends to decrease, as members can manage 
only a limited number of collaborations. Maintaining high-quality relationships, 
characterized by reciprocity and purpose, is crucial. It is also important to ensure 
that members can access various parts of the network with minimal effort to ensure 
efficient, effective connections.

While many organizations made or received very few nominations, a small number 
had significantly higher numbers. Organizations other than WHO that can play key 
roles in mobilizing the network at this stage include: Ending Loneliness Together 
(Australia), the Global Initiative on Loneliness and Connection and the Foundation 
for Social Connection (USA), the Campaign to End Loneliness (United Kingdom), 
Annecy Behavioural Science Lab (France), ALONE (Ireland), GenWell (Canada’s 
Human Connection Movement), Leyden Academy on Vitality and Ageing (Netherlands 
[Kingdom of the]), Neighbourly Lab (United Kingdom), the Joint Research Centre 
(European Commission) and the Organisation for Economic Co-operation and 
Development. To ensure global work, it will be crucial to identify and engage 
champions in low- and middle-income countries who can drive action in their own 
contexts and strengthen the network’s reach and impact.

Effectiveness of networks in addressing social isolation  
and loneliness

It is not known how effective networks are in addressing loneliness and social 
isolation. In the absence of studies on the effectiveness of networks in addressing 
social isolation, loneliness or social connection, this chapter draws on evidence from 
global health networks for addressing other issues, such as harm due to alcohol 
abuse, early childhood development, maternal mortality, neonatal mortality, 
pneumonia, surgically treatable conditions, tobacco use and tuberculosis. 
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Three factors and several features have been found to influence the emergence and 
effectiveness of global health networks: the characteristics of networks and their 
members, the policy environments in which they operate and the specific attributes 
of the health issues they address (Fig. 19) (39–42).

Fig. 19.
A framework of the emergence and effectiveness of global health networks

Source: Adapted from (39).

Features of networks and participants: 

• Leadership: individual champions often drive the formation of networks by 
uniting previously isolated actors. Strong leaders who provide vision can attract 
attention to an issue.

• Governance: formal, coordinated governance structures support collective action 
and enhance network effectiveness.

• Composition: diverse membership, including political leaders outside the health 
sector, strengthens the network’s capacity and broadens its impact. 

• Framing strategies: networks are formed when the current frameworks on an 
issue are inadequate. Effective networks create unified, compelling frameworks to 
advocate for solutions (see also “Framing” in section 5.2).

Policy environment:

• Allies and opponents: strong opponents can spark network formation, while 
alliances with influential actors increase their effectiveness.

Network
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• Funding: access to donor funding is crucial for the formation and sustainability  
of a network.

• Norms: networks emerge when there is pressure on states and other entities to 
address a neglected issue, and their effectiveness depends on aligning their goals 
with global norms.

Issue characteristics:

• Severity: evidence of a neglected or severe issue often triggers network formation 
to develop a response.

• Tractability: identifying solutions or evidence that a problem can be addressed 
encourages formation of a network to use the evidence to find solutions.

• Affected groups: networks are often formed to act on evidence showing the 
impact of an issue on specific populations. Their effectiveness is enhanced when 
they can mobilize support for these groups.

Future research directions

• Develop metrics and systematically evaluate the effectiveness (and scalability) of existing 
advocacy, campaigns and networks with respect to social isolation and loneliness to 
catalyse systemic changes, such as policy adoption and resource allocation, and long-term 
effects on loneliness and social connection, specifically for the most affected groups.

• Investigate the characteristics of successful digital and face-to-face campaigns that target 
loneliness which are part of wider campaigns that address other public health issues.

• Examine the roles of stigma, culture and other contextual factors in shaping the design and 
effectiveness of loneliness-related campaigns.

• Study the structure, dynamics and effectiveness of existing networks of campaigns on 
social isolation and loneliness, including barriers and facilitators to collaboration and 
reciprocity among organizations in networks.

• Investigate the effectiveness of cross-sector coalitions in addressing loneliness and 
fostering social connection, and explore strategies to engage diverse stakeholders, 
including in the health, social services, education and private sectors, in collaboration. 

• Explore models for sustainable funding and resource-sharing in networks and campaigns.
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Conclusion

Advocacy, campaigns, networks and coalitions could be significant in addressing 
social isolation and loneliness and fostering social connection by amplifying voices, 
mobilizing resources, facilitating collaboration and stimulating policies. These 
strategies can complement individual and community approaches, offering a 
platform for systemic change and sustained action. While direct evidence of their 
impact on social isolation and loneliness is limited, evidence from advocacy on other 
issues offers valuable direction for future action and research. 

The results of the survey suggest that, given the low density and reciprocity in 
existing networks, there is both a need and untapped potential to build stronger 
local, national and global networks on social connection. This will require 
institutional incentives and strategies to facilitate and promote more collaborative 
ways of working (2, 21, 40). Critically, it also requires aligned action to increase 
policy creation and resource mobilization for social connection, ensuring that 
political coalitions in and beyond the health sector drive meaningful, sustained 
impact (2, 21, 40). 
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Chapter 6

Policies to 
influence  
social  
connection 

“[My social isolation was] exacerbated by 
global problems like the fast pace of life, the 
cult of success, global crises, and the war in 
my home country. […] I would like to see more 
attention paid at the government level to the 
ideas of sustainable development, which also 
includes equality.” 

Polina Abrazhevych, younger refugee living with late-diagnosed  
ADHD in Poland (Ukraine) 
© WHO

Listen to Polina’s 
full story here
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This chapter presents the findings of a global review of national  
policy documents (such as policies, strategies, action plans, laws  and 
advisories) that directly address social connection, social isolation and 
loneliness. The aim of the review is to illustrate how different countries 
are addressing the issue. The findings are based  on the national 
policy documents reviewed and were not checked  or validated by the 
countries concerned. 

Section 6.1 of the chapter lists the WHO Member States that have issued 
such documents, the nature of the documents and their timelines. 
Section 6.2 summarizes the main aims and recommendations of the 
policy documents. Section 6.3 provides an overview of the types of 
interventions mentioned in the documents, section 6.4 of funding and 
implementation plans and section 6.5 of plans for monitoring and 
evaluating the policies, strategies, action plans and advisories.

Key messages

  Policies have immense potential to influence social connection. 

  A global review, commissioned for this report, showed that eight of the 194 
WHO Member States – all high-income countries – have policies addressing 
the issue (Denmark, Finland, Germany, Japan, Netherlands [Kingdom of the], 
Sweden, United Kingdom [England, Scotland and Wales only] and USA).

  Most address loneliness, which is only one facet of social disconnection.  

  Common recommendations in these policies include a whole-of-society 
approach to address the issue, strengthening knowledge, raising awareness  
to reduce stigma and fostering cross-sectoral collaboration. 

  Most of the documents cite a wide variety of specific interventions.   

  As more countries develop policies, it will be important to ensure that they  
are rigorously evaluated and any lessons learnt are shared. 
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The review did not consider policy documents that include loneliness, social 
isolation or social connection in broader policies for specific sectors (e.g. 
education, labour, information and communication technology, health and social 
care), population groups or life stages (e.g. children, older adults, people with 
disabilities), or crosscutting issues such as poverty alleviation and community 
development. The results are not meant to form a prescriptive blueprint for policy-
makers but to inspire them by showing the diverse ways in which this issue is being 
addressed in specific policies. 

Policies can influence social connection. In a review of the 10 great public health 
achievements of the 20th century (including motor vehicle safety, safer workplaces 
and tobacco control), policy changes (such as seat-belt laws, regulations governing 
permissible exposures in workplaces and the WHO Framework Convention on 
Tobacco Control) were consistently identified as playing a critical role (1–3).

Yet, many challenges stand in the way of realizing the immense potential of 
policies. These include securing funding and generating the public awareness 
and political will required for successful implementation of a policy; organized 
opposition; over-optimistic expectations (e.g. underestimation of complexity, of the 
robustness of evidence and of costs and timescales); dispersed implementation, 
particularly in decentralized political systems; insufficient collaboration and 
coordination among stakeholders; and the vagaries of the political scene, whereby 
politicians often move on before they can be held accountable for the outcomes 
of policies (4, 5). Scientific challenges include ensuring that policies are based on 
solid scientific evidence – the so-called “evidence–policy gap” – and that policies 
are rigorously evaluated (1, 6–8). Although randomized controlled trials of policies 
are often not possible for logistical or ethical reasons, it is nonetheless possible to 
evaluate policies rigorously in other research. 

Understanding of the specific challenges of implementing such policies, rigorously 
evaluating them or seeking to understand why they succeeded or failed is still 
limited. Instead, this chapter addresses the content of national policy documents 
that address social connection, social isolation and loneliness – including policies, 
strategies, action plans, laws and advisories – that had been published by the  
194 WHO Member States up to February 2025. 

The review is based on comprehensive searches in 18 languages. It addresses 
only national policies, strategies, action plans, laws or advisories that directly 
address social connection, social isolation and loneliness. Subnational policy 
documents and white papers and technical and statistical reports were excluded. 
The description of a document by the authors was used to identify the type – a 
policy, strategy, action plan, law or advisory. Documents were excluded if the focus 
was another topic, such as healthy ageing or mental health and social connection, 
with social isolation or loneliness mentioned as a secondary topic. Details of the 
methods and findings of the review are reported elsewhere (9).
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Reflections from lived experience:  
shaping society for social connection

“Loneliness is not just a single mental health issue. When 
you look at individual, you must see that individuals 
are part of a bigger system. Therefore, in order to tackle 
loneliness, instead of seeing it as an individualised medical 
approach, you must find the systemic issues of what make 
people feel lonely.”

Silfana
Student and migrant woman   
(Indonesia)

Misaq had received two extremely high electric bills when 
he first moved to his own apartment. Because of this, he 
tried to get in touch with his social worker to get advice 
on how to tackle the issue. ‘Only if it’s acute’, she told him, 
and it was, for Misaq. She didn’t want to see him. Still 
to this day, it is painful for him. He later moved, which 
meant a new social worker. After a while she called Misaq 
and asked to see him. He went to her office. She asked 
him how he got to school. ‘I walk’, Misaq told her. ‘How 
do you travel to work then?’, she replied. ‘I take the bus’. 
‘Then I want you to apply for a bus pass. I will grant you 
one so that you can get to work and meet your friends’. 
Misaq looks at me and tells me: ‘It made me so happy 
that I almost started crying’.

Misaq
Young male refugee  
(Sweden)

(Not his real name)

“Universal health care and universal basic income would 
likely significantly improve the lives of everyone. People 
would not have to spend so much time in survival mode 
and may actually be able to pursue care, passions, goals, 
opportunities, and experiences that feel authentic and 
fulfilling to them.”

Willow
Neurodiverse younger person 
living through mental health 
challenges (USA)
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“We need more compassion in society as a whole. Just 
creating more relationships will not do the trick because 
we have such rampant fear and distrust in our society 
of threat that we are easily left more isolated via forced 
connection. How we connect matters far more. We need 
the recreation of deep intergenerational bonds, spaces 
for communal gathering that are maintained, and the 
retraining of social muscles.”

Amy
Younger person with experience of 
discrimination and stigma due to 
physical and mental illness (USA)

6.1  WHO Member States with  
relevant policies 
As of November 2024, only eight WHO Member States had a policy, strategy, action 
plan, law or advisory that directly addresses social connection (Fig. 20; Tables 5 
and 6). All are high-income countries:

• Denmark: a national strategy and a national action plan (10, 11);

• Finland: a national strategy and a national action plan (12, 13); 

• Germany: a national strategy (14, 15); 

• Japan: a law entitled “Act on the Advancement of Measures to Address Loneliness 
and Isolation”, a national action plan and appointment of a minister in charge of 
measures for loneliness (16, 17);

• Netherlands (Kingdom of the): a national action plan (18);

• Sweden: a national strategy (19); 

• United Kingdom (England: a national strategy, a national action plan and a 
minister for loneliness (20, 21); Scotland: a national strategy (22), Wales: a national 
strategy (23); and

• USA: a “Surgeon General’s Advisory”2 (24).

2 “A Surgeon General’s Advisory is a public statement that calls the American people’s attention to an urgent public health issue and provides  
 recommendations for how it should be addressed. Advisories are reserved for significant public health challenges that require the nation’s  
 immediate awareness and action” (24).
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Fig. 20. 
Map of WHO Member States that had a policy, strategy, action plan, law or advisory that directly addresses social 
connection as of November 2024

The boundaries and names shown and the designations used on this map do not imply the expression of any opinion whatsoever on the 
part of the World Health Organization concerning the legal status of any country, territory, city or areas or of its authorities, or concerning 
the delimitation of its frontiers or boundaries. Dotted or dashed lines on maps represent approximate border lines for which there may 
not yet be full agreement.

Table 5. 
Documents that directly address social connection available in eight Member States covering 10 countries 

Country and 
references Title Type Government department Year

Denmark (10, 11) 

Sammen mod ensomhed. En national 2040 
Strategi for nedbringelse af ensomhed i Danmark 
(Together against loneliness. A national 2040 
strategy for reducing loneliness in Denmark)

Strategy

2 NGOs: Ældre Sagen  
(DaneAge Association),  
Danish Red Cross on behalf  
of the national Government

2023

National handlingsplan mod ensomhed  
(National action plan against loneliness)

Action plan

England (20, 21) 

Emerging Together: The Tackling Loneliness 
Network Action Plan

Action plan Department for Digital, 
Culture, Media and Sport

2021

A connected society – A strategy for tackling 
loneliness

Strategy Department for Digital, 
Culture, Media and Sport

2018

:

*In the United Kingdom, only England, Scotland and Wales have policies.

National policy* No national policy Not applicable
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Country and 
references Title Type Government department Year

Finland (12, 13) 

Osallistujien Suomi: Kansallinen 
toimenpideohjelma yksinäisyyden 
vähentämiseksi ja yhteisöllisyyden 
vahvistamiseksi (Participants’ Finland:  
National action plan for reducing loneliness 
and strengthening community spirit)

Action plan

Parliament of Finland, 
Ministry of Education 
and Culture, Ministry of 
Social Affairs and Health, 
Finnish National Agency of 
Education, Finnish Institute 
for Health and Welfare, other 
institutions, associations 
and universities

2024

2025Osallistujien Suomi: Kansallinen strategia 
yksinäisyyden vähentämiseksi ja  
yhteisöllisyyden vahvistamiseksi (Participants’ 
Finland: National strategy for reducing  
loneliness and strengthening community spirit)

Strategy

Germany (14) Strategie der Bundesregierung gegen Einsamkeit 
(Federal Government strategy to counter loneliness)

Strategy Federal Ministry for Family 
Affairs, Senior Citizens, Women 
and Youth

2023

Japan (16, 17) 

孤独・孤立対策推進法 (Act on the Advancement 
of Measures to Address Loneliness and Isolation)

Law Loneliness and Isolation 
Measures Headquarters

2023

孤独・孤立対策に関する施策の推進を図るため
の重点計画 (Priority plan on measures to address 
loneliness and isolation)

Priority plan Loneliness and Isolation 
Measures Headquarters

2024

Netherlands 
(Kingdom of the) (18)

Eén tegen eenzaamheid. Actieprogramma  
2022–2025 (One against loneliness.  
Action programme 2022–2025)

Action plan Ministry of Health, Welfare  
and Sport

2022

Scotland (22) Recovering our Connections 2023–2026. A plan to 
take forward the delivery of a connected Scotland 
– our strategy for tackling social isolation and 
loneliness and building stronger social connections 
[updated version, 2018]

Strategy Scottish Government 2023

Sweden (19) Tillsammans för god gemenskap i hela 
befolkningen. En nationell strategi mot ensamhet 
(Together for a good community across the 
population. A national strategy against loneliness)

Strategy Public Health Agency Sweden 
on behalf of the Government

2025

USA (24) Our Epidemic of Loneliness and Isolation: The US 
Surgeon General’s Advisory on the Healing Effects  
of Social Connection and Community

National 
advisory

US Department of Health and 
Human Services

2023

Wales (23) Connected Communities. A strategy for tackling 
loneliness and social isolation and building stronger 
social connections

Strategy Welsh Government 2020



136 From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection

Table 6. 
Timelines and milestones in development of programmes 

Country Year/month Milestone

Denmark

2014/09 Formation of “United against loneliness”, a cross-sectoral network of organizations, businesses, 
foundations and municipalities

2022/05 Formation of a national partnership against loneliness

2022/09 All-party Parliamentary Group against Loneliness is established 

2023/05 Publication of the Danish strategy and action plan (10, 11)

2023/06 Government funding for United Against Loneliness to monitor progress in achieving the 75 
initiatives in the action plan

England

2011 Campaign to End Loneliness established 

2016 Jo Cox Commission on Loneliness, which highlighted the widespread nature of loneliness  
and its various societal impacts

2017 Formation of the Loneliness Action Group (network of over 50 organizations led by the British 
Red Cross)

2018 All-Party Parliamentary Group on Loneliness and Connected Communities established

2018/01 Minister for Loneliness appointed

2018/10 Publication of the national strategy (20)

2021/05 Publication of the action plan (21)

Finland

2022/10 Received 6 million-euro research grant to study loneliness among children and adolescents  
and contacted Parliament as part of outreach 
Formation of a Parliamentary group to address loneliness and ostracism

2024/02 Formation of a group to address loneliness that includes members from the ministries of 
Education and Culture and Social Affairs and Health, the Finnish National Agency of Education, 
the Finnish Institute for Health and Welfare, the Association of Finnish Municipalities, the Finnish 
Olympic Committee, ITLA Children’s Foundation, NGOs, Church and University of Turku

2024/09 Publication of action plan and strategy (12, 13)

Germany

2022/02 Founding of the Loneliness Network (NGO and Government)

2022/06 Launch of development of a Federal Government strategy against loneliness 

2023/03 Workshop with cross-sectoral stakeholders to discuss and further develop draft of strategy

2023/12 Publication of the German strategy (14)

Japan

2021/02 Minister in charge of Measures for Loneliness and Isolation appointed 
Office for Policy on Loneliness and Isolation Measures established in the Cabinet Secretariat

2021/02 Liberal Democratic Party Special Mission Committee on Loneliness and Isolation established (even 
before the establishment of the Committee, study sessions had been organized by young members 
of the LDP) 
Komeito Headquarters for Prevention of Social Isolation

2021/12 Publication of the first priority plan 
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Country Year/month Milestone

Japan 
(cont’d)

2022/02 National public–private partnership against loneliness and social isolation formed  
(Government-initiated and run; Government ministries, municipalities, NGOs and private 
businesses: 622 organizations as of 1 February 2025)

2022/04 Publication of national survey on actual situation of loneliness and isolation

2023/05 Parliament passes “Act on the Advancement of Measures to Address Loneliness and Isolation” 
(enacted April 2024)

2024/06 Priority plan based on the law (decision by the Promotion Headquarters headed by the  
Prime Minister)

Netherlands 
(Kingdom of the)

2018/03 Publication of the first action plan (2018–2022)

2021/12 263 of 342 municipalities (76.9%) took part in the action programme
Formation of a national coalition between public sector organizations and private companies 
to address loneliness (n=166)

2022/09 Publication of the second action plan (2022–2025) (18)

Scotland

2018 Scottish Household Survey includes a question on loneliness

2018/12 Publication of the first strategy

2019 National Implementation Group set up (renamed Social Isolation and Loneliness Advisory Group  
in 2021)

2023/02 Publication of the second strategy (22)

Sweden
2024/03 Publication of first report on prevalence of loneliness and its health consequences 

2025/02 Publication of the strategy (19)

USA

2018/08 National coalition of non-profit and for-profit organizations formed to advocate for national policy 
reforms related to social isolation and loneliness

2022/05 Experts research review and document drafting, supported by non-profit organizations

2023/05 Publication of the US advisory (24)

Wales

2018 Royal British Legion conducted research on loneliness and social isolation in the Armed  
Forces community

2018/10 Government held a 12-week public consultation on how best to tackle loneliness and social 
isolation in Wales, with over 230 responses from individuals and organizations

2019/03 Summary report of consultation published as a basis for the strategy

2020/02 Publication of the strategy (23)

 
NGO: nongovernmental organization.
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All the policies have been published since 2018 and most since 2023. Policies to address 
social connection, social isolation and loneliness are therefore a new phenomenon. 

A further seven countries were identified as having policies in which the main focus is 
on another issue, but which address social connection, social isolation and loneliness 
secondarily. These are:

• Albania (part of an ageing policy) (25);

• Czechia (part of a broader social policy) (26);

• Djibouti (part of a broader development policy) (27);

• Ireland (part of a mental health policy) (28);

• Malta (part of both a mental health and an ageing policy) (29, 30);

• Norway (part of a public health policy) (31); and

• Spain (part of a mental health policy) (32).

Two examples of how loneliness can be addressed within other policies are 
described below.

• In Norway, a 10-page section of a report on public health in 2018 was dedicated 
to the Government’s strategy to prevent loneliness. It states, however, that 
several other strategies and reports (e.g. on children living in poverty, mental 
health, voluntary work in the health and care field) include measures against 
loneliness (31).

• Before the National Priority Plan was issued, Japan had introduced national 
programmes to promote social capital and strengthen community social ties.  
The initiatives included creation of community integrated care systems and use  
of an incentive grant system to support and manage the programmes, all as part 
of a broader effort to improve the health and well-being of older adults (33).

One option for countries and regions that may not have the competence or resources 
to develop policies expressly addressing social connection, social isolation or 
loneliness – such as low- and middle-income countries or areas undergoing periods 
of political uncertainty – is to address community and societal drivers of social 
connection, social isolation and loneliness (Chapter 3) in other policies. Governments 
should assess policies that are not expressly directed at social connection to 
determine whether they could influence it indirectly. Such approaches require 
collaboration among sectors, such as health, social services, housing and transport, 
during policy-making. Box 12 outlines an economic development policy that could 
address social connection, social isolation and loneliness through other structural 
drivers (Chapter 3).
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As of November 2024, 4.1% of WHO Member States had a policy to address social 
connection, social isolation or loneliness, and 3.6% addressed the issue as part of 
a policy on another issue. The remainder of this chapter describes the published 
policies, strategies, action plans, laws or advisories of the eight Member States that 
directly address the issue. 

6.2  Characteristics, aims  
and recommendations 
Most of the policies strongly emphasize loneliness, with the exception of the  
United States advisory, in which the issue is framed positively, as social connection, 
defined in the same way as in Chapter 1 of this report. Japan is one of a few 
countries that addresses both loneliness and social isolation as policy issues, 
which are explicitly stated in laws and priority plans and programmes to foster 
connections to prevent loneliness and isolation. Of the 14 policy documents of 
these eight countries, seven are strategies, five are action plans (or some other 
plan), one is a law, and one is an advisory (Table 5). 

Djibouti’s National Development Plan 2020–2024 (27) does not explicitly address 
social connection, social isolation or loneliness; however, it cites inclusion as a 
key pillar of economic and social development. Social inclusion is advanced by 
improving access to services and opportunities for people of any gender, age and 
region, particularly for groups that are disadvantaged. By tackling stigma and 
investing in human capital, infrastructure and basic services, the plan seeks to 
prevent entrenched poverty and to improve the quality of life. 

Although the approach is framed in the context of economic development, it 
addresses drivers that contribute to social connection, social isolation and 
loneliness. By reducing inequalities and improving opportunities for engagement, 
Djibouti’s plan offers insights into how broader development policies can 
indirectly foster social cohesion and reduce social isolation (Chapter 3).

Box 12.  
Djibouti – A case study for indirectly addressing social connection, social isolation  
and loneliness through economic development
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All the national policy documents stress the importance of loneliness as a public 
health and societal issue. Many recognize that addressing broader societal factors 
can reduce loneliness and social isolation and foster stronger social connections. 
Additionally, despite different government structures, all the national policy 
documents on social connection, social isolation and loneliness call for a whole-
of-society approach, such as the national government working with organizations, 
businesses, institutions and local authorities, and collaboration among different 
government departments (such as education, health care, economy, spatial 
planning, culture, housing, transport and social welfare) (Table 7).

Some countries, such as Scotland and Wales, make explicit reference to the types 
of values they wish to promote to create a connected society. The Dutch action plan 
focuses on the municipal level, and Japan also promotes initiatives led by local 
governments, such as establishment of local platforms and councils, based on the 
legislation. Denmark is the only country that has a specific aim, which is to halve the 
number of lonely people by 2040. Sweden, recognizing that structural barriers and 
prejudice in social relationships contribute to loneliness, addresses loneliness as a 
social problem. The USA is the only country to call for a reform of digital environments.

Table 7. 
Aims and key recommendations of policy documents on loneliness 

Country Aims and objectives of document Key recommendations

Denmark 
(strategy and 
action plan)  
(10, 11) 

• Reduce loneliness in the Danish population  
≥ 16 years by half by 2040 (to 4%).

• Reduce loneliness among children  
(11–15 years) to the same level as in adults.

• If data become available, also reduce 
loneliness among children ≤ 11 years. 

 
The strategy sets the focus, and the action 
plan lists 75 cross-cutting and area-specific 
initiatives.

Address loneliness in five areas of life: 
• home and housing; 
• day care, school and education;
• leisure and communities;
• working life and employment; and
• health and care.
 
The five overarching focus areas are:
• strengthening knowledge;
• a national conversation about loneliness;
• detection of loneliness and offering help that works;
• consideration of loneliness in all legislation and policies; and
• strengthening cross-cutting cooperation, including locally.

England
(action plan) (21)

• Support organizations in tackling loneliness.
• Supporting individuals in tackling loneliness.

• Bring together funders interested in social connection to share 
information and seek opportunities to align and combine funding 
when possible.

• Create opportunities for volunteering in building connection, 
particularly for people experiencing loneliness.

• Explore opportunities to reduce digital exclusion.

England
(strategy) (20)

• Change how loneliness is perceived and 
acted upon in both Government and society.

• Build a more connected, cohesive society 
by supporting social relationships 
and addressing loneliness in various 
interventions and policies. 

• Strengthen knowledge and fund research.
• Integrate loneliness concerns into all Government policies, 

acknowledging social factors and promoting well-being.
• Build national discussion of loneliness to raise awareness  

and reduce stigma.
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Country Aims and objectives of document Key recommendations

Finland  
(strategy and 
action plan)  
(12, 13) 

• Integrate existing and new strategies 
and action plans into a coherent, 
implementable entity with a timeline. 

• Support decision-making with real-time 
indicators, research results and budgeting 
tools.

• Develop long-term communication and 
prevention to change attitudes towards 
loneliness and sense of community.

Prepare practical tools and materials to enhance prevention,  
support and intervention in focus areas:
• families and close networks 
• education, teaching, training and youth activities
• social and health services and promotion of well-being
• hobbies, sport and other clubs, NGOs, churches and parishes and
• public administration and decision-makers.

Germany
(strategy) (14)

• Address loneliness with an intersectional 
approach.

• Address loneliness as a societal challenge.
• The strategy represents a further building 

block in systematic treatment of the topic  
in Germany.

• Raise public awareness and reduce stigma.
• Strengthen knowledge and fund research.
• Strengthen social workers.
• Collaborate among sectors.
• Extend low-threshold, barrier-free access to needs-oriented services.

Japan
(act) (16)

The Act establishes a foundation for 
nationwide efforts to address loneliness  
and isolation by specifying the basic 
principles and the responsibilities of both 
national and local governments.
 
The Act sets out the following fundamental 
principles: 

• A society-wide response to both loneliness 
and isolation

• Promotion of measures based on the 
perspectives of those directly affected

• Promotion of initiatives that help individuals 
feel connected to society and experience 
meaningful interpersonal relationships

Establishes the Headquarters, headed by the Prime Minister, 
formulates a priority plan.

Increase the understanding of policies for loneliness and isolation, 
and conduct awareness-raising activities that support voluntary 
efforts by diverse members of society.

Promote cooperation among national and local governments,  
the private sector and non-profit organizations, and support  
their initiatives.

Promote research studies on the actual conditions of persons who 
are in a state of loneliness and isolation.

Japan
(priority plan)  
(17)

Compile specific measures against  
loneliness for future focus, aiming for  
the following society: 

• A society where no one suffering from 
loneliness and isolation is left behind.

• A society where individuals support and 
connect with each other.

 
Focus on the prevention of loneliness  
and isolation.
 
Provide the necessary support to people  
who are lonely and help them in leading 
smooth daily and social lives by interacting 
with society and others in accordance with 
their wishes.

Promote measures to address loneliness and isolation based on 
the following four basic policies. 

• Reduce stigma and encourage open communication and  
seeking help.

• Provide tailored support and personalized consultations for 
individual needs.

• Build communities by creating spaces for connection, belonging 
and professional support.

• Ensure cross-sectoral collaboration among the public and the 
private sectors and non-profit organizations.

 
Establish a platform for public–private partnerships at both 
national and local levels and lay the foundation for horizontal 
cooperation between the public and private sectors and non-
profit organizations.
 
In addition, the Government is developing a consultation system 
through telephone calls and chatbots and is offering a training 
course (Tsunagari Supporter) for supporters on measures to 
combat loneliness and isolation.

Netherlands 
(Kingdom of 
the) (action 
programme) (18)

• Reduce loneliness by ensuring that  
people participate in society and feel  
that they matter.

• Increase community awareness of loneliness.
• Encourage social initiatives against loneliness.
• Ensure a local approach to loneliness in all municipalities to increase 

the number of local coalitions in municipalities (currently, 260) and 
strengthen local coalitions to become future-proof (with funding).
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Country Aims and objectives of document Key recommendations

Scotland 
(strategy) (22) 

• Create a Scotland in which individuals  
and communities are more connected and 
everyone has the opportunity to develop 
meaningful relationships, regardless of age, 
stage, circumstances or identity.

• Ensure impact by collating and setting in 
motion actions and commitments in the 
Government and beyond to create conditions 
in which barriers to connection can be 
broken down.

Four priorities for early actions and to foster progress:
• empower communities, and build shared ownership
• promote positive attitudes, and tackle stigma
• create opportunities for people to connect
• support an infrastructure that fosters connections.

Sweden  
(strategy) (19) 

The overall goal is a society with equal 
conditions for social relations. Strong emphasis 
is placed on equality, as access to social 
relations and networks is unevenly distributed 
in Sweden. Three targets: 
• make social arenas more accessible to all;
• reduce barriers to social participation and
• ensure that fewer people have long-term 

loneliness.

Three themes in all targets:
• education on loneliness and its effects to increase legitimacy and 

reduce stigma;
• raising awareness to strengthen participation in ordinary activities; 

and
• working together for common solutions.
 
Includes suggestions of the possible contributions that different 
societal actors, such as Government, other authorities, regions, 
municipalities, civil society, business, academia and individuals, 
can make to reduce loneliness.

USA
(advisory) (24)

• Build more connected lives and a more 
connected society.

• Call attention to the importance of social 
and community-wide metrics of health and 
well-being and, conversely, the significant 
consequences of lack of social connection.

• Call for a national strategy.

• Strengthen social infrastructure in local communities.
• Enact pro-connection public policies.
• Mobilize the health sector.
• Reform digital environments.
• Deepen knowledge.
• Cultivate a culture of connection.
 
Also, make recommendations, according to stakeholder  
group, to support a whole-of-society approach to advance  
social connection.

Wales
(strategy) (23)

• Support development of meaningful 
connections between people.

• Build a supportive Wales in which people 
recognize triggers for loneliness, protect their 
well-being and feel empowered to seek help. 

• Reduce the stigma and shame attached to 
loneliness.

Four priorities for early action and fostering progress: 
• increasing opportunities for people to connect
• community infrastructure that supports connected communities
• cohesive, supportive communities and
• building awareness and promoting positive attitudes.

6.3  Interventions cited in policy documents
A wide variety of interventions to promote social connection and tackle social 
isolation and loneliness are mentioned in these documents. Most mention all the 
types of interventions described in Chapters 7 and 8, other than societal or systemic 
interventions, with two exceptions. The first exception is the Dutch action plan, the 
nature of which is somewhat different from the others, as it is designed to stimulate 
local coalitions to develop their own interventions at municipal level (18). The other 
is the United States advisory, which refers to societal or systemic interventions, such 
as laws and policies, to address macro-level factors that affect broader society. 
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6.4  Funding and implementation
Funding and implementation plans for these policies, strategies, actions plans and 
advisories – to the extent that they could be ascertained – vary considerably among 
the eight Member States (9). The plans of Denmark, England, Netherlands (Kingdom 
of the), Scotland and Wales explicitly mention the availability of new funding 
to address loneliness. Some have complex funding structures involving several 
government departments and organizations. 

In contrast, Finland, Germany, Sweden and the USA do not specifically mention in 
their national policies how much they intend to invest in addressing loneliness, so 
that the specific source of funding is less clear. Many budgets are allocated outside 
the context of these policies. 

Japan decided to provide 6 billion yen to non-profit and other organizations in 2021, 
when the Government began implementing measures against loneliness and isolation, 
and it has continued to provide support at the same scale every year. Additionally, the 
Government manages the overall budget related to loneliness and isolation, including 
funding, and posts detailed budget information on its website (34).

6.5  Monitoring and evaluation of 
policies, strategies, action plans  
and advisories
England published annual progress reports in which individual Government 
departments reported on their contributions. Germany plans to use a similar system, 
with the responsible ministry publishing regular reports of evaluation of individual 
measures in the overall strategy. 

In Japan, measures against loneliness and isolation are discussed every year at the 
Promotion Headquarters, headed by the Prime Minister. In addition, the Promotion 
Council under the Headquarters (chaired by the Minister in charge of measures 
for loneliness and isolation) requests reports on the status of work by relevant 
ministries and agencies, and the minister in charge of measures against loneliness 
and isolation gives instructions for further work. Furthermore, the law stipulates 
that each measure in the Priority Plan must have specific targets and time frames for 
achieving them and that the Promotion Headquarters must investigate the status of 
achievement of the targets in a timely manner and publicize the results. 

Netherlands (Kingdom of the) has adopted a multifaceted approach in which their 
national health monitoring system, benchmark research and evaluations of specific 
initiatives are used to track progress. Additionally, a database is maintained of effective 
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social interventions and key performance indicators. Denmark monitors progress in 
the initiatives outlined in its national action plan through a designated secretariat and 
tracks the prevalence of loneliness in regular national health surveys. Finland monitors 
the results of practices and changes in loneliness annually from data collected for 
research projects, national organizations and other participating organizations. A 
parliamentary group monitors developments and, at least once a year, adjusts the 
monitoring and evaluation approach used. Because of the nature of an advisory  
(see footnote 1 in section 6.1), the USA has not outlined any monitoring plan. 

None of the policies, strategies, action plans or advisories has thus far been evaluated. 
Scotland lists primary national indicators in its strategic framework to allow evaluation 
of the strategy. Wales commissioned an assessment to determine how their national 
strategy could be evaluated, which offered recommendations on evaluation methods, 
design and ways to improve evaluability. It concluded that attributing change to 
a strategy is highly complicated and that data collection infrastructure should be 
improved (35). Sweden did not describe how they intend to report progress in 
implementing their policy or whether and how they intend to evaluate it. 

Future research directions

• Eight Member States have adopted national policies to address social connection, social 
isolation and loneliness. More should be encouraged to do so and should ensure that they 
are adequately funded. 

• Member States that develop such policies should learn from those that have led the way in 
designing and implementing policies in this area. International collaboration can spread 
best practices and support policy development worldwide.

• Ideally, policies should be developed in collaboration with people with lived experience  
of the issue and relevant civil society organizations. 

• Future policies should consider a broader approach to addressing social connection, rather 
than focusing on loneliness.

• A priority is establishment of clear guidelines on what interventions work and ensuring 
that they are aligned with national policies. 

• It is important to better understand – and find ways of overcoming – challenges to 
implementing such policies (e.g. lack of funding, coordination among stakeholders); to 
evaluate the policies as rigorously as possible; to shed light on why they succeed or fail; to 
identify the main factors for success; and to share the results widely.
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Conclusion

National policies that address social connection, social isolation and loneliness have 
begun to be adopted – a significant development that reflects growing interest in 
the issue. Only 4.1% of the 194 WHO Member States have such a policy, however. 
Other Member States are encouraged to follow suit. We recognize that not all 
governments are able or willing to support such a policy and suggest that, in such 
cases, they should review existing policies to determine whether they could be used 
to address social connectedness, social isolation and loneliness. National policies 
can influence the issue if they are based on scientific evidence, are resourced and 
are rigorously evaluated. The policy database created by the Commission on Social 
Connection and the Policy Lab that it is establishing (see Chapter 9 for details) will be 
a useful resource for Member States planning to develop policies to address social 
connection, social isolation and loneliness.
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Chapter 7

Community 
strategies  

“How do you describe the grief? And you 
do feel isolated, because who do you really 
speak to? […] But now we really have a strong 
community […] and that’s kind of what got us 
out of our isolation.” 

Toney and Brandy Roberts, parents who lost their daughter,  
Englyn, to suicide (USA)
© WHO 

Listen to Toney and 
Brandy’s full story here
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This chapter addresses community strategies for promoting social 
connection and addressing social disconnection. Section 7.1 presents 
the value of social infrastructure in facilitating social connection and 
addressing social disconnection and ways in which social infrastructure 
can be strengthened. Section 7.2 presents evidence on additional 
community interventions and section 7.3 considers implementation  
of community strategies and the importance of partnerships. 

Key messages
  Communities are ideal sites for addressing social connection and preventing 

loneliness and social isolation, as these are where people live, work, learn and 
play. Community strategies can increase opportunities for social interaction. 

  Strengthening social infrastructure is one way of increasing social 
opportunities, even if fostering social connection is often not its primary aim.

  Social infrastructure comprises diverse assets, including public resources (e.g. 
libraries, parks, transport networks) and social policies, rights and services 
(e.g. those relating to civic and cultural identity, social and health protection 
and education).   

   Strengthening social infrastructure includes intentional design for social 
interaction, equitable accessibility, investment in community programmes to 
connect people and community involvement in planning.

  Related community interventions include modifications to the built 
environment, community groups and social prescribing (i.e. connecting people 
to non-clinical community services to improve health and well-being).   

   Although the evidence for the effectiveness of social infrastructure and related 
community interventions is increasing, it remains limited. Further high-quality 
research on these strategies is required.
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Characteristics of community environments such as the presence and accessibility 
of facilities, services and transport systems and the possibility for people to 
move easily and safely among different areas influence social connection and 
disconnection by increasing an individual’s opportunities for social interaction and 
the level of support they have available. Implementing strategies that can modify 
structural factors and improve the possibility of connecting with others should 
therefore be a consideration. Communities are ideal sites for societies to address 
social connection and prevent loneliness and social isolation, because they are 
where people live, work, learn and play. The places, policies, programmes and 
networks of people that make up towns and cities can all be oriented to increasing 
and improving relationships. 

In some countries, community strategies arise from national policies and 
regulatory frameworks (e.g. urban planning). In others, there may be no 
overarching national policy with decentralized plans, funding or regulation.  
The strategies identified in this chapter can be seen as both community and 
societal means to address social connection. 

7.1  Social infrastructure and its role  
in social connection
The main way to increase opportunities for social connection is by strengthening 
social infrastructure. The breadth of this concept can vary. Narrow definitions view 
social infrastructure as the collection of spaces, facilities, institutions and groups in a 
community that facilitate social connection and allow social capital to develop (1, 2). 
This report takes a broader perspective, in which social infrastructure is defined as 
the policies, services, resources and related public spaces that people have access to, 
which enable them to participate fully in social, civic and economic life without barriers 
(3). This definition encompasses, first, public resources, including shared public spaces 
(often referred to as third spaces, such as community centres, parks and libraries), 
grey infrastructure (engineered assets for basic services such as transport and waste 
management) and green or blue infrastructure (natural and semi-natural assets such 
as flood protections and roof gardens) and, second, social policies, rights and services, 
including those related to civil and cultural identity, social and health protection and 
education. A typology of social infrastructure is presented in Fig. 21. 
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Fig. 21.
Typology of social infrastructure

Source: World report on social determinants of health equity (3).

While some forms of social infrastructure are designed with the intention of 
facilitating social interaction, many are developed for reasons other than social 
connection. For example, libraries are places mainly for obtaining information, and 
shopping malls are primarily places to shop. Facilitation of social interaction is often 
an inadvertent feature of how social infrastructure is designed to be used (2) or an 
extension of its primary purpose (4). 

Social infrastructure across the globe

The nature of social infrastructure differs by locality, country and culture and is 
influenced by a country’s wealth and policy approaches (4, 5). Certain forms of 
social infrastructure are unique to a country or culture (e.g. British pubs (6); Asian 
teahouses (7); New Zealand marae, communal and sacred meeting grounds in 
Māori culture (8)) or arise in a way that is unique to a community. For example, in 
Japan, Osaka’s service hub is a connected cluster of non-profit organizations that 
supports the most vulnerable urban populations (e.g. by offering shelter, food and 
health check-ups) (9). The nature of social infrastructure may also change over time 
in a community as places and spaces are repurposed or the composition of the 
population changes (e.g. different cultural groups move into an area) (4). 

Social
infrastructure

Social policies / rights
and services defined

by accessibility
and governance

Public resources
(defined by either

accessibility
or ownership)

Civic and cultural identity, information, 
association and registration services and spaces

Social and health protection policies, services 
and spaces (income, housing, care)

Grey (transport networks, roads, bridges, 
electricity, water, waste, telecommunications)

Green/blue (flood protections, roof gardens,
rainwater harvesting)

Education services and spaces

Public recreation and public meeting spaces 
(community centres, libraries, parks, sports 
areas, shopping malls, dog parks, places of 

worship, museums)



151From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection Chapter 7: community strategies

At present, measures of social infrastructure that would allow global comparisons 
are in their infancy, although measures that are being developed with open-source 
data from Google Places and Open Street Map, for instance, hold promise (10, 11). In 
a comparison in 2024 of 30 countries on a five-pillar infrastructure “barometer”, the 
“social and community impact” pillar of the barometer included several dimensions 
of social infrastructure, such as community engagement and support and access to 
public services and utilities. The average score on this pillar in the 30 countries was 
50.3, Canada (75.6), Australia (73.0) and Norway (72.3) scoring the highest and India 
(34.8), Indonesia (29.5) and Nigeria (16.5) the lowest (12).

The value of social infrastructure in addressing  
social connection and disconnection 

Strong social infrastructure can play a role in fostering social connection and 
alleviating social disconnection, as it increases the possibility that individuals 
can participate fully in civic life. The role includes improving opportunities for 
community members to interact, form networks and encounter people from other 
sectors of society with whom they would not ordinarily interact (e.g. different 
generations, ethnic groups or socio-economic groups of society), thereby fostering 
social capital (1, 2, 13, 14). 

Strong social infrastructure is particularly important for populations that are 
disproportionately affected by social disconnection, such as people with disabilities 
or mental or physical health conditions and older residents. For these populations, 
accessible, welcoming social infrastructure can provide the services necessary for 
a good quality of life and opportunities for interaction that encourage participation 
and help prevent or manage social disconnection (14, 15). For instance, among 
older adults, green communal spaces and allotment gardens can contribute to 
social inclusion and a sense of community (16), and living in close proximity to 
local resources (17) and perceiving local residential areas as having good facilities 
(18) have both been associated with greater social participation. Furthermore, in 
this age group, accessible local businesses can foster larger or more developed 
social networks (19). Well-designed social infrastructure can also cater for lonely 
individuals by providing opportunities to either interact with others or spend time 
by themselves in social spaces, which can have a positive impact on mental health 
and alleviate feelings of loneliness (20–22).

Social infrastructure can, however, have negative effects on social connection, such as 
conflict among users (13) or creation of social infrastructure to meet the needs of some 
population groups at the expense or exclusion of others (4).
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Reflections from lived experience: 
third spaces to foster connection

“[…] Living in a big city such as Jakarta is a very lonely 
experience. However, Jakarta’s third space[s] provided 
me with opportunities to go outside and socialize with 
new people. Temporarily, forcing myself to socialize is an 
effective coping mechanism for social isolation for me.” 

“As an autistic person who can’t drive, I have limited 
transportation options. Where I live, the public 
transportation system is not accommodating enough. 
Therefore, I can only socialize on certain days where  
either my mom or a friend can drive me.”

“Being in community in a safe, regulated space gives 
people a clear idea of what to expect from the experience, 
and any rules set for the space can help them learn how to 
navigate connection within safe boundaries. […] And more 
third spaces, places like parks and libraries that are free 
for folks to experience and enjoy without the expectation  
of financial obligation.”

Muhammad

Kayla

Asa’

Queer cis-male younger person    
(Indonesia)

Puerto Rican autistic woman 
with ADHD (USA)

Disabled and neurodivergent 
younger person  (USA)
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“Organizing regular community activities such as group 
walks, gardening, or arts and crafts sessions, providing 
spaces for social interaction and mutual support [could 
help address social isolation and loneliness].”

“Older people, when they get old, if they don’t have a 
good place to live or much to eat, they will feel lonelier. 
When people have a place to live and food, that will 
reduce their loneliness. …I’m not asking for much. Just 
enough to live on and eat.”

Puneet

Daw Nway

Younger disabled person     
(India)

80-year-old woman who must 
generate her own income      
(Myanmar)

Strengthening social infrastructure

Social infrastructure can be strengthened in many ways (2, 23–26). Much of the 
current evidence is, however, from developments in urban areas, and more research 
in rural locations would extend our understanding. Examples of strengthening 
approaches are described below.

• Equal provision and accessibility of social infrastructure. This includes 
providing equal access to social infrastructure in different neighbourhood areas 
(e.g. areas of low and high deprivation), addressing barriers to accessing social 
infrastructure for people disproportionately affected by social disconnection, and 
addressing stigma and discrimination in communities. For example, development 
of a network of easy, safe walking routes suitable for individuals with and without 
disabilities (e.g. the Stockholm crosswalk model, Fig. 22) will increase access 
to social infrastructure and encourage its use (26), while use of a barrier-free or 
universal design to create public spaces (e.g. “deaf space”, Fig. 22) will allow more 
population groups to use them. 

• Purposefully designing social infrastructure for social interaction and 
alleviation of social disconnection. Features of the built environment that can 
promote social interaction include social programmes and events for community 
centres; a diverse range of shops and affordable services that have good acoustics 
and privacy for local businesses; green areas, well-maintained areas, amenities 
and safety for green spaces; and seating areas for transition spaces (19). Inclusion 
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of design elements that allow individuals to either interact with others or spend 
time by themselves are important, particularly for people experiencing loneliness 
or mental health conditions who might avoid places with crowds or forced 
interactions (26). Examples include communal and individual seating, areas that 
provide privacy and safe, calm areas that allow for observation or reflection (22). 

• Raising awareness of the importance of social connection. Decision-makers 
and professionals involved in the provision of services and the design of built 
and natural environments should be made aware of how social infrastructure can 
either facilitate or hinder connection. 

• Investing in community programmes that connect people. These include 
sports and recreation (see also section 7.2) and volunteering opportunities. 

• Maintaining social infrastructure. This is important so that spaces remain cared 
for, safe and appealing to use.

 
Fig. 22. 
Case studies of strengthening social infrastructure

Source: Gallaudet University (27), Stockholms stad (28).
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An architectural design system providing universal design guidelines to promote social connection. Including:

The Stockholm crosswalk model
A municipal pedestrian plan under Stockholm’s Urban Mobility Strategy. Including:

Replacing Corners
with Curves

So people can maintain eye contact 
during conversations

Replacing Walls
with Glass

To facilitate connection to
people’s surroundings

Using Acoustically
Optimal Materials

To support speech audibility
in large spaces

Provision of Traffic Information in
Multiple Formats

Increasing mobility options for both 
disabled and nondisabled people

Curb
Ramps

Supporting accessibility for people 
using wheelchairs or strollers

Audio Signals, Tactile Maps and 
Vibration Features

Supporting travel for people with 
audiovisual impairments



155From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection Chapter 7: community strategies

• Active involvement of communities in planning and development of social 
infrastructure. This should include people experiencing or at risk of social 
disconnection, who can provide local knowledge of an area and how it is used 
by residents, help to understand the range of purposes for social infrastructure, 
ensure that it meets the needs of the local population and reduce the likelihood of 
any negative social effect, such as meeting the needs of one demographic group 
at the expense of another.

Work to strengthen social infrastructure can build on and link with agendas such 
as those creating age-friendly communities and dementia-inclusive societies and 
encouraging active travel.

7.2  Effectiveness of additional 
community interventions
Although there is good reason to believe that the creation and strengthening of 
social infrastructure has significant potential for promoting social connection 
and reducing social disconnection (24), evidence of its effectiveness is sparse and 
is derived mainly from high-income countries (15, 29). One reason may be that 
addressing social connection and disconnection has often not been the primary 
aim of developing social infrastructure. It may also be because rigorous evaluation 
of the effectiveness of social infrastructure in increasing social connection is less 
straightforward than many other interventions. Randomized controlled trials in 
which one group of people is allocated to a location with, for instance, plentiful 
social infrastructure and another group to a location with none, are not feasible. 
However, other novel research designs can be used to rigorously evaluate social 
infrastructure. It is important that such evaluations be conducted in view of the 
potential benefits and high costs of social infrastructure (30, 31). 

Some community interventions related to social infrastructure have been 
evaluated in terms of social connection, loneliness or social isolation. These are 
presented below. Most of the evidence is for social access interventions, to increase 
individuals’ opportunities to engage in social interactions in the community, often 
focusing on infrastructure. There is less evidence for other types of interventions. 
There are probably many other approaches related to social infrastructure that 
have risk and protective factors for social connection and disconnection that 
are not covered in this chapter, such as provision of universal parenting support 
in health services and interventions to change school environments to stop 
bullying. Further exploration of wider approaches would provide a more rounded 
understanding of potential solutions.
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Social access interventions

Modifications to the built environment: opportunities for social interaction can 
be improved by modifying the built environment to enhance its use to foster social 
connection. Demonstrating the effect of such interventions may be methodologically 
challenging, and robust evidence is sparse. A systematic review of such interventions 
(e.g. improved green infrastructure, urban regeneration, modifications to transport 
infrastructure) with robust methods (32) identified only a few studies with relevant 
outcomes; and, largely, no effects were reported. In one study, transformation of 
Norwegian urban residential streets into street parks (including benches, plantings 
and play equipment) was associated with more supportive acts among neighbours, 
but there were no effects on social ties or neighbourhood attachment. A review of 
studies of the effect of community infrastructure interventions (in both quantitative 
and qualitative evaluations) (33) suggested that creation of community hubs, 
development of safe, comfortable public spaces (e.g. community gardens) and 
improved green and blue spaces could improve social relations in the community, 
such as social interactions and social cohesion. Some types of projects, however, 
had potentially negative impacts (e.g. fewer social interactions or perceived 
exclusion). The findings for urban regeneration were positive and negative. Although 
more robust evaluations are clearly necessary, many examples of well designed 
interventions on the built environment have been reported that encourage social 
participation and connection (26). Formal evaluation of such projects, including in 
rural areas and low- and middle-income countries, would strengthen the evidence 
base and the case for future investment. 

Community groups and events: purposeful shared activities in community spaces, 
such as exercise classes, community choirs and social programmes, increase 
opportunities to connect with others, across ages and cultural groups. Groups and 
activities could be provided in person (e.g. in local community centres) or online via 
digital platforms (see also Box 13). Some individuals may require support to attend 
community groups (“supported socialization”). Such approaches are sometimes 
referred to as social network interventions. Evidence from systematic reviews of 
randomized controlled trials suggests that, in general, they are moderately effective 
in reducing social isolation (34, 35), and the effect on loneliness is less clear, as 
meta-analyses have found either no or only a small effect (34). For some individuals, 
social network interventions may influence loneliness only if psychological barriers 
to the formation of social relationships are also addressed (e.g. in psychological 
interventions; Chapter 8) (34). There is limited evidence that, among older adults, 
participation in community groups fosters social connection (36). 

Similarly, organization of temporary community events, such as multicultural 
festivals, pop-up markets, art exhibitions, concerts and community lunches, also 
presents opportunities for individuals to connect with others, either by attending 
or volunteering for an event. A review of such events found that they could expand 
social networks and increase social cohesion and social capital in a community, 
although potential negative effects were also noted, such as feelings of exclusion 
when events attracted too much attention from outside the local area (33). 



157From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection Chapter 7: community strategies

Social prescribing and connector services: “social prescribing” covers interventions 
designed to improve health and well-being by referral of individuals to non-clinical 
services and activities by a health-care professional or community link worker (37–39). 
The individuals include those who are lonely or socially isolated. There are various 
models of social prescribing, such as provision of interventions in primary care, in 
other care services or in the community (e.g. connector services). The prescribed 
activities also differ. They may include specific programmes and services or use of 
existing community activities that can increase social connectedness and integration 
(37), such as exercise, gardening, nature or art groups. As social prescribing involves 
several relationships – between the individual and referrers, link workers and activities 
– it should not be regarded as a standalone intervention (40). Furthermore, social 
prescribing should be seen as an element of broader integrated health care. 

Some evaluations found beneficial effects on loneliness and social isolation; 
however, reviews of social prescribing indicate that the evidence is not yet robust 
enough for conclusions to be drawn (40–44). Evaluations are often limited by 
uncontrolled design, short time frames and small sample sizes, and synthesis 
of the evidence is limited by the variation among interventions and evaluation 
methods (45). Furthermore, an individual’s desire to engage in prescribed groups 
(and therefore potentially benefit from the service) may depend on their interest 
in the activity prescribed, the similarity of their interests with others in a group, 
relationships with link workers and group dynamics (37, 46). Further high-quality 
evaluations should be conducted. 

During the COVID-19 pandemic, many older adults became lonely due to policies 
designed to slow the spread of infection. In the Republic of Korea, to address the 
problem, a social prescribing scheme for older adults was pilot-tested in a rural 
area. Older adults referred by the Administrative and Welfare Office took part in 
a 10-week programme held in the community library and a communal garden 
area. The programme consisted of “music storytelling”, in which individuals 
told stories with music therapy techniques, a self-help group and gardening. 
Although the pilot study was small (involving only 16 older adults), participation 
in the programme was associated with significant decreases in loneliness and 
depression. The findings suggest that social prescribing could be feasible for rural 
community residents. 

Box 13.  
Social prescribing for older people in a rural area of the Republic of Korea (47)
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Other approaches 

Evidence for other types of community approaches is currently very limited. There 
is some evidence that “placemaking”, developing functional and meaningful local 
spaces through collaboration with residents, urban planners and other stakeholders, 
can improve social interaction and social capital; however, evidence for social 
cohesion was mixed, with both positive and negative findings (33). Some studies 
indicate the potential of asset-based community development (a strengths-based 
approach to community development, which involves mapping and mobilizing 
community assets and fostering connections among people, local organizations 
and institutions) to influence social connections and social capital (48, 49). Evidence 
is, however, lacking, and concern has been raised about the possibility that such 
approaches neglect power dynamics in the community (50). Although more evidence 
is required, community approaches to foster the pro-social qualities important to 
social connection, such as kindness and a willingness to help and care for others, 
could be a useful complement to work on strengthening social infrastructure. For 
instance, encouraging small acts of kindness towards neighbours had some effect on 
reducing social disconnection and promoting neighbourhood relationships (Box 14). 
This approach is feasible and inexpensive and requires few resources. 

The KIND challenge was implemented in Australia, the United Kingdom and 
the USA on an online social networking platform to foster acts of kindness 
in neighbourhood communities over 4 weeks. Participants were asked to 
perform activities such as checking up on a neighbour, helping a neighbour or 
contributing to a neighbourhood activity, such as cleaning. The suggested acts of 
kindness were positive, engaging, feasible and provided various forms of social 
support. In comparison with a waiting list control group, those taking part in the 
challenge were significantly less lonely (in the United Kingdom and USA only) 
and felt less social isolation (USA). Other benefits included less neighbourhood 
conflict (USA), more neighbourhood contacts (Australia and USA) and better 
social relationships (Australia). It was concluded that promoting the provision of 
social support through small acts of kindness to neighbours could reduce social 
disconnection and promote neighbourhood relationships. 

Box 14.  
The KIND challenge in Australia, the United Kingdom and the USA (51)
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7.3  Implementing community strategies
Urban planners, local and national governments and other decision-makers play a 
central role in strengthening social infrastructure in communities through the design 
of built environments, requirements for design and policies for change (Chapter 6). 
The wide variety of social infrastructure and related community interventions 
requires input from a wide range of partners, including in the health, education, 
social and commercial sectors, with members of the public. Community partnerships 
that bring different stakeholders together for coordinated action in local areas can 
therefore be useful, particularly if they combine action at both community level and 
individual relationship level (Chapter 8), such as complex interventions to address 
loneliness in the community (52). 

As these types of interventions and their maintenance often require extensive capital, 
private–public sector partnerships may be a viable method for funding their creation 
and ensuring their sustainability (53). Furthermore, as infrastructure is often designed 
for purposes other than social connection, synergies with other agendas, such as for 
climate change adaptation or age-friendly cities and communities, may lower costs. 
For instance, in Rotterdam, Netherlands (Kingdom of the), as part of plans for climate 
adaptation, a “water square” was built to protect against stormwater, which also 
provided a socially vibrant space for residents (54). Encouraging community residents 
to participate in the maintenance of social infrastructure, such as community 
libraries and communal gardens, not only ensures their longer-term use but also 
builds community connections. 

From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection



160 From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection

Future research directions

• Provide further evidence of the impacts of strengthening social infrastructure and other 
community approaches to social connection, loneliness and social isolation. 

• For social infrastructure, this will require better, globally comparable measures  
of social infrastructure. 

• Gain better understanding of the impacts of the different types and subtypes of social 
infrastructure on social connection and disconnection.

• Explore the different impacts of the type of social infrastructure on different dimensions 
of social connection (structural, functional and quality) and on different forms of social 
disconnection, including social isolation and loneliness. 

• Better understand how social infrastructure and its use in fostering social connection and 
reducing social disconnection differ by culture, region, ability and stage of the life course. 

• Conduct further research on the unique challenges of and opportunities for fostering social 
connection in rural communities.

• Better understand, as a priority, the impacts of digital infrastructure on social connection 
and disconnection (see Box 2). 

• Generate more evidence on the cost and cost-effectiveness of strengthening social 
infrastructure and other community approaches for use in prioritizing strategies. 

Conclusion

Strengthening social infrastructure is intuitively appealing and is often considered to 
be a strategy with great promise for promoting social connection and reducing social 
isolation and loneliness. It is, however, an emerging area of research, and robust 
evidence of any beneficial effects is currently limited. Improving understanding of the 
impacts of social infrastructure and related community interventions on aspects of 
social connection should therefore be a priority. 



161From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection Chapter 7: community strategies

References
1. Klinenberg E. Palaces for the people. How social infrastructure can help fight inequality, polarization and the 

decline of civic life. New York: Penguin Random; 2018. 

2. Latham A, Layton J. Social infrastructure and the public life of cities: Studying urban sociality and public spaces. 
Geogr Compass. 2019;13(7):e12444 (https://doi.org/10.1111/gec3.12444).

3. World report on social determinants of health equity. Geneva: World Health Organization 2025 (https://iris.who.
int/handle/10665/381152). Licence: CC BY-NC-SA 3.0 IGO.

4. Hollis H, Skropke C, Smith H, Harries R, Garling O. Social infrastructure: international comparative review. 
Cambridge: Bennett Institute for Public Policy and Institute for Community Studies; 2023 (https://www.
bennettinstitute.cam.ac.uk/publications/social-infrastructure-international-comparative-review/).

5. Swader CS, Moraru AV. Social infrastructure and the alleviation of loneliness in Europe. Kölner Z Soz Sozpsychol. 
2023:1–28 (https://doi.org/10.1007/s11577-023-00883-6).

6. Muir R. Pubs and places. The social value of community pubs. London: Institute for Public Policy Research; 2012 
(https://socialvalueuk.org/reports/pubs-and-places-the-social-value-of-community-pubs/).

7. Levkowitz J. Palaces for the people: scrutinizing social infrastructure in Sulaimani. J Intersectionality. 
2018;2(2):24–32 (https://doi.org/10.13169/jinte.2.2.0024).

8. Uekusa S, Wynyard M, Matthewman S. Reinvestigating social vulnerability from the perspective of critical 
disaster studies (CDS): directions, opportunities and challenges in Aotearoa disaster research. Kōtuitui N Z J Soc 
Sci Online. 2024:1–18 (https://doi.org/10.1080/1177083x.2024.2305639).

9. DeVerteuil G, Kiener J, Mizuuchi T. The service hub as bypassed social infrastructure: evidence from inner-city 
Osaka. Urban Geogr. 2022;43(5):669–87 (https:/doi.org/10.1080/02723638.2020.1826751).

10. Fraser T, Cherdchaiyapong N, Tekle W, Thomas E, Zayas J, Page-Tan C et al. Trust but verify: validating new 
measures for mapping social infrastructure in cities. Urban Clim. 2022;46:101287 (https://doi.org/10.1016/j.
uclim.2022.101287).

11. Nelson JR, Bienenstock EJ, Palladino A, Barrera E, Grubesic TH. Social infrastructure as a proxy for social capital: 
a spatial exploration into model specification and measurement impacts in Los Angeles, California. J Urban Aff. 
2024;46(9):1856–74 (https://doi.org/10.1080/07352166.2022.2133724).

12. Infrastructure for Good. Building for a better world. 2024. London: Economist Impact; 2024  
(https://impact.economist.com/projects/infrastructure-for-good/TEI_Deloitte_Infrastructure_for_Good_Key_
Findings_Report.pdf).

13. Enneking G, Custers G, Engbersen G. The rapid rise of social infrastructure: mapping the concept through  
a systematic scoping review. Cities. 2025;158 (https://doi.org/10.1016/j.cities.2024.105608).

14. Kelsey T, Kenny M. Townscapes: The value of social infrastructure. Cambridge: Bennett Institute for Public 
Policy; 2021 (https://www.bennettinstitute.cam.ac.uk/publications/social-infrastructure/).

15. Fried LP. Designing a new social infrastructure to combat loneliness in aging adults. Generations J. 2020;44(3): 
1–12 (https://www.jstor.org/stable/48631322).

16. Younes SR, Marques B, McIntosh J. Public spaces for older people: a review of the relationship between public 
space to quality of life. Sustainability. 2024;16(11):4583 (https://doi.org/10.3390/su16114583).

17. Levasseur M, Genereux M, Bruneau JF, Vanasse A, Chabot E, Beaulac C et al. Importance of proximity to resources, 
social support, transportation and neighborhood security for mobility and social participation in older adults: 
results from a scoping study. BMC Public Health. 2015;15:503 (https://doi.org/10.1186/s12889-015-1824-0).

18. Bowling A, Stafford M. How do objective and subjective assessments of neighbourhood influence social and 
physical functioning in older age? Findings from a British survey of ageing. Soc Sci Med. 2007;64(12):2533–49 
(https://doi.org/10.1016/j.socscimed.2007.03.009).

19. Sugiyama M, Chau HW, Abe T, Kato Y, Jamei E, Veeroja P et al. Third places for older adults’ social engagement: a 
scoping review and research agenda. Gerontologist. 2023;63(7):1149–61 (https://doi.org/10.1093/geront/gnac180).

20. Jones L, Nguyen T, Thomas V, Weinstein N, Qualter P, Hewings R et al. Positive connections and solitude: 
contribution to loneliness interventions and policy development (white paper). High Wycombe: 
Buckinghamshire New University; 2023 (https://bnu.repository.guildhe.ac.uk/id/eprint/18763/1/18763_Sims_
Nguyen_Smith_Cesh.pdf).

21. Weinstein N, Vuorre M, Adams M, Nguyen TV. Balance between solitude and socializing: everyday solitude time 
both benefits and harms well-being. Sci Rep. 2023;13(1):21160 (https://doi.org/10.1038/s41598-023-44507-7).

22. Heu LC, Brennecke T. By yourself, yet not alone: making space for loneliness. Urban Stud. 2023;60(16):3187–97 
(https://doi.org/10.1177/00420980231169669).

23. Policy spotlight 1: How social infrastructure improves outcomes. London: Local Trust; 2023 (https://localtrust.
org.uk/insights/research/policy-spotlight-how-social-infrastructure-improves-outcomes/).

https://doi.org/10.1111/gec3.12444
https://iris.who.int/handle/10665/381152
https://iris.who.int/handle/10665/381152
https://www.bennettinstitute.cam.ac.uk/publications/social-infrastructure-international-comparative-
https://www.bennettinstitute.cam.ac.uk/publications/social-infrastructure-international-comparative-
https://doi.org/10.1007/s11577-023-00883-6
https://socialvalueuk.org/reports/pubs-and-places-the-social-value-of-community-pubs/
https://doi.org/10.13169/jinte.2.2.0024
https://doi.org/10.1080/1177083x.2024.2305639
https:/doi.org/10.1080/02723638.2020.1826751
https://doi.org/10.1016/j.uclim.2022.101287
https://doi.org/10.1016/j.uclim.2022.101287
https://doi.org/10.1080/07352166.2022.2133724
https://impact.economist.com/projects/infrastructure-for-good/TEI_Deloitte_Infrastructure_for_Good_K
https://impact.economist.com/projects/infrastructure-for-good/TEI_Deloitte_Infrastructure_for_Good_K
https://doi.org/10.1016/j.cities.2024.105608
https://www.bennettinstitute.cam.ac.uk/publications/social-infrastructure/
https://www.jstor.org/stable/48631322
https://doi.org/10.3390/su16114583
https://doi.org/10.1186/s12889-015-1824-0
https://doi.org/10.1016/j.socscimed.2007.03.009
https://doi.org/10.1093/geront/gnac180
https://bnu.repository.guildhe.ac.uk/id/eprint/18763/1/18763_Sims_Nguyen_Smith_Cesh.pdf
https://bnu.repository.guildhe.ac.uk/id/eprint/18763/1/18763_Sims_Nguyen_Smith_Cesh.pdf
https://doi.org/10.1038/s41598-023-44507-7
https://doi.org/10.1177/00420980231169669
https://localtrust.org.uk/insights/research/policy-spotlight-how-social-infrastructure-improves-outc
https://localtrust.org.uk/insights/research/policy-spotlight-how-social-infrastructure-improves-outc


162 From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection

24. Our epidemic of loneliness and isolation. The US Surgeon General’s Advisory on the healing effects of social 
connection and community. Washington DC: Office of the US Surgeon General; 2023 (https://www.hhs.gov/sites/
default/files/surgeon-general-social-connection-advisory.pdf).

25. Space for community: Strengthening our social infrastructure. London: The British Academy; 2023 (https://www.
thebritishacademy.ac.uk/documents/4536/Space_for_community_strengthening_our_social_infrastructure_
vSUYmgW.pdf).

26. MacIntyre H, Hewings R. Tackling loneliness through the built environment. London: Campaign to End 
Loneliness; 2022 (https://www.campaigntoendloneliness.org/wp-content/uploads/CEL-Tackling-loneliness-
through-the-built-environment-Final.pdf).

27. DeafSpace. Campus Design and Facilities. Stockholm: Gallaudet University; 2024 (https://gallaudet.edu/
campus-design-facilities/campus-design-and-planning/deafspace/).

28. Stockholms stad. The Stockholm pedestrian plan. Stockholm: Stockholms stad; 2016 (https://start.stockholm/
globalassets/start/om-stockholms-stad/politik-och-demokrati/styrdokument/stockholm-pedestrian-plan.pdf).

29. Crowe CL, Liu L, Bagnarol N, Fried LP. Loneliness prevention and the role of the public health system. Perspect 
Public Health. 2024;144(1):31–8 (https://doi.org/10.1177/17579139221106579).

30. Basu S, Meghani A, Siddiqi A. Evaluating the health impact of large-scale public policy changes: classical 
and novel approaches. Annu Rev Public Health. 2017;38:351–70 (https://doi.org/10.1146/annurev-
publhealth-031816-044208).

31. Schmidt WP. Randomised and non-randomised studies to estimate the effect of community-level public  
health interventions: definitions and methodological considerations. Emerg Themes Epidemiol. 2017;14:1–11 
(https://doi.org/10.1186/s12982-017-0063-5).

32. Moore THM, Kesten JM, Lopez-Lopez JA, Ijaz S, McAleenan A, Richards A et al. The effects of changes to the built 
environment on the mental health and well-being of adults: systematic review. Health Place. 2018;53:237–57 
(https://doi.org/10.1016/j.healthplace.2018.07.012).

33. Bagnall A, Southby K, Jones R, Pennington A, South J, Corcoran R. Systematic review of community 
infrastructure (place and space) to boost social relations and community well-being. Five year refresh. Technical 
summary report. London: What Works Centre for Wellbeing; 2023 (https://whatworkswellbeing.org/wp-content/
uploads/2023/01/Places-and-Spaces-Review-Refresh-31-Jan-2023-final-with-logos.pdf).

34. Hansen T, Nes RB, Hynek K, Nilsen TS, Reneflot A, Stene-Larsen K et al. Tackling social disconnection: an 
umbrella review of RCT-based interventions targeting social isolation and loneliness. BMC Public Health. 
2024;24(1):1917 (https://doi.org/10.1186/s12889-024-19396-8).

35. Zagic D, Wuthrich VM, Rapee RM, Wolters N. Interventions to improve social connections: a systematic review 
and meta-analysis. Soc Psychiatry Psychiatr Epidemiol. 2022;57(5):885–906 (https://doi.org/10.1007/s00127-
021-02191-w).

36. Suragarn U, Hain D, Pfaff G. Approaches to enhance social connection in older adults: an integrative review  
of literature. Aging Health Res. 2021;1(2):100029 (https://doi.org/10.1016/j.ahr.2021.100029).

37. Haslam SA, Haslam C, Cruwys T, Sharman LS, Hayes S, Walter Z et al. Tackling loneliness together: a three-tier 
social identity framework for social prescribing. Group Process Intergroup Relat. 2024;27(5):1128–50  
(https://doi.org/10.1177/13684302241242434).

38. Social prescribing around the world. National Academy for Social Prescribing; 2023  
(https://socialprescribingacademy.org.uk/media/1yeoktid/social-prescribing-around-the-world.pdf).

39. A toolkit on how to implement social prescribing. Manila: World Health Organization; 2022  
(https://iris.who.int/bitstream/handle/10665/354456/9789290619765-eng.pdf?sequence=1).

40. Husk K, Blockley K, Lovell R, Bethel A, Lang I, Byng R et al. What approaches to social prescribing work,  
for whom and in what circumstances? A realist review. Health Soc Care Community. 2020;28(2):309-24  
(https://doi.org/10.1111/hsc.12839).

41. Reinhardt GY, Vidovic D, Hammerton C. Understanding loneliness: a systematic review of the impact 
of social prescribing initiatives on loneliness. Perspect Public Health. 2021;141(4):204-13 (https://doi.
org/10.1177/1757913920967040).

42. Vidovic D, Reinhardt GY, Hammerton C. Can social prescribing foster individual and community well-being? 
A systematic review of the evidence. Int J Environ Res Public Health. 2021;18(10) (https://doi.org/10.3390/
ijerph18105276).

43. Cooper M, Avery L, Scott J, Ashley K, Jordan C, Errington L et al. Effectiveness and active ingredients of social 
prescribing interventions targeting mental health: a systematic review. BMJ Open. 2022;12(7):e060214 (https://
doi.org/10.1136/bmjopen-2021-060214).

44. Napierala H, Kruger K, Kuschick D, Heintze C, Herrmann WJ, Holzinger F. Social prescribing: systematic review 
of the effectiveness of psychosocial community referral interventions in primary care. Int J Integr Care. 
2022;22(3):11 (https://doi.org/10.5334/ijic.6472).

45. Husk K, Elston J, Gradinger F, Callaghan L, Asthana S. Social prescribing: where is the evidence? Br J Gen Pract. 
2019;69(678):6-7 (https://doi.org/10.3399/bjgp19X700325).

https://www.hhs.gov/sites/default/files/surgeon-general-social-connection-advisory.pdf
https://www.hhs.gov/sites/default/files/surgeon-general-social-connection-advisory.pdf
https://www.thebritishacademy.ac.uk/documents/4536/Space_for_community_strengthening_our_social_infr
https://www.thebritishacademy.ac.uk/documents/4536/Space_for_community_strengthening_our_social_infr
https://www.thebritishacademy.ac.uk/documents/4536/Space_for_community_strengthening_our_social_infr
https://www.campaigntoendloneliness.org/wp-content/uploads/CEL-Tackling-loneliness-through-the-built
https://www.campaigntoendloneliness.org/wp-content/uploads/CEL-Tackling-loneliness-through-the-built
https://gallaudet.edu/campus-design-facilities/campus-design-and-planning/deafspace/
https://gallaudet.edu/campus-design-facilities/campus-design-and-planning/deafspace/
https://start.stockholm/globalassets/start/om-stockholms-stad/politik-och-demokrati/styrdokument/sto
https://start.stockholm/globalassets/start/om-stockholms-stad/politik-och-demokrati/styrdokument/sto
https://doi.org/10.1177/17579139221106579
https://doi.org/10.1146/annurev-publhealth-031816-044208
https://doi.org/10.1146/annurev-publhealth-031816-044208
https://doi.org/10.1186/s12982-017-0063-5
https://doi.org/10.1016/j.healthplace.2018.07.012
https://whatworkswellbeing.org/wp-content/uploads/2023/01/Places-and-Spaces-Review-Refresh-31-Jan-20
https://whatworkswellbeing.org/wp-content/uploads/2023/01/Places-and-Spaces-Review-Refresh-31-Jan-20
https://doi.org/10.1186/s12889-024-19396-8
https://doi.org/10.1007/s00127-021-02191-w
https://doi.org/10.1007/s00127-021-02191-w
https://doi.org/10.1016/j.ahr.2021.100029
https://doi.org/10.1177/13684302241242434
https://socialprescribingacademy.org.uk/media/1yeoktid/social-prescribing-around-the-world.pdf
https://iris.who.int/bitstream/handle/10665/354456/9789290619765-eng.pdf?sequence=1
https://doi.org/10.1111/hsc.12839
https://doi.org/10.1177/1757913920967040
https://doi.org/10.1177/1757913920967040
https://doi.org/10.3390/ijerph18105276
https://doi.org/10.3390/ijerph18105276
https://doi.org/10.1136/bmjopen-2021-060214
https://doi.org/10.1136/bmjopen-2021-060214
https://doi.org/10.5334/ijic.6472
https://doi.org/10.3399/bjgp19X700325


163From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection Chapter 7: community strategies

46. Liebmann M, Pitman A, Hsueh YC, Bertotti M, Pearce E. Do people perceive benefits in the use of social 
prescribing to address loneliness and/or social isolation? A qualitative meta-synthesis of the literature. BMC 
Health Serv Res. 2022;22(1):1264 (https://doi.org/10.1186/s12913-022-08656-1).

47. Kim JE, Lee YL, Chung MA, Yoon HJ, Shin DE, Choi JH et al. Effects of social prescribing pilot project for the 
elderly in rural area of South Korea during COVID-19 pandemic. Health Sci Rep. 2021;4(3):e320 (https://doi.
org/10.1002/hsr2.320).

48. Agdal R, Midtgard IH, Meidell V. Can asset-based community development with children and youth enhance the 
level of participation in health promotion projects? A qualitative meta-synthesis. Int J Environ Res Public Health. 
2019;16(19) (https://doi.org/10.3390/ijerph16193778).

49. Thompson C, Halcomb E, Masso M. The contribution of primary care practitioners to interventions reducing 
loneliness and social isolation in older people-an integrative review. Scand J Caring Sci. 2023;37(3):611-27 
(https://doi.org/10.1111/scs.13151).

50. Maclure L. Augmentations to the asset-based community development model to target power systems. 
Community Development. 2022;54(1):4-17 (https://doi.org/10.1080/15575330.2021.2021964).

51. Lim MH, Hennessey A, Qualter P, Smith BJ, Thurston L, Eres R et al. The KIND Challenge community intervention 
to reduce loneliness and social isolation, improve mental health and neighbourhood relationships: an 
international randomized controlled trial. Soc Psychiatry Psychiatr Epidemiol. 2024 (https://doi.org/10.1007/
s00127-024-02740-z).

52. Lasgaard M, Bo AF, Nielsen LA, Swane CE, Qualter P, Christiansen J. Reducing loneliness in the community. More 
Together (‘Flere i Faellesskaber’)-a complex intervention in Denmark. Health Promot Int. 2023;38(5) (https://doi.
org/10.1093/heapro/daad105).

53. Ma L, Hu Y, Zhu L, Ke Y. Are public—private partnerships still an answer for social infrastructure? A systematic 
literature review. Front Eng Manag. 2023;10(3):467-82 (https://doi.org/10.1007/s42524-023-0249-1).

54. Peinhardt K. Resilience through placemaking: public spaces in Rotterdam’s climate adaptation approach. Bonn: 
German Development Institute; 2021 (https://www.idos-research.de/uploads/media/DP__1.2021.pdf).

https://doi.org/10.1186/s12913-022-08656-1
https://doi.org/10.1002/hsr2.320
https://doi.org/10.1002/hsr2.320
https://doi.org/10.3390/ijerph16193778
https://doi.org/10.1111/scs.13151
https://doi.org/10.1080/15575330.2021.2021964
https://doi.org/10.1007/s00127-024-02740-z
https://doi.org/10.1007/s00127-024-02740-z
https://doi.org/10.1093/heapro/daad105
https://doi.org/10.1093/heapro/daad105
https://doi.org/10.1007/s42524-023-0249-1
https://www.idos-research.de/uploads/media/DP__1.2021.pdf


Chapter 8

Individual and  
relationship strategies

“The advice I’d give people struggling with 
mental health and addiction issues, is to get out 
and connect. Find someone that can light your 
spark of hope. But most of all, have faith.  
There is hope.” 

David Burnside, lived experience expert on addiction,  
mental health, homelessness and incarceration (New Zealand) 
© WHO

Listen to David’s 
full story here
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This chapter presents individual and relationship strategies to address 
social disconnection. Section 8.1 presents the main strategies that 
have been developed, with evidence for their effectiveness, while 
Section 8.2 describes evidence for specific population groups. Section 
8.3 examines the role of digital technology in delivering interventions 
and the associated opportunities and challenges. Section 8.4 
examines gaps in the evidence and its limitations and challenges. 
Section 8.5 briefly considers implementation. 

Key messages
  The body of evidence on the effectiveness of interventions that address social 

isolation and loneliness, many of which address individual and relationship 
strategies, has been growing rapidly.   

  Promising individual and relationship strategies have been identified, which 
generally have small-to-moderate effects on loneliness and social isolation. 

  Although the most effective interventions overall cannot be identified accurately, 
psychological interventions hold the most promise for addressing loneliness. 

  Successful interventions differ by population group, and further research 
should be conducted on specific populations. 

  Digital technology can play an important role in the focus or delivery of 
interventions, but further research should be conducted to determine its 
effectiveness and potential risks accurately, particularly for new and emerging 
forms of technology such as AI and virtual reality.  

  The evidence base has several limitations, including lack of evidence from  
low- and middle-income countries, low-quality studies and limited evidence  
for promotion of social connection. 
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Evidence for the effectiveness of strategies to address loneliness and social isolation 
has been accumulating rapidly in the past 5 years, particularly since the start of 
the COVID-19 pandemic (1, 2). Many of the strategies that have been evaluated are 
individual or relationship interventions, the subject of this chapter. The aim of these 
strategies is to modify individual and relationship risk and protective factors for social 
disconnection (Chapter 3). There is less evidence for assessing the effectiveness of 
strategies to prevent social disconnection or promote social connection. Further 
research should be conducted in these areas.

8.1  Individual and relationship 
interventions and their effectiveness
Many systematic reviews, including a number of umbrella reviews (3–8), have been 
undertaken to assess the large body of evidence on individual and relationship 
strategies for reducing loneliness and social isolation. The work includes several 
promising strategies, in the following categories. 

• Skills training: the aim of training is to teach or improve skills in building or 
maintaining relationships. Training individuals to make and maintain high-quality 
relationships and interactions will increase their chances of improving their social 
contacts, networks and social support. The interventions include training in social 
skills, Internet or computer training and leisure skills. 

• Social engagement facilitation: the aim of such strategies is to provide 
consistent or regular social interactions for individuals at risk of or experiencing 
loneliness or social isolation. The interventions include provision of social support 
and of non-human companionship, such as animals and robots. Although such 
interventions are related to social access interventions (see Chapter 7), social 
engagement facilitation differs by directly providing social interactions rather than 
the opportunity for interactions.

• Therapeutic and psychological interventions: the aim of these strategies 
is to help individuals change how they think about social connections (e.g. 
change negative thoughts about self-worth and how the self is perceived by 
others), increase self-efficacy and better regulate emotions, thus strengthening 
their ability to manage relationships and interactions. The interventions can 
include psychological aid and mindfulness and related approaches such as 
psychoeducation. They may require changes to infrastructure or capacity-building 
in primary health care in the community. 

Such strategies directly address social isolation and loneliness by influencing the 
level of social support, social networks and social participation. They can be targeted 
to people experiencing or likely to experience social disconnection or offered to an 
entire population by delivering them to all the children in a school (Box 15). They 



167From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection

can be delivered in person or by digital technology (section 8.3). While they are 
usually delivered by a health-care or voluntary worker, they can also be delivered by 
individuals as part of self-care (9). “Self-care” is defined as the ability of individuals, 
families and communities to promote and maintain their own health, prevent disease 
and cope with illness, with or without the support of a health or care worker (10). 
Self-care interventions are becoming more prevalent globally (9); however, more 
research should be conducted on their use to address loneliness and social isolation, 
including how social disconnection affects people’s ability to engage in self-care.

Evidence from umbrella reviews suggests that, overall, individual and relationship 
strategies have a small-to-moderate effect on loneliness and social isolation (3). 
Evidence for specific intervention types is provided below. Little is known about the 
outcomes for social connection, such as social support, or whether the interventions 
affect subsequent health and well-being (Chapter 4). One review found no evidence 
that such interventions improved social support, although small but significant 
reductions in depression were reported (11). 

Although it is not possible to identify the most effective interventions accurately, 
reviews of randomized controlled trials (RCTs) indicate that psychological 
interventions are the most promising for relieving loneliness (3). Other approaches 
may indirectly address social disconnection or promote social connection by 
modifying wider risk and protective factors, such as parenting programmes, 
programmes to prevent bullying and mental health interventions. Their 
consideration is, however, beyond the scope of this report.

Most of the strategies evaluated individuals who are more likely to experience social 
disconnection, such as by offering “befriending services” to older people who are 
socially isolated or lonely. Interventions can thus be tailored to the specific needs 
of population groups, although this entails a risk of stigmatizing those who are 
eligible to take part. Fewer of the evaluated strategies are delivered universally, 
such as incentivizing a population to learn new leisure activities or hobbies, which 
could encourage them to spend time interacting with others. This approach reduces 
the potential for stigmatization and may help to prevent social disconnection; 
however, it may also disproportionally benefit people who are more able to 
participate socially and may inadvertently increase inequalities in social connection 
in population groups. Interventions should be implemented only after careful 
consideration and mitigation of any unintended consequences. 

Box 15.  
Targeted and universal interventions 

Chapter 8: individual and relationship strategies
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Skills training interventions

Training in social skills is a type of educational programme for improving friendships, 
communication and interpersonal skills (3). The programmes include elements such 
as role play and training in making conversation and are often delivered to groups (3). 
For young people, training in social skills can be included in the school curriculum as 
part of personal and social education (Box 16). Meta-analyses of RCTs suggest that 
such interventions can have a small-to-moderate effect on loneliness (3), including in 
young populations (12). Some reviews, however, reported inconclusive evidence or no 
significant effect (3, 5). The reviews found beneficial or inconclusive findings for social 
isolation (3). Delivery of social skills training in schools might prevent loneliness and 
social isolation later in life and may be a useful area for future research. 

Internet or computer training provides skills in use of information and 
communication technology (ICT), including digital communication such as email 
and social media. The aim of these programmes, which are often targeted at 
older people, who may have limited computer skills, is to increase the ability and 
confidence of individuals to connect with others on the Internet and to develop 
online social networks (see also section 8.3). Further research should be conducted 
on whether they influence social disconnection and social connection. In terms of 
loneliness, reviews of RCTs in older populations concluded that there was no effect  
or uncertain evidence (7, 14) or reduced levels of loneliness (15). 

Box 16.  
Social skills training in schools in Portugal (13)

In Portugal, a social and emotional learning programme was tested and evaluated in six 
middle schools. The programme, “positive attitude”, was delivered in 13 sessions, each lasting 
45 min. It was integrated into the school curriculum as part of civic education and delivered 
weekly to all students in grades 7–9 (average age, 13.5 years). The sessions addressed 
development of social and emotional competence, skills related to self-control, relationship-
building and responsible decision-making. They were delivered by a trained psychologist. At 
the end of the programme, a small, significant reduction in social isolation (e.g. being ignored 
by others or avoiding social participation) was found for girls but not for boys, as compared 
with a control group. It is possible that the programme was more appropriate for girls than for 
boys or that a certain initial competence was required to achieve benefits.

From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection
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Development of skills for leisure and hobbies (such as gardening, art or physical 
exercise) encourages individuals to spend time interacting and learning with others in 
a shared activity. The effectiveness of these interventions is not clear, with inconclusive 
or null effects in reviews of RCTs (3). Reviews specifically of studies on physical activity 
programmes came to various conclusions about their effectiveness, some finding 
reductions in loneliness (16) and others suggesting no effect on either loneliness or 
social isolation (17, 18). An effect might depend on the quality of the relationships 
formed within the groups, such as the level of support from other participants (4). 

Social engagement facilitation

Social support interventions provide emotional or practical help to individuals through 
programmes such as befriending services, peer support (see Box 17), home visiting 
schemes and mentorship programmes. A number of meta-analyses have reported 
small to moderate beneficial effects of social support on loneliness in mixed or older 
populations (3, 5); however, other reviews and meta-analyses had inconclusive findings 
or no effect (3). For some individuals, social support and other social interventions may 
be more effective for addressing loneliness if they are accompanied by psychological 
interventions to address the negative social cognitions that hinder relationships. Less 
evidence is available on other outcomes (3). One meta-analysis of RCTs in mixed 
population groups reported a small but non-significant effect of social support on 
social isolation and a small, significant effect on depression (11). Among adults and 
young people, peer support by individuals with lived experience has been found to be a 
promising social intervention to help those experiencing social isolation, loneliness and 
poor mental health, but more, higher-quality research should be conducted (19, 20).

Box 17.  
Peer-to-peer support for low-income older adults in South Africa (21)

In Cape Town, South Africa, a peer-to-peer support programme (AgeWell) was 
developed to improve the health and well-being of a growing older population living 
in a low-income area. The programme was adapted from a successful, large-scale 
mentorship programme. Older volunteers were trained to provide friendship and 
company to less able older residents in their community by making regular home 
visits, where they provided social support (emotional and informational), encouraged 
social engagement and promoted healthy living by developing a wellness plan and 
providing referrals to health or social services. The programme was pilot-tested with 
212 residents aged ≥ 60 years over 5 months. At the end of the period, participants 
reported significantly less loneliness, and there was a significant increase in social 
participation. 

From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection
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Non-human companionship is an emerging field of social connection interventions. 
While most interventions to reduce social isolation and loneliness are designed to 
improve human connections, a growing number use the benefits of non-human 
companionship in the form of animals, “relational agents” (software agents that 
build relationships with users through conversation (22)) or “social robots” (relational 
agents with human or animal-like features (23)). Non-human companionship can 
generate feelings of being cared for and provide emotional support that can help 
people at risk of loneliness. In group settings, such as care homes, animals or social 
robots can stimulate conversation, facilitating engagement with others (23, 24). The 
effectiveness of animal companionship has been studied in many reviews, mainly in 
older age groups, with no clear outcome. While some narrative reviews have found 
beneficial effects on loneliness, others found no convincing evidence (4, 25, 26). 
Reviews of the use of social robots (23) and relational agents (22) suggest that they 
might be promising for combatting loneliness in older adults and in all age groups, 
with moderate effects (22, 23). Excessive attachment to a robotic companion has 
been identified as a potential adverse effect of these interventions (1). 

Therapeutic and psychological interventions 

Psychological interventions in many forms can be used to change negative social 
cognition or provide support in coping with distress. They include psychotherapy, 
cognitive behavioural therapy (CBT) (Box 18), humour therapy, reminiscence 
therapy (often for older people), animal-assisted therapy and mindfulness-based 
stress reduction. Evidence from umbrella reviews of the large body of evidence on 
psychological interventions suggests that they are a promising approach to addressing 
loneliness (3–5) in young populations, older adults and in all age groups, with moderate 
to large effects (3). Less evidence is available for other outcomes. Systematic reviews 
gave inconclusive results or no evidence of an effect on social isolation (3), although 
one review found beneficial effects of social support (27). Psychological interventions 
for social disconnection may also be beneficial in terms of mental health; one review 
identified a large, significant reduction in depression after the intervention (11). 

Psychoeducation provides structured education on various health and well-being 
topics. It can be used to educate those experiencing or at risk of social disconnection 
by providing focused information on loneliness or social isolation, mental health 
issues and coping strategies. Meta-analyses of RCTs found small (older populations) 
to large (mixed population groups) effects of psychoeducation on loneliness (3). 
Reviews of RCTs that included university students, populations with mental health 
issues and mixed population groups reported mixed or inconsistent findings. Less 
research is available on social isolation, and the results are inconclusive (3).
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In view of the effectiveness of CBT in the treatment of psychological conditions 
and the acceptability of interventions delivered via the Internet by people 
experiencing avoidance and withdrawal, a pilot study was conducted in Sweden 
to test the acceptability and effectiveness of Internet CBT among people who 
were frequently lonely. The focus of the 8-week programme, accessed online, was 
changing social cognition. Assignments linked to the experience of loneliness 
were given. The programme was self-delivered, but participants received 
feedback and guidance on their assignments from therapists and could ask 
questions on the online platform. Although the pilot programme was tested in 
only 73 participants, it showed significant benefits in alleviating loneliness as 
compared with a control group and wider benefits on quality of life and reduced 
social anxiety. No effect was found on levels of depression. The results suggest 
that Internet CBT could be effective for people with frequent loneliness. 

Box 18.  
Internet CBT for loneliness in Sweden (28)

Multi-component interventions 

A combination of more than one intervention type to address several risk factors for 
loneliness and social isolation at the same time is a more holistic, effective solution 
for addressing social disconnection (3). The intervention may involve, for instance, 
leisure skills training and CBT or home visits and psychoeducation (17). Data from 
one meta-analysis suggest that multi-component interventions are effective in older 
populations, with a small effect on social isolation and a moderate effect on loneliness 
(3). Furthermore, loneliness interventions with several objectives appear to be more 
effective than single-objective interventions (6). 
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8.2  Effectiveness of interventions  
in different population groups
Understanding which approaches are the most effective in preventing and 
addressing social disconnection in different population groups is a key consideration 
for future research. 

Older people

Older people are the group that has been studied the most in terms of interventions, 
particularly in addressing loneliness. An umbrella review of loneliness interventions 
concluded that, in general, animal interventions, psychological therapy and skills 
training were more successful than interventions to facilitate social engagement or 
health promotion (e.g. psychoeducation), although no meta-analysis was conducted 
of differences in overall effectiveness (6). ICT has been used in interventions for older 
adults to overcome the barriers to social connection that often arise with ageing, 
such as less mobility (see section 8.3). Although there are strong links between social 
disconnection and cognitive decline (see section 4.1), WHO’s guidelines for reducing 
the risks of cognitive decline and dementia note that there is insufficient evidence for 
promotion of social activity as an intervention for wider health outcomes (29). A full 
evidence review is being conducted as part of updating those guidelines.

Young people

Interventions for young people have been studied more rarely than those for other age 
groups, particularly for social isolation. A systematic review of interventions to address 
loneliness in young people found that, overall, the interventions were successful, with 
a moderate effect (12). While no significant difference was found between intervention 
types, those involving social and emotional training had the greatest effect in pre-and-
post design studies, while those involving learning a new skill had the greatest effect 
in RCTs. The review noted that technology is an appropriate delivery format for young 
people and an effective alternative to in-person interventions. 

Other population groups 

The effectiveness of interventions for people with mental health conditions is 
not clear (30). Systematic reviews show, however, that psychological therapy for 
loneliness (31) and supported socialization (social access interventions, see Chapter 7), 
social skills training and multi-component interventions for social isolation (30, 31) 
are promising approaches. 

For migrants and ethnic minorities, approaches to facilitate social engagement 
such as shared-identity social support groups and befriending have generally had 
positive impacts on loneliness (32). Intercultural encounters (social interactions 
among different ethnic, cultural or religious groups in community projects) are 
another common approach, although more evidence is required to determine their 
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effectiveness. There is limited evidence that group programmes for older ethnic 
minority people, such as educational or physical activity programmes, can improve 
social participation and reduce social isolation and loneliness (33).

There is a lack of evidence on the efficacy of interventions for people with disabilities. 
A systematic review of loneliness interventions noted that similar approaches had 
been adopted for people with disabilities as for people without disabilities, and 
that common strategies varied across the diversity of people with a disability (e.g. 
social skills training for children and adolescents with learning difficulties and 
psychological interventions for adults with physical impairments) (34). The authors 
suggested that specific interventions should be designed for people with disabilities. 
Digital technology may provide opportunities to increase the social participation of 
this population group (section 8.3). 

Reflections from lived experience:  
how social connection can be fostered 
among individuals

“Therapy has been a major contributor to my healing 
process as it exposed me to wounds I didn’t even know 
existed in me that caused so much loneliness.”

“From my own experience being bullied in school, I believe 
fostering empathy and understanding among peers is 
crucial. Schools can implement anti-bullying programmes 
that promote inclusivity and teach empathy from a young 
age. Additionally, providing support systems such as peer 
support groups or counselling services can offer solace to 
those experiencing loneliness.”

Patience

Ruth

Childhood trauma expert      
(Zambia)

From Kyondoni Village       
(Kenya)
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“I think that keeping a special eye out for those who 
were independent and in work who then retire and/or 
for whatever reason become dependent is important. I 
fell under the radar. Finding people to talk to people like 
me who are normally very social but who, for whatever 
reason, are not as mobile or as motivated as before 
would be important. Create social networks for people 
who are transitioning into their senior years/final 
chapters of life.”

Barbara
Older woman with reduced 
mobility and experience of 
abuse (United Kingdom)

“I realized throughout [my] ongoing cancer journey that 
cancer and social isolation/loneliness take similar paths. 
Early diagnosis and treatment of both are very important 
in developing a roadmap. Having a tight network of friends 
and professionals to lean on, cry with, vent with, and plan 
with is vital. Access to mental health professionals and 
therapists should always be part [of] the discussion since 
spiralling downward can happen quickly and can cause 
additional and long-term harm.”

Jack
Older cancer survivor since  
June 2019 (USA)

8.3  Role of digital technology  
in delivering interventions
Use of technology to address social isolation and loneliness is a growing area 
of interest. Advances in new technologies and widespread use and access to 
technological devices and the Internet in many areas of the world have increased 
opportunities for the development and use of digital interventions. Digital 
technology can be the subject of an intervention, such as training in ICT, robotic 
companionship, AI (section 8.1), multi-player online games on gaming consoles 
or virtual reality (35). Technology can also be used to deliver interventions that 
can be provided face to face. These include online social support, psychological 
interventions, including self-help and help from a professional, and connection 
with others (e.g. videoconferencing); or it can be used in self-care, such as to find 
information about social disconnection or to use self-guided digital tools. 
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Digital interventions can be particularly important in addressing social isolation 
and loneliness and improving social connection by use of online social networks in 
population groups with restricted social opportunities, such as older populations or 
people with a disability or a chronic health condition. Digital interventions can be 
delivered in the comfort of the home, removing barriers to engagement that require 
mobility. Although more research should be conducted on the potential risks of AI 
interventions (e.g. social robots and relational agents), these approaches may offer 
advantages for individuals who are reluctant to share information with others, for 
instance due to stigma. Greater willingness to disclose information to a non-human 
companion can allow users to feel heard and understood, even if AI cannot truly 
understand (22). Digital interventions may also be useful for engaging with younger 
populations (12) due to the widespread acceptability and use of digital technology  
in this age group. 

Use of digital technology can, however, pose a number of barriers and challenges, 
including the following (1, 36). 

• For older people, lack of digital skills or limited access to technology may limit 
their ability to engage in interventions, potentially exacerbating their social 
isolation. For these individuals, training in ICT or access to technology might have 
to be included in the interventions. 

• For individuals with disabilities, issues such as poor vision, difficulties in hearing 
or motor problems might be barriers to the use of technology. 

• For people with low incomes, the cost of technology or wireless Internet 
connection might limit their engagement in a digital intervention. 

• Digital divides in Internet access by geographical area, with more restricted access 
in rural areas and in lower-income countries, can create inequality in access to 
digital interventions. 

• Use of digital technology to connect with others may reduce face-to-face 
contact, which offers more beneficial relationships (37). More research should 
be conducted on how digital technology alters social exchanges and what that 
means in terms of social connection. 

• Use of digital technology may raise issues of privacy and ethics with respect  
to the protection, storage and transmission of data. 

Evidence for the effectiveness of digital technology interventions is uncertain. An 
umbrella review of RCTs identified nine systematic reviews of digital interventions, eight 
of which addressed older adults (3). The effects on social isolation were inconclusive, and 
mixed effects (null, inconclusive or significant) were found for loneliness. It was noted, 
however, that use of technology had no harmful effects in older adults. However, reviews 
noted that, for older adults, technology use had no harmful effect, and despite uncertain 
findings may remain a useful too to facilitate social connections  (14, 38). Furthermore, 
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digital self-help programmes were found to be beneficial for related outcomes, such as 
depression and anxiety, particularly when delivered with brief support from a trained 
non-specialist (39). For loneliness, additional reviews covering wide age groups reported 
that the mode of delivery (technology or face-to-face) did not appear to influence the 
effectiveness of interventions (i.e. the two types were similarly effective in reducing levels 
of loneliness (11, 12, 40)). Further research should be conducted for clearer understanding 
of the effectiveness of digital interventions, particularly of newer forms of technology, 
such as AI and virtual reality (35). The research should include any potential harms of 
AI-based interventions and how best these can be controlled. With rapid advances 
in technology, regular assessments should be made of the effectiveness of digital 
interventions in influencing loneliness, social isolation and social connection. 

8.4  Gaps in evidence, limitations  
and challenges 
Two recently published “evidence and gap maps” present the large body of evidence 
on individual and relationship strategies to reduce social isolation and loneliness, 
including both in-person and digital interventions (1, 2). The maps illustrate the state 
and reach of the evidence and indicate the following.

• Most of the evidence is on high-income countries; further research is required in 
low-and middle-income regions.

• The evidence clusters around specific intervention types or delivery modes, such 
as therapeutic and psychological interventions (in-person interventions) and 
those to enhance social engagement (digital interventions). Further research 
on other intervention types and delivery modes, such as self-care and digital 
therapeutic and psychological interventions, would balance the evidence base. It 
should include evidence on interventions that do not require skilled training and 
can be implemented with few resources. 

• Most of the evidence is on interventions for older adults, particularly for digital 
interventions (the subject of the digital evidence and gap map (1)). Further research 
should be conducted on other age groups, such as children and young adults, and 
other population groups disproportionately affected by social disconnection. 

• More evidence is available on how interventions affect loneliness than on how 
interventions affect social isolation or forms of social connection. Research should 
be conducted on these additional outcomes. 

• The reviews of the evidence are generally of very low quality. More high-quality 
reviews, including robust meta-analyses, would clarify the effectiveness of 
approaches overall, and by intervention type. 
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Evidence and gap maps tell only part of the story. As most interventions address 
loneliness and social isolation, they do not cover interventions specifically designed 
to foster social connections or develop socially cohesive communities, which might 
also help to prevent future generations from experiencing social disconnection. This 
is an important gap in the field that requires further work. 

Additional limitations include lack of clear theoretical bases for the interventions, 
lack of evidence on the longer-term effects of action (3) and subsequent health 
and well-being outcomes, and low-quality evidence (3). Although high-quality 
RCTs indicate effectiveness most accurately, some approaches are difficult to test 
in an RCT design, partly for ethical reasons. Confidence in drawing conclusions 
on the overall effectiveness of interventions is also limited by the numerous 
ways in which interventions have been grouped and analysed in the academic 
literature, including their delivery, aims, outcomes and operational mechanisms. 
This suggests that a standardized classification system should be developed and 
promoted in different academic fields.

With a rapidly growing body of evidence on the effectiveness of interventions, much of 
which has been generated over the past 5 years (1, 2), a future challenge is managing 
and synthesizing the large volume of new evidence to increase overall understanding 
of what works in a timely way. Although evidence-based tools such as evidence and 
gap maps will be useful, they must be updated and maintained over time. 

8.5  Implementing individual  
and relationship strategies
The health sector has a central role to play in implementation of individual 
and relationship strategies, both in delivering interventions and in identifying 
and referring people in need of support to community services (see also social 
prescribing in Chapter 7). Other sectors, such as education, social care and “the 
third sector” (not-for-profit and nongovernmental organizations), also have 
important roles to play in delivering interventions, and coordinated work in 
partnerships will be essential. 

Implementation of some interventions (e.g. therapeutic and psychological 
interventions) will probably require infrastructural or system changes. Integration 
of interventions into health, social and education services is one feasible way 
of scaling up effective action (41). Many countries are already using some of the 
strategies, at national, local or organizational level. Clear understanding of current 
action and capacity to build on current infrastructure will be useful for progressing 
individual and relationship strategies at minimal cost. For instance, routine visits 
by health professionals to new mothers can be used to promote social connection, 
connect individuals to community groups and networks and provide support  
and referral for social disconnection. 
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While the strategies outlined in this chapter show promise for relieving social 
disconnection, the choice of interventions and how they are delivered depend on 
the population, the feasibility of delivery, the capacity of different sectors, current 
actions and the cost of implementation. Ensuring that the interventions address the 
chosen outcome (e.g. loneliness, social isolation, social connection) is important, as 
is adapting effective solutions to the culture of the target population. 

Future research directions

• More evidence for low- and middle-income countries is essential, particularly for  
low-income countries for which there is no evidence.

• As most of the evidence addresses older people, evaluation of interventions for 
younger age groups and other population groups disproportionately affected by social 
disconnection is important. 

• High-quality syntheses of the evidence are necessary for drawing conclusions on 
effectiveness confidently from the body of evidence.

• More use of standard categories in synthesizing evidence is critical to reach firmer 
conclusions about effective interventions. A new classification system for interventions 
may be necessary to standardize future research in this area.

• Guidelines on choosing, adapting and scaling up successful interventions will advance 
action at national levels. 

Conclusion

This chapter describes the large, rapidly growing body of evidence on individual 
and relationship interventions to prevent and respond to social isolation and 
loneliness. Although there are some obvious limitations, the large volume of 
evidence provides information about effective strategies that can be put in place 
to address social isolation and loneliness. Further research is necessary to advance 
understanding of how to promote social connection. Use of interventions to both 
prevent and respond to cases of social isolation and loneliness and interventions 
to foster social connection and positive interactions in communities is a valuable 
strategy to be considered. Guidelines that synthesize the large, growing evidence 
for social connection and disconnection and derive clear recommendations should 
be developed for policy-makers, decision-makers and practitioners.
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Chapter 9

The way forward –  
five strategic areas 

“I live in the here and now with faith, hope that at 
some point […] we, as a community, will take the 
initiative and be concerned that […] we need to 
address that loneliness.” 

Julio Hernandez, gay older man (Costa Rica) 
© WHO

Listen to Julio’s 
full story here
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Key messages
 The way forward proposed by the WHO Commission on Social Connection consists  

of five strategic areas: policy, research, interventions, measurement and data,  
and engagement. Each strategic area includes three actions.  

  Policy 
 Governments should develop, adopt, fund, implement and monitor a national 
policy, strategy or framework to promote social connection in which all sectors, 
including digital technology are involved. 

 Strengthen policy leadership. 

 Facilitate knowledge exchange. 

  Research 

 Build global and national research capacity. 

 Identify and fund research priorities. 

 Launch a Grand Challenge initiative.

  Interventions

 Develop guidance. 

 Launch an “intervention accelerator”. 

 Support implementation.

  Measurement and data 

 Strengthen national monitoring systems.

 Develop a global index of social connection. 

 Collect data from as many countries as possible during the next decade.

  Engagement

 Ensure that social connection is placed higher on global policy and political 
agendas, and build a coalition of governments and public champions. 

 Increase public awareness in coordinated campaigns and a unified global narrative. 

 Build a sustainable movement through multi-sectoral collaboration and  
dedicated funding. 
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Effective implementation of these strategies will require collaboration among various 
sectors and actors, including WHO. Central to these efforts are people who have 
experienced loneliness and social isolation. Key stakeholders include health and 
social care, education, work and employment, technology, media sectors, as well 
as governments, civil society organizations, United Nations agencies, development 
organizations, academic and research institutes, businesses and individuals of all 
ages. In a coordinated, multipronged approach, WHO, with these partners, can drive 
transformative change.

Policy 
Policies to promote community involvement, strengthen interpersonal connections 
and create supportive environments are essential for mitigating and preventing 
loneliness and social isolation. With the exponential growth of digital technologies, 
including social media and AI, policies to promote safe digital environments are 
a particular priority. These challenges are not only individual concerns; they are 
societal issues that demand collective action and commitment at all levels of society. 
Policy solutions should address the following three actions, taking into account each 
country’s unique context and priorities.

1. Governments will develop, adopt, fund, implement and monitor a national 
policy, strategy or framework to promote social connection in which all sectors 
and all administrative levels are engaged to ensure that people experience social 
health and well-being. 

WHO and other entities should encourage governments by providing technical 
assistance and support to create national policies to address social isolation and 
loneliness and to foster social connection as public health and development 
priorities. A “social connection-in-all policies” approach should be promoted to 
ensure that both current and new policies include fostering of social connection and 
minimizing social disconnection. These issues can be addressed in either standalone 
or integrated policies. 

This report brings together the best scientific information about 
social connection and two forms of disconnection – social isolation 
and loneliness – that are widespread and have severe and under-
recognized health, social and economic consequences. Building on the 
evidence presented in the preceding chapters, this chapter proposes a 
path forward with five strategic areas.
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Standalone policies are dedicated national or local policies and/or strategies that 
specifically target loneliness, social isolation and social connection to ensure 
comprehensive attention to these issues.

Integrated approaches include measures to address loneliness and social isolation 
and promote social connection at individual, community and societal levels, 
including the creation and strengthening of social infrastructure in communities, 
within broader national or local policies. These include policies on public health 
(e.g. universal health coverage and primary health care), education, housing, labour, 
urban planning, technology and policies on the social determinants of health and 
other drivers of disconnection. Policies to address digital technology that cover both 
its risks and its benefits, including as a tool for intervention, should be a priority.

The policies should be costed and budgeted and be developed with the participation 
of relevant sectors and actors, including experts with lived experience. 

2. Strengthen policy leadership. Fostering social connection and reducing inequity 
require strong, effective governance and leadership. Governments, WHO and other 
United Nations agencies, academic and research institutes, donors, civil society 
organizations and advocates should collaborate to advance social connection by 
organizing subnational, national, regional and international meetings for dialogue and 
learning among policy champions. The events should allow leaders to share successful 
strategies, facilitate cross-sectoral and cross-country collaboration and mobilize 
political will. Over time, a cohort of cross-regional policy champions could be identified 
and supported in promoting an aligned agenda for action on social connection.

3. Facilitate knowledge exchange. Establish a collaborative online platform and 
global repository for the development, delivery and evaluation of policies for social 
connection. The platform should serve as a central hub for accessing national 
(standalone and integrated) and local policy documents, sharing evidence-based 
tools and showcasing successful policy processes and products in all regions.

Research
Research on loneliness, social isolation and social connection must address both 
current needs and future challenges and also be responsive to gaps in the evidence. 
For example, more research is required on the impact of digital technology, on all 
aspects of social connection, including the impacts of remote work, social media and 
AI on social disconnection and subsequent health outcomes. Research should also be 
conducted on other drivers of social disconnection. 
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Studies should be conducted on improving health equity, thus ensuring that 
innovations are not only relevant but can also make a tangible difference to people’s 
lives. While environmental factors, and specifically social infrastructure, in fostering 
connection and reducing loneliness hold promise, further investigation is necessary 
to understand the extent to which public and shared spaces and other types of social 
infrastructure can effectively protect against social isolation and loneliness. 

Every country can contribute to and learn from extending the knowledge base. 
Promoting and supporting research and disseminating findings are fundamental. 
WHO and other United Nations agencies, governments, academic and research 
institutes and civil society organizations should collaborate on the following actions. 

1. Build global and national research capacity. Devise and deliver national and 
international programmes to enhance research capacity and exchange of data 
through coordinated workshops, training programmes and research networks. These 
initiatives should strengthen national research infrastructure and, when possible, 
foster cross-border collaboration to ensure a continuous stream of evidence on social 
connection through research networks and grants to ensure inclusive participation in 
global research. 

2. Identify and fund research priorities. Identify global research priorities in 
social connection every 5 years. Box 19 presents the findings of such an exercise, 
conducted in 2024. This should ensure that research remains aligned with emerging 
trends and challenges, as in other areas of public health research. Then, the priorities 
identified should be prominent in national and international calls for health funding. 
Funds for research on social connection should be earmarked in collaboration with 
international and national funding bodies. To demonstrate that a government has 
prioritized social connection for public health, it should be encouraged to establish 
dedicated research grants on the issue.

3. Launch a Grand Challenges initiative. Promote innovation and collaboration 
through a Grand Challenge initiative on social connection to encourage multi-
sectoral partnerships and cross-disciplinary research. Researchers in various sectors, 
including health, social welfare, education, labour, urban planning and technology, 
should be invited to participate, with funding and support provided to the most 
promising research initiatives. 
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To identify priorities in research, policy, funding and advocacy in the field of social 
connection, an exercise in priority-setting was commissioned for this report.3  

A three-round Delphi method was used, in which controlled feedback is used 
to help experts reach consensus. In the first round, 411 participants identified 
1511 challenges. In the second round, 195 participants selected the top 20. In the 
final round, 182 participants ranked the 20 challenges according to two criteria: 
“answerability” or feasibility and impact. The results are shown in Table 8. The 
highest ranked 15 challenges are in two broad categories. Nine challenges (numbers 
1, 3, 8–13 and 15) were on improving access to evidence-based strategies to 
address social connection. The remaining six (numbers 2, 4, 5–7 and 14) addressed 
improving knowledge and understanding of social connection. The respondents 
noted that the challenges were often interrelated. While the priorities identified 
are closely aligned with those discussed in this report, two issues are missing: first, 
the influence of digital technology on social connection, a growing concern; and, 
secondly, the importance of advocacy, coalitions and networks as strategies for 
driving systemic change. 

Box 19.  
An exercise in setting priorities for research and action on social connection

3 Tomlinson M, Bradshaw M, Holt-Lunstad J, IJzerman HR, Michelle L, Silan M, Alejandro et al. Grand challenges in social connection: a research  
 and action priority-setting exercise. Submitted for publication.

Table 8. 
The 15 challenges with the highest ranking

Rank Challenge Average 
score

1 To test and implement scalable strategies to address social connection that target individuals, families, communities 
and the workplace

2.596

2 To understand the relation between mental health and social connection and integrate mental health support into 
broader action on social connection

2.495

3 To prioritize prevention, early identification and intervention for people with little social connection 2.492

4 To identify risk and protective factors for social isolation, including individual, sociocultural, community, 
environmental and structural factors that significantly influence how loneliness and social connection are 
experienced, and differences among societies.

2.478

5 To better understand the association between social connection and health 2.456
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Rank Challenge Average 
score

6 To develop robust measurement tools to assess social connection accurately 2.452

7 To promote social connection as a health indicator that is monitored by routine screening in primary health care 2.408

8 To develop cost-effective interventions and programmes to address social connection 2.404

9 To provide education about social isolation, address loneliness early and develop intervention strategies in schools 
to mitigate these issues

2.401

10 To support and strengthen community involvement and infrastructure to combat social disconnection 2.376

11 To develop comprehensive intervention strategies to address structural, economic and social factors that cause 
social connection

2.375

12 To ensure that programming and research, specifically measurement, are culturally and contextually sensitive 2.367

13 To develop targeted intervention strategies that offer support to minority communities 2.328

14 To develop an accurate, comprehensive definition of social connection 2.310

15 To organize cross-sector collaboration to ensure that social connection interventions are effective and sustainable 2.299

Interventions
Governments, civil society organizations, United Nations agencies, development 
organizations, experts in lived experience and other stakeholders can use the 
evidence-based solutions presented in this report. As the science is evolving rapidly, 
however, a dynamic ecosystem of evidence consisting of systematic reviews, 
evidence maps and guidelines is necessary to ensure that interventions for social 
connection are effective, scalable and impactful. This would result in creation of 
a strategic, systematic approach to centralize scientific evidence for developing 
community, individual and relationship interventions, accelerate the creation, 
scaling-up and adoption of evidence-based solutions to address social isolation 
and loneliness and foster social connection. WHO, with other international and 
multilateral agencies, academic and research institutes, civil society organizations 
and development organizations, should consider the following actions.

1. Develop guidance. Create and disseminate evidence-based guidelines for the 
development, implementation and evaluation of interventions for social connection. 
They should include digital interventions for social connection, such as digitally 
delivered psychological interventions, chat bots and AI agents. The guidelines 
should be based on the best available evidence, with consideration of equity, human 
rights, gender, culture and the social determinants of health, and be backed up with 
tools and technical assistance for effective implementation in all regions, levels of 
government and populations. 

Light green: challenges 1, 3, 8, 9, 10, 11, 12, 13 and 15, which address improving access to evidence-based strategies to study social connection.  
Dark green: challenges 2, 4, 5, 6, 7 and 14, which address improving knowledge and understanding of social connection.
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2. Launch an “intervention accelerator”. Establish and fund a network of 
intervention developers, evaluators and implementers to identify, adapt, strengthen 
and test, first at a single site and then in multi-country trials, interventions to foster 
social connection and reduce social isolation and loneliness, prioritizing underserved 
areas and populations. The accelerator should connect high-potential interventions 
with international, national and local development partners to demonstrate their 
impact, scalability and cost-effectiveness. 

3. Support implementation. Drawing on the best evidence identified in the 
guidelines and the intervention accelerator, support countries in implementing 
and scaling up interventions. The interventions should range from strengthening 
social infrastructure and other community interventions to individual and 
relationship interventions to promote social connection and reduce social isolation 
and loneliness. This will require building both the requisite infrastructure and the 
capacity of health and care providers and other sectors. 

These actions, together, will enhance the use and scaling-up of evidence-informed 
interventions, driving meaningful progress in fostering social connection worldwide. 

Measurement and data
Successful interventions to address loneliness, social isolation and social connection 
require deeper understanding of these issues, through collection of more and better 
data, especially in low- and middle-income countries. Understanding the prevalence 
and distribution of social disconnection is crucial to addressing its impacts on 
individuals and society. To tackle social disconnection effectively, the underlying risk 
and protective factors must be identified, including the role of digital technology, as 
well as whether or not they are causal and differences among countries and cultures. 
Regular monitoring and standardized metrics for measuring loneliness, social 
isolation and social connection, including in longitudinal studies, are essential for 
tracking progress. WHO, in collaboration with governments, academic and research 
institutes and other entities with expertise in analysis should address the three 
following actions.

1. Strengthen national monitoring systems. Encourage and support governments 
in improving regular collection of valid, reliable data on loneliness, social isolation 
and social connection, disaggregated by sex, age, disability and other relevant 
factors, to monitor national trends, track progress over time and better assess the 
impact of social disconnection on public health outcomes. This activity should 
include data on digital technology to better establish its impact on social connection. 

2. Develop a global index of social connection. Establish a global index of social 
connection that includes measures of social isolation, loneliness and connectedness. 
This novel index should be developed in collaboration with international statistical 
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agencies. It would facilitate monitoring and identifying trends and will allow 
countries to benchmark their work against global standards, as well as supporting 
policy prioritization. 

3. Collect data from as many countries as possible during the next decade. 
Launch a decade-long initiative to collect data from all WHO Member States with 
the global index, to create a robust evidence base for global trends and local 
interventions. Three waves of data collection during the coming 10 years would 
ensure strong demographic and geographical representation. This activity would 
represent an ambitious attempt to compile and communicate longitudinal data on 
social connection. 

Engagement
Success in addressing social isolation and loneliness and fostering social connection 
will require a comprehensive, coordinated approach in which social connection is 
identified as a priority for global health and development, while ensuring that the 
actions resonate with diverse audiences and address specific local challenges. To 
drive systemic change, it is essential to engage a wide range of stakeholders, including 
governments, civil society organizations, the private sector and international agencies, 
in concerted advocacy for policies, raise public awareness and build a sustainable 
movement. WHO, in collaboration with governments, development organizations, 
donors and other partners, should address the following three actions.

1. Ensure that social connection is placed higher on policy and political agendas, 
and build a coalition of governments and public champions.

Establish a “Friends of Social Connection” network to support political leaders in 
advocating for social connection in national and international forums. The United 
Nations could provide tailored support and resources and publicize individual and 
collective leadership. Invite government champions to promote resolutions and 
policy endorsements on platforms such as the World Health Assembly and the United 
Nations General Assembly. Further, create a programme to support development of 
powerful advocates, including people with lived experience, to drive the movement. 
With these champions and advocates, push for the inclusion of social connection 
in major international fora, and drive political momentum at high-profile global 
meetings, such as a United Nations high-level meeting on social connection. 

2. Increase public awareness in coordinated campaigns with a unified  
global narrative.

Develop a cohesive global narrative that frames social connection as an urgent, 
solvable public health and development issue, ensuring consistent messaging 
among sectors and its integration into broader health and development agendas. 
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Conduct coordinated global, national and local campaigns to raise awareness based 
on public health evidence. Campaigns should have clear objectives, be culturally 
relevant, employ use of first-person narratives to reduce stigma and use multi-
channel strategies. 

3. Build a sustainable movement through multi-sectoral collaboration and 
dedicated funding.

Strengthen and extend existing networks, bringing together leaders in health, 
education, employment, technology and other sectors, and civil society to drive 
coordinated action with shared goals, use of evidence-based strategies and access  
to sustained funding.

Reflections from lived experience:  
a more connected world is possible

“I would say that the answer to unhappiness is connection, 
to groups, activities, to nature, to things and people that 
give us a sense of fulfilment and reward. I believe in the 
power of peer support, drawing on the lived experience 
of people who have found a new sense of self, who have 
reimagined a social identity and brought [it] into being.”

“I believe that we all have the capacity to eradicate 
isolation and loneliness. […] To achieve this, we must 
cultivate curiosity, ask questions, and challenge our 
perceptions. By becoming more mindful and observant,  
we can support one another more effectively. It is crucial 
that we strive to be better citizens of the world, pausing  
to genuinely connect and uplift those around us.”

David

Crystal

Lived experience expert on 
addiction, mental health, 
homelessness and incarceration  
(New Zealand)

Military spouse and doctoral 
student in social work (USA)
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“I was getting used to society as a new wheelchair user 
but had no one to ask questions. My mental health was 
deteriorating. I closed off from the world. I wanted to die. 
I now run a not for profit supporting disabled people with 
loneliness and social isolation. People join worldwide and 
we have been told by people if they didn’t find us when 
they did, they may not be here today.”

“Navigating through the maze of social isolation and 
bullying left deep scars, shaping how I saw myself and 
others. Every interaction felt like walking on thin ice, 
fearing ridicule. Despite the struggle, moments of kindness 
and therapy were lifelines. Overcoming loneliness wasn’t 
easy, but with time and patience, I found my tribe – those 
who accepted me for who I am.”

“So if I travel to the past dark moments where I felt 
really lonely and down, I would give my past self the 
message that, with a connection, with a community, 
with the help of the people around us that really love  
us, it would get better.”

Scott

Ruth

Imad

Member of the disability 
community (United Kingdom)

From Kyondoni Village   
(Kenya)

Engineer and originally  
from Syria (Austria)
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Annex 1. Estimation  
of the global prevalence  
of loneliness
 

Loneliness is a rising global health concern, yet there is currently no consistent, 
systematic monitoring of its prevalence and impact. The absence of standardized 
data collection and analysis precludes full understanding of the scope of the issue 
and development of effective interventions. This gap must be addressed to ensure 
comprehensive public health strategies to mitigate the effects of loneliness on 
individuals and communities worldwide.

In the absence of direct, regular measurement of loneliness, statistical models can 
be used, with information from comparable countries and predictive covariates and 
accounting for uncertainty. Models have been used to estimate important health and 
socioeconomic indicators such as mortality of children < 5 (1), depressive and anxiety 
disorders (2), insufficient physical activity (3), unsafe abortion (4), rates of children 
out of school (5) and many others.

This annex outlines the method used to estimate the global prevalence of loneliness. 
Population data on adolescents and adults were collated and fit with a Bayesian 
hierarchical statistical model. The model provided estimates of the average 
prevalence of loneliness between 2014 and 2023 by sex and by broad age group.

Data
The paucity of data on loneliness and the lack of standardization in measurement 
instruments have been documented (6). Loneliness is usually assessed with single-
item or scale–based measurement instruments in population surveys. Single-item 
instruments may record an individual’s general level of loneliness or loneliness over 
a specific time, such as the past year. For example, the Global School-based Student 
Health Survey (7) includes the question “During the past 12 months, how often have 
you felt lonely?”, while in scale-based instruments such as the UCLA (8) and De Jong–
Gierveld (9) scales, a series of questions is used to measure loneliness.
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Because of the scarcity of data and diversity of instruments for measuring loneliness, 
it is difficult to select a single definition. We use a broad definition – the percentage  
of people who feel very lonely – thus excluding transient feelings of loneliness. This 
approach is aligned with the European Commission’s Joint Research Centre (JRC) 
loneliness survey (10), which is the first EU-wide survey of loneliness measured 
on established multi-item scales, such as the UCLA and De Jong–Gierveld scale 
instruments, and also a single-item question with a recall period of 4 weeks. The JRC 
classified people who scored 8 or 9 out of 9 on the UCLA scale and those who scored 
6 out of 6 on the De Jong–Gierveld scale as very lonely. Respondents to the single-
item question who reported feeling lonely “all of the time” or “most of the time” in 
the past 4 weeks were also classified as very lonely.

We used mainly microdata from seven survey series and 16 national surveys to 
measure the prevalence of people feeling very lonely, using the same cutoffs as 
in the EU JRC loneliness survey. Table A1.1 lists the surveys, with the date ranges, 
the measurement instruments used (when several were used, only the item listed 
first was included in the model) and the age groups for which prevalence was 
calculated. To account for complex survey designs, survey weights and, when 
applicable, information on survey stratification and clustering were used to 
calculate means and variance estimates for each survey–country–year–sex–age 
group combination with the ‘srvyr’ R package (11, 12).

Data sources were aligned as closely as possible with the EU JRC definitions 
of people who feel very lonely, but remaining systematic differences between 
overlapping sources in the same country were identified. We used data for 142 
WHO Member States by Meta–Gallup; for 69 Member States, this was the only 
data source available. Figs A1.1 and A1.2 show differences in the prevalence of 
loneliness as measured by Meta–Gallup (x axis) and other sources in the same 
country (y axis). In the Meta–Gallup survey, respondents were asked “In general, 
how lonely do you feel?”. We compared classification of “very lonely” + “fairly 
lonely” responses (Fig. A1.1) with only “very lonely” responses (Fig. A1.2) as lonely 
by our broad definition and found that the “very” + “fairly” lonely classifications 
were better aligned with more robust scales and measurement instruments with  
a single-item and a defined recall period. 

Additional terms were included in the data model described below to account for 
the average differences between the scale measurement instruments (UCLA and  
De Jong–Gierveld) and the less robust single-item measurement instruments.  
The single-item instruments were also split into those with specific recall ranges  
(1 week, 4 weeks, 1 year) and single-item questions with an unspecified recall range 
(Meta–Gallup). Figs A1.3–A1.5 show pairwise comparisons between survey data on 
loneliness collected with each of these three types of measurement instrument.  
As the paired data sources were collected in the same country but usually in 
separate surveys in separate years, the difference in the prevalence of loneliness 
cannot be attributed entirely to differences in the measurement instrument used.

Annex 1
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Table A1.1.
Survey series included in the analysis

Survey Date range Measurement instrument Operational definition  
of loneliness/scores

Age group 
(years)

Multi–country studies

Global School-based 
Student Health Survey (7)

2014–2019, 
2021

1) Single-item measure in past year 1) “Always”, “Most of the time” 13–17

Health Behaviour in 
School-aged Children 
(HBSC) (13)

2017–2018 1) Single-item measure in past week 1) Depending on the country:
• “Always”, “Very often”
• “All the time”, “Often”
• “Yes, very often”,  

“Yes, quite often”
• “All of the time (5–7 days)”, 

“Occasionally or a moderate 
amount of time (3–4 days)”

13–17a

European Commission  
JRC (10)

2022 1) 3-item UCLA scale
2) De Jong–Gierveld scale
3) Single-item measure in past 4 weeks

1) 8+ out of 9
2) 6 out of 6
3) “All the time”, “Most of the time”

18–29, 
30–59,  
≥ 60

Meta–Gallup Social 
Connections Survey (14)

2022–2023 1) Single-item measure,  
recall unspecified

1) “Very lonely”, “fairly lonely” 18–29, 
30–59,  
≥ 60

European Social Survey 
Round 11 (15)

2023 1) Single-item measure in past week 1) “All or almost all the time”, 
“Most of the time”

18–29, 
30–59,  
≥ 60

Survey of Health, Ageing 
and Retirement in Europe 
(SHARE) waves 6–9 (16)

2015, 2017, 
2019–2020, 
2021–2022

1) 3-item UCLA scale
2) Single-item measure, recall 
unspecified

1) 8+ out of 9
2) “Often”

≥ 60

Generations and Gender 
Survey Round 2 (GGS-II)  
(17, 18)

2020–2023 1) De Jong–Gierveld scale 1) 6 out of 6 18–29, 
30–59

Single country studies

Aging, Health, Psychological 
Well–being and Health 
Seeking – Ghana (19)

2016 1) 3-item UCLA scale 1) 6+ out of 9 ≥ 50

Canadian Health Survey  
on Seniors – Canada (20)

2019 1) 3-item UCLA scale 1) 5+ out of 9 ≥ 65

Canadian Longitudinal 
Study on Aging –  
Canada (21)

2012 1) Single-item measure in past week 1) “Very lonely” 45–85

Chinese Longitudinal 
Healthy Longevity Study – 
China (22)

2018 1) Single-item measure, recall 
unspecified

1) “Very lonely” ≥ 60

English Longitudinal 
Study of Ageing – United 
Kingdom (23)

2016 1) Single-item measure, recall 
unspecified

1) “Very lonely” ≥ 50

From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection
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Survey Date range Measurement instrument Operational definition  
of loneliness/scores

Age group 
(years)

Brazilian Longitudinal 
Study of Aging – Brazil (24)

2020 1) Single-item measure in last month 1) “Very lonely” ≥ 50

Japan COVID–19 and 
Society Internet Survey– 
Japan (25)

2020–2021 1) 3-item UCLA scale 1) “Often lonely” + “Always 
lonely”

15–79

Korean Youth Health 
Behavior Survey (16th–17th) 
– Republic of Korea (26)

2020–2021 1) Single-item measure in past year 1) “Very lonely” 12–18

National Health and 
Morbidity Survey – 
Malaysia (27)

2017 1) Single-item measure in past year 1) “Very lonely” 13–17

National Survey of School 
Health – Brazil (28)

2015 1) Single-item measure in past year 1) “Always”, “Most of the time” 11–15

Portuguese Elderly 
Nutritional Status 
Surveillance System – 
Portugal (29)

2015 1) 20-item UCLA scale 1) 32+ out of 80 ≥ 65

PolSenior2 study –  
Poland (30)

2018 1) Single-item measure, recall 
unspecified

1) “Often lonely” + “Always 
lonely”

≥ 60

Study on global AGEing 
and adult health –  
Ghana (31)

2014 1) Single-item measure in past week 1) ‘Yes” ≥ 50

Ungdata – Norway (32) 2018 1) Single-item measure in past week 1) “Very lonely” 13–19

Young Australian 
Loneliness Survey – 
Australia (33)

2019 1) 20-item UCLA scale
2) Single-item measure in past week

1) 52+ out of 80
2) “Three or more times a week”

12–25

Young–HUNT Study – 
Norway (34)

2017 1) Single-item measure, recall 
unspecified

1) “Often lonely” + “Very often 
lonely”

13–19

a As the HBSC survey is not designed to include 16–17-year olds, we assumed that the prevalence in children aged 13–15 years was representative  
 of those aged 13–17 years.

From loneliness to social connection - charting a path to healthier societies: report of the WHO Commission on Social Connection Annex 1
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Fig. A1.1.
Comparison of Meta–Gallup prevalence estimates (x axis) with overlapping prevalence estimates from comparator sources 
such as ESS, EU-JRC, GGSII, SHARE (y axis)
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From Meta–Gallup, the “very” and “fairly” lonely responses were classified as lonely. These are the prevalence data from Meta–Gallup used in the model, 
because they are more consistent with comparative data sources (see Fig. A1.2).
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Fig. A1.2.
A comparison of the Meta–Gallup prevalence estimates (x axis) with overlapping prevalence estimates from comparator 
sources such as ESS, EU-JRC, GGSII, SHARE (y axis)
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From Meta–Gallup, the “very” lonely responses were classified as lonely. These were not used in the model because they were more discrepant from other 
data sources when compared with classifying “very” and “fairly” lonely responses (see Fig. A1.1).
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Fig. A1.3.
Comparison of data from surveys on the prevalence of loneliness collected in countries with scale measurement instruments 
(UCLA and De Jong–Gierveld) and single-item instruments with a specified recall period (such as 1 week, 4 weeks, 1 year)
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As most of the comparison data were collected in separate surveys, the differences in prevalence may not be attributable solely to differences in the measure-
ment instrument.
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Fig. A1.4.
Comparison of survey data on the prevalence of loneliness collected in countries with scale measurement instruments (UCLA 
and De Jong–Gierveld) and single-item instruments with an unspecified recall period (includes the Meta–Gallup data source)

As most of the comparison data were collected in separate surveys, the differences in prevalence may not be attributable solely to differences in the measure-
ment instrument.
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Fig. A1.5.
Comparison of data on the prevalence of loneliness collected in countries with single-item instruments with a specified recall 
period (e.g. 1 week, 4 weeks, 1 year) and single-item instruments with an unspecified recall period (includes the Meta–Gallup  
data source)

As most of the comparison data were collected in separate surveys, the differences in prevalence may not be attributable solely to differences in the measure-
ment instrument.
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Model
Trends in the prevalence of loneliness by age, sex and location over time could not 
be estimated due to the lack of detailed annual data. Further data are necessary 
from more countries, especially lower- and middle–income countries, at more 
frequent and regular intervals, e.g. annual surveillance and monitoring. Furthermore, 
standardized measurement instruments would allow better comparison among age 
groups and by sex and location.

We modelled the prevalence of loneliness in the following broad age groups: 
adolescents (13–17 years), young adults (18–29 years), middle-aged adults (30–59) 
and older adults (≥ 60). These categories were chosen as they are best aligned with 
the large multinational datasets used in modelling. Moreover, because of the paucity 
of data elsewhere than in Europe, comprehensive temporal trends could not be 
estimated. We therefore estimated the average prevalence of loneliness over a  
10-year period, between 2014 and 2023.

Data model (likelihood)

From each data point  in each surveyed country , we calculated the prevalence  
of loneliness  and the associated design variance  (converted to the logit scale 
by delta transformation) for each sex , age group  and source group . The logit 
transformed prevalence observation logit  is modelled as normally distributed 
around the underlying true prevalence  in logit space plus an offset 
according to the source group . 
 
 
 
 

  represents the bias–term for sources using single-item measurement 
instruments with a specified recall period (e.g. 1 week, 4 weeks, 1 year.).   
represents the bias term for sources that used single-item measurement instruments 
with an unspecified recall period.

The total variance is equal to the observed design-based variance estimate of  on 
the logit scale  plus additional unexplained variance . This additional variation 
represents unmodelled differences between loneliness measurement instruments, 
changes over time and non-sampling survey errors.

Process model

 is the estimated true average prevalence of loneliness in country , sex  and 
age group  between 2014 and 2023 in logit space. We modelled  as a function 
of three components: a global age–sex pattern, country random effects nested within 
regional random effects and a covariate component. This specification is especially 
important for estimating the prevalence in groups for which there are few data.
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The global age–sex pattern of loneliness is modelled with an intercept term  for each 
broad age group (adolescents, young adults, middle-aged adults and older adults) plus 
the difference between the male and female age pattern  for each broad age group. 

 male ) is an indicator variable equal to 1 for males and 0 for females.

To account for differences in the overall degree of loneliness among regions and 
countries, nested random effects were used.  represents a country random 
intercept.  are assumed to be normally distributed around the regional level 
random intercept . For this analysis, we used the 21 regions defined by the Institute 
for Health Metrics and Evaluation (IHME) Global Burden of Disease (GBD) Study  
(35,36) .  and  represent the variation of country random intercepts within each 
region and the between-region variation, respectively.

In view of the paucity of direct measures of loneliness, covariates that have been 
shown to be associated with loneliness were used to derive and improve predictions 
of loneliness, especially in locations for which there were no or limited data.  is 
the covariate matrix that includes values from the list of covariates presented in Table 
A1.2. When possible, year-, sex- and age-specific values were used for covariates, 
such as the prevalence of depression. For other covariates, such as life expectancy at 
birth and gross national income per capita, values were available only for each sex 
or for the total population. All covariates were centred and scaled. Non-zero effect 
covariates were included in the final model.

To prevent over-fitting and to select the covariates to be included in the model, 
the “horseshoe prior” was initially used. Covariates with non-zero beta parameter 
estimates with the horseshoe prior were included in the final model, in which default 
“flat priors” were used.

Table A1.2.
Covariates tested for inclusion in the Bayesian hierarchical model, with horseshoe prior used to encourage sparsity 

Description Included Source

Healthy life expectancy  
at birth (years)

No IHME GBD Study 2021 (36, 37)

Life expectancy at birth (years) No IHME GBD Study 2021 (35, 37)

Gross national income per capita Yes National Accounts Section, United Nations Statistics Division (38)

Mean length of schooling (years) Yes United Nations Development Programme (UNDP) Human Development Report 
Office Human Development Index (39)

Expected length of schooling 
(years)

No UNDP Human Development Report Office Human Development Index (39)
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Description Included Source

Percentage of women  
of reproductive age who  
are married or in a union

Yes United Nations Department of Economic and Social Affairs Population Division, 
Fertility and Family Planning Section 2020 Revision (40)

Proportion of children who  
are not enrolled in school  
(all education levels)

No United Nations Educational, Scientific and Cultural Organization, Institute  
for Statistics (41)

Prevalence of depressive 
disorders in broad age groups 
and by sex

Yes IHME GBD Study 2021 (36, 37)

Prevalence of anxiety disorders 
in broad age groups and by sex

Yes IHME GBD Study 2021 (36, 37)

Prevalence of substance-use 
disorders in broad age groups 
and by sex

No IHME GBD Study 2021 (36, 37)

Estimation

The R package brms (42, 43) and the underlying tool Stan (44) were used to fit the  
Bayesian hierarchical model (Table A1.3).

Table A1.3.
Fitted model parameter mean estimates and 95% uncertainty intervals 

Variable Value

Intercept –1.3 (–1.6 to –0.89)

Age group effect: middle-aged adults –1.1 (–1.4 to –0.73)

Age group effect: older adults –1.2 (–1.5 to –0.81)

Age group effect: young adults –0.88 (–1.2 to –0.53)

Source group effect: single item with specified recall –0.13 (–0.34 to 0.092)

Source group effect: single item with unspecified recall 0.59 (0.45 to 0.74)

Male effect: adolescents –0.2 (–0.5 to 0.1)

Male effect: middle–aged adults 0.52 (0.29 to 0.74)

Male effect: older adults 0.084 (–0.13 to 0.29)

Male effect: young adults 0.47 (0.23 to 0.71)

Covariate effect (centred and scaled): Gross national income per capita –0.31 (–0.46 to –0.17)

Covariate effect (centred and scaled): Percentage of women who are married –0.02 (–0.11 to 0.071)
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Variable Value

Covariate effect (centred and scaled): Mean years of schooling –0.097 (–0.23 to 0.044)

Covariate effect (centred and scaled): Prevalence of anxiety disorders 0.17 (0.054 to 0.29)

Covariate effect (centred and scaled): Prevalence of depressive disorders 0.29 (0.19 to 0.39)

Random effect sigma: WHO region 0.36 (0.21 to 0.56)

Random effect sigma: country in WHO region 0.34 (0.27 to 0.42)

sigma 0.83 (0.8 to 0.87)

The default brms priors are used for all parameters.

 

 
Four chains and 2000 iterations for each chain were used to fit the model, giving 
4000 draws for each estimated parameter. The average covariate values for 2014–
2023 were used with the estimated parameters to generate 4000 predictions of the 
prevalence of loneliness for each country, sex and age group. Population values from 
the World Population Prospects 2024 release (45) were used to create aggregates of 
both sexes combined, all–age (≥ 13), global and WHO regional.

To validate the model fit, both in–sample and out–of–sample model fits were 
examined. Out–of–sample model validation was used to test how well the model 
predicts the prevalence of loneliness in countries with no observed data. The out-of-
sample validation was performed with observed data for 152 countries divided into 
10 groups, and the model was refitted 10 times, each time for one group of countries. 
Predictions were then made for each set of held-out data. The root mean squared 
error (RMSE), mean average error (MAE), mean error (ME) and coverage of the 95% 
uncertainty interval (UI COVERAGE) were then calculated. For ease of interpretation, 
the errors are reported in prevalence space (0–100), rather than logit–transformed 
scale (Table A1.4).

Table A1.4.
In sample and out of sample model validation statistics

Sample ME MAE RMSE UI COVERAGE R SQUARED

In sample 1.1 5.9 7.9 97.1 0.521 (0.492–0.548)

Out of sample 1.5 7.3 9.6 96.7
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Limitations
Because of the limited data, many assumptions and simplifications were made. 
Data on loneliness have mainly been available for Europe and other high-income 
countries. Recent surveys, such as the Meta–Gallup loneliness survey, have provided 
much-needed information on the general level of loneliness around the world; 
however, there are still few repeated measurements for estimating time trends. Lack 
of routine monitoring limits the possibility of quantifying the global impact of the 
COVID-19 pandemic on loneliness. In this analysis, we collated data to estimate the 
average level of loneliness over 10 years, between 2014 and 2023. We acknowledge, 
however, that the prevalence may have differed before, during and after the 
pandemic period (46).

The datasets used in modelling were identified from a systematic review on the 
global prevalence of loneliness (6) and supplemented with a literature search 
conducted with the same search strategy. Although we attempted to access and 
include as many of the datasets identified as possible, some were not included 
because of problems in access and methods. Further, as we modelled only for 
prevalence reported between 2014 and 2023, all of the data in longitudinal or 
repeated studies and surveys included in the report may not have been included 
in the modelling if the data collected for some countries or waves fell outside this 
period. Furthermore, the period for data inclusion covered the COVID-19 pandemic, 
which may temporarily have inflated experiences of loneliness in studies and surveys 
conducted during the pandemic period (2020–2023) (47).

The Meta–Gallup Global State of Social Connections survey provided data on the 
prevalence of loneliness in 142 countries. For 69 of the 153 countries included in this 
report, that survey was the only available data source. Thus, certain estimates for 
countries and regions and the overall estimates might be biased towards the findings 
of that survey. We adjusted for this potential bias (see Data, above). In the Global 
State of Social Connections survey, a mixture of interviewing modes was used (phone 
and face-to-face) (48), which might have introduced some measurement errors. 
For instance, individuals who respond to phone interviews may be more cautious 
than face-to-face respondents and may be more likely to present themselves in 
a “socially desirable” manner (“social desirability bias” (49)) which may be more 
pronounced for sensitive topics. Despite these limitations, the Global State of Social 
Connections survey was included in current estimates to maximize the coverage of 
countries, particularly of those for which there are limited data on loneliness. Further 
measurement and surveillance should be conducted for countries for which there 
were no other datasets to triangulate estimates to improve the accuracy of estimates.

Another limitation of this analysis is the use of different measurement instruments 
in different surveys. To maximize the available data sources, we included both scale 
and single-item instruments, with differences in the recall period for single-item 
instruments such as the past week, past year, past 4 weeks or no defined period. 
Ideally, to ensure data consistency, a “gold-standard” instrument would have been 
used in the majority of data sources. Current approaches to assessing loneliness 
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are heterogeneous among surveys and countries, and we adjusted only for average 
differences in the three main source types (scale, single-item with defined recall 
period and single-item with unspecified recall period). Further, the surveys generally 
did not distinguish between transient and chronic loneliness (Chapter 1), partly 
because of lack of consensus on when transient loneliness become chronic and lack 
of longitudinal or repeated cohort studies. As loneliness continues to increase as a 
global health concern, measurement approaches should be standardized to ensure 
the consistency and robustness of data for systematic monitoring.

Because of the small samples in the surveys, we chose to model four broad age 
groups (adolescents, young adults, middle-aged adults and older adults). More 
detailed data may reveal additional information about how loneliness differs by 
age, particularly among older old groups aged ≥ 80 years, among whom loneliness 
may become more prevalent. Future analyses could be conducted of different 
parameterizations to estimate differences in the age–sex pattern by region or 
country. The models could be refined further as more data become available.

In view of these considerations, the model-based estimates should be interpreted  
as guides to priority setting and understanding of the probable burden of loneliness 
in a country and not as exact estimates.
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Annex 2. Estimation  
of global mortality  
due to loneliness
 

Loneliness can have negative impacts on physical and mental health and also on 
various social and economic outcomes (Chapter 4). It has been estimated that 
loneliness can increase the risk of all-cause mortality by 9–22% (section 4.1). The 
main three pathways that have been proposed to explain how social disconnection 
gets “under the skin” and becomes biologically embedded, resulting in increased risk 
for physical health and all-cause mortality, are shown in Box 6.

This annex outlines the method used to estimate global mortality associated 
with loneliness, with population attributable fractions (PAFs). Global and regional 
mortality rates were calculated for adolescents up to older adulthood with the WHO 
global health estimates (GHE) (1) for the same age groups used in the prevalence 
estimates presented in Chapter 2 and Annex 1.

Data
The number of deaths attributable to loneliness was calculated by applying the PAF 
for loneliness for broad age groups and WHO regions to figures for all-cause mortality 
for each population. The age groups used to estimate the prevalence of loneliness 
were the same as those used to calculate attributable deaths: adolescents (13–17 
years), young adults (18–29 years), middle-aged adults (30–59 years) and older adults 
(≥ 60 years). The estimates for each age group and WHO region calculated in Chapter 
2 and Annex 1 were used as the proportion of the population exposed to loneliness in 
each respective subgroup.

A hazard ratio of 1.14 (95% CI: 1.08; 1.20; P < 0.001) from a recent comprehensive 
meta-analysis of 45 studies (2) was used to estimate the excess risk for loneliness-
related mortality. That study was chosen as it includes people aged ≥ 18 years, which 
is a wider age range than in other studies which addressed only one age group, 
mainly older adults. Additionally, of all the meta-analyses of all-cause mortality due 
to loneliness, this one included the largest number of primary studies (n=90) and 
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participants (n=1 209 207) and controlled for most of the main confounding variables 
for loneliness-related mortality.

Population-level data for annual population mortality estimates for each age group 
were taken from the WHO’s GHE (1). Although ideally we would have used data for 
the same period as those used to estimate prevalence (Chapter 2), the COVID-19 
pandemic disproportionately inflated excess deaths. Thus, only GHE mortality data 
for 2014–2019 were used to calculate average regional mortality rates (Table A2.1).

Table A2.1.
Average estimated annual GHE mortality by region and age group (2014–2019)

WHO Region Mortality rate

African Region

Adolescents 157 697.2

Young adults 490 722.8

Middle-aged adults 1 827 228.1

Older adults 2 406 345.4

Region of the Americas

Adolescents 42 401.5

Young adults 243 060.9

Middle-aged adults 1 298 193.8

Older adults 4 915 174.2

South-East Asia Region

Adolescents 138 174.5

Young adults 505 247.4

Middle-aged adults 3 348 834.3

Older adults 7 686 205.6

European Region

Adolescents 15 383.7

Young adults 103 609.0

Middle-aged adults 1 365 911.4

Older adults 7 622 565.3
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WHO Region Mortality rate

Eastern Mediterranean Region

Adolescents 89 442.4

Young adults 298 159.4

Middle-aged adults 866 589.9

Older adults 1 812 332.3

Western Pacific Region

Adolescents 41 029.1

Young adults 226 119.8

Middle-aged adults 2 332 269.4

Older adults 11 035 534.7

Model
PAFs were calculated from Levin’s formula (3):

 

where PE represents the proportion of the population exposed to loneliness and RR 
represents the change in risk for all-cause mortality due to exposure to loneliness 
(relative risk) in comparison with those not exposed to loneliness. Attributable 
burden was calculated by applying the PAF to estimated mortality figures for each 
group. Total mortality for each region was taken to be the sum of the attributable 
burden for each age group in that region. The estimated global mortality due to 
loneliness was taken to be the sum of the total mortality for each region (Table A2.2).
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Table A2.2.
Total numbers of deaths related to loneliness by region and age group (2014–2019)a

WHO Region PE PAF (%) Attributable  
burden

Total attributable 
deathsb

African Region 155 052.4

Adolescents 0.265767 3.6 5 657.0

Young adults 0.242489 3.3 16 112.3

Middle-aged adults 0.233839 3.2 57 922.6

Older adults 0.230928 3.1 75 360.6

Region of the Americas 87 279.3

Adolescents 0.175953 2.4 1 019.4

Young adults 0.154459 2.1 5 144.7

Middle-aged adults 0.136507 1.9 24 344.5

Older adults 0.083465 1.2 56 770.7

South-East Asia Region 270 484.1

Adolescents 0.204969 2.8 3 854.4 157 697.2

Young adults 0.180748 2.5 12 469.6 490 722.8

Middle-aged adults 0.174253 2.4 79 750.9 1 827 228.1

Older adults 0.165843 2.3 174 409.3 2 406 345.4

European Region 102 232.0

Adolescents 0.147786 2.0 311.8

Young adults 0.115047 1.6 1 642.3

Middle-aged adults 0.101026 1.4 19 049.6

Older adults 0.076936 1.1 81 228.2

Eastern Mediterranean Region 76 511.1

Adolescents 0.247897 3.4 3 000.0

Young adults 0.215510 2.9 8 732.4

Middle-aged adults 0.200657 2.7 23 679.1

Older adults 0.165742 2.3 41 099.5

Western Pacific Region 179 727.2

Adolescents 0.155907 2.1 876.4

Young adults 0.112405 1.5 3 503.2

Middle-aged adults 0.097909 1.4 31 536.9

Older adults 0.094312 1.3 143 810.7

Global 871 286.2

a     With a hazard ratio of 1.14 (2) 
b     Totals may not add up due to rounding
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Globally, between 2014 and 2019, approximately 871 286 deaths were due to loneliness 
each year. The estimate does not include children < 13 years because of lack of data. 

Limitations
As the PAF was calculated from the estimates for the prevalence of loneliness 
calculated in Chapter 2, the limitations to the data and to the modelling of these 
figures are carried over to the estimates in this section (see Annex 1).

One hazard ratio for all-cause mortality due to loneliness was applied to all age 
groups and regions in calculating PAF. This ratio was from the most comprehensive 
study on the topic, which included a lifespan approach (2). It is noted, however, that 
experiences of loneliness differ among and within age and cultural groups (chapters 
2 and 3); therefore, measures of association specific to each should ideally be used 
in calculations. The GHE estimates used to calculate the average rate of mortality in 
each region and age group were based only on data up to 2019, whereas data up to 
2023 were available for the estimates of the prevalence of loneliness. Therefore, the 
periods compared for average annual mortality rates (2014–2019) and prevalence 
of loneliness (2014–2023) are not exactly the same. This may skew calculations of 
attributable deaths, especially as the COVID-19 pandemic began in March 2020 and 
ended in May 2023 (4). The effect of the pandemic on the prevalence of loneliness 
were not, however, large enough to change the modelling outcomes significantly (5).

Data on this topic are currently lacking. Generation of such data would require greater 
investment in monitoring and surveillance and provide more accurate estimates.
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