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Introduction: Loneliness and social isolation are public health concerns. This 
study aimed to examine levels and trends in loneliness and social isolation 
among older adults (77+ years) in Sweden, assess subgroup variations, and 
determine associations between loneliness and social isolation.

Methods: The 1992, 2002, 2004, 2011, 2014 and 2021 waves of the Swedish 
Panel Study of Living Conditions of the Oldest Old (SWEOLD) were analysed 
through ordered logistic and linear regressions.

Results: On average, 12.5 percent of the participants experienced loneliness 
often/nearly always, while 6 percent were categorised as severely isolated. 
Loneliness and social isolation were more common in women, those aged 85+, 
and persons with basic education, in psychological distress or with mobility 
limitations. Loneliness was also associated with living alone. No increases in 
loneliness or isolation were identified; instead, loneliness tended to decrease 
in groups already experiencing lower levels of loneliness. Loneliness and social 
isolation were moderately associated each survey year.

Discussion: This study challenges perceptions of high and increasing levels of 
loneliness and social isolation. Given the impact on health and wellbeing and 
the ageing of populations, policy and practice should still address these issues 
and target vulnerable groups. Subgroup analyses in trends are scarce and should 
be explored further in future research.
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Introduction

Loneliness and social isolation have been neglected social determinants of health (1), 
even though there is substantial evidence that they increase the risk of poor physical and 
mental health, well-being and premature mortality (2–4). The World Health Organization 
(1) states that loneliness and social isolation are growing public health and public policy 
concerns [see also Prohaska et al. (5)] and has launched a commission on social connection 
aiming to make loneliness and social isolation “recognized and resourced as a global 
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public health priority” (6). There has also been a growing research 
interest in loneliness and social isolation since 2020, with a peak 
during the COVID-19 pandemic (7), when strategies to prevent the 
spread of the virus severely restricted social interaction. Older 
adults have been identified as an age group with higher prevalences 
of loneliness (8) and social isolation (9). Based on a national 
survey, this article examines levels and trends in loneliness and 
social isolation in older adults over a 30-year period and assess 
variations across subgroups.

Loneliness and social isolation are related but distinct concepts 
[see, e.g., (10)], indicative of subjective and objective aspects of social 
relations, respectively. While loneliness is a feeling arising due to 
discrepancy between a person’s desired and achieved levels of social 
relations (11), social isolation is an objective state characterized by a 
lack of social contacts with markers such as living alone, having a 
small social network and infrequent social contacts (12). So, while 
social isolation is a risk factor for loneliness (13), not all socially 
isolated persons experience loneliness, since the experience of 
loneliness results from a cognitive appraisal of one’s social relations 
with respect to individual social standards such as perceptions and 
expectations (14).

Prevalence and trends in loneliness and 
social isolation

A meta-analysis found that the pooled prevalence of loneliness 
among people aged 65+ years in high-income countries was 28.5 
percent, with a higher prevalence in people aged over 75 years (31.3%) 
than in those up to 75 years (27.6%). The proportion experiencing 
severe loneliness (highest levels of intensity or frequency) was 
considerably lower at 7.9 percent (15). Another meta-analysis 
estimated the pooled prevalence of social isolation to be 25.0 percent 
in community-dwelling people aged 60 years or older, which may 
be an underestimation given that people living in institutions were 
excluded from the analysis (16). Yet another meta-analysis, focusing 
on the situation during the COVID-19 pandemic, estimated that 28.6 
percent of people aged 65 years or older experienced loneliness, while 
31.2 percent experienced social isolation (17). It should be noted, 
though, that prevalences are dependent on cutoffs defining the 
presence of loneliness and social isolation and that the cutoffs vary 
across studies.

A systematic review identified four repeated cross-sectional 
studies reporting multiple comparable prevalence estimates of 
loneliness (8), of which one study concerned older adults, showing no 
significant change in the trend between 1992 and 2014 in Sweden (18). 
Similarly, no significant change in loneliness among older adults was 
found over a five-year period in the Netherlands (19), a 10-year period 
in Sweden (20) and a 10-year period in the United states (21), while 
decreases in loneliness were found in 20-year follow-up studies in 
Finland (22), Germany (23) and the United States (24).

Regarding social isolation, trend studies are scarce. Still, a recent 
study in the United States identified an increase in social isolation 
among the general population in the last two decades, but although 
the levels of isolation were highest in older adults (65+), no increase 
in isolation was identified in this age group (9). Albeit there have been 
mixed findings and a general lack of nationally representative or well-
stratified samples has been noted, studies generally found an increase 

in loneliness and social isolation in older adults during the COVID-19 
pandemic (25–27), especially among studies conducted more than 
3 months into the pandemic (17).

Subgroups at risk of loneliness and social 
isolation

Systematic reviews have found an increased risk of loneliness 
related to, e.g., non-married/-partnered status, partner loss, limited 
social network, low level of social activity, poor self-perceived health, 
poor mental health, poor functional status, women, higher age, and 
lower educational level (13, 28).

Similar risk factors have been identified in reviews on social 
isolation, including physical and mental health problems, functional 
limitations and low education, whereas findings on age are mixed 
(29–32). Social factors such as not having a partner/living alone and 
no social participation have also been found to predict social isolation 
(29, 32), at the same time as such factors can be used as indicators of 
social isolation (33). Unlike loneliness, where women are at higher 
risk, men have been found to have smaller social networks than 
women and to be more vulnerable to social isolation (29, 32).

Trends in subgroups of older adults

Trends in loneliness and social isolation may not be the same for all 
segments of the older population, and subgroup patterns can inform 
targeting of interventions by identifying groups particularly vulnerable to 
loneliness and social isolation. Although analyses of variations in trends 
in loneliness and social isolation across groups of older adults are rare, 
studies have found increases in loneliness in those with activity/mobility 
limitations (19) or with cognitive impairment (20). A recent study 
concluded that trends in loneliness were similar across most subgroups, 
but that the trend was a greater increase in loneliness among those born 
1928–1945 (than those born 1901–1927 and 1946–1964) and in widowed 
participants (24). In the general population (aged 15+ years) in the 
United States, women were found to be more socially isolated than men, 
measured as hours spent with nobody else. However, while both groups 
experienced an increase in social isolation from 2003 to 2020, this increase 
was greater in in men (9).

Aim

The aim of this study was to examine levels and trends in 
loneliness and social isolation among older adults in Sweden over 
three decades, assess variations across subgroups, and determine the 
strength of association between loneliness and social isolation over 
the years.

Materials and methods

Design and participants

This study has a repeated cross-sectional design. Data is drawn 
from the Swedish Panel Study of Living Conditions of the Oldest Old 
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[SWEOLD (34)]. SWEOLD includes individuals aged 77 years or 
older living in Sweden at the time of the interview, and recruits 
individuals who have been randomly sampled to participate in the 
Swedish Level of Living Survey (LNU) and have reached the upper age 
limit of that study. In 2011 and 2021, additional samples were drawn 
to ensure the inclusion of the oldest old. SWEOLD data was collected 
in 1992, 2002, 2004, 2011, 2014 and 2021. The last wave of data 
collection occurred between June 2021 and May 2022, that is, toward 
the end of the COVID-19 pandemic.

Procedure

In 1992, 2002 and 2011, the main mode of data collection was 
face-to-face interviews in the person’s home, while some participants 
were interviewed via telephone. In 2011, self-completion of postal 
questionnaires was also offered. In 2004, 2014 and 2021, telephone 
interviews were used as main data collection mode, with the option of 
self-completion of questionnaires. For individuals who were unable to 
answer questions themselves due to, for example, cognitive 
impairment, proxy (or mixed) interviews were conducted with a 
spouse/partner or another close person. Response rates ranged 
between 95.4 percent in 1992 and 63.9 percent in 2021. In this study, 
only individuals who were directly interviewed were included, with a 
total analytical sample of 3,487 individuals. All interviewers were 
trained and informed consent was obtained from each participant 
prior to the interview. The study has received ethical approval by the 
Swedish Ethical Review Authority (reg. no. 2019–06324, 2021–00393, 
2022–01079-02).

Materials

Dependent variables
Loneliness was measured via the single item ‘Are you  often 

bothered by feelings of loneliness?’ [response options: almost never 
(0); seldom (1); often (2); nearly always (3)].

Social isolation was measured via an index comprising three 
indicators: living alone; lack of social contacts with children and 
grandchildren; and lack of social contacts with relatives and friends.

Living alone was measured via the item ‘Do you live alone?’ [yes 
(1); no (0)]. Participants living in care homes were regarded as 
living alone.

Lack of social contacts with children and grandchildren was based 
on two items on frequency of contacts with children and with 
grandchildren/great grandchildren, respectively: ‘How often do 
you  usually meet and spend time with your child/children (or 
grandchildren/great grandchildren)?’ (daily; several times a week; a 
few times a week; a few times a month; a few times a quarter; more 
seldom or never). This was a general question for grandchildren/great 
grandchildren, while the question was asked for each individual child. 
Those who did not have children or grandchildren or did not meet 
and spend time with any of them at least monthly were classified 
socially isolated on this indicator (1).

Lack of social contacts with relatives and friends was measured 
via four items: visiting relatives; having relatives over to visit; visiting 
friends; and having friends over to visit (no; no, due to the 
COVID-19 pandemic; yes, sometimes; yes, often). Responding 

‘often’ on at least one of these four questions or ‘sometimes’ on at 
least three questions was classified as not socially isolated on this 
indicator (0).

The items were summarized into an index with scores ranging 
from 0 to 3, with higher scores representing higher levels of social 
isolation. The year 1992 was excluded from the analyses of social 
isolation due to incomplete information on above mentioned items.

Subgroup variables
Sociodemographic variables included age in years [divided into 

age groups: 77–84 years (1), 85+ years (2)], gender [men (1); women 
(2)], and education level [‘basic education’ defined as grade school (0); 
‘more than basic education’ defined as beyond grade school (1)]. 
Social variables included living situation [living alone (1); 
cohabitant (2)].

Health-related variables included mobility and psychological 
distress. Mobility was measured through the items: ‘Can you walk 100 
meters without any difficulties?’ and ‘Can you climb stairs without 
difficulties?’ [for both: Yes (0); No (1)]. The mobility items were 
summed into a scale [no mobility limitation (0); mild mobility 
limitation (1); severe mobility limitation (2)]. Psychological distress 
was measured by two indicators: self-reported anxiety/worries and 
depression/deep sadness (for both items: no; yes, slight; yes, severe). 
Individuals who answered yes to any of the two indicators were coded 
as having ‘mild or severe psychological distress.’

Pandemic-related items
Given that the last wave of data collection was conducted toward 

the end of the COVID-19 pandemic, questions were asked on how the 
pandemic had affected social isolation and loneliness. In addition to 
the response options related to the COVID-19 pandemic regarding 
contact with friends and relatives, presented above, there were one 
specific item on the pandemic regarding loneliness and two items 
regarding contacts with children. The question on loneliness was: ‘To 
what extent have you  been bothered by loneliness during the 
pandemic compared to previously?’ (more than before; less than 
before; no difference).

Regarding contacts with children, the following questions were 
asked: ‘Since the start of the pandemic, has there been any change in 
how often you meet this child?’ (no, no change; meet more; meet less) 
and ‘Since the start of the pandemic, has there been any change in how 
often you talk to this child?’ (no, no change; talk more; talk less). 
Responses were coded into ‘meeting more’ if they responded that they 
met more with any child regardless of responses regarding other 
children. Similarly, responses were coded as ‘meeting less’ if 
participants responded that they met less with any child regardless of 
responses regarding other children. This means that a person who had 
more contact with one child and less with another child are included 
in both response groups.

The following questions were asked for grandchildren and great 
grandchildren: ‘Since the start of the pandemic, has there been any 
changes in how often you  meet your grandchildren and great 
grandchildren?’ (no change; meet more; meet less) and ‘Since the start 
of the pandemic, has there been any change in how often you have 
contact [telephone contact, text message, email, online chat or similar 
forms of communication] with your grandchildren and great 
grandchildren?’ (no change, more contact; less contact).
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Analysis

Firstly, descriptive analyses were undertaken to determine the 
prevalence of loneliness and social isolation status across the years. 
Thereafter, analyses were done to identify trends in loneliness and social 
isolation. To analyze change in the distribution of response categories in 
loneliness and social isolation respectively, we performed ordered logistic 
regressions. Mean values for the dependent variables (loneliness and social 
isolation) were calculated for each year. Linear regression analyses were 
used for tests of statistical significance in trends over time for the full 
sample and the subgroups. Differences between subgroups in mean 
loneliness and social isolation were tested via linear regression. Descriptive 
analyses were conducted for COVID-19 related items to better understand 
how the pandemic may have influenced the trends in social isolation and 
loneliness. The association between loneliness and social isolation at 
different time points was measured via Pearson’s correlation coefficient.

In all analyses including data collected in 1992, 2011, 2014 and 
2021, sample weights were applied to adjust for sampling probability. 
Some individuals have participated in SWEOLD at several waves of 
data collection, therefore statistical tests were performed with robust 
standard errors adjusting for clustering over time. Significance levels 
at p < 0.05 are reported as significant. Given the small sample sizes in 
some subgroups, significance levels between 0.05 and 0.09 are 
reported as tendencies in the text. Data preparation was done in SPSS 
v. 29, while data analyses were done in Stata 15.

Results

Characteristics of the sample

Across all data collection waves, the majority of the participants 
were women and the average age was just over 82 years (see Table 1). 

While persons with basic education constituted 75.7 percent of the 
sample in 1992, this proportion decreased over the years (p < 0.001), 
particularly between 2014 (51.6%) and 2021 (33.8%). The proportion 
of participants living alone varied from 45.3 percent (in 2021) to 61.7 
percent (in 2004). The mobility improved over the study period 
(p < 0.001), with the lowest proportion of older adults without mobility 
limitations in 2002 (46.6%) and the highest in 2021 (64.4%). A 
minority of the participants experienced psychological distress, a 
proportion that varied between 23.0 percent (in 2021) and 31.9 
percent (in 2002).

Loneliness and social isolation in older 
adults over three decades

The prevalence of loneliness from 1992 to 2021 is presented in 
Figure 1. Most older adults were seldom or almost never bothered by 
feelings of loneliness. The proportion of older adults who almost never 
experienced loneliness varied between 62.4 (in 2004) and 68.3 (in 
2021), while around 20 percent seldom experienced loneliness. In 
total, across all survey years, 12.5 percent were often or almost always 
bothered by feelings of loneliness. This proportion varied between 
14.9 (in 2004) and 8.5 percent (in 2021). The change over time was not 
statistically significant (OR = 0.99, p = 0.145).

Figure 2 shows that during the period 2002–2021 approximately 
6 percent of older adults in Sweden could be categorized as socially 
isolated, operationalized as receiving the highest score on the social 
isolation index. The prevalence fluctuated between 4.9 and 7.1 percent 
but no upward or downward trend was apparent. Another 19.6 to 28.7 
percent were isolated on two out of three indicators. Thus, the vast 
majority of participants were not isolated on any or on one indicator. 
The change over time was not statistically significant (OR = 0.99, 
p = 0.214).

TABLE 1 Characteristics of the sample.

1992 2002 2004 2011 2014 2021

(n =  473) (n =  539) (n =  509) (n =  717) (n =  604) (n =  645)

Women % 59.7 57.7 60.3 60.5 58.2 57.2

Mean age (SD) 82.1 (4.1) 82.8 (4.6) 82.6 (4.4) 82.9 (4.8) 82.7 (4.8) 82.4 (4.3)

Age groups %

77–84 years 74.6 68.5 71.3 67.5 68.4 73.3

85+ years 25.4 31.5 28.7 32.5 31.6 26.8

Basic education1 % 75.7 66.2 63.1 53.6 47.0 33.3

Living alone2 % 59.3 59.2 61.7 55.3 54.2 45.3

Mobility3 %

No limitation 58.9 46.6 51.1 52.6 62.7 64.4

Mild limitation 17.2 25.3 26.3 22.7 19.0 18.3

Severe limitation 23.9 28.1 22.6 24.6 18.3 17.3

Mild or severe 

psychological distress4 %

25.2 31.9 29.5 32.5 24.0 23.0

1Item non-response varied between 0 and 20.
2Item non-response varied between 0 and 5.
3Item non-response varied between 0 and 3.
4Item non-response varied between 0 and 12.
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Given that social isolation includes different forms of social 
contacts, the trend for each indicator was analyzed separately. Over 
the study period, there were a decrease in two indicators and an 

increase in one indicator of social isolation. The proportion of older 
adults living alone decreased from 59.2 percent in 2002 to 45.3 percent 
in 2021 (p < 0.001). The proportion of participants with low level or 

FIGURE 1

Unadjusted prevalences (%) of loneliness in Sweden, 1992–2021. n =  3,439. Weighted data.

FIGURE 2

Unadjusted prevalences (%) of up to three indicators of social isolation in Sweden, 2002-2021. n =  3,014. Weighted data.
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no social contacts with children and grandchildren also decreased 
(p  = 0.034). In 2002, 27.3 percent had low level/no contacts with 
children and grandchildren, which increased to 30.3 percent in 2004, 
followed by a decrease to around 23–24 percent for the following 
study years. The proportion of older adults with low level of social 
contacts with relatives and friends increased from 24.4 percent in 2002 
to 44.7 percent in 2021 (p  < 0.001). A large part of this increase 
occurred between 2014 and 2021, when this indicator of social 
isolation increased with around 24 percent units.

The mean values of loneliness and social isolation for each survey 
year are presented in Figure 3. Starting with loneliness, the results 
show that the mean value was fairly stable over the years but with a 
decreasing trend (Coeff = −0.003, p = 0.047). The mean value for social 
isolation fluctuated (Coeff = −0.003, p  = 0.240), with a significant 
increase since 2011 (Coeff = 0.017, p = 0.001). The mean value of social 
isolation was higher than the mean for loneliness across all years.

Levels of loneliness and social isolation in 
subgroups of the population

Levels of loneliness and social isolation were examined in 
subgroups of the population regarding gender, age, education level, 
psychological distress, and mobility. For loneliness, the living situation 
was also examined. Mean levels of loneliness and social isolation are 
presented in Table 2.

Taken together over the study period, the mean level of loneliness 
was 0.50 for the total sample, 0.58 for women and 0.38 for men 
(p < 0.001). The younger age group had a lower mean loneliness level 
(0.44) than people aged 85 years or older (0.62; p < 0.001). Those with 
basic education had a higher mean (0.54) than those with more than 
basic education (0.43; p = 0.002). The largest subgroup difference in 
loneliness was observed between people living alone (0.74) and those 
cohabiting (0.19; p  < 0.001), with considerably higher levels of 

loneliness in those living alone. The mean level of loneliness was 
higher in the group with mobility limitations (severe: 0.74; mild: 0.52) 
than among those without such limitations (0.39; p  < 0.001). 
Participants with mild or severe psychological distress reported higher 
levels of loneliness than those without psychological distress, with 
mean values of 0.87 compared to 0.35 (p < 0.001).

The level of social isolation was 1.07 for the entire sample, with 
higher level in women (1.21 compared to 0.88 for men; p < 0.001), in 
the older age group (77–84 years; 0.96, 85+ years 1.33; p < 0.001), in 
those with lower level of education (basic education: 1.11; more than 
basic education: 1.03; tendency, p = 0.052), in those with mobility 
limitation (no limitation: 0.93; mild limitation: 1.16; severe limitation: 
1.34; p  < 0.001), and in those with psychological distress (1.26 
compared to 1.00 for no psychological distress; p < 0.001).

Trends in loneliness and social isolation for 
subgroups of the population

Figure  4 presents trends in loneliness for subgroups of the 
population (for specific results of linear regression analyses, see 
Supplementary Table S1). This trend was stable for women, whereas 
there was a tendency toward a decrease in loneliness for men 
(p = 0.056). There was also a tendency of decreasing loneliness in the 
younger group (p = 0.052). The level of loneliness fluctuated over the 
years for those with mild or severe mobility limitations, while there 
was a tendency of decreasing loneliness for those without such 
limitations (p = 0.090). No statistically significant trends were found 
in subgroups regarding education level, living situation or 
psychological distress.

Trends in social isolation for population subgroups are presented 
in Figure  5. Fewer statistically significant changes were found for 
social isolation. There were no statistically significant changes in social 
isolation in subgroups based on gender, age, education level, and 
psychological distress, while there was a tendency of decreasing social 
isolation in the group experiencing severe mobility limitations 
(p = 0.067).

Perceived changes due to the COVID-19 
pandemic

Changes in loneliness and social isolation over time should 
be interpreted in relation to restrictions on social interactions during 
the COVID-19 pandemic. In 2021, 34.2 percent of the respondents 
reported that they felt lonelier during than before the pandemic and 
2.5 percent felt less lonely. Thus, most respondents (63.2%) 
experienced no change in loneliness during the pandemic compared 
to the situation before the pandemic.

Respondents also reported that currently low levels of social 
contacts were due to the pandemic. For example, 38.2 percent did not 
usually visit friends and 35.0 percent were not usually visited by 
friends; in both cases more than half of these respondents (22.5 
percent units) said that this was due to the pandemic. Similar patterns 
were observed regarding social contacts with relatives: 45.3 percent 
did not usually visit relatives and 43.1 percent were not usually visited 
by relatives, which was due to the pandemic for 18.7 and 19.2 percent 
units, respectively. Of those who had children, 25.4 percent reported 

FIGURE 3

Trends in loneliness (1992–2021, n =  3,439) and social isolation 
(2002–2021, n =  3,014) in Sweden. Weighted data. Loneliness and 
social isolation scores ranged from 0 to 3, with higher scores 
representing higher levels of loneliness/social isolation.
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meeting at least one child more often during the pandemic, while 62.0 
percent reported meeting at least one child less often. For telephone 
or chat contact with children, corresponding numbers were 20.5 
percent for having more contact and 6.7 percent for less contact. Of 
those who had grandchildren, 53.7 percent of the respondents met 
their grandchildren less often during than before the pandemic, while 
1.6 percent met them more often. Having contacts with grandchildren 
was less affected by the pandemic, with the majority (82.4%) reporting 
no change, 10.6 percent reporting a decrease and 6.9 percent an 
increase in such contacts.

Associations between loneliness and social 
isolation

As presented in Table  3, there was a statistically significant 
association between loneliness and social isolation each survey year 
(social isolation not measured in 1992). The strength of the association 
varied, with the weakest association in 2011 (0.263) and the strongest 
in 2004 (0.374).

Discussion

Based on data from the national survey SWEOLD, this study 
examined levels and trends in loneliness and social isolation among 

older adults in Sweden over three decades, assessed variations across 
subgroups, and determined the strength of association between 
loneliness and social isolation.

Levels and trends in loneliness and social 
isolation

Findings suggest that the majority of people aged 77 years or older 
were not lonely, with an average of 12.5 percent who were categorized 
as often or almost always lonely. In line with our previous analyses 
(18), the present study shows that the prevalence of loneliness has 
been fairly stable; with the addition of 2021 to the analysis, a slight 
decrease in the mean score of loneliness was identified. A decrease in 
loneliness is in line with previous studies with follow-up periods of 
20 years or more and starting in the 1990s (22–24), while previous 
research covering trends during 5–10 years in the 2000s have not 
identified any significant change in loneliness (19–21). In our study, it 
is possible that the most recent data collection was influenced by the 
COVID-19 pandemic. Albeit there have been mixed results, a general 
increase in loneliness and social isolation in older adults during the 
COVID-19 pandemic has been noted (17, 25–27). In the present study 
a third of the participants had felt lonelier during than before the 
pandemic. It should be  noted that data for SWEOLD 2021 was 
collected between June 2021 and May 2022, that is, toward the end of 
the pandemic and it is possible that the slight decrease in loneliness 

TABLE 2 Total mean levels of loneliness and social isolation in the full sample and subgroups over the study period (weighted).

Loneliness (n =  3,439)
M (SD)

Diff.
p
Β

Social isolation 
(n =  3,014)

M (SD)

Diff.
p
Β

Total 0.50 (0.78) 1.07 (0.87)

Gender p < 0.001 p < 0.001

Women 0.58 (0.81) 0.201 1.21 (0.84) 0.331

Men 0.38 (0.72) 0.88 (0.89)

Age p < 0.001 p < 0.001

77–84 years 0.44 (0.74) 0.178 0.96 (0.87) 0.363

85+ years 0.62 (0.86) 1.33 (0.83)

Education level p = 0.002 p = 0.052

Basic education 0.54 (0.81) −0.106 1.11 (0.87) −0.081

More than basic education 0.43 (0.73) 1.03 (0.88)

Living situation p < 0.001

Living alone 0.74 (0.88) 0.550 –

Cohabiting 0.19 (0.48) –

Mobility p < 0.001 p < 0.001

No limitation 0.39 (0.68) 0.93 (0.83)

Mild limitation 0.52 (0.78) 0.128 1.16 (0.89) 0.441

Severe limitation 0.74 (0.94) 0.350 1.34 (0.87) 0.459

Psychological distress p < 0.001 p < 0.001

No distress 0.35 (0.65) 0.525 1.00 (0.87) 0.259

Mild or severe distress 0.87 (0.95) 1.26 (0.85)

n-size varied across variables due to internal non-response. Loneliness and social isolation scores ranged from 0 to 3, with higher scores representing higher levels of loneliness/social 
isolation.
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reflects a relief of being able to socialize and meet up with friends and 
family again.

Approximately 5–7 percent of the participants were socially 
isolated, i.e., they lived alone; did not have children or grandchildren 
or did not spend time with any of them at least monthly; and had low 
levels of social contacts with relatives and friends. No significant 
increase or decrease in social isolation over the whole study period 
could be  identified. A study in the United  States has shown no 
increase in social isolation among people aged 65 years or older 
between 2003 and 2020 (9). In our study, the higher scores were 
found in 2004 and 2021, and an increase in social isolation occurred 
toward the end of the period (since 2011). In part, this increase 
should be  interpreted in the context of the pandemic and the 
restrictions on social interactions. It is, thus, possible that social 
isolation may have been more stable or even decreased if the 
COVID-19 pandemic had not occurred. Other research from Sweden 
has found that a majority of those being 77 years or older had 
decreased their in-person contact with family members during the 
pandemic, and that this decrease was larger for younger old (77–84) 
than the older old (85+) (35), while there has been an increase in 
social participation among older in recent decades, disregarding the 
influence of the pandemic (36). Another observation from our study 
is that the development of social isolation varied across its different 
indicators. During the study period, older adults became less isolated 
on indicators addressing contacts with their closest family, with 
decreasing proportions of persons living alone and lacking contacts 
with children and grandchildren. At the same time, it became more 

common to not have frequent social contacts with relatives 
and friends.

Subgroup variations

While only a minority of older adults were lonely and/or isolated, 
some subgroups of older adults were more exposed to loneliness and 
social isolation. Subgroup differences were similar for loneliness and 
social isolation, with higher levels among women, the older age group 
(85+), persons with basic education, persons with psychological 
distress, and persons with mild and severe mobility limitations. These 
findings are generally consistent with previous research [for reviews, 
see (13, 28–32, 37)]. The higher level of loneliness in women found 
in this study is also in line with previous research, while the finding 
of higher levels of social isolation in women than men is more 
surprising, as men has previously been found to be more socially 
isolated than women (see reviews cited above). The finding on higher 
levels of loneliness and social isolation in the older age group has 
support in previous research on risk factors on loneliness, whereas 
research on social isolation is more mixed regarding age. Finally, 
we found loneliness to be more common in those who lived alone; in 
fact, this is where the greatest subgroup differences in loneliness were 
found. Again, this echoes previous research findings (see reviews 
cited above).

Trends in loneliness and social isolation may vary across 
subgroups and may close or widen the gaps between these groups. 

FIGURE 4

Trends in loneliness (1992–2021) by subgroups. Weighted data. n-size varied across variables due to internal non-response. Loneliness ranged from 0 
to 3, with higher scores representing higher levels of loneliness.
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This study indicates that the developments of loneliness and social 
isolation were stable in most subgroups of older adults. Still, there 
were tendencies toward a decrease in loneliness in men, the 
younger age group, and those without mobility impairments, i.e., 
groups that already experienced lower levels of loneliness. Thus, 
this study suggests that the loneliness gap across subgroups of older 
adults is widening. Regarding social isolation, a decreasing 
tendency was only found in people with severe mobility 
impairments although the general pattern for this group was rather 
fluctuating. Previous research on subgroup trends in loneliness and 
social isolation is scarce and the findings are conflicting, so further 
research is needed in order to draw conclusions on trends of 
loneliness and social isolation for particular subgroups of the 
older population.

Associations between loneliness and social 
isolation

There was a moderate association between loneliness and social 
isolation each survey year, which confirms that loneliness and social 
isolation are related but distinct concepts [see, e.g., (10)]. While cross-
sectional analyses cannot say anything about the direction of causality, 
previous research has shown that aspects of social isolation, such as a 
limited and decreasing social networks, are longitudinal risk factors 
for loneliness (13).

Policy and practice implications

This study disputes the myths of high and increasing levels of 
loneliness and social isolation in the older population [cf. (38)]. Yet, 
the general public assumes that the majority of older adults experience 
loneliness (39). Stereotypes of lonely and isolated older adults are in 
line with perceptions of older adults as, e.g., incompetent and 
dependent, and it has been found that ageism has negative effects on 
loneliness (40). Perceptions of older adults as lonely can also be held 
by older adults themselves (41). To the extent that loneliness and social 
isolation are seen as natural and unavoidable elements of aging, this 
may become a barrier for older adults to develop strategies to change 
the situation and for practitioners to intervene. In line with this, 
previous research has shown that the risk of remaining lonely is higher 
among older adults who view aging as a time of social loss, as they may 

FIGURE 5

Trends in social isolation (2002–2021) by subgroups. Weighted data. n-size varied across variables due to internal non-response. Social isolation scores 
ranged from 0 to 3, with with higher scores representing higher levels of social isolation.

TABLE 3 Associations between loneliness and social isolation for each 
year1 (Pearson Correlation Coefficient).

r p

2002 (n = 518) 0.315 <0.001

2004 (n = 505) 0.374 <0.001

2011 (n = 708) 0.263 <0.001

2014 (n = 599) 0.332 <0.001

2021 (n = 643) 0.270 <0.001

1Year 1992 not included, due to unavailability of indicators in the social isolation index.
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invest less in new social contacts (42). It is therefore important to avoid 
stereotypes of aging in, e.g., public debate and media, and instead give 
a more nuanced view of the heterogeneous older age groups.

Loneliness and social isolation may not be as common as often 
assumed, but this still leaves a negative impression on everyday life 
for those affected, and chronic loneliness and severe social isolation 
also have implications for health and wellbeing. In addition, with 
aging of the population and extending life spans, the numbers of 
lonely and isolated older adults are increasing. Thus, it is important 
that policy and practice continue to address these issues with effective 
and appropriate interventions. Jopling (43) has argued that one of the 
main challenges for reducing loneliness is to reach persons that 
experience loneliness. In order to do so, targeting of intervention has 
to be informed by research on groups vulnerable to loneliness and 
also social isolation (44). This study contributes with identifying such 
groups. At the same time, it should be noted that different risk factors 
for loneliness may be interrelated. For example, marital status and 
cohabitation reduces the risk of loneliness more in men than in 
women (45). Therefore, holistic approaches to loneliness are required, 
including community-based responses to support older adults’ 
integration in society (46, 47).

Strengths and limitations

A strength of this study is that it is based on national data, 
including both older adults living in institutions and in the 
community. The study includes people with an average age of 
around 82 years. Given that social interaction develops across the 
life-course, levels and trends in loneliness and social isolation may 
be different in younger groups of older adults. SWEOLD has had a 
high response rate over the years, although this was lower in 2021. 
Nevertheless, non-response analyses for the 2021 data show that 
the data is representative of the population in terms of gender and 
age, whereas the level of education was somewhat higher in the 
study compared to the national statistics, and attrition analyses 
show stable levels of loneliness between 2014 and 2021 (48). 
Another strength is that the data covers a long time-period, 
enabling analysis of trends in loneliness and social isolation over 
three decades.

In this study, a direct single item was used to measure loneliness. 
While this is common [see, e.g., (8, 13)], it could lead to 
underreporting due to social desirability and bias in interpretation 
of the item (49), at the same time as direct single items may have 
high face validity (50). In previous research, social isolation has been 
operationalized in numerous ways. As no validated scale for social 
isolation is included in SWEOLD, we constructed a social isolation 
index in line with the recommendation to include objective and 
quantitative components of relationships (51). Still, there is a need 
for national studies generally to include better measurements of 
loneliness and social isolation.

The mode of data collection varied across data collection waves. 
In 1992, 2002 and 2011, interviews were primarily done face-to-face, 
while they were primarily done via telephone in 2004, 2014 and 2021. 
A recent review suggests that the prevalence of loneliness tends to 
be higher in face-to-face than telephone interviews (49). In this study, 

both the highest and lowest prevalence of loneliness were found in 
years when telephone interviews was the main mode of data collection 
(2004 and 2021, respectively).

In this study, some results have been reported as tendencies 
(p = 0.05–0.09), as the sample size was small in some subgroups. 
Thus, the lack of statistically significant results may be due to weak 
statistical power in some of the analyses. Still, findings reported as 
tendencies should be interpreted with caution since they can be due 
to chance.

Conclusion

This study challenges common perceptions of aging by showing 
that small proportions of older adults are lonely or experience severe 
social isolation. Another conclusion is that the prevalences of 
loneliness and social isolation are not increasing. On the contrary, 
there is an indication that loneliness may decrease. Nevertheless, 
loneliness and social isolation are more common in already vulnerable 
groups, such as persons with basic education, psychological distress 
and mobility limitations as well as in women and the older age group 
(85+), while living alone increases the risk of loneliness. These groups 
should be at the center of attention for efforts to address loneliness and 
social isolation.

Data availability statement

The data analyzed in this study is subject to the following licenses/
restrictions: data are available upon reasonable request, where 
affiliation to a university is required. Requests to access these datasets 
should be directed to www.sweold.se.

Ethics statement

The studies involving humans were approved by the Swedish 
Ethical Review Authority. The studies were conducted in accordance 
with the local legislation and institutional requirements. The ethics 
committee/institutional review board waived the requirement of 
written informed consent for participation from the participants or 
the participants’ legal guardians/next of kin because some of the 
interviews were conducted via telephone. Oral informed consent 
were given prior to the interviews.

Author contributions

LD: Conceptualization, Funding acquisition, Writing – original 
draft, Writing – review & editing, Investigation, Methodology, Project 
administration. IS: Conceptualization, Formal analysis, Visualization, 
Writing – review & editing, Methodology. MN: Conceptualization, 
Data curation, Writing – review & editing, Formal analysis, 
Methodology. CL: Conceptualization, Data curation, Funding 
acquisition, Investigation, Writing – review & editing, Methodology. 
NA: Conceptualization, Formal analysis, Funding acquisition, Writing 
– review & editing, Investigation, Methodology.

https://doi.org/10.3389/fpubh.2024.1444990
https://www.frontiersin.org/journals/public-health
http://www.sweold.se


Dahlberg et al. 10.3389/fpubh.2024.1444990

Frontiers in Public Health 11 frontiersin.org

Funding

The author(s) declare financial support was received for the 
research, authorship, and/or publication of this article. This research 
was supported by the Swedish Council for Working Life and Social 
Research (grant numbers 2023–00164 and 2020–00548), the Kamprad 
Family Foundation (20210138), and the Swedish Research Council 
(2019–02895).

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated 
organizations, or those of the publisher, the editors and the 
reviewers. Any product that may be evaluated in this article, or 
claim that may be made by its manufacturer, is not guaranteed or 
endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fpubh.2024.1444990/
full#supplementary-material

References
 1. World Health Organization. Social isolation and loneliness among older people: 

advocacy brief. Geneva: World Health Organization (2021).

 2. Park C, Majeed A, Gill H, Tamura J, Ho RC, Mansur RB, et al. The effect of 
loneliness on distinct health outcomes: a comprehensive review and meta-analysis. 
Psychiatry Res. (2020) 294:113514. doi: 10.1016/j.psychres.2020.113514

 3. Valtorta NK, Kanaan M, Gilbody S, Ronzi S, Hanratty B. Loneliness and social 
isolation as risk factors for coronary heart disease and stroke: systematic review and 
meta-analysis of longitudinal observational studies. Heart. (2016) 102:1009–16. doi: 
10.1136/heartjnl-2015-308790

 4. Wang F, Gao Y, Han Z, Yu Y, Long Z, Jiang X, et al. A systematic review and meta-
analysis of 90 cohort studies of social isolation, loneliness and mortality. Nat Hum Behav. 
(2023) 7:1307–19. doi: 10.1038/s41562-023-01617-6

 5. Prohaska T, Burholt V, Burns A, Golden J, Hawkley L, Lawlor B, et al. Consensus 
statement: loneliness in older adults, the 21st century social determinant of health? BMJ 
Open. (2020) 10:e034967. doi: 10.1136/bmjopen-2019-034967

 6. World Health Organization. WHO commission on social connection. (2023). 
Available at: https://www.who.int/groups/commission-on-social-connection

 7. Kadotani H, Okajima I, Yang K, Lim MH. Editorial: the impact of social isolation 
and loneliness on mental health and wellbeing. Front Public Health. (2022) 10:1106216. 
doi: 10.3389/fpubh.2022.1106216

 8. Surkalim DL, Luo M, Eres R, Gebel K, van Buskirk J, Bauman A, et al. The 
prevalence of loneliness across 113 countries: systematic review and meta-analysis. BMJ. 
(2022) 376:e067068. doi: 10.1136/bmj-2021-067068

 9. Kannan VD, Veazie PJ. US trends in social isolation, social engagement, and 
companionship ⎯ nationally and by age, sex, race/ethnicity, family income, and work 
hours, 2003–2020. SSM Population Health. (2023) 21:101331. doi: 10.1016/j.
ssmph.2022.101331

 10. de Jong Gierveld J., van Tilburg T. G., Dykstra P. A. (2006). Loneliness and social 
isolation. In Vangelisti A., Perlman D. (Eds.), Cambridge handbook of personal 
relationships. Cambridge: Cambridge University Press.

 11. Perlman D, Peplau LA. Toward a social psychology of loneliness In: S Duck and R 
Gilmour, editors. Personal relationships in disorder. London: Academic Press (1981). 
31–56.

 12. Holt-Lunstad J, Smith TB, Baker M, Harris T, Stephenson D. Loneliness and social 
isolation as risk factors for mortality: a meta-analytic review. Perspect Psychol Sci. (2015) 
10:227–37. doi: 10.1177/1745691614568352

 13. Dahlberg L, McKee KJ, Frank A, Naseer M. A systematic review of longitudinal 
risk factors for loneliness in older adults. Aging Ment Health. (2022) 26:225–49. doi: 
10.1080/13607863.2021.1876638

 14. Tesch-Römer C, Huxhold O. Social isolation and loneliness in old age. The Oxford 
encyclopedia of psychology and aging. ed. B. G. Knight, Oxford: Oxford University Press 
(2019).

 15. Chawla K, Kunonga TP, Stow D, Barker R, Craig D, Hanratty B. Prevalence of 
loneliness amongst older people in high-income countries: a systematic review and 
meta-analysis. PLoS One. (2021) 16:e0255088. doi: 10.1371/journal.pone.0255088

 16. Teo RH, Cheng WH, Cheng LJ, Lau Y, Lau ST. Global prevalence of social isolation 
among community-dwelling older adults: a systematic review and meta-analysis. Arch 
Gerontol Geriatr. (2023) 107:104904. doi: 10.1016/j.archger.2022.104904

 17. Su Y, Rao W, Li M, Caron G, D’Arcy C, Meng X. Prevalence of loneliness and social 
isolation among older adults during the COVID-19 pandemic: a systematic review and 
meta-analysis. Int Psychogeriatr. (2022) 35:229–41. doi: 10.1017/S1041610222000199

 18. Dahlberg L, Agahi N, Lennartsson C. Lonelier than ever? Loneliness of older 
people over two decades. Arch Gerontol Geriatr. (2018) 75:96–103. doi: 10.1016/j.
archger.2017.11.004

 19. Honigh-de Vlaming R, Haveman-Nies A, Groeniger IB-O, de Groot L, van’t Veer 
P. Determinants of trends in loneliness among dutch older people over the period 
2005-2010. J Aging Health. (2014) 26:422–40. doi: 10.1177/0898264313518066

 20. Nyqvist F, Cattan M, Conradsson M, Nasman M, Gustafsson Y. Prevalence of 
loneliness over ten years among the oldest old. Scand J Public Health. (2017) 45:411–8. 
doi: 10.1177/1403494817697511

 21. Hawkley LC, Wroblewski K, Kaiser T, Luhmann M, Schumm LP. Are US older 
adults getting lonelier? Age, period, and cohort differences. Psychol Aging. (2019) 
34:1144–57. doi: 10.1037/pag0000365

 22. Eloranta S, Arve S, Isoaho H, Lehtonen A, Viitanen M. Loneliness of older people 
aged 70: a comparison of two Finnish cohorts born 20 years apart. Arch Gerontol Geriatr. 
(2015) 61:254–60. doi: 10.1016/j.archger.2015.06.004

 23. Hülür G, Drewelies J, Eibich P, Düzel S, Demuth I, Ghisletta P, et al. Cohort 
differences in psychosocial function over 20 years: current older adults feel less lonely 
and less dependent on external circumstances. Gerontology. (2016) 62:354–61. doi: 
10.1159/000438991

 24. Surkalim DL, Clare PJ, Eres R, Gebel K, Bauman A, Ding D. Have middle-aged 
and older Americans become lonelier? 20-year trends from the health and retirement 
study. J. Gerontol. Ser. B. (2023) 78:1215–23. doi: 10.1093/geronb/gbad062

 25. Buecker S, Horstmann KT. Loneliness and social isolation during the COVID-19 
pandemic: a systematic review enriched with empirical evidence from a large-scale diary 
study. Eur Psychol. (2021) 26:272–84. doi: 10.1027/1016-9040/a000453

 26. Dahlberg L. Loneliness during the COVID-19 pandemic [Editorial]. Aging Ment 
Health. (2021) 25:1161–4. doi: 10.1080/13607863.2021.1875195

 27. Ernst M, Niederer D, Werner AM, Czaja SJ, Mikton C, Ong AD, et al. Loneliness 
before and during the COVID-19 pandemic: a systematic review with meta-analysis. 
Am Psychol. (2022) 77:660–77. doi: 10.1037/amp0001005

 28. Cohen-Mansfield J, Hazan H, Lerman Y, Shalom V. Correlates and predictors of 
loneliness in older-adults: a review of quantitative results informed by qualitative 
insights. Int Psychogeriatr. (2016) 28:557–76. doi: 10.1017/s1041610215001532

 29. Chen M, Cao X, Wang A, Zhu Y, Lu G, Zhang L, et al. A global perspective on risk 
factors for social isolation in community-dwelling older adults: a systematic review and meta-
analysis. Arch Gerontol Geriatr. (2024) 116:105211. doi: 10.1016/j.archger.2023.105211

 30. Kaiser T, Luhmann M. Socioeconomic correlates of loneliness and social isolation 
in later life In: A Hajek, SG Riedel-Heller and H-H König, editors. Loneliness and social 
isolation in old age. Correlates and implications. Oxon & New York: Rougledge (2023). 
29–39.

 31. Nicholson NR. A review of social isolation: an important but underassessed 
condition in older adults. J Prim Prev. (2012) 33:137–52. doi: 10.1007/s10935-012-0271-2

 32. Wen ZF, Peng SH, Yang LP, Wang HY, Liao XQ, Liang QF, et al. Factors associated 
with social isolation in older adults: a systematic review and meta-analysis. J Am Med 
Dir Assoc. (2023) 24:322–330.e6. doi: 10.1016/j.jamda.2022.11.008

 33. Zavaleta D, Samuel K, Mills CT. Measures of social isolation. Soc Indic Res. (2017) 
131:367–91. doi: 10.1007/s11205-016-1252-2

 34. Lennartsson C, Agahi N, Hols-Salén L, Kelfve S, Kåreholt I, Lundberg O, et al. Data 
resource profile: the Swedish panel study of living conditions of the oldest old 
(SWEOLD). Int J Epidemiol. (2014) 43:731–8. doi: 10.1093/ije/dyu057

https://doi.org/10.3389/fpubh.2024.1444990
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1444990/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1444990/full#supplementary-material
https://doi.org/10.1016/j.psychres.2020.113514
https://doi.org/10.1136/heartjnl-2015-308790
https://doi.org/10.1038/s41562-023-01617-6
https://doi.org/10.1136/bmjopen-2019-034967
https://www.who.int/groups/commission-on-social-connection
https://doi.org/10.3389/fpubh.2022.1106216
https://doi.org/10.1136/bmj-2021-067068
https://doi.org/10.1016/j.ssmph.2022.101331
https://doi.org/10.1016/j.ssmph.2022.101331
https://doi.org/10.1177/1745691614568352
https://doi.org/10.1080/13607863.2021.1876638
https://doi.org/10.1371/journal.pone.0255088
https://doi.org/10.1016/j.archger.2022.104904
https://doi.org/10.1017/S1041610222000199
https://doi.org/10.1016/j.archger.2017.11.004
https://doi.org/10.1016/j.archger.2017.11.004
https://doi.org/10.1177/0898264313518066
https://doi.org/10.1177/1403494817697511
https://doi.org/10.1037/pag0000365
https://doi.org/10.1016/j.archger.2015.06.004
https://doi.org/10.1159/000438991
https://doi.org/10.1093/geronb/gbad062
https://doi.org/10.1027/1016-9040/a000453
https://doi.org/10.1080/13607863.2021.1875195
https://doi.org/10.1037/amp0001005
https://doi.org/10.1017/s1041610215001532
https://doi.org/10.1016/j.archger.2023.105211
https://doi.org/10.1007/s10935-012-0271-2
https://doi.org/10.1016/j.jamda.2022.11.008
https://doi.org/10.1007/s11205-016-1252-2
https://doi.org/10.1093/ije/dyu057


Dahlberg et al. 10.3389/fpubh.2024.1444990

Frontiers in Public Health 12 frontiersin.org

 35. Augustsson E, Von Saenger I, Agahi N, Kareholt I, Ericsson M. Impact of the 
COVID-19 pandemic on Swedish adults aged 77 years and older: age differences in 
lifestyle changes. Scand J Public Health. (2023) 51:764–8. doi: 10.1177/14034 
948231172249

 36. Augustsson E, Fors S, Rehnberg J, Lennartsson C, Agahi N. 20-year trends in the 
social participation of the oldest old. Scand J Public Health. (in press). doi: 
10.1177/14034948241261720, [Epub ahead of print].

 37. Luhmann M, Buecker S, Rüsberg M. Loneliness across time and space. Nat Rev 
Psychol. (2023) 2:9–23. doi: 10.1038/s44159-022-00124-1

 38. Dykstra PA. Older adult loneliness: myths and realities. Eur J Ageing. (2009) 
6:91–100.

 39. Tornstam L. Stereotypes of old people persist: a Swedish facts on aging quiz in a 
23-year comparative perspective. Int J Ageing Later Life. (2007) 2:33–59.

 40. Shiovitz-Ezra S, Erlich B, Ayalon L. Short-and medium-term effects of ageism on 
loneliness experienced during the COVID-19 pandemic. J Appl Gerontol. (2023) 
42:1255–66. doi: 10.1177/07334648231159372

 41. Taube E, Kristensson J, Midlöv P, Holst G, Jakobsson U. Loneliness among older 
people. Results from the Swedish National Study on aging and care – Blekinge. Open 
Geriatr Med J. (2013) 6:1–10.

 42. Huxhold O, Henning G. The risks of experiencing severe loneliness across middle 
and late adulthood. J Gerontol B Psychol Sci Soc Sci. (2023) 78:1668–75. doi: 10.1093/
geronb/gbad099

 43. Jopling K. Promising approaches to reducing loneliness and isolation in later life. 
London: Age UK & Campaign to End Loneliness (2015).

 44. Fakoya OA, McCorry NK, Donnelly M. Loneliness and social isolation 
interventions for older adults: a scoping review of reviews. BMC Public Health. (2020) 
20:129. doi: 10.1186/s12889-020-8251-6

 45. Barjaková M, Garnero A, d'Hombres B. Risk factors for loneliness: a literature 
review. Soc Sci Med. (2023) 334:116163. doi: 10.1016/j.socscimed.2023.116163

 46. Lyu Y, Forsyth A. Planning, aging, and loneliness: reviewing evidence about 
built environment effects. J Plan Lit. (2022) 37:28–48. doi: 10.1177/0885 
4122211035131

 47. Noone C, Yang KM. Community-based responses to loneliness in older people: a 
systematic review of qualitative studies. Health Soc Care Commun. (2022) 30:E859–73. 
doi: 10.1111/hsc.13682

 48. Ramos Serrano R., Fors S. (2024). SWEOLD 2014–2021. Trend shifts, non-
response and attrition analysis. Aging Research Center, Karolinska Institutet & 
Stockholm University. Available at: https://www.sweold.se/wp-content/uploads/2024/08/
SWEOLD-NRA-REPORT-3.pdf

 49. Stegen H, Duppen D, Savieri P, Stas L, Pan H, Aartsen M, et al. Loneliness 
prevalence of community-dwelling older adults and the impact of the mode of 
measurement, data collection, and country: a systematic review and meta-analysis. Int 
Psychogeriatr. (2024). doi: 10.1017/S1041610224000425, [Online ahead of print]

 50. Victor CR, Scambler S, Bond J. The social world of older people. Understanding 
loneliness and social isolation in later life. Maidenhead: Open University Press 
(2009).

 51. Pomeroy ML, Mehrabi F, Jenkins E, O’Sullivan R, Lubben J, Cudjoe TKM. 
Reflections on measures of social isolation among older adults. Nat Aging. (2023) 
3:1463–4. doi: 10.1038/s43587-023-00472-4

https://doi.org/10.3389/fpubh.2024.1444990
https://www.frontiersin.org/journals/public-health
https://doi.org/10.1177/14034948231172249
https://doi.org/10.1177/14034948231172249
https://doi.org/10.1177/14034948241261720
https://doi.org/10.1038/s44159-022-00124-1
https://doi.org/10.1177/07334648231159372
https://doi.org/10.1093/geronb/gbad099
https://doi.org/10.1093/geronb/gbad099
https://doi.org/10.1186/s12889-020-8251-6
https://doi.org/10.1016/j.socscimed.2023.116163
https://doi.org/10.1177/08854122211035131
https://doi.org/10.1177/08854122211035131
https://doi.org/10.1111/hsc.13682
https://www.sweold.se/wp-content/uploads/2024/08/SWEOLD-NRA-REPORT-3.pdf
https://www.sweold.se/wp-content/uploads/2024/08/SWEOLD-NRA-REPORT-3.pdf
https://doi.org/10.1017/S1041610224000425
https://doi.org/10.1038/s43587-023-00472-4

	National trends in loneliness and social isolation in older adults: an examination of subgroup trends over three decades in Sweden
	Introduction
	Prevalence and trends in loneliness and social isolation
	Subgroups at risk of loneliness and social isolation
	Trends in subgroups of older adults
	Aim

	Materials and methods
	Design and participants
	Procedure
	Materials
	Dependent variables
	Subgroup variables
	Pandemic-related items
	Analysis

	Results
	Characteristics of the sample
	Loneliness and social isolation in older adults over three decades
	Levels of loneliness and social isolation in subgroups of the population
	Trends in loneliness and social isolation for subgroups of the population
	Perceived changes due to the COVID-19 pandemic
	Associations between loneliness and social isolation

	Discussion
	Levels and trends in loneliness and social isolation
	Subgroup variations
	Associations between loneliness and social isolation
	Policy and practice implications
	Strengths and limitations

	Conclusion

	References

