SHORT REPORT
Title: Loneliness as a risk factor for care home admission in the English Longitudinal Study
of Ageing

Background: Loneliness has an adverse effect on health and wellbeing, and is common at
older ages. Evidence that it is a risk factor for care home admission is sparse.
Objective: To investigate the association between loneliness and care home admission
Setting: English Longitudinal Study of Ageing (ELSA)
Particpants: 254 Individuals across seven waves (2002-2015) of ELSA who moved into care
homes were age, sex matched to four randomly selected individuals who remained in the
community.
Methods: Logistic regression models examined associations between loneliness, sociodemographic factors, functional status, and health on moving into care homes.
Results: Loneliness (measured by the University of California, Los Angeles (UCLA) Loneliness
Scale and a single-item question from the Center for Epidemiological Studies Depression Scale
(CES-D)) was associated with moving into a care home (CES-D OR 2·13, 95%CI 1·43-3·17,
p=0·0002, UCLA OR 1·81, 95%CI 1·01-3·27, p=0·05). The association persisted after adjusting
for established predictors (age, sex, social isolation, depression, memory problems including
diagnosis of Alzheimer’s disease, disability, long-term physical health, and wealth). The impact
of loneliness (measured by CES-D) on admission accounted for a population attributable
fraction of 19·9% (95% CI 7·8%-30·4%).
Conclusions: Loneliness conveys an independent risk of care home admission that, unlike
other risk factors, may be amenable to modification. Tackling loneliness amongst older adults
may be a way of enhancing wellbeing and delaying or reducing the demand for institutional
care.
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INTRODUCTION
In England, approximately 400,000 people live in care homes, including one in six of the
population aged over 85 years.1 Many admissions are precipitated by a crisis event, and few
people prefer to move into a home if alternatives are available.2 Finding ways of preventing
or delaying admissions to care homes will align with older adults’ preferences for care, and
may reduce overall welfare costs.3

A range of individual characteristics are known to be associated with admission to care
homes4-9 including older age, poor health, functional or cognitive impairment and
dementia.10 Evidence that people who live alone are more likely to move into a care home is
inconclusive.11, 12 Whether persistent feelings of loneliness (i.e. unhappiness with the quality
and quantity of their relationships) or social isolation (having few or no contacts or ties with
other people)13 influence decisions to move into care homes, is unclear. Older adults who
are lonely or socially isolated have a higher risk of functional decline and cognitive
impairment,14 which may increase the need for residential care. People who report low
levels of perceived social support, little engagement in social activities or few social contacts,
have been shown to be more likely to move into a care home in studies in the USA and
Sweden.4, 15-17 Russell and colleagues’ study of 3097 rural Iowans in the early 1980s, found
that older adults with the highest loneliness scores (9-12, on the four item UCLA loneliness
scale) were more than six times as likely to be admitted to nursing home over the following
four years, when compared to the least lonely.17 No recent studies have investigated the
effect of loneliness on the likelihood of care home admission in a large, nationally
representative or unselected European population.

The aim of this study was to investigate the influence of loneliness on admission to care
homes, independent of isolation and other potential risk factors.

METHODS
Participants
The English Longitudinal Study of Ageing (ELSA) is a population-based study of adults aged
50 years and above. Participants (15,783 individuals) have been surveyed at two year
intervals since 2002. Full details of ELSA methodology are reported elsewhere.18 In this study
we use the term care home to describe (nursing) homes with employed registered nurses,
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and (residential) homes without any nursing staff on site. For our analysis, care home
residents (cases) were identified by their recorded place of residence, and data extracted
from the survey wave before they were first noted to be living in a care home. Participants in
wave one, who were recorded as being in care homes or as having moved into care homes
after recruitment into the study, but before data collection, were excluded from the
analysis. Age (exact year) and sex matched controls from ELSA participants who lived in
private households were randomly selected with replacement at each wave in a four to one
ratio. All participants were eligible to be a control until the wave prior to the wave when
they were recorded as living in a care home.

Variables in our analysis were selected to describe participants’ socio-demographic
characteristics, physical health, mental health, functioning, isolation and perceptions of
loneliness. (Supplementary material Box 1).

Loneliness was measured in two ways. Firstly, the three-item University of California, Los
Angeles (UCLA) Loneliness Scale.19 This asks how often the respondent feels left out; isolated
from others; or that they lack companionship. Each question was scored on a three-point
scale of ‘never or hardly ever’, ‘some of the time’ and ‘often’. A score of six or more was
classed as lonely. Secondly, a single loneliness item from the Center for Epidemiological
Studies Depression Scale (CES-D) was also used.20 This asks whether respondents felt lonely
much of the time during past week. The three-item UCLA scale has been validated and
shown to be reliable among older adults, and its correlation with the CES-D single-item
measure suggests that both tools measure similar constructs of loneliness.19

Social isolation was measured using an approach developed by Steptoe and colleagues.21
One point was assigned to an individual who is unmarried/not cohabiting; where contact
with children, other family members and friends is less than monthly; and where individuals
do not participate in organizations such as social clubs or residents groups. Scores range
from zero to five, and a score greater than two is used to indicate isolation, in line with
previous work. 21
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Statistical analysis
The impact of loneliness on entry into care homes was investigated with two sets of models:
one for the CES-D item for loneliness and one for the three-item UCLA Loneliness Scale.
Inverse probability weights to account for missingness in loneliness variables were calculated
for cases and controls using logistic regression with non-response (to loneliness) as an
outcome variable, and age, wave, and ever having had memory problems as predictors.
Weighted logistic regression models, adjusting all analyses for sex, age (tertiles), and wave
(study design factors) and loneliness were used throughout (Table 1). The impact of other
risk factors on the relationship between loneliness and risk of moving into a care home was
investigated using additional covariates in the main model. All models were robust to the
inclusion of age as either a continuous or categorical (tertiles) variable, we report findings
from the categorical age models. An initial analysis was undertaken to ensure that relaxing
the conditional assumption of the nested case-control design was valid by using adjustment
in the unconditional model (not reported here).

Weighted logistic regression analysis was undertaken using R software version 3.30 (R Core
team, Vienna, Austria), multiple imputation and the population attributable fraction were
calculated in Stata version 14 (TX: StataCorp LP).

RESULTS
313 (2.0%) of 15,783 ELSA participants resident in the community moved into a care home
between waves 2 to 7. Fifty-nine individuals were excluded as they provided no interview
data in the wave preceding admission to a care home. Table 1 lists characteristics of the 254
eligible cases and 1016 age, sex, and wave matched controls. The UCLA questionnaire was
not administered in wave one.

Table 1 here

Univariate investigation of loneliness with a weighted logistic regression saw increased risk
of entry to a care home for both CES-D (OR 2·13, 95%CI 1·43-3·17, p=0·0002) and UCLA
loneliness (OR 1·80, 95%CI 1·01-3·27, p=0·05). These models, adjusted for age, sex, and
study wave, are the baseline models. The impact of loneliness (as measured by the CES-D
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loneliness item) on care home admission in the baseline model accounted for a population
attributable fraction (PAF) of 19·9% (95% CI 7·8%-30·4%).

In multivariable analyses using the baseline model plus established predictors and potential
confounders, CES-D loneliness remained a risk factor for care home admission when the
model included any of the previous predictors (OR ranged between 1·73-2·29, but all
remained significant with p values<0·05) (supplementary table 1). The effect was of a similar
magnitude even after adjusting for all factors (OR 1·55, 95%CI 0·82 - 2·91) although due to
the number of missing observations this effect ceased to be conventionally statistically
significant (p=0.17). After adjusting for all factors the CES-D impact on care home admission
accounted for a PAF of 13·4% (95% CI -8.1% - 30·6%).

The multivariable models of UCLA loneliness showed a similar consistent elevation
throughout adjustments (OR range from 1·46 - 1·81), though due to the smaller number of
individuals with a measured value for UCLA loneliness, this variable did not remain
conventionally statistically significant (supplementary Table 1).

Social isolation contained a large amount of missing data, (34.5% missing, n=438) which may
have impacted on the individuals contributing to the analysis. To ensure the risks of
loneliness adjusted for isolation were robust, a sensitivity analysis restricted to individuals
with measured isolation was undertaken, the estimates for both CES-D and for UCLA
loneliness were similar to the model including all individuals (Table 2).

In a sensitivity analysis to the robustness of the missing data using multiple imputation
loneliness was associated with an increased risk of care home admission, whether measured
by CES-D (OR 2.12, 95% CI 1.49-3.00) or UCLA (OR 1.73, 95% CI 1.17-2.57) (Table 2).

Table 2 here

DISCUSSION

Our findings suggest that loneliness is associated with an increased risk of moving into a care
home, even after adjusting for other well-established factors such as age, depression,
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dementia, disability and social isolation. This is important, because unlike many other factors
that precipitate admission, loneliness may be amenable to intervention.

Previous work has identified age, poor health, and functional and cognitive impairment as
significant predictors of admission to care homes.10 Our finding – that loneliness is an
independent risk factor for admission – is plausible and consistent with with observations in
the only previous study of this relationship.17 Links between loneliness and both mortality
and morbidity are well established.22 23 Recent analysis of data from ELSA has added
evidence of an association between high levels of loneliness and progression to physical
frailty.24

A proportion of ELSA participants were not interviewed in the wave prior to care home
admission, perhaps because of physical or mental ill-health. Such attrition is a potential
source of bias, but our analysis adjusted for missing data on loneliness and potential risk
factors by re-weighting the models to incorporate differential loss. We have also
demonstrated that our estimates were robust to missing data in other study variables using
multiple imputation. Most epidemiological studies focus on only one measure of social
relationships, precluding direct comparison between the objective and subjective appraisal
of relationship quantity and quality.23, 25 The inclusion of measures of social isolation as well
as loneliness was a strength of our study, allowing us to establish that feelings of loneliness
were associated with care home admission independent of social isolation. We took
advantage of the availability of two measures of loneliness in ELSA to check the robustness of
our findings to measurement change.

As populations age, the need for care home places is expected to rise and outstrip supply.
Addressing loneliness is recognised as an important means of enhancing wellbeing in older
age. Our findings suggest that it may also be a way of enabling older adults to remain in
their own homes, and reducing the demand for institutional care. Future research could
usefully focus on identifying effective interventions to address loneliness amongst older
adults, and investigating whether loneliness persists after moving into a care home.
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Table 1: Sociodemographic and health characteristics of cases
and controls drawn from ELSA

Number of participants
Age, years: mean(s.d.)

All waves
Cases

Controls

254

1016

82·1

7·9

82·1

7·9

6·6

3·8

11·3

4·0

n

%

n

%

Cognitive scores missing

98

38·6

131

12·9

Female

Cognitive scores: mean (s.d)

174

68·5

696

68·5

CES-D lonely

71

28·0

213

21·0

CES-D lonely missing

72

28·3

46

4·5

30

11·8

156

15·4

UCLA lonely

1

UCLA lonely missing

1

172

67·7

414

40·7

Poor self-rated health

108

42·5

309

30·4

Lowest wealth tertile

102

40·2

314

30·9

Moderate disability

142

55·9

335

33·0

Mild disability

41

16·1

81

8·0

Unmarried

171

67·3

635

62·5

Living alone

144

56·7

544

53·5

No living children

41

16·1

154

15·2

No living siblings

118

46·5

424

41·7

38

15·0

188

18·5

162

63·8

276

27·2

Depressed

74

29.1

223

21.9

Depressed missing

74

29.1

49

5.8

Psychiatric problems

30

11.8

54

5.3

Dementia

74

29.1

31

3·1

Heart disease

97

38·2

301

29·6

Stroke

59

23·2

94

9·3

Diabetes

42

16·5

97

9·5

High blood pressure

141

55·5

529

52·1

Arthritis

123

48·4

486

47·8

Cancer

22

8·7

101

9·9

Lung disease

12

4·7

73

7·2

Isolated
Isolated missing

Diagnoses and health conditions

1

UCLA loneliness scale was not administered at wave 1 of ELSA
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Table 2: Association between loneliness and risk of entering a care home amongst
ELSA participants

Model

n

Odds ratio*

[95% CI]

p

[1·43 - 3·17]
[1·38 - 4·54]
[1·30 - 4·27]
[1.49 - 3.00]

<0·001
0·003
0·005
<0.001

CES-D
Baseline
1152
a
Baseline
819
Baseline + isolation
819
MI (baseline + isolation) b 1270

2·13
2·51
2·36
2.12

UCLA
Baseline
683
1·81 [1·01 - 3·27]
0·049
a
Baseline
618
1·81 [0·95 - 3·47]
0·073
Baseline + isolation
618
1·78 [0·94 - 3·37]
0·077
MI (baseline + isolation)b 1270
1.73 [1.17 - 2.57]
0.006
*Adjusted for age (in tertiles), study wave and gender. CI confidence interval
aBaseline model for individuals not missing isolation data
b Multiple imputation: Loneliness estimate adjusted for social isolation, age, study
wave and gender (imputation model includes both outcomes, age, study wave,
gender plus all other factors in Supplementary Table 1 in imputation model)
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Supplementary methods

Multiple Imputation
A sensitivity analysis to the missing data was investigated using multiple imputation by
chained equations. Factors included in the imputation model were the loneliness outcomes
CES-D, UCLA, age (as tertiles and continuous), sex, and all factors in Supplementary table 1.
Logistic imputation models were used for CES-D, UCLA, depression, self-rated health, with
ordered logistic imputation model for cognitive impairment/dementia, wealth and
disability - 100 imputation datasets were created. Logistic regression for CES-D and UCLA
were undertaken separately with estimates combined using Rubin’s Rules. Standard Stata
MI commands were used.

Supplementary Box 1: A description of the ELSA variables used in the study

Variable

Description

Depression

Depressive symptoms as measured by seven
items from the CES-D (the loneliness item
was omitted from the overall score to avoid
overlap with the loneliness measure). A
score of 3 or more symptoms was classified
as depressed.

Psychiatric problems

A binary variable that indicates whether the
respondent reported ever having any
emotional, nervous, or psychiatric problems.

Cognitive scores

The combination of scores from the
orientation and word recall tasks (the only
cognitive tasks applied at all waves).
Orientation (ability to name the current date,
month, year and day of the week) scores
range from 0-4 (higher is better), total word
recall is the sum of scores for immediate
(range 0-10) and delayed recall (range 010). Maximum possible score is 24 (higher
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is better). The score was inverted in the
analysis (1-total score) and tertiles were
calculated (lowest tertile is worst
performing).
Self-rated health

Self-rated health at waves one, two, four,
five, and six was recoded to two levels
(excellent, very good and good recoded to
‘good’ and fair/poor recoded to ‘poor’). At
wave three, ELSA used the European selfrated health scale, which was recoded to
‘good’ for very good and good, and ‘poor’
for fair, bad and very bad

Long-term physical health conditions

Presence of a long-term physical health
condition was marked by response to ever
having had any of the following diagnoses:
arthritis, heart disease, lung disease,
arthritis, stroke, cancer, diabetes, or high
blood pressure. Number of items reported
was used as a continuous variable in the
analysis.

Dementia

Whether the respondent reported having
Alzheimer’s disease or dementia, organic
brain syndrome, senility or any other serious
memory impairment. Where individuals did
not respond to questions about diagnosed
memory impairment, presence of dementia
was identified using informant responses to
the IQCODE as in previous research26

Wealth

Per-wave-tertiles for total net non-pension
household wealth, which is the sum of
savings, investments, and physical wealth
after financial debt is subtracted.

Disability

Individuals with no ADL/IADL difficulties
were coded as no disability, individuals with
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one or more IADL difficulties but no ADL
difficulties were coded as mild disability,
and individuals with one or more ADL
difficulty were coded as having moderate
disability.
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Supplementary Table 1: Risk for entering a care home for measures of loneliness and isolation
in ELSA participants
Confounder effect
Confounder

Odds
ratio*

[95% CI]

Loneliness estimate
Odds
ratio*

p value

[95% CI]

p value

CES-D
(n)
1152

No confounder

-

-

-

2·13

[1·43 - 3·17]

0·0002

1147

Depression

1.65

[1.07 - 2.53]

0.0234

1.73

[1.07 - 2.53]

0.0159

1152

Dementia

15·67

[6·75 - 36·39]

<0·0001

2·29

[1·60 - 3·29]

<0·0001

1152

Psychiatric problems

1.52

[0.83 – 2.78]

0.18

2.08

[1.40 – 3.08]

0.0003

1029

Highest cognitive tertile

1.00

(ref)

-

-

-

-

Middle cognitive tertile

4.75

[2.43 - 9.26]

<0·0001

-

-

-

Lowest cognitive tertile

19.94

[10.16 – 39.14]

<0·0001

1.91

[1.28 – 2.85]

0.0016

Moderate disability

2·34

[1·54 - 3·55]

<0·0001

2·12

[1·41 - 3·20]

0·0003

Mild disability

5·77

[3·08 - 10·81]

<0·0001

-

-

-

No disability

1.00

(ref)

-

-

-

-

1152

n health conditions

1.23

[1.07-1.40]

0.0033

1.96

[1.31 - 2.94]

0.0011

1151

Self-rated health

2·20

[1·52 - 3·20]

<0·0001

1·77

[1·20 - 2·62]

0·0042

1137

Highest wealth tertile

1.00

(ref)

-

-

-

-

Middle wealth tertile

1·53

[0·91 - 2·56]

0·1087

-

-

-

Lowest wealth tertile

1·63

[0·93 - 2·89]

0·0893

1·97

[1·30 - 2·99]

0·0014

1152

1126

All factors above**

819

Isolation

-

-

-

1.42

[0.90 – 2.24]

0.12

1·61

[0·88 - 2·93]

0·1193

2·36

[1·30 - 4·27]

0·0047

799

All factors in table**

-

-

-

1.55

[0.82 – 2.91]

0.17

684

No confounder

-

-

-

1·81

[1·01 - 3·27]

0·0485

672

Depression

1.56

[0.80 - 3.07]

0.1944

1.51

[0.75 - 3.02]

0.2490

684

Dementia

18·51

[6·63 - 51·65]

<0·0001

1·56

[0·93 - 2·62]

0·0892

684

Psychiatric problems

1.09

[0.35 – 3.40]

0.88

1.80

[0.99 – 3.28]

0.0556

603

Highest cognitive tertile

1.00

(ref)

-

-

-

-

Middle cognitive tertile

3.39

[1.46 – 7.91]

0.0048

-

-

-

Lowest cognitive tertile

UCLA
(n)

19.71

[8.21 – 47.32]

<0·0001

1.72

[1.00 – 2.97]

0.049

Moderate disability

1·80

[0·94 - 3·45]

0·0753

1·65

[0·89 - 3·08]

0·1125

Mild disability

3·99

[1·45 - 10·99]

0·0075

-

-

-

No disability

1.00

(ref)

-

-

-

-

684

n health conditions

1.17

[0.93 - 1.48]

0.1822

1.69

[0.94 - 3.06]

0.0808

684

Self-rated health

2·20

[1·32 - 3·67]

0·0027

1·46

[0·82 - 2·57]

0·1926

672

Highest wealth tertile

1.00

(ref)

-

-

-

-

Middle wealth tertile

1·05

[0·51 - 2·13]

0·8998

-

-

-

Lowest wealth tertile

1·09

[0·51 - 2·33]

0·8226

1·80

[0·99 - 3·28]

0·0535

-

-

-

1.15

[0.62 – 2.17]

0.64

1.15

1.78

0.6912

1.78

[0.94 – 3.37]

0.0768

-

-

-

1.38

[0.69 – 2.75]

0.37

684

660

All factors above**

619

Isolation

596

All factors in table**

*Adjusted for age (in tertiles), wave, gender, and confounder. CI confidence interval
**Due to collinearity between dementia and cognitive scores, 3 composite groups were created. Dementia/lowest cognitive tertile in the
lowest group, and middle/highest cognitive tertiles in the remaining two groups

13

References

1.
Office for National Statistics. 2011 Census, Population and Household Estimates for
England and Wales, local authorities in England and Wales. London: ONS; 2012.
2.
Bowers H, Crosby G, Easterbrook L, Macadam A, Macdonald R, Macfarlane A, et al.
Older people’s vision for long-term care. York: Joseph Rowntree Foundation; 2009. Contract
No.: June 2016. Available from: http://www.cpa.org.uk/ltc/older-people-vision-for-carefull.pdf [Accessed June 2016]
3.
Laing W. Strategic Commissioning of Long Term Care for Older People Can We Get
More for Less ? London: LaingBuisson; 2014. Available from:
https://www.laingbuisson.co.uk/Portals/1/Media_Packs/Fact_Sheets/LaingBuisson_White_
Paper_LongTermCare.pdf [Accessed June 2016]
4.
Bharucha AJ, Pandav R, Shen C, Dodge HH, Ganguli M. Predictors of Nursing Facility
Admission: A 12-Year Epidemiological Study in the United States. Journal of the American
Geriatrics Society. 2004;52:434-9.
5.
Braunseis F, Deutsch T, Frese T, Sandholzer H. The risk for nursing home admission
(NHA) did not change in ten years-A prospective cohort study with five-year follow-up.
Archives of Gerontology and Geriatrics. 2012;54:e63-e7.
6.
Grundy E, Jitlal M. Socio-demographic variations in moves to institutional care 19912001: A record linkage study from England and Wales. Age and Ageing. 2007;36:424-30.
7.
Kersting RC. Impact of social support, diversity, and poverty on nursing home
utilization in a nationally representative sample of older Americans. Social Work in Health
Care. 2001;33:67-87.
8.
Martikainen P, Moustgaard H, Murphy M, Einiö EK, Koskinen S, Martelin T, et al.
Gender, Living Arrangements, and Social Circumstances as Determinants of Entry into and
Exit from Long-Term Institutional Care at Older Ages: A 6-Year Follow-Up Study of Older
Finns. Gerontologist. 2009;49:34-45.
9.
McCallum J, Simons LA, Simons J, Friedlander Y. Patterns and predictors of nursing
home placement over 14 years: Dubbo study of elderly Australians. Australasian Journal on
Ageing. 2005;24:169-73.
10.
Luppa M, Luck T, Weyerer S, König HH, Brähler E, Riedel-Heller SG. Prediction of
institutionalization in the elderly. A systematic review. Age and Ageing. 2010;39:31-8.
11.
Jette AM, Branch LG, Sleeper LA, Feldman H, Sullivan LM. High-risk profiles for
nursing home admission. The Gerontologist. 1992;32:634-40.
12.
McCann M, Donnelly M, O'Reilly D. Living arrangements, relationship to people in the
household and admission to care homes for older people. Age and Ageing. 2011;40:358-63.
13.
de Jong-Gierveld J, van Tilburg T, Dykstra Pa. Loneliness and Social Isolation.
Cambridge Handbook of Personal Relationships. Cambridge: Cambridge University Press;
2006. p. 485-500.
14.
Perissinotto CM, Stijacic Cenzer I, Covinsky KE. Loneliness in Older Persons. Archives
of Internal Medicine. 2012;172:1078-83.
15.
Lachs M. Adult Protective Service Use and Nursing Home Placement. The
Gerontologist. 2002;42:734-9.
16.
Agüero-Torres H, von Strauss E, Viitanen M, Winblad B, Fratiglioni L.
Institutionalization in the elderly: the role of chronic diseases and dementia. Cross-sectional
and longitudinal data from a population-based study. Journal of Clinical Epidemiology.
2001;54:795-801.
14

17.
Russell DW, Cutrona CE, de la Mora A, Wallace RB. Loneliness and nursing home
admission among rural older adults. Psychology and Aging. 1997;12:574-89.
18.
English Longitudinal Study of Ageing: Waves 0-7, 1998-2015. [data collection]. 24th
Edition. 2016. Available from: https://discover.ukdataservice.ac.uk/doi?sn=5050 [Accessed
June 2016]
19.
Hughes ME, Waite LJ, Hawkley LC, Cacioppo JT. A Short Scale for Measuring
Loneliness in Large Surveys: Results From Two Population-Based Studies. Research on aging.
2004;26:655-72.
20.
Radloff LS. The CES-D Scale: A Self-Report Depression Scale for Research in the
General Population. Applied Psychological Measurement. 1977;1:385-401.
21.
Steptoe A, Shankar A, Demakakos P, Wardle J. Social isolation, loneliness, and allcause mortality in older men and women. Proceedings of the National Academy of Sciences
of the United States of America. 2013;110:5797-801.
22.
Holt-Lunstad J, Smith TB, Baker M, Harris T, Stephenson D. Loneliness and Social
Isolation as Risk Factors for Mortality A Meta-Analytic Review. Perspectives on Psychological
Science. 2015;10:227-37.
23.
Valtorta NK, Kanaan M, Gilbody S, Hanratty B. Loneliness, social isolation and social
relationships: what are we measuring? A novel framework for classifying and comparing
tools. BMJ Open. 2016;18;6.
24.
Gale CR, Westbury L, Cooper C. Social isolation and loneliness as risk factors for the
progression of frailty: the English Longitudinal Study of Ageing. Age and Ageing. 2017.
25.
Valtorta NK, Kanaan M, Gilbody 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.
26.
Khondoker M, Rafnsson SB, Morris S, Orrell M, Steptoe A. Positive and Negative
Experiences of Social Support and Risk of Dementia in Later Life: An Investigation Using the
English Longitudinal Study of Ageing. Journal of Alzheimer's disease : JAD. 2017;58(1):99108.

15

