
Citation: Gheorghe, A.-C.; Bălăs, escu,

E.; Hulea, I.; Turcu, G.; Amariei, M.I.;

Covaciu, A.-V.; Apostol, C.-A.; Asan,

M.; Badea, A.-C.; Angelus, iu, A.-C.;

et al. Frailty and Loneliness in Older

Adults: A Narrative Review. Geriatrics

2024, 9, 119. https://doi.org/10.3390/

geriatrics9050119

Academic Editor: Harnish P. Patel

Received: 3 July 2024

Revised: 10 September 2024

Accepted: 10 September 2024

Published: 13 September 2024

Copyright: © 2024 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

geriatrics

Review

Frailty and Loneliness in Older Adults: A Narrative Review
Andreea-Cristina Gheorghe 1,2,†, Elena Bălăs, escu 1,*,† , Ionela Hulea 1, Gabriela Turcu 1,3 ,
Mihai Iustin Amariei 1 , Alin-Victor Covaciu 1 , Cătălina-Andreea Apostol 1, Melisa Asan 1,
Andrei-Cosmin Badea 1, Ana-Cristina Angelus, iu 1, Maria-Mirabela Mihailescu-Marin 4 ,
Daniela Adriana Ion 1 and Roxana Ioana Nedelcu 1

1 Pathophysiology II Discipline, Faculty of Medicine, “Carol Davila” University of Medicine and Pharmacy,
050474 Bucharest, Romania

2 Department of Rehabilitation Medicine, Elias University Hospital, 11461 Bucharest, Romania
3 Department of Dermatology, Colentina Clinical Hospital, 020125 Bucharest, Romania
4 Department of Medical and Surgical Specialties, “Transilvania” University, 500036 Brasov, Romania
* Correspondence: elena.balasescu@umfcd.ro
† These authors contributed equally to this work.

Abstract: (1) Background: In a society with an advancing aging rate, medical systems are coming
under pressure due to an increasing flow of older patients with multiple somatic diseases, exacerbated
by their psychological and sociological backgrounds. We aimed to investigate the relationship
between frailty and loneliness in older adults and to provide a holistic perspective on these concepts.
Our research question was “Is there a link between the loneliness and frailty in older people?”
(2) Methods: To assess the link between loneliness and frailty, we conducted a search accessing Index
Medicus and PubMed; the timeframe of our research was from 2013 until 2023. Data regarding
the study population, as well as loneliness and frailty assessments and approaches, were extracted.
(3) Results: A positive relationship between loneliness and the appearance and progression of
frailty in older adults is argued for. (4) Conclusions: Frailty and loneliness in older adults are often
interconnected and can have a significant impact on their overall well-being. Early identification
of frailty by assessing risk factors (including loneliness and/or social isolation) should become a
standard of care for older patients. Appropriate combined interventions that effectively address both
frailty and loneliness (physical exercises, psychological support, and social engagement) can promote
healthier aging, prevent health deterioration, maintain independence, and reduce healthcare costs.

Keywords: frailty; loneliness; older people; quality of life; aging; healthcare; patient-centered care

1. Introduction
1.1. Background

In a society with an advanced aging rate, medical systems are put under pressure
due to the increasing flow of older people with multiple somatic diseases, sometimes
exacerbated by a fragile psychological background. Maintaining a balance in the body’s
functionality for as long as possible requires the diagnosis and periodic assessment of health
status at any age, which, due to the various socio-financial and emotional implications,
is particularly imperative for people who are in their later years. A positive relationship
between loneliness and the appearance and progression of frailty in older people has been
argued [1–3]. Frailty is potentially preventable, and it seems that it could even be reversed
if early diagnosis and appropriate interventions are made [4]. Therefore, knowledge of
the associated risk factors is an absolute necessity to slow down, stop, or even reverse the
frailty process. All of these are arguments for carrying out our study.

1.2. Rationale and Knowledge Gap

Our work aims to fill the knowledge gap regarding the supposed bidirectional link
between loneliness and frailty. Despite existing data on frailty and its risk factors and the
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consequences of loneliness on physical, mental, and emotional health, there is a lack of
research in understanding how loneliness may influence frailty and vice versa.

A more refined understanding of loneliness and its impact on cognitive, emotional,
and physical health may enhance the effectiveness of clinical practices and public health
policies aimed at mitigating loneliness and its associated health risks. By studying the
relationship between loneliness and physical frailty, we aimed to offer a holistic perspective
on these concepts, thereby contributing to improved physical health and well-being of
older people.

Frailty is a state of vulnerability, arising as a result of degradation of the physiological
reserve and the ability to maintain homeostasis. In this state, some deleterious factors
that are generally considered to be minor can trigger a significant decrease in health
status. Frailty can be assessed through the Fried phenotype model or the frailty index (FI),
including its electronic version eFI, by utilizing routine medical data. The Fried phenotype
model, which focuses on physical frailty as a clinical pre-disability syndrome [5], identifies
frailty when three of the following five criteria are met: weak grip strength, slow walking
speed, low physical activity or decreased mobility, exhaustion, and unintentional weight
loss [6]. The frailty index, also known as the cumulative deficit model, examines the
accumulation of various “deficits” (symptoms, signs, diseases, and disabilities) [7] at the
level of different systems [1,8,9]. In addition to those mentioned above, there are some
other valuable tools in the identification and management of frailty in older adults, each
with its strengths depending on the context in which they are used. Some frailty assessment
tools and their particularities are summarized in Table S1.

1.2.1. Prevalence

It has been estimated that approximately 25–50% of people older than 85 are frail [10].
It is important to specify that up to 75% of these people may not present severe frailty,
highlighting the importance of studying the etiology of frailty and methods for its preven-
tion [10], as well as frailty evaluation methods [11]. A study published in 2018 reported
that, globally, 3.5–27.3% of non-institutionalized adults were frail [12].

1.2.2. Risk Factors

Various risk factors for frailty have been proposed (Figure S1), including advanced
age, male sex, low body mass index, lack of physical activity, excess medication, smoking,
alcoholic beverages, malnutrition, and lack of vitamin D. However, regardless of the level
of physical activity, aging itself is a factor for physiological frailty [2].

Older adult individuals become more vulnerable when they have concomitant chronic
diseases, are exposed to acute infections, or are prone to falls [2]. Patients with diabetes,
hearing problems, or depression seem to be more prone to frailty compared to those
with cardiovascular or ophthalmological problems [8,12]. Studies have demonstrated
that increases in the C-reactive protein (CRP) level, fibrinogen, and overall inflammatory
activity, as well as increased blood cortisol, are also risk factors for frailty [13].

In addition to clinical, biological, and lifestyle factors, social criteria such as social
isolation or loneliness [14] should be included in screening programs for frailty [13]. In this
regard, there are studies [1,3,15] that reported a positive relationship between loneliness
and worsening frailty, as well as a negative impact on recovery from the pre-frail or frail
state. Loneliness is correlated with a lack of physical activity, representing a way in which
the occurrence of frailty can be favored [16].

Frailty increases the risk of developing disability, the risk of hospitalization or institu-
tionalization, and the risk of mortality [4,17,18]. An increased frailty index is associated
with increased reporting of loneliness in older adults, as well as an increased risk of
worsening loneliness over time [1,16].



Geriatrics 2024, 9, 119 3 of 15

1.2.3. Classification

The Clinical Frailty Scale [19] is a commonly used frailty assessment tool based on
clinical judgment and physical examination and allows classification in one of nine levels
of frailty, from the “very fit” stage to the terminally ill stage.

Pre-frailty represents an intermediate state between frailty and robustness, with an
increased risk for the transition to frailty. Individuals with this frailty prodrome are also
exposed to adverse health effects, such as an increased risk of developing cardiovascular dis-
ease or depressive syndromes, or the worsening of pre-existing cognitive impairment [20].

Frailty is a clinical syndrome characterized by an increased vulnerability to seemingly
unknown stressors [6] due to low physiological reserves, marked by a decline in the
ability to maintain body homeostasis and multiple organ deficiency [10] as a result of the
accumulation of age-related deficits.

Although distinct from multimorbidity, frailty overlaps with an advanced degree of
disability and dependence on specialized help in the last decade of life [21].

Understanding the fluidity of frailty status between robust, pre-frail, and frail [22], it is
important to consider potential interventions to improve the quality of life and maintain the
functionality of older adults. Although it is closely related to age, frailty is not an inevitable
and irreversible process, and it is imperative to understand the catalyst in the transition
from robust to pre-frail or from pre-frail to frail in order to select the optimal population
for slowing or preventing deterioration of functional status [23].

Loneliness is a natural phenomenon, being a feeling that appears in certain periods of
life and affects people regardless of age, gender, or other socio-demographic characteristics.
It should be noted that one may have a low number of social interactions but no negative
emotions related to this fact; on the other hand, loneliness can also be felt by people who
have social contacts and participate in collective activities [13,24].

Described as an experience of social isolation in the context of the inconsistency
between a person’s desired versus real social relationships, loneliness implies a feeling of
insufficient connection with others [25].

1.2.4. Prevalence

The prevalence of loneliness worldwide varies widely; there are authors who have
shown that 30% to 50% or even more of seniors are affected by loneliness and social
isolation [24,26–28]. Estimated prevalences for different age groups and countries have
relatively large variations, a fact that can be explained by the existence of difficulties in
defining and evaluating the loneliness concept, the challenges of diagnostic and therapeutic
approaches in different cultural and linguistic contexts, and the lack of validated tools or
measuring instruments [24].

1.2.5. Risk Factors

Two large categories of risk factors for loneliness have been described (Figure S2):
individual factors (age, sex, race/ethnicity, education, employee/salaried status, finan-
cial situation, psychological factors/personality traits, health status, marital status, living
arrangements—with family or in nursing homes—social network, and social activity) [29,30]
and social factors (the living environment, facilities in the neighborhood, and the socio-
economic and socio-cultural level of the country where the assessed person lives) [30].

1.2.6. Classification

There is not a universally agreed-upon classification of loneliness. In the context of
the complexity of this phenomenon, loneliness can be classified as follows: temporary
or, on the contrary, persistent loneliness that can have consequences on physical and
mental health [31]; situational or developmental loneliness (associated with life stages and
transitions); digital loneliness (the result of excessive use of the Internet at the expense of
face-to-face interaction and emotional connections achieved through socializing) [31,32];
emotional loneliness (inadequate emotional connections and lack of emotional intimacy
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and emotional support) [13]; interpersonal loneliness, based on “a negatively experienced
discrepancy between realized and desired interpersonal relationships” [33]; existential
loneliness, based on the awareness that “a human being is fundamentally alone” [33];
subjective loneliness that refers to the personal experience of the individual (it may not
correspond to the number of social connections); and objective loneliness (isolation) that
can be measured and evaluated by observable factors, such as the number of interactions
or social relationships, regardless of the individual’s subjective feelings [34,35]. Therefore,
“social loneliness” is an objective, quantitative assessment, which reflects the number of
social contacts made by a person [1,35]. Loneliness, the subjective phenomenon experienced
by a person, related or not to social isolation, is a factor of interest due to the possible two-
way relationship it has with frailty, with the hypothesis being a “withdrawal” syndrome
resulting from a continuous deterioration (decrease) in vital energy or through a lack of
interest or capacity in engaging in social contacts [20].

There are authors who underlined that “loneliness and isolation place people at risk
of vulnerability or social frailty” [13]. Social frailty was defined as “a continuum of being
at risk of losing, or having lost resources that are important for fulfilling one or more
basic social needs during the life span” [36], or as “a state of increased vulnerability to
the interactive back-and-forth of community including general resources, social resources,
social behaviors, and needs” [37]. This term is part of the broad concept of frailty, along
with physical and psychological frailty [37–39] which are closely related. Unlike physical
frailty, social frailty encompasses aspects of loneliness and isolation, affecting mental and
physical health. It seems that “frailty and both loneliness or social isolation frequently
overlap, particularly in areas of high socioeconomic deprivation” [40].

Older people who feel lonely and socially isolated have certain characteristics in common.
These include older age, single status, male gender, low education, and low income [41].

The distinction between emotional loneliness and social loneliness is critical [33] as
these types of loneliness can have different impacts on physical frailty. While emotional
loneliness mainly affects mental health and emotional well-being and can have a secondary
impact on physical health thus indirectly contributing to frailty, social loneliness has a more
direct impact on physical health (through reduced physical activity, poor nutrition, and
lack of social support) [27,28,42]. This direct impact on physical functioning increases the
risk of physical frailty. The highlighting of these particularities is essential for the optimal,
targeted approach, with the aim of ensuring and maintaining the well-being of old people
for as long as possible.

The bidirectional relationship between loneliness and frailty highlights the importance
of early and ongoing interventions. As an argument of loneliness as a risk factor for frailty,
the following stages can be listed: the feeling of being alone causes mental stress (and rapid
cognitive impairment) [42]; in this context, the level of stress hormones increases, and the
persistence of stress reactivity can represent a risk factor for different chronic diseases [43],
based on the inflammatory phenomenon; and inflammation has been described as the
turning point of physical decline through reduced mobility, reduced muscle mass, and the
appearance of physical frailty. Depression, an important mediator between loneliness and
cognitive decline [42], can reduce an individual’s ability to care for themselves, leading to
physical frailty. Through behavior pathways (e.g., physical inactivity, poor diet, alcohol
consumption, or smoking), pathophysiological mechanisms (e.g., inflammation and stress
reactivity) [43], and cognitive impairment [42], loneliness can indirectly damage health and
induce physical frailty.

On the other hand, there are arguments for frailty leading to loneliness, linked to
the physical limitations of frail people. Decreased mobility, pain, and fear of falling
will reduce social interactions, promote social withdrawal, and increase dependence on
caregivers [28,39,44].

There are studies examining how frailty in combination with loneliness or social isola-
tion is associated with morbidity and all-cause mortality [37,40]. Although it appears that
physical frailty or physical decline generally precedes mental decline, and an improvement
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in physical frailty also leads to an improvement in loneliness, in older adults, it has been
observed that the reverse relationship is not always true: an improvement in loneliness
does not always lead to an improvement in (physical) frailty [4,16,40]. A meta-analysis
found that socially isolated individuals had a 1.5 to 2 times higher risk of becoming frail
compared to those who were socially active [45]. Moreover, social frailty has been shown to
possibly precede physical frailty in older adults [37,39]. It seems that the optimal approach
requires an intervention both at the social level and at the individual level [36,46]. Therefore,
promoting social connections, encouraging participation in social activities, and developing
adequate social support are key factors in maintaining the health and well-being of older
people [13,36,40,46].

1.3. Objective

The frailty of older adults is potentially preventable, and, therefore, knowing the
associated risk factors is an absolute necessity both for prevention and to slow down,
stop, and even reverse the frailty process once it has set in. We present a narrative review
based on the available literature focusing on frailty and loneliness or social isolation in the
context of aging. We opted for the narrative review format as it enables us to synthesize
findings from diverse methodologies and contexts, highlighting gaps and inconsistencies
in the literature.

Our question research was “Is there a link between the loneliness and frailty in older
people”?.

2. Materials and Methods
2.1. The Search Strategy

Although the frequency of frailty and loneliness is high, the mechanism by which
loneliness influences the progression of frailty remains incompletely elucidated. To assess
the link between frailty and loneliness, we conducted a search accessing Index Medicus
and PubMed in September–December 2023 (Table 1).

Table 1. The search strategy summary.

Criteria

Date of search September–December 2023

Databases and other sources searched
Index Medicus
PubMed

Search terms used

loneliness AND frailty AND (fulltext:(“1” OR “1”)
AND mj:(“Frail Elderly” OR “Aging” OR “Geriatric
Assessment” OR “Health of the Elderly” OR “Quality
of Life” OR “Activities of Daily Living” OR “Primary
Health Care” OR “Risk Factors” OR “Prevalence”))

Timeframe 2013–2023

Inclusion and exclusion criteria

Descriptive or analytic studies enrolling adult patients
(over 60 years of age) diagnosed with frailty and/or
loneliness; subsequently identified studies that met the
mentioned inclusion criteria.

Selection process

Two independent authors (E.B. and A.-C.G.) evaluated
and included the eligible articles.Different opinions
were discussed with the other authors until a
consensus was reached.

The following search strategy was used: loneliness AND frailty AND (fulltext:(“1” OR
“1”) AND mj:(“Frail Elderly” OR “Aging” OR “Geriatric Assessment” OR “Health of the
Elderly” OR “Quality of Life” OR “Activities of Daily Living” OR “Primary Health Care”
OR “Risk Factors” OR “Prevalence”) AND la:(“en”)) AND (year_cluster:[2013 TO 2023]).
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The inclusion criterion was any study (either descriptive or analytic) enrolling adult
patients over the age of 60 diagnosed with frailty (either using Clinical Diagnostic Criteria
for frailty or other validated diagnostic scales or instruments) and/or loneliness. Diagnos-
tic criteria for frailty included Clinical Diagnostic Criteria, Fried frailty phenotype, Short
Physical Performance Battery (SPPB), Frailty Deficit Index (FDI), Tilburg Frailty Indicator
(TFI), Clinical-Functional Vulnerability Index-20 (IVCF-20), Edmonton Frail Scale, or Com-
prehensive Geriatric Assessment (CGA). Loneliness assessments considered self-reported
scales capturing feelings of social isolation, emotional distress, and lack of companionship.
Only studies published in English from 2013 to 2023 were included.

Studies were excluded if they were in a language other than English, if the full text was
not freely available, if they were published more than 10 years ago, or if the studies were on
populational groups other than adults over 60 years old without frailty and/or loneliness.
Studies not identified using this search strategy that were subsequently identified and met
the mentioned inclusion criterion were also included in our study. We opted for the age
threshold of 60 years to ensure relevance for the aged population, we decided to include
several validated diagnostic criteria for frailty and loneliness to ensure comprehensive
coverage, and we selected articles in English published in the last 10 years to maintain the
relevance and feasibility of our study.

2.2. Study Appraisal

The first evaluation was made by reading the title and abstract. Titles and abstracts of
all identified studies were independently screened by two reviewers, and studies clearly
not meeting the inclusion criteria were excluded at this stage.

The subsequent evaluation of the remaining articles involved independent reading
of the full text to determine eligibility for inclusion in our study. Duplicate articles were
excluded. We took descriptive or analytic studies enrolling adult patients diagnosed with
frailty and/or loneliness into consideration.

We considered data extraction related to the type of study and number of partic-
ipants, assessment tools or models used for each process, various assessment criteria
for frailty and loneliness (including physical functional status, thinking, nutrition, co-
morbidities, marital status, and problems related to social isolation or loneliness), and
key findings. During data extraction, we took into account the fact that, in the litera-
ture, in order to implement intervention strategies that are as suitable as possible for
the target groups, different methods for assessing loneliness and frailty have been pro-
posed. Furthermore, loneliness and frailty have been classified over time according to
various criteria. For instance, loneliness can be assessed via self-reported scales that
capture feelings of social isolation, emotional distress, and lack of companionship. Re-
garding the risk factors that can also represent the starting point for intervention plans,
loneliness can be addressed through increasing social support, increasing opportunities
for social interaction, improving social skills, and socio-cognitive training [13]. Frailty,
on the other hand, can be measured using multidimensional instruments that assess
physical function, cognition, nutrition, and other relevant domains, such as the frailty
index or frailty phenotype (Clinical Frailty Scale [19], simplified Clinical Frailty Scale [47],
Edmonton Frail Scale (https://edmontonfrailscale.org/validation-scale-and-spread, ac-
cessed on 2 July 2024), FRAIL scale (https://www.bgs.org.uk/sites/default/files/content/
attachment/2018-07-05/rockwood_cfs.pdf, accessed on 2 July 2024), INTER-FRAIL (https:
//agsjournals.onlinelibrary.wiley.com/doi/10.1111/jgs.13029, accessed on 2 July 2024)
Prisma-7, Sherbrooke Postal Questionnaire (https://www2.gov.bc.ca/assets/gov/health/
practitioner-pro/bc-guidelines/frailty-prisma7.pdf, accessed on 2 July 2024), Short Physical
Performance Battery (https://geriatrictoolkit.missouri.edu/SPPB-Score-Tool.pdf, accessed
on 2 July 2024), and Study of Osteoporotic Fractures Index (https://agingresearchbiobank.
nia.nih.gov/studies/sof/, accessed on 2 July 2024) or newer scales, for example, Kihon’s
list (http://jssf.umin.jp/pdf/Kihon%20Checklist.pdf, accessed on 2 July 2024) [23].

https://edmontonfrailscale.org/validation-scale-and-spread
https://www.bgs.org.uk/sites/default/files/content/attachment/2018-07-05/rockwood_cfs.pdf
https://www.bgs.org.uk/sites/default/files/content/attachment/2018-07-05/rockwood_cfs.pdf
https://agsjournals.onlinelibrary.wiley.com/doi/10.1111/jgs.13029
https://agsjournals.onlinelibrary.wiley.com/doi/10.1111/jgs.13029
https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/frailty-prisma7.pdf
https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/frailty-prisma7.pdf
https://geriatrictoolkit.missouri.edu/SPPB-Score-Tool.pdf
https://agingresearchbiobank.nia.nih.gov/studies/sof/
https://agingresearchbiobank.nia.nih.gov/studies/sof/
http://jssf.umin.jp/pdf/Kihon%20Checklist.pdf
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Taking all these aspects into account, we decided to evaluate any study (either de-
scriptive or analytic) enrolling adult patients diagnosed with frailty—either using Clinical
Diagnostic Criteria for frailty, Fried frailty phenotype assessment, the Short Physical Per-
formance Battery (SPPB), the Frailty Deficit Index (FDI), the Tilburg Frailty Indicator (TFI),
Clinical-Functional Vulnerability Index-20 (IVCF-20; instrumental daily living activity,
cognition, mood, mobility, communication, and multiple comorbidities), the Edmonton
Frail Scale, or the Comprehensive Geriatric Assessment (CGA)—and/or loneliness.

Aiming to identify common patterns and differences in how studies have assessed
and addressed loneliness and frailty, we focused on assessment methods and key findings
regarding the possible bidirectional relationship between loneliness and frailty. When
available, we extracted quantitative data from the included studies (but some of the selected
studies did not report quantitative data, representing one of the limitations of our research).

3. Results

Starting from the association between frailty and loneliness, 213 articles were selected.
After reading the titles and abstracts, 74 studies were excluded. The full texts of all
remaining articles were read, and two independent authors (E.B. and A.-C.G.) evaluated
and included the eligible articles. Disagreements between the two reviewers (E.B. and
A.-C.G.) were resolved through discussion, and if consensus could not be reached, a third
reviewer (R.I.N.) was consulted. All different opinions were subsequently presented and
discussed with all the other authors. Finally, only 18 studies were analyzed (Table S2).

Through examining the relationship between loneliness and frailty, our aim was to
shed light on possible ways in which the subjective feeling of being alone or isolated may
contribute to physical decline and increased vulnerability among older adults. We set out to
explore the epidemiology of loneliness and frailty, risk factors and potential consequences,
classification systems, and discussions of the impact of loneliness on frailty [10,48].

In one of the evaluated studies, a total of 2817 people aged ≥60 from the English
Longitudinal Study of Aging were assessed through the Fried phenotype model, the frailty
index, and the UCLA Loneliness Scale; the authors concluded that there is a significant
correlation between loneliness and frailty, “elderly people who experience high levels of
loneliness are at increased risk of becoming physically frail” [1], and frailty can lead to
increased social isolation [1]. In a prospective interventional study conducted by Ozic
et al. [2], it was confirmed that “frailty in the elderly is related to increasing age, the status of
single living, reduced functional capacity, quality of life, risk of falls and bone fractures” [2].
Moreover, the authors underlined that “with the progression of age psychological frailty
of elderly persons also increases”. In this study, intervention targeting loneliness led to
an important reduction in frailty scores (Tilburg Frailty Indicator and Groningen Activity
Restriction Scale) over a 12-month period [2].

A systematic review, which included five reviews with a total of 227,381 participants,
evaluated 26 questionnaires and eight frailty indicators, primarily among older adults
living in the community [9]. Following the evaluation, the following were found: 1. the
frailty index had adequate diagnostic and predictive capabilities; 2. gait speed showed
high sensitivity, moderate specificity, and strong predictive strength for future disability
in daily living activities; and 3. the Tilburg Frailty Index was reliable and valid for frailty
screening, but did not assess diagnostic accuracy. Overall, low physical activity emerged as
a key predictor of future decline in daily functioning [9] for physical but also emotional
dependence followed by isolation and loneliness.

3.1. Chronic Health Conditions

Several studies have examined the prevalence and incidence of loneliness and frailty
among older adults. For example, a study [49] showed that the prevalence of frailty among
community-dwelling older adults ranges from 4% to 59%, depending on the diagnostic
criteria used, and up to 66% of older adults suffer from at least two chronic conditions [49].
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According to Sha et al. [16], there exists a reciprocal relationship between frailty and
loneliness, and they share a pro-inflammatory phenotype [50]; however, the initial effect
of frailty on subsequent loneliness is greater than if the events occurred in the opposite
direction. This suggests that physical health has a greater influence on mental health than
vice versa, which is in agreement with a previous study by Luo et al. [51]. The same
study [16] showed that the effects of loneliness on frailty impairment in a six-year cohort
were stronger than those in the shorter three-year cohorts.

The association of frailty with chronic diseases—with up to 66% of older adults suffer-
ing from at least two chronic conditions [49]—calls for more effective prevention strategies
to reduce potential risks, knowing that the existence of comorbidities limits the social
interactions and physical independence of the seniors and may represent a risk factor for
loneliness. This co-association of several emerging factors with basic diseases of the individ-
ual is called multimorbidity, and there are studies that attest to the cause–effect relationship
between this condition and the association of frailty with mortality [52]. Damluji et al. [53]
found that pre-frailty and physical frailty phenotypes were associated with a high risk of
major adverse cardiovascular events and mortality, despite rigorous control of cardiovascu-
lar risk factors, during 6 years of follow-up. Their conclusion was that subjects with frailty
were older, female, and belonged to an ethnic minority. The authors concluded that efforts
should be made to evaluate the efficiency and effectiveness of programs to maintain active
status through promoting physical exercise, adequate nutrition, and cognitive training
to prevent or even reverse frailty in patients with cardiovascular risk [53]. In another
study in which the data of 9450 participants with 14 chronic somatic conditions and mental
disorders were analyzed [52], the following was shown: (1) multimorbidity was associated
with worsening transitions in frailty states among older US adults; (2) there were variations
in the relationships between osteoarticular, neuropsychiatric, and cardiometabolic diseases
and complex multimorbidity and frailty transitions; (3) there was a lower risk of worsening
frailty in older patients with osteoarticular diseases compared to older patients with car-
diometabolic diseases, neuropsychiatric–sensory disorders, and complex multimorbidity;
and (4) the identification of multimorbidity patterns and their correlation with different
stages of frailty can help to optimize the therapeutic intervention in order to improve the
state of frailty among older adults [52].

3.2. Gender Differences

Sha et al. have reported that greater loneliness was related to an increased risk of
worsening frailty and remaining frail [18], and it seems that older men with a high level
of loneliness had a worse degradation of clinical status through frailty compared to older
women [18].

Although frailty is chronologically and biologically related to age, occurs with a higher
prevalence in women than in men [49], and is usually associated with chronic diseases [54],
there is great heterogeneity in terms of the prevalence and degree of impairment associated
with frailty in groups of people who fall under the same clinical–biological criteria. The
higher prevalence of frailty among women may be explained by having, on average,
lower body mass and lower muscle strength. It was argued that frailty is better tolerated
by women than men and that women have lower mortality rates at any level or age of
frailty [49]. In addition, it should be taken into account that women live longer on average
than men, and the association of increased age with frailty has been demonstrated in
various studies [49,54].

3.3. Social Vulnerability and Loneliness

The extrinsic variables, mainly included under the name of social vulnerability (re-
lating to socio-economic level, social relations, and family support), in the context of their
decrease, have been associated with greater frailty and an increased rate of in-hospital
death [13]. Maltby et al. [20] described that loneliness and social isolation, compared to
having an extensive social network, predict the frailty index for a period of more than four
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years both for basic frailty and other variables (e.g., age, socio-economic status, educational
abilities, depressive symptoms, and smoking). The authors emphasize that measuring
the multidimensional aspects of social isolation, loneliness, and frailty is essential for
identifying those individuals who need intervention [20].

According to a 2020 report by the National Health and Aging Trends Study, in the
United States, a significant number of older adults (approximately 7.7 million people)
experienced loneliness and social isolation [55]. Before the Coronavirus Disease 2019
(COVID-19) pandemic, about 24% of adults aged 65 and older living in the community were
socially isolated, and 4% of them were severely isolated [55]. Some studies have pointed
out that approximately one in four community-dwelling adults are socially isolated. It
seems that, among older adults, risk factors for social isolation include male gender, lower
income, and lower educational attainment [52,55,56]. According to a study based on data
from the U.S. Health and Retirement Study, 43% of Americans aged 60 and older reported
feeling lonely [15]. Additionally, a survey conducted by The American Association of
Retired Persons (AARP) found that 35% of adults over the age of 45 feel lonely [57]. In
Europe, around 20% of older people experience loneliness. This means that 1 in 5 older
people feel a sense of isolation and a lack of social connection. The percentage varies by
country, with higher levels of loneliness in countries such as Sweden and Norway (over
25%) and lower levels in Spain and Greece (under 15%), underscoring the scale of the
problem and the significant social impact on older people. It is important to pay attention
to this aspect and develop prevention and intervention strategies to combat loneliness and
promote well-being among the older population [41].

Loneliness influences the involvement in physical and social activities, which functions
as a mediator in the loneliness–frailty relationship, with decreasing involvement leading to
the progression of frailty [58]. Being often correlated with social isolation, loneliness can
reduce social interactions. The lack of a network to provide physical and mental support
can determine difficulties in accessing different types of services (including medical ser-
vices). Physical inactivity causes decreased mobility and osteo-articular damage, decreased
cardiovascular fitness, and functional decline of the entire body. Moreover, there may be a
lack of motivation to live, a decrease in self-care motivation and physical inability for it,
the appearance of mental problems, social withdrawal, the loss of self-esteem, or behav-
ioral changes due to inadequate nutrition or the abuse of various substances (causing or
exacerbating neurological disorders). In this way, a vicious circle through which loneliness
generates frailty (that can be amplified on a physical, cognitive, and emotional level) and
vice versa is created.

The bidirectional relationship between frailty and loneliness was assessed in a study [18]
that followed the transition of frailty in two cohorts after 2008, followed up in 2011 and
2014. Tendencies to remain in a frailty state were associated with increased levels of
loneliness observed over a period of three years: compared to patients who never felt
lonely, those who often felt lonely were less likely to remain in the robust or pre-frail state.
Additionally, in the group following a worsening of health, loneliness was a risk factor,
such that increased levels of loneliness were associated with increased frailty over time [18].

A systematic review that included 21 randomized controlled trials and examined data
from 5275 participants confirmed that frailty is modifiable, with interventions showing
positive effects in different populations, including very old people in hospitals or long-term
care [59]. The effectiveness of combining physical exercise with nutrition and cognitive
training has been highlighted; interventions such as exercise without group support and
multidisciplinary care without specific interventions were less effective, although they
still improved independent function. This study included economic evaluations that also
suggested that personalized frailty management, especially within the community, is also
cost-effective [59].
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3.4. Conjugal Life and Affective and/or Sexual Experiences

According to Hanlon et al., social isolation and/or loneliness are risk factors for
increased hospitalization at all levels of frailty [3]; moreover, it seems that the risk of
loneliness is more pronounced in those with a robust or pre-frail status [3,18]. Having a
conjugal life, living with a partner, and being sexually active are factors correlated with
robustness. Older people involved in couple activities seem to have a high quality of life
based on common concerns for well-being, maintaining their social role, sharing common
interests, and spending time practicing physical activity or having a healthy lifestyle.
Companionship, trust, affection, and complicity are expressed in a particular way by
older adults and seem to play an essential role in maintaining psychosocial identity and
preserving interest in everyday life [60]. A possible problem for older couples is represented
by the fact that with advancing age comes the difficulty of managing age-specific conditions
or comorbidities. Sometimes, it is necessary for one of the members of the couple to take
on the role of caregiver of the life partner, which can represent a serious problem for older
individuals, especially for those who live alone (either because they have no offspring, or
because their offspring live at long distances). It seems that female caregivers, caregivers
with cognitive deterioration, and individuals who need help in carrying out household
activities are the most prone to rapid deterioration and require a lot of attention from
relevant healthcare providers [44].

4. Discussion

The aging process and the association of chronic diseases with advanced age are
conditions that necessitate careful evaluation and investigation of health statuses. The
prevalence of many diseases is increased in older populations. Surviving longer with
diseases can be a factor in reducing functionality, implicitly leading to a limitation of the
activities of people who are in their later years who then become dependent on their family
and social care.

Aging causes not only numerous changes in the body and the appearance of chronic
diseases but also socio-economic changes that represent a challenge both for old individuals
and for society.

Considering the possible arguments for the bidirectional relationship between loneli-
ness and frailty, it is obvious the importance of actively looking for these phenomena in an
older adult population. Addressing loneliness and frailty in older people simultaneously,
when issues related to loneliness, frailty, or both have been identified, can improve their
quality of life, reduce health care costs, and promote healthier aging. Optimal interventions
should be tailored to the individual’s stage of frailty and should include a combination of
physical, psychological, and social strategies.

In primary healthcare, the proactive identification of loneliness, especially for the aged
population, should be a priority and should be constantly carried out at every medical
visit, regardless of the physical health status of the patient, in order to ensure optimal
interventions at the right time [3].

After assessing the patient’s degree of frailty and loneliness and/or social isolation,
the attending physician can offer patient-centered care, which could lead to more optimistic
results and avoid the worsening of their condition [14].

The loss of autonomy in aging individuals is associated with needs of a medical,
social, and psycho-affective nature [61], which must be evaluated according to the cri-
teria for classification in degrees of dependence in different types of assessment grids
for older adults [62,63]. In Romania, the national grid for assessing the needs of older
persons was revised in 2023, ensuring the complete assessment of dependent older peo-
ple (www.mmuncii.ro/j33/images/Documente/MMPS/Rapoarte_si_studii_MMPS/DPSS/
2022_Substantiation_Study_for_LTC_Strategy_2023-2030_EN.pdf, accessed on 2 July 2024).
Thus, seniors can be provided with social and medical services adapted to their individual
needs. Society can support seniors who need assistance with personal care not only through
ensuring access to professional care services but also by creating help centers where the older

www.mmuncii.ro/j33/images/Documente/MMPS/Rapoarte_si_studii_MMPS/DPSS/2022_Substantiation_Study_for_LTC_Strategy_2023-2030_EN.pdf
www.mmuncii.ro/j33/images/Documente/MMPS/Rapoarte_si_studii_MMPS/DPSS/2022_Substantiation_Study_for_LTC_Strategy_2023-2030_EN.pdf
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people can benefit from the provision of basic needs ranging from accommodation, care, and
feeding to psychological support, social interaction, occupational therapy, religious/spiritual
services, or legal counseling [41,64,65].

In the early stages of frailty, the progression of frailty could be reduced by encouraging
participation in different types of social activities, such as volunteering, and access to senior
centers or support groups that encourage physical activity and mental stimulation. In this
way, physical activity, psychiatric support, social involvement, and emotional support are
ensured. Social prescribing, physical activity programs, and mental health support are
essential strategies for pre-frail and early frail status.

In moderate stages of frailty, in addition to physical activity programs that address
physical mobility but also promote social interaction, ensuring adequate nutrition and
providing home support and monitoring devices are helpful. The intervention of the
integrated care team is essential to meet the needs of older adults with moderate frailty,
to ensure the education of patients and caregivers regarding the maintenance of social
interaction, and to provide logistic support (furnishing the home, performing daily tasks,
and obtaining the necessary devices for movement or communication).

In advanced stages of frailty, a multidisciplinary approach is required to meet the med-
ical, psychological, and social needs of frail older people and their caregivers. Towards
the end of life, the palliative care team can provide comfort and reduce feelings of sadness,
hopelessness, or isolation and loneliness. Palliative care services are representative of mul-
tidisciplinary stakeholders in the healthcare context [61,64,65] and are the most suitable to
develop current and terminal medical care approaches, being one of the few services that can
offer a holistic approach to the patient and those close to them [64,65]. Frailty services should
be tailored to the needs and preferences of patients at their end of life [65], especially because
older adults who live in specialized institutions, who are far from their friends and family,
are more likely to experience loneliness, compared to individuals living in the community.

Social isolation and loneliness are risk factors for chronic diseases but can also be their
consequence [61]. There exists a two-way path between them, and social isolation and
loneliness can also dissuade an individual from fighting against disease and weakness,
reducing the chances of the effectiveness of therapeutic interventions and worsening their
status. Approaching the palliative rehabilitation care model adapted to an aging population
with chronic non-oncological conditions can represent an opportunity to maintain interest
in involvement in daily activities, thus maintaining their motivation to live as actively as
possible in the last part of their lives [61].

Everyone in the latter part of their life is at risk of becoming frail [14]. Nevertheless, to
the point where it becomes a pre-death phase, frailty is potentially preventable [14], and
there is a belief that it could even be reversed if there is an early screening process followed
by appropriate interventions [66].

Through our research, we aimed to study and understand the types of loneliness and
their impact on the physical, cognitive, and emotional health of the senior population. The
final goal is to increase the effectiveness of clinical practice, the orientation of targeted
interventions, and the application of preventive strategies and public health policies aimed
at mitigating loneliness and associated health risks. The significance of this study lies in its
potential to provide a more holistic and detailed perspective on loneliness and frailty, thus
contributing to improving the mental and physical well-being of this populational group.

The primary limitation of our study arises from the design of the included studies
and their heterogeneity. Other potential limitations are language, publication and selection
biases, data restriction, and also peculiarities in term definition and evaluation tools. We
selected only studies published in English; this language restriction limited the general-
izability of the results. Furthermore, we included only freely available full-text articles,
which may exclude some high-quality studies that are not freely available; in addition,
limiting the research to materials published between 2013 and 2023 may exclude earlier
or more recent research that could provide valuable information about the relationship
between loneliness and frailty. Another source of potential bias is that, although the ini-
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tial screening and full-text review process was performed independently by two of the
authors, this process may be subject to human error and subjective judgment, leading to
the unintentional exclusion of relevant studies. Two more aspects are worth mentioning:
the peculiarities of assessment tools for frailty and loneliness and the differences in the
use of definitions and terminologies and the reported data, aspects that can conduct to
heterogeneity in methods and outcomes, make it difficult to compare the results of different
studies as well as to synthesize their findings. In this context, no final resolution can be
postulated. The biological, psychological, and social mechanisms that potentially connect
frailty and loneliness could be explored through longitudinal and/or interventional studies
involving populations from different socio-economic backgrounds. Utilizing standardized
and validated assessment tools to assess frailty and loneliness could guide future research
efforts, ultimately strengthening the evidence for the bidirectional relationship between
frailty and loneliness in older persons.

5. Conclusions

Considering the increasing prevalence of frailty, its early identification through risk
factor assessment (including loneliness and/or social isolation) must become a standard
of care for older patients. Loneliness can be seen as both a risk factor and a consequence
of frailty, and it should be evaluated in the individual context of each old person. Taking
into account the patient’s degree of frailty and their peculiarities, the care team can provide
patient-centered care, which may lead to more optimistic outcomes, avoid the worsening
of medical conditions, and ensure peaceful and active aging for older adults.
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Table S2: Summary of included studies.

Author Contributions: The idea of this material was developed by E.B. and R.I.N., who, during the
Pathophysiology Workshop attended by 3rd-year students at the Faculty of Medicine from Carol
Davila University of Medicine and Pharmacy, presented the particularities of caring for elderly people
who live alone and asked the students enrolled in the working group (M.I.A., A.-V.C., C.-A.A., M.A.,
A.-C.B. and A.-C.A.) to document themselves on this topic. It should be emphasized that in our
country, the term “elderly” is a respectful and appropriate way to refer to older adults. We used
this term hoping to avoid the directness of phrases like “old person” or “old people”, which can
be considered impolite or even disrespectful. Our primary goal was to highlight the moral and
social obligations we, as part of the medical team, and our students have toward older generations,
ensuring they receive the care, attention, and respect they deserve. E.B., A.-C.G., R.I.N., I.H., G.T.,
M.-M.M.-M. and D.A.I. verified the information provided by the students. Considering that the
topic is of great interest, all the participants decided to become involved in this literature review
and continued the documentation. E.B. and A.-C.G. performed data acquisition and drafted the
manuscript. E.B. contributed to the work conception and revised the manuscript. E.B., A.-C.G.,
R.I.N., I.H., G.T., M.-M.M.-M. and D.A.I. performed the final revision of the manuscript. All authors
discussed the results and contributed to the final manuscript. E.B., R.I.N. and D.A.I. gave the final
approval. All authors have read and agreed to the published version of the manuscript.

Funding: Publication of this paper was supported by the University of Medicine and Pharmacy Carol
Davila from Bucharest, Romania, through the institutional program “Publish not Perish”.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Acknowledgments: E.B., A.-C.G., G.T. and R.I.N. are extremely grateful to educators and participants
in the RESPACC project “Writing for academic and professional journals—multiplier event”. This
material has been written in accordance with the recommendations received during that workshop.

Conflicts of Interest: The authors declare no conflicts of interest.

https://www.mdpi.com/article/10.3390/geriatrics9050119/s1
https://www.mdpi.com/article/10.3390/geriatrics9050119/s1


Geriatrics 2024, 9, 119 13 of 15

References
1. Gale, C.R.; Westbury, L.; Cooper, C. Social isolation and loneliness as risk factors for the progression of frailty: The english

longitudinal study of ageing. Age Ageing 2018, 47, 392–397. [CrossRef] [PubMed]
2. Ozic, S.; Vasiljev, V.; Ivkovic, V.; Bilajac, L.; Rukavina, T. Interventions aimed at loneliness and fall prevention reduce frailty in

elderly urban population. Medicine 2020, 99, e19145. [CrossRef]
3. Hanlon, P.; Nicholl, B.; Crawford, L.; Politis, M.; Mair, F.; Jani, B.; Lewsey, J. Combinations of frailty, social isolation and loneliness

and the risk of adverse health outcomes: A UK biobank analysis. Ann. Fam. Med. 2023, 21, 3727.
4. Kolle, A.T.; Lewis, K.B.; Lalonde, M.; Backman, C. Reversing frailty in older adults: A scoping review. BMC Geriatr. 2023, 23, 751.

[CrossRef]
5. Fried, L.P.; Tangen, C.M.; Walston, J.; Newman, A.B.; Hirsch, C.; Gottdiener, J.; Seeman, T.; Tracy, R.; Kop, W.J.; Burke, G.; et al.

Frailty in older adults: Evidence for a phenotype. J. Gerontol. A Biol. Sci. Med. Sci. 2001, 56, M146–M156. [CrossRef]
6. Xue, Q.L. The frailty syndrome: Definition and natural history. Clin. Geriatr. Med. 2011, 27, 1–15. [CrossRef] [PubMed]
7. Kaskirbayeva, D.; West, R.; Jaafari, H.; King, N.; Howdon, D.; Shuweihdi, F.; Clegg, A.; Nikolova, S. Progression of frailty as

measured by a cumulative deficit index: A systematic review. Ageing Res. Rev. 2023, 84, 101789. [CrossRef]
8. Wang, X.; Hu, J.; Wu, D. Risk factors for frailty in older adults. Medicine 2022, 101, e30169. [CrossRef]
9. Apostolo, J.; Cooke, R.; Bobrowicz-Campos, E.; Santana, S.; Marcucci, M.; Cano, A.; Vollenbroek-Hutten, M.; Germini, F.; Holland,

C. Predicting risk and outcomes for frail older adults: An umbrella review of frailty screening tools. JBI Database Syst. Rev.
Implement. Rep. 2017, 15, 1154–1208. [CrossRef]

10. Clegg, A.; Young, J.; Iliffe, S.; Rikkert, M.O.; Rockwood, K. Frailty in elderly people. Lancet 2013, 381, 752–762. [CrossRef]
11. Shi, S.M.; McCarthy, E.P.; Mitchell, S.L.; Kim, D.H. Predicting mortality and adverse outcomes: Comparing the frailty index to

general prognostic indices. J. Gen. Intern. Med. 2020, 35, 1516–1522. [CrossRef] [PubMed]
12. Walston, J.; Buta, B.; Xue, Q.L. Frailty screening and interventions: Considerations for clinical practice. Clin. Geriatr. Med. 2018, 34,

25–38. [CrossRef] [PubMed]
13. Yanguas, J.; Pinazo-Henandis, S.; Tarazona-Santabalbina, F.J. The complexity of loneliness. Acta Biomed. 2018, 89, 302–314.
14. Hoogendijk, E.O.; Afilalo, J.; Ensrud, K.E.; Kowal, P.; Onder, G.; Fried, L.P. Frailty: Implications for clinical practice and public

health. Lancet 2019, 394, 1365–1375. [CrossRef]
15. Perissinotto, C.M.; Stijacic Cenzer, I.; Covinsky, K.E. Loneliness in older persons: A predictor of functional decline and death.

Arch. Intern. Med. 2012, 172, 1078–1083. [CrossRef]
16. Sha, S.; Pan, Y.; Xu, Y.; Chen, L. Associations between loneliness and frailty among older adults: Evidence from the china health

and retirement longitudinal study. BMC Geriatr. 2022, 22, 537. [CrossRef] [PubMed]
17. Hanlon, P.; Jani, B.; Mair, F.; McAllister, D. Multimorbidity and frailty in middle-aged adults with type 2 diabetes mellitus. Ann.

Fam. Med. 2022, 20, 2910.
18. Sha, S.; Xu, Y.; Chen, L. Loneliness as a risk factor for frailty transition among older chinese people. BMC Geriatr. 2020, 20, 300.

[CrossRef] [PubMed]
19. Mendiratta, P.; Schoo, C.; Latif, R. Clinical frailty scale. In StatPearls [Internet]; StatPearls Publishing: Treasure Island, FL, USA,

2024. [PubMed]
20. Maltby, J.; Hunt, S.A.; Ohinata, A.; Palmer, E.; Conroy, S. Frailty and social isolation: Comparing the relationship between frailty

and unidimensional and multifactorial models of social isolation. J. Aging Health 2020, 32, 1297–1308. [CrossRef]
21. O’Caoimh, R.; O’Donovan, M.R.; Monahan, M.P.; Dalton O’Connor, C.; Buckley, C.; Kilty, C.; Fitzgerald, S.; Hartigan, I.; Cornally,

N. Psychosocial impact of covid-19 nursing home restrictions on visitors of residents with cognitive impairment: A cross-sectional
study as part of the engaging remotely in care (eric) project. Front. Psychiatry 2020, 11, 585373. [CrossRef]

22. Siriwardhana, D.D.; Hardoon, S.; Rait, G.; Weerasinghe, M.C.; Walters, K.R. Prevalence of frailty and prefrailty among community-
dwelling older adults in low-income and middle-income countries: A systematic review and meta-analysis. BMJ Open 2018, 8,
e018195. [CrossRef] [PubMed]

23. Kojima, G. Increased healthcare costs associated with frailty among community-dwelling older people: A systematic review and
meta-analysis. Arch. Gerontol. Geriatr. 2019, 84, 103898. [CrossRef] [PubMed]

24. Hawkley, L.C. Loneliness and health. Nat. Rev. Dis. Primers 2022, 8, 22. [CrossRef]
25. Duck, S.; Gilmour, R. Personal Relationships: Personal Relationships in Disorder; Academic Press: Cambridge, MA, USA, 1981.
26. Hawkley, L.C.; Buecker, S.; Kaiser, T.; Luhmann, M. Loneliness from young adulthood to old age: Explaining age differences in

loneliness. Int. J. Behav. Dev. 2022, 46, 39–49. [CrossRef]
27. Landeiro, F.; Barrows, P.; Nuttall Musson, E.; Gray, A.M.; Leal, J. Reducing social isolation and loneliness in older people:

A systematic review protocol. BMJ Open 2017, 7, e013778. [CrossRef]
28. Hawkley, L.C.; Cacioppo, J.T. Loneliness matters: A theoretical and empirical review of consequences and mechanisms. Ann.

Behav. Med. 2010, 40, 218–227. [CrossRef] [PubMed]
29. Hawkley, L.C.; Hughes, M.E.; Waite, L.J.; Masi, C.M.; Thisted, R.A.; Cacioppo, J.T. From social structural factors to perceptions of

relationship quality and loneliness: The chicago health, aging, and social relations study. J. Gerontol. B Psychol. Sci. Soc. Sci. 2008,
63, S375–S384. [CrossRef] [PubMed]

30. Barjakova, M.; Garnero, A.; d’Hombres, B. Risk factors for loneliness: A literature review. Soc. Sci. Med. 2023, 334, 116163.
[CrossRef]

https://doi.org/10.1093/ageing/afx188
https://www.ncbi.nlm.nih.gov/pubmed/29309502
https://doi.org/10.1097/MD.0000000000019145
https://doi.org/10.1186/s12877-023-04309-y
https://doi.org/10.1093/gerona/56.3.M146
https://doi.org/10.1016/j.cger.2010.08.009
https://www.ncbi.nlm.nih.gov/pubmed/21093718
https://doi.org/10.1016/j.arr.2022.101789
https://doi.org/10.1097/MD.0000000000030169
https://doi.org/10.11124/JBISRIR-2016-003018
https://doi.org/10.1016/S0140-6736(12)62167-9
https://doi.org/10.1007/s11606-020-05700-w
https://www.ncbi.nlm.nih.gov/pubmed/32072368
https://doi.org/10.1016/j.cger.2017.09.004
https://www.ncbi.nlm.nih.gov/pubmed/29129215
https://doi.org/10.1016/S0140-6736(19)31786-6
https://doi.org/10.1001/archinternmed.2012.1993
https://doi.org/10.1186/s12877-022-03044-0
https://www.ncbi.nlm.nih.gov/pubmed/35773656
https://doi.org/10.1186/s12877-020-01714-5
https://www.ncbi.nlm.nih.gov/pubmed/32831020
https://www.ncbi.nlm.nih.gov/pubmed/32644435
https://doi.org/10.1177/0898264320923245
https://doi.org/10.3389/fpsyt.2020.585373
https://doi.org/10.1136/bmjopen-2017-018195
https://www.ncbi.nlm.nih.gov/pubmed/29496895
https://doi.org/10.1016/j.archger.2019.06.003
https://www.ncbi.nlm.nih.gov/pubmed/31228673
https://doi.org/10.1038/s41572-022-00355-9
https://doi.org/10.1177/0165025420971048
https://doi.org/10.1136/bmjopen-2016-013778
https://doi.org/10.1007/s12160-010-9210-8
https://www.ncbi.nlm.nih.gov/pubmed/20652462
https://doi.org/10.1093/geronb/63.6.S375
https://www.ncbi.nlm.nih.gov/pubmed/19092047
https://doi.org/10.1016/j.socscimed.2023.116163


Geriatrics 2024, 9, 119 14 of 15

31. Brennan, E. Digital loneliness: Asking too simple a question about a complex problem. In Digital Roots: Historicizing Media and
Communication Concepts of the Digital Age; Gabriele Balbi, N.R., Schafer, V., Schwarzenegger, C., Eds.; De Gruyter Oldenbourg:
Berlin, Germany; Boston, MA, USA, 2021; pp. 229–244.

32. Smith, A.P.; Alheneidi, H. The internet and loneliness. AMA J. Ethics 2023, 25, E833–E838.
33. van Tilburg, T.G. Social, emotional, and existential loneliness: A test of the multidimensional concept. Gerontologist 2021, 61,

e335–e344. [CrossRef]
34. Veazie, S.; Gilbert, J.; Winchell, K.; Paynter, R.; Guise, J.M. Addressing Social Isolation to Improve the Health of Older Adults: A Rapid

Review; NCBI: Rockville, MD, USA, 2019. Available online: https://www.ncbi.nlm.nih.gov/books/NBK537909/ (accessed on 2
July 2024).

35. Prabhu, D.; Kholghi, M.; Sandhu, M.; Lu, W.; Packer, K.; Higgins, L.; Silvera-Tawil, D. Sensor-based assessment of social isolation
and loneliness in older adults: A survey. Sensors 2022, 22, 9944. [CrossRef] [PubMed]

36. Bunt, S.; Steverink, N.; Olthof, J.; van der Schans, C.P.; Hobbelen, J.S.M. Social frailty in older adults: A scoping review. Eur. J.
Ageing 2017, 14, 323–334. [CrossRef] [PubMed]

37. Goto, T.; Kishimoto, T.; Fujiwara, S.; Shirayama, Y.; Ichikawa, T. Social frailty as a predictor of all-cause mortality and functional
disability: A systematic review and meta-analysis. Sci. Rep. 2024, 14, 3410. [CrossRef] [PubMed]

38. Yamada, M.; Arai, H. Understanding social frailty. Arch. Gerontol. Geriatr. 2023, 115, 105123. [CrossRef]
39. Tsutsumimoto, K.; Doi, T.; Makizako, H.; Hotta, R.; Nakakubo, S.; Makino, K.; Suzuki, T.; Shimada, H. Association of social frailty

with both cognitive and physical deficits among older people. J. Am. Med. Dir. Assoc. 2017, 18, 603–607. [CrossRef] [PubMed]
40. Politis, M.; Crawford, L.; Jani, B.D.; Nicholl, B.I.; Lewsey, J.; McAllister, D.A.; Mair, F.S.; Hanlon, P. An observational analysis of

frailty in combination with loneliness or social isolation and their association with socioeconomic deprivation, hospitalisation
and mortality among uk biobank participants. Sci. Rep. 2024, 14, 7258. [CrossRef]

41. Fakoya, O.A.; McCorry, N.K.; Donnelly, M. Loneliness and social isolation interventions for older adults: A scoping review of
reviews. BMC Public Health 2020, 20, 129. [CrossRef]

42. Cardona, M.; Andres, P. Are social isolation and loneliness associated with cognitive decline in ageing? Front. Aging Neurosci.
2023, 15, 1075563. [CrossRef]

43. Paul, E.; Bu, F.; Fancourt, D. Loneliness and risk for cardiovascular disease: Mechanisms and future directions. Curr. Cardiol. Rep.
2021, 23, 68. [CrossRef]

44. Santos-Orlandi, A.A.D.; Brito, T.R.P.; Ottaviani, A.C.; Rossetti, E.S.; Zazzetta, M.S.; Pavarini, S.C.I. Elderly who take care of
elderly: A study on the frailty syndrome. Rev. Bras. Enferm. 2017, 70, 822–829. [CrossRef]

45. Soysal, P.; Veronese, N.; Thompson, T.; Kahl, K.G.; Fernandes, B.S.; Prina, A.M.; Solmi, M.; Schofield, P.; Koyanagi, A.; Tseng, P.T.;
et al. Relationship between depression and frailty in older adults: A systematic review and meta-analysis. Ageing Res. Rev. 2017,
36, 78–87. [CrossRef] [PubMed]

46. Jarach, C.M.; Tettamanti, M.; Nobili, A.; D’Avanzo, B. Social isolation and loneliness as related to progression and reversion of
frailty in the survey of health aging retirement in europe (share). Age Ageing 2021, 50, 258–262. [CrossRef] [PubMed]

47. Nguyen, T.V.; Tran, G.M.; Nguyen, T.T.; Le, H.T.; Tran, B.L.; Ngo, T.H.; Nguyen, H.H.; Nguyen, K.T. Simplified clinical frailty
scale design, validation, and adaptation in older patients. Eur. Rev. Med. Pharmacol. Sci. 2024, 28, 1857–1863.

48. Bowling, A.; Hankins, M.; Windle, G.; Bilotta, C.; Grant, R. A short measure of quality of life in older age: The performance of the
brief older people’s quality of life questionnaire (opqol-brief). Arch. Gerontol. Geriatr. 2013, 56, 181–187. [CrossRef]

49. Ofori-Asenso, R.; Chin, K.L.; Mazidi, M.; Zomer, E.; Ilomaki, J.; Zullo, A.R.; Gasevic, D.; Ademi, Z.; Korhonen, M.J.; LoGiudice, D.;
et al. Global incidence of frailty and prefrailty among community-dwelling older adults: A systematic review and meta-analysis.
JAMA Netw. Open 2019, 2, e198398. [CrossRef] [PubMed]

50. Zhao, Y.; Lin, T.; Hou, L.; Zhang, M.; Peng, X.; Xie, D.; Gao, L.; Shu, X.; Yue, J.; Wu, C. Association between geriatric nutritional
risk index and frailty in older hospitalized patients. Clin. Interv. Aging 2021, 16, 1241–1249. [CrossRef]

51. Luo, M.S.; Chui, E.W.T.; Li, L.W. The longitudinal associations between physical health and mental health among older adults.
Aging Ment. Health 2020, 24, 1990–1998. [CrossRef]

52. Luo, Y.; Chen, Y.; Wang, K.; De Fries, C.M.; Huang, Z.; Xu, H.; Yang, Z.; Hu, Y.; Xu, B. Associations between multimorbidity and
frailty transitions among older americans. J. Cachexia Sarcopenia Muscle 2023, 14, 1075–1082. [CrossRef]

53. Damluji, A.A.; Chung, S.E.; Xue, Q.L.; Hasan, R.K.; Moscucci, M.; Forman, D.E.; Bandeen-Roche, K.; Batchelor, W.; Walston,
J.D.; Resar, J.R.; et al. Frailty and cardiovascular outcomes in the national health and aging trends study. Eur. Heart J. 2021, 42,
3856–3865. [CrossRef]

54. Collard, R.M.; Boter, H.; Schoevers, R.A.; Oude Voshaar, R.C. Prevalence of frailty in community-dwelling older persons:
A systematic review. J. Am. Geriatr. Soc. 2012, 60, 1487–1492. [CrossRef]

55. Cudjoe, T.K.M.; Roth, D.L.; Szanton, S.L.; Wolff, J.L.; Boyd, C.M.; Thorpe, R.J. The epidemiology of social isolation: National
health and aging trends study. J. Gerontol. B Psychol. Sci. Soc. Sci. 2020, 75, 107–113. [CrossRef]

56. Luchetti, M.; Lee, J.H.; Aschwanden, D.; Sesker, A.; Strickhouser, J.E.; Terracciano, A.; Sutin, A.R. The trajectory of loneliness in
response to COVID-19. Am. Psychol. 2020, 75, 897–908. [CrossRef]

57. Donovan, N.J.; Blazer, D. Social isolation and loneliness in older adults: Review and commentary of a national academies report.
Am. J. Geriatr. Psychiatry 2020, 28, 1233–1244. [CrossRef]

https://doi.org/10.1093/geront/gnaa082
https://www.ncbi.nlm.nih.gov/books/NBK537909/
https://doi.org/10.3390/s22249944
https://www.ncbi.nlm.nih.gov/pubmed/36560312
https://doi.org/10.1007/s10433-017-0414-7
https://www.ncbi.nlm.nih.gov/pubmed/28936141
https://doi.org/10.1038/s41598-024-53984-3
https://www.ncbi.nlm.nih.gov/pubmed/38341512
https://doi.org/10.1016/j.archger.2023.105123
https://doi.org/10.1016/j.jamda.2017.02.004
https://www.ncbi.nlm.nih.gov/pubmed/28411094
https://doi.org/10.1038/s41598-024-57366-7
https://doi.org/10.1186/s12889-020-8251-6
https://doi.org/10.3389/fnagi.2023.1075563
https://doi.org/10.1007/s11886-021-01495-2
https://doi.org/10.1590/0034-7167-2016-0474
https://doi.org/10.1016/j.arr.2017.03.005
https://www.ncbi.nlm.nih.gov/pubmed/28366616
https://doi.org/10.1093/ageing/afaa168
https://www.ncbi.nlm.nih.gov/pubmed/32915990
https://doi.org/10.1016/j.archger.2012.08.012
https://doi.org/10.1001/jamanetworkopen.2019.8398
https://www.ncbi.nlm.nih.gov/pubmed/31373653
https://doi.org/10.2147/CIA.S313827
https://doi.org/10.1080/13607863.2019.1655706
https://doi.org/10.1002/jcsm.13197
https://doi.org/10.1093/eurheartj/ehab468
https://doi.org/10.1111/j.1532-5415.2012.04054.x
https://doi.org/10.1093/geronb/gby037
https://doi.org/10.1037/amp0000690
https://doi.org/10.1016/j.jagp.2020.08.005


Geriatrics 2024, 9, 119 15 of 15

58. Zhang, Y.; Kuang, J.; Xin, Z.; Fang, J.; Song, R.; Yang, Y.; Song, P.; Wang, Y.; Wang, J. Loneliness, social isolation, depression and
anxiety among the elderly in shanghai: Findings from a longitudinal study. Arch. Gerontol. Geriatr. 2023, 110, 104980. [CrossRef]

59. Apostolo, J.; Cooke, R.; Bobrowicz-Campos, E.; Santana, S.; Marcucci, M.; Cano, A.; Vollenbroek-Hutten, M.; Germini, F.;
D’Avanzo, B.; Gwyther, H.; et al. Effectiveness of interventions to prevent pre-frailty and frailty progression in older adults:
A systematic review. JBI Database Syst. Rev. Implement. Rep. 2018, 16, 140–232. [CrossRef]

60. Souza Junior, E.V.; Silva, C.D.S.; Piropo, U.S.; Santos, B.; Guedes, T.P.; Siqueira, L.R.; Sawada, N.O. Effects of sexuality on frailty
and quality of life in the elderly: A cross-sectional study. Rev. Bras. Enferm. 2021, 75, e20210049. [CrossRef]

61. Tziraki, C.; Grimes, C.; Ventura, F.; O’Caoimh, R.; Santana, S.; Zavagli, V.; Varani, S.; Tramontano, D.; Apostolo, J.; Geurden, B.;
et al. Rethinking palliative care in a public health context: Addressing the needs of persons with non-communicable chronic
diseases. Prim. Health Care Res. Dev. 2020, 21, e32. [CrossRef]

62. Sepehri, K.; Braley, M.S.; Chinda, B.; Zou, M.; Tang, B.; Park, G.; Garm, A.; McDermid, R.; Rockwood, K.; Song, X. A computerized
frailty assessment tool at points-of-care: Development of a standalone electronic comprehensive geriatric assessment/frailty
index (eFI-CGA). Front. Public Health 2020, 8, 89. [CrossRef]

63. Nord, M.; Ostgren, C.J.; Marcusson, J.; Johansson, M. Staff experiences of a new tool for comprehensive geriatric assessment in
primary care (pastel): A focus group study. Scand. J. Prim. Health Care 2020, 38, 132–145. [CrossRef]

64. World Health Organization Improving Acess to Palliative Care. Available online: https://www.who.int/multi-media/details/
infographic_palliative_care (accessed on 30 November 2023).

65. Stow, D.; Spiers, G.; Matthews, F.E.; Hanratty, B. What is the evidence that people with frailty have needs for palliative care at the
end of life? A systematic review and narrative synthesis. Palliat. Med. 2019, 33, 399–414. [CrossRef]

66. Cesari, M.; Prince, M.; Thiyagarajan, J.A.; De Carvalho, I.A.; Bernabei, R.; Chan, P.; Gutierrez-Robledo, L.M.; Michel, J.P.; Morley,
J.E.; Ong, P.; et al. Frailty: An emerging public health priority. J. Am. Med. Dir. Assoc. 2016, 17, 188–192. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.archger.2023.104980
https://doi.org/10.11124/JBISRIR-2017-003382
https://doi.org/10.1590/0034-7167-2021-0049
https://doi.org/10.1017/S1463423620000328
https://doi.org/10.3389/fpubh.2020.00089
https://doi.org/10.1080/02813432.2020.1755786
https://www.who.int/multi-media/details/infographic_palliative_care
https://www.who.int/multi-media/details/infographic_palliative_care
https://doi.org/10.1177/0269216319828650
https://doi.org/10.1016/j.jamda.2015.12.016
https://www.ncbi.nlm.nih.gov/pubmed/26805753

	Introduction 
	Background 
	Rationale and Knowledge Gap 
	Prevalence 
	Risk Factors 
	Classification 
	Prevalence 
	Risk Factors 
	Classification 

	Objective 

	Materials and Methods 
	The Search Strategy 
	Study Appraisal 

	Results 
	Chronic Health Conditions 
	Gender Differences 
	Social Vulnerability and Loneliness 
	Conjugal Life and Affective and/or Sexual Experiences 

	Discussion 
	Conclusions 
	References

