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A B S T R A C T

Social isolation and loneliness are increasingly prevalent among older adults in the United States, with im-
plications for morbidity and mortality risk. Little research to date has examined the complex person-place
transactions that contribute to social well-being in later life. This study aimed to characterize personal and
neighborhood contextual influences on social isolation and loneliness among older adults. Interviews were
conducted with independent-dwelling men and women (n= 124; mean age 71 years) in the Minneapolis me-
tropolitan area (USA) from June to October, 2015. A convergent mixed-methods design was applied, whereby
quantitative and qualitative approaches were used in parallel to gain simultaneous insights into statistical as-
sociations and in-depth individual perspectives. Logistic regression models predicted self-reported social isola-
tion and loneliness, adjusted for age, gender, past occupation, race/ethnicity, living alone, street type, residential
location, and residential density. Qualitative thematic analyses of interview transcripts probed individual ex-
periences with social isolation and loneliness. The quantitative results suggested that African American adults,
those with a higher socioeconomic status, those who did not live alone, and those who lived closer to the city
center were less likely to report feeling socially isolated or lonely. The qualitative results identified and ex-
plained variation in outcomes within each of these factors. They provided insight on those who lived alone but
did not report feeling lonely, finding that solitude was sought after and enjoyed by a portion of participants. Poor
physical and mental health often resulted in reporting social isolation, particularly when coupled with poor
weather or low-density neighborhoods. At the same time, poor health sometimes provided opportunities for
valued social engagement with caregivers, family, and friends. The combination of group-level risk factors and
in-depth personal insights provided by this mixed-methodology may be useful to develop strategies that address
social isolation and loneliness in older communities.

1. Introduction

Social isolation and loneliness are increasingly recognized in aca-
demic literature and popular media discourse as risks to physical health
and well-being among older adults in the United States. Approximately
one-third of Americans aged ≥60 years are estimated to feel lonely
(Wilson and Moulton, 2010), and one-quarter of those aged ≥65 years
are estimated to live alone (Stepler, 2016). Social isolation is defined as
a measurable lack of social relationships, while loneliness is an affective
state reflecting the subjective experience of feeling alone or lonely
(Hawkley and Cacioppo, 2007; Klinenberg, 2016; Steptoe et al., 2013).
Both constructs have been associated in large population-based studies

of older adults with a range of health outcomes, including risks for
dementia, cardiovascular disease and stroke, loss of physical mobility,
and all-cause mortality (Pantell et al., 2013; Steptoe et al., 2013; Holt-
Lunstad et al., 2015; Shankar et al., 2017; Rafnsson et al., 2017;
Valtorta et al., 2016). Loneliness and social isolation have often been
attributed to factors such as marital and family circumstances, eco-
nomic status, and health status. Struggles with both cut across gender,
race/ethnicity, social class, and geographic locations among older
adults; and may be connected to broader trends in declining social in-
tegration, civic engagement, and social capital in American commu-
nities in recent decades (Goll et al., 2015; Fokkema et al., 2012;
Cornwell et al., 2008; Berkman et al., 2000; Putnam, 1995; McPherson
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et al., 2006).
Feelings of loneliness may be caused by social isolation, but this is

not always the case among older adults. Loneliness and social isolation
have only a weak-to-moderate positive correlation within individuals
(Steptoe et al., 2013; Cornwell and Waite, 2009). Although the pre-
valence of living alone increases with age in the United States, lone-
liness in fact decreases with age from 43% of those aged 45–49 years to
25% of those aged ≥70 years (Stepler, 2016). Social isolation and
loneliness may be increasingly ‘decoupled’ as older adults expect and
prepare for diminished social networks as their peers begin to decline in
the physical and mental capacities needed for engagement (Cornwell
and Waite, 2009; Achenbaum and Bengston, 1994).

The personal and neighborhood factors that may influence isolation
and loneliness as separate outcomes for older adults have not yet been
investigated in a single study. Existing research has investigated re-
lationships between personal characteristics or broader social/neigh-
borhood environmental characteristics and isolation or loneliness, but
rarely have considered personal and contextual influences together
(Garoon et al., 2016; Fokkema et al., 2012; Bromell and Cagney, 2014;
Wu and Chan, 2012). Carpiano's (2006) framework of neighborhood
social capital, which postulates that social capital is produced by in-
teracting neighborhood socioeconomic processes and personal socio-
demographic characteristics, is an exception to this trend. Social ca-
pital, defined by Bourdieu (1986) as the aggregate of actual or potential
resources linked to possession of a durable network of institutionalized
relationships, is important to recognize here as a potential determinant
of social isolation and loneliness within neighborhoods. The small body
of literature attending to geographic influences on social well-being in
later life tends to apply either a purely qualitative (e.g., Rowles, 1978;
Gardner, 2011) or quantitative (e.g., Cloutier-Fisher and Kobayashi,
2009) approach, and none have considered social isolation or loneliness
as simultaneous outcomes. Further, the distinctions that individual
older adults themselves make between isolation and loneliness, and
their perspectives on the causes, contexts, and experiences of each,
require investigation so as to help develop strategies to address these
challenges in older communities.

In order to address these gaps, we aimed to identify interrelated
personal and neighborhood influences on social isolation and loneliness
in a community-based study of older men and women in the
Minneapolis metropolitan area. Situated in the midwestern US,
Minneapolis is known for its cold winters, abundant lakes, extensive
park system, and cultural arts scene. The metropolitan area is home to
approximately 3.5 million people (76% White, 8% Black, 6% Asian, and
6% Hispanic). The average age is 36.9 years, with 13% of the popula-
tion aged 65 and over. Median household income is $73,231, and 8.8%
of the total population (7% of those aged 65 and over) live below the
poverty line (U.S. Census Bureau, 2016).

Three research questions guided the secondary analyses of an ex-
isting dataset (Finlay, 2017; Finlay and Bowman, 2017). First, how are
social isolation and loneliness defined and experienced by older adults?
Second, what personal factors contribute to or undermine reporting
each of social isolation and loneliness? Third, what neighborhood
contextual factors contribute to or undermine reporting each of social
isolation and loneliness? We considered loneliness and social isolation
separately, as their lived experiences as well as statistical neighborhood
and personal correlates may differ. A parallel convergent mixed-
methods design simultaneously incorporated quantitative and qualita-
tive data. Our theoretical framework from the discipline of health
geography involved a ‘relational’ approach to space and place. In-
formed by Cummins et al. (2007), we considered geographic neigh-
borhood context as flexible and relational – an operational living con-
struct that can shape lives and opportunities while being uniquely
navigated by individuals. Applying a relational theory of space enabled
deeper understanding of reciprocal and mutually reinforcing relation-
ships between well-being and place, wherein older adults' neighbor-
hoods and health statuses were inextricably linked.

2. Design and methods

2.1. Study design and sample

Data were collected in three case study areas of the Minneapolis
metropolitan area: Downtown Minneapolis, North Minneapolis, and
Eden Prairie (Finlay, 2017; Finlay and Bowman, 2017; Supplementary
Table S1). These sites are socioeconomically diverse and range in in-
frastructure from a high-density, pedestrian-oriented downtown to a
low-density, automobile-dependent outer suburb (U.S. Census Bureau,
2015). Nonprobability sampling targeting a 1:1:1 ratio of participants
across case study areas was employed to recruit 125 participants, who
volunteered in response to project flyers and advertisements placed in
senior centers, gyms, community centers, coffee shops, sites of worship,
residential buildings, and health clinics in each case study area. The
eligibility criteria were: being over the age of 55, not institutionalized
in a care setting, residing in a case study area, and demonstrating
cognitive capacity to participate in the interview. Interviews were
conducted from June to October, 2015. The study was approved by the
University of Minnesota Institutional Review Board and informed
consent was provided by all participants.

2.2. Data collection

In-depth interviews were conducted by the first author and a re-
search assistant in participants' homes or a nearby public place. The
interviews assessed demographics and living situations, and asked semi-
structured questions to investigate daily routines, experiences in the
home and neighborhood, and social interactions. Researchers inquired
separately if participants felt lonely or isolated to assess how partici-
pants measured and experienced these constructs for themselves.
Follow-up questions probed for multidimensional definitions of quality
as well as quantity of social engagements (Valtorta and Hanratty,
2012). The Neighborhood Design Characteristics Checklist (NeDeCC)
framed research sessions. Burton et al. (2011) developed the NeDeCC to
spatially assess relevant aspects of older adults' residential environ-
ments at three levels: (1) dwelling (e.g. type, height, age), (2) street (e.g.
shape, topography, sidewalks), and (3) neighborhood within a 300-m
radius (e.g. street pattern, land use mix, greenery). The NeDeCC
checklist provided a fine-grained analysis of participants’ home loca-
tions and surrounding neighborhoods, as there was too much geo-
graphic variation within each case study area to examine by munici-
pally-defined case site alone. This allowed researchers to more precisely
capture neighborhood heterogeneity within each case study region
through four types of residential location: major city center, major city
district, major city suburban edge, and large town center/suburban
edge (Burton et al., 2011). The researchers used in-person observations
and ArcGIS mapping software to calculate the NeDeCC for every unique
participant home location (n=81). One participant declined to provide
a specific home address due to privacy concerns.

2.3. Analyses

Researchers utilized a parallel convergent mixed-methods analytical
design (Fig. 1; Creswell, 2015). The quantitative and qualitative data
were collected and analyzed separately. Results were then paired side-
by-side for comparison and to identify areas that converged and di-
verged across the two different methodologies.

2.3.1. Quantitative analysis
Data from the interviews and the NeDeCC were used to generate

quantitative personal and neighborhood variables that were thought to
influence experiences of social isolation and loneliness, based on evi-
dence from previous literature (Fig. 1). The outcome variables for social
isolation and loneliness were generated from the study interview
questions, “Do you feel isolated?” (yes; no) and “Do you feel lonely?”
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(yes; no). Adjusted logistic regression models were used to estimate
odds ratios (ORs) and 90% confidence intervals (CIs) for the associa-
tions between the predictor variables and each of social isolation and
loneliness as outcomes using StataSE 14.2 (College Station, TX).

2.3.2. Qualitative analysis
Interview transcripts and field notes were organized in NVivo 11

and thematically analyzed by the first author (JF) and two research
assistants. For secondary analysis to examine social isolation and
loneliness, JF applied Braun and Clarke's (2006) six steps of thematic
analysis: (1) JF and second author LK read through the transcripts and
fieldnotes. (2) JF generated initial categories and themes, then dis-
cussed with LK to compare interpretations and points of divergence to
refine and clarify codes. (3) JF coded all material. (4) JF and LK re-
viewed all coding, (5) defined and named the categories and themes,
and (6) wrote up analyses. Audit trails (clear pathways detailing how
the data were collected and managed) and bi-weekly peer debriefing
between JF and LK enhanced transparency and credibility (Marshall
and Rossmann, 2016).

2.3.3. Mixed-method analysis
After independent analyses of the quantitative and qualitative data,

the results were paired side by side for comparison and identification of
areas of convergence and divergence, which were iteratively discussed
in order to validate the results (Creswell, 2015, Fig. 1).

3. Results

3.1. Quantitative analysis

Characteristics of the sample are shown in Table 1. A total of 48/
124 (38%) participants reported feeling socially isolated and 40/124
(32%) were lonely. While social isolation was not differential by age
and gender, just 16% of African American adults reported social iso-
lation compared to half of White adults (Table 2). Having a current
head of household who worked in a non-professional or non-managerial
occupation was strongly associated with reporting social isolation
(Table 2). Living alone was strongly associated with reporting social
isolation, where over half of those who lived alone reported feeling
socially isolated, compared to one-fifth of those who did not live alone.
Residential location was associated with reporting isolation in a linear
fashion, whereby the odds of reporting social isolation increased with
each additional move “outwards” from the city center (Table 2).

Older age was associated with reduced odds of reporting loneliness
(Table 3). One-quarter of women compared to just over one-third of
men reported being lonely. Similar to the finding for social isolation,
16% of African American adults reported feeling lonely, compared to
35% of White adults. Two-fifths of older adults whose head of house-
hold worked in non-professional or non-managerial occupations re-
ported feeling lonely, compared to one-fifth of those whose household
head did work in a professional or managerial occupation (Table 3).
Living alone was strongly associated with reporting loneliness
(Table 3). Residential location was associated with reporting loneliness
in a linear fashion, with the odds of reporting loneliness increasing with
each additional move “outwards” from the city center (Table 3).

Fig. 1. Parallel convergent mixed-methods model.
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3.2. Qualitative analysis

Researchers identified six overarching and interrelated categories
from participant responses regarding why they did or did not feel lonely
or socially isolated: (1) physical and mental health, (2) personal pre-
ference, (3) sense of aloneness, (4) safe spaces, (5) sense of community,
and (6) services and amenities. Participants’ perspectives blended per-
sonal and neighborhood contextual factors within these categories
(Table 4). When possible, distinctions between the categories of social
isolation and loneliness are made, but the qualitative results reflect the
confluence and imprecision of participant perspectives on both con-
cepts.

3.2.1. Physical and mental health
Poor physical health limited socialization opportunities for partici-

pants such as Rebecca (77y, Downtown Minneapolis). She felt lonely
and “cooped up” at home following a health decline and surgeries:

Before [the surgeries] I volunteered and was very active and social,
but now… I had to quit a lot of them because I had a knee re-
placement and a hip replacement... I'm a little afraid to be on the ice,
but yet I'm bored to tears staying home.

Rebecca lamented her loss of contacts and opportunities for daily
social interaction. She was afraid to venture out on icy sidewalks, which
led to increased isolation during winter months. Inclement weather was
frequently mentioned by suburban-dwelling participants as exacer-
bating the challenges of limited mobility. Restricted driving also con-
tributed to both isolation and loneliness in suburban areas with sparse
services and amenities. Monica (61y, Eden Prairie) limited her driving
given poor eyesight and slower reflexes. She was fearful driving in
winter conditions. Without a nearby walkable center, Monica felt

Table 1
Characteristics of the sample, Minneapolis, 2015, n=124.

Characteristic N (%)

Age
Mean (SD) 71.3 (7.8)
Range 55–92

Gender
Male 39 (31%)
Female 85 (69%)

Race/ethnicity
White 71 (57%)
Black/African American 31 (25%)
Other 22 (18%)

Occupation
Professional/managerial 51 (41%)
Other 73 (59%)

Lives alone
No 60 (48%)
Yes 64 (52%)

Street type
Main road/high street 22 (18%)
Avenue 40 (32%)
Residential 62 (50%)

Sidewalks
No 16 (13%)
Yes 108 (87%)

Residential location
Major city center 16 (13%)
Major city district 28 (23%)
Major city suburban edge 38 (31%)
Large town center/suburban edge 42 (34%)

Residential density
Low 86 (69%)
High 38 (31%)

Table 2
Sociodemographic and environmental predictors of social isolation among
older community-dwelling adults, Minneapolis, 2015, n= 124.

Predictor Social isolation OR (90% CI)
Yes vs. No

Yes
48 (38%)

No
77 (62%)

Age (Mean [SD]; per year for OR) 72.4 (7.5) 70.7 (7.9) 0.98 (0.94, 1.04)
Gender
Male 17 (43%) 23 (57%) 1.00 (ref)
Female 31 (36%) 54 (64%) 1.28 (0.56, 2.93)

Race/ethnicity
White 34 (48%) 37 (52%) 1.00 (ref)
Black/African American 5 (16%) 27 (84%) 0.20 (0.06, 0.65)
Other 9 (41%) 13 (59%) 0.43 (0.16, 1.17)

Occupationa

Professional/managerial 14 (27%) 38 (73%) 1.00 (ref)
Other 34 (47%) 39 (53%) 2.87 (1.27, 6.51)

Lives alone
No 13 (21%) 48 (79%) 1.00 (ref)
Yes 35 (55%) 29 (45%) 6.11 (2.43, 15.4)

Street type
Main road/high street 13 (59%) 9 (41%) 1.00 (ref)
Avenue 15 (38%) 25 (63%) 0.46 (0.14, 1.53)
Residential 20 (32%) 42 (68%) 0.40 (0.10, 1.61)

Sidewalks
No 8 (50%) 8 (50%) 1.00 (ref)
Yes 40 (37%) 69 (63%) 0.44 (0.12, 1.56)

Residential location
Major city center 8 (50%) 8 (50%) 1.00 (ref)
Major city district 10 (36%) 18 (64%) 1.34 (0.37, 4.88)
Major city suburban edge 9 (23%) 30 (77%) 5.25 (0.59, 46.5)
Large town center/suburban edge 21 (50%) 21 (50%) 9.28 (1.17, 73.4)
Per move ‘outward’ (trend) – – 1.97 (1.03, 3.75)

Residential density
Low 31 (36%) 55 (64%) 1.00 (ref)
High 17 (45%) 21 (55%) 2.89 (0.70, 12.0)

a Either own occupation of head of household's occupation.

Table 3
Sociodemographic and environmental predictors of loneliness among older
community-dwelling adults, Minneapolis, 2015, n=124.

Predictor Loneliness OR (90% CI)
(Yes vs. No)

Yes
40 (32%)

No
85 (68%)

Age (Mean [SD]; per year for OR) 71.2 (8.1) 71.4 (7.7) 0.93 (0.89, 0.98)
Gender
Male 10 (25%) 30 (75%) 1.00 (ref)
Female 20 (35%) 55 (65%) 0.38 (0.16, 0.95)

Race/ethnicity
White 25 (35%) 46 (65%) 1.00 (ref)
Black 5 (16%) 27 (84%) 0.17 (0.05, 0.57)
Other 10 (45%) 12 (55%) 0.95 (0.34, 2.65)

Occupationa

Professional/managerial 10 (19%) 42 (81%) 1.00 (ref)
Other 30 (41%) 43 (59%) 3.17 (1.33, 7.51)

Lives alone
No 10 (16%) 51 (84%) 1.00 (ref)
Yes 30 (47%) 34 (53%) 3.59 (1.45, 8.91)

Street type
Main road/high street 12 (55%) 10 (45%) 1.00 (ref)
Avenue 15 (38%) 25 (63%) 0.32 (0.09, 1.14)
Residential 13 (21%) 49 (79%) 0.16 (0.04, 0.74)

Sidewalks
No 4 (25%) 12 (75%) 1.00 (ref)
Yes 36 (33%) 73 (67%) 1.01 (0.26, 3.96)

Residential location
Major city center 7 (44%) 9 (56%) 1.00 (ref)
Major city district 10 (36%) 18 (64%) 1.94 (0.53, 7.05)
Major city suburban edge 7 (18%) 32 (82%) 2.03 (0.27, 15.0)
Large town center/suburban edge 16 (38%) 26 (62%) 4.09 (0.59, 28.4)
Per move ‘outward’ (trend) – – 1.67 (0.90, 3.11)

Residential density
Low 25 (29%) 61 (71%) 1.00 (ref)
High 15 (39%) 23 (61%) 1.45 (0.35, 5.90)

a Either own occupation of head of household's occupation.
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seasonally isolated and homebound in the winter. Samantha (62y,
North Minneapolis) similarly expressed frustration and loneliness at
being homebound due to physical disability and lack of driving:

I do a little visiting every now and then, but other than that I'm a
homebody. Like I said, most of the time I stay in the house because I
can't walk long distances. I can't stand a long time, I definitely can't
squat, or bend either forward or backward. It just keeps me at home
a lot.

Several participants stated that poor physical health actually pro-
moted social contact and reduced isolation. Trips to medical profes-
sionals, physical therapy, pool rehabilitation, and other health-related
activities generated regular contact with staff and fellow patients.
Roberta (70y, Downtown Minneapolis) noted the positive impact of
healthcare experiences following a fall because it temporarily provided
companionship:

After my concussion was kind of like a big party, because I went to
the emergency room and the nurses were great, then I had home
health care. The socialization I had was like having a party every
day… We laughed the whole time. It was just probably the greatest
eight weeks of my life.

The attention, care, and socialization provided by home healthcare
aides were a welcome reprieve for Roberta. Other participants, espe-
cially women, noted how health struggles helped them bond further
with family and friends. Ingrid's (66y, North Minneapolis) family and
coworkers, for example, supported her during dialysis and a kidney
transplant by providing daily rides and food. She was rarely alone
during that time and felt loved through the flood of support.

Mental health conditions, including depression, were reported to
impact experiences of social isolation and loneliness. Betty (78y, North
Minneapolis), for example, noted: “With friends, [I am] extremely sa-
tisfied. I know I have good friends. I know that a lot of my sense of
loneliness and isolation is mine. I get lonely. That sounds funny because
I've got all these people around.” Betty elaborated on lifelong struggles
with loneliness despite a large network of acquaintances. Stephanie
(72y, Downtown Minneapolis) stated that depression caused her to self-
isolate: “I gave up on [my friends] now. Sometimes I just like to be at
home and shut the door on the world and get quiet time.” Stephanie

feared being vulnerable and reliant on others, and explained that she
uses solitude as a coping mechanism to self-manage her mental illness.

3.2.2. Personal preference
A small group of participants mentioned their preferences for soli-

tary activity and feeling content with a small social circle. Russell (61y,
Eden Prairie), for example, worked full-time and felt too tired to make
an effort to socialize after a long workday: “When I come home, I want
a glass of wine and to go to bed. The last thing I want to do is say hello
to the neighbors. I'm fairly anti-social. I strive to be.” Russell relied
upon his wife to keep in touch with family and friends. Rhonda (85y,
Downtown Minneapolis) expressed that she felt happier alone. After
domestic abuse and divorce earlier in life, Rhonda purposefully culti-
vated a solitary lifestyle that satisfied her needs. She was alone most of
the time, but not lonely. Rhonda felt connection to others and mean-
ingful stimulation through book writing, travel, and visits to galleries
and museums.

Participants reflected on their attitudes and personal agency as
factors influencing social isolation and loneliness. Ellen (73y,
Downtown Minneapolis), for example, downsized to Minneapolis from
another state to be close to her only child and grandchildren. Ellen did
not know many people locally, and recognized that this was primarily
due to her own preference. After retiring she “swore off meetings”, and
as a result of her self-imposed restriction was not part of the local
community. Ellen chose to focus instead on maintaining contact with
her longtime girlfriends through regular telephone calls, yearly trips
and social visits, and a trans-state book club. In comparison, Elizabeth
(63y, Downtown Minneapolis) moved into the same area around the
same time as Ellen and found “instant community”. She began hosting
building happy hours, and formed two book clubs and a social com-
mittee. Outgoing participants like Elizabeth developed new social net-
works through shared local activity.

3.2.3. Sense of aloneness
Numerous participants commented that living alone was the reason

why they could spend days at a time without talking to or seeing
anyone else. Participants who reported social isolation such as Layla
(82y, North Minneapolis) consequently feared dying alone: “It dawned
on me one day that I could be laying here on the floor for a week, and

Table 4
Qualitative thematic analysis framework.

Categories Categorical description and illustrative examples

Physical and mental health Responses indicating that physical and mental health impacts reported isolation and/or loneliness

• Physical health limited opportunities to socialize (e.g., limited mobility by foot or car)

• Physical health boosted opportunities to socialize (e.g., trips to medical services, healthcare visits)

• Mental health impacted opportunities or willingness to socialize (e.g., reported self-isolation during bouts of depression)
Personal preference Responses indicating that personal preferences impact reported isolation and/or loneliness

• Preference for solitary activities

• Preference for and contentment with a small social circle

• Anti-social attitudes and behavioral tendencies
Sense of aloneness Responses indicating that aloneness impacts reported isolation and/or loneliness

• Impact of living situation (e.g., lack of daily contact due to living alone)

• Fears of dying alone

• Deaths of family and friends

• Challenges of making new friends
Safe spaces Responses indicating that stability, safety and comfort impact reported isolation and/or loneliness

• Self-isolation due to lack of residential safety

• Transitory and insecure homeless lifestyle patterns
Sense of community Responses indicating that sense of community impacts reported isolation and/or loneliness

• Racial inclusiveness

• Multigenerational spaces

• Shared public spaces

• Housing characteristics (e.g., hallways, lobbies, and elevators in high-rise buildings)
Services and amenities Responses indicating that community services and amenities impact reported isolation and/or loneliness

• Recreational sites (e.g., parks, senior centers, faith organizations, libraries, coffee shops)

• Services (e.g., grocery stores)

• Reported scarcity of sites to gather
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nobody would even notice. That scared me a lot, you know?” Richard
(77y, Downtown Minneapolis) similarly expressed that living alone
contributed to his social isolation and vulnerability: “What would
happen if I were to be incapacitated and needed help?” Richard ac-
knowledged that the social worker in his subsidized building could help
in an emergency, but felt acutely aware of his isolation.

Heightened fears of being alone made the task of building friend-
ships feel like high stakes. There were fewer opportunities to build new
relationships at this stage of life than in younger years, which had
provided opportunities through school, children, and work. Many
participants now sought out social contact through nearby neighbors,
senior centers, book clubs, leisure facilities, and civic groups. Pamela
(71y, Eden Prairie) regularly “put herself out there” and equated it to
the stressful “dating world all over again”. When asked why she felt
isolated and lonely, Pamela responded:

It's very, very hard to make friends in later life… I've gone to wo-
men's groups. I've extended myself. Maybe I come on too strong? But
it doesn't seem [to be the case], because so many people have their
children and now their grandchildren. They don't need friends.

3.2.4. Safe spaces
Residential spaces that provided stability, comfort and safety were

perceived as essential factors to social well-being. Safety concerns
caused participants such as Shirley (72y, North Minneapolis) to feel
isolated. As a recent immigrant in subsidized housing, Shirley noted:
“The neighborhood's no good. Too much drinking, fighting, smoking,
using abusive language. It's not good. People drive by shooting at
things.” As a result, she stayed primarily in her room and avoided
contact with unsafe neighbors. Iris (68y, Downtown Minneapolis), a
homeless participant, discussed how she was more focused on staying
alive and securing essentials such as food and shelter than on making
friends. Daily travel around the city in search of free meals absorbed her
attention. She did not feel isolated given regular social contact at
charities and social services; but she did acknowledge loneliness given
the lack of opportunities to sustain meaningful friendships. Ian (60y,
Downtown Minneapolis) lived in a homeless shelter where he locked
himself in his small single room by dusk and did not use the communal
bathroom at night to avoid regular fights and crime just outside in the
hallways. He stayed away from other residents, and lamented the
loneliness of living on “skid row”.

3.2.5. Sense of community
Participants tightly linked commentaries on isolation and loneliness

to their local social environments. Multiracial and multigenerational
communities were valued factors to feel accepted and connected to
others. North Minneapolis participants such as Franny (58y, North
Minneapolis) stressed the importance of racial diversity and inclusive-
ness: “One of the things I like about living in North Minneapolis is it's
multicultural. They're used to my color and my skin, and they don't
treat me different [sic].” Downtown Minneapolis participants including
Allison (69y, Downtown Minneapolis) pointed to their communities'
vibrant social scenes:

[It's] multi-generational and that's really important to us… The very
fact that you can go into the drug store and into the grocery store
and the coffee houses, you have an opportunity to at least overhear
and sometimes interact with all kinds of people. Children too. It just
gives you a much better perspective about the totality of life.

Within urban public spaces and high-rise buildings, common areas
stimulated daily connection and social contact. Participants explained
how hallways and lobbies were regular places to say hello to neighbors.
Elizabeth (63y, Downtown Minneapolis) elaborated on the importance
of elevators and dogs to her social connectedness:

It's a dog building, so you meet people through their dogs. One of

the absolute pieces of wisdom is you learn the dog's name long
before you remember the people's names. You meet them in the
elevator. That's part of communal living, you're in the elevator all
the time.

Building staff, caretakers, and resident social workers further pro-
vided social support and stimulation. When asked whom she sees on a
typical day, Gertrude (63y, Downtown Minneapolis) replied: “The of-
fice staff. They are saving my life, and I tell them that. They are the key
to keeping myself alive here.” Gertrude praised specific front-office
workers that provide warmth, care, and social support as she battled
mental illness.

3.2.6. Services and amenities
Participants pointed to community resources (or the lack thereof) as

factors that impacted on social connection. Local parks, senior centers,
faith organizations, libraries, coffee shops, restaurants, grocery stores,
and gyms/pools were hubs of planned and spontaneous social interac-
tions. Downtown participants such as Audrey (91y, Downtown
Minneapolis) countered living alone with daily contact through nearby
services. Audrey purposefully moved to the city center after feeling
isolated in the suburbs. Daily trips to the movies, music halls, stores,
community garden, and church minimized her sense of isolation.

Participants in North Minneapolis lamented the lack of recreational
spaces and retail amenities in lower-income areas to gather. Carmen
(70y, North Minneapolis), who co-interviewed with her neighbor, ex-
plained:

Any little neighborhood, no matter how poor, has a few coffee
shops. We don't have one. It's a greeting place. It's a social occa-
sion… There are a lot of seniors that are our friends who are iso-
lated. And I think that's because we don't have the places where you
can just go sit down, have a cup of coffee, see who comes in, visit
with one another.

Carmen explained that a coffee shop would create spontaneous
opportunities for local seniors to get out of their homes and interact
with others. They felt that coffee shops would generate much-needed
social stimulation.

A well-received recent addition was a newly-opened YMCA with a
senior-specific gym and exercise classes, which helped to diminish so-
cial isolation and loneliness for attendees. Further, many North
Minneapolis participants relied upon churches and faith communities
for social support and stimulation. Safe, affordable, and social spaces to
interact with peers were valued sites to diminish isolation and lone-
liness.

3.3. Mixed-methods comparison

Direct comparisons of the quantitative and qualitative findings re-
vealed both convergence and divergence regarding personal and
neighborhood contextual factors that contributed to or undermined
social isolation and loneliness. In the quantitative models, African
American adults were less likely to report feeling isolated and lonely
than White adults. In the qualitative data, some African American
participants alluded to the positive effect of their race/ethnicity as a
reason for their embeddedness in strong multigenerational kinship
networks composed primarily of other African Americans. However, no
one stated outright that race/ethnicity directly affected social con-
nectedness.

Age was inversely associated with reporting loneliness in the
quantitative results. This result diverged from the qualitative results,
where many older participants commented on the loneliness of out-
living one's social network as family and close friends pass away. Some
felt that they no longer “fit in” given neighborhood turnover to younger
residents. Women were less likely to report feeling lonely than men in
the quantitative results, which again diverged from the qualitative
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results. When participants commented on gender, it was often women
discussing female cliques and exclusive social practices that contributed
to their loneliness.

In the quantitative regression models, having a non-professional or
non-managerial occupation for head of household was strongly asso-
ciated with reporting isolation or loneliness. However, a proportion of
the more socioeconomically advantaged participants did still report
feeling isolated and lonely. The qualitative findings showed that these
participants attributed these feelings to living in large, isolated sub-
urban homes far from family and friends. High-income participants
simultaneously recognized that their resources allowed them to afford
sociable leisure activities such as dining out, attending cultural events,
and traveling to see family and friends; which was consistent with the
quantitative findings. Low-income participants articulated dis-
advantages of living in marginalized areas with limited safe, public, and
free spaces to gather and socialize. Further, a personal history of low-
income jobs that included shift work, irregular hours, or the burden of
multiple part-time jobs could result in workers being away from home
for long periods of time, which could contribute to isolation and feel-
ings of loneliness.

Living alone was strongly associated with reporting social isolation
and loneliness in the quantitative models; this finding converged with
most of the qualitative data. Participants discussed being isolated when
spending prolonged periods of time at home alone, and feeling lonely in
the absence of others. However, some participants strongly rejected this
trend and explicitly stated feeling less isolated in their homes and
happiest alone. One participant noted that the loneliest time of her life
was when she was married. These participants stressed the importance
of solitude and feeling connected to others through alternative means,
such as reading, writing, engaging with pets, and art.

A linear trend in the quantitative results suggested that participants
were more likely to report isolation and loneliness in locations moving
outwards from the major city center to inner then outer suburbs. The
loneliness model showed that participants living on residential streets
were less likely to report feeling lonely than those living on main roads
or high streets. These mixed findings both converged with and diverged
from the qualitative results, which identified nuance and variation
within each residential location. Participants living in the city center
mentioned the benefits of building elevators, lobbies, and shared spaces
to generate frequent planned and impromptu social contact.
Participants in the inner suburb noted a lack of supportive infra-
structure, such as coffee shops and cafes to gather. Those in the outer
suburb frequently commented on long driving distances to social
amenities and isolation from neighbors, both of which could result in
social isolation and loneliness – particularly during long winter months.
However, there were notable exceptions to this trend within each re-
sidential location that were obscured by the odds ratios generated in
regression modeling. Some suburban residents thrived in supportive
social environments, and many enjoyed abundant recreational ame-
nities such as the senior center, gym, and other facilities. Those in the
inner suburb mentioned the positive effect of the newly-opened YMCA
to facilitate social interaction, in addition to the strength of faith
communities and local kinship networks.

4. Discussion

This mixed-methods case study of older adults in the Minneapolis
metropolitan area identified intersections between older people and
their neighborhood contexts, which influenced daily experiences of
social isolation and loneliness. The quantitative results suggested that
African American adults, those with a higher socioeconomic status,
those who did not live alone, and those who lived closer to the city
center were less likely to report social isolation or loneliness; and that
being older, female, and living on a residential street were associated
with a lower likelihood of reporting loneliness. When in-depth quali-
tative observations on participants’ understandings of isolation and

loneliness were added, the interpretations evolved. The qualitative
findings captured interrelated personal and contextual factors that
shaped experiences of social isolation and loneliness: physical and
mental health, personal preference, sense of aloneness, safe spaces,
sense of community, and services and amenities.

Importantly, we found that social isolation and loneliness were
overlapping, yet distinct constructs in both the quantitative and quali-
tative results. In the quantitative results, over one-third of socially
isolated participants did not report feeling lonely; this was confirmed in
the qualitative findings where some participants expressed feeling
“alone but not lonely”. At the same time, participants often conflated
isolation and loneliness in the in-depth interviews: they created
meanings of both constructs that were relevant to their own lives. With
regard to our first research question, we found that participants chal-
lenged conventional definitions of social well-being, such as rejecting
negative assumptions surrounding social isolation and highlighting
personal agency in decision-making about being alone. The roles of
personal agency, resilience, and ability to self-determine social isolation
and feelings of loneliness have been emphasized in theoretical work,
yet are often ignored in empirical studies (Hawkley and Cacioppo,
2010; Harris, 2008). Overall, participants voiced broader and less-
straightforward approaches to social isolation and loneliness than those
that are typically captured in quantitative research. Participants re-
flected a lifetime of accumulated experiences and hybrid identities as
social categories such as gender, race/ethnicity, class, and health status
intersected with older age (Valentine, 2007).

Despite powerfully suggestive causal pathways relating environ-
mental factors to individual social isolation and loneliness, relatively
few geographers to date focus explicitly on this complex issue. Our
results are consistent with previous research on older populations
highlighting the prevalence of loneliness (Wilson and Moulton, 2010)
and living alone (Stepler, 2016), regardless of gender, race/ethnicity,
social class, and geographic location (Goll et al., 2015; Fokkema et al.,
2012; Cornwell et al., 2008). Social isolation did not necessarily gen-
erate feelings of loneliness (Steptoe et al., 2013; Cornwell and Waite,
2009), although participants conflated the two concepts. Context mat-
tered: the impact of neighborhood and community characteristics was
identified in both the quantitative and qualitative findings. The results
are consistent with Carpiano's (2006) framework of neighborhood so-
cial capital, which emphasizes that social cohesion, support, and par-
ticipation within neighborhoods are affected by contextual character-
istics including median length of home ownership, ethnic composition,
median income, and income inequality. Neighborhood contexts create
opportunities that further hinge on the personal sociodemographic
characteristics of inhabitants (Carpiano, 2006). The results also con-
firmed Cloutier-Fisher and Kobayashi's (2009) layered portrait of social
vulnerability by demonstrating that individual characteristics were
embedded within broader contextual variables: for example, one par-
ticipant referred to a park as a valued site for social opportunities, while
another participant referred to the same park as a site of fear and
alienation given past negative experiences. Reflecting Gardner's (2011)
investigation of older people's public lives and Garoon et al. (2016)
investigation of trust and mistrust in neighbors and neighborhood en-
vironments, the results illustrated how neighborhoods are important
social places of aging, which could produce a diversity of social ex-
periences and perceptions between individual participants in this study.

Most of the qualitative categories identified in this study were not
directly captured or measured in the quantitative models, demon-
strating the different types of results that emerge from researcher-de-
fined quantitative models and exploratory participant-driven qualita-
tive approaches. These findings thus generate a critical rethinking of
which person and place factors we consider as relevant to social iso-
lation and loneliness in older populations. The factors identified by
participants in the in-depth interviews can now be tested in further
models and different geographic settings.
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5. Limitations and strengths

Because Minneapolis is highly supportive to older adults through
heavy investment in services and support, parks, care provision, and
active transit, our findings may or may not apply in other settings.
Older adults’ experiences may vary in other places with distinct poli-
tical, economic, sociocultural, and natural climates. Although we re-
cruited from a range of public settings to capture a diverse sample of
older adults living in three urban and suburban case study areas, this
study did not include rural areas, institutional settings, or care en-
vironments. Given these limitations, the study illuminates a limited set
of realities for some community-dwelling older adults living across the
Minneapolis metropolitan area. These results should therefore be con-
sidered as hypothesis-generating to allow fuller exploration in larger-
scale and longitudinal mixed-methods studies.

A strength of this paper is that we used the same rich dataset for
quantitative and qualitative data collection. However, we utilized a
non-random convenience sample, whereby lonely or isolated adults
may have self-selected into the study in order to gain the social activity
provided by the interview experience. If this did occur, it would not
diminish the internal validity of the statistical associations or the the-
matic results of the qualitative analysis, but it may mean that lonely
adults were over-represented in our study relative to the general po-
pulation in the Minneapolis metropolitan area. Our findings may not be
generalizable to lonely adults who had a lower inclination or ability to
reach out to participate, or to those who were unable or unwilling to
enter the public spaces where the study flyers were posted, if their
experiences and correlates of loneliness and isolation differ from those
observed in this study. Our binary measures of social isolation and
loneliness were less sensitive and comprehensive than graded scales,
such as the UCLA Loneliness Scale or the ELSA Social Isolation Index
(Steptoe et al., 2013), and did not consider possible variation in the
frequency or severity of isolation or loneliness. Although our measures
have not been validated against existing survey scales, they did have
face validity: asking a person whether he or she feels lonely or is iso-
lated is readily interpretable, and the participants in this study re-
sponded with thoughtful, in-depth reflections on their feelings of
loneliness and situations of social isolation, and the factors that they felt
caused or ameliorated both of these experiences. Although the parti-
cipant responses were overwhelmingly detailed and thoughtful, there is
a possibility that loneliness and social isolation may have been under-
reported by individuals who did not feel comfortable sharing this in-
formation.

Social isolation was assessed subjectively in this study, which may
have caused some conflation with loneliness, which is an inherently
subjective experience. However, over one-third of adults in this study
who reported social isolation indicated that they did not feel lonely.
Further, social isolation and loneliness did not share all of the same
predictors in the regression models, indicating that these measures still
represent different, yet related constructs that were meaningful out-
comes for this study sample. Finally, the sample size was small from a
quantitative perspective, and resulted in relatively low precision of the
statistical models and a necessary collapsing of categories of predictor
variables, resulting in a loss of sensitivity to detect some associations.

6. Conclusions

The results of this study produce a rich picture of how and why
older adults in specific communities report experiencing social isolation
and loneliness. The quantitative data provided breadth in presenting
group-level trends; while the qualitative data gave insight into variation
within these trends and allowed the study participants to identify
meaningful risk and protective factors for themselves. Our task as re-
searchers is to translate theory and empirical evidence into individual
and community-based strategies to enhance older adults' abilities to
achieve and sustain high qualities of lives. Neither individual-level nor

environmental interventions alone can fully support social well-being.
We need more multi-scalar research approaches applying mixed
methodologies in order to generate ‘contextually sensitive’ policies.
Broadened understandings of the complex person-place underpinnings
of social isolation and loneliness will facilitate more comprehensive
strategies to support health and well-being in later life.
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