
iScience

Article

ll
OPEN ACCESS
Social isolation and loneliness with risk of
cardiometabolic multimorbidity: A prospective
cohort study from UK Biobank
Zhilin Xiao, Jing Li,

Yi Luo, Liu Yang,

Guogang Zhang,

Xunjie Cheng,

Yongping Bai

chengcsu319@csu.edu.cn (X.C.)

baiyongping@csu.edu.cn (Y.B.)

Highlights
The prevalence of social

isolation/loneliness was

increased due to COVID-

19

Social isolation was

associated with increased

risk of CMD and CMM

Social loneliness was

associated with increased

risk of CMD and CMM

Xiao et al., iScience 27, 109109
April 19, 2024 ª 2024 The
Authors.

https://doi.org/10.1016/

j.isci.2024.109109

mailto:chengcsu319@csu.edu.cn
mailto:baiyongping@csu.edu.cn
https://doi.org/10.1016/j.isci.2024.109109
https://doi.org/10.1016/j.isci.2024.109109
http://crossmark.crossref.org/dialog/?doi=10.1016/j.isci.2024.109109&domain=pdf


OPEN ACCESS

iScience ll
Article

Social isolation and loneliness with risk
of cardiometabolic multimorbidity: A prospective
cohort study from UK Biobank

Zhilin Xiao,1,2,6 Jing Li,1,2,3,6 Yi Luo,1,2 Liu Yang,1,2 Guogang Zhang,4 Xunjie Cheng,1,2,* and Yongping Bai1,2,5,7,*
SUMMARY

The pandemic of the coronavirus disease 2019 resulted in an increased prevalence of social isolation and
loneliness. Cox proportional hazards regressionwas used to test the association between social isolation/
loneliness, multiple cardiometabolic diseases (CMDs) and cardiometabolic multimorbidity (CMM). In the
multivariable adjusted models, compared with the least isolated, the most isolated had independently
associated with CMD (HR 1.07, 95% CI 1.03 to 1.11) and CMM (HR 1.24, 95% CI 1.12 to 1.36) in stage
I, and CMM in stage II (HR 1.14, 95%CI 1.05 to 1.23). Comparedwith those with the least loneliness, those
whowith most loneliness had about 20% increased risk of CMD and 29% increased risk of CMM in stage I.
Those with the most loneliness were also significantly associated with increased CMM risk (HR 1.30, 95%
CI 1.19 to 1.42) in stage II. This study revealed the associations of social isolation/loneliness with CMD and
CMM.

INTRODUCTION

With population aging, the prevalence of multimorbidity, referring to the coexistence of two or more long-term conditions, is increasing

rapidly and has become a global public health challenge.1,2 Cardiometabolic multimorbidity (CMM), one kind of the most common multi-

morbidity, defined as the coexistence of at least two cardiometabolic diseases (CMDs), including stroke, coronary heart disease (CHD),

and diabetes mellitus (DM), has been proved to be associated with multiplicative mortality risk.3–5 For example, at the age of 60, people

with one CMD had a 2-fold increase in mortality risk and a life expectancy 6–10 years shorter than those without CMD, whereas people

with CMM had a 4- to 8-fold increase in mortality risk and a life expectancy shorter by up to 15 years.6

Social and demographic changes have led to an increased prevalence of social isolation and loneliness inmodern society.7,8 Though social

isolation is important to slow the spread of COVID-19, it has led to increased loneliness.9 24% of older adults aged 65 and above are consid-

ered as socially isolated,10 and around half of all adults in the US, the UK, and Australia are lonely.11–13 Therefore, political stakeholders have

considered them as serious public health concerns.14 Although isolated and lonely persons are at increased risk of all-cause and CVD-specific

mortality,15,16 the association between social isolation and CHD or stroke is inconclusive. Several studies suggested that social isolation

increased the risk of incidental CHD. For example, people with low social participation had about 4.6 times higher incidence rates of CHD

than those who enjoyed high social participation in a follow-up study of 6900 participants in Sweden,17 and in a cohort study of 57, 825 older

women from the US, there was a linear correlation between social isolation and incidental cardiovascular disease (CVD).18 However, other

large UK prospective studies found that social isolation had little direct effect on the risk of developing CHD or stroke, and the association

between social isolation and CHD risk appeared to be largely or wholly explained by personal characteristics of the participants after adjust-

ing for confounding factors.19 By contrast, social isolation substantially increased the risk of a first fatal CHD or stroke event, particularly

among people who live alone.20,21

With the outbreak of the COVID-19 pandemic, there has been growing interest in loneliness as a psychosocial risk factor and social isola-

tion as a behavioral risk factor both for physical andmental health. However, the existing fragmented studieswere conducted by only focusing

on certain group individuals and on one stage of disease progression. As far as we know, the associations of social isolation and loneliness

with CMM remain totally unexplored,making it challenging to compare the impact of social isolation and loneliness on different stages before

and after single CMD. Therefore, we aimed to examine whether the deficiency of social participation and loneliness increases the risk of inci-

dental CMD and CMM in a large UK prospective observational cohort, and try to explore some intervention strategies for CMDs. Here, data
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Table 1. Baseline characteristics of participants

Characteristic

Stage I (n = 343425) Stage II (n = 35209)

Free of any

Disease

Healthy

to CMD

Healthy

to CMM p value Yes No p value

Number of participants (%) 304362 (88.6) 34589 (10.1) 4474 (1.3)) 6981 (19.8) 28228 (80.2) <0.001

Age (years) (mean (SD)) 55.67 (8.03) 59.65 (7.25) 61.29 (6.69) <0.001 62.06 (6.31) 60.33 (7.05) <0.001

Female (%) 173229 (56.9) 14159 (40.9) 1633 (36.5) <0.001 2106 (30.2) 10723 (38.0) 0.074

White ethnicity (%) 292931 (96.2) 33185 (95.9) 4221 (94.3) 6560 (94.0) 26683 (94.5) <0.001

Townsend Deprivation Index (mean (SD)) �1.54 (2.93) �1.24 (3.12) �0.89 (3.27) <0.001 �0.65 (3.33) �1.02 (3.20) <0.001

Body mass index, kg/m2 26.81 (4.42) 28.64 (5.05) 29.63 (5.31) <0.001 30.70 (5.55) 29.36 (5.34) <0.001

Physical activity (%) 240124 (78.9) 26564 (76.8) 3362 (75.1) <0.001 5040 (72.2) 21306 (75.5) <0.001

Drinking R3 times/week (%) 142991 (47.0) 15414 (44.6) 1823 (40.7) <0.001 2621 (37.5) 11424 (40.5) <0.001

Ideal healthy diet, n (%) 170773 (56.1) 18229 (52.7) 2277 (50.9) <0.001 3784 (54.2) 15993 (56.7) <0.001

Current smoker, n (%) 28943 (9.5) 4768 (13.8) 736 (16.5) <0.001 990 (14.2) 3042 (10.8)

Education (%) <0.001 <0.001

Poor 69196 (22.7) 11359 (32.8) 1756 (39.2) <0.001 2927 (41.9) 9903 (35.1)

Intermediate 103543 (34.0) 10932 (31.6) 1368 (30.6) 2077 (29.8) 8701 (30.8)

High 131623 (43.2) 12298 (35.6) 1350 (30.2) 1977 (28.3) 9624 (34.1) <0.001

Antihypertensive medications (%) 40504 (13.3) 9226 (26.7) 1690 (37.8) <0.001 4714 (67.5) 15820 (56.0) <0.001

Cholesterol-lowering medications, n (%) 26801 (8.8) 6350 (18.4) 1154 (25.8) <0.001 5289 (75.8) 19679 (69.7) <0.001

High income level (%) 174596 (57.4) 15117 (43.7) 1551 (34.7) <0.001 2101 (30.1) 10985 (38.9) <0.001

Aspirin (%) 22814 (7.5) 4600 (13.3) 842 (18.8) <0.001 4190 (60.0) 15669 (55.5) <0.001

CMD, Cardiometabolic diseases; CMM, Cardiometabolic Multimorbidity.
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analysis was divided into two parts: (1) stage I: from a healthy state (i.e., without any CMD at baseline) to single CMD (any one of DM, stroke,

and CHD) and CMM; (2) stage II: from single CMD (i.e., with any one of DM, stroke, and CHD at baseline) to CMM.

RESULTS

Baseline characteristics

A total of 343,425 participants fromUK Biobank free of any CMD at baseline were included in stage I. During amedian follow-up of 12.3 years,

34,589 participants (10.1%) and 4,474 participants (1.3%), who were more likely to be women and older, obese, current smokers, and low

educated, developed single CMD (without progressing to the next disease) and CMM respectively. They also showed lower rates of physical

activity, heavy drinking, healthy eating, and high income. In addition, they were more inclined to reside in a deprived area and take chronic

diseases-related medicines such as anti-hypertensive drugs (Table 1).

A total of 35,209 participants with a diagnosis of single CMD at baseline were included in stage II. During amedian follow-up of 11.8 years,

6981 individuals (19.9%) developed CMM, who tended to be old, poorly educated, and with less alcohol intake frequency, but less likely to be

of white ethnicity, physically active, healthy eating, and high earning. Meanwhile, they possessed higher BMI and Townsend scores (Table 1).

Social isolation

Figures S2 and S3 showed that the cumulative survival curves of the transitions from healthy or one-CMD to CMM was significantly higher in

the least isolated/loneliness than in the most isolated/loneliness.

In Cox proportional hazards models, the minimally adjusted hazard ratios (model 1) for the risk of single CMD and CMM from healthy

among the most socially isolated people compared with the least isolated counterparts were 1.29 (95% CI 1.25 to 1.34) and 1.71 (1.56–

1.88), respectively. The association was attenuated by 14% and 29% after further adjustment for biological and behavioral factors (model

2), and by 8% and 18% after further adjustment for socioeconomic risk factors (model 3). In stage II, social isolation independently increased

the risk of being diagnosedwith CMMby 14% (Table 2). Subgroup analyses by sex, age, BMI, Townsend index, physical activity, and diet, most

of those isolated still possessed stronger association with single CMD and CMM, and these were more prone to influence women, those un-

der 60, and those with poor diet habits during the transition from CMD-free to single CMD (Figure 1A). Also, the unfavorable association of

most isolated with cardiometabolic outcomes was stronger in the subgroup of poor eating than that of ideal eating (Figure 1C, P for inter-

action = 0.002). In the sensitivity analysis testing for reverse-causation bias and adjusting for loneliness and depression, additionally, the as-

sociation of social isolation with single CMD and CMM was consistent with the main findings (Tables S4–S6). Meanwhile, it was important to
2 iScience 27, 109109, April 19, 2024



Table 2. Associations between the three levels of social isolation and different cardiometabolic endpoints in Stage I and Stage II

Variable

Model 1 Model 2 Model 3

HR (95% CI) p Value HR (95% CI) p Value HR (95% CI) p Value

Stage I Healthy to CMD (n = 34,589)

Least isolated 1.00 1.00 1.00

Moderately isolated 1.11 (1.09, 1.14) <0.001 1.05 (1.03, 1.08) <0.001 1.02 (0.99, 1.04) 0.147

Most isolated 1.29 (1.25, 1.34) <0.001 1.15 (1.11, 1.20) <0.001 1.07 (1.03, 1.11) <0.001

Healthy to CMM (n = 4,474)

Least isolated 1.00 1.00 1.00

Moderately isolated 1.23 (1.15, 1.31) <0.001 1.12 (1.05, 1.20) <0.001 1.05 (0.99, 1.12) 0.125

Most isolated 1.71 (1.56, 1.88) <0.001 1.42 (1.29, 1.56) <0.001 1.24 (1.12, 1.36) <0.001

Stage II CMD to CMM (n = 6,981)

Least isolated 1.00 1.00 1.00

Moderately isolated 1.17 (1.11, 1.23) <0.001 1.11 (1.05, 1.16) <0.001 1.07 (1.02, 1.13) 0.008

Most isolated 1.39 (1.29, 1.49) <0.001 1.22 (1.13, 1.32) <0.001 1.14 (1.05,1.23) <0.001

Model 1 was adjusted for age, sex and ethnicity.

Model 2 was additionally adjusted for BMI, smoking status, alcohol consumption, physical activity, and healthy diet.

Model 3 was further adjusted for Townsend deprivation index, education, income, antihypertensive drug use, lipid-lowering drug use, and aspirin use.

CMD, Cardiometabolic diseases; CMM, Cardiometabolic Multimorbidity; HR, hazard ratio; CI, confidence interval.
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note the bidirectional associations between social isolation and loneliness, and in our analysis, Spearman’s correlation coefficient indicated

no statistically significant correlation between social isolation and loneliness (r = 0.18, data are not shown). Results from multistate models

revealed that social isolation was associated significantly with the risk of CMDs developing and subsequent transitions to CMM. The HR

and 95% CI values of all transitions are shown in Figure S4.

For single CMD outcome in stage I, social isolation only independently increased the risk of incidental DM and stroke by 11% and 12%.

According to the minimally adjusted model, people who were the most isolated had a significantly higher HR (1.17, 95% CI: 1.11–1.23; 17%

higher risk) for CHD, which was attenuated completely after full adjustment (HR 1.02, 95% CI: 0.97–1.08) (Tables S7).

Loneliness

In Cox proportional hazardsmodels, theminimally adjusted (model 1) HRs for the association ofmost vs. least loneliness with incidental single

CMD and CMM in stage I were 1.44 (95% CI 1.38 to 1.51) and 1.75 (95% CI 1.55 to 1.98), respectively. The association was attenuated by 17%

and 33% in model 2, and further attenuated by 7% and 13% (20% and 29% independent higher risk, respectively) in model 3 (Table 3). In stage

II, loneliness was still independently associated with higher risk of onset CMM (HR 1.30, 95% CI 1.19–1.42, 30% higher risk) (Table 3). This as-

sociation was consistent across age, sex, BMI, and Townsend index subgroups, although it was stronger in women than in men in stage I

(Figures 2A and 2B). Notably, most loneliness increased risk for CMD more significantly in aged person over 60, but that for CMM in people

under 60 (P for interaction = 0.001). Moreover, the unfavorable association of most loneliness with CMM was stronger in people with a poor

diet habit than that in people with an ideal healthy diet (Figure 2). For CMD-specific outcome in stage I, loneliness independently increased

the risk of incident DM, stroke, and CHD by 21%, 17%, and 19%, respectively (Table S12).

In the sensitivity analyses by adjusting for social isolation, depression, and excluding new cases with CMD and CMM within 2 years, the

associations between loneliness and single CMD and CMM held even (Tables S9–S11). Results from multistate models revealed that loneli-

ness was associated with each stage of CMM developing, including the transitions from CMD-free to first occurrence of cardiometabolic dis-

eases (FCMD), and ultimately to CMM (Figure S5).

In addition, we analyzed the associations of high-risk factors (i.e., living alone, less social contact, less social activities, feeling lonely, and

less confiding to close people, that are related to the scales of social isolation and loneliness) with different cardiometabolic endpoints and

found they had different risk associations with single CMD and CMM (Table S3).

DISCUSSION

Overall, this large prospective study of UK Biobank provides strong evidence that social isolation and loneliness are associated with an

increased risk of individual CMD and CMM. In particular, loneliness acted as an independent risk factor in the transitions from healthy to

CMD, ultimately to CMM (except from stroke to CMM). Considering the different aspects that contributed to the assessment of social isola-

tion and loneliness, feeling lonely and living alone weremore strongly associated with the risk of cardiometabolic outcomes than were having

less social contact or social activities and less confiding to close people. Moreover, ideal healthy diet could attenuate the unfavorable asso-

ciation with cardiometabolic outcomes to some extent among the most isolated and the loneliest.
iScience 27, 109109, April 19, 2024 3
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Figure 1. Associations between the three levels of social isolation and risks of CMD and CMM in Stage I and Stage II were stratified by sex, age, BMI,

Townsend index, physical activity, and healthy diet

(A) Healthy to CMD; (B) Healthy to CMD; (C) CMD to CMM. The model was adjusted for age, sex, ethnicity and Townsend deprivation index, smoking status,

alcohol consumption, physical activity, body mass index, healthy diet, education, income, antihypertensive drug use, lipid-lowering drug use, and aspirin use.

CMD, cardiometabolic disease, CMM, cardiometabolic multimorbidity; HR, hazard ratio; CI, confidence interval; BMI, body mass index. Analysis of variance

was used to test the interaction, and p < 0.05 was considered statistcally significant.
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Comparison with other studies

To our knowledge, this is the first large-scale study on the impact of social isolation and loneliness on the transitions fromCMD-free to FCMD,

ultimately to CMM, and from single CMD to CMM. Only some cross-sectional and longitudinal studies have pointed to an association be-

tween multimorbidity and increased social exclusion as well as loneliness.22,23 A population-based prospective cohort study reported that

living alone was associated with a shorter leukocyte telomere length (LTL) and a higher risk of cardiovascular disease (CVD).24 However, there

is a lack of studies examining the effect of social isolation and loneliness on the incidence of multimorbidity in particular CMM. Our findings

explored the promoting role of social isolation and loneliness in the development of CMM in healthy people and in patients with DM or CHD.

Notably, loneliness seemed to have stronger effects on the transitions from CMD-free to CMM and from single CMD to CMM than social

isolation. A more likely explanation is that these two factors measure different aspects of social relations and thus also have slightly different

effect on health outcomes.25–27

Theassociationof social isolationand lonelinesswith singleCMDwas inconclusive. Somestudiesdemonstratedan independentunfavorable

associationbetween them,but others drewdiscrepant conclusions.A cohort studywith 479,054participants from theUK found that isolated and

lonely persons were at increased risk of acutemyocardial infarction and stroke, butmost of this risk was explained by conventional risk factors.28

Likewise, the associations of social isolation and loneliness with cardiovascular diseases andDMwere fully explained by baseline psychological

and behavioral factors in a cohort study of 24,687 individuals from Denmark.29 Several studies revealed that loneliness, but not social isolation,

was independently associated with CHDs onset,30,31 but a systematic review and meta-analysis revealed an unfavorable correlation between

social isolation and CHDs,32 and in a cohort study from the US, social isolation was also independently associated with modestly higher risk

of CHDs among postmenopausal women, and those with both social isolation and loneliness had greater cardiovascular disease risk than

did those with either exposure alone.20 Here, the findings of our analysis were partly consistent with the previous prospective studies that serial

adjustment indeed led to attenuation of the association of social isolationwith increased risk of CHD, but not that with stroke orDM. In contrast,

loneliness was an independent risk factor for any kind of the three CMDs. The differences in findings could be related to study design or meth-

odological issues. Besides, it was possible that some adjustment for confounding factors lead to an underestimation of the true effect. In addi-

tion, we found that healthy women were more prone to developing single CMD than men, which was consistent with previous findings.33,34
Implications

Limited interventions have demonstrated long-term effectiveness in reducing loneliness in adults with chronic conditions.35 O’Keefe et al.

found that plants and pets were potent allies in the struggle against loneliness, especially for people living alone during the COVID-19
Table 3. Associations between the three levels of loneliness and different cardiometabolic endpoints in Stage I and Stage II

Variable

Model 1 Model 2 Model 3

HR (95% CI) p Value HR (95% CI) p Value HR (95% CI) p Value

Stage I Healthy to CMD (n = 34,589)

Least loneliness 1.00 1.00 1.00

Moderately loneliness 1.20 (1.17, 1.23) <0.001 1.13 (1.10, 1.15) <0.001 1.09 (1.06, 1.12) <0.001

Most loneliness 1.44 (1.38, 1.51) <0.001 1.27 (1.21, 1.33) <0.001 1.20 (1.15, 1.26) <0.001

Healthy to CMM (n = 4,474)

Least loneliness 1.00 1.00 1.00

Moderately loneliness 1.41 (1.32, 1.51) <0.001 1.27 (1.19, 1.36) <0.001 1.20 (1.12, 1.28) <0.001

Most loneliness 1.75 (1.55, 1.98) <0.001 1.42 (1.26, 1.61) <0.001 1.29 (1.14, 1.46) <0.001

Stage II CMD to CMM (n = 6,981)

Least loneliness 1.00 1.00 1.00

Moderately loneliness 1.19 (1.13, 1.25) <0.001 1.13 (1.07, 1.19) <0.001 1.09 (1.04, 1.15) 0.001

Most loneliness 1.52 (1.40, 1.65) <0.001 1.37 (1.26, 1.49) <0.001 1.30 (1.19, 1.42) <0.001

Model 1 was adjusted for age, sex and ethnicity.

Model 2 was additionally adjusted for BMI, smoking status, alcohol consumption, physical activity, and healthy diet.

Model 3 was further adjusted for Townsend deprivation index, education, income, antihypertensive drug use, lipid-lowering drug use, and aspirin use.

CMD, Cardiometabolic diseases; CMM, Cardiometabolic Multimorbidity; HR, hazard ratio; CI, confidence interval.
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Figure 2. Associations between the three levels of loneliness and risks of CMD and CMM in Stage I and Stage II were stratified by sex, age, BMI,

Townsend index, physical activity, and healthy diet

(A) Healthy to CMD; (B) Healthy to CMD; (C) CMD to CMM. The model was adjusted for age, sex, ethnicity and Townsend deprivation index, smoking status,

alcohol consumption, physical activity, body mass index, healthy diet, education, income, antihypertensive drug use, lipid-lowering drug use, and aspirin use.

CMD, cardiometabolic disease; CMM, cardiometabolic multimorbidity; HR, hazard ratio; CI, confidence interval; BMI, body mass index.
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pandemic.36 Dogs compel their owners to higher levels of physical activity (PA), exercise, and fitness, and reduce psychosocial stress (PSS)

levels.37 People living alone with a dog have a 33% lower risk of all-causemortality and a 36% lower risk of CVDmortality compared with those

without a dog.38 Moreover, social isolation is a modifiable determinant. In the COVID-19 era, information and communication technology

(ICT) such as smart homes can help detect and predict loneliness and social isolation, and technologies such as robotic pets and some other

social robots can help alleviate loneliness to some extent.39 Our study provides further motivation to positive social interactions in order to

attenuate the adverse effects of social isolation on incident CMD and CMM.Moreover, given that poor diet played a critical role in the devel-

opment of CMDs among the isolated and lonely people, ideal dietary advice should be promoted, particularly in people who live alone and

feel lonely. Similarly, consideration should be given to randomized trials to investigate the effect of government interventions on the improve-

ment of adverse cardiometabolic outcomes for isolated and lonely people.

Strengths of the study

One of the important strengths of this study is that we assessed more than one type of social relationship (from objective and subjective,

physical and mental), which might better provide information for formulating precise preventive strategies. Besides, a multi-item assessment

of social isolation and loneliness also had the best predictive validity for cardiometabolic outcomes. Another strength is that we explored

associations of social isolation and loneliness with different stages of diseases, such as from CMD-free to FCMD to CMM, and from single

CMD to CMM. The influence of confounding was attenuated by statistical adjustment for a wide range of covariates and through a series

of sensitivity analyses. Otherwise, the large sample from UK Biobank also allowed us to perform the analyses with sufficient statistical power

and reduced risk of random error. Other strengths of this study include the prospective design, a follow-up period more than a decade and

inosculating the current COVID-19 epidemic background.

Limitations of the study

Nevertheless, this study also has limitations. First, isolated participantsmight have the feeling of loneliness, and the converse held true as well.

Though the interaction between loneliness and social isolation was not significant,29 we did not account for the synergistic effect of the co-

occurrence of social isolation and loneliness on the associations with CMD and CMM, even if this relatively small overlying would likely have

little effect on our main findings. Second, there is still a possibility of residual confounding that cannot be completely ruled out in an obser-

vational study, and causation cannot be tested. Also, absolute risks from this study might not be estimated even though the individual char-

acteristics of the cohort and statistic validity are similar to those studies conducted in the general population.40,41 Finally, information on social

isolation and loneliness was mainly self-reported and was only measured once, thus measurement errors were inevitable, particularly in the

multistate model analyses.

Conclusions

Based on a large UK prospective cohort, social isolation and loneliness were found to be significantly associated with higher risk of incident

CMM in people with or without single CMD, which disclosed the importance of acknowledging social isolation and loneliness as additional

behavioral and psychosocial risk factors for cardiometabolic diseases. In the context of the COVID-19 pandemic, identifying high-risk pop-

ulations through the levels of social isolation and loneliness and adopting social prescribing that links primary care with community resources

may help to attenuate the progression of CMM. Health policies improving the state of living alone and feeling lonely and referring individuals

at high risk of CHD to social contact might be applicable for the precise prevention and treatment of CMDs. Moreover, ideal dietary advice

might substantially reduce the incidence of CMD and CMM among the most isolated and the loneliest.
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Contribution of risk factors to excess
mortality in isolated and lonely individuals: an
analysis of data from the UK Biobank cohort
study. Lancet Public Health 2, e260–e266.
https://doi.org/10.1016/S2468-2667(17)
30075-0.

17. Sundquist, K., Lindström, M., Malmström, M.,
Johansson, S.E., and Sundquist, J. (2004).
Social participation and coronary heart
disease: a follow-up study of 6900 women
and men in Sweden. Soc. Sci. Med. 58,

https://doi.org/10.1016/j.isci.2024.109109
https://doi.org/10.1186/s12916-022-02456-4
https://doi.org/10.1186/s12916-022-02456-4
https://doi.org/10.1016/S2468-2667(17)30074-9
https://doi.org/10.1016/S2468-2667(17)30074-9
https://doi.org/10.1093/eurheartj/ehab413
https://doi.org/10.1093/eurheartj/ehab413
https://doi.org/10.1016/j.chest.2021.12.663
https://doi.org/10.1016/j.chest.2021.12.663
https://doi.org/10.1371/journal.pmed.1002571
https://doi.org/10.1371/journal.pmed.1002571
https://doi.org/10.1001/jama.2015.7008
https://doi.org/10.1001/jama.2015.7008
https://doi.org/10.1001/jamapsychiatry. 2020.0027
https://doi.org/10.1001/jamapsychiatry. 2020.0027
https://doi.org/10.3390/ijerph18168238
https://doi.org/10.3390/ijerph18168238
https://doi.org/10.1016/j.psychres.2020.113098
https://doi.org/10.1016/j.psychres.2020.113098
https://doi.org/10.1093/geronb/gby037
https://doi.org/10.1093/geronb/gby037
https://www.cigna.com/newsroom/news-releases/2018/new-cigna-study-reveals-loneliness-at-epidemic-levels-in-america
https://www.cigna.com/newsroom/news-releases/2018/new-cigna-study-reveals-loneliness-at-epidemic-levels-in-america
https://www.cigna.com/newsroom/news-releases/2018/new-cigna-study-reveals-loneliness-at-epidemic-levels-in-america
https://www.cigna.com/newsroom/news-releases/2018/new-cigna-study-reveals-loneliness-at-epidemic-levels-in-america
https://doi.org/10.1016/j.socscimed. 2018.08.002
https://doi.org/10.1016/j.socscimed. 2018.08.002
https://apo.org.au/node/202286018/11/Psychology-Week-2018-Australian-Loneliness-Report.pdf
https://apo.org.au/node/202286018/11/Psychology-Week-2018-Australian-Loneliness-Report.pdf
https://apo.org.au/node/202286018/11/Psychology-Week-2018-Australian-Loneliness-Report.pdf
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
http://refhub.elsevier.com/S2589-0042(24)00330-4/sref14
https://doi.org/10.1073/pnas.1219686110
https://doi.org/10.1073/pnas.1219686110
https://doi.org/10.1016/S2468-2667(17)30075-0
https://doi.org/10.1016/S2468-2667(17)30075-0


ll
OPEN ACCESS

iScience
Article
615–622. https://doi.org/10.1016/s0277-
9536(03)00229-6.

18. Golaszewski, N.M., LaCroix, A.Z., Godino,
J.G., Allison, M.A., Manson, J.E., King, J.J.,
Weitlauf, J.C., Bea, J.W., Garcia, L., Kroenke,
C.H., et al. (2022). Evaluation of Social
Isolation, Loneliness, and Cardiovascular
Disease Among Older Women in the US.
JAMA Netw. Open 5, e2146461. https://doi.
org/10.1001/jamanetworkopen.2021.46461.

19. Floud, S., Balkwill, A., Canoy, D., Reeves,
G.K., Green, J., Beral, V., and Cairns, B.J.;
Million Women Study Collaborators (2016).
Social participation and coronary heart
disease risk in a large prospective study of UK
women. Eur. J. Prev. Cardiol. 23, 995–1002.
https://doi.org/10.1177/2047487315607056.

20. Hakulinen, C., Pulkki-Råback, L., Virtanen, M.,
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B., Schmucker, R., Koenig, W., Brenner, H.,
and Rothenbacher, D. (2021). Prognostic
value of long-term trajectories of depression
for incident diabetes mellitus in patients with
stable coronary heart disease. Cardiovasc.
Diabetol. 20, 108. https://doi.org/10.1186/
s12933-021-01298-3.

27. Jiang, C.H., Zhu, F., and Qin, T.T. (2020).
Relationships between Chronic Diseases and
Depression among Middle-aged and Elderly
People in China: A Prospective Study from
CHARLS. Curr. Med. Sci. 40, 858–870. https://
doi.org/10.1007/s11596-020-2270-5.

28. Sudlow, C., Gallacher, J., Allen, N., Beral, V.,
Burton, P., Danesh, J., Downey, P., Elliott, P.,
Green, J., Landray, M., et al. (2015). UK
biobank: an open access resource for
identifying the causes of a wide range of
complex diseases of middle and old age.
PLoS Med. 12, e1001779. https://doi.org/10.
1371/journal.pmed.1001779.

29. Christiansen, J., Lund, R., Qualter, P.,
Andersen, C.M., Pedersen, S.S., and
Lasgaard, M. (2021). Loneliness, Social
Isolation, and Chronic Disease Outcomes.
Ann. Behav. Med. 55, 203–215. https://doi.
org/10.1093/abm/kaaa044.

30. Valtorta, N.K., Kanaan, M., Gilbody, S., and
Hanratty, B. (2018). Loneliness, social
isolation and risk of cardiovascular disease in
the English Longitudinal Study of Ageing.
Eur. J. Prev. Cardiol. 25, 1387–1396. https://
doi.org/10.1177/2047487318792696.

31. Bu, F., Zaninotto, P., and Fancourt, D. (2020).
Longitudinal associations between
loneliness, social isolation and cardiovascular
events. Heart 106, 1394–1399. https://doi.
org/10.1136/heartjnl-2020-316614.

32. Valtorta, N.K., Kanaan, M., Gilbody, S., Ronzi,
S., and Hanratty, B. (2016). Loneliness and
social isolation as risk factors for coronary
heart disease and stroke: systematic review
and meta-analysis of longitudinal
observational studies. Heart 102, 1009–1016.
https://doi.org/10.1136/heartjnl-2015-
308790.

33. Christiansen, J., Larsen, F.B., and Lasgaard,
M. (2016). Do stress, health behavior, and
sleep mediate the association between
loneliness and adverse health conditions
among older people? Soc. Sci. Med. 152,
80–86. https://doi.org/10.1016/j.socscimed.
2016.01.020.

34. Gandhi, S., Goodman, S.G., Greenlaw, N.,
Ford, I., McSkimming, P., Ferrari, R., Jang, Y.,
Alcocer-Gamba, M.A., Fox, K., Tardif, J.C.,
et al. (2019). Living alone and cardiovascular
disease outcomes. Heart 105, 1087–1095.
https://doi.org/10.1136/heartjnl-2018-
313844.

35. Czaja, S.J., Boot, W.R., Charness, N., Rogers,
W.A., and Sharit, J. (2018). Improving Social
Support for Older Adults Through
Technology: Findings From the PRISM
Randomized Controlled Trial. Gerontol. 58,
467–477. https://doi.org/10.1093/geront/
gnw249.

36. O’Keefe, J.H., O’Keefe, E.L., Baklanov, D.V.,
and Lavie, C.J. (2020). Healing the suffering of
the lonely heart. Heart 106, 1372–1373.
https://doi.org/10.1136/heartjnl-2020-
317041.

37. Maugeri, A., Medina-Inojosa, J.R., Kunzova,
S., Barchitta, M., Agodi, A., Vinciguerra, M.,
and Lopez-Jimenez, F. (2019). Dog
Ownership and Cardiovascular Health:
Results From the Kardiovize 2030 Project.
Mayo Clin. Proc. Innov. Qual. Outcomes 3,
268–275. https://doi.org/10.1016/j.
mayocpiqo.2019.07.007.

38. O’Keefe, J.H., O’Keefe, E.L., and Lavie, C.J.
(2019). The Human-Canine Bond: A Heart’s
Best Friend. Mayo Clin. Proc. Innov. Qual.
Outcomes 3, 249–250. https://doi.org/10.
1016/j.mayocpiqo.2019.07.009.

39. Latikka, R., Rubio-Hernández, R., Lohan, E.S.,
Rantala, J., Nieto Fernández, F., Laitinen, A.,
and Oksanen, A. (2021). Older Adults’
Loneliness, Social Isolation, and Physical
Information and Communication Technology
in the Era of Ambient Assisted Living: A
Systematic Literature Review. J. Med. Internet
Res. 23, e28022. https://doi.org/10.2196/
28022.

40. Collins, R. (2012). What makes UK Biobank
special? Lancet 379, 1173–1174. https://doi.
org/10.1016/S0140-6736(12)60404-8.

41. Batty, G.D., Gale, C.R., Kivimäki, M., Deary, I.,
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43. Tibiriçá, L., Jester, D.J., and Jeste, D.V. (2022).
A systematic review of loneliness and social
isolation among Hispanic/Latinx older adults
in the United States. Psychiatry Res. 313,
114568. https://doi.org/10.1016/j.psychres.
2022.114568.

44. Andreu-Bernabeu, Á., Dı́az-Caneja, C.M.,
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EXPERIMENTAL MODEL AND STUDY PARTICIPANT DETAILS

Ethics approval and consent to participate

Ethics approval for the UK Biobank study was obtained from the North West Centre for Research Ethics Committee (11/NW/0382). All par-

ticipants provided written informed consent.
METHOD DETAILS

Study design and participants

The UKBiobank project is a prospective cohort study of approximately 500,000 individuals from across the United Kingdom, aged between 37

and 73 years recruited in 2006-2010.4,28 At recruitment, all participants provided electronic signed consent, completed a touch screen ques-

tionnaire that collected information on socio- demographic, lifestyle and health-related factors. Besides, questions on social contact were the

baseline for our analyses. Follow-up information was provided by linking health and medical records, and participants were tracked for

morbidity and mortality.42 The UK Biobank received the ethical approval from the North West Multi-Centre Research Ethics Committee,

and electronic consent was provided by all participants for the assessments at baseline and follow-ups.

In the present study, we excluded participants with any of the following: (1) with CMM at baseline; (2) with incomplete data on either social

isolation or loneliness, CMD and CMM; (3) with missing data for confounding variables. Finally, a total of 378,669 participants were eligible for

subsequent analyses, including 343,425 individuals with no CMD at baseline and 35,209 individuals with one CMD at baseline (Figure S1).
Assessment of variables

Social isolation and loneliness are related but conceptually different constructs: the former refers to objective lack of social interactions and

small size of social network behaviourally, while the latter refers to perceived social isolation or subjectivemental distress due to unsatisfaction

with the quality and quantity of social relationship.43,44 Social isolation and loneliness were assessed with scales45 constructed from the ques-

tionnaires in UK Biobank.46 The scale for social isolation contained three questions: (1) ‘‘Including yourself, how many people are living

together in your household?’’; (2) ‘‘How often do you visit friends or family or have them visit you?’’; and (3) ‘‘Which of the following (sports

club or gym, pub or social club, religious group, adult education class, other group activity) do you engage in once a week or more often?’’.

High-risk factors of social isolation included living alone; less social contact (friends and family visits less thanmonthly); and less social activities

(less than weekly or never). According to the answers, 1 point was given for one high-risk factor, and 0 point was given for none. Thus, indi-

viduals could score ranging from 0 to 3, and those who scored 0 were defined as least isolated, who scored 1 were defined as moderately

isolated, and who scored 2 or 3 were defined as most isolated since few individuals had scores of 3. Loneliness was assessed with two ques-

tions: ‘‘Do you often feel lonely?’’ and ‘‘How often are you able to confide in someone close to you?’’. High-risk factors of loneliness included

feeling lonely and less confiding in close people (never or almost never). For each loneliness behavior, individual received 1 point if meeting

the high-risk factor and 0 point if not. All factor scores were summed to obtain a loneliness score ranging from 0 to 2. An individual was defined

as least loneliness if he or she scored 0, moderately loneliness if he or she scored 1, and most loneliness if he or she scored 2.
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Covariates incorporated: (1) sociodemographics (i.e., age, gender and ethnicity); (2) biological (i.e., body mass index); (3) behavioural (i.e.,

smoking, alcohol consumption, healthy diet, and physical activity); (4) socioeconomic (i.e., Townsend deprivation index, educational attain-

ment and household income); (5) chronic conditions related (i.e., antithrombotic or antihypertensive or lipid-lowering drug use, and depres-

sion). Detailed descriptions of the covariates have been provided in Table S1.
Outcome ascertainment

The primary outcomes in the present study were cardiometabolic disease and cardiometabolic multimorbidity. Cardiometabolic multimor-

bidity is defined as the coexistence of two or three cardiometabolic diseases, including diabetes mellitus, coronary heart disease, and stroke.

Details descriptions of the diseases47 can be found in Table S2. The survival time for participants was from the date of enrollment to the date of

occurrence of the outcomes, or the last known follow-up (June, 2021), whichever came first. In participants who did not have a diagnosis of any

cardiometabolic disease at baseline (stage I), the data of diagnosis of the first cardiometabolic disease without progression to the next car-

diometabolic disease, was considered the time of CMD; the date of diagnosis of the second cardiometabolic diseasewas considered the time

of CMM. In participants who already had a diagnosis of one cardiometabolic disease at baseline (stage II), the date of diagnosis of the second

cardiometabolic disease was considered the time of CMM.
Statistical analysis

For baseline characteristics comparisons grouped by outcome, we performed Student’s t-tests for the analysis of continuous data (expressed

as meanG SD) and c2 test for the analysis of categorical variables (expressed as percentage). In survival analysis, Kaplan–Meier curves were

applied to show differences in survival time according to the three levels of social isolation and loneliness. Cox proportional hazards models

were used to model the association between social isolation/loneliness and the incidence of CMD and CMM by calculating the hazard ratios

(HR) and corresponding 95% confidence intervals (95%CIs). Threemodels were fitted: model 1 was adjusted for age, sex and ethnicity; model

2 was adjusted for model 1 plus BMI, frequency of alcohol intake, smoking status, physical activity, ideal healthy diet; model 3 (fully adjusted)

was adjusted for model 2 plus medications for lipid lowering, Aspirin, medications for antihypertension, education, income and Townsend

deprivation index. The least isolated/loneliness group was the reference category.

To identify a group of individuals who are associated with higher risk of CMD and CMM, we performed exploratory subgroup analysis by

age, sex, and Townsend index. We further sought to explore some modifiable factors and find out the potential intervention strategies, we

conducted exploratory subgroup analysis according to BMI, physical activity, and healthy diet.

Four sensitivity analyses were conducted to enhance the reliability of our results. First, to investigate whether the associations of social

isolation and loneliness with cardiometabolic outcomes are independent from each other, we additionally adjusted for the other factor.

Second, we additionally adjusted for depression, which could represent either a potential confounder.19 Third, we excluded individuals

diagnosed with cardiometabolic diseases that occurred within 2 years after recruitment to minimize reverse causality of social isolation

and loneliness with cardiometabolic outcomes. Lastly, we further used a multi-state model (MSM) to explore the impacts of social isolation

and loneliness on each transitional stage of CMM progression ( i.e., from CMD-free to single CMD, and then to CMM).

All statistical analyses were performed using R software (version 4.1.1). A two-sided P-value < 0.05 was considered statistically significant.
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