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FOREWORD

As populations in Eastern Europe and Central Asia are ageing rapidly, there is increased attention 
on the loneliness and social isolation of older people. The COVID-19 pandemic, and the measures 
taken by governments to contain it, have disproportionately affected older people, among other 
population groups, and have exacerbated social isolation and loneliness for many.

This survey report, therefore, comes at an opportune time. It is based on a survey conducted 
during the pandemic and thus captures the effects COVID-19 has had on loneliness and social 
isolation. It is published at a time when, perhaps, there is greater receptiveness among policymak-
ers and the general public to improve the well-being and respect for the rights of older people as 
countries emerge from the pandemic and aim to build back better.

With this report, the United Nations Population Fund (UNFPA) and researchers at University Col-
lege London hope to contribute to a better understanding of the risk factors leading to loneliness 
and social exclusion. 

One - perhaps surprising - key finding of the survey is that it is not so much a lack of emotional 
support, but a lack of tangible support for day-to-day tasks and activities that is associated with 
loneliness.   

We hope this—and other findings and recommendations included in the report—will help policy-
makers, authorities, civil society and individuals provide the support and services older persons 
need to maintain their physical and mental health and well-being and remain active and engaged 
in society. 

Tackling loneliness in older people is a key element in our efforts to help create societies for all 
ages.

 
Alanna Armitage
Director 
UNFPA Regional Offi ce for Eastern Europe and Central Asia
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EXECUTIVE SUMMARY

There is a global shift towards an ageing population. Internationally, the percentage of people 
over the age of 65 is projected to increase from 9 per cent in 2019 to 25 per cent in 2050. In 

parts of Eastern Europe and Central Asia, a combination of an extended lifespan, decreasing fertil-
ity and, in some cases, outward migration has already resulted in a rapid trend towards an ageing 
population. While an ageing population is a positive reflection of medical advances and longer life, 
there are also a number of challenges associated with an increase in the number of older people, 
particularly related to health and well-being.

One critical health risk for older people is loneliness, which has been shown to affect large frac-
tions of older populations. Loneliness is a risk factor for ageing-related diseases and is detrimen-
tal for healthy ageing. Even though loneliness has as high a mortality risk as regular smoking or 
obesity, there has been relatively little effort put towards addressing loneliness in older people. 
Part of the challenge is that there are many potential risk factors that can contribute to loneliness. 
The emotional aspects of loneliness are well-established, such as not having someone to talk to or 
confide in about your problems. However, loneliness can also result from not having the necessary 
tangible support for day-to-day activities, such as preparing meals, doing household chores, going 
to the doctor or going out for a coffee. A deficit in either of these areas can result in loneliness, but 
addressing each of these factors would require different approaches. Thus, it is critical to under-
stand the key risk factors for loneliness in the targeted population in order to develop the appropri-
ate approach to reduce loneliness.

To investigate the degree of loneliness and the underlying risk factors that contribute to loneliness 
in Eastern Europe and Central Asia, University College London (UCL) and the United Nations 
Population Fund (UNFPA) conducted a survey on loneliness for older people (65-85 years) in six 
countries/territories in Eastern Europe and Central Asia: Albania, Azerbaijan, Bosnia and Herze-
govina, Georgia, Serbia, and Kosovo1.

The survey found that 79 per cent of older people were at least moderately lonely, with 18 per 
cent being extremely lonely, which was consistent across the six countries/territories. The survey 
showed that there were four primary contributors to loneliness in the population.

1	 All references to Kosovo should be understood to be in the context of the United Nations Security Council resolution 
1244 (1999).
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•	 Tangible support: having the support to carry out necessary day-to-day tasks such as prepar-
ing meals, doing household chores or going to the doctor. Lower tangible support scores were 
associated with high levels of loneliness. These results emphasize the importance of basic 
day-to-day support for older people who need it.

•	 Social network size: the total number of friends and family. Smaller social networks were as-
sociated with higher levels of loneliness. People with larger social networks were less lonely.

•	 Social support: having someone to do something enjoyable with. People with less social 
support were lonelier. Eighty six per cent of people who had low levels of loneliness answered 
that they often or always had someone to do something enjoyable with. Conversely, 28 per 
cent of people with high levels of loneliness said that they often or always had someone to do 
something enjoyable with.

•	 Social confidence: how nervous someone is when meeting new people and how much they 
worry about how they are being perceived socially. Lower levels of social confidence were as-
sociated with higher levels of loneliness, suggesting people with anxieties surrounding social 
interactions are more likely to be lonely.

Importantly, these risk factors are largely related to having someone to provide support for basic 
social and life activities. We found no association between levels of emotional support and lone-
liness. This suggests that, in this population, the provision of basic day-to-day support for older 
people would be most effective in addressing loneliness.

Several other risk factors were more mildly associated with loneliness: living alone, overall hap-
piness, having sought support for mental health, hearing difficulties, lack of affectionate support, 
closeness of relationships, and desire for additional social interactions. A number of other demo-
graphic measures were not associated with loneliness, including marital status, gender, living in 
urban or rural areas, satisfaction with financial situation, overall health status, Internet access and 
usage, or the types of social activities undertaken before or during the COVID-19 pandemic.

When the data were separated by country or territory, there was variability in the risk factors for 
each country or territory, even though the loneliness levels were similar across all of the countries 
and territories. This indicates the complexity of the causes of loneliness and the importance of 
surveying the population to identify the relevant risk factors so that the appropriate interventions 
can be applied for a given population.

The overall recommendations, which are detailed in the report, fall into these areas:
•	 Establish national policies that protect the rights and dignity of older people, with an empha-

sis on their health and well-being.
•	 Implement programming both locally and nationally to provide targeted tangible support for 

older people. This could include mobile medical visits at home, community volunteers to pro-
vide day-to-day support, or phone or virtual medical and social support. Community members 
will be in the best position to identify the most appropriate approaches to meet the specific 
needs of the local community. Developing targeted group activities could be one effective way 
to create and expand social networks for older people, which could provide community-based 
tangible support.

Loneliness and Social Isolation Among Older People in the Eastern Europe and Central Asia Region
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•	 Establish day centres for older persons or other similar venues for the organization of group 
activities and as a place for older people to meet and receive support.

•	 Plan activities in hearing-friendly environments and promote hearing health care for older 
people.

•	 Create programming for all ages to emphasize healthy ageing throughout the lifespan with a 
focus on preventative measures and to promote intergenerational networks and volunteerism.

•	 Create programmes to help eliminate prejudices and stereotypes about the roles and con-
tributions of older people in society and to promote non-discriminatory language related to 
ageing in society.

Loneliness and Social Isolation Among Older People in the Eastern Europe and Central Asia Region
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REPORT

Due to a combination of increased longevity, low birth rates and migration of young people, 
countries and territories in Eastern Europe and Central Asia have an increasingly ageing pop-

ulation, which comes with a number of health and medical challenges. In addition to physical is-
sues associated with ageing, older people experience a number of mental challenges as they age. 
These include social disconnectedness, which encompasses both loneliness and social isolation. 
Both of these are prevalent in older people, with as many as three-quarters of older people report-
ing that they often feel lonely (Keck, 2020; Masi et al., 2011). Both loneliness and social isolation 
are key risk factors for ageing-related diseases and are detrimental for healthy ageing. While lone-
liness and social isolation have long been reported in older people, this effect has increased during 
social restrictions introduced during the COVID-19 pandemic (Savage et al., 2021). Thus, the 
need to address these risk factors for older people has become even more urgent. To understand 
the frequency and risk factors associated with loneliness, UCL and UNFPA conducted a survey 
on loneliness in six countries/territories in Eastern Europe and Central Asia: Albania, Azerbaijan, 
Bosnia and Herzegovina, Georgia, Serbia, and Kosovo.

Ageing situation in selected Eastern European and Central Asian 
countries/territories

All of the populations of the participating countries/territories are in an advanced stage of the de-
mographic transition: where the demographics of a population changes from high fertility and high 
mortality to low fertility and low mortality. One net effect of this transition is an ageing popula-
tion, since the number of older people rapidly increases. This transition to an older population has 
evolved to varying degrees in each of the six participating countries/territories (Table 1).
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Location Age 1990 2020 2050

Albania 65+ 5.5 14.7 26.4

Albania 80+ 0.9 2.9 9.1

Azerbaijan 65+ 4.6 6.7 17.5

Azerbaijan 80+ 1.0 1.3 3.9

Bosnia and Herzegovina 65+ 6.6 17.9 30.4

Bosnia and Herzegovina 80+ 1.2 3.8 10.0

Georgia 65+ 9.3 15.3 21.8

Georgia 80+ 1.7 3.7 6.1

Serbia 65+ 9.6 21.1 26.6

Serbia 80+ 1.8 4.7 7.3

Kosovo 65+ Not available 9.0 22.3

Kosovo 80+ Not available 1.7 5.9

Table 1: 	 Percentage of older people (65+ and 80+) of the total population in each country/territory 

over the past 30 years, with projections for 2050 (World Population Prospects, Statistical 

Office of the Republic of Serbia and Kosovo Agency of Statistics).

Albania is experiencing negative population growth, with high life expectancy (78.5 years), low 
fertility rates (1.37 children per woman) and a high migration rate (-5.24/1000 population/year). 
This has resulted in a reduction of its population by one-third in the past 30 years and a shift to-
wards an ageing population, with 14.7 per cent of the population over the age of 65.

Azerbaijan currently has a growing population, which is relatively young compared to the rest of 
the region. Currently 6.7 per cent of the population are over the age of 65, but projections suggest 
this will increase to 17.5 per cent of the population by 2050. Life expectancy (72.9 years) and 
fertility rates are high (2 children per woman), and changes in population due to migration are 
negligible (UNFPA/UNDP, 2015).

In Bosnia and Herzegovina, 17.9 per cent of the population is currently over 65 years old, with 
projections for this to significantly increase. Fertility rates are among the lowest in the world at 1.2 
children per woman and life expectancy is high at 77.2 years. The estimated net outward migra-
tion rate is also high, all contributing to the significantly ageing population.

Georgia has experienced a nearly one-third reduction of its population over the past 30 years and 
a shift towards an older population with 15.3 per cent of the population currently over 65 years 
old. Georgia has a high net negative migration rate (-2.2/1000 population/year) and a life expec-
tancy of 73.6 years; however, fertility rates are high in Georgia at 2.1 children per woman.
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Serbia has an ageing population with 21.1 per cent of the current population over 65 years old, the 
highest rate of all the countries/territories in this study. This is due to a low rate of fertility (1.48 
children per woman), extended life expectancy (74.2 years) and a negative migration balance. 
Within Serbia, there has been a demographic shift for younger people to move to urban areas, 
with Belgrade and Vojvodina being the only areas with positive migration rates in the country 
(Statistical Office of the Republic of Serbia, 2021).

Finally, Kosovo is also starting to see shifts towards an ageing population, with a decreasing fer-
tility rate (2.42 children per woman in 2011 to 1.66 children per woman in 2019), an extended life 
expectancy (72.5 years) and a negative net migration rate (-1.44/1000 population/year). While 
the population over 65 years old is currently 9 per cent, it is projected to increase to over 22 per 
cent by 2050.

Overall, these data point to a demographic shift to an ageing population across Eastern Europe 
and Central Asia that has taken place over the past 30 years and will continue to increase over 
the next decades. Thus, it is critical to start planning for the challenges associated with an ageing 
population, including ageing-related diseases, loneliness and isolation and the general well-being 
and rights of older people.

Social disconnectedness – loneliness and social isolation

One area that strongly affects older people is social disconnectedness, which includes both social 
isolation and loneliness. These two aspects are often linked, but measure two different compo-
nents of a lack of social interaction. Social isolation is an objective measure, reflecting the fre-
quency of social interactions, or how often a person sees and interacts socially with other people 
(Beller and Wagner, 2018a, b). Loneliness, on the other hand, is a subjective measure, reflecting 
whether people feel like they have enough close friends and acquaintances. Some people may feel 
like they need dozens of friends and acquaintances in order not to feel lonely, while others only 
need a small handful of friends and family to feel socially fulfilled. The subjectivity of loneliness 
makes it more complicated to measure quickly. Thus, a number of studies in the past have not 
separated loneliness and social isolation, which has been problematic for developing appropriate 
support for older people (Beller and Wagner, 2018a, b). Because loneliness and social isolation 
result in different health risks for older people and require different approaches for support, differ-
entiating these two aspects is critical for developing interventions to address social disconnected-
ness in older people.

Furthermore, within loneliness, there are two linked components. Emotional loneliness (Masi et al., 
2011) occurs when a person lacks close relationships and confidants, and generally reflects the 
quality of one’s relationships. Social loneliness (Domenech-Abella et al., 2017) occurs when a per-
son lacks an extensive social network, and reflects the quantity of one’s social relationships. While 
these two measures are often correlated for individuals, changes that occur during ageing may 
predominantly affect one area. For example, the death of a spouse or close friend could preferen-
tially increase emotional loneliness, but an illness that reduces social mobility could decrease the 
ability to attend regular social events and thereby increase social loneliness. Both components are 

Loneliness and Social Isolation Among Older People in the Eastern Europe and Central Asia Region

3



important for health, but they pose different critical risks for older people’s health and well-being. 
A lack of quality social relationships—typically associated with emotional loneliness—is linked to 
increases in cardiovascular disease (Knox and Uvnas-Moberg, 1998; Yang et al., 2016) and de-
pression (Santini et al., 2015) and is a risk factor for dementia (Livingston et al., 2017). A reduced 
social network—largely associated with social loneliness—has been shown to have a high-mor-
tality-risk in older people. The risk is as high as regular smoking or obesity, and is more strongly 
correlated with a decrease in lifespan than physical inactivity (Holt-Lunstad et al., 2010).

What are the underlying risk factors for loneliness?

Risk factors for loneliness can include a number of specific events and situations, for example, the 
death of a spouse, retirement or living alone (social isolation), are all associated with an increase 
in loneliness (Masi et al., 2011). Other effects associated with ageing, such as mobility issues 
and hearing loss, as well as more challenging financial situations that many older people face in 
retirement, can reduce the ability to participate in social activities or make those interactions more 
difficult and, therefore, more likely to be avoided (Masi et al., 2011).

Loneliness can also arise from a lack of tangible support. For example, people who do not have 
support to carry out day-to-day tasks if they are unwell, such as preparing meals or going to 
the doctor, report higher levels of loneliness (Masi et al., 2011; Sherbourne and Stewart, 1993). 
The absence of other types of support that are critical for loneliness include: a lack of emotional 
support, where people do not have anyone to talk to about their life or problems; a lack of social 
support, where people do not have anyone to join them for an enjoyable activity or to have fun; 
and a lack of affectionate support, where people do not have anyone to make them feel loved. 
Other risk factors for loneliness include not having enough opportunity for social interactions or a 
large enough social network to facilitate the support that one needs.

A lack of social confidence or feeling anxious in social situations can also be a risk factor for lone-
liness. Indeed, interventions that address social confidence—which includes introducing forms of 
basic mental health support to help address a negative mindset surrounding social interactions—
have been consistently successful in reducing loneliness (Masi et al., 2011). A lack of support 
in any of the areas discussed above can result in an increase in feelings of loneliness and social 
disconnectedness (Masi et al., 2011; Sander, 2005; Sherbourne and Stewart, 1993), but ideal 
approaches to address each risk factor would be different. Therefore, it is critical to understand the 
relevant risk factors that contribute to loneliness in a population to develop targeted interventions 
to address loneliness.

Loneliness survey

A recent survey of older people in Bosnia and Herzegovina (Keck, 2020) found that while many 
older people were attending social events in the community, more than 75 per cent of older 
people reported that they often feel lonely. This high level of reported loneliness in older people 
is consistent with reports from many countries (Caycho-Rodriguez et al., 2021; van Tilburg et al., 
2004). To better understand this risk factor during ageing, UCL and UNFPA developed a follow-up 
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survey to investigate social disconnectedness, including loneliness and social isolation, in older 
people throughout Eastern Europe and Central Asia in Albania, Azerbaijan, Bosnia and Herzegovi-
na, Georgia, Serbia, and Kosovo. This survey examined: 1) the degree to which older people report 
feeling lonely in different countries/territories, 2) the demographics (gender, age, urban/rural 
living, family situation, Internet availability, socioeconomic status, health status) of lonely people, 
including measures of social isolation, 3) the availability of tangible support needed for day-to-
day tasks, such as preparing meals, doing household work and receiving medical care, and 4) the 
social factors that contribute to feelings of loneliness, including opportunities for social interaction, 
social or affectionate support and social confidence. Identifying the prevalent risk factors in this 
group of older people will inform interventions that would have the largest potential to address 
loneliness in this specific group of older people.

Loneliness and Social Isolation Among Older People in the Eastern Europe and Central Asia Region
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SURVEY ANALYSIS

Loneliness

The survey first used an established loneliness scale to measure the degree to which older people 
are lonely in Eastern Europe and Central Asia (van Tilburg et al., 2004). In this scale, respondents 
are asked a series of six questions addressing social loneliness and five questions addressing emo-
tional loneliness. These two scores are then added to give an overall loneliness score out of 11, with 
a score of 0 being not lonely at all and a score of 11 being very severely lonely. Typically, scores es-
tablish a range of loneliness: absence of loneliness (scores 0 to 2), moderately lonely (scores 3 to 
8), severely lonely (scores 9 to 10), and very severely lonely (scores 11) (van Tilburg et al., 2004). 
Across Eastern Europe and Central Asia, the median loneliness score was 6 out of 11, with 79 per 
cent of respondents scoring above 3 (at least moderately lonely) and 18 per cent falling into the 
categories of severely lonely or very severely lonely (Figure 1). Scores were evenly split between 
emotional and social loneliness. These data are consistent with past studies globally that show 
older people report high levels of loneliness (Caycho-Rodriguez et al., 2021; Keck, 2020; Masi et 
al., 2011; Uysal-Bozkir et al., 2017; van Tilburg et al., 2004).

Identifying predictive risk factors

A model was developed to determine which risk factors from the survey were predictive of the 
loneliness score (see appendix 1). Eleven variables significantly contributed to the loneliness 
scores: network size, living alone, tangible support available, overall happiness, having sought sup-
port for mental health, hearing difficulties, positive social support available, affectionate support 
available, closeness of relationships, desire for additional interactions and social confidence. Figure 
2 shows their relative contributions to loneliness.
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Figure 1: 	 Loneliness score across the entire population. Each point on the graph indicates the percent-

age of people with that loneliness score (e.g., 15% people had a score of 6). Loneliness was 

quantified as follows: absence of loneliness (scores 0 to 2), moderately lonely (scores 3 to 8), 

severely lonely (scores 9 to 10), and very severely lonely (score 11). A majority of respondents 

(79%) were at least moderately lonely.
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Figure 2: 	 Each risk factor has a relative contribution to the loneliness score (out of 100%), Network 

size, tangible support, social confidence and positive social support have the largest contribu-

tions to high loneliness scores across the population. 

Loneliness and Social Isolation Among Older People in the Eastern Europe and Central Asia Region

8



Size of support network

Consistent with the previous literature (Beller and Wagner, 2018a, b; Masi et al., 2011), the size of 
a person’s social network (total number of close family and friends) was predictive of loneliness 
(16 per cent relative contribution; Figure 3). People who live alone also have a higher loneliness 
score than those who live with at least one other person (household size 1: loneliness score 6.65; 
household size 2+; loneliness score 5.29). This result of people living alone reporting higher levels 
of loneliness has been previously reported in the literature (Beller and Wagner, 2018a; Masi et 
al., 2011), indicating the consistency of this survey with earlier studies. These two results indicate 
that a higher loneliness score is associated with a lower number of people in a social network or 
household.

Interestingly, increasing network size beyond 7-8 people did not have much effect on loneliness 
scores on average, suggesting that developing a larger network does not reduce loneliness for 
most people. This network size is smaller than what older individuals often think is necessary for a 
healthy social network (Beller and Wagner, 2018a; Masi et al., 2011) and knowledge of the bene-
fits of a smaller network may be reassuring to older people who are more introverted or nervous 
about engaging in social activities.
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Figure 3: 	 Mean network size (total sum of close family and friends) for each loneliness scale score (0 

low loneliness, 11 high loneliness). Lower loneliness scores (0-1) were associated much larger 

total network sizes (6+ people) compared to higher loneliness scores (9-11), which were 

associated with much smaller networks (2-3 people).
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Support for daily tasks and activities

A lack of tangible support—or having support to carry out necessary day-to-day tasks—was also 
associated with increased loneliness. The tangible support score was calculated by summing a 
number of measures, including having support if one is sick to help with chores, preparing meals 
or going to the doctor. Having a higher tangible support score means that a person has the nec-
essary support if they need assistance with their day-to-day life. Higher tangible support scores 
were associated with lower levels of loneliness (16 per cent relative contribution; Figure 4). These 
results emphasize the importance of basic day-to-day life support for older people who need it.

It is important to note that in the population surveyed here, the people were living at home and 
not in assisted-living care. Research has shown that older people have improved mental and phys-
ical health outcomes when they can continue to live somewhat independently (Beller and Wagner, 
2018a). Targeted assistance can often be effective in delaying the need for full-time assisted-living 
(i.e., home-care services, full-time live-in help from a family member or medical professional). En-
suring that older people have access to assistance when needed for basic tasks such as shopping, 
meal preparation, medical care and home chores could extend the period of safe and happy inde-
pendent living and the well-being of older people. A combination of formal local services, informal 
community networks or helplines could provide assistance. This would expand health support 
that is available to people at home, through 1) home visits from mobile health and social services, 
2) an increase in virtual or phone services that have been trialled in a number of countries during 
the COVID-19 pandemic, and 3) community networks that check-in on older people living alone, 
could help improve tangible support for older people related to their social and medical care.
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Figure 4: 	 Mean level of tangible support (16, highest level of tangible support) for each loneliness scale 

score. Lower loneliness (0-2) scores were associated with high levels of tangible support, 

such that people would have help with their day-to-day activities (meals, chores and med-

ical visits) if they needed it. Conversely, high loneliness scores (9-11) were associated with 

lower levels of tangible support, suggesting that people without basic support for daily needs 

reported higher levels of loneliness. 
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Next, positive social support, which quantifies the frequency of having someone to do something 
fun or enjoyable with, was inversely associated with loneliness (10 per cent relative contribution; 
Figure 5). In other words, a lower loneliness score was associated with a higher level of positive 
social support. Specifically, 86 per cent of people who had low loneliness scores (scale: 0-2) an-
swered that they often or always had someone to do something enjoyable with. Conversely, only 
28 per cent of people with high loneliness scores (scale: 9-11) said that they often or always had 
someone to do something enjoyable with.

While positive social support in theory only requires one outside person to engage in activities, 
having a larger social network can help increase the feeling of positive social support, as a big-
ger network provides more options for people to engage in social activities (Beller and Wagner, 
2018a; Sherbourne and Stewart, 1993). Furthermore, a larger network is more resilient to life 
changes for people in the social network. For example, people who move away to live closer to 
their adult children, people who move into assisted-living facilities, death, or a medical condition 
that limits social interaction. These factors indicate that network size may be an important risk 
factor to target for loneliness interventions.
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Figure 5:	 Mean positive social support level (0 is low support, 4 is the highest support) for each 

loneliness scale score. Lower loneliness scores (0-2), where associated with higher levels 

of positive social support, meaning that people who were less lonely often or always had 

someone to do a fun social activity with. Higher loneliness scores (9-11) were associated with 

lower levels of positive social support, meaning that people who were lonelier were less likely 

to have someone to do fun social activities with. 
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To date, fewer interventions have been tested for the risk factors associated with day-to-day 
support (Masi et al., 2011; Sander, 2005), but addressing these risk factors may hold the most 
promise for addressing loneliness in this cohort. Creating programming and activities to increase 
people’s network size could potentially address three risk factors: network size, creating positive 
social support (having someone to do fun activities with) and tangible support (having someone 
to assist with daily activities if necessary). However, simply offering more activities for individuals 
does not necessarily result in them increasing their social networks. Research shows that group 
activities are most successful in addressing loneliness and expanding social networks when they 
are targeted, involve an educational component and the repeated participation of the same group 
of people (Michela et al., 1982; Sander, 2005). The development of regular activities for older 
people with a clear objective—rather than just hosting social get-togethers—would be most ef-
fective in creating social support and networks of people who can help one another when needed 
and, thus, reduce loneliness (Masi et al., 2011; Rook, 1984; Sander, 2005).

Specifically, older people could come together in groups to be trained to use technologies that 
could help connect them further. While Internet usage was not a predictive factor for loneliness 
in this study, a large fraction of older people still do not have access to the Internet or the skills to 
use it (Todorovic et al., 2019). Classes that build confidence in the safe use of technologies and 
provide access to the Internet could be effective in building social networks and developing skills 
for older people. This approach could be particularly effective in communities with high levels 
of migration, as confidence with technologies may allow for older people to better connect with 
children and grandchildren who live abroad.

Health related risk factors

Next, the mental and physical health measures that are risk factors for loneliness in the population 
were identified. Perhaps unsurprisingly, reported levels of overall happiness were inversely associ-
ated with loneliness (8 per cent relative contribution). People who were less lonely were happier 
(or vice versa). Furthermore, if a person had sought mental health support from a doctor, clinical 
psychologist or therapist, there was an increase in loneliness (4 per cent relative contribution). 
Interestingly, a large fraction of people in the population had sought mental health support (81 per 
cent of respondents) across all loneliness scores. This suggests that people are both comfortable 
seeking mental health support and admitting that they have received it in this survey.

Finally, difficulties with hearing were predictive of loneliness (6 per cent relative contribution; 
Figure 6), such that low loneliness scores are associated with low hearing difficulty scores. Eighty 
per cent of people with low loneliness scores (0-2) either never (hearing score 0) or rarely 
(hearing score 1) had issues with their hearing that affected their day-to-day life, while 57 per 
cent of people with high loneliness scores (9-11) reported having hearing issues some of the time 
(hearing score 2), often (hearing score 3) or all of the time (hearing score 4). While a number of 
issues could explain the link between hearing difficulties and loneliness, one explanation is that 
many older people will experience progressive hearing loss, where at first they can still hear well in 
a quiet environment, and thus would still pass any hearing tests administered by a doctor, but will 
struggle to hear when there is background noise, like in restaurants, cafes or large group activi-
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ties (World Health Organization, 2021b). Difficulties with hearing in these social situations can 
result in the avoidance of social interactions, and thus potentially increase loneliness. Given that a 
majority of older people will experience some degree of hearing loss, this is a critical risk factor to 
address.

While hearing aids can help improve difficulties with hearing, only up to a third of people with 
hearing loss have hearing aids and within that group, only a fraction regularly use them (World 
Health Organization, 2021b). There are a number of reasons that prevent the widespread usage 
of hearing aids, including the stigma associated with hearing loss and the use of hearing aids, the 
lack of rehabilitative services associated with the fitting and use of hearing aids and the limited 
effectiveness of hearing aids in environments with high levels of background noise (Barnett et al., 
2017; World Health Organization, 2021b).

To help address issues of hearing difficulties in older people, group activities can be planned in 
quiet environments without high levels of background noise. This will make these activities more 
inclusive for those with varying degrees of hearing loss. Furthermore, campaigns on the im-
portance of hearing health care and promoting the benefits of using hearing aids (for example, 
better interactions with grandchildren), as well as screening hearing health in older people, has 
been effective in increasing hearing aid uptake in older populations (Yueh et al., 2010). Efforts to 
encourage and educate older people about hearing health care could have positive effects on the 
connection between hearing difficulties and loneliness.

Other demographic measures were not predictive of loneliness. These include marital status, gen-
der, living in urban or rural areas, satisfaction with financial situation, overall health status, Internet 
access and usage, and, somewhat surprisingly, activities before or during the COVID-19 pandem-
ic.
 

Emotional support from friends and family

Affectionate support, or having someone to make you feel wanted and loved, was also predictive 
of loneliness in the population (7 per cent relative contribution; Figure 7). Lower loneliness scores 
were associated with higher affectionate support. Eighty six per cent of people who had low loneli-
ness scores (0-2) answered that they often or always had someone who made them feel loved 
and wanted. Conversely, 32 per cent of people with high loneliness scores (9-11) answered that 
they often or always had someone who made them feel loved and wanted. Unfortunately, there 
are no interventions to date that have been tested to address this risk factor, but it is an important 
area for future research.

Finally, the level of closeness of relationships, which was measured as the closeness score of the 
single individual that the person is closest to in their life (1-5, 1 is low and 5 is high), was mildly 
associated with loneliness in this cohort (6 per cent relative contribution). Ninety-five per cent of 
people with low loneliness scores (0-2) reported high levels of closeness (4-5), while 63 per cent 
of people with high loneliness scores (9-11) also reported high levels of closeness (4-5). These 
data indicate that a large fraction of the surveyed population have close relationships.
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Figure 6:	 Mean hearing difficulty (0, no issues with hearing to 5, issues with hearing all of the time) for 

each loneliness scale score. Low loneliness scores (0-2) were associated with low levels of 

hearing difficulty (0-1) with hearing issues occurring never (0) or rarely (1). Higher loneliness 

scores (9-11) were associated with higher levels of hearing difficulty, with respondents having 

difficulties with their hearing some of the time (2), often (3) or all of the time (4). 
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Figure 7:	 Mean affectionate support level (0 low, 4 high) for each loneliness scale score. Lower loneli-

ness scores (0-2), where associated with higher levels of affectionate support, meaning that 

people who were less lonely often or always had someone to make them feel loved or want-

ed. Higher loneliness scores (9-11) were associated with lower levels of affectionate support, 

meaning that people who were lonelier were less likely to have someone to make them feel 

loved or wanted. 
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Related to emotional support, there was no significant association between loneliness and feelings 
of belonging with close friends or family, or belonging in the community for the population. Fur-
thermore, in this cohort there was no significant effect of emotional support of having someone to 
talk to about problems or issues. This result suggests that mentoring or befriending programmes, 
which are some of the more commonly implemented programmes for older people (Findlay, 
2003), may not be as effective with the group of respondents in this study, but programmes with 
a focus on developing the tangible or practical support aspects of relationships may have more 
impact.

While tangible support, but not emotional support, was a risk factor for loneliness, it is possible 
that tangible support reflects a more immediate and urgent need for older people. If people are 
worried that they cannot get to the doctor, prepare meals or care for themselves, they may place a 
higher priority on this need than emotional needs, such as having people to talk to and confide in. 
Once these physical needs are met, loneliness may remain, but with risk factors related to emo-
tional support. Further research into the dynamics of loneliness and how risk factors may interact 
and change over time will be necessary to separate these effects.

Opportunities for interaction

Increasing opportunities for interaction is another commonly implemented intervention for older 
people who are lonely (Sander, 2005). In the survey, respondents were asked how often they 
wished to have more opportunities for interactions with other people (scale of 0-4 from none of 
the time to all of the time). This measure was predictive for loneliness (10 per cent relative con-
tribution). Higher levels of wanting increased social opportunities were generally associated with 
higher loneliness scores; however, across all loneliness scores, the median response was that peo-
ple desired additional interactions some of the time. These data indicate that most older people 
would welcome additional opportunities for interaction.

Social confidence

Finally, the survey examined social confidence in older people, asking about how nervous they are 
when meeting new people and how much they worry about how they are being perceived social-
ly. Lower scores of social confidence were associated with higher loneliness scores (13 per cent 
relative contribution; Figure 8), suggesting people with anxieties surrounding social interactions 
are more likely to have higher loneliness scores. These results are consistent with other studies 
(Masi et al., 2011; Sander, 2005). One explanation for these results is that, for many older people, 
social interactions have been facilitated through work and family activities throughout their adult 
lives. Major life changes, such as retirement, children moving away from home or moving to a new 
home (to be closer to adult children, for example), can disrupt social networks and require the 
re-establishment of social relationships for the first time in a long while.

Interventions addressing social confidence that help build social skills or provide one-to-one men-
tal health support to combat negative social mindsets have been successful, but can be time and 
cost intensive (Masi et al., 2011; Sander, 2005). An alternative approach is group mental health 
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support activities, which create a social network for participants and address social confidence 
issues. These group programmes are much cheaper to run and are more successful than one-to-
one support, as the group infrastructure supports the person beyond the duration of the training 
(Garland et al., 2016; Mahoney et al., 2019). Group mental health programmes that address social 
confidence skills may also help improve close personal relationships, which could potentially 
address the risk factor of a lack of affectionate support (Holt-Lunstad et al., 2010; Rook, 1984; 
Sander, 2005), although this has yet to be tested.

Country/Territory breakdown

While this report primarily focuses on the data across Eastern Europe and Central Asia as a whole, 
data can also be separated into measures in the individual countries/territories. First, the median 
loneliness scores were consistent across the different countries/territories (Figure 9), with no 
statistical differences between the countries/territories. Even though the median loneliness scores 
were similar, the relative contributions of risk factors for loneliness varied across countries/terri-
tories, with differences in the specific risk factors that were the largest contributors. The relative 
contribution for each risk factor for each country/territory is shown in Figure 10. Each square is 
colour-coded to represent the relative percentage contribution of that risk factor for loneliness in 
that country/territory’s population, with lighter colours representing larger contributions.
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Figure 8:	 Mean social confidence score for each score on the loneliness scale. Lower loneliness scores 

(0-2), where associated with higher levels social confidence, while higher loneliness scores 

(9-11) were associated with lower levels of social confidence.  
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Similar to the overall population, Albania had significant risk factors of social confidence (20 per 
cent relative contribution) and tangible support (36 per cent relative contribution). These results 
suggest that interventions that provide older people with day-to-day support—and help develop 
social skills—could be highly effective in addressing loneliness. Albania also had a risk factor of 
belonging with family and friends (44 per cent relative contribution). Increasing social and rela-
tionship skills that address social confidence could also increase feelings of belonging, as negative 
social mindsets may foster feelings of doubt about social belonging (Sander, 2005; Yorke, 2016).

Azerbaijan had a large number of significant risk factors, each playing a roughly equal role. First, 
tangible support (11 per cent relative contribution) and positive social support (9 per cent rel-
ative contribution) were risk factors for loneliness, suggesting that programmes that increased 
day-to-day support for older people could be effective. The population also had significant risk 
factors of wanting additional social interactions (8 per cent relative contribution) and feelings of 
belonging in the community (11 per cent relative contribution), indicating that group community 
activities could be another area to focus interventions. Health factors were also significant, includ-
ing happiness (13 per cent relative contribution) and receiving mental health support (11 per cent 
relative contribution). Social confidence (8 per cent relative contribution) and closeness of rela-
tionships (12 per cent relative contribution) were also significant factors, as was satisfaction with 
one’s financial situation (17 per cent relative contribution). Azerbaijan was the only country in the 
region that had both financial situation and belonging to the community as significant risk factors. 
Examining financial support for older people and community attitudes towards older people could 
be important in this population.
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Figure 9:	 Median loneliness score for each country/territory. Across the different countries/territories, 

there are not significant differences between loneliness scores. 

Loneliness and Social Isolation Among Older People in the Eastern Europe and Central Asia Region

17



Bosnia and Herzegovina had risk factors that were quite similar to the overall population of Eastern 
Europe and Central Asia. This includes tangible support (15 per cent relative contribution), positive 
social support (11 per cent relative contribution), network size (23 per cent relative contribution), 
household size (6 per cent relative contribution) and a desire for increased interactions (8 per 
cent relative contribution). Social confidence was also a significant risk factor (24 per cent relative 
contribution), as was happiness (7 per cent relative contribution) and hearing difficulties (6 per 
cent relative contribution). Recommendations, similar to those for Eastern Europe and Central 
Asia, would include a focus on creating purposeful group activities to build networks that provide 
day-to-day support, in environments suited to those who are hard of hearing.

Consistent with the overall population, Georgia also had significant risk factors in tangible support 
(25 per cent relative contribution), network size (27 per cent relative contribution) and desire for 
additional interactions (13 per cent relative contribution), as well as receiving mental health sup-
port (16 per cent relative contribution) and social confidence (19 per cent relative contribution). 
These risks point to the need for larger social networks that support older people’s day-to-day 
needs, and increase their social confidence. Developing programming for groups of older people to 
help social skills and address negative social mindsets could be effective at reducing loneliness.

Serbia had significant risk factors in positive social support (49 per cent relative contribution), 
network size (29 per cent relative contribution) and satisfaction with health (22 per cent relative 
contribution). Creating opportunities for older people to increase their social networks and, there-
fore, have additional people to do something enjoyable with (positive social support) could help 
address loneliness. Additionally, Serbia was the only country with overall health as a risk factor for 
loneliness. This suggests that approaches to improve health outcomes, such as innovative ways of 
delivering remote health care in the community, could be effective in this population.

Kosovo had four significant risk factors: network size (21 per cent relative contribution), positive 
social support (14 per cent relative contribution), belonging with family and friends (52 per cent 
relative contribution) and receiving mental health support (13 per cent relative contribution). A 
focus on programming that helps expand social networks may have positive effects on belong-
ing with family and friends, as well as having someone to do something fun with (positive social 
support).
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Figure 10:	 Relative contribution (percentage out of 100) for each risk factor in each country/territory. 

The colorbar is coded for the relative percentage for each factor. Orange represents higher 

percentages of the relative contribution of the risk factor, whereas darker colors represent 

lower percentage of the relative contribution. Black means a non-significant risk factor 

contribution. Each country/territory’s relative contributions are normalized within country/

territory. Different risk factors have different relative contributions for individual countries/

territories. 
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CONCLUSIONS AND 
RECOMMENDATIONS

UCL and UNFPA conducted a survey to examine loneliness and the associated risk factors in older 
people in six countries/territories in Eastern Europe and Central Asia – Albania, Azerbaijan, Bosnia 
and Herzegovina, Georgia, Serbia, and Kosovo. Consistent with previous studies (Caycho-Rodri-
guez et al., 2021; van Tilburg et al., 2004), the survey showed that many older people experience 
loneliness (79 per cent of the population, with 18 per cent experiencing extreme loneliness). A 
series of risk factors associated with loneliness were identified – with a number of them common 
to most of the countries/territories. Given that loneliness is a risk factor for a large number of age-
ing-related diseases and is detrimental for healthy ageing (Holt-Lunstad et al., 2010), it is critical 
to address this issue for the well-being of older people.

Across the population, high loneliness scores tended to be associated with: smaller social net-
works of family and friends; a lack of tangible support; difficulties with hearing; a lack of positive 
social support (or someone to do fun things with); a lack of someone to make one feel loved and 
social confidence. An individual with a high loneliness score (9-11) did not have a high risk in 
all of these areas. They tended to have a single or small number of risk factors that resulted in a 
high loneliness score and the particular combination of risk factors varied per individual. So, while 
many people were experiencing loneliness, the associated factors varied from person to person. 
Other key demographic measures were not predictive of loneliness, including marital status, 
gender, living in urban or rural areas, Internet access and usage, and activities before or during the 
COVID-19 pandemic.

To ensure that support is offered to all older people—independent of the community they live 
in—policy development at the national level is necessary to ensure their rights and well-being. 
This need for policies to protect older people was also highlighted in the World Health Organiza-
tion report on ageism (World Health Organization, 2021a) and the baseline report for the Decade 
of Healthy Ageing 2021-2030 (World Health Organization, 2020). Once national policies and 
guidelines are established, people working at the local and community level will likely be in the 
best position to identify local challenges and to develop programmes and interventions that will 
meet local needs. For example, providing optimal day-to-day support for older people may require 
a different approach in urban and rural areas, where access limitations may differ.
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Preventative approaches to healthy ageing

Given the high costs of treating age-related diseases, preventative interventions to promote 
healthy ageing could provide a cost-effective way to reduce medical and societal costs associat-
ed with an ageing population and provide increased quality of life for older people. In general, a 
healthy lifestyle (including regular exercise, a healthy diet, no smoking, moderate-to-low alcohol 
use and regular social interaction) is associated with a reduction of many age-related diseases 
(Kaeberlein et al., 2015; Rossman et al., 2018), or a delay in their onset age, including dementia, 
cancer, stroke and heart-related diseases (Partridge et al., 2018). Unfortunately, there has been 
a relatively limited focus on preventative measures for healthy ageing. UCL and UNFPA’s recent 
study (Keck, 2020) suggested that the promotion of healthy ageing in Healthy Ageing Centres in 
Bosnia and Herzegovina is associated with a lifestyle that will result in 0.8 additional disease free 
years for women and 1.9 additional disease free years for men. Such centres could be ideal loca-
tions for the implementation of group learning activities, educational sessions regarding loneliness 
and hearing health, and health screenings for older people, among other interventions.

It is also important to emphasize that the promotion of healthy ageing would ideally start long 
before people are 65 years old. Creating healthy lifestyles, both socially and physically, is essen-
tial throughout life. Thus, there should be an emphasis on policies and programming to support 
healthy lifestyles. This could include age-appropriate lessons on healthy lifestyles in schools—as 
well as cross-generational programming for adults—focused on regular exercise, healthy diets, 
positive social interactions and support. Educational group activities—that are a part of a loneli-
ness intervention and address other risk factors for ageing (such as diet or exercise)—could help 
address loneliness while promoting healthy ageing more generally.

Targeted support for loneliness

Finally, the survey showed that the risk factors for people with high loneliness scores were variable 
and they often only had high risk in one or two areas. This result points to the fact that loneliness 
is a complex issue and there are many potential underlying factors. This idea is further supported 
in the country/territory-specific data, in which dominant risk factors vary for different countries/
territories in the region, despite the countries/territories having similar loneliness scores. These 
results speak to the importance of matching the intervention with what the individuals, or the 
targeted population, need. However, historically, this has not been common practice. Conducting 
surveys of the population before developing programming and interventions to identify which risk 
factors play a prevalent role in loneliness will allow the development of interventions targeted at 
the appropriate risk factors. This is likely to increase the efficacy of these interventions.

Overall recommendations

•	 Establish national policies that protect the rights and dignity of older people, with an empha-
sis on their health and well-being.

•	 Implement programming both locally and nationally to provide targeted tangible support for 
older people. This could include mobile medical visits at home, the provision of day-to-day 
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support by community volunteers, or phone or virtual medical and social support. Community 
members will be in the best position to identify the most appropriate approaches to meet the 
specific needs of the local community.

•	 Create programming for all ages to emphasize life-long healthy ageing with a focus on pre-
ventative measures and the promotion of intergenerational cooperation and volunteerism.

•	 Establish day centres for older persons or other similar venues for the organization of group 
activities and as a place for older people to meet and receive support.

•	 Develop targeted regular group activities for older people to learn particular skills (for ex-
ample, Internet/technology skills, positive social mindset, or social skills), which could be a 
cost-effective way of simultaneously addressing a number of risk factors, including network 
size, tangible support, positive social support, affectionate support and social confidence.

•	 Plan activities in quiet, hearing-friendly environments to be inclusive of older people with 
hearing difficulties.

•	 Encourage medical screenings for hearing difficulties and education surrounding hearing 
health care.

•	 Create programmes, using best practices recommended in the report on ageism (World 
Health Organization, 2021a), to help eliminate prejudices and stereotypes about the roles and 
contributions of older people in society and to promote non-discriminatory language related 
to ageing in society.
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APPENDIX 1:  
METHODOLOGY

Survey

A questionnaire survey was developed to identify associated causes and potential interventions 
for older people who experience loneliness. The questionnaire used a combination of existing 
scales to address loneliness, which have been previously validated in the cohort (over 65 years 
old). The survey included questions about demographic information, adapted from the UK Bio-
Bank survey (UK BioBank, https://www.ukbiobank.ac.uk/), which was used in UCL and UNFPA’s 
previous study in Bosnia and Herzegovina (Keck, 2020). Demographic questions include: place of 
residency (location/urban/rural), gender, age, marital status, education level, employment sta-
tus, socioeconomic status, household size (living alone or with others), engagement with family, 
engagement with community, Internet access and computer abilities, daily habits, other forms of 
social engagement and health status. Loneliness was assessed using the 11 item De Jong Gierveld 
Loneliness Scale. Questions on structural isolation were taken from Beller and Wagner (2018a). 
Tangible, emotional, social and affectionate support were measured using the Medical Outcomes 
Social Support Survey (Sherbourne and Stewart, 1993). Belonging to the community and family/
friends was measured using the Sense of Belonging Survey (Yorke, 2016). The final questionnaire 
included 51 questions and took between 15-35 minutes per respondent. The survey was imple-
mented by partners in each country/territory – either by professional surveying companies or Na-
tional Statistical Offices. Surveys were conducted in the local language using Computer Assisted 
Personal Interview technologies and were done in person.

Sampling

The target population was people who are between 65 and 85 years old, with an equal split be-
tween genders. The sample was determined by the surveying partner to be representative of the 
country/territory population, using a multi-stage stratified approach, with stratification by region 
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and by urban or rural areas, with sampling proportional to population size. Specific regions and 
urban/rural were chosen randomly and within each sampling point, households were selected 
using a random walk. When multiple people fulfilled the selection criteria within a household, the 
person with the birthday closest to the current date was chosen. Each country/territory sampled 
approximately 1000 participants (Albania 1068; Azerbaijan 1000; Bosnia and Herzegovina 1000; 
Georgia 1000; Serbia 1010; Kosovo 1013). Participants were split between genders (female: 3048, 
male: 3043).

Data analysis

To measure loneliness, each of the items on the De Jong Gierveld Loneliness Scale were scored 
with either 1 or 0, with negative items scoring 1 point if the answers were affirmative or neutral 
and positive items scoring 1 point if the answers were negative or neutral. These values were first 
summed in the categories of emotional or social loneliness, then combined to get a final score 
between 0 and 11 (with 11 being extremely lonely) (van Tilburg et al., 2004). For the Medical Out-
comes Social Support Survey, each answer between 1-4 was summed to get a score for tangible 
support, emotional support, positive social support and affectionate support. Higher scores indi-
cate higher levels of support (Sherbourne and Stewart, 1993). Network size was calculated as the 
total network of family and friends together (Beller and Wagner, 2018a, b). Relationship closeness 
was calculated as the closeness score of the single individual that the person is closest to (Beller 
and Wagner, 2018a, b). Family and friends (people) and community belonging were calculated as 
the sum of the questions at the level of community or individuals (those someone is closest to) 
(Yorke, 2016). The social confidence was a sum of the cognitive social questions, with negative 
items being scored inversely.

To analyse the data, a linear regression model was used to identify the significant risk factors 
for loneliness. These risk factors included: household size, hearing health, overall health, finan-
cial satisfaction, mental health support, happiness, social confidence, country/territory, tangible 
support, affectionate support, positive social support, belonging to the community, belonging with 
friends and family, desired number of interactions, network size, and closest friend/family. Relative 
contributions were calculated by normalizing all significant coefficients for risk factors from the 
model and then calculating the relative percentage of each factor out of 100 per cent. Percentages 
were calculated for each country/territory individually and across the entire population of Eastern 
Europe and Central Asia.
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