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Abstract
Loneliness increases the risk of admission to long-term care facilities and is associated with various
adverse health outcomes. In previous studies the prevalence of loneliness has been even higher in
these settings than among community-dwelling older people. Despite the adverse health outcomes,
loneliness has received surprisingly little attention in long-term care facilities. The aim of this study
was to explore loneliness in long-term care facilities: its prevalence, associated factors and
prognosis (Study I), as well as temporal trends over time (Study II). The aim also included
exploration of how loneliness was experienced by older people in long-term care facilities (Study
III). Furthermore, we aimed to assess the effectiveness of a group intervention process among
lonely residents in long-term care facilities (Study IV). In addition, we aimed to investigate how
this group model, “Circle of Friends” (CoF) has been implemented over ten years in Finland, and
what is its fidelity and feasibility (Study V).
The current work involved the use of both quantitative and qualitative methods complementing
each other in order to explore loneliness. Cross-sectional interviews and assessments (Study I)
among all residents (n=2072) in Helsinki long-term care facilities explored the prevalence of
loneliness, its associated factors and prognostic significance over a 3.6-year follow-up period.
Repeated cross-sectional interviews and assessments (Study II) in 2011 and 2017 among all
residents (n=1563 and n=1367, respectively) in Helsinki long-term care facilities were used to
explore the temporal trends of loneliness. Loneliness was inquired about thus: “Do you suffer from
loneliness?” (seldom or never/sometimes/often or always). In both studies participants with severe
dementia were excluded. The associated factors explored included demographic factors, diseases,
functioning, psychological well-being (PWB) and nutrition (MNA). The qualitative studies (Studies
III and IV) involved a multi-method approach among six cognitively impaired (MMSE score 15–
23) and seven cognitively intact participants. Individual and focus-group interviews, observations
on CoF group processes, and group facilitators’ field-diaries were used as data. Study V was based
on survey data collected from participants (n=1041) and facilitators (n=319) of the CoF group
intervention in Finland in í
In Study I, 35% of the respondents suffered from loneliness at least sometimes. Loneliness was
associated with poor self-rated health, dependency in activities of daily living and mobility, higher
cognitive function and poor psychological well-being. Loneliness predicted mortality. In Study II
there was no change in the prevalence of loneliness over time in cross-sectional samples in 2011
and 2017: propensity score-adjusted loneliness was 36% at both time points. Feeling depressed was
9

the only independent variable associated with loneliness in a multivariate logistic regression model.
The prevalence of loneliness among respondents feeling depressed was 55%, and among those not
feeling depressed, 24%.
Study III gave voice to older people who suffered from loneliness and described their experiences.
Loneliness proved to be a severe and idiosyncratic experience, anchored in time and location of the
long-term care facilities. The respondents described loneliness in varied ways, richly, often using
figurative metaphors. Loneliness was dependent on time of day, day of the week, and season.
Passing lonely time was meaningless and full of waiting, stagnation and nothingness. In placedependent loneliness, respondents felt mentally homeless: none of them named their apartment as
home, but instead they used coarse descriptions, such as hospital or prison. The respondents had to
spend long periods of time in their apartments and their desire to get out, get away from their
loneliness, was not met. Respondents felt themselves invisible, and others in the facilities unknown,
distant; some even unapproachable.
A facilitated CoF group process (Study IV) with clear progressing steps, meaningful activities and
mutual interaction revealed lonely older people’s capability to groupwork, despite their frailty and
cognitive impairment. Loneliness was reflected upon and ventilated among peers in versatile ways.
The goal-oriented group acknowledged participants’ own expectations and made them visible. The
group empowered the participants to self-direction, which in the cognitively impaired happened
sooner than in the cognitively intact. Study V showed that facilitators of older people’s CoF groups
have maintained the key elements, objectives and structure of the original model over ten years.
CoF training has been essential in achieving its aims: alleviation of loneliness and participants’
continuing meetings on their own in a high proportion of participants. Of the facilitated groups,
67% continued on their own after the official group meetings. It seems that this model is beneficial
and also feasible in long-term care facilities, along with rigorous training of the professionals.
Loneliness among older people in long-term care facilities is linked to health, well-being and
mortality. It should be recognized in a work routine by asking about and documenting experiences.
Interventions and their means should address loneliness in long-term care facilities. To be heard,
feel visible, be connected, socially attached to the place, and recognized as persons should be a
priority in daily practices in long-term care facilities. Older people in these facilities have faced a
major event in their recent past, moving from a “real”, meaningful home. Many older people are
also aware of another major event in the near future, approaching death. It is obvious that the time
remaining should be made as good as possible. Knowing the harmful effects of loneliness, it is the
ethical duty of professionals to prevent and alleviate it.
10

Tiivistelmä
Yksinäisyys lisää ennenaikaiseen laitoshoitoon joutumisen riskiä ja on yhteydessä terveyteen.
Yksinäisten iäkkäiden ihmisten osuuden on todettu olevan jopa suurempi vanhainkodeissa ja
tehostetussa palveluasumisessa (jatkossa palvelutalot) kuin kotona asuvilla. Huolimatta
yksinäisyyden haitallisuudesta, palvelutaloissa asuvien iäkkäiden ihmisten yksinäisyydestä
tiedetään varsin vähän. Tämän artikkeliväitöskirjan tavoitteena on selvittää palvelutaloissa asuvien
iäkkäiden ihmisten yksinäisyyttä: yleisyyttä, yhteydessä olevia tekijöitä, ennustetta (artikkeli I) ja
prevalenssin ajallisia muutoksia (tutkimus II). Tavoitteena on tarkastella, miten yksinäisyys koetaan
ja ilmaistaan (tutkimus III) sekä millä tavoin ryhmäinterventioprosessi etenee palvelutalossa
asuvien yksinäisten iäkkäiden ryhmissä (tutkimus IV). Tavoitteena on lisäksi kuvata, miten
yksinäisyyttä lievittävä Ystäväpiiri-ryhmämalli on implementoitu Suomessa ja miten se on
juurtunut 10 vuoden aikana käytäntöön (tutkimus V).
Palvelutaloyksinäisyyden tarkastelussa hyödynnettiin määrällisiä ja laadullisia menetelmiä, jotka
täydensivät toisiaan. Vuonna 2011 Helsingin palvelutaloissa asuvat iäkkäät ihmiset (N=2072)
muodostivat tutkimus I -aineiston, jonka avulla tarkasteltiin yksinäisyyden yleisyyttä, siihen
yhteydessä olevia tekijöitä sekä yksinäisyyden yhteyttä ennenaikaiseen kuolemanriskiin 3.6 vuoden
seurannassa. Tutkimuksessa II selvitettiin yksinäisyyden ajallista muutosta vuosien 2011 (n=1563)
ja 2017 (n=1367) Helsingin palvelutaloaineistoilla. Yksinäisyyttä kartoitettiin kysymyksellä
”kärsittekö yksinäisyydestä” (harvoin tai ei koskaan/toisinaan/usein tai aina). Vaikeasti
muistisairaat poissuljettiin tutkimuksista. Yksinäisyyteen yhteydessä olevina tekijöinä tarkastelussa
olivat demografiset tekijät, sairaudet, toimintakyky, psyykkinen hyvinvointi ja ravitsemus.
Laadullisissa tutkimuksissa (IIIíIV) hyödynnettiin monimenetelmäistä aineistonkeruuta sekä
kognitiivisesti terveiltä että muistisairailta (MMSE 15 - 23) asukkailta. Yksilölliset ja
fokusryhmähaastattelut, 3 kuukauden Ystäväpiiri-ryhmäprosessi ja sen havainnointi sekä
ryhmänohjaajien kenttäpäiväkirjat muodostivat laadullisen aineiston. Tutkimus V perustuu
postikyselyyn iäkkäiltä Ystäväpiiri-ryhmäläisiltä (N=1041) sekä sähköiseen kyselyyn
ryhmänohjaajilta (N=319) vuosien 2006 ja 2016 välillä.
Asukkaista 35% kärsi yksinäisyydestä vähintään toisinaan (tutkimus I). Yksinäisyys oli yhteydessä
heikkoon itsearvioituun terveyteen, avuntarpeeseen päivittäisissä perustoiminnoissa ja
liikkumisessa, vähäisempään kognition heikkenemiseen sekä heikentyneeseen psyykkiseen
hyvinvointiin. Yksinäisyys ennusti ennenaikaisen kuoleman riskiä. Tutkimuksessa II ei havaittu
yksinäisyyden esiintyvyydessä ajallista muutosta vuosien 2011 ja 2017 välillä. ”Propensity score
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matching” -menetelmää hyödyntäen yksinäisten iäkkäiden ihmisten osuus oli 36% molemmissa
aikapisteissä. Logistisessa regressioanalyysissä masentuneisuus oli ainoa yksinäisyyteen yhteydessä
oleva tekijä. Masentuneeksi itsensä kokevista 55% kärsi yksinäisyydestä vähintään toisinaan, kun
vastaava osuus ei-masentuneiksi kokevilla oli 24%.
Tutkimus III nosti esiin palvelutalossa asuvien yksinäisten iäkkäiden kokemukset. Yksinäisyys
näyttäytyi voimakkaana, yksilöllisenä ja vaihtelevana kokemuksena, joka oli sidoksissa aikaan ja
paikkaan. Se kiinnittyi vuorokaudenaikoihin, viikonpäiviin ja vuodenaikoihin. Palvelutalon
elämänrytmi ja toimintakäytänteet heijastuivat kokemuksiin. Yksinäisten aika oli varsin
tapahtumaköyhää odottamista. Yksinäisyys kumpusi ympäristöstä, jossa koettiin henkistä
kodittomuutta. Asuntoa ei pidetty kotina, siellä jouduttiin viettämään pitkiä aikoja yksin, ulos ei
päästy niin usein kuin olisi haluttu. Vuorovaikutus toisten asukkaiden kanssa oli toivottua
vähäisempää. Osa koki itsensä näkymättömäksi.
Tavoitteellinen, ohjattu Ystäväpiiri-ryhmäprosessi (tutkimus IV) osoitti, että yksinäisillä
osallistujilla oli halu ja kyky toimia ryhmässä liikkumis- ja muistivaikeuksista huolimatta.
Yksinäisyyttä käsiteltiin ryhmässä monipuolisesti. Osallistujat kokivat ryhmäsisällöt ja vertaistuen
mielekkäiksi ja näyttivät hyötyvän ryhmästä. Ohjatun ryhmäprosessin päättymistä kohti ryhmäläiset
toimivat yhä omatoimisemmin. Muistisairaiden ryhmä siirtyi omatoimiseen ryhmäprosessin
vaiheeseen yllättäen aikaisemmin kuin kognitiivisesti terveet osallistujat. Tutkimus V osoitti, että
huolellisen koulutuksen läpikäyneet ohjaajat säilyttivät Ystäväpiiri-ryhmän keskeiset elementit,
rakenteen MDWDYRLWWHHWí\NVLQlLV\\GHQOLHYLWW\PLVHQMDRPDWRLPLVHWWDSDDPLVHWRKMDWXQU\KPlQ
jlONHHQí suhteellisen hyvin alkuperäisestä mallista kymmenen vuoden seurannassa. Vastaajista
67% jatkoi omatoimisia tapaamisia ohjatun ryhmän jälkeen. Mallin soveltuvuus on hyvä.
Yksinäisyys palvelutaloissa on keskeinen huolenaihe sosiaali- ja terveyssektorilla. Se on yhteydessä
terveyteen, hyvinvointiin ja lisää jopa ennenaikaisen kuoleman riskiä. Ammattilaisten tulisi
kartoittaa ja dokumentoida asukkaiden yksinäisyyttä. Yksinäisyyteen liittyvät interventiot ovat
olennaisia. Jotta palvelutaloasukas kokisi kiinnittyneensä mielekkääseen paikkaan, elämänsä
merkitykselliseksi, äänensä kuulluksi, itsensä nähdyksi ja persoonansa tunnustetuksi, näiden
tavoitteiden tulisi olla palvelutalojen työkäytänteissä ensisijaisia. Iäkkäät asukkaat ovat kahden
merkittävän elämäntapahtuman äärellä. Lähimenneisyydessä on merkityksellisestä kodista pois
muutto ja lähitulevaisuudessa puolestaan elämän lopullinen päätepiste, kuolema. Palvelutalojen
eettinen velvollisuus on tukea asukasta tällä lyhyellä ajanjaksolla parhaalla mahdollisella tavalla.
Tiedostaen yksinäisyyden haitalliset vaikutukset, sitä tulee ehkäistä ja lievittää.
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1 INTRODUCTION
This thesis is focused on older people’s loneliness in long-term care facilities. Loneliness has been
found to be common among older people (Savikko et al. 2005). In recent years, scholars have paid
increasing attention to loneliness among them (e.g. Theurer et al. 2015, Andrew and Meeks 2018).
There is increasing evidence of its adverse health and well-being outcomes, which are called “the
epidemic of loneliness” (Kar-Purkayastha 2010, Bound Alberti 2019, p. 2). Loneliness is associated
with cognitive decline (e.g. Cacioppo & Hawkley 2009), depression (e.g. Luanaigh & Lawlor
2008), disability, and increased mortality (e.g. Tilvis et al. 2012), and it leads to increased use of
health services (e.g. Gerst-Emerson & Jayawardhana 2015).
However, loneliness does not spread like an epidemic, although it has been described in such
medical terms (Victor et al. 2009, p. 45). It is a subjective experience í a discrepancy between the
desired or expected and actual level of social interaction (Peplau & Perlman 1982, p. 8). It
encompasses a sense of not belonging (Prieto-Flores et al. 2011b), even if surrounded by other
people, carers and activities. This study is focused especially on loneliness, not, for example, the
quantity of social relationships or social isolation. In long-term care facilities, the frequency of
social contacts, or their absence, is not necessarily associated with the residents’ experiences of
loneliness (Drageset et al. 2011, Prieto-Flores et al. 2011b).
Despite a poor health forecast in connection with loneliness among older people, loneliness in longterm care facilities has received relatively little attention (Victor 2012). For several reasons,
loneliness may be even more prevalent among the older people in long-term care facilities than in
communities (Victor 2012). Those who are lonely PD\QRWEHLVRODWHGIURPHDFKRWKHUíRQWKH
contrary, they are lonely in a crowd (Newall & Menec 2019). Mostly, residents in facilities live side
by side, but not with meaningful others (Bound Alberti 2019, p. 5). Furthermore, moving into a
nursing home or an assisted-living facility is a major life event for an older person that may even
increase loneliness, when adjusting to a new life situation is difficult (Savikko et al. 2005).
It seems that lonely residents live physically close, but mentally distant. However, there is a scarcity
of studies in which lonely residents in these facilities describe their situation and experiences of
loneliness. Although in very recent years more studies on loneliness have been published, including
in the context of long-term care facilities, there is a need to have a better understanding of it. There
are many ways to feel lonely in later life (Victor 2012). To find out about experiences in long-term
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care facilities, a voice should be given to lonely older people (Victor et al. 2009, p. 52). This may
reveal some essence of loneliness in a particular social and living environment.
To alleviate loneliness, many interventions have been conducted and explored. However, most of
these have been carried out among community-living older people. There are conflicting results
concerning the effectiveness of intervention. Those offering social activity with peers in a group
format, in which older people have been active participants, as well as interventions with
psychosocial and cognitive-training elements with a theoretical basis have shown efficacy (e.g.
Cattan et al. 2005, Dickens et al. 2011, Cohen-Mansfield & Perach 2015). One effective
intervention to improve health and well-being among lonely older people is the “Circle of Friends”
(CoF) (Pitkälä et al. 2009, Routasalo et al. 2009). Over the last two decades it has been
disseminated widely in Finland (www.vtkl.fi). However, there is no prior research on how this
intervention works in the context of long-term care facilities, which is examined for the first time in
this study.
It has been observed that loneliness has a major impact on satisfaction with care (Musich et al.
2015, Kajonius & Kazemi 2016). Therefore, it has to be understood in a profound way in order to
forecast the care needs among long-term care residents. Exploring loneliness and its associated
factors is essential for developing care practices, because loneliness harms the well-being and health
of residents (Drageset et al. 2011, Drageset et al. 2013). Therefore, the focus of the present study is
to deepen the knowledge of loneliness among the residents of long-term care facilities: nursing
homes and assisted-living facilities.
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2

LONELINESS IN LATER LIFE – REVIEW OF THE LITERATURE

2.1. Loneliness is common in later life
The prevalence of loneliness varies with age, time, place and in different societies. Loneliness is
also linked to life events, such as widowhood (Jylhä 2004, Victor et al. 2009, p. 94, Victor 2015,
Tiilikainen 2016, pp. í, Karisto & Tiilikainen 2017). Obviously, the perception of it also varies
according to research design and the way in which loneliness is conceptualised and measured
(Smith and Victor 2019). Prevalence rates of loneliness in different settings are difficult to compare,
because loneliness is also culturally specific (Jylhä 2004, Victor 2015), reflecting, for example,
culturally accepted social expectations of human relations. Interviews or surveys may reflect
generally accepted public accounts of loneliness, instead of personal experiences; private accounts
(Cornwell 1984, pp. í, cf. also Victor et al. 2009, pp. 202í203).
Measuring and empirically examining loneliness is thus a challenge in gerontological research.
Being a subjective, temporal and situational experience, loneliness may vary between people,
within the same person along their life course, and also from day to day in one’s everyday life
(Victor et al. 2009, p. 141, Tiilikainen 2016, Karisto & Tiilikainen 2017). However, in this section
an attempt is made to address relevant perspectives on measuring loneliness and its prevalence.

2.1.1. Measuring loneliness
Many scales and questionnaires have been developed to measure subjective experiences of
loneliness. These questionnaires have mainly been used in research in order to indicate when and
how lonely a person is (Routasalo & Pitkälä 2003). However, measuring and assessing loneliness is
not yet a routine in health- and social care, because it has been considered to be beyond the scope of
care practices (Perissinotto et al. 2012).
In loneliness assessments, direct and indirect questions and items have been used (Table 1). An
example of direct loneliness measurement is the screening question: “Do you suffer from loneliness
(always, often, sometimes, seldom or never)?” (Routasalo & Pitkälä 2003) and its various forms
(Tables 2 and 3). This question has been used for decades and it has proved to be easy for older
people to understand and answer (Savikko 2008, p. 62, Tilvis et al. 2012). This kind of question is
time-related and measures how often an older person feels lonely (Yang and Victor 2011).
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Maybe the most widely used loneliness measurement scales are the UCLA Loneliness Scale (Russel
et al. 1980, Russel 1982) and the de Jong Gierveld Loneliness Scale (DJGLS) (de Jong Gierveld &
Van Tilburg 2006), which are also examples of indirect assessment. The DJGLS consists of 11
items (de Jong Gierveld et al. 2018) which assess emotional and social dimensions of loneliness
(Weiss 1973). This scale can be used to measure the severity of loneliness: attachment, temporality
and a possible change of loneliness, as well as emotional aspects of loneliness, such as desperation
(Victor et al. 2005a). The UCLA Loneliness scale was originally developed in the 1970s and
revised later. It measures satisfaction or dissatisfaction with relationships (Russel et al. 1980). The
items include both positive and negative claims which may be difficult for some older people to
understand (Pitkälä et al. 2005, p. 47).
Table 1. Direct and indirect items of loneliness according to Routasalo and Pitkälä (2003) and de
Jong Gierveld & van Tilburg (2006).
Direct item including the word loneliness
“Do you suffer from loneliness?”
Often or always
Sometimes
Seldom
Never
Indirect items, avoiding the word loneliness
de Jong Gierveld loneliness scale
There is always someone I can talk to about day-to-day problems
I miss having a really close friend
I experience a general sense of emptiness
There are plenty of people I can lean on when I have problems
I miss the pleasure of the company of others
I find my circle of friends and acquaintances too limited
There are many people I can trust completely
There are enough people I feel close to
I miss having people around
I often feel rejected
I can call on my friends whenever I need them

A direct question reflects loneliness as understood by an older respondent (Jylhä & Saarenheimo
2010). A self-reported measure is also simple and acceptable for research participants (Routasalo &
Pitkälä 2003, Victor et al. 2005a). However, it does not consider causes or consequences of
loneliness (Victor et al. 2005a). When older people are asked about loneliness, it is also unclear
how they actually understand and define their loneliness (Routasalo & Pitkälä 2003; Victor et al.
2005a). Answering a direct question about loneliness may be difficult for a lonely person because of
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the stigmatizing, undesirable nature of loneliness (Victor et al. 2005a). This may lead to
underestimates of true prevalence (Luo & Waite 2014). Therefore, additional data-collection
methods are needed because people may admit their loneliness when the atmosphere is safe
(Kirkevold et al. 2013).

According to de Jong Gierveld et al. (2018), scales consisting of multiple (indirect) items have
better reliability and they may provide a more confident and easier way to capture loneliness.
However, by using scales avoiding the term loneliness, researchers may take for granted their own
definitions of it (Jylhä & Saarenheimo 2010). There is no consensus as to which scales are suitable
for various target groups of older people (Victor et al. 2005a) and no generally accepted cut-off
points for older people can be found. Svendsen (2017, pp. í) pointed out in his critical
reflection whether a subjective experience can ever be measured very precisely. Despite
researchers’ critical views on both direct and indirect items, they both have their advantages (Jylhä
& Saarenheimo 2010). Even if the nature of loneliness does not allow for more accurate
measurement, existing ones are sufficient, but users should be aware of their limitations (see
Svendsen 2017, pp. í 

2.1.2. Prevalence of loneliness among community-dwelling older people
In Finland, 18–39% of community-dwelling older people suffer from loneliness at least sometimes,
and 5–18% often or always when asked directly in surveys (Savikko et al. 2005, Moisio & Rämö
2009, Vaarama et al. 2014, Eloranta et al. 2015) (Table 2). In Western Europe the “always lonely”
prevalence is approximately 10% and that of “sometimes lonely” 20í30% (Victor 2012). Levels of
reported loneliness in the Nordic countries are lower than in southern or eastern Europe (Yang &
Victor 2011). Comparing prevalence figures is challenging, since loneliness has been asked about
differently in different studies and results are presented on different scales. Although the table
below presents only a limited proportion of prevalence studies over a specific period of time, it
shows that prevalence is high, and loneliness of older people deserves attention.
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\
F=55%.

4000,
< 40 y,
40-64 y,  65y,
F=59%

 75 y,
F=56%

2052, mean 75
y, F=51%

20  í A cross-sectional population70 y, F=51%
based Swiss Health Survey
2012

Steptoe et al. 2013,
United Kingdom

Kearns et al. 2015,
Scotland

Musich et al. 2015,
USA

Tomstad et al.
2017, Norway

Richard et al. 2017,
Switzerland

A randomly selected sample
of Medicare insureds in 4
states: North Carolina, New
York, Ohio, and Texas
A cross-sectional
design in five counties in the
southern part of Norway

A survey of adult
householders carried out in 15
deprived-area communities
across the city of Glasgow

1604,
mean age 71y,
F=59%

Perissinotto et al.
2012, USA

Random sample of older
community-dwelling U.S.
adults > 55 y., part of Health
and Retirement Study (HRS)
Longitudinal cohort study in
part of a nationally
representative sample of older
people, 6 years’ follow-up re.
functional decline and death.
English Longitudinal Study of
Ageing (ELSA), wave 2,
2004–2005

8932,
mean age
74 y, F=59%

Theeke 2009, USA

Study, year,
n, Age,
Design and setting
country
Females (F)
Prevalence of loneliness inquired about at one time-point
Savikko et al. 2005, 4113, \
A cross-sectional, random
Finland
F=69%
sample in six municipalities
representing various parts of
Finland
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A dichotomized
question, whether
the subject often
felt lonely or not.
Question: “How
often do you feel
lonely?”

Three-item UCLA
loneliness scale

Question: “How
often you have
been feeling
lonely over the
last 2 weeks?”

Revised UCLA
loneliness scale

Feeling lonely was defined as reporting
loneliness at least some of the time.
Loneliness predicted functional decline and
mortality.

Loneliness was more
common in rural areas than in cities. It was
associated with advancing age,
living alone or in an institution, widowhood,
low level of education and poor income.
Marital status, self-reported health, number of
illnesses, motor impairments,
and living alone were predictors of loneliness.

Remarks, associations

High-level loneliness was defined as a score
within the top quintile (18.5%).
Loneliness was associated with increased
mortality in 7-year follow-up.
among those of \HDUV n=951 among those of  65 y.
39% at least sometimes
Loneliness was highest among adults of
í\ living alone, long-term sick or
disabled. People in higher-quality
neighbourhoods and with more social relations
were less likely to report loneliness.
The prevalence of
Loneliness significantly decreased quality of
moderate loneliness was
life and patient satisfaction.
27%, and severe
loneliness, 28%.
11.6% stated that they
The mean age of those who reported often
often felt lonely
feeling lonely was higher (79 y) than the mean
age of those who reported not being lonely (74
y).
36% at least sometimes in
Loneliness was more prevalent in younger
the whole population
years and in individuals older than 75 y.

18% high-level loneliness

43% reported feeling
lonely

5% felt themselves often
or always lonely, and
39% suffered from
loneliness at least
sometimes
19% answered yes to the
loneliness measure.

Question: “Do
you suffer from
loneliness?”
“Have you been
feeling lonely for
much of the past
week?” (yes/no).
Revised UCLA
Loneliness Scale

Prevalence of loneliness

Loneliness
measure

Table 2. The prevalence of loneliness among community-dwelling older people in the 2000s.

Murto et al. 2017 &
Parikka et al. 2019,
Finland

Eloranta et al. 2015,
Finland

Honigh-de Vlaming
et al. 2014, The
Netherlands

2005: 4868,
F=54%
2010: 4773,
F=50%
mean 74 y
70 y olds,
In 1991 n=1032,
F=64%
In 2011 n=957,
F=59%
2013: 10,648
2014: 4409
2015: 4524
2017: 1858
2017-18: 9538
 75 y, N.A.
Two Finnish surveys: ATH
and National FinSote Survey

Two birth cohorts (1920 &
1940) from a prospective
cohort study, the Turku
Elderly Study

Two independent crosssectional surveys in 2005 and
2010

Prevalence of loneliness over time, repeated cross-sectional studies
Moisio & Rämö
í\
Two Finnish surveys: 1994
2007, Finland
1994: 7909,
ELO and 2006 HYPA
F=52%
2006: 4505,
F=51%
Vaarama et al.
2004: 391,
Two Finnish HYPA surveys:
2014, Finland
F=67%
2004 and 2013
2013: 372,
F=65%
mean age 85 y

Study, year,
n, Age,
Design and setting
country
Females
Prevalence of loneliness inquired about at one time-point
Menec et al. 2019,
í
A cross-sectional analysis of
Canada
y, F=51%
baseline data from the
Canadian Longitudinal
Study on Aging (CLSA)

Table 2. Continued…
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Question "Do you
feel lonely?"

Question: “Do
you suffer from
loneliness?”

Fairly frequently or
continuously lonely
2017-2018: 9.1%
2017: 10%
2015: 11.2%
2014: 12.1%
2013: 13 %

Suffered from loneliness at
least sometimes
1920 cohort 26%
1940 cohort 18%

Often or always lonely
(women/men):
80-84 y: 12% / 8% in
2004, 10% / 13% in 2013.
 85 y: 17% / 18% in
2004, 10% / 18% in 2013.
Moderately, severely or
very severely lonely
40% in 2005
38% in 2010

Question “Do you
feel lonely?"

de Jong Gierveld
loneliness
scale

Quite often or all the time:
1994, 8.8%; 2006, 5.7%.
Sometimes
1994, 25.4%; 2006, 17.9%

All of the time or
occasionally lonely:
í y, 10%
í y, 13%

Question: “How
often did you feel
lonely?”

Question “Do you
(ever) feel
yourself lonely”

Prevalence of loneliness

Loneliness
measure

Cohort was not a statistically significant
explanatory factor of loneliness. Living status,
self-rated health and cognition were
statistically significant explanatory factors of
loneliness.
In this table, n WKRVH 75 y.
In 2016 the proportion of thosH 75 y was not
available.

No significant differences in loneliness
prevalence over time. Loneliness was
significantly higher among persons with
activity limitations in 2010 than in 2005.

Loneliness was more prevalent among those
living alone, not married, having poor selfrated health and pain.

In this table, the prevalence of loneliness is
SUHVHQWHGDPRQJí-year-olds.
HYPA was conducted by phone.

2IWKHVDPSOHí\Q 
í\Q . Not being married, living
alone, poor income, functional impairment,
and more chronic conditions increased the risk
of loneliness.

Remarks

Longitudinal Aging Study
Amsterdam (LASA), baseline
1992/3 with follow-up every 3
years to 2011/12

Longitudinal Lothian Birth
Cohort Study 1936
(LBC1936), waves 2 (in 200710), 3 (in 2011-13) and 4 (in
2014-17).

Chinese Longitudinal Healthy
Longevity Survey (CLHLS)

At least sometimes:
20-year follow-up, from
30% (1979) to 45%
(1999). 10-year follow-up
from 30% (1989) to 31%
(1999).
28% felt lonely at least
VRPHWLPHV2QVFDOHí
average level of loneliness
in 2002 was 0.95 and 2008
it was 1.00 (p < 0.01)

Question: “Do
you feel lonely?”
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de Jong-Gierveld
loneliness scale

Some and most of the
time:
73 y: 17%
76 y: 17%
79 y: 18%

Reported loneliness
“nearly always or often”:
in 1992: 12.5%, in 2002:
13.4%; in 2004: 14.9%
in 2011: 13.4%
in 2014: 11.3%.

Question: “Are
you ever bothered
by feelings of
loneliness?”

Question “How
often does the
respondent feel
lonely and
isolated?” The 5point scale ranged
from “never” to
“always.”
Question: “How
much of the time
during the past
week have you
felt lonely?”

Prevalence of loneliness

Loneliness
measure

Loneliness at ages 73 and 76 did not predict
changes in cognitive abilities.

Loneliness increased mortality risk.

When older, more people moved from the
never-lonely group to the lonely group than
moved in the opposite direction. However,
there was fluctuation and recovery in
loneliness.

No significant change in prevalence of
loneliness over time.

Remarks

í y: From 33.9%
Increasing trend in the prevalence of
(1992/3) to 28.5%
multimorbidity among those aged 64–84 y,
(2011/12). Decreasing
and in the prevalence of several functional
trend among women.
limitations among those aged 85–94 y over
$PRQJPHQí y:
time.
53.6% to 50.0% (remained
stable).
ATH = Regional Health and Well-being Study in Finland, HYPA = Study of welfare and services in Finland, ELO = Elinolotutkimus [Finnish study of living conditions]

Wave 2:
n=866, mean 73y,
F=48%
Wave 3: n=697,
mean 76 y,
Wave 4: n=550,
mean 79 y
*URXSí
3803, 74 y, F=ca.
55%.
*URXSí
603, mean 89y,
F=ca. 64%

Okely & Deary
2019, Scotland

Timmermans et
al., 2019, The
Netherlands

n=14 072,
 y, 53%

Luo & Waite
2014, China

Study, year,
n, Age, Females
Design and setting
country
Prevalence of loneliness over time, repeated cross-sectional studies
Dahlberg et al.
1992: 466, = 59%, Repeated cross-sectional
2018, Sweden
2002: 518, = 58% design
2004: 505, = 60%
2011: 536, = 60%
2014: 547, = 58%
mean age 83 y.
Prevalence of loneliness over time, longitudinal studies
Jylhä 2004,
n=109 (20-year
Population-based prospective
Finland
follow up), 366
longitudinal study, TamELSA
(10-year followup),
60-89 y, F=53%

Table 2. Continued…

Whereas the media and public debate often suggest that older people’s loneliness is increasing
(Dykstra 2009), and loneliness is even called a modern epidemic (Killeen 1998, Kar-Purkayastha
2010, Bound Alberti 2019, p. 2), trends in loneliness have shown no change over time (Honigh-de
Vlaming et al. 2014, Dahlberg et al. 2018) (Table 2), or even a decreasing trend (Moisio & Rämö
2007, Eloranta et al. 2015). In the two population-based Finnish national surveys, the prevalence of
being always or often lonely among those aged  75 decreased from 13% in 2013 to 9% in
2017í2018 (Murto et al. 2017, Parikka et al. 2019). Karppinen (2019) had a similar finding in the
Helsinki Aging Study among subjects aged 75 y, 80 y and 85 y RYHUWKHGHFDGHVí She
proposes that this may be due to the fact that women beat men when it comes to life expectancy,
and spouses may live longer together (Karppinen 2019, pp. í).

2.1.3. Prevalence of loneliness among people living in long-term care facilities
Loneliness increases the risk of admission to long-term care facilities (Tilvis et al. 2000, Vaarama
2004, Hanratty et al. 2018). The prevalence of loneliness may be even higher in these settings than
in community-dwelling older people, despite social activities, potential company with peers and
care in the facilities (Pinquart & Sörensen 2001a, Savikko et al. 2008, p. 66, Prieto-Flores et al.
2011a, Victor 2012, Nyqvist et al. 2013, Nyqvist et al. 2017). However, there is a scarce number of
studies exploring loneliness in these settings (Victor 2012).
In Table 3, prevalence studies in the 2000s with regular round-the-clock care were included. This
means mainly nursing homes and assisted-living facilities. The prevalence of loneliness in longterm care facilities has varied EHWZHHQí Georgiades 2008, Drageset et al. 2011, PrietoFlores et al. 2011a, Bekhet & Zauszniewski 2012, Nyqvist et al. 2013, SNBHW 2016, Nyqvist et al.
2017, 7U\EXVLĔVND 6DUDFHQ These studies suffer from small sample sizes (n=75í333),
except for the Swedish nationwide sample (n=35,368) (SNBHW 2016). The studies also have a
high proportion of residents unable to participate as a result of cognitive decline, disabilities and
multimorbidity. The prevalence of loneliness varies widely between societies, study populations,
contexts, according to research design and varying loneliness measurements used (Smith & Victor
2019). In the studies in the table, the investigators used various loneliness scales and measurements.
According to the results, loneliness is common among older people in long-term care facilities.
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234, mean 81 y,
F=65%

314, > 65 y,
F=80%

149, 85í  95 y,
F=80%

35,368, í 
95 y, F=70%

250, > 65 y,
F=63%

Prieto-Flores et al.
2011a, Spain

Bekhet &
Zauszniewski 2012,
USA

Nyqvist et al. 2013,
Finland and Sweden

Report. Swedish
National Board of
Health and Welfare
(SNBHW) 2016

7U\EXVLĔVND 6DUDFHQ
2019, Poland

Survey, random sample of
nursing homes

Nationwide sample of
older persons over 65
years using elderly-care
services

Survey in 14
municipalities, both longterm care and homedwelling older people
A descriptive and
comparative design, 29
retirement communities
(RCs)
Cross-sectional
population-based study

Interviews in four nursing
homes
Cross-sectional, 30 nursing
homes

Design and setting

Prevalence studies over time, repeated cross-sectional studies
Nyqvist et al. 2017,
LQí304
Population-based cohortSweden
í
study in 2000–2002, 2005–
í401,
2007 and 2010–2012
í 95 y, F
including long-term care
ca.65%
facilities.

73, mean 83 y,
F=77%
227, mean 85 y,
F=72%

n, Age,
Females %

Prevalence studies
Georgiades 2008,
Cyprus
Drageset et al. 2011,
Norway

Study (year), country
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Question, “Do you
ever feel lonely?”

de Jong Gierveld
Loneliness Scale

Question “Are you
often afflicted by
loneliness?” Threepoint scale.

Question “Do you
ever feel lonely?”

Single item asking,
“Lonely or not
lonely?”

Item: I often feel
lonely here.
Question: “Do you
sometimes feel
lonely?”
6-item de Jong
Gierveld
Loneliness Scale

Loneliness
measure

Often and
sometimes:
í002, 53%
í2007, 61%
í2012, 59%.
.

High feeling of
loneliness, 22%,
moderate feeling
of loneliness 17%

18% often
48% Sometimes

55% often and
sometimes lonely

29% “lonely”

71.6%

56%

63%

Prevalence of
loneliness

Table 3. The prevalence of loneliness among older people in long-term care facilities in the 2000s.

No statistically significant changes over time.
The prevalence of loneliness is presented
among those living in institutions. Living in
institutional settings, and depressive
symptoms were strong explanatory factors for
loneliness.

Lonely people scored lower in quality of life
than other people.

67% of the residents felt bored in the nursing
home.
Only 10% were able to respond.
Men were twice as likely to be lonely as
women.
Scores 2 to 6 formed the “lonely” category.
Institutionalization per se was a strong
predictor of loneliness. Depression was
associated with loneliness.
RCs: assisted-living
facilities and independent-living facilities.
Loneliness was associated with anxiety
and depressive symptoms.
Total of 483 participants of whom 149 lived in
institutions and 334 at homes, where the
prevalence of loneliness was 45%.
n=135 085 older people, of which 94 714
having home care and 40 371 living in
institutions. Of those living in institutions, 35
368 answered the loneliness question.

Remarks

2.2. Factors associated with loneliness among older people
Older people form a heterogeneous group of adults, whose experience of loneliness varies
according to their age, gender, networks and many other things. The aim of this section is to draw
attention to the factors associated with loneliness and, at the same time, the variation of loneliness
(Bound Alberti 2019, pp. í 

2.2.1. Demographic factors
Age
Age has been linked to loneliness (Steptoe et al. 2013), which has shown increasing prevalence with
ageing in longitudinal analyses (Jylhä 2004, Aartsen & Jylhä 2011). Loneliness figures in Europe
show U-shaped curves during the course of life: among “young age” and “older age” groups (< 30
and 60+) rates of loneliness are higher than among “middle-aged” groups (Pinquart & Sörensen
2001a, Yang & Victor 2011, Richard et al. 2017). However, there is no consistent association
between age and loneliness when taking account of cultural aspects in different societies. That is,
nation-level factors can form a gap between expectations and reality and affect people as regards
feeling satisfied or unsatisfied with their social relationships (Yang and Victor 2011). Furthermore,
in some studies, the association between loneliness and advanced age has shown contradictory
results. Advanced age (85+) has been protective against loneliness in some studies (Victor et al.
2005b), whereas in other studies, at advanced ages (80+) the prevalence of loneliness has been
found to be increased (Pinquart & Sörensen 2001a, Dykstra 2009). More importantly, chronological
age alone may not be related to loneliness (Tomstad et al. 2017), but age-related life changes can be
important, such as losses, decreasing functional capacity and a narrowing social circle (Pinquart &
Sörensen 2001a, Jylhä 2004, Savikko et al. 2005).
Anxiety about aging, and loneliness, have been positively correlated (Ayalon 2018). People may
relate experiences of loneliness to experiences of the aging process through losses (Steverink et al.
2001). In social losses, loneliness appears to be more important in respect of the aging experience
than actual age itself (Steverink et al. 2001). Loneliness and aging experiences have been suggested
to be entangled in care homes with diverse age-related circumstances: when reminiscing about
younger years, there can be feelings of abandonment and losing or having troubles making friends
(Barbosa Neves et al. 2019). When looking at individual experiences, it may be difficult to place
them on a consistent curve of age and loneliness. Rather than simply being older and lonelier, the
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experience of loneliness is multidimensional and it interacts with age, the experience of ageing,
cultural context, life situations along the course of life, losses, as well as age-related changes in
functional capacity and health (Pinquart & Sörensen 2001a, Steverink et al. 2001, Savikko et al.
2005, Yang & Victor 2011).
Gender
Results concerning the association between gender and loneliness have been found to be somewhat
contradictory (Routasalo & Pitkälä 2003). In some studies, gender has been associated
independently with loneliness (Savikko 2008, pp. 50, 79) and women probably feel lonely more
often than men (Pinquart & Sörensen 2001b, Jakobsson & Hallberg 2005, Steptoe et al. 2013,
Beutel et al. 2017). This may be a result of the fact that women live longer than men, and, thus, are
more prone to widowhood and other losses (Pinquart & Sörensen 2001b, Victor & Scharf 2005).
However, this gap in life expectancy between women and men may be slightly narrowing in many
countries, including Finland (Kestilä & Martelin 2019, Karppinen 2019). Furthermore, a gender
difference has also been found among married women and men. Therefore, widowhood is not an
exclusive explanation (Pinquart & Sörensen 2001b). An alternative explanation could be that
women appreciate and expect more from their social relationships than men, and as a result of this,
experience loneliness (Savikko et al. 2005). The discrepancy between expectations and reality
affects ratings of one’s satisfaction (Peplau et al. 1982, p. 137).
Some studies have not revealed gender differences in loneliness (Tiikkainen 2006, pp. í,
Tomstad et al. 2017). Men may be more likely to underreport loneliness, especially when using
direct measurements (Pinquart & Sörensen 2001b). According to von Soest et al. (2020) men and
women had comparable levels of loneliness at age 40. With age, women’s loneliness levels
increased steadily, especially at older ages, whereas men showed a U-shaped figure, with increasing
loneliness after age 70 (von Soest et al. 2020). In a study carried out in retirement communities,
gender was found to be unrelated to older people’s reported loneliness (Bekhet & Zauszniewski
2012). However, in another study, in nursing homes, men were twice as likely to be lonely as
women (Drageset, Kirkevold & Espehaug 2011). According to the results of a study by Brownie
and Horstmanshof (2011), loneliness among women in particular is something that should be
addressed in long-term care facilities.
Marital status
Having a partner or a spouse has a buffering effect on loneliness (Derlega & Margulis 1982, Victor
& Scharf 2005, Wijesiri et al. 2019, von Soest et al. 2020). In 2018, de Jong Gierveld et al.
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suggested that persons living alone without a partner may have smaller networks, lack of support
and a missing close relationship. Loss of important relationships exposes people to loneliness
(Tiikkainen 2006, p. 65). Widowhood represents a particular loss and is common among older
people (Routasalo et al. 2003, Golden et al. 2009). Widowhood and divorce have been found to
have long-lasting effects on loneliness, even when accounting for other relationship factors such as
current partnership status. This may be due to changes in one’s social relationships during the
period after the loss (Von Soest et al. 2020). However, relationships in connection with treatment,
such as that between an individual and a caregiver with binding duties related to care might not
offer the same kind of protection against loneliness (de Jong Gierveld et al. 2018).
Socioeconomic status
A low level of education (Savikko et al. 2005) and poor income (Savikko et al. 2005, Menec et al.
2019) may increase the likelihood of loneliness. Those of lower socioeconomic status (lower
income and education) have reported more loneliness (Perissinotto et al. 2012, Steptoe et al. 2013,
Beutel et al. 2017), and vice versa (Pinquart & Sörensen 2001a, Tiikkainen 2006, pp. 48, 57).
Rubenstein and Shaver (1982) found many responses to and ways of coping with loneliness, for
example, exercise, going to the cinema, and shopping. However, many of these activities require
money. With lower income there are fewer possibilities to engage in these activities (Pinquart &
Sörensen 2001a). .HDUQVHWDO  IRXQGWKDWSHRSOHZKRKDGXVHGíORFDODPHQLWLHVLQWKH
past week were more likely to report frequent loneliness than those whose use of amenities was
more frequent.

2.2.2. Place of living
Place is especially important in later life. A favourable place of living, neighbourhood and locality
may positively shape older people’s lives and can protect them from exclusion from social relations
(Victor et al. 2009, p. 110, Walsh et al. 2016, Burholt et al. 2020). In place-related loneliness it is
important to see a link between place, social isolation and loneliness. However, place-related
loneliness has received relatively little attention in gerontological research, and it should be
emphasized (Victor et al. 2009, pp. 52, 110, 206).
The physical environment, living conditions and living environment have been shown to be
important in experiences of loneliness (Savikko 2008, p. 52). In a physically isolated location, a
person may be more vulnerable to loneliness (Peplau & Perlman 1982, p. 10). For example, living
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apart from other settlements and having a poor transportation system have been associated with
loneliness (Savikko et al. 2005). Also, some details of the material environment, such as stairs, may
force isolation and make it impossible to visit others independently when there is declined
functional capacity (Mcinnis & White 2001). In contrast, physical proximity promotes interaction.
For example, a good architectural structure of housing units may facilitate this (Peplau & Perlman
1982, p. 10). However, the role of the physical environment in experiences of loneliness is complex.
A meaning of home is also essential. The concept of home includes a mixture of emotional,
cognitive, behavioural and social bonds (Cooney 2012). To choose what to do at home, to take
control of who is invited in and to make a sanctuary from the outside world is important (Board &
McCormack 2018). Home itself may have a buffer effect against emotional loneliness through a
sense of control and autonomy. Szabo et al. (2019) found this mediating role of autonomy among
older people who owned a home. Still, ownership did not have a protective effect against social
loneliness when relationships were not satisfactory (Szabo et al. 2019). Living alone has been a
strong factor associated with loneliness, but not for everyone (Routasalo et al. 2006; Victor et al.
2009, p. 74, Tomstad et al. 2017). Coming home to an empty house or being dislocated in new
surroundings may be solitude for one, but loneliness to another (Rubenstein & Shaver 1982).
A sense of isolation can arise with detachment from the locality in which older people live (Victor
et al. 2009, pp. í). Loneliness has been found to be more prevalent in rural areas with long
distances between settlements than in urban areas (Routasalo et al. 2005). There have also been
higher prevalence rates of loneliness in urban deprived areas than among the general population
(Victor and Scharf 2005). This may be related to older people’s perceptions of neighbourhood,
security and safety, and levels of trust (Kearns et al. 2015). Loneliness and fear are related to each
other (Savikko 2008) and they both have negative effects (Jakobsson & Hallberg 2005, Mcinnis &
White 2001). In contrast, people who rate their neighbourhood quality as good and know each other
in the local area are less likely to report loneliness (Kearns et al. 2015). Lonely people may, overall,
have reduced control over their environment (Cacioppo & Hawkley 2009).
Long-term care facilities are very special places to live because they are somewhere between a
home and an institution – at the same time being workplaces and enterprises (Vilkko 2000, Roth
and Eckert 2011). They are organizational networks, where space, objects and humans interact
(Nord 2011). Their aim is to create a warm and homelike environment for older people, to promote
a good quality of life among the residents and to respect and value their individuality and autonomy
(Cooney 2012, Roth and Eckert 2011, Finlex 2012). Fulfilment of these goals is supposed to
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increase residential satisfaction and sense of belonging, which have a protective effect against
loneliness (Prieto-Flores et al. 2011a). However, there may be a gap between the goals and reality
in some settings (Pirhonen 2017, p. 12). Residents do not easily adjust and integrate into their new
institutional homes (Cooney 2012). Moving into long-term care facilities may cause radical changes
in the composition of the community, with possible loss of a meaningful environment, and then it is
often viewed negatively (Parkkila et al. 2000, Victor et al. 2009, pp. 206-207, Jylhä & Saarenheimo
2010). A lifestyle change from familiar to unfamiliar, and a lack of contacts with one’s previous
environment and previous lifestyles may be related to loneliness (Parkkila et al. 2000, Grenade &
Boldy 2008).
Long-term care facilities should be residents’ homes, as they are called, but older people do not
necessarily consider their new settings that way (Cooney 2012). A threatened place attachment
(Victor et al. 2009, pp. 206-207) has been found to be a key aspect of life in long-term care
facilities: the greater the attachment, the less the loneliness (Drageset et al. 2011). Attachment
means emotional closeness, from where the sense of security also arises (Drageset et al. 2011).
Loneliness may strike when one does not feel that facilities are familiar (Parkkila et al. 2000,
Österlind et al. 2017). It may also strike when residents cannot get out enough from their apartment
and the facilities (SNBHW 2016). A sense and control of place (Cooney 2012, Board &
McCormack 2018) are important prerequisites for quality of life (Board & McCormack 2018) and
for absence of loneliness (Cooney 2012).
Jakobsson and Hallberg (2005) have regarded the occurrence of loneliness in long-term care
facilities as a paradox. Those who are living all by themselves should be expected to feel lonely,
and those who live in long-term care settings should “meet and greet” other residents and personnel.
However, the situation may be in the opposite direction (Jakobsson & Hallberg 2005). Recognizing
and scrutinizing residents’ experiences of loneliness in the context of long-term care facilities is
therefore important (Savikko 2008, pp. íDrageset et al. 2011, Drageset et al. 2012, Victor
2012).

2.2.3. Social relationships
Social relationships are related to the experience of loneliness (Derlega & Margulis 1982, Routasalo
et al. 2006, Von Soest et al. 2020). It really matters whether or not social relationships meet an
individual’s wishes and expectations (Derlega & Margulis 1982, Savikko 2008, p. 67). When
experiencing loneliness, older people do not meet their children, grandchildren, relatives, friends or
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other meaningful others as often as they wish (Routasalo et al. 2003, Routasalo et al. 2006, Savikko
2008, p. 68). However, children and other close relatives often provide practical assistance to older
people, while the importance of friends for the relief of loneliness has been emphasized (Pinquart &
Sörensen 2001a, Routasalo et al. 2006, Tiikkainen 2006, p. 56). This may be related to shared life
experiences and peer-relationships along one’s life-course (McInnis & White 2001, Pinquart &
Sörensen 2001a, Routasalo et al. 2006, Savikko 2008, p. 24). Lonely older people evaluate their
social interaction as being worse than among those who do not experience loneliness (Tiikkainen
2006, p. 37). The frequency of contacts and the extent of the network are not very significant in this
regard. For example, lonely people and not-lonely people may not differ in the number of contacts
they have with children or friends (Savikko 2008, p. 50). The quality of relationships is more
decisive than the quantity (Derlega & Margulis 1982, Pinquart & Sörensen 2001a).
Having more contacts and companionship with neighbours has been related to lower levels of
loneliness in some studies (Pinquart & Sörensen 2001a). In long-term care facilities, older people
live physically close to other residents, that is, as neighbours. However, they may feel distant from
each other mentally and socially (Slettebø 2008) if they cannot connect meaningfully. They also
may have fewer family members than community-dwelling older adults (Pinquart & Sörensen
2001a). Residents in these facilities are frail, have poor health and limited connectedness to others,
which are all independent risk factors of loneliness (Victor 2012). Connectedness with other
residents has been considered an important prerequisite for a good life; thus, a lack of contact and
difficulties to interact with peer residents may lead to loneliness and poor quality of life (Edwards et
al. 2003, Bradshaw et al. 2012).
The absence of significant others and reduced social support have been suggested to be related to
loneliness experiences in long-term care facilities (Drageset et al. 2012). Gatherings with family,
friends, and neighbours in these facilities may be linked to a lower likelihood of feeling lonely
(Prieto-Flores et al. 2011b). High-level attachment may decrease loneliness and a reduced level of
social support may increase it (Drageset et al. 2011). However, the results of one study suggest that
living in a long-term care facility may alleviate loneliness, as it enables contacts with other people,
as opposed to being alone at home (Edwards et al. 2003). Furthermore, other residents may have a
strong protective role against loneliness, if they have meaningful connections As is the case among
older people living at home, in long-term care facilities too, the frequency of social contacts is not
necessarily associated with the residents’ experiences of loneliness (Drageset et al. 2011, PrietoFlores et al. 2011b). The quality of social surroundings and social relationships in everyday life
should meet residents’ own expectations (Prieto-Flores et al. 2011b).
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2.3. Associations with health, and prognostic significance
It is important to recognize that not only medical, but also psychosocial factors such as loneliness,
are strongly associated with the health and functioning of older people. Sometimes suffering from
loneliness may be as or even more distressing than symptoms of many diseases (Perissinotto et al.
2012). The aim of this section is to present how loneliness is associated with health, functioning and
prognosis.

2.3.1. Health
Health and loneliness have a reciprocal relationship. Those with poor health, measured objectively
or subjectively, report higher levels of loneliness (de Jong Gierveld et al. 2018) and a growing body
of research shows that loneliness has many adverse health outcomes in later life (Ong et al. 2016).
Loneliness is strongly linked to many forms of psychological and physical morbidity, for example
increased depressive symptomatology, cognitive decline and chronic illnesses (Luanaigh & Lawlor
2008, Hawkley & Cacioppo 2010, Cacioppo et al. 2011, Luo et al. 2012, Ong et al. 2016).
Loneliness has been found to be associated with high blood pressure (Hawkley et al. 2010),
coronary heart disease and stroke (Valtorta et al. 2016). Often chronic conditions are accompanied
by pain, which has been found to be related to a greater degree of loneliness when compared with
participants with no pain (Tse et al. 2012). Prolonged stress may occur with loneliness, damaging
the cardiovascular system and weakening stress-coping abilities and defence against diseases
(Cacioppo & Patrick 2008, pp. 99-107). Again, a lonely person with passive coping strategies is less
likely to seek emotional support that could ease the stress (Cacioppo & Patrick 2008, pp. 100í104).
Loneliness is associated with poor vision and hearing (Musich et al. 2015). Socially isolated and
lonely persons are likely to eat unhealthily or insufficiently, exercise less (Hawkley et al. 2009,
Shankar et al. 2011, Richard et al. 2017, Tomstad et al. 2017), smoke more often (Perissinotto et al.
2012), and they tend to be overweight (Lauder et al. 2006). Those imbibing excess alcohol report
loneliness as one of the reasons for their drinking (Immonen et al. 2011). Loneliness and
dissatisfaction with the quality of social contacts are associated with lower self-reported sleep
quality, and fatigue (Hawkley & Cacioppo 2010). Poor sleep affects vascular health and
inflammation, is also a metabolic risk factor, increases blood pressure, and calcification of blood
vessels (Hawkley & Cacioppo 2010). It seems that a lonely person feels the same amount of sleep
to be less refreshing than non-lonely persons, and a low level of alertness increases feelings of
loneliness (Hawkley & Cacioppo 2010).
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Lonely older people visit a doctor more often than those who are not lonely (Pitkälä et al. 2009;
Tomstad et al. 2017). The doctor-patient relationship may provide social support in cases of
loneliness. Seeing a doctor may to some extent fulfil a person's expectations as regards social
relationships. It has been suggested that older people may develop a stronger social relationship
with a familiar physician rather than with multi-professional hospital staff (Gerst-Emerson &
Jayawardhana 2015). However, it has been observed that lonely people are less satisfied with care
(Musich et al. 2015, Kajonius & Kazemi 2016). Furthermore, poor caring relationships have been
found to be associated with loneliness, and experiences of loneliness have delayed patient recovery
and caused a sense of distrust and insecurity in a treatment relationship (Karhe 2017).

2.3.2. Depression and anxiety
There is a reciprocal relationship between loneliness and emotional health (Luo & Waite 2014).
Depression and loneliness are intertwined (Tiikkainen 2006, p. 38) and there is a strong association
between them (Adams et al. 2004, Victor, Grenade & Boldy 2005). Domènech-Abella (2019) found
that objective and perceived social isolation (loneliness) both independently affected the probability
of suffering from a major depressive disorder and a generalized anxiety disorder. In long-term care
facilities, an association between loneliness and depressive symptoms has been found, but in studies
of a cross-sectional design and reciprocal nature, the direction cannot be firmly identified
(Jongenelis et al. 2004, Drageset et al. 2012, Prieto-Flores et al. 2011b). Fessman and Lester (2000)
found that the number of relationships among residents of long-term care facilities were negatively
associated with both loneliness and depression, while visits of relatives outside the facilities were
not.
Associations between loneliness, depression, and social isolation may occur in pairs or involve all
three at the same time (Pitkälä et al. 2003) (Figure 1). This highlights the need to address social
isolation and loneliness in terms of depression (Pitkälä et al. 2003). However, older people feeling
lonely may more easily describe depressive symptomology, because it may be more acceptable than
admitting loneliness (Jylhä & Saarenheimo 2010). If so, people may also be treated for depression
without consideration of experiences of loneliness (Victor et al. 2009, pp. 63-64). Loneliness has
also been “diagnosed” as depression or anxiety, rather than being recognised as a distinct
experience (Victor et al. 2009, pp. 63-64). Treatment approaches and intervention in these three
domains should be different. For instance, people feeling lonely do not necessarily benefit from
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antidepressants, and depressive people do not necessarily feel relief in social groups (Pitkälä et al.
2003).

Depression

Social
isolation

Loneliness

Figure 1. Loneliness and social isolation are associated with depressive disorders (modified, Pitkälä
et al. 2003).

2.3.3. Functioning
Loneliness is associated with various areas of functional status. Lonely older people have shown
more decline in activities of daily living (ADL) (Perissinotto et al. 2012, Ayalon 2018), and
difficulties with upper-extremity tasks and stair-climbing when compared with a group of older
people who were not lonely (Perissinotto et al. 2012). However, Pinquart and Sörensen (2001a)
found smaller associations in older age groups (\HDUV EHWZHHQ$'/,$'/ (instrumental
activities of daily living), leisure activities and loneliness than in a younger group (aged 70–79.9).
According to them, this may be due to the fact that among the oldest-olds, assistance and support
are given in their activities of daily living.
In nursing homes, a good level of functional independence has been associated with a reduced
likelihood of loneliness (Prieto-Flores et al. 2011b). In a senior house, during 12 months of followup, mean walking speed decreased more among older people who reported loneliness, compared
with those who reported less loneliness (Lotvonen et al. 2018). Luo and Waite (2014) found a
bidirectional relationship between loneliness, functional limitations and poor health. They suggested
that a bidirectional relationship creates the need to improve health, functional capacity and
loneliness in order to influence the well-being of older people (Luo & Waite 2014).
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2.3.4. Cognition
According to the results of a systematic review (Boss et al. 2015), loneliness is associated with
lower cognitive function. Longitudinal and follow-up studies have shown that loneliness predicts
cognitive decline (Wilson et al. 2007, Zhong et al. 2017), impaired cognition (Tilvis et al. 2000;
Zhong et al. 2017), mild cognitive impairment (Lobo et al. 2008) and dementia (Wilson et al. 2007,
Zhou et al. 2018). In cross-sectional studies loneliness has broadly been associated with poor
cognitive functioning (O’Luanaigh et al. 2012) and dementia (Poey et al. 2017). Holmén et al.
(2000) found that demented older people reported social loneliness significantly more often
compared with non-demented older people. However, in some cross-sectional studies, the
loneliness–cognition relationship became statistically insignificant when adjusted for depression
(Kong et al. 2018), and neuroticism (Foong et al. 2018). While cross-sectional studies suggest that
experiencing loneliness appears to be broadly related to specific areas of cognition, the results of
follow-up studies are more inconsistent as regards the relationship between loneliness and various
areas of cognition. There is a relationship between loneliness and immediate and delayed recall
(Shankar et al. 2013) as well as verbal fluency (Yin et al. 2019). Furthermore, Yin et al. (2019)
found that a decline in cognition accelerated loneliness.
In contrast, Okely and Deary (2019) did not find that loneliness leads to a decline in cognitive
health in their longitudinal analysis. However, evidence of a cause–effect relationship between
loneliness and cognition can be found from a randomized controlled study, where confounding
factors were evenly distributed between intervention and control groups (Pitkälä et al. 2011).
Cognition among older people suffering from loneliness was improved in psychosocial group
rehabilitation (Pitkälä et al. 2011). There may be several mechanisms involved in the relationship
between loneliness and cognition, such as high blood pressure, prolonged stress causing cell
damage and low levels of social stimulation (Cacioppo & Hawkley 2009, Boss et al. 2015). Chronic
activation of threat surveillance and diminished anabolic processes may heighten cognitive load,
decrease executive functioning, and dysregulate the brain and physiological systems. However, this
view needs to be backed-up by more research (Cacioppo & Hawkley 2009).

2.3.5. Well-being and quality of life
Loneliness reduces the quality of life (Holmén et al. 1999, Musich et al. 2015) and overall wellbeing (Ong et al. 2015). Suffering from loneliness may lead to desperation, self-deprecation,
melancholy and impatient boredom (Rubenstein & Shaver 1982). Lonely older people feel their
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daily lives to be more stressful and have more negative thoughts about their everyday activities
(Cacioppo & Hawkley 2009). Loneliness is associated with many dimensions of psychological
well-being, with lower probabilities of being happy or satisfied with one’s own life (Golden et al.
2009), having a zest for life, being needed by others, having plans for the future (Savikko 2008, p.
51) or having a sense of coherence (Drageset et al. 2012, Tomstad et al. 2017).
In long-term care facilities, an elevated level of loneliness is associated with a lower quality of life
7U\EXVLĔVND 6DUDFHQ  In these facilities, a sense of belonging, i.e. social attachment to
place and being socially an insider (Burholt et al. 2020), has been found to be protective against
loneliness and highly important as regards the residents’ well-being and quality of life (PrietoFlores et al. 2011b). A conceptual model of exclusion from social relationships among older people
(Burholt et al. 2020) suggests that preventing loneliness is a key area in one’s well-being. The social
pain of loneliness is an important signal indicating that social connections should be maintained and
improved for the sake of health and well-being (Cacioppo & Patrick 2008, pp. í).

2.3.6. Mortality
Loneliness has emerged as a strong risk indicator of mortality (Perissinotto et al. 2012, Tilvis et al.
2012, Steptoe et al. 2013, Luo & Waite 2014, Holt-Lunstad et al. 2015). In a meta-analysis by HoltLundstad (2015), the increased likelihood of death was 26% in connection with reported loneliness,
after accounting for multiple covariates. Furthermore, in a meta-analysis of 148 studies exploring
the impact of social relationships on mortality, Holt-Lundstad et al. (2010) found that there was a
50% greater likelihood of survival of people with strong social relationships over those with weak
relationships. However, there are also studies with contradictory findings. Steptoe et al. (2013)
found that loneliness was not associated with mortality after covariates had been taken into account.
They suggested that the experience of loneliness is often followed by poor health and morbidity,
and these factors have an effect on mortality (Steptoe et al. 2013). In a longitudinal study taking
into account various living arrangements, lonely older adults living in nursing homes had the
highest mortality risk compared with those with other living arrangements (i.e. at home, with
someone) (Luo & Waite 2014). Drageset et al. (2013) found that emotional loneliness in particular
was associated with mortality in nursing homes in a five-year follow-up study, whereas social
loneliness was not.
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2.4. Exploring meanings of loneliness in later life
2.4.1. Concepts of loneliness
Loneliness is a feeling that may be a part of almost everyone's life at some point. Being a very
personal experience, each of us may have our own interpretation of it. It has been stated that one of
the most important aspects of loneliness is that it has a personal, subjective nature (Moustakas 1961,
pp. 33, 54, Weiss 1973, pp. í Peplau & Perlman 1982, p. 3, de Jong Gierveld et al. 2018). As
a result of this, it covers various emotions and nuances (Peplau et al. 1982), which Bound Alberti
(2019, p. 6) describes as an emotional cluster. Loneliness also has many causes and consequences.
Because of the subjective nature of loneliness, with many shades, it has been considered complex
and difficult to define (Killeen 1998, Smith & Victor 2019). Instead of one exhaustive concept
(Jylhä & Saarenheimo 2010), it has been conceptualised in several different ways (Smith & Victor
2019), from many different angles (Table 4).
Fromm-Reichmann (1959, Table 4) developed her psychodynamic approach when treating
schizophrenic patients in clinical settings. This approach has been criticized for pathologizing and
medicalizing loneliness, seeing it as “abnormal” (Victor et al. 2009, p. 45). However, according to
Victor et al. (2009, p. 45) it should not be underestimated because of its importance in triggering
interest in depression and loneliness. An existential approach has been led by Moustakas (1961).
According to him, loneliness is a normal condition of human life. Perlman and Peplau (1982) point
out that unlike other theorists, Moustakas has had a positive view of loneliness, without neglecting
its painfulness. Loneliness in this approach is an essential condition of creativity, which is also
reflected in Moustakas’ poetic text (1961). The existential approach has been rarely cited (Victor et
al. 2009, p. 46), but in recent years attempts to analyse it have been made (Bolmsjö et al. 2018,
Larsson et al. 2018).
A phenomenological perspective is one linked to one’s current life situation, and how a person
adapts to it (Perlman & Peplau 1982). According to this view, the blame for loneliness lies on the
individual, which has been criticized (Victor et al. 2009, p. 46). The interactionist view considers
that loneliness may be experienced in any life-course stage from childhood to older age (Weiss
1973). Loneliness arises from the need for intimacy. It is a product of an interactive effect of
personal and situational factors (Perlman & Peplau 1982). Sha’ked (2015, p. 138) considers these
two factors as i) essential and ii) transient loneliness. The former is attributed to personality and
difficulties in having intimate relationships. The latter is more circumstance-specific, a consequence
of life events or transitions (Sha’ked 2015, p. 138).
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Leaning on psychological tradition, a cognitive approach emphasizes a person’s own evaluation
and perception of social relationships through cognitive processes (Perlman & Peplau 1982).
Cognition is a mediating factor between expectations and reality. If a person feels that there is a gap
between these, the experience of loneliness can arise íHYHQLIWKHSHUVRQLVVRFLDOO\DFWLYH(in
objective evaluation) (Victor et al. 2009, p. 47). In 1998 de Jong Gierveld developed this cognitive
orientation towards multidimensional loneliness, additionally taking into account the values, norms
and standards of a person and society (de Jong Gierveld 1998, de Jong Gierveld et al. 2018).
In the 2000s, Cacioppo has been one of the leading spokespersons of the genetic or evolutionary
approach (de Jong Gierveld et al. 2018). Cacioppo and Patrick (2008, p. 8) state that the pain of
loneliness is more than a metaphor: the same emotional region in the brain registers responses to
physical pain and loneliness (Cacioppo & Patrik 2008, pp. 8-9). A critical view and a caring
approach combine many different approaches to loneliness. Victor et al. (2009, pp. 39í40) argue in
their critical reflection that it is not possible to explain such a complex phenomenon from one point
of view. Their consideration of loneliness involves a gap between desired or expected and actual
level of social interaction, which is unique to every person (Victor et al. 2009, pp. í). The
caring approach demarcates loneliness in a patient–professional relationship, which comes under
the umbrella concept of loneliness (Karhe 2017). Table 4 summarizes approaches to loneliness.
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Table 4. Concepts and definitions of loneliness derived from various approaches.
Approach
Psychodynamic
approach

Existential
approach

Definition
“Real loneliness” is an
exceedingly unpleasant and
driving experience. Every
human being is threatened by
the loss of human intimacy.
A negative side of existential
loneliness is an unpleasant
experience, resulting from
inadequate fulfilment of the
need for human intimacy.

Phenomenological
perspective

Loneliness arises from a poor
adjustment to one’s life
situation.

Interactionist
view

Loneliness is caused by being
without some definite,
needed relationship.

Cognitive
approach

Loneliness is a psychological
state, a response to a
discrepancy between desired
and achieved levels of social
contact.
Loneliness is a situation
experienced by the
individual when there is a
lack of certain relationships
(quality and quantity).
Loneliness is perceived social
isolation and pain of social
isolation. It arises from a
mismatch between the levels
of desired and current social
connection.

Multidimensional
approach

Evolutionary or
genetic approach

Critical view

Loneliness is a subjective,
lived experience. It arises
from a gap between the
desired or expected level and
the actual level of social
interaction.

Caring approach

Loneliness in a care
relationship is a subjective,
unwanted, negative
experience in which a person
feels abandoned and
forgotten.

Nature of loneliness
Loneliness arises from childhood. It is
related to the need for human intimacy,
which stays with every human being
from infancy throughout life. Loneliness
plays an essential role in mental disorders.
Loneliness includes positive and negative
feelings and it is a normal life experience.
It has different pathways: individuals
grow with it and may see it positively. A
person realises that one is ultimately alone
in the universe. It also arises near death
and in connection with other crucial life
questions.
An individual’s current situation produces
the experience of loneliness. Loneliness is
relative to the norms to act in socially
approved ways.
Loneliness is related to the human need
for intimacy. A lonely person is driven to
find others, and attachment.
There are two types of loneliness: social
and emotional.
Loneliness is related to a cognitive
perspective: perception and evaluation of
social relations, one’s own relationship
targets and cultural standards of
relationships.
Loneliness can be perceived as multidimensional, including three different
components: It is associated with absence
of intimate attachment; evaluation of
time; emotions of loneliness.
Loneliness is a social pain, which can turn
to a chronic condition. It is associated
with our biology and may lead, for
example, to stress. It is also related to
evolutionary history: early humans were
stronger when they stuck together and
avoided being alone.
Loneliness is related to our own life
situations and those of others – and their
combined effect. Loneliness may vary
between people, in the same person and
between societies. There is no
unambiguous explanation for such
complex social phenomena.
“Professional caring loneliness” is a
multidimensional concept that lies under
other concepts of loneliness.
“Professional caring loneliness” is related
to caring situations with professionals in a
hospital or some other context with a
patient–professional relationship.
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Ref.
FrommReichmann
1959
Moustakas
1961

Rogers
1970
(Peplau &
Perlman
1982)
Weiss
1973

Peplau and
Perlman
1982
de Jong
Gierveld
1998
Cacioppo
& Patrick
2008

Victor et
al. 2009

Karhe
2017

In this thesis, the focus is on older people’s distressing feelings of loneliness and on the gap
between the desired or expected and actual level of social interaction in the context of long-term
care facilities (Perlman and Peplau 1982, Victor et al. 2009, p. 202). This focus arises from Peplau’s
and Perlman’s definition of loneliness, which is one of the most referenced. According to them,
loneliness is a psychological state, a response to a discrepancy between desired and achieved levels
of social contacts. It arises from one’s own evaluation of this discrepancy (Peplau & Perlman 1982,
p. 8). The focus also takes account of the fact that loneliness arises from different aspects of life. It
is related to many different realities of many different people, whose lives at a certain time and in a
certain place are important as regards loneliness (Victor et al. 2009, pp. 38, 52). Figure 2 illustrates
the focus of the thesis, taking account of social relations, place, time and context in relation to
loneliness in long-term care facilities.

Figure 2. Focus of the thesis.

Concepts close to loneliness
To understand the core of loneliness, it is important to distinguish it from other related concepts
(see Weiss 1973, p. 15) (Figure 3). Some terms such as “social isolation” have even been used
interchangeably with loneliness in the literature (Victor 2015, Quan et al. 2019). Furthermore, in the
media, loneliness is often seen in black and white terms: “those who are living alone are lonely”.
However, concepts close by may exist independently in the life of an older person, without
experience of loneliness. For example, a person who is living alone may not suffer from loneliness,
but then again people in a relationship or living with someone may feel lonely (Victor 2015). It is
also important to understand the connection of these close concepts with loneliness. Very often one
or more of them occur simultaneously with loneliness. For example, one may live alone, feel
depressed, socially isolated and lonely – and for this reason, one bears a heavy emotional distress in
one’s life.
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Being alone may represent pleasant aspects for many people (Uotila 2011, p. 54). This is manifested
by the concept of solitude, when people take time for themselves for positive reasons and have
freedom of choice (Killeen 1998). It should be noted that in the Finnish language there is no word
for solitude, and the word “yksinäisyys”, loneliness, may reflect it (Uotila 2011, pp. í). Being
socially isolated, one is separated from others (Weiss 1973, p. 71). It is related to the measure of a
person’s integration and meaningful communication with one’s social contacts (Smith & Victor
2019). Social isolation has been often associated with the number of social relationships, the
number of contacts in a certain time, or living alone (Victor et al. 2009, p. 202). It has been argued
that social isolation by choice is aloneness (Killeen 1998). According to Weiss (1973, p. 71), in
aloneness one sees one’s fundamental unique and small place in the universe, the awareness and
recognition of one’s true self. Without choice, social isolation is loneliness (Killeen 1998), defined
also as perceived social isolation (Cacioppo & Patrick 2008), seeing this status negatively
(Tiikkainen 2006, p. 12). However, social isolation and loneliness only partially overlap (Tilvis et
al. 2012). According to Victor et al. (2009, p. 202) they are related but distinct concepts and
experiences.

Figure 3. Concepts close to loneliness. The various concepts may appear with or without
loneliness, independently or as several concepts together.
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Social exclusion is also a related and close concept to loneliness. It is a complex process that
“involves the lack or denial of resources, rights, goods and services as people age” (Walsh et al.
2016). Exclusion has been seen as an inability or difficulty to participate in one’s social networks.
Social opportunities have declined (Walsh et al. 2016) and this may lead to alienation. According to
Killeen (1998), alienation is the most negative end in the loneliness continuum. At the most
positive end of the continuum is connectedness, awareness of the connection between oneself, other
people and society, related also to social inclusion (Walsh et al. 2016). Rubenstein and Shaver
(1982) found alienation to be near social isolation: feeling different, not being needed and having
few or no friends. Sociologically interpreted, alienation is something that is created by the
alienating society. According to Rokach (2015), self-alienation is associated with mental disorders
and accompanied by a feeling of loneliness that is more than a person can bear. It may lead to denial
and the need to distance oneself from the pain of loneliness (Rokach 2015).
Weiss (1973, p. 16) sees loneliness in terms of a hope to achieve something that is absent and
desired. It creates emotional distress, the most salient element of loneliness. Emotional distress
describes the internal feelings and emptiness that one feels in loneliness (Rokach 2015). Depression
is also emotional distress for a person, and it is closely connected to loneliness. However,
depression is quite a different matter. Rather, depression may be seen as a contributing factor to
loneliness, or a consequence of it (Routasalo et al. 2003, Jylhä & Saarenheimo 2010, Richard et al.
2017). However, the frequent co-occurrence of loneliness and depression may indicate that
loneliness gives rise to suffering (Jylhä & Saarenheimo 2010).
Because loneliness is a subjective feeling that encompasses lacking a sense of not belonging even
when surrounded by other people, it is not properly captured by quantitative measures of social
isolation (Smith & Victor 2019). This is a very important point as regards long-term care facilities.
In these settings people are living nearby others, and still so many of them are suffering from
loneliness. In other words, they are not isolated from each other, but they are lonely in a crowd
(Newall & Menec 2019). They may also feel cut off from society, socially excluded, when living in
somewhat geographical separateness in individual spaces (Victor et al. 2009, pp. í).

2.4.2. Dimensions of loneliness: emotional, social and existential
According to Moustakas (1961, pp. í DQG:HLVV pp. í WKHUHDUHGLIIHUHQW forms
of loneliness: emotional, social and existential (Figure 4). Emotional and social loneliness are
qualitatively different, although they both include the same restlessness and yearning (Weiss 1973,
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pp. í (PRWLRQDOORQHOLQHVV WKHORQHOLQHVVRIemotional isolation) is related to the attachment
and integration of one’s closest relationships, when a person experiences a sense of utter aloneness,
whether or not the companionship is accessible (Weiss 1973, pp. í 6RFLDOORQHOLQHVV
(loneliness of social isolation) is associated with boredom and feelings of exclusion. It arises from a
network of few relationships, which are not sufficient for the individual (Weiss 1973, pp. í 

Figure 4. Dimensions of loneliness and their relationships to concepts close by.

According to Moustakas (1961, pp. í the unimaginable extent of life gives rise to existential
loneliness, which may be an inevitable part of humanity. It involves extensive awareness of time
and space, and self, knowing that man is ultimately alone. Moustakas also suggested that the
deepest experiences of a soul, like the birth of a baby or death of a relative, are always somehow
touched by loneliness. Existential loneliness is valued both positively and negatively (Ettema et al.
2010). It is a source of suffering, but it also provides a pathway for self-growth, creativity and
inspiration (de Jong Gierveld et al. 2018), as expressed in the arts (Moustakas 1961, p. 34).
In recent years, existential loneliness has been suggested to be related to end-of-life situations
(Ettema et al. 2010) and old age (Larsson et al. 2018). But since end-of-life situations may strike
well before old age, in this regard, existential loneliness probably appears at other ages as well. As a
negative feeling, existential loneliness is described as emptiness and timelessness (Ettema et al.
2010, Larsson et al. 2018). Existential loneliness may be present when an older person is
continuously waiting for something: for care, for connectedness, for getting help or for the
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opportunity to express their wishes (Larsson et al. 2018). Awareness of one’s death is often present
(Ettema et al. 2010).
According to Tiikkainen (2006, p. 53), loneliness in old age seems to be two-dimensional.
Emotional and social dimensions are defined by partly the same, partly different factors related to
various changes and losses in old age. An older person’s emotional loneliness is not related to the
quantity of social contacts. However, loss of a spouse is an exception. Self-rated health, functioning
and living alone have been found to be determinants of emotional loneliness. Too few ties lead to
social loneliness, as well as low mood and poor functioning, the latter making it more difficult to
stay in touch (Tikkainen 2006, pp. í 

2.4.3 Experiencing loneliness in later life
The idiosyncratic experience of loneliness is very valuable but challenging for research. Sharing
feelings with others may be difficult. However, narration is important because others cannot
recognize a person’s feelings of loneliness. Nonetheless, by focusing on personal experiences, we
may also contribute to some shared and generally accepted information (Toikkanen & Virtanen
2018, p. 9), which deepens our understanding of loneliness (Brownie and Horstmanshof 2011,
Tiilikainen and Seppänen 2017). Linguistic expression brings out loneliness and makes it real
(Ettema et al. 2010). However, most studies are based only on prevalence despite the subjective
nature of loneliness (Tiilikainen & Seppänen 2017). It may be difficult to provide a sufficiently
diverse picture of loneliness with mere survey data (Smith and Victor 2019). Furthermore, the
voices of older people may have been hidden in many studies (Victor et al. 2009, p. 52). It has been
argued that there is limited qualitative research on old-age loneliness, and further qualitative
research is needed to improve our understanding of the meanings, contents and contexts of
loneliness in different cultural environments (Jylhä & Saarenheimo 2010).
In studying subjective experiences of loneliness, researchers have used interviews with and texts
from older people as well as field notes and observation in ethnographic studies (Slettebø 2008,
Uotila 2011, Kirkevold et al. 2013, Taube et al. 2016, Tiilikainen 2016, Pirhonen et al. 2016,
Österlind et al. 2017, Pirhonen 2017, Karisto & Tiilikainen 2017, Tiilikainen & Seppänen 2017,
Larsson et al. 2018, Paque et al. 2018, Barbosa Neves 2019). Loneliness is not an easy subject to
articulate and interviewees have sometimes struggled to express it (Karisto & Tiilikainen 2017).
Uneventfulness, the experience of being an outsider, uselessness, and having no place in society
have been feelings identified with loneliness of older people (Uotila 2011, p. 10). Both Uotila
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(2011, p. 50) and Tiilikainen (2016, pp. 133, 179) have discussed how the atmosphere of society
may create loneliness. An atmosphere may arise in the context of ageism (Uotila 2011, p. 50). It is
possible for people who view their own aging as negative in society, to distance themselves from
other people in their environment and this, in turn, results in greater levels of loneliness (Ayalon
2018).
Experiences of loneliness are mostly in relation to evaluation of one’s social environment (Peplau et
al. 1982, p. 137). Studies have revealed the multifaceted nature of loneliness, which has been
related to many different personal life events, losses, unfulfilled contacts, or a narrowed social
network and a lack of meaning in life (Uotila 2011, Kirkevold et al. 2013, Taube et al. 2016,
Tiilikainen 2016, Tiilikainen & Seppänen 2017, Österlind et al. 2017, Pirhonen 2017). When
looking at experiences of loneliness from a life-course perspective, these experiences have been
found to follow different trajectories. Loneliness has come across as a constantly present and
fluctuating experience, or a new decreasing or increasing experience (Victor et al. 2005, Victor et
al. 2009, p. 139, Tiilikainen 2016). In emotional loneliness, loss or a lack of a partner has been
expressed through grief, meaninglessness and uselessness. Lonely older people who have been
unable to adapt to losses have felt especially overpowered, and have become caught up in loneliness
(Kirkevold et al. 2013). There have also been expressions of longing for a meaningful, warm
relationship (Tiilikainen & Seppänen 2017).
Cacioppo and Patrick (2008, p. 8) suggested that loneliness is a “deeply disruptive hurt”. Harmful
experiences may prevail very subjectively, and temporarily (Karisto & Tiilikainen 2017). For
example, for some older people, weekends and holidays do the most harm (Victor et al. 2009, pp.
í) and seasons have had an effect: “…autumn is difficult, it is infinitely difficult…” (Karisto
& Tiilikainen 2017). Among frail older people living at home, experiences of loneliness have
metaphorically been represented as “being in a bubble” (Taube et al. 2016). Of the bubble, physical,
psychological and social barriers may have formed its walls. Inside the bubble may have been
FRQVWDQWORQHOLQHVVZLWKQRKRSHíEXWDOVR, in contrast, some experiences of freedom, for example
when being protected from disappointments (Taube et al. 2016).
Existential loneliness has been very difficult to articulate (Ettema et al. 2010), maybe because it is
related to the most intimate and difficult moments in one’s life (Routasalo & Pitkälä 2003). Ettema
et al. (2010) proposed that it is full of nothingness and non-being, thus leading to insufficient
linguistic expression. Because existential loneliness is difficult to express, it may be also
challenging to study. However, Larsson et al. (2018) found three main experiences among older
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people feeling existential loneliness: 1) meaningless, empty waiting, 2) excluded, not feeling
connected, 3) restricted freedom: for example, when a person could no longer choose where to live
(Larsson et al. 2018).
There is a scarcity of studies concerning experiences of loneliness in long-term care facilities
(Paque et al. 2018, Barbosa Neves 2019). Therefore, the aim of this study was to generate more
understanding of what loneliness really means to residents in long-term care facilities. According to
the results of some previous studies, feeling safe, but lonely in an unfamiliar place (Slettebø 2008,
Österlind et al. 2017) has been reported. Institutionalization has led to a reduction in the sense of
self-determination, which has been related to loneliness and caused sadness (Paque et al. 2018).
Alienation and being invisible have been experiences of lonely people in these settings. They have
experienced sadness, emptiness, boredom and lack of autonomy (1RUHVSSíSlettebø
2008, Österlind et al. 2017). At the same time, there is also a positive perspective related to feelings
of courage and creativity (Österlind et al. 2017).
Loneliness in long-term care facilities has shown both social and existential aspects. Existential
loneliness has been related to being near death, and older people may have experienced few
opportunities to discuss this, even if they wanted to (Österlind et al. 2017). In social loneliness,
companionship between residents and staff may be lacking (Cooney 2012), and residents have felt
that nurses have no time for them, and they are not being understood by staff (Slettebø 2008).
Pirhonen, Tiilikainen & Pietilä (2017) found that perceived social isolation (social loneliness) in
assisted-living facilities was related to two separate social worlds in these settings: residents
perceived ruptures of affiliation both inside and outside. Experiences were associated with distance
from co-residents and staff, care routines and residents’ biographies (Pirhonen et al. 2017). The
community may even exclude an individual, even if inclusion is a common goal in the facilities.
Therefore, not everyone gets involved in community activity; on the contrary, they may be rejected,
which can lead to loneliness (Okulov 2008, p. 93).

2.5. Interventions to alleviate loneliness
Most people cope with and overcome loneliness on their own (Rook & Peplau 1982). They do not
need any interventions or external antidotes. For example, reading, walking, having pets and
gardening have been found to be related to self-management of loneliness among older people
(Victor et al. 2009, pp. 109-127, Tornstam et al. 2010). On average, older people maintain many
contacts and relationships (Victor & Scharf 2005). However, watching tv, doing nothing and
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adverse health behaviours such as overeating have been found to be very common but passive ways
of coping (Perloff & Krevans 1987, Tornstam et al. 2010). Tornstam et al. (2010) suggested that
these passive ways should be avoided, because they do not alleviate loneliness. The main group of
concern are particularly those people who use passive coping techniques, and who are not able to
alleviate their loneliness by themselves nor with others. However, many of them express a wish that
they would want to escape their experiences of loneliness (de Jong Gierveld & Fokkema 2015).
Efforts have been made to alleviate loneliness (De Jong Gierveld et al. 2011, Schoenmakers et al.
2012). In many countries municipalities, different kinds of organizations, the social and healthcare
sector and volunteers have set goals to “combat” loneliness. The Google search engine finds over
eight million results when the term "combat loneliness" is entered. According to de Jong Gierveld et
al. (2011) three main ways to decrease loneliness can be found in the research literature: 1) reducing
the perceived discrepancy between actual and desired relationships and increasing those
relationships, 2) decreasing relationship standards to meet realities, and 3) reducing the effect of the
discrepancy by accepting and coping with feelings of loneliness. Despite these very useful ways
described by de Jong Gierveld et al. (2011), the social and healthcare sectors have not emphasized
the recognition of loneliness, nor have they yet developed a work routine in asking about and
documenting the experiences of loneliness. Furthermore, older people have not been given enough
means or solutions to cope with loneliness (Perissinotto et al. 2019).
The purpose of the next section is to bring together the information on loneliness interventions,
especially in long-term care facilities. Systematic reviews have been used to shed light on
interventions targeted on home-dwelling older people, whereas interventions targeted on loneliness
in long-term care facilities are explored in more detail.

2.5.1. An overview of interventions among older people through systematic reviews
According to the six systematic reviews in the 2000s, many studies on interventions alleviating
loneliness of older people have been conducted (Findlay 2003, Cattan et al. 2005; Dickens et al.
2011, Hagan et al. 2014, Cohen-Mansfield & Perach 2015, Poscia et al. 2018) (Table 5).
Classification of interventions has been similar in the reviews, and they are: one-to-one
interventions, group interventions, service provisions, and increasingly in recent years, use of new
technology. In Findlay’s review (2003) there was modest evidence to support the notion that
interventions may decrease loneliness among older people. However, Savikko (2008, p. 28)
considered Findlay’s (2003) results to be pessimistic. Two years later, Cattan et al. (2005)
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concluded more optimistically that well-targeted group interventions with an educational
component and social activity have shown efficacy. However, they found some of the interventions
were of poor quality.
Later, Dickens et al. (2011) emphasized in their review the favourability of a theoretical basis in
interventions. Of group-based interventions 79%, and of one-to-one interventions, 55% reported at
least one improved outcome. Participatory interventions (participants were actively involved in
social interaction) were beneficial compared with non-participatory ones. However, in their review
only 12 out of 32 studies targeted loneliness and the review did not focus solely on older people
(Dickens et al. 2011). Hagan et al. (2014) found the use of new technologies beneficial. However,
they discussed how loneliness may be a difficult thing for participants to cope with, and their
findings on interventions other than technology-based ones were not so promising (Hagan et al.
2014).
Use of technology in interventions to alleviate loneliness was also effective according to CohenMansfield and Perach (2015) in both one-to-one and group interventions. They emphasized that it is
possible to decrease loneliness with educational interventions and by promoting social networks
(Cohen-Mansfield and Perach 2015). Poscia et al. (2018) aimed to summarize and update the

current knowledge on the effectiveness of existing interventions for alleviating loneliness (Poscia et
al. 2018). They indicated that new technologies and community-engaged arts were promising for
loneliness alleviation. However, they noted that there is still much development work to be done in
studying interventions alleviating loneliness (Poscia et al. 2018) (see Table 5).
About a decade ago Savikko (2008, pp. í IRXQGJURXSLQWHUYHQWLRQVWREHWKHPRVWSURPLVLQJ
in alleviating loneliness. Group interventions may have slightly more potential to alleviate
loneliness among older people than one-to-one interventions, but the results are contradictory. Masi
et al. (2011), in their meta-analysis of loneliness intervention studies, did not particularly give
support to group interventions. According to Masi et al. (2011), addressing maladaptive social
cognition may be more beneficial than improving social skills or enhancing social interaction. This
may be related to a lonely person’s threat surveillance in a social context, which in an intervention
should be turned in a more positive direction. However, the study by Masi et al. (2011) included 11
interventions for children and young people, 13 for middle-aged people and 27 for those aged 60
and more, so the results are not completely generalizable among older people. Furthermore,
Perissinotto et al. (2019) criticized the fact that interventions are often focused on forming
connections with strangers, and these would be beneficial only for people who are completely
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isolated. This gives rise to the question of residents in long-term care facilities, where people are not
isolated, but they are suffering loneliness in a crowd (Newall & Menec 2019). This issue still
requires clarification.

2.5.2. Group interventions alleviating loneliness in long-term care facilities
As early as in the 1960s, Lowy (1962) suggested that an older person needs groups íVRFLDO
UHODWLRQVKLSVíwhich have meaning to him/her and are emotionally and structurally functional.
Groups may alleviate loneliness and help in coping with losses (Lowy 1962). Afterwards, Maizler
and Solomon (1976) noted that the pain of social isolation, i.e. loneliness, may be a motivator for
older people’s group attendance in long-term care facilities. Residents who are “in the same boat” in
terms of their life situation and experiences may provide each other with understanding and support
in changes in the social environment, and losses (Safford 1994). Derlega and Margulis (1982)
suggested that it is important to ventilate feelings by talking with someone, gain feedback from
others and promote development of relationships. This shared social identity may be an important
component in effective interventions to alleviate loneliness (Cattan et al. 2005). Furthermore, Victor
(2012) proposed that engagement in meaningful social relations is a key factor in loneliness
interventions for older people in long-term care facilities. However, she considers this key factor at
the same time as a major challenge and a shaded area among professionals (Victor 2012).
To my knowledge, there have been 14 controlled group interventions conducted in the 2000s to
alleviate loneliness in long-term care facilities (Table 6). Two studies were conducted in the USA,
two in Taiwan, four in Hong Kong and one in each of the following: New Zealand, Israel, Italy,
Egypt, Turkey and South Africa. Most of the studies were conducted in nursing homes, but some
also in assisted-living facilities, rest homes and residential-care facilities. Ten of the fourteen
studies included cognitively intact participants or people with mild cognitive impairment. The
contents of each intervention were properly described. They included: the internet, WhatsApp,
computer use and training (n=3), cognitive enhancement (n=1), reminiscence therapy (n=1), indoor
gardening (n=2), humour therapy and laughter yoga (n=2), a companion robot (n=1), physical
exercise (n=1), pain management (n=1) and dog-assisted group therapy (n=1). Only one
intervention had no clear effect on loneliness: internet training (White et al. 2002). Humour therapy
(Tse et al. 2010) and a cognitive enhancement (Winningham & Pike 2007) led to a slight decrease
in loneliness. Mostly results in interventions were promising, even though their content, duration
and group size varied. Quan et al. (2019) made a similar conclusion in his systematic review of
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interventions in long-term care facilities and estimated a high degree of success among them. He
discussed the fact that the ability of professionals as well as good opportunities for group activities
in the facilities may be behind the effects. However, he also recognized an alternative explanation:
only a few interventions were addressed to cognitively-impaired residents, although their proportion
in the facilities concerned was high (Quan et al. 2019).
Although there were very promising results of interventions conducted in long-term care facilities,
half of the studies were not randomized controlled trials, most of them involved small samples and
thus their comparability was poor. Furthermore, there was only modest information on how the
interventions were facilitated, what was the meaning of the relationships, group process, the form of
engagement and how group dynamics were utilized. The investigators did not adequately describe
what kind of experiences of loneliness the participants had before the intervention, and how these
were targeted. This gives rise to a another, slightly oversimplified, question: how do jokes and
plants alleviate such a complex experience? There is a need to be able to “diagnose” the experiences
of loneliness of the participants, and then implement intervention accordingly (Pynnönen et al.
2018, Pitkälä et al. 2019). The diversity of factors that lead to loneliness should be carefully
addressed in intervention strategies (Rook & Peplau 1982, p. 374). This may have been done in the
controlled group interventions, but it has not been properly described.
A well-described group process alleviating loneliness has been built up in Finland. It has also been
suggested to be the only form of intervention having effectiveness in physiological mechanisms and
physical-health outcomes (Hawkley & Cacioppo 2010). Savikko (2008, pp. í60) found this
psychosocial group intervention to have the essential predetermined elements required for the
participants and facilitators, favourable processes between and within the participants, and
mediating factors that occurred during group process promoting alleviation of loneliness. In a
randomized controlled trial it improved lonely older people’s health and cognition (Pitkälä et al.
2009; Routasalo et al. 2009; Pitkälä et al. 2011), decreased the use of healthcare services and
reduced mortality among the participants (Pitkälä et al. 2009). Over the last two decades it has been
disseminated widely in Finland (www.vtkl.fi), and is called the “Circle of Friends”. However, there
is no prior research on how this intervention works in the context of long-term care facilities.
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Background

People will live
alone and be socially
isolated more in the
future. Interventions
have been conducted
to address social
isolation, but the
author raised the
question of their
workability.

Preventing and
alleviating social
isolation and
loneliness among
older people is an
important target for
policy and practice.
The lack of evidence
of effectiveness is
the main gap in this
area.

Social isolation is a
growing health
concern and it is
prevalent among
older people.

Study

Findlay
2003

Cattan et
al. 2005

Dickens et
al. 2011

To assess
effectiveness of
interventions to
alleviate social
isolation and
loneliness.

To explore the
effectiveness of
interventions
targeting social
isolation and
loneliness among
older people.
Health promotion
was an umbrella
topic of the
interventions.

To review the
effectiveness
of interventions
that target social
isolation among
older people.

Aims

Social isolation and
loneliness were targeted.
Social isolation: lack of
structural and functional
social support may be
voluntary/involuntary.
Loneliness: one’s
negative feelings about
that situation being
always involuntary.

Both social isolation and
loneliness were targeted.
Loneliness and emotional
isolation were defined as
subjective, unwelcome
feelings. Social isolation
was an objectively
measured aspect of
contacts and interaction.

Social isolation arises
from poor or limited
contacts with others and
perceived inadequate
level of contacts.

Loneliness in the study
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A systematic review was
conducted. 16 RCTs and
16 quasi-experimental
studies published in
English before May 2009:
19 group-, 11 one-on-one,
1 mixed intervention and
1 service provision. Age:
53í85y.

A systematic review was
conducted. Quantitative
outcome studies between
1970 and 2002 in any
language were included:
17 group interventions,
10 one-to-one, 3 services,
1 community
development for older
people, 50í93y. 16
studies were RCTs.

Material, methods and
design of included studies
A systematic review was
conducted. 17 studies
between 1982 and 2002
were included. 6 group
interventions, 2 service
provisions, 4 evaluations
of the internet, 5 one-toone interventions, 55y. 6
studies were RCTs.

Table 5. Systematic reviews of interventions targeting loneliness in the 2000s

Group interventions
were more likely to
be beneficial than
one-to-one.
Theoretically based
interventions seemed
to be more beneficial
than those that were
not.

Modest effectiveness
on social isolation.
Single one-to-one
intervention was
effective in
identifying socially
isolated older people.
Other interventions
showed trends
towards reduced
loneliness and social
isolation, but the
effectiveness
remained unclear.
1/3 of the
interventions
were effective.
Group interventions
were more often
effective than other
ways of alleviating
loneliness. The
effectiveness
of one-to-one
interventions
remained unclear.

Main results

Alleviation of social
isolation was more likely
in interventions where
participants were
involved socially,
compared with
interventions where
participants were
recipients of a service.

Well-targeted
educational and social
activity group
interventions may
alleviate social isolation
and loneliness. The
results suggest that
involving older people in
planning and facilitating
activities is beneficial.

Pathways to loneliness
alleviation
Training and support of
the intervention
facilitators is important.
They should involve
older people in the
planning,
implementation and
evaluation of the process.
It is important to utilise
existing community
resources in the
interventions.

Only 12/32 studies
targeted lonely or
socially isolated
people. In the rest of
the studies, social
isolation/loneliness
was assumed from
other characteristics.
Outcomes:
loneliness, social
isolation, social
support, physical and
mental health.

Author points out
that public money,
time and manpower
may be wasted on
interventions, but
little evidence of
their effectiveness is
available.
Variation of
outcomes: loneliness,
social isolation,
contacts, support
satisfaction,
participation.
Some elements of
interventions would
need more research,
like focus-group
discussions on the
telephone.
Outcomes:
loneliness, social
isolation, network
size, social support,
coping style.

Remarks

Background

Loneliness is a
significant risk
factor of the physical
and mental health of
older people.

Loneliness is
strongly associated
with health risks.
There is not enough
information on
effectiveness of
interventions
alleviating loneliness
among older people.

Social isolation and
loneliness affect
30% to 50% of the
elderly population,
having a negative
impact on health.
Group interventions
seem to be more
effective, but
conclusions have
been limited by
weak study
designs.

Study

Hagan et
al. 2014

CohenMansfield
& Perach.
2015

Poscia et
al. 2018

Table 5. Continued…

To assess
the effectiveness
interventions on
social isolation
and loneliness in
older people and
to summarize and
update the current
knowledge after
Cohen-Mansfield
and Perach
(2015).

To review
publications on
the utility of
interventions for
loneliness, and to
identify which
interventions are
effective.

To examine the
effectiveness of
interventions
reducing
loneliness and
social isolation
and make
recommendations
of interventions
for practice.

Aims

Social isolation and
loneliness are distinct but
interrelated concepts.
Loneliness is an
unpleasant emotional
experience, which occurs
if one’s perceived level
of interaction with others
does not fulfil
expectations.

The study leant on social
and emotional loneliness.

Loneliness and social
isolation were targeted.
Introduction leant on
Weiss’ (1973) emotional
and social isolation and
transient loneliness.

Loneliness in the study
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A systematic review was
conducted. 15
quantitative (4 RCTs) and
five qualitative, English
or Italian language studies
published between
January 2011 and
February 2016 were
included in the study: 11
group-, 4 individual and 4
mixed interventions with
populations aged
53í113y.

A systematic review was
conducted. 28 RCTs and
pre-test/post-test
comparison
studies with loneliness
measures and lonelinessrelated measures were
included: 23 group- and
12 one-on-one
interventions between
1996 and 2011,
SRSXODWLRQ\

Material, methods and
design of included studies
A systematic literature
review followed by a
narrative approach. 17
articles were included: 9
group interventions, 3
one-to-one mentoring
interventions and 6
interventions using new
technologies, in 20002012, with population
aged 53-103y. 9 RCTs.

Six out of 11
group interventions,
one out of four mixed
interventions,
and three out of three
individual
interventions
reported at least one
significant finding on
social isolation or
loneliness.

7/23 group
interventions
and 5/12 one-on-one
interventions were
effective. However,
group interventions
were more
commonly
potentially effective.

4 interventions (from
all categories)
reported on reduction
in loneliness. Three
of these interventions
used new
technologies and one
was a group
intervention.

Main results

No solid conclusions on
alleviating loneliness
could be found. Some
interventions had
promising results, even
though their
generalizability
were questionable. New
technologies were
promising. Communityengaged arts had positive
results.

Pathways to loneliness
alleviation
Authors discuss how
individuals may resist
tackling loneliness
directly. Group
interventions with lonely
individuals beneficial.
Reflection needed on
how individuals’
negative perceptions may
impact on the
intervention and its
effectiveness.
Authors suggest that “it
is possible to reduce
loneliness by using
educational interventions
focused on social
networks maintenance
and enhancement.” The
use of technology and
educational programmes
in interventions was
beneficial in both oneon-one and group
interventions.

According to the
authors, in the future
studies should take
into consideration the
suggestions of the
present literature in
order to provide firm
evidence.
Outcomes:
loneliness, social
support, networks,
well-being,
depression.

Outcomes:
loneliness, social
interaction.

22 interventions
focused on
community-dwellers,
8 on institutionalized
older persons and 4
on both. 33 studies
had quantitative
outcomes and 1 was
a qualitative study.

Outcomes:
loneliness, social
networks,
friendships.

Studies that reported
reductions in
loneliness had small
samples.

Remarks

Tse, 2010,
Hong Kong

Chiang et al.
2010,
Taiwan

Nursing
homes,
quasiexperimental,
pre-post
measures

Nursing
homes and
day-care
centres,
quasiexperimental,
pre-post
measures
Assistedliving
facilities,
quasiexperimental,
pre-post
measures
Nursing
homes, RCT
and 3-month
follow-up

Shapira et
al. 2007,
Israel

Winningham
& Pike,
2007, USA

Setting,
design
Four
congregatehousing sites,
two nursing
homes, RCT

Study, year,
location
White et al.
2002, USA

I: n=26, CG: n=27,
mean 85y,
006(

I: n=45, CG: n=47
65y,
MMSE > 20

I: n=29, CG: n=29
61í98y.
MMSE 
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I: Eight-week indoor gardening
programme in groups of 11 and
15 people. CG: Received regular
care and visits each week, not
indoor gardening programme.

I: Reminiscence therapy in
structured sessions among the
participants for 8 weeks, once a
week in a 90-min session.
CG: Waiting list

I: Educational computer
operation and internet use in a
group for 15 weeks, 1í2 sessions
per week.
CG: Other activities over 15
weeks, courses in painting,
sewing, needlework and
ceramics.
I: Cognitive Enhancement
Programme of three months,
three brain and memory
education sessions per week. CG:
Usual care.
In the intervention group experiences
of loneliness (UCLA) were decreased
at the end of therapy and 3-month
follow-up. Reminiscence therapy
improved the participants’ depressive
symptoms and well-being.
There were significant increases in life
satisfaction and socialisation as well as
decrease in loneliness (UCLA) in the
experimental groups but no such
improvements in the control
groups.

In the intervention group a slight
decrease in loneliness (UCLA) and no
decreases in perceived social support.
Controls reported lower levels of social
support and greater levels of loneliness.

I: felt less depressed and lonely
(UCLA), more satisfied with life, more
in control and more pleased with their
current quality of life than participants
in CG.

There were no statistically significant
changes in loneliness (UCLA) from
baseline to the end of the study
between groups.

I: 6 sessions internet group
training over a two-week period,
two participants/computer. After
that, computers were available
for continued use over five
months and the trainer was
available two hours/week for
questions. CG: A token gift and a
waiting list.

I: n=48, CG: n=45.
Mean age, I: 71y
CG: 72y. Needed to
have “the cognitive
ability to
participate”.

I: n=22, CG: n=26
70í93y, sufficient
cognitive capability
(as reported by
permanent staff who
knew participants
well)

Findings

Intervention

Study population

Table 6. Controlled group interventions for alleviation of loneliness in long-term care facilities in the 2000s.

Dropout rate 30%. There was no
information on how many
participants were in each group.
Participants shared emotions and
problem-solving with others, which
created cohesion and friendship.
There was no information on how to
facilitate a gardening programme,
group dynamics or process.
MMSE score of 6 or higher may be
unsuitable for groups of 11 and 15
people in gardening.

There was no information of how
many participants in each
intervention group were included.

Participants were not homogeneous
in respect of age.

There were only 8 nursing-home
residents in the study.

Loneliness measure was conducted at
baseline and follow-up,
approximately 20 weeks after training
started. The intervention was not pure
group intervention: it had an
educational part in a group, but then
it had an individual component.
There was no information on
interaction within the pairs over the
training period.
6 participants dropped out of the
intervention group; 3 from the control
group after beginning.

Limitations / Strengths / Remarks

Rest home
and hospital
area, RCT,
observations
during
intervention

Nursing
homes, RCT

Two nursing
homes, quasi
experimental,
pre-post
measures
Nursing
homes, RCT,

Robinson et
al. 2013,
New
Zealand

Tse et al.
2014, Hong
Kong

Tse et al.
2016, Hong
Kong

Sollami et
al. 2017,
Italy

Two nursing
homes,
quasiexperimental,
pre-post
measures

Tse et al.
2010 Hong
Kong
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I: n=225, CG:
n=171, mean 85y.
Residents with
cognitive
impairment were
excluded.
I: n=32, CG: n=18
í\
$07DQGQR
cognitive
impairment
I: n=14, CG: n=14,
mean 85y,
MMSE 19í30.

I: n=20, CG: n=20
55í100y. No
cognitive criteria
(19 participants had
AMT 6).

I: n=36, CG: n=34,
íy, had
suffered from
pain for more than 3
months.
$07 8
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I: Eight-week physical exercise
programme led by a
physiotherapist, once a week.
Included, for example, exercises,
strengthening and stretching. CG:
No physical exercise programme.
I: 12-week pain management
programme in small groups with
peer support, two 1-hour sessions
per week
C: One 1-hour session/week
I: Animal-assisted intervention 8
weeks, 2×/week, one
hour/session. One trained dog,
one operator. Interaction with a
dog and within the group. CG:
normal activities in the nursing
home.

I: Paro (a companion robot)
sessions for 12 weeks, 2×/week.
Discussions were held in sessions
and all residents had a chance to
interact with the robot in a group.
CG: Usual activities: bus trips
around the city, crafts, movies,
or bingo.

I: 8-week humour therapy
program with jokes, funny stories
and humour tips, one hour per
week. CG: Normal care without
humour therapy.

Score changes were more significant in
self-perception of happiness, life
satisfaction and loneliness (UCLA),
depression and pain in the intervention
group. However, changes were also
seen in the CG.
Loneliness decreased significantly in I.
Loneliness decreased also in CG.
However, there were no significant
differences in outcome measures
between the two groups.
In the intervention group loneliness
(UCLA) decreased, quality of life
improved and there was a shift from
PRGHUDWHDSDWK\WRPLOGDSDWK\íWKH
changes were significantly better
compared with the control group.

There were no significant differences
between the groups in terms of
loneliness (UCLA). However,
loneliness slightly decreased in the
intervention group. There was
reduction of pain, increase in happiness
and life satisfaction in I, but not in CG.
Loneliness decreased in I but increased
in CG. After adjusting for baseline
loneliness scores, there was a
significant difference between groups
in loneliness change over time
(UCLA). There were no main effects of
group on changes in quality of
life between baseline and follow-up
(just after group intervention).

There were 14 people, one dog and
one operator in one-hour sessions. No
information on group dynamics,
process or participants’ role when the
dog was not available equally to all.
The authors suggest that the dog
stimulated communication, but there
is no information.

Pain was the main outcome in the
study. Facilitation was welldescribed, but no information on
group dynamics or process.

Authors discussed how Paro could
stimulate conversation and strengthen
social ties between residents.
However, there was no information
on group-dynamics in this regard.
Limitation: the sample was small.
Interesting: there was as much social
interaction with the observer as with
Paro. The authors concluded that
learning about the observer was just
as interesting as learning about Paro.
Pain was the main outcome of the
study.
There was no information on how the
group was facilitated, nor group
process or group dynamics.

There was no information on how to
facilitate a humour therapy group, or
the size of each group, or whether or
not group dynamics were utilized.

Nursing
homes,
quasiexperimental,
pre-post
measures

Residential
NGO care
facilities,
RCT, and
follow-up
one month
after.
Nursing
homes, RCT

Kuru et al.
2018,
Turkey

Jarvis et al.
2019, South
Africa

I: n=13, CG: n=16
\HDUV,
cognitively intact.

I: A certified laughter yoga
instructor conducted the 5-week
laughter-group intervention,
twice a week. CG: Waiting list.

I: Mixed individual and group
intervention. In the 12-week
group intervention, 24
logotherapy sessions as well as
activities with participants’ own
interests, encouraging friendship
and social media. CG: Usual care

I: n=22, CG: n=21.
Neglected older
people, mean 68y
and 69y.
No information on
cognition.

I: n=20, CG: n=30
65í75 years.
People with
dementia and
Alzheimer’s disease
were excluded.

Intervention

Study population

Both social and emotional loneliness
(DJGLS) were significantly lower just
after the intervention in the
intervention group than in the control
group. There was no difference in
death anxiety between the groups.

There was a significant difference in
social isolation between intervention
and control groups after the
intervention, to the benefit of the
intervention group.

Findings
Social isolation was measured
through perceived social isolation and
disconnectedness. The group process
was enhanced by home assignments
and tasks. The participants reflected
together their feelings of perceived
social isolation and had a role in
group facilitation. The procedure of
the intervention was somewhat
complex. Its reproducibility may be
difficult.
This group format could be
inexpensive. However, a certified
laughter yoga teacher is needed to
facilitate the group or train the staff
in the method.
Notable: Participants felt shame
while laughing in the group at the
beginning of the study.

Limitations / Strengths / Remarks
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A closed three-month WhatsApp I: Significantly improved cognition.
The study sample size was small, and
(wa) group. I: Month 1: face-tomany residents were excluded.
There was a reduction in loneliness
face smartphone and loneliness
(DJGLS), which was maintained one
training. Month 2: wa-messages.
WhatsApp allowed participants to
month after the intervention. CG:
Participants became lonelier.
Month 3: moderator in the wa
maintain or develop contacts with
group did not participate. CG:
other people.
usual care.
Chu et al.
I: n=75, CG: n=75,
I: An 8-week horticultural
Measuring at the end of the
The authors suggested that interaction
2019,
mean I: 79y, CG:
activity programme,
intervention, the mean loneliness score with plants was a mechanism behind
Taiwan
78y. People with
“experiencing gardening for fun
(UCLA) was decreased in the
reduced loneliness and depression.
MMSE score < 24
and vitality”, one 1.5í2h session
intervention group and increased in the They also mentioned the role of
were excluded.
per week. CG: “normal” routine
control group. A respective finding was interaction with participants, but they
leisure activities such as
found with depression.
did not discuss its relevance, nor
watching TV, listening to music,
group-dynamics. Intervention is
and reading newspapers.
inexpensive and easy to implement.
RCT = Randomized controlled trial, I = Intervention group. CG = Control group. DJGLS = de Jong Gierveld Loneliness Scale. UCLA = UCLA loneliness scale. AMT =
Abbreviated Mental Test, MMSE = Mini Mental State Examination. NGO = Non-governmental organization.

Setting,
design
Institution
for older
people,
quasiexperimental,
pre-post
measures

Study, year,
location
Elsherbiny
& Maamari
2018, Egypt
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2.6. Summary of the literature review
Loneliness is a person’s experience of discrepancy between expected and actual levels of social
interaction. Loneliness increases the risk of admission to long-term care facilities, and
institutionalization is associated with loneliness. The prevalence of loneliness may even be higher in
these settings than among community-dwelling older people. A few studies have been carried out to
investigate the prevalence of loneliness in long-term care facilities, and it has varied between
í Loneliness among community-dwelling older people has shown no change over time in
most studies, but decreasing trends in prevalence have also been found. However, in long-term care
facilities temporal trends of loneliness have rarely been studied.
Loneliness is associated with place of living, which has been considered to be very important to
older people. The meaning of home with its all positive associations has been found to have a buffer
effect on loneliness. Age itself has been suggested not to be so important a determinant of
loneliness as age-related changes such as disabilities and losses. These were also found in long-term
care facilities, where loneliness and ageing experiences were entangled with age-related
circumstances such as losses. Widowhood has been consistently associated with loneliness.
Loneliness has been found to be a very important associate of health, functioning and well-being. It
is associated with many diseases, health behaviour, use of healthcare services, depression, anxiety,
functioning, impaired cognition, dementia, well-being, quality of life and mortality. Less is known
about associated factors and the prognostic significance of loneliness in long-term care facilities.
The voices of older people have been hidden in most previous studies, although the experience of
loneliness is subjective by definition. According to some studies, loneliness is a deeply disturbing
experience that should be the subject of further research. In long-term care facilities, there may be a
gap between goals and reality in the social surroundings of older people. Loneliness may strike
when one does not feel that everyday settings are familiar, or one does not have a control of place.
Residents in these settings may feel physically close, but mentally and socially distant from each
other.
Because of adverse health outcomes and the distressing nature of loneliness, efforts have been made
to alleviate it. A cautious suggestion according to the results of systematic reviews is that group
interventions may alleviate loneliness. Loneliness may be a motivator for group attendance in these
settings. Residents who are “in the same boat” in terms of their life situation and experiences may
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provide each other with understanding and support in connection with experiences of loneliness.
However, interventions require much more research.
Alleviation of loneliness is still a major challenge and an unclear area in long-term care facilities.
The results of intervention studies are incomplete as regards experiences of loneliness, i.e. how
group interventions were facilitated, the meaning of relationships, group processes, forms of
engagement, and how group dynamics were utilized. These issues were described in a Finnish
psychosocial group intervention carried out to alleviate loneliness in a randomized controlled trial,
but its processes in long-term care facilities, and feasibility, have remained unclear. Originally the
intervention improved well-being, health and cognition among community-dwelling lonely older
people. Therefore, its feasibility and benefits should also be tested in the context of long-term care
facilities.
There is a lot of research data and literature on loneliness of older people living at home, but
loneliness of older people living in institutions has received less attention. Little is known about
what loneliness really means to such residents and how they express it. Furthermore, there is a need
to increase knowledge about how loneliness could be alleviated among people in long-term care.
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3 AIMS
The aim of the current work was to explore older people’s experiences of loneliness in long-term
care facilities.

Research questions in the individual studies were as follows:
1. What is the prevalence, associated factors and prognostic significance of loneliness in long-term
care facilities? (Studies I and II)
2. Has the prevalence of loneliness changed over time in long-term care facilities? (Study II)
3. How is loneliness experienced and articulated in long-term care settings, and what specific
factors are related to these experiences? (Study III)
4. How does the Circle of Friends group process fit and proceed among lonely residents in longterm care facilities? (Study IV)
5. What is the feasibility and reproducibility of Circle of Friends group intervention? (Study V)
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4 MATERIAL AND METHODS
4.1. Participants
The participants in these studies were residents in long-term care facilities: nursing homes and
assisted-living facilities in Helsinki in 2011 and 2017, as well as participants and facilitators of the
Circle of Friends group intervention, alleviating loneliness in Finland í. An overview of
the participants is presented in Table 7.
Table 7. Overview of participants in the study.
Study

Participants

n

mean age, y

females, %

I Prevalence, associated
factors and prognosis of
loneliness
II Prevalence of
loneliness over time

Residents in nursing homes
and assisted -living facilities in
Helsinki in 2011
Residents in nursing homes
and assisted-living facilities in
Helsinki in 2011 and 2017
Residents in assisted-living
facilities who suffered from
loneliness at least sometimes
Residents in assisted-living
facilities who suffered from
loneliness at least sometimes
Group participants (g) and
facilitators (f) of group
intervention “Circle of
Friends” alleviating loneliness

2072

84

75%

1563 (2011)
1367 (2017)

84 (2011)
83 (2017)

76%
71%

13

84

85%

13

84

85%

1041 (g)
319 (f)

80 (g)
56 (f)

85% (g)
97% (f)

III Experiences of
loneliness
IV Group intervention
process among lonely
residents
V Implementation of
group intervention, 10year follow-up

4.1.1. Cross-sectional samples of Helsinki long-term care facilities in 2011 and 2017 (Studies I
and II)
Altogether, 4966 residents lived in long-term care facilities at the time of assessment of the crosssectional study in 2011 (Study I). Those in temporarily respite care were excluded (n=517). Those
refusing or unable to provide their informed consent due to dementia and because they had no proxy
nearby, were also excluded (n=1261). In addition, residents suffering from severe dementia (n=936)
who were unable to provide a reliable response regarding their feelings of loneliness were excluded.
In Study I, residents with no social-security number (no available mortality data) and those with no
data on their loneliness or psychological well-being were excluded (n=180). The final number of
participants was 2072. Figure 5 presents the flow chart of Study I.
Study II included participants of the same cross-sectional sample of 2011, and participants of a
repeated cross-sectional sample of all long-term care facilities in 2017. In 2017 a total of 3767
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residents lived in long-term care facilities in Helsinki. Those in temporary respite care were
excluded (n=128). Those unable to provide their informed consent due to dementia and because
they had no proxy nearby, and those refusing were also excluded (n=1222). Furthermore, residents
suffering from severe dementia, who were unable to provide a reliable response regarding their
feelings of loneliness were excluded (n=634). As a result of using propensity scores only those
residents were included for whom data was available on all variables tested in 2011 and 2017.
Those having missing items in propensity scoring were excluded (in 2011, n=689 and in 2017,
n=416). The final numbers of participants were 1563 in 2011 and 1367 in 2017. Figure 6 presents
the flow chart of Study II. Of the participants, three in four were women. Their mean age in 2011
was 84 years and in 2017, 83 years. The main characteristics are presented in Table 7.

Figure 5. Flowchart of the cross-sectional study in 2011 (Study I).
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2011
n=517

Exclusion
sion criteria
Temporarily in respite care
Dementia, did not have a close
n=1261 proxy or refused
Clinical Dementia Rating
scale, memory item=3, no
response, or not reliable
n=936 response on loneliness
n=689 Missing other items to be
included in propensity score

n= 1563

2017
n=128
n=1222

n=634
n=416

n= 1367

Registered nurses assessed and
interviewed the residents in their own
wards: loneliness, activities of daily
living, cognitive stage, comorbidities,
nutritional status, psychological wellbeing.

Registered nurses assessed and
interviewed the residents in their own
wards: loneliness, activities of daily
living, cognitive stage, comorbidities,
nutritional status, psychological wellbeing.

Demographic data (gender, age, education
in years), medical diagnoses and drugs.

Demographic data (gender, age, education
in years), medical diagnoses and drugs.

Propensity score-adjusted
loneliness: 36%

Propensity score-adjusted
loneliness: 36%

2011 and 2017 samples
were combined (n=2930)

Multivariate logistic regression model
was used to explore characteristics
associated with loneliness

Figure 6. Flowchart of repeated cross-sectional studies in 2011 and 2017 (Study II).
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4.1.2. Participants in assisted-living facilities (Studies III and IV)
The qualitative studies (Studies III and IV) involved thirteen older people living in assisted-living
facilities in Helsinki. They all participated in Circle of Friends group intervention. All of them
suffered from loneliness at least sometimes. Of the participants, eleven were women. Their mean
age was 84 years (Table 7). The flow-chart of Studies III and IV is presented in Figure 7.

Figure 7. Flow-chart of the qualitative studies (Studies III and IV).
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4.1.3. Responders of the Circle of Friends questionnaire: participants and their facilitators in
group intervention (Study V)
In 2016, an electronic questionnaire was sent to all Circle of Friends (CoF) group facilitators (n =
752) trained during 2006–2016 in Finland. They were social-work and healthcare professionals and
volunteers. The response rate was 42.4% (n = 319).
Between April 2006 and May 2016, a questionnaire was sent to all known older CoF group
participants who had participated in CoF groups during the training of the facilitators. The
participants of the CoF groups were community-dwelling older people and those living in assistedliving facilities. The postal questionnaire was sent to 1693 individuals and the response rate was
61.5% (n = 1041).

4.2. Methods
In this work both quantitative (Studies I, II and V) and qualitative methods (studies III and IV) were
used.

4.2.1 Questionnaire and assessments in long-term care facilities in 2011 and 2017 (Studies I
and II)
A large cross-sectional nutrition and medication study (Helsinki nutrition study) was conducted in
2003, 2007, 2011 and 2017 in all long-term care facilities (nursing homes and assisted-living
facilities) in Helsinki (Soini et al. 2018). The aim of the study was to explore older people’s
nutritional status and its associates, functional capacity, as well as care practices in long-term care
settings. In Studies I and II, data from the Helsinki nutrition study in 2011 and 2017 was used.
Demographic data (gender, age, education in years, marital status), and data on medical diagnoses
and current medication were retrieved from the participants’ medical records. Loneliness was
inquired about via a single question: “Do you suffer from loneliness?” (never/sometimes/often or
always). This question has been used for decades and it has proved to be easy for older people to
understand and answer (Savikko 2008, p. 45).
Activities of daily living (ADL) were assessed using the Clinical Dementia Rating (CDR) of the
“Personal care” item (Hughes et al. 1982). The cognitive stage was evaluated by the CDR of the
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“Memory” item. Participants with CDR Memory class 3 (severe impairment) were excluded.
Comorbidities were evaluated using the Charlson Comorbidity Index (CCI), which describes both
the number and severity of a person’s comorbidities (Charlson et al. 1987). Nutritional status was
assessed using the Mini-Nutritional Assessment (MNA) tool (Guigoz et al. 2002), which is an 18item tool used to assess nutritional risk. The psychological well-being (PWB) score, in turn, served
to examine the participants’ PWB (Routasalo et al. 2009). It was assessed by way of six questions:
1: “Are you satisfied with your life?” (yes/no), 2: “Do you have zest for life?” (yes/no), 3: “Do you
have plans for the future?” (yes/no), 4: “Do you feel needed?” (yes/no), 5: “Do you feel depressed?”
(seldom or never/sometimes/often or always) and 6: “Do you suffer from loneliness?” (seldom or
never/sometimes/often or always). In PWB scoring, answers to each of these questions scored 0
(“no” in questions 1–4, “often or always” in questions 5 and 6), 0.5 (“sometimes” in questions 5
and 6) or 1 (“yes” in questions 1–4, “seldom or never” in questions 5 and 6). In PWB scoring, the
total number of points scored was divided by the number of questions, 1 representing the best and 0
the poorest psychological wellbeing. In Study I, mortality data was retrieved from central registers
in 2015.

4.2.2. Qualitative materials (Studies III and IV)
The qualitative part of the study included multiple data-collection methods (Rubinstein 2002). The
processes in the qualitative part are presented in the flow chart (Figure 7).

Settings
The study was conducted in two assisted-living facilities, where housekeeping, meals-on-wheels
and 24-hour personal support are available. Both houses aim to provide safe and meaningful lives
for their residents. According to the written goals of the facilities, the work of the social-work and
healthcare professionals is based on client-centred and rehabilitative work orientation, which
respects each resident’s individuality and uniqueness. However, it was observed that in the two
settings, the physical characteristics of the houses, as well as their actual care practices, proved to
be different. The houses were named in the study after their features and according to views
expressed in the participants’ interviews. “Bright House” was built in the 1980s. It was seen to be a
bright, light and fresh building consisting of four floors in two different wings. The other (six-floor)
house, “Long House”, was built in the 1970s and had later been modified into an assisted-living
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facility. One resident characterised its long corridors leading to the apartments as follows: “This
house is as long as your arm – it’s hard to say where it begins or ends”.
In these facilities, cognitively healthy people live in their own single apartments with a kitchenette
and a bathroom. Those whose cognitive ability does not allow living in a single apartment on their
own, live in group homes with their own private rooms. The participants, like all other residents in
the facilities, may use common spaces such as sauna, clubrooms, a gym, a dining room, and a
hobby room as well as TV lounges in the corridors. In both houses there are versatile workers from
different professions, for example a manager, nurses, a physiotherapist, an occupational therapist
and social instructors. There is a weekly social programme for the residents, for example music and
facilitated games in both facilities. However, the programme seemed to be more frequent in the
Bright House, where the cognitively impaired participants of this study lived.

Individual interviews and questionnaires
Before the first individual interviews, the participants had given advance information in a
questionnaire regarding their loneliness, marital status and education, as well as expectations as
regards the group process. Loneliness was elicited via a written question, asking “Do you suffer
from loneliness?” (seldom or never/sometimes/often or always). After the group process the
participants gave more information in a second written questionnaire, which charted experiences
from the group. Two of the informants filled in the questionnaire with the help of a nurse; others did
it independently.
The participants (n=13) were interviewed twice individually. In the first-round, interviews prior to
the group intervention were conducted flexibly, using a semi-structured thematic guide. Loneliness
was the main theme in interviewing. The interviews, the duration of which varied from half an hour
to one and a half hours, were informal discussions, in which participants shared their feelings and
experiences. The length was based on the purpose of the interview as well as the observed
participant’s fatigue (Rubinstein 2002). Happiness barriers (Roos 1988) and surface stories
(Rubinstein 2002) were important to consider in the first round. People tend to whitewash things
and describe external projections of themselves with strangers, maybe saying they are fine even if
this is not so. Overcoming such a “happiness barrier” in data collection required time, patient
listening and struggling, thinking how to go beyond the barrier (Roos 1998, Rubinstein 2002).
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After the first individual interviews, there was a three-month group intervention programme
arranged for the participants. Approximately two to four weeks after the group intervention process
had ended, the second individual interviews were conducted. These were inspired by the qualitative
longitudinal research approach (Nikander 2014, Tiilikainen 2016), elaborated the topics of the first
interviews, and raised new questions about experiences of the group process. The respondents
received complete attention in the interviews (Heyl 2001), and the interviewer listened to them
carefully and respectfully (Rubinstein 2002). The respondents’ right to remain silent was respected,
and attention was paid to situations in which they did not speak. There were no happiness barriers
or surface stories in the second round of individual interviews. This may have been due to the fact
that the interviewer, and also the theme of loneliness had become very familiar to them.

Group intervention
The Circle of Friends group model was chosen for the study because it had previously been shown
to be effective and feasible among lonely people (Pitkälä et al. 2009). The group process was
originally inspired by Tuckman’s (1965) therapy group development stages and developed
afterwards for lonely older people (Routasalo et al. 2004). When applying group intervention in
long-term care facilities, it was important to maintain the original structure of the group model: a
closed group with six to eight participants suffering from loneliness, who meet with their peers 12
times, once a week, for three months. A closed group means that group facilitation has a clear
beginning and end (Toseland 1990, p. 63) and new participants are not recruited after the
intervention has started, even if some group participant(s) drop(s) out.
There are always two facilitators in the group (Pitkälä et al. 2009). Their knowledge of favourable
group processes and group dynamics are important, and skills concerning how to empower and
support interaction among the participants is essential. A facilitators’ working approach needs to be
objective-oriented and client-centred (Pitkälä 2004). The facilitators were recruited for this study
from outside the staff of the long-term care facilities in order to ensure neutrality in the study. The
main aim of the facilitators in both groups was to help the participants reflect upon their experiences
of loneliness, alleviate these experiences as well as to promote meaningful activities, interaction and
peer support between the participants.
Among community-dwelling older people, the group process has usually followed common,
progressive steps. The group process has normally begun with the participants’ introductions, and
by creating common goals, a structure and contract for the group work. The contract is important in
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groups, promoting security (Toseland 1990, p. 76). Encouraging the group participants to express
their feelings and experiences of loneliness is essential along the group process. As the group
process has progressed, facilitators have fine-tuned their work in the middle phase, using a cycle of
assessment, intervention and reassessment in order to develop group-cohesion (Toseland 1990, pp.
í). They have facilitated group functioning and interaction and helped the participants to
achieve their individual and shared goals. In the last phase, facilitators have helped participants
conclude the group process by supporting the group towards self-direction and the participants’ own
empowering leadership. The facilitators’ final goal has been to step back, when it is WLPHíDQG
gradually become unnecessary (Pitkälä et al. 2009).

Field-diaries
The field-diaries of professional facilitators were collected during the group interventions according
to the routine in the original randomized controlled trial (Savikko 2008, p. 46, Pitkälä et al. 2009).
Each group facilitator (n=4) wrote an individual field diary after every group meeting (69 pages in
all). Instructions were given to the facilitators for writing the field-diaries. However, a personal
stamp in their diaries was allowed. The diaries covered the objectives, content and phenomena as
well as descriptions of the participants’ behaviour and interactions in each group meeting. The
facilitators also reflected on their own role in their diaries (Pitkälä et al. 2015). There was a material
variation between the diaries: for example, one reflected content and group phenomena very
carefully, whereas another reflected more on her own feelings than those of the others.

Observations in individual interviews and group interventions
Observing took place in two assisted-living facilities. The observer (AJ) was highly motivated to
capture participants’ experiences as described by Corbin (2002). Participants were observed
individually during individual interviews and six times in group meetings during Circle of Friends
interventions: in the initial phase, middle phase, and during the last meeting of the three-month
group process. The observer’s aim was to develop a perception of the community and the facility
related to loneliness: the spatial order, what was seen, heard, smelled, felt, and experienced (Nelson
1988, Corbin 2002). It was important to observe the connections between the participants as well as
connections between the participants and the environment – with its dimensions, physical, social
and temporal (Appendix 1) (Nelson 1988, Corbin 2002).
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In the group meetings, observations were focused on the experiences and articulations of loneliness,
as well as ways of coping with it, interaction between the participants, the facilitators’ work and the
development of the group process. When observing individuals, being truly present, appreciating
the participants and listening to them carefully and actively were essential. With the help of field
notes, many times very emotional observations formed a representation of them, a written form of
what had just been experienced (Emerson et al. 2001). For example, in an individual interview,
“when asked about loneliness the interviewee became tearful, whereupon the interviewer was also
sensitised. After a silent moment, the interviewee started talking about her loneliness with few, but
strong, emotional words”.
However, stepping back was equally important (Corbin 2002). Taking a few steps back mentally,
but also physically, made it easier to see “the whole picture” with its details. When observing
carefully and effectively, the observer was able to locate interaction, emotions and situations in
context. This was very important when researching experiences in a certain place. However,
recreation of the conceptual nature of loneliness of a person, at a certain time, in a certain place,
was interpreted through the observer's understanding. Presumably this understanding was slightly
biased, and another researcher could have seen the context from a different angle (Corbin 2002).
Nevertheless, through written descriptions, observation raised an important outlook on loneliness in
long-term care facilities (Emerson et al. 2001).

Focus-group interviews
The final stage of the qualitative data collection concerned a focus group, which means a group
discussion on a focused topic (Guest et al. 2017), in this case, loneliness and group process. There
was a focus group with five participants in Bright House, and three participants in Long House. In
both houses the focus group discussion lasted one hour and 40 minutes. The focus groups had a
relatively unstructured format (Morgan 2002). Because these groups had already gone through a
common three-month group process, participants’ talk started immediately. They had experienced
something common, which has been shown to be a key aspect of making a focus group successful
(Guest et al. 2017). The groups were moderated by an investigator, and her mission was to keep the
focus of the discussion on the experiences of loneliness, and the group process (Mäntyranta & Kaila
2008). At the same time, focus groups also represented final situations to observe a group process,
enabling one to observe group phenomena in action (Guest et al. 2017). However, as a result of
small focus-group size, especially in Long House, the group dynamics were insufficient, which
otherwise would have been an essential characteristic of the focus group. A small group size, in
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turn, also had its good sides, when participants were highly involved with such an emotional and
sensitive topic (Guest et al. 2017).

4.2.3. Postal and electronic questionnaires (study V)
Postal questionnaire sent to Circle of Friends (CoF) participants
Data on the Circle of Friends group participants were gathered via a postal questionnaire between
April 2006 and May 2016. The postal questionnaire was sent to those group participants whose
facilitators were at the training phase in CoF development. Thus, there is only participants’
feedback from the first group of each facilitator. In 2014–2016, the questionnaires included
additional items that explored the participants’ demographics and experiences in more detail. The
participants of the CoF groups were mainly community-dwelling older people, but some of them
were living in assisted-living facilities. The postal questionnaire was sent to 1693 individuals. They
received the questionnaire as soon as the facilitated three-month CoF group process ended, and
voluntarily returned the questionnaire in a prepaid envelope by mail in their own time, on average
within one month after receiving the envelope. The response rate was 61.5% (n = 1041).
The postal questionnaires for the participants had been used before, and piloted in the original
randomized controlled trial (Routasalo et al. 2009). The items were considered easy for older people
to understand and respond to. The inquiry elicited demographic variables (age, sex). In the 2014–
2016 questionnaire, we also inquired about marital status, education, living alone (yes/no), daily
physical functioning (1. very good, 2. good, 3. moderate, 4. poor, 5. very poor/1 and 2 = good daily
functioning), and self-rated health (1. healthy, 2. quite healthy, 3. quite unhealthy, 4. unhealthy/1
and 2 = good self-rated health). Participation in the Circle of Friends was inquired about by asking
how many times older people had participated in the group (12 times/10–11/5–9/< 5). There was
also an item on whether or not the participant’s own wishes had been considered within the group
(yes/no). Participants’ satisfaction with the group facilitators’ expertise was elicited by asking if the
facilitators were competent (yes/no). Alleviation of loneliness was addressed by question of
whether or not their feelings of loneliness were alleviated when they had participated in the group
process (yes/no) and whether their feelings of loneliness were acknowledged by their group
(yes/no). Furthermore, there were also questions on whether or not the participants had found new
friends in the group (yes/no), if they had continued meetings after the facilitated group meetings
were over (yes/no), and if they would recommend the group to others (yes/no). In 2014–2016, there
was also a question on whether or not the participants had received peer support (yes/no).
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Electronic questionnaire sent to the group facilitators
There were 752 Circle of Friends group facilitators trained in Finland between 2006 and 2016, by
VTKL – the Finnish Association for the Welfare of Older People. Data concerning these group
facilitators were collected via an electronic survey. The survey elicited demographic variables (age,
sex) and characteristics of the participants in all the Circle of Friends groups they had facilitated so
far (community-dwelling/living in assisted-living facilities/groups of widowed older people/groups
of cognitively impaired older people). As regards the structure of the CoF, the facilitators were
asked whether their groups had been closed (no new member could join even if someone dropped
out) or open (the group took new members during the group process). There was also a question
concerning whether the facilitators had worked within their groups with a partner (always with a
partner/mostly with a partner/both with a partner and alone/mostly alone/group had three or more
facilitators). In addition, we asked whether they had interviewed the group participants before the
group started (yes, always/yes, mostly/occasionally/no). Furthermore, there was a question on
whether they had discussed loneliness in their CoF groups (yes, always/yes,
mostly/occasionally/no).
The general objectives and targets of the facilitated group meetings were elicited by themes:
alleviation of loneliness, creating new friendships, supporting interaction among participants,
empowering participants, peer support, and supporting self-organized group meetings after the
facilitated three-month Circle of Friends group meetings were over (yes/no for each). Finally, there
was inquiry concerning what challenging features the facilitators had encountered in their Circle of
Friends groups. The response options for each of the following items were yes/no: challenging
group participants, heterogeneity of participants, difficulties in recruiting participants, participants’
difficulty adhering to the group process, participants’ reluctance to deal with loneliness.
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4.3. Statistical analyses
Studies I, II and V
In Studies I, II and V data on the participants was presented as counts with percentages and as
means with standard deviations (SDs), or medians with interquartile ranges (IQRs). In Study I
analysis of variance (ANOVA), the chi-square test or the Fisher–Freeman–Halton exact test were
used for statistical comparisons. In Study II statistical comparisons were made between two crosssectional samples (respondents living in long-term care facilities in 2011 and 2017) using the chisquare test or Student’s t test for continuous variables and Pearson's chi-square test for categorial
variables. In Study V differences between these groups were tested using the X2 test for categorial
variables and Student’s t test for continuous variables.
In Study I, when adjusting for confounding factors, analysis of covariance (ANCOVA) was used.
The bootstrap method was used (10 000 replications) when the theoretical distribution of the test
statistics was unknown, or in cases involving a violation of the basic assumptions (e.g., nonnormality). Cox’s Proportional Hazard Model served to estimate the adjusted risk of mortality.
In Study II bootstrap-based analysis of variance (ANOVA) was used to assess differences in
characteristics between loneliness groups. Furthermore, the bootstrap method (5000 replications)
was also used when the theoretical distribution of the test statistics was unknown, or in the case of
violation of the assumptions (e.g. non-normality). The normality of variables was evaluated using
the Shapiro–Wilk W test.
In Study II, to reduce the effect of confounding due to differences in baseline demographic and
clinical characteristics between cohorts 2011 and 2017 (with and without loneliness), propensity
score matching was used. Propensity scores were generated for each participant in order to reflect
the conditional probability of including residents in cohorts, and the score was computed using a
multivariate logistic regression model. Age, sex, living in a nursing home, widowhood, education,
needing assistance in personal care, dementia, cancer, depression and number of types of
medication were used as covariates in the model. Furthermore, a multivariable logistic regression
model was used to explore the relationships between various characteristics and loneliness.
The Stata 14.1 statistical package (StataCorp LP, College Station, TX, USA) was used to perform
the analyses.
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4.4. Qualitative data analyses
Experiences of loneliness (Study III)
Analysis of the data began by reading the transcripts (810 pages) of the interviews (both individual
and focus group interviews) several times to gain a general understanding of the phenomenon.
Observation notes (50 pages) were also in use, and they helped reconstruct the feelings in the
interviews. In order to answer the research questions, the data were first analysed with the help of
computer software (Atlas.ti) (Hwang 2008). By screening all the data blocks in which loneliness
was mentioned, the goal was to map the different experiences of it. There were 106 data blocks
consisting of the Finnish word for loneliness, “yksinäisyys”, and its derivatives (“yksinä…,
yksinäinen”). There were also sentences that described loneliness with the Finnish word “yksin”,
alone, but which obviously meant loneliness. However, soon this screening proved to be too
mechanical because there were also several data blocks in which loneliness was expressed in a
different way. They derived from the participants’ dialects or personal speaking styles.
Reading the data carefully, in order to distinguish data blocks describing experiences of loneliness,
its associated meanings and relevant situations in everyday life, a total of 546 segments were found.
By manually grouping and finding clues and paths between these segments, the process revealed a
lot about the participants’ lives. Many respondents described loneliness very similarly at different
points in the data collection. This confirmed the reliability of the data. At the same time, these
repeated expressions and duplicates in the statements affected the amount of data. Therefore, these
duplicates were ignored, but remembered as background data. When reading the data, analysis leant
on abductive reasoning (Timmermans & Tavory 2012, Mirza et al. 2014), finding clues from the
data as well as from the literature on loneliness. Sensitivity in this was important, because there
were also incidents, emotions, significant fluctuations in tempo and silent moments in speech,
which provided clues as to what the speakers considered to be especially meaningful.
Ninety segments were chosen for closer analysis. They provided relevant information from the
viewpoint of the research questions. These segments contained single phrases and larger textual
blocks. They were coded, and the codes were grouped into categories, inspired by the coding
practices typical of the Grounded theory (Charmaz and Mitchell 2001, Timmermans & Tavory
2012, Foley & Timonen 2015). According to Timmermans and Tavory (2012), abduction fits
properly in Grounded theory, when moving back and forth between data and theory. This was made
possible by adhering very closely to the rich data, with careful consideration of previous research
literature and knowledge of loneliness (Timmermans & Tavory 2012). The categories were thus
69

constructed from numerous separate experiences of loneliness. They were formed by combining
several data blocks that described the same theme. For example, the respondents described in many
ways how the “apartment did not feel like home”. This was related to many sentences describing
“lack of privacy in the apartment”, as well as “superficial and routine interaction with changing
staff”. This further produced a “living in a lonely place” category, which was refined to the core
category “place-dependent loneliness”. Two other core categories were “time-dependent loneliness”
and “idiosyncratic and individual experiences of loneliness” (Appendix 2).
The group intervention process among lonely residents (Study IV)
It was important to explore how an originally successful group model among community-dwelling
older people suffering from loneliness worked in the context of long-term care facilities, among
frail and cognitively impaired older people suffering from loneliness. First, it was essential to obtain
an overall picture of the group process and its dynamics. This was done by reading the group
facilitators’ diaries concerning the three-month group process. The first reading was when the
researchers received the diaries with information on each group meeting (Pitkälä et al. 2015). The
second and third readings were just before the middle and last phases of the group process.
Analysis started with the diaries. Facilitators’ diaries in the cognitively impaired group were
separated from those of the cognitively intact group. All the units that related to common essential
meanings in the diaries were identified, and manually mapped and grouped. For example, in the
second group meeting of the cognitively impaired group, four data blocks were related to group
formation, one to trust and encouragement, and two described conflicts. Leaning on abductive
reasoning, finding clues in the data and in the literature related to group work, the meaning units
were compiled into initial group stages (Mirza et al. 2014). Little by little the stages formed initial
group processes, which were compared with Toseland’s (1990) and Tuckman’s (1965) group
development and the typical group progress of the Circle of Friends (Pitkälä et al. 2015).
Following the initial stage, the observations that either supported or did not support these initial
group processes were identified. This was done carefully, using different data sources with data
triangulation (Groger & Straker 2002). Comprehensive data was available from the diaries,
observations, and individual- and focus-group interviews. Finally, differences between the two
framed group processes (group of cognitively intact and group of cognitively impaired participants)
were identified. In order to deepen the meanings of the group process and to illustrate how the
findings were connected to those in prior literature, the results were reported, with background
literature, in an original study (Study IV).
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4.5. Ethical questions

All the studies were conducted according to Declaration of Helsinki guidelines. The participants
were volunteers who received oral and written information before the study and who signed an
informed-consent document. It was emphasized that the participants could withdraw at any time.
The participants were not exposed to any risks during the studies. The data was recorded in a
database at Helsinki University Hospital. In the database the data is anonymized, and the code keys
are kept in a separate file. The papers are kept in locked rooms.
Studies I & II
All residents received oral and written information prior to the study and they gave informed
consent. In cases of moderate dementia, the residents’ closest proxy gave consent. The study
protocols were approved by the Ethics Committee of Helsinki University Hospital (HUS
105/13/03/01/2011, HUS 2042/2016) and the committee of the City of Helsinki (HEL 2016014303).
Studies III & IV
The qualitive studies were conducted carefully, in accordance with ethical guidelines. After the
Helsinki University Hospital Ethics Committee (1150/2016) and the respective committee of the
City of Helsinki (2016-014058) approved the study protocol, the author contacted the management
of Bright House and Long House and received permission to conduct the study in their premises.
The members of staff were first informed about the research through face-to-face group
conversations and information sheets. After this initial information, the residents were approached
in both houses through the staff, to recruit them for the study. The potential respondents and their
relatives, in cases of a resident’s cognitive impairment, received a letter and information about the
data-collection procedure. Both cognitively impaired and cognitively intact older people have been
shown to benefit from the intervention and no risks of adverse effects have been shown (Pitkälä et
al. 2009, Laakkonen et al. 2016). It was emphasized that participation in the research was fully
voluntary and could be cancelled at any time.
Study V
The data was collected anonymously, and the participants cannot be recognized from the data.
Thus, ethics committee approval was not required.
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5 RESULTS

5.1. Loneliness and its associations and changes over time (í) in longterm care facilities (Studies I and II)

5.1.1. Description of the participants
In the cross-sectional sample of 2011 (Study I) as well as in repeated cross-sectional samples (2011
and 2017) (Study II), the residents’ mean age was 84 years, and three in four were women. Table 8
gives an overview of the characteristics of the participants in these studies.

Table 8. Main characteristics of the participants.
Characteristics

Women, n (%)
Mean age (SD)*
Widowed, n (%)
Education < 8 years, n (%)
Mean Charlson comorbidity index (SD)
Needing assistance in personal care, n (%)‡
Independent, needs prompting
Needs assistance with dressing and hygiene
Needs much assistance with personal care
Dementia, n (%)
Stroke, n (%)
Cancer, n (%)
*Standard deviation; ‡ Hughes et al. 1982

Crosssectional study
2011
n=2072
1558 (75)
84 (8)
1073 (52)
914 (45)
2.3 (1.6)

Repeated cross-sectional studies
2011 and 2017
2011
2017
n=1563
n=1367
1186 (76)
974 (71)
84 (8)
83 (9)
825 (54)
637 (47)
683 (50)
519 (42)
2.4 (1.5)
2.1 (1.4)

403 (19)
733 (35)
910 (44)
1267 (61)
552 (27)
186 (9)

220 (14)
503 (33)
803 (53)
1036 (67)
436 (28)
145 (9)

208 (16)
494 (37)
632 (47)
969 (71)
340 (25)
175 (13)

5.1.2. Prevalence of loneliness, its associations and prognosis (Study I)
Of the respondents in the 2011 cross-sectional sample (study I), 9% felt lonely often or always
(always lonely), and 26% sometimes (sometimes lonely). The groups did not differ significantly
with respect to age, sex, marital status or time spent in the long-term care facilities. Moreover,
neither the Charlson comorbidity index nor the mean number of types of medication differed
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significantly between the groups. The proportions of those suffering from dementia, stroke,
Parkinson’s disease or cancer were also similar between the groups (Study I). (Table 9).
Low-level education (< 8 years) was most common in the “always lonely” group (p = 0.023). Selfrated health was associated with loneliness (p < 0.001). The “always lonely” participants more often
rated their health as poor. However, they suffered less often from cognitive impairment than did the
other two groups (p = 0.015). Suffering from loneliness was associated with higher dependency in
activities of daily living (p = 0.006). The “not lonely” group was more independent in mobility both
inside and outside than were the two other groups. Visual impairment was associated with
loneliness, but hearing impairment was not. According to MNA data, the “always lonely” group
suffered from malnutrition more often than did the other two groups (p < 0.001) (Study I). A
diagnosis of depression was associated with loneliness (p < 0.001). Of the “not lonely” residents,
19% suffered from depression, whereas in the “sometimes lonely” group, the respective proportion
was 25%, and in the “always lonely” group, 37% suffered from depression (Study I).
Table 9. Characteristics of residents divided according to their feelings of loneliness.

Women, n (%)
Mean age (SD*)
Widowed, n (%)
Education < 8 years, n (%)
Mean Charlson comorbidity index ‡ (SD)
Self-rated health: healthy or quite healthy, n
(%)
CDR memory item 0 or 0.5, n (%)
Dependence in activities of daily living, CDR
personal care item 2 or 3, n (%)
Independence in mobility inside, n (%)
Dementia, n (%)
Stroke, n (%)
Depression, n (%)
Mean number of types of medication (SD)
Mini-Nutritional Assessment, || n (%)
Malnourished, < 17 points
At risk of malnourishment, 17–23.5
Normal nutritional status, > 23.5 points

p value

n = 536
399 (74)
84 (8)
272 (51)

Often or
always
lonely
n = 187
150 (80)
84 (8)
108 (58)

590 (44)
2.3 (1.5)
1039 (79)

225 (42)
2.3 (1.6)
343 (67)

99 (53)
2.3 (1.6)
105 (58)

0.023
0.93
< 0.001

564 (43)
1041 (79)

193 (37)
449 (84)

87 (47)
153 (82)

0.015
0.006

825 (62)
816 (60)
350 (26)
261 (19)
8.9 (3.7)

280 (42)
341 (64)
146 (27)
136 (25)
8.7 (3.9)

93 (51)
110 (59)
56 (30)
69 (37)
9.1 (3.7)

< 0.001
0.72
0.81
< 0.001
0.45
< 0.001

179 (13)
856 (64)
307 (23)

95 (18)
361 (67)
79 (15)

43 (23)
124 (66)
20 (11)

Not
lonely

Sometimes
lonely

n = 1349
1009 (75)
84 (8)
693 (51)

0.25
0.84
0.23

* Standard deviation; ‡ Charlson et al. 1987; || Guigoz et al. 2002

The PWB score was DVVRFLDWHGZLWKORQHOLQHVVDPRQJERWKPHQDQGZRPHQ S  )LJXUH
in Study I). The score in the “not lonely” group was higher among men than among women (p =
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0.011). The PWB score decreased linearly according to loneliness. In men, the PWB score in the
“not lonely” group was 0.75 (95% CI 0.72 to 0.78), in the “sometimes lonely” group, 0.63 (95% CI
0.58 to 0.67), and in the “always lonely” group, 0.48 (0.38 to 0.58) (p for linearity < 0.001, adjusted
for age and the Charlson comorbidity index). The respective figures among women were 0.72 (95%
CI 0.70 to 0.73) in the “not lonely” group, 0.62 (95% CI 0.59 to 0.65) in the “sometimes lonely”
group, and 0.42 (95% CI 0.37 to 0.46) in the “always lonely” group (p for linearity < 0.001,
adjusted for age and the Charlson comorbidity index).
Loneliness was associated with mortality during the 3.6-year follow-up period. Of the “not lonely”
group, 57% died during follow-up, whereas the respective figures were 65% in the “sometimes
lonely” group and 68% in the “always lonely” group (p < 0.001). After controlling for age, sex and
the Charlson comorbidity index, the mortality risk among the lonely residents was significantly
higher (in the “sometimes lonely” group, HR 1.19; 95% CI 1.05–1.35, and in the “always lonely”
group, HR 1.28; 95% CI 1.06–1.55) than among the “not lonely” residents (p for linearity < 0.001
adjusted for age, sex and comorbidities; Fig. 8).

Figure 8. Loneliness increases mortality risk. Reproduced with permission from the Journal of
Nursing Home Research. NL=Never lonely, SL=sometimes lonely, AL=always lonely.
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5.1.3. Changes in the prevalence of loneliness over time (Study II)
The proportion of respondents was lower in Study II than in Study I as a result of using propensity
scores. According to the results of Study II, there was no change in the prevalence of loneliness
over time in cross-sectional samples in 2011 and 2017 among respondents in nursing homes and
assisted-living facilities in Helsinki. Propensity-score-adjusted loneliness was at the same level
among the respondents at both time points: 36% suffered from loneliness at least sometimes (95%
CI 34–39%) in 2011, and 36% (95% CI 34–39%) in 2017. The two samples differed from each
other in some other characteristics. The proportion of men was higher in the latter sample, and the
proportion of widowers had decreased. The level of education was higher in the latter sample. A
larger proportion of the latter sample suffered from dementia, whereas the Charlson comorbidity
index was lower on average. The nutrition of the residents had improved over the years. However,
PWB scores and the proportion of those feeling depressed did not differ between the samples (see
Table 10, below, and Table 1 in Study II).
Depression was also associated with loneliness in Study II (p < 0.001). This was seen when the
2011 and 2017 samples were combined in order to explore the associates of loneliness. In the
multivariate logistic regression model, feeling depressed was the only significant characteristic
associated with loneliness (Table 10). Of the respondents who did not feel depressed, 24% suffered
from loneliness at least sometimes. Among the respondents who felt depressed, the respective
figure was 55% (p < 0.001) (Study II).
Table 10. Variables investigated in connection with loneliness in Study II. Reprinted with
permission from the Archives of Gerontology and Geriatrics.
Variable

Odds ratio

Confidence intervals
(95% CI)

p value

Male gender
Age
Residing in nursing home (vs. assisted-living
facility)
Widowed
Education < 8 years
Needing assistance with personal care
Needs some assistance with personal
care
Needs much assistance with personal
care
Dementia
Cancer
Number of types of medication
Feeling depressed

1.00
1.00
1.13

0.80–1.24
0.99–1.01
0.94–1.37

0.97
0.93
0.19

1.17
0.88

0.96–1.42
0.74–1.05

0.12
0.16

1.24

0.94–1.64

0.14

1.22

0.92–1.60

0.16

1.05
1.02
1.01
4.10

0.87–1.28
0.89–1.18
0.99–1.04
3.43–4.89

0.61
0.76
0.34
< 0.001
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5.2. Older people’s experiences (Study III)
The participants in the qualitative studies (Studies III and IV) had a variety of medical conditions.
Seven of them were cognitively healthy (Mini-Mental State Examination scores 25–30) and six of
them had mild or moderate cognitively impairment (MMSE scores 15–23) (Table 11).

Table 11. Characteristics of the participants. Reproduced with permission from the Scandinavian
Journal of Occupational Therapy.
Characteristics

Cognitively intact
group (n=7)

Cognitively impaired
group (n=6)

Women
Men
Age, mean (range, yrs.)
Widowed
At least high-school education

7
0
80 (72–87)
4
3

4
2
88 (82–94)
2
0

Living in
-apartment
-group home

7
0

4
2

Loneliness experienced
-sometimes
-often or always

5
2

6
0

MMSE score, mean (range)

28 (25–30)

20 (15–23)

Expectations of the group intervention
-Alleviation of loneliness
-Making friends
-Peer support
-More contentment with life

5
5
6
6

3
2
3
4

5.2.1. Time- and place-dependent loneliness
Time-dependent loneliness
Experiences of loneliness were time-dependent in many ways. They were often constant and
repetitive, but in some cases loneliness was experienced less frequently: “I always feel it” – “I feel
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it often” – “I sometimes feel it” – “I don’t feel it now”. The depth of experience varied interindividually and intra-individually. For example, Marian from the Bright House talked in the first
interview about loneliness as if she only faced the edge of the experience: “I don’t suffer,
sometimes I feel it, but when I do, I don’t care”. However, the second interview showed that
loneliness was constantly present in her life: “This life has become just lonely waiting, I’m just
constantly waiting for something”. Sometimes this waiting had a target, but often waiting was
aimless and meaningless. The respondents seemed to feel that their expectations were not met. They
suffered from “lack of things to do” and tried to fill their idle time and cope with it, mostly by
watching television: “But television is okay. Without television, I’d have a hard time”.
The experience of an empty, lonely life and constant waiting was not necessarily related to
activeness. For example, Marian in Bright House had a variety of different activities and group
meetings every week, but loneliness was still very much present in her daily life. Eleonora from
Long House spent a large part of her daily time being in her room, doing things, or sitting by the
table. “I don’t eat where I could eat, with the others, because I can sit by this table, and if someone
calls… And I can call if I want to”. Although she was waiting for calls from her children, she very
seldom received any. Jenny, in turn, was waiting for the priest to visit, even though she knew that
the priest was on vacation. “She won’t be here tonight, but I still set the table and got the coffee
cups ready”.
Loneliness varied according to seasons, days of the week and daily hours: “Well my loneliness is
transient, I’m always waiting for spring and summer, and winter is terrible”. Experiences of
loneliness were also attached to the time horizons of life: the past, the present and the future. The
respondents’ acknowledgement of their limited life span and impending death seemed to be
reflected as existential loneliness: “I wonder about loneliness... We’re all near death and we don’t
need to be here very long, so why should we invest in life anymore?”
Time also alleviated or helped a person to cope with loneliness: “I was told that time heals, but I
wasn’t sure it would happen. But it seems to have worked!”. Lars described how “I’ve been so
engaged with loneliness that I’m used to it”. For Emma, the roots of her loneliness arose from
younger years, when expectations of partnership and children were left unfilled. But she grew
accustomed to loneliness and sometimes overcame it: “When I was young, I felt lonely. They were
bad times. So, when I got past that, it was no longer a bad thing.” Time can heal, but it also can
reignite former loneliness, for example along with difficulties in one’s functional capacity.
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Place-dependent loneliness
The respondents used coarse expressions when describing their current houses and apartments. It
was “hospital”, “prison”, “marketplace” and “warehouse”; or, more neutrally “cabin”,
“cottage” or just “apartment” and “room”, but never even accidentally “home”. These harsh
expressions revealed how loneliness was shaped by the environment in which they lived. Lonely
respondents in the facilities seemed to be bystanders in their own lives. “Hospital” and
“marketplace” experiences were related to lack of privacy and poor mastery over their own lives;
members of staff came and went randomly. “When talking about loneliness, people talk about being
pretty much alone in a room that someone just visits, does something and rushes away. In that
situation, there is loneliness”.
Fortunately, the place was not entirely experienced as void of cosiness and domesticity. Residents’
positive feelings arose from human contacts and from artefacts such as photos, pieces of art and
furniture. However, if some of the respondents mentioned the word “home”, it represented a
longing for one’s earlier, “real” home, that they missed. “Sometimes I miss my home. …all the old
memories are still alive there.” Respondents’ current residence seemed not be their real home í it
rather seemed to have entirely opposite characteristics. “In a place like this you sometimes feel truly
lonely”. Particularly in the Long House, residents felt invisible. “When no one pays attention to me,
I disappear”. These feelings of invisibility or being ignored were mostly related to poor
communication between the residents and staff. When a member of staff came with their own keys
to the residents’ apartments to perform their duties without saying what they were doing, this gave
rise to experiences of not being recognised as persons: “We are put into boxes. And fed through a
hatch”.
Respondents described how they spent long periods in their rooms without being able to get out.
This sparked ironic comments, such as “prisoners get to the shower twice a week and are outdoors
every day”. Physical barriers functioned as obstacles to getting out, especially in wintertime. Mental
barriers also made it difficult to get out from their apartments. Hanna (Long House) used the
metaphor of a “threshold”: “Many people have too high a threshold; they spend too much time in
their apartment. That's the biggest thing”. Getting out represented a hope of escaping loneliness.
“Well, of course loneliness overcomes you occasionally, when there’s no chance to leave the
apartment… If I get out, I’m not lonely anymore. I take a taxi and go to the mall… I spend a few
hours there and take a taxi back. The day is saved again”. Even the shopping mall seemed to create
a sense of belonging which was not felt in the Long House. At the same time, going out could cause
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an unexpected reaction: “There was a new resident and she had seen me going out. She asked me
whether she is also allowed to leave the house”.
Long corridors in the Long House did not encourage people to leave their apartments. There was
not enough “third space” between public and private spaces. “When loneliness strikes, where can I
go? Nowhere. There should be some kind of space where you can sit with others at a certain agreed
time”. Staff in the Bright House gathered residents at the couch or in TV groups from time to time,
but the longed-for social interaction with other residents was not easy to create. “When some
interesting programme is on the TV, we are collected in the chairs around it. But it doesn’t take
long until some people are snoring. It bothers me”. There were difficulties in creating social
networks or joining them. Respondents’ expectations of social interaction were not met. Emma
(Long House) said: “When I went to a new group which already existed, it wasn’t easy to get in.
This is why people don’t want to move to assisted-living facilities and want to stay at home until the
very end”. Sophie was openly disappointed with the other residents: "When I moved to this house,
it was so shocking how demented the people here were. I started to argue about having no one to
talk to. Because you just can’t talk with the oldies”.

5.2.2. Idiosyncratic experiences of loneliness
Respondents described their experiences of loneliness in a rich way. Many of them used
metaphorical language, when, for example, describing how life was nothing but “wading through
loneliness”, as John in the Bright House put it. Teresa talked about a “fence” between herself and
the other Bright House residents: “I have enough life experiences to talk about, but I can never get
started. I never get over the fence that prevents me from being in contact with others”. They also
often used simple Finnish words for “lonely” and “loneliness” (yksinäinen, yksinäisyys) when
recounting their experiences: “Everyday life is so lonely”. Some of the respondents expressed a
need to define their own understanding of loneliness, but this happened mainly in Long House, may
be as a result of having better cognition than the respondents of Bright House. Sophie criticised
people older than her for understanding loneliness too simplistically and felt that she was above
this: “Oldies are used to thinking that loneliness is bad, and friendship is good. That’s a bit of a
cliché”. For Emma, a familiar manifestation of loneliness was “irritable loneliness”, although she
doubted whether this definition was generally accepted as loneliness at all. Her loneliness arose
with changes in functional capacity and poor mastery of life: “I experience irritable loneliness. Life
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increasingly revolves around myself, the world's circle is narrowing and shrinking so terribly, and I
won’t accept it – there’s a rebel inside me”.
Half of the respondents in both houses described loneliness in the first round of interviews in
notably general terms, not explicitly – they were even trying to avoid the painful topic. It seemed
that they did not initially want to express their own feelings of loneliness. They preferred to speak
about the hypothetical loneliness of others: “Everyone feels it and it’s always there. And, of course,
those in a wheelchair or tied to a bed. They may suffer more from loneliness”. However, after this
opening, the respondents more easily accessed their own experiences of loneliness as well. Other
respondents reported their loneliness surprisingly directly in the first interview. For example, Lars
from Bright House said that loneliness was present every day, although in the written questionnaire
he had said that he suffered from it only sometimes. His loneliness seemed to be a part of his inner
self: “Well, I’m just a man of loneliness”. For some, it appeared to be a very sensitive subject. Alea
sat on the edge of her bed at the beginning of the first interview and barely looked the interviewer in
the eyes. When describing her loneliness, she crouched down, as if she wanted to be protected. Her
expression became tighter, and after a long pause she breathed: “Well, everyday life is a bit… …
lonely”. As the interview went on, her loneliness began to unfold.

5.3. A group process among lonely people in long-term care facilities (Study IV)
Residents took part in the Circle of Friends group intervention, which had 12 meetings, once a week
for three months. There were six cognitively impaired participants in the group at Bright House and
seven cognitively intact participants in the group at Long House (Table 11). Most of the participants
did not know each other before group formation. All of them suffered from loneliness at least
sometimes, which formed the basis of homogeneity in the group according to explorations of the
facilitators’ diaries, and observations. Development of group processes progressed in stages, and the
role of the facilitators in phases (Table 12).

80

Table 12. Summary of the group process. Reproduced with permission from the Scandinavian
Journal of Occupational Therapy.

The group of cognitively impaired residents is marked x and that of the cognitively intact residents, o. PP = Planning
phase (facilitator-led), IP = Initial phase (plenty of facilitation), MP = Middle phase (withdrawn facilitation), FP = Final
phase (low facilitation)

The participants’ individual interviews in the planning phase were important in smoothing out and
clarifying the start of the group process. From interviews, facilitators retrieved participants’
expectations (Study IV), and opened them up in the first group meeting. This seemed to be
important to the participants and made them feel that someone was taking their expectations
seriously. On the whole, the facilitators took advantage of the group phases from the planning to the
final phase promoting a resident-centred focus as well as reflecting on their attenuating role. This
empowered the participants and encouraged them towards self-direction. However, there were some
reciprocating movements in the group stages in relation to the phases. This was a result of the
facilitators’ role: “I noticed that I take part in the conversations too actively. I need to empower the
participants to talk to each other more. I am so excited about my work that sometimes I forget my
duty to step back”. Also, minor conflicts in the interaction between the participants were related to
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this. The facilitators were required to consider methods to keep everyone involved in the process
and to get over these minor conflicts (Study IV).
The cognitively impaired group in Bright House and the cognitively intact group in Long House
took similar and parallel steps in the group process, which most of the participants seemed to
benefit from and enjoy. However, two participants in the Long House group had poor commitment.
Surprisingly, the cognitively impaired group took progressive steps towards a self-directed group
even earlier than the cognitively intact group. “They had formed a group, truly. We could see
friendship, activity and initiative. Such huge potential!” the facilitator reflected. Both groups had a
great deal of mutual interaction. They talked about loneliness, friendship and many other issues
considered important to them. Everyday meaningful activities shared with peers played an essential
role in the progress of the group process.
One of the main goals in the Circle of Friends initiative was to facilitate the group to become as
independent as possible. Arranging independent meetings after the facilitated process seemed to be
somewhat challenging. This may have been a result of the participants’ mobility problems, multimorbidity as well as challenges of cognitive capacity. However, there could have been more support
from the staff in the facilities. For example, a member of staff started to lead and not facilitate the
group meetings after a three-month group process, weakening the shared agency that the group
participants had achieved together during the original group process. However, both groups
continued their meetings after the three-month period (Appendix 3).
In summary, there was brave and open-minded mutual interaction and reflection of loneliness in both
groups, from which the participants seemed to benefit. Thus, this revealed the extent of the resources
and capacity of lonely residents, despite their frailty, multi-morbidity and cognitive impairment.

5.4. Implementation of the Circle of Friends group model in Finland (Study V)
According to the ten-year í follow-up, meticulous training and a properly facilitated
group process (Figure 11) has formed a pathway to the objectives of the group intervention:
alleviation of loneliness and the promotion of well-being.
According to the electronic survey, the facilitators’ mean age was 56 years, and almost all of them
were women. The older people in the facilitators’ groups were community-dwelling older people
(66%), older people living in assisted-living facilities (43%), cognitively impaired people (22%)
and widowers (27%). Of the facilitators, five out of ten had interviewed their group participants
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before group formation and four out of five had facilitated their group with a partner. Nine out of
ten facilitators said that their older CoF group participants had been dealing with loneliness.
Alleviation of loneliness was the most frequently mentioned objective of the group meetings (91%).
Supporting groups up to continuation of independent meetings among the participants was the
objective of 45% of the facilitators (see Table 1 in Study V). Essential elements of the CoF groups
are presented in Figure 9. The facilitators were aware of most elements of their CoF groups, but not
all.

Figure 9. Circle of Friends (CoF) group process as a pathway to objectives of the group of lonely
older people. Reproduced with permission from Educational Gerontology.

According to survey responses the mean age of the older CoF participants was 79 years in 2006–
2013, and 80 years in 2014–2016; 85% were women at both time points. In 2014–2016, over half of
the participants were widowed, four out of five lived alone, and half of them had a duration of
education of < 8 years. In 2006–2013, 91% and in 2014–2016, 87% of the CoF participants felt
their loneliness had been alleviated in the CoF group (p = 0.021). In 2006–2013, 60% of the CoF
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participants had continued meetings after the facilitated group, whereas in 2014–2016, this
proportion was 67% (p = 0.061) (Study V) (Table 13).
Table 13. Older group participants’ experiences of Circle of Friends groups in 2006 to 2016.
p value*

CoF 2006–2013,

CoF 2014–2016

n = 654

n = 387

Age, mean (SD)

78.6 (8.2)

79.9 (7.8)

0.021

Female, %

84.6

84.8

0.93

Widowed, %

-

54.5

-

3DUWLFLSDWHGLQ&R)PHHWLQJVWLPHV

86.6

88.1

0.27

Participant’s own wishes had been taken into account

96.0

88.2

<0.001

Satisfied with group facilitators’ expertise

97.0

96.6

0.74

Feelings of loneliness had been acknowledged

91.0

84.8

0.0049

Loneliness had been alleviated

91.4

86.6

0.021

Found new friends in CoF group

69.7

59.7

0.0025

CoF group continued meetings on their own after

59.8

66.5

0.061

Demographics

Experiences of CoF groups

in contents of group meetings

facilitated group process
*Differences between the groups were tested using the X2 test for categorial variables and the t test for
continuous variables.
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6 DISCUSSION
6.1. Main findings
The results suggest that loneliness is prevalent in long-term care facilities: over one third of the
respondents suffered from loneliness at least sometimes. There was no change in the prevalence of
loneliness over time in cross-sectional samples in 2011 and 2017: propensity score-adjusted
loneliness was 36% at both time points. Loneliness was associated with poor self-rated health,
dependency in ADL and mobility, higher cognitive function and poor psychological well-being. In
propensity score analysis both samples (2011 and 2017) were combined. Feeling depressed was the
only independent variable associated with loneliness in the multivariate logistic regression model.
Although loneliness was not associated with age or comorbidities, it still predicted higher mortality
among residents.
The qualitative study drew attention to the voices and experiences of older people who suffered
from loneliness. Loneliness proved to be a severe and idiosyncratic experience, which was anchored
in time and place. The respondents described loneliness in varied ways, richly, often using
figurative metaphors. Loneliness was dependent on time of day, days of the week, and seasons.
Passing a lonely time was meaningless and full of waiting, stagnation and nothingness. In placedependent loneliness in long-term care facilities, respondents felt mentally homeless: none of them
named their apartment as home, but instead gave it coarse descriptions, such as hospital and prison.
The respondents had to spend long periods of time in their apartments and their desire to get out,
and get away from their loneliness, was not met. Respondents felt themselves to be invisible, and
others in the facilities unknown, distant, some even unapproachable.
A facilitated Circle of Friends (CoF) group process with clear progressing steps, meaningful
activities and mutual interaction revealed lonely older people’s capability to undertake group work,
despite frailty and cognitive impairment in some. Loneliness was reflected upon and ventilated with
peers in versatile ways in both groups. The goal-oriented group took regard of the participants’ own
expectations and made them visible. The group empowered the participants in self-direction, which
in the cognitively impaired group happened sooner than in the cognitively intact group.
Facilitators of older people’s CoF groups have maintained the key elements and structure of the
original model for over ten years. CoF training has been essential in achieving its aims: alleviation
of loneliness and participants’ continuing meetings on their own among a high proportion of
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participants. It seems that this model is beneficial and feasible in long-term care facilities along with
rigorous training of the professionals.

6.2. Methodological considerations
Loneliness is influenced by many factors. Being such a personal experience, it is not static.
Therefore, it may require a variety of methodological efforts to capture its nature (Groger & Straker
2002, Dare et al. 2019). According to Victor et al. (2009, p. 54) a combination of quantitative and
qualitative data-collection techniques has not been uncommon when examining loneliness. In the
current work, quantitative research provided valuable information on the prevalence, associated
factors and prognosis of loneliness, as found previously (Gallo & Lee 2016). The qualitative part
was of significant value in giving a voice to older people and understanding the experiences of
loneliness from the point of view of an individual (Gallo & Lee 2016, Dare et al. 2019). Use of both
quantitative and qualitative methods increased the validity and trustworthiness of the data.
The quantitative part showed the importance of loneliness as a research topic in long-term care
settings. The representative data displayed the breadth of the research, with generalizable results
(Studies I and II) (Groger & Straker 2002, Victor et al. 2009, p. 54, Gallo & Lee 2016). In previous
studies large proportions of potential participants in long-term care facilities have been excluded
because of their frailty and impaired cognition (Victor 2012, Drageset et al. 2012). In both crosssectional studies (I and II) there were large sample sizes, although some residents with severe
dementia were excluded. About sixty per cent of residents were excluded because of non-responses
or severe cognitive impairment. The question “Do you suffer from loneliness?” required
understanding of the concept of loneliness and the ability to describe the experience. Among people
with severe dementia the responses could not be considered reliable. In Studies I and II valid
instruments and trained nurses were used to thoroughly assess the participants. Study I also
included complete follow-up data on mortality. Furthermore, the use of propensity scoring to adjust
the residents’ characteristics when comparing loneliness at two time points increased the validity of
the study. The characteristics of the long-term-care residents changed significantly over time, and
propensity scoring allowed adjustment of these characteristics when exploring temporal trends of
loneliness.
Qualitative investigation gave depth to the work (Studies III and IV). In this part of the study, a
multi-method approach was used, with a number of methods of data collection and an ethnographic
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perspective. Data triangulation was used in connection with the various data sources (Groger &
Straker 2002).
Triangulation increased the trustworthiness and credibility of the data (Kylmä & Juvakka 2007).
Qualitative data collection was carried out with great care. The qualitative longitudinal research
approach in data collection was ideal in exploring experiences of loneliness. It also made data
collection easier: the interviewer became familiar to the respondents after the first interview, which
resulted in sensitive descriptions later. This helped in scrutinizing the complexity of loneliness in
relation to both human and institutional dynamics (Nikander 2014). The field notes of the
qualitative data collection supported auditability of the study (Kylmä & Juvakka 2007). Abduction
helped to structure extensive and rich data when moving back and forth between data and theory
(Timmermans & Tavory 2012). Also, leaning on Grounded theory was an informative method to
move ethnographic data towards theoretical interpretation (Charmaz & Mitchell 2001). A
methodological flaw of Study V is the fact that as it is only descriptive, there was no comparison
group, and therefore outcomes could not be interpreted in the light of the original intervention
(Pitkälä et al. 2009). Nevertheless, the study involved almost identical inquiries and questionnaire
structures as in the original randomized controlled trial (Pitkälä et al. 2009).

6.3. Comparison with previous studies
6.3.1. Prevalence of loneliness (Study I)
The prevalence rate of loneliness (35%) in this study fell between those reported in other studies
conducted in long-term care facilities, where rates have YDULHGEHWZHHQí (Georgiades 2008,
Drageset et al. 2011, Prieto-Flores et al. 2011a, Bekhet & Zauszniewski 2012, Nyqvist et al. 2013,
SNBHW 1\TYLVWHWDO7U\EXVLĔVND 6DUDFHQ . In this study, the question “Do
you suffer from loneliness?” was used, whereas in other studies in long-term care facilities the
question “Do you sometimes feel lonely?”, for example, has been used, or use has been made of the
de Jong Gierveld loneliness scale. Therefore, the results are not comparable. The expression
“suffering from loneliness” is strong. Victor (2012) has argued: “would loneliness prevalence rates
increase (or decrease) if we asked participants whether they suffered from loneliness rather than just
asking if they were lonely?” Respondents presumably had to take a clear position in responding to
the question. This was recognized in the qualitative study, where a respondent answered that he
“sometimes suffered from loneliness”, but in the interview his loneliness was present every single
day. Answering a direct question about loneliness may have been difficult for him, and others in the
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study, owing to the undesirable nature of loneliness, and may have resulted in a reduced prevalence
rate, as pointed out previously (Victor et al. 2005a). Nonetheless, in Finland, the “suffering-fromloneliness” question is well reasoned. For example, when it comes to targeting prevention and
interventions to alleviate loneliness, the question gets around the problem of targeting interventions
for those who are enjoying solitude, since yksinäisyys, loneliness, may be related to solitude as
well.

6.3.2. Associated factors (Studies I and II)
Loneliness was associated with poor self-rated health, and dependency in ADL and mobility. This is
in line with the results of previous studies among community-dwelling older people (Perissinotto et
al. 2012, de Jong Gierveld et al. 2018) and residents in long-term care facilities (Prieto-Flores et al.
2011b, Ayalon 2018, Lotvonen et al. 2018). However, in previous studies loneliness has been
associated with poor cognitive functioning and dementia. In this study, those who often or always
suffered from loneliness less often had cognitive impairment than did those respondents who
suffered from loneliness sometimes or never. The dimensions of loneliness may partly explain this.
Holmén et al. (2000) found that social loneliness was more common among participants with
dementia and declining cognition, while emotional loneliness did not show an increasing prevalence
rate with cognitive impairment. However, older people with cognitive impairment may express
loneliness in descriptions other than loneliness, for example by using words such as “going home”
(Cooney 2012). This was recognised in the qualitative study, where cognitively impaired
respondents described their loneliness with metaphors and idiosyncratic expressions, many times
repeating the message. One may also reason that a core of loneliness among cognitively impaired
participants may have been perceived differently than among cognitively intact participants.
Because loneliness is a response to a discrepancy between desired and achieved levels of social
contacts and arises from one’s own evaluation of this discrepancy (Peplau & Perlman 1982, p. 8),
the evaluation process or linguistic expressions of it may have been more complex or limited among
those with cognitive impairment. In this study, the lonely and not-lonely groups did not differ
significantly with respect to age, sex, marital status or time spent in long-term care facilities.
Wijesiri et al. (2019) also found that age was not associated with loneliness. However marital status
was associated with loneliness in their study (Wijesiri et al. 2019). In the present studies, feeling
depressed was significantly associated with loneliness. This is in line with the results of previous
studies (Jongenelis et al. 2004, Prieto-Flores et al. 2011b, Drageset et al. 2012) and emphasizes their
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frequent co-occurrence (Jylhä & Saarenheimo 2010). Finally, respondents in long-term care
facilities suffering from loneliness were more likely to die compared with people with no
experiences of loneliness. The present results support those of previous studies, where loneliness
has appeared to be an independent risk factor of mortality in institutional settings (Drageset et al.
2013, Luo & Waite 2014). Steptoe et al. (2013) suggested that the experience of loneliness is often
followed by morbidity and this can have an effect on mortality. In Study I, when the Charlson
comorbidity index was taken into account, the mortality risk among the lonely residents remained
significantly high.

6.3.3. Temporal trend of loneliness (Study II)
In Study II, loneliness remained stable over time. This result is contrary to the assumption that the
prevalence of loneliness would be increasing (Dykstra 2009). The finding is similar to findings in
previous research work in long-term care facilities (Nyqvist et al. 2017), as well as among
community-dwelling older people (Honigh-de Vlaming et al. 2014, Dahlberg et al. 2018). Although
Dahlberg et al. (2018) in their descriptive analyses determined trends in loneliness both among
community-dwelling and institution-based older people, they unfortunately did not report the
proportion of participants living in institutions or the association between living place and
loneliness. However, no decreasing trend was found in Study II. In studies conducted among
community-living older people there may be a decreasing trend (Eloranta et al. 2015, Murto et al.
2017, Karppinen et al. 2019, Parikka et al. 2019. However, in the study by Eloranta et al. (2015),
the cohort was not a statistically significant explanatory factor of loneliness, which no longer
decreased after other factors were adjusted for. In Study II, the propensity-score-adjusted analyses
took differences in characteristics of the cohorts into account.

6.3.4. Experiences of loneliness (Study III)
Idiosyncratic experiences of loneliness were surprisingly varied. They were scrutinized in a place
ZKHUHROGHUSHRSOHZHUHQRWLVRODWHGíWKH\ZHUHORQHO\LQDFURZG 1HZDOO 0HQHF 
However, older people experienced loneliness quite alone; many times they were forced to spend
long hours in their apartments. Taube et al. (2016) called this metaphorically “being in a bubble”,
where physical, psychological and social barriers formed the walls of loneliness. Like Taube et al.
(2016), the respondents of the present study also used many metaphors to describe their loneliness.
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This may partially be due to the fact that loneliness is not easy to articulate (Karisto & Tiilikainen
2017) and therefore, interviewees used their own characteristic expressions. However, respondents
“revealed” their loneliness when they had the opportunity to talk about it in a safe and unhurried
atmosphere (Kirkevold et al. 2013). These expressions made their loneliness real (Ettema et al.
2010), and some part of themselves visible, for which they sometimes had to struggle.
The temporal nature of loneliness was recognized in this study. As in previous studies, loneliness
was felt as a constantly present, fluctuating experience, or a new, decreasing or increasing
experience in care facilities (Victor et al. 2005, Victor et al. 2009, p. 139, Tiilikainen 2016).
Weekends (Victor 2005), dark seasons and late hours (Karisto & Tiilikainen 2017) were lonely.
Respondents often experienced meaningless times and periods of empty waiting (Larsson et al.
2018), regardless of whether or not they had activities. In some cases, there were clues indicating
existential loneliness, related to death, one of one’s intimate and difficult moments of life
(Routasalo & Pitkälä 2003). All the respondents felt that their apartments were not like home. Their
feelings of loneliness in an unfamiliar place (Slettebø 2008, Österlind et al. 2017) prevailed. They
felt mentally homeless, which was related to a lacking sense of self-determination (Paque et al.
2018), and being a bystander of one’s daily living, even in one’s own apartment (Nores 1993, pp.
í95). Loneliness was experienced as a lack of peer relationships and companionship between
residents and staff (Cooney 2012), and the respondents felt that nurses had no time for them
(Slettebø 2008), or they felt unrecognized as persons (Pirhonen 2017, p. 8).

6.3.5. The group process among lonely respondents (Study IV)
In Study IV, the participants’ experiences of loneliness and expectations related to the group formed
the basis of the group and were targeted in the contents (Toseland 1990SSí). Loneliness was
also a common factor creating homogeneity among the participants (Toseland 1990, p. 65, Agronin
2009). In previous group interventions it has been unclear how experiences of loneliness have been
addressed, and how the group process has been utilized (Quan et al. 2019). In this study, loneliness
in particular had led people to join the group and encouraged the participants to work together, to
identify common goals (Toseland 1990SSí) and to ventilate their experiences (Derlega and
Margulis 1982) with peers. Loneliness was carefully reflected upon, but it did not become an
overbearing theme 7RVHODQGí . Previous studies give clues as to how loneliness may
have been contemplated. In reminiscence therapy (Chiang et al. 2010) participants shared their
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emotions and problem solving. Elsherbiny & Maamari (2018) described how participants examined
their behaviour patterns related to isolation, and their causes.
Facilitating the group was dependent on group dynamics and the abilities of the participants, for
example those related to mobility problems and cognitive impairment (Goldsilver & Gruneir 2001).
Meaningful activities shared with peers, even among those with cognitive decline, promoted
emotional bonds which promoted togetherness, in contrast to loneliness (Nyman et al. 2014,
Theurer et al. 2015). Shared activities and group trips outside the facilities seemed to burst the
lonely bubble which had excluded the participants from the ongoing world (Taube et al. 2016). The
facilitators’ role was essential in the group’s progress. Even though they occasionally took the reins
too firmly into their own hands, they also started to make themselves unnecessary on purpose and
facilitate only when needed towards the end of the group process. This was very important in order
to empower participants towards self-direction (Ward et al. 2012), which surprisingly occurred in
both groups, and sooner in the cognitively impaired group. Two facilitators in both groups helped
the participants to find their own solutions to loneliness, to develop perceived togetherness and to
make progress (Pitkälä et al. 2019) from group formation to an efficient phase, and finally a selfdirected phase (Toseland 1990, pp. í, í). Looking at these results, it was a surprise
that the participants did not know each other before the group intervention, even when living as
neighbours and engaging in a variety of activities in the houses. One explanation may be that their
engagement had been individual participation in group activities without supportive interaction
(Barbosa Neves et al. 2019). In conclusion, the group process used in this study seemed to be
feasible in the context of long-term care facilities.

6.3.6. Feasibility and implementation of Circle of Friends
The survey described in Study V was intended to explore how CoF has succeeded in keeping the
essential elements and how feasible it is in various contexts when it has been disseminated. The
intervention addresses the importance of supporting older people’s psychosocial resources, and
alleviation of loneliness (e.g. Cattan et al. 2005, Dickens et al. 2011, Cohen-Mansfield and Perach
2015, Quan et al. 2019) in practical settings. Previous studies have suggested that well targeted
group interventions where participants are actively involved in interaction, use technologies, and in
which there are educational components, would be beneficial for alleviating loneliness (Cattan et al.
2005, Dickens et al. 2011, Hagan et al. 2014, Cohen-Mansfield & Perach 2015, Poscia et al. 2018).
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However, very few nonpharmacological interventions have been implemented and disseminated in
practical settings (Hodgson & Gitlin 2016) after research.
Of the participants in the original randomized controlled trial (RCT) LQí, 95% felt that
their loneliness was alleviated during the group process (Pitkälä et al. 2009), whereas the respective
figures were 91% in 2006–2013 and 87% in 2014–2016. According to the results of previous
studies, the recognition of loneliness among older people has been a challenge for social workers
and healthcare professionals (Savikko 2008, pp. í . They have not yet developed a work
routine in asking about and documenting the experiences of loneliness, and older people have not
been given enough solutions to deal with them (Perissinotto et al. 2019). Furthermore, facilitating a
group of lonely older people successfully has been found to be demanding (Savikko 2008, pp.
í In this study, some diluted aspects of CoF during its dissemination could be seen. The
proportion of those whose loneliness was acknowledged and alleviated in the group was smaller in
2014í2016 than in 2006í2013. In addition, a smaller proportion had found new friends in the later
sample.
In this study, via meticulous training, social workers and healthcare professionals were able to
address loneliness, promote interaction among peers, empower them and support self-organized
group meetings. In the RCT study, 40% of the intervention participants continued meetings on their
own one year after the facilitated group meetings (Pitkälä et al. 2009). In the present study, two in
three participants reported independent meetings after the three-month facilitated group meetings.
By 2016, 8000 older people had participated in CoF groups in 80 municipalities around Finland.
According to preliminary results of CoF implementation in the Missouri area, USA, CoF meetings
also seem to be feasible in other countries and cultural contexts (Berg-Weger & Morley 2020).
There may be several reasons behind the dilution of CoF effects. Firstly, the model may have
changed over time: some facilitators may have implemented groups in their own way after their
CoF training. Secondly, new target groups, cognitively impaired older people and those living in
assisted-living facilities, may have required some additional professional skills that have not been
adequately addressed in facilitator training. However, CoF training has successfully been
implemented among professionals who facilitate groups of cognitively impaired older people
(Laakkonen et al. 2016). On the whole, implementation and dissemination of the original RCT
model has shown satisfactory results, considering the time scale and extent of dissemination.
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6.4. Strengths and limitations
Strengths
The strength of all five studies was their accurate focus. They were focused on loneliness,
participants’ distressing feelings and on the gap between desired or expected and actual levels of
social interaction (Perlman and Peplau 1982, Victor et al. 2009, p. 202), and not, for example, on
social isolation. At the same time, this focus also created an understanding of how loneliness was
related to the living context of older people at a certain time and in a certain place.
The combination of quantitative and qualitative methods provided valuable information on
experiences of loneliness from different perspectives, complementing each other. Although this
research could not encompass the whole picture of loneliness in long-term care facilities, rather one
piece of the puzzle, the use of quantitative and qualitative methods provided wider understanding
than one method alone could have done. The voices of older people were truly heard, and they are
at the heart of this study. This way it was possible to achieve an understanding of older people’s
experiences of a sensitive subject.
Studies I and II were focused on an important minority group which has had limited representation
in prior studies (Victor 2012). The samples in these studies were much larger than in most prior
studies (Georgiades 2008, Drageset et al. 2011, Prieto-Flores et al. 2011a, Bekhet & Zauszniewski
1\TYLVWHWDO1\TYLVWHWDO7U\EXVLĔVND 6DUDFHQ ([SORULQJthe
temporal trend of loneliness, Study II fell among the very few that have explored trends in
loneliness in institutional settings.
In the qualitative studies (III and IV) one of the main strengths was that they were targeted on frail
and cognitively impaired residents, whose experiences has been rarely addressed in previous studies
(Paque et al. 2018). This target group has also remained underrepresented in intervention studies
until very recently (Quan et al. 2019). To my knowledge, the present study is one of the first to
study group processes in long-term care facilities among frail and cognitively impaired older
people. Furthermore, the qualitative study, with a longitudinal approach, took account of the
meanings of loneliness, its temporal nature and social processes of the respondents (Nikander 2014)
in long-term care facilities.
The group process and facilitator training were well described in the studies (IV and V). This
supports reproducibility, so that healthcare professionals and researchers may adopt the model for
successful implementation in the future.
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Limitations
A cross-sectional approach in itself is a limitation of this study. There was no information available
on whether or not the respondents had been lonely before admission to long-term care facilities, or
if they had subsequently become lonely in the settings. Therefore, drawing conclusions about causal
relationships between background factors and loneliness was not possible. Neither was it possible to
conclude on causality in relation to loneliness and depression. The lack of data concerning
residents’ social relationships was a limitation of the quantitative part of this work. Data on this
would have added some important information to the results. However, the frequency of social
relationships has not been shown to be associated with loneliness in these facilities (Drageset et al.,
2011, Prieto-Flores et al., 2011b).
The qualitative part of the study (Studies III and IV) concerned only 13 participants. Thus, their
experiences may not be comparable with those of other residents and transferability may be
uncertain in other facilities (Kylmä & Juvakka 2007). Loneliness of participants was time- and
place-dependent in the two assisted-living facilities. It is likely that in other facilities experiences
may be formed differently, with different times, places, contexts and respondents. Furthermore, it is
not possible to know how much variability there would be in group processes in other settings.
Study IV was only a descriptive exploration of the group process, with no follow-up of these
groups, which would have added value to the results.
Finally, based on the description of the implementation, one cannot conclude whether the groups
have experienced similar health effects as in the original model in the randomized controlled trial
(Pitkälä et al. 2009).
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7 CONCLUSIONS
Loneliness among older people in long-term care facilities is a major concern in social work and
healthcare. Although over 60% of residents do not suffer from loneliness, for the rest of the
residents it is experienced as a disruptive hurt in many diverse ways. It is an experience that affects
the residents’ quality of life and well-being and is associated with many adverse health outcomes:
poor self-rated health, dependency in mobility and activities of daily living, feeling depressed and
even higher mortality. The prevalence of loneliness in long-term care facilities has not changed over
time; it has not increased, but it has not decreased either.
The rhythm of everyday life and caring practices were reflected in the participants’ experiences of
loneliness. Lonely times were uneventful, often with constant waiting. The living environment
produced place-dependent loneliness. None of the lonely respondents called their apartment home.
Many of them were “mentally homeless”, although the aim of the facilities is to create a homelike
environment. Outwardly they lived close to each other, but inwardly they were very distant.
Most of the participants did not know each other before taking part in the group intervention.
Despite the frailty and cognitive impairment of some participants, progressive and empowering
steps were seen in their group process, from which the participants seemed to benefit. Towards the
end of the group process the participants were able to support each other in a surprisingly selfdirected way.
Meticulous training of professionals may be useful in enhancing support provided to lonely older
people via group intervention. The outcomes of Circle of Friends groups, i.e. alleviation of
loneliness and participants continuing meetings on their own, have remained a priority of
facilitators’ work around Finland.
Loneliness should be recognized in a work routine by asking about and documenting older people’s
experiences. Interventions and other means should be addressed to conquer loneliness in long-term
care facilities. To be heard, feel visible, be connected, socially attached to the place, and recognized
as persons should be a priority in daily practices in long-term care facilities.
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8 PRACTICAL IMPLICATIONS AND FUTURE PERSPECTIVES

Among older people in long-term care facilities there are two life events that are really close in the
past and in the future in their life course: moving from a “real” home to a care facility and
approaching death there. It is obvious that the time between should be made as good as possible.
According to Lowy (1962) other people are necessary to meet a person’s needs, and for older
people, with ageing, this dependence upon others may even be crucial for survival. When social
relationships are reduced, a human being lacks a “mirror” against which to reflect one’s experiences
and views (Fromm-Reichmann 1959, Lowy 1962). According to Fromm-Reichmann (1959), one
becomes self-aware and lives in a warm atmosphere when there is an open relationship with others.
On the basis of these reports and the results of the present study, I suggest that we should encourage
older people to meet and greet each other in long-term care facilities; not with everyone, but the
meaningful ones (Bound Alberti 2019, p. 5), and not by any means, but via well-designed and
meaningful approaches that should address “diagnosed” loneliness.
Screening loneliness of older people should be routine in the social-work and healthcare sector, but
it is not. There is an urgent need to develop a strategy that addresses the questions of how loneliness
should be screened, and by whom. The direct question “Do you suffer from loneliness?” has been
found to be well understood by older people. It fits well from a cultural perspective in Finland,
where “yksinäisyys”, loneliness, may also mean solitude. Because of the temporal nature of
loneliness, screening should be done regularly, at different times of the year and at various times of
the day. However, loneliness is a complex phenomenon, and it is not easy to understand its core.
Furthermore, it is not an easy topic for social-work and healthcare professionals to discuss and
articulate either. To screen and address loneliness, there should be more training available in the
future among social-work and healthcare professionals. Addressing loneliness in long-term care
facilities is a way to promote the health and well-being of lonely residents.
The “mentally homeless” lonely residents felt threatened by the experience of losing their
boundaries. Loneliness in long-term care facilities may be alleviated and quality of life improved by
better design of those facilities, their functions and routines. By calling long-term care facilities
home and emphasizing the home-like environment, people's privacy and autonomy should also be
respected in practice. The functionality, aesthetics and symbolism of the different spaces are
important. The comfort and attraction of common spaces could also be increased so that they would
support participation in various activities.
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Older people in this study carefully thought about their experiences of loneliness. With this
information it would be very useful to study further loneliness among older people in long-term
care facilities. A longitudinal study, where analysis and data collection would alternate, would be
useful. In the future, attention should also be paid to loneliness of cognitively impaired older people
in these facilities. There is much evidence on how loneliness is associated with cognition, but there
are few studies on loneliness of older people with cognitive impairment or Alzheimer’s disease, and
how it could be alleviated. Related to practices and routines in long-term care facilities, some
concrete actions are listed below that may reduce loneliness, according to the literature and the
results of this study (Table 14).
Table 14. Some concrete actions to prevent and alleviate loneliness in long-term care facilities
Find out about individual goals for living and encourage involvement in admission planning.
Before admission, ask about loneliness and other psychosocial factors in careful human interaction.
Involve older people in deciding what personal belongings should be brought from their former homes.
Warmly welcome a new resident at the time of admission.
Facilitate the orientation process, including being introduced to other residents, staff and volunteers.
Care for a resident’s personal possessions to make his/her private space useful, comfortable and true to
their VHOIဨLGHQWLW\: to have a place she/he really could call her/his own.
Support family members and friends to actively take part in new social networks and activities in the
settings.
Support the use of common areas/spaces. For example, saunas, coffee-making facilities and the world of
nature are very important in Finland.
Facilitate SHUFHLYHGHPRWLRQDOVXSSRUWFRQQHFWHGQHVVDQGVHFXUHUHODWLRQVKLSVEHWZHHQFRဨUHVLGHQWV.
Warmly support peer groups by utilizing facilitation skills.
Facilitate mentor roles among residents to support peers, make regular introductions via “meet and greet”.
Plan meaningful activities according to residents’ wishes and goals.
Trips outside the facilities are important – either concrete or virtual.
Make sure the residents' phones, internet access and other connection tools work.
Not all the time do residents need your help. Actually, many residents support each other in peerrelationships.
Encourage residents to make choices and take control of what they GRZKRWKH\LQYLWHLQDQGNHHSRXWíLQ
their own space.
Facilitate reminiscence of a person’s life-course.
Regularly use the same screening question about loneliness.
Support reflection of experiences of loneliness individually or in a group (whatever a person prefers).
Respect continuity of beliefs and personal identity of a resident: make him/her feel valued and recognised as a
person.

However, far more important than any checklist, it is vital to listen to older people’s experiences of
loneliness in a humane way and to work on those experiences so that lonely older people in longterm care facilities may experience the rest of their lives as meaningfully as possible, feeling
mentally at home, without loneliness.
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Appendix 1. Examples of field notes when observing a Bright House group (according to Nelson,
1988)

Form of the
group

Individual
meanings

Capacities
of the
participants

Group
dynamics &
process

Physical aspects. Group table, seating arrangement, coffee cups, material etc.
Surroundings. For example, the dishwasher made a sound in a club room, the door made a sound
when professionals of the facilities came in halfway through the group meeting without knocking.
Human aspects. There were two facilitators and five group-participants present: two men and three
women. Two professionals emptied the dishwasher in the middle of the group meeting.
Temporal aspects. Moment-by-moment timing during the two-hour group meeting.
Sociocultural and cultural aspects. Making the coffee; the coffee break was homely in nature.
Social aspects. Participants sat close to and saw each other. Facilitators were sitting next to each
other, which was not the best solution (not seeing each other’s expressions and gestures).
Individual expectations, reactions etc. For example, a man was irritated by the facilitator’s speech.
Surprisingly, participants did not react when the dishwasher was emptied by other professionals.
Experiences of loneliness. For example, a group participant had tears in her eyes when talking about
her former home and relationships.
Relationships in the group. For example, a person was smiling when they shook hands.
Sensory. The participants heard what others were saying. Reactions to the coffee and pastries were
good: “Oh yes, that's a good smell!”
Motor. For example, one participant needed to rest once on his way to the club room.
Perceptual. Processing images of friendship, pictures of art, was difficult for one person.
Cognitive. One person had impaired orientation of time and place.
Emotional. Friendship theme reflected positive emotions in participants.
Shared agency. Performing shared activities as a pair was successful. One person could not do the
task, the other helped her.
Social interaction (participant-participant / facilitator-participant / facilitator-facilitator). During the
coffee break, the social interaction was participant-participant. There was more facilitator-participant,
even facilitator-facilitator interaction. Number of replies in one group meeting: p120; p234; p324;
p410; p525; f1120 (counting also sympathetic voices, “mm”; “oi” of the facilitator); f252.
Tempo. One facilitator had a fast tempo in relation to the group.
Group dynamics & process. Direction of interaction was from facilitators to participants when
dealing with the friendship theme: the participants were not proactive. Drinking coffee was a great
event with the possibility of free social interaction and discussion; there was interaction between the
participants.
Feedback. Participants posed some questions to each other: “so where did you live in your
childhood?”
Emotions. There was laughter, tears in one’s eyes, expectations, also irritation.
Roles in the group. Leader, critic, supporter…? Maybe one of them was more active than the others.
Co-operation in the tasks. The group participants helped each other with the images of loneliness.
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Appendix 2. Constructed core categories in Study III.
Data blocks (examples)

Categories

I am lonely / everyday life is so lonely / Well, everyday life is a bit… … lonely.
Wading through loneliness / Well, I’m just a man of loneliness / I have enough life
experiences to talk about, but I can never get started. I never get over the fence that
prevents me from being in contact with others / It feels bad when there is no one to talk to.
Everyone feels it and it’s always there. And, of course, those in a wheelchair or tied to a
bed. They may suffer more from loneliness. / Especially old people suffer from loneliness,
at least some kind of loneliness
Oldies are used to thinking that loneliness is only bad and friendship is good. That’s a bit
of a cliché / I experience irritable loneliness. Life increasingly revolves around me myself,
the world's circle is narrowing and shrinking so terribly, and I won’t accept it – there’s a
rebel inside me.
I always feel it / I feel it often / I sometimes feel it / I don’t feel it now / I don’t suffer,
sometimes I feel it, but when I do, I don’t care / I was told that time heals, but I wasn’t
sure it would happen. But it seems to have worked!
My everyday life is just sitting around and waiting for [laughs], the skiing to begin on the
TV, it’s just waiting, I tell you. Sometimes you wait for your meds and things like that.
Waiting from morning to night. Waiting for this, waiting for that. / I’m waiting for the
priest. The priest visits me once a week. She won’t be here tonight, but I still set the table
and got the coffee cups ready / I don’t eat where I could eat, with the others, because I
can sit by this table, and if someone calls… And I can call if I want to / This foot has been
a bit sore, I can’t walk long distances. I’m waiting for it to get better / But television is
okay. Without television, I’d have a hard time.
Well my loneliness is transient, I’m always waiting for spring and summer, and winter is
terrible / Saturday and Sunday are the lonely days, other people get visitors, and I don’t /
I sometimes experience loneliness, especially in the evenings.
I wonder about loneliness... We’re all near death and we don’t need to be here very long,
so why should we invest in life anymore? / I’d like to get away from here, from the world.
AJ: You said that you are stuck in difficult positions for a long time.
Jenny: Yes, I’ve been like this for half an hour [standing still in the middle of the room].
AJ: How does it feel when you’re in that position for half an hour?
Jenny: I don’t know. I don’t think much at the time. I don’t know beforehand how long the
waiting is going to last. I imagine I can get away soon, but I never know. Half an hour
goes by. And I hear the bell ringing every time. It rings every half an hour.

Loneliness
(yksinäisyys)
Metaphors of
loneliness, personal
experiences
General terms,
hypothetical
loneliness

Core category

Idiosyncratic
and individual
experiences of
loneliness

Own understanding
of loneliness

Frequency, variation

Lonely waiting

Seasons, days of the
week and daily
hours

Timedependent
loneliness

Past-present-future

When I was young, I felt lonely. They were bad times. So, when I got past that, it was no
longer a bad thing.
Sometimes I miss my home. …all the old memories are still alive there / hospital / prison /
marketplace / warehouse / cabin / cottage / apartment / room
Sometimes they come without knocking and do not ring the doorbell / When no one pays
attention to me, I disappear / We are put into boxes. And fed through a hatch. / Prisoners
have better. They get to the shower twice a week and are outdoors every day / There was a
new resident and she had seen me going out. She asked me whether she is also allowed to
leave the house.
In a place like this you sometimes feel truly lonely / When I went to a new group which
already existed, it wasn’t easy to get in. This is why people don’t want to move to assisted
living facilities and want to stay at home until the very end / When loneliness strikes,
where I can go? Nowhere. There should be some kind of space where you can sit with
others at a certain agreed time / Well, of course loneliness overcomes you occasionally,
when there’s no chance to leave the apartment / Many people have too high a threshold,
they spend too much time in their apartment. That's the biggest thing”
When talking about loneliness, people talk about being pretty alone in a room that
someone just visits, does something and rushes away. In that situation, there is loneliness /
When I moved to this house, it was so shocking how demented the people here were. I
started to argue about having no one to talk to. Because you just can’t talk with the oldies
/ When some interesting programme is on the TV, we are collected in the chairs around it.
But it doesn’t take long until some people are snoring. It bothers me.
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Mentally homeless
Feeling invisible,
lack of autonomy

Lonely places

Superficial
interaction in the
apartment and the
corridors

Placedependent
loneliness

Appendix 3. A group process in Study IV.
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