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ABSTRACT

The purpose of this study was to investigate the relationship between
leaelir s, 2nd specific situational, emotionai. and personal factors. The later included
percen  ~ocial support, significar: life events, length of time in present
acce o -tion, satisfaction with living arrangements, and depression, as well as
perceived he  status, marital status, age, and gender. A descriptive-correlational
design was  izca with a sarple of elderly individuals who were tenants in 4
randomly selected subsidized senic aparunent complese See aty-four individuals
ranging in age from 60 to 94 years (X= 75.81) participated i the study: of these, 55
were womer, and 19 men.

Respondents were tested using the Personal Resource Questionnaire 85 (Part
ID, the Life Experiences Survey (Section 1), the Geriatric Depression Scale, and the
Revised UCLA Loneliness Scile. A series of questions was also asked to cheit data
related to age, gender, marital s:atus, length of time in present accommadinion,
satisfaction with present living arrangements, and perceived bealth status, The mcan
level of loneliness on a scale from 20 to 80 was 37.47. Scores ranged from 20 10 74
with higher scores retlecting higher levels of loncliness. Mulunle regression analysis
revealed two statistically significant predictors of ioneliness namely. perceived social
support and depression. Together, these variables accounted fo - approximately 62% of
the variance for loneliness.

Findings of this study may wssist nurses to design and iniplement intervention
programs that are responsivc to the needs of the elderly who are lonely. Along with
mobilizing appropriate types of suppcrt, measures such as relational skills therapy and

treatrment for depression may be of use.
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CHAPTER |
INTRODUCTION TO THE STUDY

Statement of the Problem

Loneliness is not considered an actual sickness, but is, as Bulka (1984
describes it, "a dis - ease, an uncomfortable and undesired human condition” (p. 5).
Loneliness is experienced by all at some point in life. and occurs under varying
circumstances, with differing causes and consequences (Rokach. 1989). Although the
history of loneliness is likely as old as humankind itself, the clinical study of it is
relatively young, beginning around 1932 (Peplau & Perlman, 1982). There is a
substantial amount of empirical knowledge on loneliness in the literature. However.
most of this research is limited to studies involving young adults. Much less research
has been directed to the study of loneliness in the elderly. and within this specific
area, most research has been completed in the field of psychology. rarely. in nursing.

The majority of elderly individuals will live and manage satisfactorily in their
communities through independent arrangemen.s. However, health professionals
frequently encounter lonely elders whose children do not visit, whose physical health
has deteriorated, and whose lifelong support systems are no longer functional. Many
live in facilities specially designated for senior citizens. They live in close proximity
to each other and may participate in a selection of activities offered by the facility. if
they so desire. Yet, these individuals may still experience profound feelings of
isolation and loneliness.

One of the realities of aging is an increased vulnerability to loneliness. The

aged, like others, need social relationships. More than the young, however. they stand
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at risk of losing relationships due to death or other health related or social
circumstances (Weiss, 1984). Old age is often characterized by multiple Tosses, many
of which are devastating to the individual. These may include loss of physical well
being, loss of ability to maintain the family home, loss of income, and significant
losses within the overall social support system. Such events may resultin a
succession of changes to many aspects of the elderly individual's life, all of which can
contribute to feelings of increased isolation. depression, grief, helplessness, and,
ultimately, loneliness (Lopata, 1980: Ryan & Patterson, 1987). Loncliness in the
elderly has been recognized as a problclﬁ by nurses who work with these individuids
in the community setting, although it has rarely been formally addressed as a health
issue requiring nursing intervention. Yet. upon review of the literature, itis apparent
that loneliness may contribute significantly to concerns about the health, well-being,
and quality of life of the elderly (Berg, Mellstrom, Persson, & Svanborg. 1981
Kivett, 1979; Lynch, 1977: Page, Wrye, & Cole, 1986: Perlman, Gerson, & Spinner.
1978; Schultz & Moore, 1984; Sermat, 1980); Wenz, 1977).

The population of elderly individuals in our society is increasing rapidly. In
1987, one in every ten Canadians was over 65 years of age. It is projected that this
will increase to one in seven by the year 2001, and to one in five by 2021 (Senior
Citizens' Secretariat, 1985). Given their increasing numbers in our society. an
understanding of the impact of factors that may influence loneliness in the elderly 1y
of particular interest to nuises who work in the community. Nurses focus their care
upon the well-being of all individuals throughout their life spans, but have assumed
responsibility for the majority of care requircd by groups such as the elderly and

chronically ill. Even when the need for medical intervention is minimal, the nurse's



role continues. Using a different theoretical perspective, nurses assist in at least
maintaining, if not improving the individual's well-being. Therefore, knowledge of
factors that influence loneliness in the elderly will be of assistance to nurses who
work in the community where health maintenance and promotion are vital aspects of
what they do. Rescarch directed at improving understanding of factors contributing 10
loneliness in the elderly will be essential to the development of specific interventions
for loneliness. Through success in identifying and controlling these factors, methods

to minimize or alleviate loneliness in the elderly will be developed.

Purpose of the Study
The purpose of this study was to explore and describe relationships among
selected situational, emotional, and personal factors, and the degree of loneliness
experienced by elderly individuals living in subsidized seniors' apartment complexes.
Several factors were investigated based upon empirical evidence of their relationship
to loneliness. These included perceived social support, significant life events, length
of time in present accommodation, satisfaction with living arrangements, depression,

perceived health status, marital status, age, and gender.

Research Question
The following question was asked: "What is the relationship of loneliness in
the elderly to perceived social support, significant life events. length of ime in
present accommodation, satisfaction with living arrangements, depression, perceived

health status, marital status, age, and gender?”



Study Framework
Possible predictors of toneliness in the elderly for this study are schematically

diagrammed in Figure 1.

Definition of Terms

The following are definitions of the terms utilized in this study:

Loneliness: The internal, subjective experience oCCurring in response o
quantitative and/or qualitative deficit in an individual's network of social contacts s
measured by the Revised UCLA Loneliness Scale (Russell, Peplau, & Cutrona, 1980,

Perceived Social Support: "Perceived social support is defined as consisting
of provision for attachment/intimacy: social integration, that is being an integral part
of a group; opportunity for nurturant behavior; reassurance of worth as an individual
and in role accomplishments; and the availability of informational, emotional, and
material assistance” (Weinert & Tilden, 1990, pp. 212-213) as measured by the
Personal Resource Questionnaire 85, Part I1 (Brandt & Weinert cited in Weinert,
1988).

Significant Lifc Events: Self-reported positive and/or negative life change
events as measured by the Life Experiences Survey, Section I (Sarason, Johnson. &
Siegel, 1978).

Satisfaction With Living Arrangements: A self-report of the degree 1o which

living arrangements are considered satisfactory.
Depression: A morbid sadness or melancholy associated with physical
inactivity, lack of desire to socialize, and feelings of worthlessness, loss of self-

esteem and thoughts of self-injury or destruction (Miller & Keane, 1983), as



Figure 1
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measured by the Geriatric Depression Scale (Yesavage, Brink, Rose, Lum, Haang.
Adey, & Leirer, 1983).
Perceived Health Status: A self-report or personal perception of one’s own

health status.

Limitations of the Study

One of the 4 complexes surveyed in this study had a large portion of Chinese
speaking tenants, many of whom were unable to respond to the self-administered
questionnaire used for data collection. Individuals who did respond to the
questionnaire may have differed from those who did not in terms of other important
variables (eg. educational background: motivational levels). Thercetore, the
generalizability of the findings may be limited, as the sample is not necessarily
representative of all the elderly who reside in subsidized seniors” apartment
complexes. Although random sampling of tenants within all of the subsidized seniors’
complexes in the greater Edmonton area would have been desirable, it would also
have been unwieldy due to time, cost, and accessibility factors. To ensure the
reliability of regression statistics used, large and representative samples are essential,
The sample size in this study was sufficient to obtain &1 acceptable power for the
regression equation. However, a larger sample size weould certainly have been more
representative of the target population overall, which, in turn, may have provided a
more trustworthy picture of the impact of the selected variables on loneliness. Lastly,
there is an inability to infer changes and trends over time, and to determine the
temporal sequencing of phenomena with a cross-sectional study design such as wits

used in this study.



CHAPTER 1
REVIEW OF THE LITERATURE

Conceptualizing and Measuring Loneliness

Peplau and Perlman (1982) state, "Most people can unhesitatingly report
whether or not they are presently lonely. Lay people may not all share exactly the
same concept of loneliness, but intuitively they know what loneliness is. For
everyday purposes, they have a satisfactory implicit referent for the concept” (p. 3).
The essence or true nature of loneliness has not, however, been easy to articulate.
Frequently, the terms "loneliness” and "alone” are used to refer to the same
experience or situation. However, Bulka (1984) clearly differentiates between the
experience of being alone and the experience of being lonely. Aloneness is a state or
condition, whereas loneliness is a perception or feeling. Other researchers also
empbhasize that isolation or solitude do not necessarily result in loneliness, and
loneliness may still be a problem even when there is association with others (Heltsley
& Powers, 1975; Townsend, 1973; Weiss, 1973). Loneliness is definitely a human
experience that occurs with or without being alone. Inanimate objects can also be
alone, but they cannot feel lonely.

Feelings frequently associated with loneliness have also been identified
(Rubenstein & Shaver, 1980, 1982). Analysis of these feelings resulted in recognition
of four factors that are believed to assist in defining loneliness. The first factor is
desperation. It is associated with feeling desperate, panicky, helpless. afraid. without
hope, abandoned, and vulnerable. A second factor, self-deprecation, is associated

with feeling unattractive, down on one's self, stupid, ashamed, and insecure. A third



factor, impatient boredom, is associated with feeling impatient, bored. a desire to be
elsewhere, uneasy, angry, and unable to concentrate, and the fourth fuctor, depression,
is associated with feeling sad, depressed, empty, isolated, sorry for one's self,
melancholy, alienated, and longing to be with one special person. These factors may
be associated with different degrees and durations of loneliness. Other studies have
also identified feelings associated with loneliness. Berg etal. (1981) and Schultz and
Moore (1984) found that self-reported loneliness among the elderly was associated
with anxiety, depression, and feelings of futility. However, the evidence in these
findings was not strong enough to suggest that loneliness was synonymous with any
of these dimensions. Indeed, although loneliness may be associated with these
dimensions in some manner, it is not a construct that is identical to any one of them.
In fact, ongoing research has supported the view that loneliness is a distinct. albeit
related construct (Andersson, 1986; Cuftel & Akamatsu, 1989 Peplau & Perlman,
1982; Russell et al., 1980; Weiss, 1973).

The perspective of the existentialist should also be considered. Here,
loneliness is experienced as a philosophical awareness of the human condition and an
understanding of oneself as a singular entity within the universe (Moustakas, 1961).
More insight and depth regarding thic philosophic stance are provided by Mijuskovic
(1980). He states that human beings are both psychologically and metaphysically
alone. They may not think or feel they are alone at every moment, but they really are.
They simply may not be aware of this. This lack of awareness is important, however,
because it implies that there is a meaningful opposite to loneliness. That is,
whenever a genuine feeling of friendship is present, then loneliness is not present, at

least in the conscious mind. Mijuskovic states that as a result of this, "loneliness, in



principle, becomes empirically verifiable because it does have a meaningful
contradictory” (p. 68). Still, the true nature of loneliness has not been identified.
Consideration of other perspectives is also essential to assist in clarifying what
loneliness means. Sullivan (cited in Peplau and Perlman, 1982) describes loneliness
as "the exceedingly unpleasant and driving experience connected with an inadequate
discharge of the need for human intimacy” (p. 4). Weiss (1973) broadly classifies
loneliness into the two forms of emotional isolation, or the absence of an attachment
figure, and social isolation, or the absence of an accessible social network. He states
that emotional isolation creates a sense of utter aloneness, while social isolation may
give rise to feelings of meaninglessness, aimlessness and boredom. This view
suggests that differing degrees or intensities of loneliness may depend upon its origin,
which can be either internal or external. This is supported by Jones (1989) and
Ribeiro (1989) who agree that loneliness is influenced by both internal and external
facters, and has its roots both within the individual and the external environment.
Further clarification is provided by other researchers. Perlman and Peplau
(1984) state, "In our view, loneliness is the unpleasant experience that occurs when a
person's network of social relationships is significantly deficient in either quality or
quantity” (p. 15). Young's (1982) definition reflects that of Perlman and Peplau
(1984). He defines loneliness as the absence, or perceived absence of satisfying
social relationships, accompanied by related psychological stress. He proposes that
social relationships can be treated as a particular class of reinforcement and that
loneliness, therefore, "can be viewed in part to describel a response to the absence of
important social reinforcements” (p. 380). Andersson (1986) states that "loneliness in

everyday life is defined as being made up of emotional and social estrangement. In
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reporting loneliness, it is sufficient that one of these be experienced” (p. 688). Each
of these definitions encompasses the common elements of either a true absence, or
perceived absence of social relationships, and the ensuing loss of fultillment that
occurs, fulfillment that is necessary to prevent the development of loneliness. A
definition by Creecy, Berg and Wright (1985) is succinct: "...we may define
loneliness as a psychological state or condition that arises as the product of complex
interrelationships between losses in the individual's support system, decreased
participation in social activities, and a diminished sense of social fulfillment” (p. 488).
Whether loneliness originates internally and is due to a lack of perceived satisfaction
in social relationships, whether it originates externally and is due to an observed lack
in social relationships, or whether it is a combination of both of these, the end result is
expression of dissatisfaction with, and loss of fulfillment from these relationships.
Stuewe-Portnoff (1988) delves into what is meant by loss of fulfillment, or
estrangement in more depth. He proposes that estrangement from interpersonal
sources of meaning is a factor that is common to apparently diverse situations that
precipitate loneliness. He believes the core of loneliness to be "the experience of
isolation, disorientation, or lostness within a dimensional domain of meaning” (p.
546). This is clarified through use of an analogy. Individuals may become lost as a
result of the absence of familiar physical cues. Similarly, estrangement from
significant others precipitates loneliness by depriving one of the cues 1o what one
means. Just as the location of an object cannot be specified without reference 10
another object, defining what one means also becomes impossible without an external
"to whom". Loneliness is the result. This conceptualization of loneliness probably

comes closest to identifying its essence.
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If it is accepted that the core of loneliness is cstrangement from interpersonal
sources of meaning, then this must be a common factor in situations of loneliness.
This understanding makes it easier to distinguish loneliness from other emotional
states, and to comprehend thy' other emotional states can precede, occur in
conjunction with, or follow the occurrence of loneliness, but are not exactly the same.
Grief might te an example of this. Grief is a reaction of deep sadness or sorrow to the
loss of a loved companion, through death. Loneliness is a result of the link that is
broken when a relationship has changed, or is perceived to have changed, affecting
the meaning of one's life as it was defined by that relationship. The sadness and
sorrow associated with grief are likely to diminish over time. However, loneliness
might continue unless a new and fulfilling relationship is developed (Weiss, 1973).
Depression is likely related to loneliness in a somewhat similar fashion. It may occur
concomitantly with loneliness, or the two may occur independently, with one
influencing development of the other. Again, they are not exactly the same (Jones,
1982). However, in situations involving grief and/or depression, it might be difficult
to determine the concomitant existence of loneliness, as it may be hidden by the more

consuming nature of these other states.

L.oneliness as Experienced by the Elderly

Studies have revealed conflicting evidence related to the extent of loneliness
in the elderly. Rubenstein and Shaver (1980) state that the elderly who responded 1o
their study of loneliness, were significantly less lonely than younger respondents,
even though they were more likely than the young to live alone. However, they had
more close friends and were more satisfied with these friendships than the young.

Ribeiro (1989), however, suggests that there is sufficient evidence that many elderly



individuals are seriously lonely. This is supported by other researchers who agree that
loneliness in the elderly is a problem that deserves specific attention (Berg et al.,
1981; Kivett, 1979; Perlman et al., 1978). Creecy et al. (1985) suggest that loneliness
in these individuals is a response to environmental deficits resulting in a lack of social
fulfillment or quality of socia! relationships. Loneliness and social fulfillment are
influenced by background characteristics such as health, income, marital status, and
the level or quantity of social activity that occurs. They state that "loneliness among
elderly adults becomes the end product of the interrelatienship between virous social
and psychological factors” (p. 491).

Bulka (1984), and Schultz and Moore (1989) indicate thit when the
independence and self-sufficiency of older adults are compromised and personal
control over their lives is surrendered, they are quite likely to feel lonely. However,
Creecy et al. (1985) state that age itself may not be a crucial variable in the
development of loneliness. Nevertheless, it plays a significant role in that as
individuals age, cumulative deficits in health, marital status, and income affect social
relationships and impair support systems. In turn, this may result in lack of ability to
achieve fulfilling or quality relationships because of isolation from contacts needed to
prevent loneliness. Thus, the accumulation of deficits deprives the individual of
fulfilling, meaningful relationships leading to a psychological state that translates into
loneliness. The point is made that it might be assumed possible for older persons 1o
lose their health, income, or spouse without necessarily experiencing loneliness and
still enjoy relationships that are fulfilling, although empirical evidence suggests that
this is not likely. On the other-hand, even with no cumulative deficits and numerous

relationships, it is again possible for an older individual to be lonely if these



relationships are not fulfilling. However, cumulative deficits could be expected to
contribute to the occurrence of loneliness with progressive age. These deficits are not
generally found in the younger population of lonely individuals.

Russell et al. (1980) maintain that empirical research on loneliness has been
hindered because it is a variable that cannot be manipulated by researchers. They
state, "Thus, the crucial task for investigators is not the development of an
experimental paradigm to produce loneliness in differing degrees under controlled
conditions but rather the development of instruments to detect variations in loneliness
that occur in everyday life" (p. 472). Two conceptual approaches to the measurement
of loneliness have been explored. The unidimensional approach views loneliness as a
unitary phenomenon that varies in intensity. That is, the experience of loneliness is
conceptualized as a common one, regardless of the reason for its occurrence.
Therefore, no matier what the cause of loneliness might be, the same scale should be
sensitive to any individual's experience of loneliness. On the other-hand. the
multidimensional approach conceptualizes loneliness as multifaceted, and attempts to
differentiate between various types or manifestations of it, as opposed to focusing on
a common underlying loneliness experience. Multidimensional scales have the
potential of identifying variations in the experience of loneliness that may be useful in
treating the lonely (Russell, 1982). However, this seems to be because they assess a
wide array of factors, including aniecedents of loneliness, consequences of loneliness.
and variables related to, but distinct from loneliness. Thus, there is need for greater

clarity in the theoretical conceptualizations underlying most of the multidimensional

measurement scales.
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Russell (1982) states, "Researchers who subscribe to each approach must
provide support for their theoretical view of loneliness in validating their measures of
loneliness. So, for example, developers of unidimensional measures must
demouistrate that their scale is sensitive to loneliness in a wide range of individuals
varying in age, social class, and cause of social distress. Developers of
multidimensional measures must demonstrate that loneliness consists of the
dimensions they propose, and that their scale adequately assesses these components”
(p. 101). Russell goes on to state that "although the two approaches to the assessment
of loneliness appear contradictory, both may be correct. A general or common set off
experiences could underlie loneliness as it is experienced by all people, but different
dimensions of loneliness may also exist, reflecting different paths to this common
experiential state or variations in how people respond to loneliness” (p. 101).

The majority of recent research studies have used a unidimensional, self-report
measure of loneliness, the Revised UCLA Loneliness Scale (Russell et al., 1980).
Indeed, it is the most widely tested, accepted, and utilized scale for measuring
loneliness at this time. These researchers advocate a cognitive approach to loneliness,
and propose that loneliness occurs when an individual perceives a discrepancy
between the two factors of desired social contact and achieved levels of social

contact.

Correlates of Loneliness in the Elderly
Research has been invaluable in identifying the significance of loneliness as i
phenomenon (Peplau & Perlman, 1982). However, investigation of factors that may

relate to it are still being explored and reported in the literature. Identification of all



variables that contribute to the loneliness experience is required in order to move from
testing relationships between loneliness and these variables, to systematic articuiation
about loneliness at the level of true theory (Derlega & Margulis, 1982; Peplau &
Perlman, 1982). In this study, variables that may contribute to the occurrence of
loneliness in the elderly were explored in an attempt to provide further empirical
evidence of theoretical correlates of loneliness in these individuals. These variables
were selected based upon a review of the literature and the present knowledge of

loneliness to date. The following is an overview of the literature and research data

related to these variables.
Social Support

The extent to which social support plays a part in determining the degree to
which loneliness occurs has not yet been clearly articulated (Cuffel & Akamatsu,
1989). One way to assess the quality and quantity of social ties is to examine the
support systems that are in place (Jones & Moore, 1989). Growing research findings
indicate that social support positively influences both psychological and physical
well-being (Gottlieb, 1981: Heller, 1979). It has been identified as a likely antecedent
or intervening variable in a variety of health-illness states (Tilden, 1985). As well.
deficiencies in support systems have been found to be significant in predicting
mortality in the elderly (Blazer, 1982). However, diversity in social support requires
specification of the concepts of support tiiat are the focus of inquiry, with selection of
instruments to match these concepts (Barerra. 1986). Threc conceptually distinct
categories or models of social support have been identified: social network. received

support, and perceived support (Sarason, Sarason, & Pierce, 1990).



16

The social network model focuses on the integration of the individual into a
group and the interconnectedness of the group members. It involves assessing the
structure of the network including the dimensions of size and density, as well as the
quality of relationships including the durability, intensity, and frequency of contact.
Functions of each network member may also be considered within the social network.
O'Reilly (1988) suggests that there is need to clarify the definition of support to end
the confusion that has resulted from including components of social networks in the
conception of social support. Social support is only one of the functions of the
network, and members of the network provide social support through actions or
behaviors that are communicated through the network's structure. O'Reilly suggests
that network analysis would contribute to the understanding of how support is offered
and received, but the network should not be confused with the support its members
provide one another. He also states that aspects of either social support or social
networks can be investigated independently.

The received model focuses on individual accounts of the support that is
actually received, or objectively observed. Enacted support. or actions performed by
others when they render assistance to the individual are encompassed within this
model. Received support is the recipient's account of what helpful action (or action
intended to be helpful) came from others.

The perceived model focuses on support the individual believes is available
should it be needed, and may include the individual's satisfaction with this support.
Barrera (1986) states, "Perceived social support has emerged as a prominent concept
that characterizes social support as the cognitive appraisal of being reliably connected

to others” (p. 416). In this sense, it is subjective in nature. Barrera goes on 1o state
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that many measures of perceived social support consist of the two dimensions of
perceived availability and adequacy of supportive ties. These dimensions attempt to
assess the individual's confidence that support would be available if it was required,
or determine if an environment can be characterized as helpful or cohesive.

Authors of social support measures have conceptualized social support in a
variety of ways. For example, some describe types of support based upon the
theoretical foundation of House (1981). These types of support include emotional or
caring support, informational support or advice giving, instrumental support which
may include the giving of time and labor, and appraisal support or evaluative
feedback. Other authors base their measures of social support upon Weiss' s
relational dimensions. Weiss focuses on the six functions of social relationships
which include social integration, reliable alliance, guidance, opportunity for
nurturance, reassurance of worth, and attachment/intimacy (Weiss cited in Lindsey,
1988). Sitill, others use the varied conceptual definitions of Cobb, Caplan. and Kahn
(Lindsey, 1988).

Despite the obvious link between loneliness and the various concepts of social
support, few studies have actually assessed the relationship between them (Jones &
Moore, 1989). Several investigations have considered the relationship between the
number of social relationships available and loneliness. Evidence firmly suggests that
elderly people who are lonely have fewer social contacts than do non-lonely elderly
(Perlman et al., 1978; Perlman & Peplau, 1984). However, the type of contact with
others, rather than the amount of contact, may also influence the development of
loneliness (Cutrona, 1982). "The reasons for loneliness are not to be found so much

in the objective characteristics of the lonely person's social milieu (eg. number of



available friends or amount of social contact) as they are in the way in which lonely
people perceive, evaluate, and respond to internal reality” (Jones, 1982, p. 244).
Indeed, the quality rather than the quantity of social interactions may be crucial to
understanding adaptations to old age (Conner, Powers, & Bultena, 1979).

A study of college students revealed that a denser social network (the
interconnectedness between and importance of the members to each other), and
frequency with which specific supportive behaviors occurred was predictive of less
self-reported loneliness (Stokes, 1985). This was attributed to the sense of
community provided by the density of the social network. Individual differences of
extraversion and neuroticism were also related to loneliness, but extraversion was
mediated by social network variables and students with larger networks and more
support. Neuroticism and loneliness were not mediated by social network variables.
Instead, their relationship may have reflected a cognitive style that predisposes an
individual to neuroticism and loneliness. Another study suggested that loneliness was
negatively relaicd to both the quantity of social support and the degree of satisfaction
from that support for women, but not for men (Sarason, Sarason, & Shearin, 1980).

A subsequent study determined the degree of association between loneliness
and social ties in 289 beginning college students, as these changed from the first week
of classes to eight weeks later (Jones & Moore, 1989). Several components of social
support were assessed, including satisfaction, network size, density, and reciprocity.
Analysis of the study results revealed significant inverse relationships between
loneliness and each of these social support variables when measured simultancously
during the first week of classes, and then again eight weeks later. Interestingly.

however, perceived loneliness did not change significantly at the end of eight weehs,
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in spite of some significant changes in the structure of the students’ social support
systems. These included increases in the proportion of classmates, reciprocity,
density of the network, and increases in confidants. The overall pattern, though, still
suggested stability over time with respect to both loneliness and social support,
despite statistically significant changes in certain aspects of the social support
variables. That is, students who were lonely and were lacking in both quantity and
quality of social support exhibited the same characteristics eight weeks later. Thus,
over time, both loneliness and social support tended to remain stable.

There were several noteworthy implications of these findings. Firstly, based
upon the magnitudes of the statistical relationships, the researchers did not feel that
loneliness and social support were synonymous constructs. Secondly, the study
provided little evidence to conclude that lack of social support was a causal factor in
the occurrence of loneliness. Rather, loneliness and social support might be related
but independent phenomena with common origins. Or, loneliness and social support
may be mutual determinants, with increases in loneliness interfering with the
maintenance of existing supportive networks or the development of new supportive
relationships, and reductions in social support resulting in increased loneliness. A
methodological concern is that the eight week time period between the measurements
of social support and loneliness may not have been adequate. In fact, a longer
measurement interval may have resulted in significant changes in loneliness.
Significant Life Events

Loneliness may be expected when individuals grieve the loss of someone to
whom they were closely attached (West, Kellner, & Moore-West, 1986). Evidence

also indicates that loneliness is more often associated with loss of 4 spouse or



companion than it is to isolated living conditions (Townsend, 1968). In a study of
widows, Lopata (1980) reported that up to 86% experienced lonceliness, although this
decreased with an increase in number of children and the amount of support provided.
Townsend's (1968) study revealed that greater numbers of lonely individuals were
widowed, and that loneliness was especially prevalent in those who had been recently
widowed. Again, loneliness was more intense if the widowed had infrequent contact
with their children, or if they were childless. This finding has also been supported by
other researchers (Berg et al., 1981; Kivett; 1979). Important discriminators of
loneliness in Kivett's (1979) study of the rural elderly were adequacy of eyesight,
transportation, organizational activity, sex, and frequency of telephone calls 10
friends, relatives, or others. The main discriminator of loneliness, however, appeared
to be the physical and social losses that elderly individuals incurred. especially
overall health and loss of a spouse.

Length of Time in Present Accommodation and Satisfaction With Living

Arrangements

Following the occurrence of events such as a decline in physical health, or loss
of a close relationship through death, elderly individuals must often make the
transition from what may have been long-established living arrangements in a family
home to life in a setting specifically geared to meet their needs, such as a seniors’
complex, or nursing home. Success in maintaining older social ties and constructing
new relationships may certainly affect the extent to which the isolation and loneliness
associated with new surroundings is overcome. These may be influenced by the
length of time the individual has been in his or her present accommodation as well as

the degree to which these living arrangements are considered satisfactory.



Forced separation from previously significant support systems has been
identified as a major reason for loneliness, especially when the separation has been
imposed by social or geographical conditions (Rubenstein & Shaver. 1982). A study
of loneliness among seniors revealed that loneliness was greater among those who
were living in their present residence because of circumstances beyond rheir control
rather than by personal choice (Perlman et al., 1978). The findings also indicate that
alleviation of loneliness may be enhanced by increased interactions with friends and
acquaintances, and that neither children nor formal social activities may be as
effective. Emphasis is placed upon the importance of elderly individuals maintaining
their present social networks and developing other social contacts and new
friendships. However, this may be difficult if obstacles such as lack of transportation
interfere with accessing social contacts that are desired (Rook, 1984).

The relationship between involuntary relocation and the life adjustment and
health of elderly people was also assessed by Brand and Smith (1974). Those
individuals who had experienced enforced relocation showed higher scores on life
dissatisfaction, with women being affected more adversely than men. Life
satisfaction was also lower among those who had relocated if they were in poor
health. Finally, the amount of social interaction of the elderly with their environment
was associated with relocation. Relocated individuals were generally less active and
had fewer social contacts than the non-relocated, suggesting that involuntary changes
may disrupt support systems and result in deleterious consequences.

In a study by Wittels and Botwink (1974), elderly community residents who
relocated voluntarily to apartment complexes for older people were compared with

residents who did not relocate, in an atiempt to determine if the stress and potential



for crisis during relocation could be harmful to longevity. o ults of the study did not
support the notion that this type of relocation had a significan: ‘mpact on the lives of
elderly people. In a subsequent study, elderly people moving  untarily to apartment
complexes for older adults were again compared with non-mover  “nt this time in
relation to behavioral test functioning, including cognitive and psyciomotor
functioning, personality and morale, health, and activities (Storandt & Witiels, 1975),
The results showed that relocation of the elderly is not necessanly associated with
decreased functioning. However, the researchers point out that "in almost all cases
the movers remained in the same metropolitan area and many... moved only a few
blocks within their previous neighborhood. Thus, the relocatees... may have
maintained, without serious disruption, many aspects of their previous life styles, such
as long-established social contacts, family support, and patterns of leisure activities”
(p. 612).

In an attempt to determine measures that might be useful for screening older
adults applying to housing facilities, Storandt, Wittels, and Botwinick (1975) swudied
the relationships between cognitive and psychomotor functioning, personality and
morale, health and health-related habits, and pastimes and activities of elderly people.
Measurements were taken at the time of moving into an apartment complex and again
11 to 19 months later. Results of the study revealed that cognitive and psychomotor
functioning were predictive of the general well-being of the individuals
approximately 15 months afterward, whereas personality, health and activity

measures were not.



Lonely individuals appear vulnerable to a variety of unpleasant and disruptive
psychological states including depression (Berg et al., 1981; Jones, Freemon, &
Goswick, 1981; Russell et al., 1980). In two studies where short self-reports of
depression were used, individuals who stated they were lonely also stated they felt
depressed (Perlman et al., 1978; Russell, Peplau, & Ferguson, 1978). In other studies
where longer depression scales such as the Beck Depression Inventory, or the Zung
Self-Rating Depression Scale were used, a strong association between loneliness and
depression was also found (Russell et al., 1980; Schultz & Moore. 1984: Weeks,
Michela, Peplau, & Bragg, 1980; Young, 1982). However, even though the
correlations between loneliness and depression may have been substantial, there has
not been enough commonality of variance to suggest that loneliness is synonymous
with depression (Russell et al., 1980). Indeed, not all lonely individuals are
depressed, and not. all depressed individuals are lonely (Peplau. 1985). Loneliness,
although a separate‘ construct, may contribute to, be a consequence of, or overlap with
depression (Jones, 1982; Weiss, 1973).

Perceived Health Status

An examination of the role of loneliness in health and wellness indicates that
loneliness may actually be a pathogenic factor in producing disease (Page et al..
1986). Loneliness in the elderly has teen linked to somatic complaints and greater
use of medication and health care services (Berg et al., 1981), self-reported poor
health (Kivett, 1979; Lynch, 1977; Perlman et al., 1978; Schultz & Moore, 1984), and
suicide (Sermat, 1980; Wenz, 1977). Although these may be consequences of

loneliness, poor health may also contribute to its development, as might other factors



such as poor hearing (Perlman et al., 1978) and decreased eyesight (Kiveu, 1979).
Townsend's (1968) findings indicate a strong link between self-evaluation of poor
health and loneliness. More older people who rated their health as poor or tair
reported that they were lonely whether they lived alone or with others. Tunstall
(1967) also found that loneliness increased in proportion to physical incapacity. Itis
apparent that not only do health related deficits account for the occurrence of
loneliness, but they are also consequences of it.
Marital Status

An assessment of self-reported reasons for loneliness (Rubenstein & Shaver,
1982) revealed that individuals who indicated they had been lonely in the past year
attributed it to being unattached (having no spouse, no sexual partner, or breaking up
with a spouse). Page and Cole (1991) reported that unmarried individuals were more
lonely than those who were married. Frequency of loneliness was higher among
those who were separated (29.6%) than among those who were divorced (20.5%),
widowed (20.6%), never married (14.6%), and married (4.7%.).
Age

A longitudinal follow-up of subjects in a Danish study showed that feelings of
loneliness increased from 12% at 62 years of age, to 23% at 72 years of age (Olsen et
al. cited in Berg et al., 1981). Townsend (1968) found that loneliness in the post
retirement years was a common problem. Other studies have indicated that the very
elderly (over 80 years of age) are significantly more lonely than other elderly (Dean,
1962; Tunstall, 1967). In their study of demographic predictors of loneliness, Page
and Cole (1991) reported that loneliness increased in the 65-69 age group, and again

in the 70 and older age group. Dean (1962) suggesied that for the very elderly,



loneliness was linked to reduced activity due to physical incapacity and to lack of
money or transportation, rather than to an absence of sn~ial contact.
Gender

In a study involving a population of 70-year-old Swedish people (Berg et al,,
1981), loneliness was a problem to 24% of the women and 12% of the men. These
results were also supported by Page and Cole (1991). In their study, 12.2% of the
women in the sample reported being lonely, compared with only 8.7% of the men.
However, researchers have found that men are less likely to admit to being lonely

than women, possibly because of social forces that discourage them from doing so

(Borys & Perlman, 1985; Page & Cole, 1991).
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CHAPTER 111
METHODS AND PROCEDURES

Research Design
In this descriptive-correlational study, the relationships between loneliness in
the elderly and a selection of independent variables were explored through the use of
.1 structured questionnaire, and a cross-sectional data collection method. The
independent variables included perceived social support, significant life events, length
of time in present accommodation, satisfaction with living arrangements. depression,
perceived health status, marital status, age, and gender. The dependent variable was

loneliness.

Sample Selection

A form of cluster sampling was used to obtain the sample tor this study. A
complete list of all subsidized seniors’ complexes within the greater Edmonton arca
was obtained from the Society for the Retired and Semi-Retired. From this list, a
simple random selection of four complexes was made. Within three of these
complexes, all tenants were invited to participate in the study. Within one complex,
only two floors of tenants were invited to participate, based upon the wishes of the
manager. Thus, the target population from which the sample for this study was taken
was the group of elderly individuals, both male and female, 60 years of age or over,
who were tenants in subsidized seniors' apartment complexes within the greater
Edmonton area. Any senior citizen who is mentally and physically se!: sufficient,

and has been a resident of Alberta for one year is eligible for this type of
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accommodation. Seniors often choose this type of accommodation when they are no
longer able, or no longer desire to look after homes of their own. Rental rates are
25% of gross monthly income, with additional charges for power, cable television,
telephone, and parking. Criteria for selecting a sample included tenants in the four
complexes who completed and returned the questionnaire. These complexes
included: Complex #1, located in the Woodcroft district; Complex #2, located in the
Boyle Street district; Complex #3, located in the Oliver district; and lastly, Complex
#4, located in the city center.

In total, 239 questionnaires were distributed. The approximate overall
response rate was 37%. The response rate after exclusion of a number of
questionnaires was 31%. The numbers of questionnaires returned completed.
numbers completed through telephone or in person interviews, and numbers excluded,
along with the rationale for their exclusion are described in Table 3.0. A total sample
size of 74 was obtained. Power analysis was completed with a non-directional alpha
set at .05. Using multiple linear regression analysis, with one dependent variable and
nine independent variables, a moderate effect size required a sample of 73 subjects in

order to obtain an acceptable power of .80 (Cohen & Cohen, 1983).

Data Collection Procedures
Individual managers or tenants' associations within each apartment complex
were informed about the study and the proposed methods of data collection, and
permission to enter each building was obtained. Initially, a flyer informing the

tenants about the study was either posted throughout the buildings or circulated under



Table 3.0

ionnaire Returns

2

Response Rates for Questionnaires

Returned fully completed by respondents 54
Returned partially completed - agreed to complete by telephone interview I
Requested in person interviews in own homes to complete 4
Completed at prearranged group meetings 5
) o Towl 74

Reasons for Exc'uding Questionnaires i
Returned unanswered 11
Returned partially completed - unable to contact 2
2

Returned partially completed - unwilling to complete

Towl 15



tenant doors, asking if they would consider completing a questionnaire that they
would be receiving in one week's time.

Three methods were used 1o collect the data for this study. Firstly,
questionnaires were placed under tenant doors, with a covering letter explaining the
purpose of the study (sce Appendix A). It was emphasized that there were no right or
wrong answers to the questions, and respondents were encouraged to respond as
truthfully as possible. All information was printed in large type to allow for ease in
reading and completion of the questionnaire. Each questionnaire was coded with a
capitalized letter of the alphabet that identified the apartment complex and a number
that identified the specific apartment. but was not the same as the actual apastment.

A master list linking the code numbers to the tenant in each apariment was kept by the
researcher in a location separate from the data. This was done to ensure anonymity of
the respondents to all others except the researcher. Based upon the coding system, the
researcher was able to determine those respondents who completed and returned the
questionnaires, as well as those who had not. A reminder notice was then placed
under the doors of tenants who did not respond within 2 weeks of the initial request.
again asking if they would complete the questionnaire. Once completed. respondents
in each complex placed their questionnaires in a designated sealed box inside the door
of the manager's office. Secondly, respondents were encouraged to contact the
researcher by phone if they wanted to complete the questionnaire, but needed
assistance or further information. Eight individuals called for further information
about the study and the questionnaire. Four were interviewed in person in their
homes to complete the questionnaire. The researcher also contacted 13 respondents

who had left items on the questionnaire unanswered. These individuals agreed to
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ansvser those items at that time thereby completing the questionnaire in tull. Thirdly,
specified dates, times, and meeting places were arranged at three of the complexes
where the researcher was available to assist respondents to complete their
questionnaires. Only five questionnaires, in total, were completed at these mectings,

although a number of individuals came to socialize.

Instruments

The questionnaire used in this study consisted of a series of items requesting
demographic, living arrangement, and health status information (see Appendix B,
Section 1 of the Life Experiences Survey (Sarason et al.. 1978), Part 11 of the Personal
Resource Questionnaire 85 (Brandt & Weinert cited in Weinert, 1988, the Geriatric
Depression Scale (Yesavage et al.. 1983), and the Revised UCLA Loneliness Scale
(Russell et al., 1980).
The Life Experiences Survey

Section I of the Life Experiences Survey (LES) consists of 47-items assessing
life change events that may have occurred within the past year of an individual's life,
and the impact those events may have had (see Appendix C). Spaces are also
provided on the instrument for respondents to add events they have experienced, but
are not among those listed. Respondents are instructed to identify those events they
have recently experienced and to rate their impact on a 7-point scale, from extremely
negative (-3), to no impact (0), to extremely positive (+3). Scoring the LES involves
summing the ratings of those events indicated by the respondent as having a positive
impact, yielding a positive life change score, and those events designated as having a

negative impact, yielding a negauve life change score. The items on this instrument



represent life change experience withir the general population. Several items not
applicable to the elderly were removed for the purpose of this study. They included
items 11, 12, 33, 34, 42, and 46, which were, respectively: Male: Wife/girlfriend's
pregnancy; Female: Pregnancy; Male: Wife/girlfriend having abortion; Female:
Having abortion; Ending formal schooling; Leaving home for the first time. Section
I1, which was not used in this study, pertains to life changes experienced by student
populations within the academic environment.

The LES was developed to eliminate shortcomings of previous life event or
life change measures (Sarason et al., 1978). The advantage of using the LES is that it
allows respondents to distinguish positive, or desirable life change events from
negative, or undesirable ones. Discriminating desirable from undesirable change is of
importance, because negative change has been found to correlate more consistently
with personal maladjustment and depression than positive change (Sarason et al.,
1978). Test-retest reliabilities of the LES in two studies of 34 and 54 subjects
yielded, respectively, reliability coefficients for the negative change score of .56 and
.88 (p<.001), and coefficients of .19 and .53 (p<.001) for the positive change score
over five to six week intervals (Sarason et al., 1978). The coefficients for the total
score were .63 and .64 (p<.001). These results suggest that the instrument is
moderately reliable, especially when negative change and total change scores are
considered (Sarason et al., 1978).

Convergent validity was demonstrated by correlating the LES with the stress
related measures of anxiety, as measured by the State-Trait Anxiety Inventory. and
depression, as measured by the Beck Depression Inventory. Results showed that the

total and negative change scores correlated significantly and in a positive direction



with state and trait anxiety, r=.24 (p<.05) to r=.37 (p< .001), and r=.29 (p< .01) 10
r=.46 (p<.001), whereas the positive change score was not significantly related to
either measure (r=.04 to .03). A significant relationship between negative change and
scores on the Beck Depression Inventory was also obtained, r=.24 (p<.05).

The Personal Resource stionnair.

The Personal Resource Questionnaire (PRQS&S) is a two-part measure of an
individual's perceived social support system. Investigators who choose a subjective
appra’su! ¢ f support "argue that the critical difference for health lies in the subjective
belief or perception of support, not in an objectively quantified amount of support”
(Tilden, 1985, p. 203). Part I of the instrument, which was not used in this study,
elicits descriptive data about the individual's resources and whether these resources
are satisfying. Part II, which was used in this study, consists of a 25-item, 7-point
Likert scale that measures the respondent’s level of perceived social support (sce
Appendix D). Itis based upon Weiss's relational dimensions of (1) provision for
attachment/intimacy, (2) social integration - being part of a group, (3) opportunity for
nurturant behavior, (4) reassurance of worth as an individual and in role
accomplishments, and (5) the availability of informational, emotional, and maierial
help. Scores range from 25 to 175 with highc: scores 1adicating higher levels of
perceived social support.

The PRQS8S was the outcome of extensive use and testing of a previous
version of the instrument, the PRQ82. Originally, Part 11 of the scale was
hypothesized as a five dimensional structure, with reliability coefficients suggestive
of only average internal consistency for several of the subscales (Weinert & Brandt,

1987). Further analysis has suggested that the instrument is composed of three
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factors, identified as Intimacy/Assistance, Integration/Affirmation, and Reciprocity
(Weinert & Tilden, 1990). |

In three initial studies using the PRQ8S5, Part II, high internal consistency
coefficients were obtained for the total scale (Weinert, 1987). The first study
involved a sample of 132 older persons living in a mobile home park. Here, a
cronbach's alpha coefficient of .87 was obtained (Muhlenkamp cited in Weinert,
1987). In the second study of 100 middle-aged adults, an albha coefficient of .90 was
obtained (Catanzaro cited in Weinert, 1987), and in the third study of 132 middle
aged men and women, an alpha coefficient of .89 was obtained (Weinert cited in
Weinert, 1987). A chronbach's alpha coefficient of .90 was obtained for this
instrument in the present study.

Validity evidence for the PRQ8S has also been supported. In two separate
studies, the PRV)85 was compared with another social support instrument, the Cost
and Reciprocity Index (CRI) (Weinert & Tilden, 1990). Criterion related validity was
demonstrated by correlating scores on the PRQ8S5 with criterion measures on the CRI.
The validity coefficient obtained was .90. In addition, an alpha coefficient of .91 was
obtained when the relationships between several social support measures and a
measure of individual affective states were assessed. Correlational results between
the PRQS8S and the CRI also indicated that both measures were assessing the same
construct, yet were not redundant, providing evidence for the convergent validity of
these scales. As well, previous research, demonstrating a strong positive effect of
social support on family functioning and dyadic satisfaction and consensus, suggested
that correlations between the PRQS85 and the CRI, with two family well-being

measures, should be comparable to these previous results. The correlations were
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moderate and positive (r=.37 to .55) as expected. Discriminant validity was assessed
by comparing the PRQ8S5 to theoretically relevant mental health concepts. The results
revealed an expected moderate inverse correlation of the PRQ8S with mood states
(r=-.31) as measured by the Profile of Mood States (POMS) scale. Correlations for
the POMS subscales were comparable for both the PRQ&S and CRI, thereby
supporting their conceptually consistent underpinnings. The PRQ85 was alse
inversely correlated with the POMS depression subscale (r=-.48), lending evidence to
support the PRQ8S5 as a measure that is related to, but not the same as depression
(Weinert & Tilden, 1990).
The Geriatric Depression Scale

The Geriatric Depression Scale (GDS) is a 30-item instrument designed
specifically for rating depression in the elderly (see Appendix E). Questions on the
instrument are answered using a yes/no format. Of the 30 questions on the GDS, 20
indicate the presence of depression when answered positively, while ten others
indicate depression when answered negatively. The total depression score is
computed with a rating of 1 given to 'yes' responses to questions 2, 3,4, 6, 8, 10, 11,
12, 13, 14, 16, 17, 18, 20, 22, 23, 24, 25, 26, 28, as well as to 'no’ responses o
questions 1, 5, 7, 9, 15, 19, 21, 27, 29, 30. Scores range from 0 to 30, with higher
scores indicating higher levels of depression. Scores of between () to 10 are
considered within the normal range (Brink, Yesavage, Lum, Heersema, Adey, &
Rose, 1982).

The GDS was developed based upon the need for a tool to measure depression
in the elderly (Yesavage et al., 1983). The instrument has been tested for internal

consistency, yielding a cronbach's alpha coefficient of .94, and a split-half reliability
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coefficient of .94 using the Spearman-Brown formula. A test-retest coefficient of .85
(p<.001) was obtained after a one week period (Yesavage et al., 1983). A cronbach’s
alpha coefficient of .89 was obtained for this instrument in the present study. Validity
of the GDS as a measure of depression was assessed by classifying subjects according
to Research Diagnostic Criteria for depression as normal (non-depressed), or as
severely depressed. Normal subjects were expected to receive low GDS scores,
whereas severely depressed subjects were expected to score high on the measure. The
results were highly significant, providing evidence for the validity of the instrument.
Convergent validity was also supported. A correlation of .83 was found between the
GDS and the Hamilton Rating Scale for Depression (HRS-D), and a correlation of .84
was found between the GDS and the Zung Self-Rating Depression Scale (SDS). Both

the HRS-D and the SDS have been validated as measures of depression (Hamilton,
1960; Zung, 1965).

The Revised UCL A 1 oneliness Scale

The Revised UCLA Loneliness Scale (UCLA) is a 20-item instrument which
yields a single, global index of loneliness (see Appendix F) and is the most widely
used instrument for the assessment of loneliness (Bowling, 1991). Subjects identify
how often they feel the way described in each of the statement items and a total
loneliness score is computed based on the sum of responses to the items. Scores on
the scale range from 20 to 80. The higher the score obtained. the higher the level of
loneliness.

The UCLA scale was the outcome of extensive use and testing of an initial
version of the scale (Russell et al., 1980). The revised scale has subsequently been

used to assess loneliness in a variety of studies and with various populations
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(McWhirter, 1990). Results of the initial studies of the revised scale, using a sample
of 162 students at UCLA and another sample of 237 college undergraduates trom the
University of Tulsa and UCLA, revealed high internal consistency coefficients of .94
in both cases (Russell et al., 1980). An equivalency test, whereby the original scale
was compared with the Belcher Extended Loneliness Scale, resulted in an internal
consistency coefficient of .89 for the UCLA Scale (Solano, 1980). A cronbach's
alpha coefficient of .89 was obtained for this instrument in the present study.
Concurrent validity of the scale was also supported using the student samples
from UCLA and the University of Tulsa and UCLA, with loneliness scores
significantly related to social activities and relationships. Lonelier students spent
more time alone, whereas less lonely students had more close friends. Students who
were dating or married were less lonely than students who were not dating at all.
Discriminant validity was also assessed to determine whether the scale actually
measured loneliness, or whether loneliness is so highly related to other constructs
such as depression or low self-esteem that these latter constructs are actually being
measured by the scale. Scores on the revised UCLA scale were examined to
determine if they were more highly related to a self-labeling loneliness index
(indicating convergent validity) than to scores on other mood and personality
measures, including depression, anxiety, self-esteem, introversion-extraversion,
assertiveness, sensitivity to rejection, affiliative tendencies, lying, and social
desirability (indicating discriminant validity) Results supported the discriminant
validity of the scale; the loneliness index explained an additional 18% of the variance

in loneliness scores beyond that accounted for by the mood and personality measures
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(Russell, 1982). These results support the evidence that loneliness is a distinct
psychological experience.

The scale has also been tested on an aged population. Perlman et al. (1978)
used the first, unrevised version of the UCLA scale to examine loneliness in a sample
of 158 senior citizens. A significant correlation of loneliness scores with an index of
the frequency and intensity of the respondents’ self-rated current loneliness was
obtained (r=.72), thereby supporting the validity of the scale. Other researchers, using
the revised UCLA scale, completed a study of loneliness and examined correlates,
attributions and coping among older adults (Schultz & Moore, 1984). The internal
consistency coefficient of the revised scale in this study was .93, Assessment of
concurrent validity revealed that loneliness did correlate with depression and anxiety,
but support was still maintained for the distinct and separate nature of each of these
constructs. In another study, a sample of 284 elderly people was tested using the
revised UCLA scale (Russell & Cutrona cited in Walton, Shultz, Beck, & Walls,
1991). The scale had a high internal consistency coefficient of .89, and a high test-
retest reliability coefficient of .73 at the end of 12 months. Significant correlations of

loneliness scores with social support and mental health supported concurrent validity

of the scale.

Ethical Considerations
This study was approved by the Faculty of Nursing, University of Alberta and
Division of Nursing, University of Alberta Hospitals Joint Ethics Review Commiittee.
The researcher provided a written letter of introduction explaining the purpose and

requirements of the study, as well as the time involved and the projected use of the
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data. Data were collected on a self-administered questionnaire. Consent to
participate was assumed with voluntary completion of the questionnaire.
Respondents were advised that there were no risks or benefits involved in
participating in the study. They were also told that results of the study would provide
nurses with a greater understanding of the needs of senior citizens in the community.
Respondents were provided with the phone number of the researcher if they had any
concerns or questions about the study, or wanted assistance to complete the
questionnaire. The letter of introduction was subject to analysis using the Right
Writer program to ensure a maximum readability level of Grade 7.

Anonymity of the respondents to all but the researcher was guaranteed. and
they were asked not to place their names on questionnaires. The researcher was able
to identify respondents based upon the coding system used. A master list linking the
code numbers to the tenant in each apartment was kept in a locked cupboard. and in a
location separate from the data. A respondent who scored greater than 20 on the
Geriatric Depression Scale, indicating severe depression (Yesavage, et al., 1983), was

contacted by the researcher and offered assistance to obtain appropriate help.

Data Analysis
Data from the questionnaires were entered into the computer by the rescarcher
using the Statistical Package for the Social Sciences (SPSS). Descriptive statistical
analyses were completed, and the age range, mean, and standard deviation were
summarized for the entire sample and according to gender. Percentages associated
with each category of the independent variables including length of time in present

accommodation, satisfaction with present living arrangements, perceived health
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status, and marital status were reported for each gender and the total sample. The
ranges, mean values, and standard deviation scores associated with perceived social
support, significant life events, and depression were determined. Levels of loneliness
were also assessed according to range, mean value, and standard deviation scores.

In order to assess the relationships among the variables of interest (perceived
social support, significant life events, length of time in present accommodation,
satisfaction with living arrangements, depression, perceived health status, marital
status, age, and gender) and loneliness experienced by the elderly, a stepwise multiple
regression analysis was performed. Using this procedure, it was determined which of
the independent variables under investigation best accounted for, or predicted the
variability in the dependent variable. Beginning with the variable that most highly
correlated with loneliness, the stepwise procedure systematically entered variables
into the regression equation until additional variables no longer significantly

increased the value of R2 (Polit & Hungler, 1987).
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CHAPTER 1V
FINDINGS

Descriptive Statistics
n nder Characteristics

A total of 74 individuals ranging in age from 60 10 94 years of age took part in
the study. The mean age of the total sample was 75.81 years (§D=8.97). The
percentage of those over 80 years of age was 36.5% (n=27). The ratio of women to
men in the sample was approximately 3 to 1, respectively. This was reasonably
representative of the complexes selected, as reported by the managers. The number of
women who participated in the study was 55 (74.3%), with a mean age of 77.3%
(SD=8.74). The age range for the women was from 60 10 94 years. The percentage
of women over 80 years of age was 16.4% (n=9). The total number of men who
participated in the study was 19 (25.7%), with a mean age of 71.26 (SD=8.24). The
age range for the men was from 60 to 83 years. The percentage of men over 80 years
of age was 15.8% (n=3) (see Table 4.0).
Length of Time in Fresent Accommodation

The mean length of time individuals had lived in their present accommodations
was 6 years, 6 months, with a range from 2 months to 26 years, 4 months. Of those
respondents in the total sample, 5.5% had been in their present accommodations for less
than 6 months, another 4.1% for 6 months to less than 1 year, 8.1% for | year to less
than 1 1/2 years, 4.1% for 1 1/2 years to less than 2 years, and 78.3% for 2 years or
more. For the women, the mean length of time in their present accommodations was 7

years, 3 months, with a range from 2 months to 26 years, 2 months. The mean length of



Table 4.0
Age and Gender Characteristics

Total Sample

4]

n=74
Mean SD Range % > 80 Yrs
Age 75.81 8.97 60-94  36.5 (n=27)
Age by Gender Female Male

_n=55 (74.3%)

n=19 (25.7%)

Mean _ SD Range % > 80 Yrs

Mean

SD Range % > 80 Yry

Age 7738 874 60-94 164 (n=9)

71.26

824 60-88 15.8 (n=3)




time for men was 4 years, 6 months, with a range from 10 months to 15 vears, 4
months (see Table 4.1).
Satisfaction With Living Arrangements

Of the respondents in the total sample, 74.3% were very satisfied with their
living arrangements. The rest were fairly satisfied (17.6%), neither satsfied nor
dissatisfied (5.4%), or fairly dissatisfied (2.7%). None considered themselves
dissatisfied. Of the women, 83.6% were very satisfied, 14.5% were fairly satisfied,
and 1.8% were neither satisfied nor dissatisfied. None considered themselves fairly
dissatisfied or dissatisfied. Of the men, 47.4% were very satisfied. 26.3% were fairly
satisfied, 15.8% were neither satisfied nor dissatisfied. and 10.5% were fairly
dissatisfied. None considered themselves dissatisfied (see Table 4.2).
Perceived Health Status

Only 2.7% of the respondents in the total sample felt their health was
excellent. Most felt their health was either very good (32.4%) or good (33.8% ).
Another 28.4% felt their health was fair, and only 2.7%. felt their health was poor. A
perceived health status rating of excellent was given by 1.8% of the women. very
good by 29.1%, good by 38.2%, fair by 29.1%, and poor by 1.8%. A rating of
excellent was given by 5.3% of the men, very good by 42.1%, good by 21.1%, fuir by
26.3%, and poor by 5.3%. (see Table 4.3).
Marital Status

Of the respondents in the total sample, 14.9% had never married, 9.5% were married,
17.6% were divorced, 2.7% were separated, and 55.4% were widowed. Of the women, 7.3%
had never married, another 7.3% were married, 14.5% were divorced. 3.6% were separated,

and 67.3% were widowed. Of the men, 36.8% had never married, 15.8% were married,
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f Time in Present Accomm ion

Total Sample
_n=74

Length of Time in
Present Accommodation

Mean Range

6 yrs, 6 mos 2 mos to
26 yrs, 4 mos

n %%

< 6 months 4 5.5
6 months to < | year 3 4.1
1 yearto <1 1/2 years 6 8.1
1 1/2 years to < 2 years 3 4.1
2 years or more 58 783
By Gender Female Male

n=595 n=19

Mean _Range Mean ange

Length of Time in 7 yrs,3mos 2 mos to 4 yrs, 6 mos 10 mos to
Present Accommodation 26 yrs, 2 mos 15 yrs, 4 mos
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Table 4.2
Satisfaction With Present Living Arrangements

R A B,
Very satisfied 46 83.6 Y 47.4 55 74.3
Fairly satisfied 8 14.5 5 26.3 13 17.6
Neither satisfied
nor dissatisfied 1 1.8 3 15.8 4 5.4
Fairly dissatisfied 0 0.0 2 10.5 2 27

Dissatisfied 0 0.0 0 (0.0 () 0.0




Table 4.3

ived Health
Excellent ] 1.8 ] 5.3 2 2.7
Very Good 16 29.1 & 42.1 24 324
Good 21 38.2 4 21.1 25 33.8
Fair 16 29.1 S 26.3 21 28.4

(28]

Poor 1 1.8 1 5.3 27
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26.3% were divorced, and 21.1%. were widowed. None were separated (see Table 4.4).
rceiv ial r

The possible range of scores on the Personal Resource Quesionnaire RS, Part
11 was from 25 to 175, with higher scores indicating higher levels of perceived social
support. The observed range was from 56 to 172. The mean total perceived social
support was 128.86 (SD=20.54). Interestingly, the mean perceived social support for
women was 132.82 (SD=18.8), whereas for men, it was lower at 117.42 (SD=21.53).
However, this finding was not statistically significant at the .05 level (t-test). The
range in scores for women was from 56 to 172, and for men from 87 to 163 (see Table
4.5). Each of the items on the scale was scored from 1 to 7. The items with the
lowest mean scores, considered most problematic to the respondents, included: 1
belong to a group in which I feel important; I can't count on my relatives and friends
to help me with my problems; There is little opportunity in my life to be giving and
caring to another person; There is no one to talk to about how I am feeling: I have the
opportunity to encourage others to develop their interests and skills: I feel no one has
the same problems as I; I am responsible for helping provide for another person'’s
needs; People think that I'm not as good a friend as I should be (see Table 4.0).
Significant Life Events

The experience of negative life change events over the past year, as measured
by the Life Experiences Survey, was reported by a total of 40 respondents. The
assumption was made that the remainder of respondents did not experience any
negative changes during that period of time. The number of negative events per
respondent ranged from 1 to a total of 9 throughout the year. Negative change scores

ranged from 1 to a total of 21, with a mean of 6.38 (SD=5.52). The mean scores for
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Table 4.4
Marital Status

- - A
Never
Married 4 7.3 7 36.8 11 14.9
Married 4 7.3 3 15.8 7 9.5
Divorced 8 14.5 5 26.3 13 17.6
Separated 2 3.6 0 0.0 2 2.7
Widowed 37 67.3 4 21.1 4] 55.4




48

Table 4.5
mmary of Respondents’ Scores on the PRO(85), LE DS
nd Revi LA Loneliness Scales
Possible Observed
Instrument Variable Assessed Range of  Range of Mean SD
Scores Scores

PRQS85 Perceived Social Support
Total n=74 25-175 56-172 128.86 20.54
Females n=55 56-172 132.82 18.8
Males n=19 87-163 117.42 21.53

LES Negative Life Change Events
Total n=40 1-21 6.83 5.52
Females n=31 1-21 6.74 5.48
Males n=9 2-19 5.11 5.82
Positive Life Change Events
Total n=36 1-20 6.11 4.50
Females n=23 2-20) 7.00 5.4%
Males n=13 1-20 5.92 5.68

GDS Depression
Total n=74 0-30 0-23 7.43 6.04
Females n=55 0-23 7.49 5.89
Males n=19 0-23 7.26 6.62

UCLA Loneliness
Total n=74 20-80 20-74 37.47 9.66
Females n=55 20-74 36.24 8.90
Males n=19 22-56 41.05 11.07




Table 4.6

Mean Scores of ltems in the Personal Resource Questionnaire 85 (n=74)

Items Mean SD

1 There is someone | feel close to who makes me feel secure. 56 1.3
2 1 belong to a group in which I feel important. 47 1.5
3 People let me know that I do well at my work. 50 14
4 1can't count on my relatives and friends to help me with my

problems. 44 21
5 1 have enough contact with the person who makes me feel special. 5.4 1.3
6 I spend time with others who have the same interests that I do. 54 1.3
7  There is little opportunity in my life to be giving and caring to

another person. 44 19
8 Others let me know that they enjoy working with me. 52 1.2
9 There are people who are available if I needed help over an

extended period of time. 53 1.5
10 There is no one to talk 10 about how 1 am feeling. 46 19
11 Among my group of friends we do favors for each other. 53 1.2
12 1 have the opportunity to encourage others to develop their

interests and skills. 47 1.5
13 My family lets me know that I am important for keeping the

family running. 50 1.8
14 1 have relatives and friends who will help me out even if I can't

pay them back. 55 1.2
15 When I am upset there is someone I can be with who lets me be

myself. 51 1.6
16 1 feel no one has the same problems as 1. 49 1.5
17 1enjoy doing little extra things that make another persons life

more pleasant. 58 1.2
18 I know that others appreciate me as a person. 57 .99
19 There is someone who loves and cares about me. 59 13
20 1 have people to share social events and fun activities with. 55 13
21 Iam responsible for helping provide for another person's needs. 42 1.7



22

23
24
25

If I need advice there is someone who would assist me to work
out a plan for dealing with the situation.

I have a sense of being needed by another person.
People think that I'm not as good a friend as I should be.

If I got sick there is someone to give me advice about caring for
myself.

5.6
5.0
4.9

5.5

1.3
1.6
1.6

50
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women and men were 6.74 (SD=5.48), and 5.11 (SD=5.82), respectively. The range
in scores for women was from 1 to 21, and for men from 2 10 19 (see Table 4.5
again).

The events categorized by the respondents as negative included: death of a
close friend (n=14), major personal illness or injury (n=13), serious illness or injury
of close family member (n=13), major change in eating habits (n=12), major change
in sleeping habits (n=10), major change in social activities (n=9), death of a close
family member other than spouse (n=6), major change in financial status (n=4), major
change in closeness of family members (n=4), death of spouse (n=4), major change in
usual type and/or amount of recreation (n=3), sexual difficulties (n=3), breaking up
with male or female friend (n=3), loss of mobility (n=3), major change in living
conditions (n=2), serious illness or injury of close friend (n=2), major change in
church activities (n=2), marital reconciliation (n=2), marital separation (n=1), major
change in number of arguments with spouse (n=1), move 0 4 new residence (n=1),
son or daughter leaving home (n=1), looking for a new residence (n=1), and noise
from disco in rear of building (n=1).

The experience of positive life change events during the past year was
reported by a total of 36 respondents. Again, the assumption was made that the
remainder of respondents did not experience any notable positive life changes during
that time period. The number of these events throughout the year, per respondent,
also ranged from 1 tc 5. Positive change scores ranged from 1 to 20 with a mean of
6.11 (SD=4.50). The mean s-ores for women and men were 7.0 (SD=5.48), and 5.92
(SD=5.68), respectively. The range in scores for women was from 2 to 20, and for

men from 1 to 20 (see Table 4.5 again). The events categorized by the respondents as
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positive included: major change in closeness of family members (n=12), outstunding
personal achievement (n=8), major change in financial status (n=8), major change in
eating habits (n=7), major change in sleeping habits (n=7), gaining a new family
member (n=7), major change in usual type and/or amount of recreation (n=6), major
change in social activities (n=6), major change in church activities (n=5), move to a
new residence (n=>5), relationship with a new friend (n=3), visit from relative (n=2),
marriage (n=2), changed work situation (n=1), retirement from work (n=1), major
change in living conditions of family (n=1) breaking up with male or female friend
(n=1), abstinence from alcohol (n=1), looking for a new residence (n=1). marital
separation from mate (n=1), major change in number of arguments with spouse (n=1),
borrowing less than $10,000 (n=1), and health care help (n=1).

ression

A high score on the Geriatric Depression Scale reflects higher levels of

depression. The possible range of scores on this scale is from () to 30. The observed
range was from 0 to 23 for the entire sample, as well as for both women and men. A
mean of 7.43 (SD=6.04) was obtained for the entire sample. This is reasonably close
to the mean score on the GDS of 5.0 (SD=3.63) for a sample of 2() non-depressed
elderly (Brink et al., 1982). The mean scores for women and men were, respectively,
7.49 (SD=5.89), and 7.26 (SD=6.62), (see Table 4.5 again). A total of 4 respondents
scored greater than 20 on the GDS, indicating high levels of depression. All of these
respondents were under a physician's care and 2 were taking antidepressant

medication.



The possible range of scores on the Revised UCLA Loneliness Scale is from
20 to 80, with higher scores reflecting higher degrees of loneliness. The observed
range of scores was from 20 to 74. The mean loneliness score was 37.47 (SD=9.60).
The mean score for women was 36.24 (SD=8.90), whereas for men it was slightly
higher at 41.05 (SD=11.07). This was not a statistically significant finding at the .05
level (t-test). The range in scores for women was from 20 to‘ 74, and for men from 22
to 56 (see Table 4.5 again). Each of the items on the scale was scored from 1 10 4.
The items with the highest means, considered most problematic to the respondents,
included: 1 lack companionship: There is no one I can turn to: I am no longer close 10
anyone; My interests and ideas are not shared by those around me: My social
relationships are superficial; No one really knows me well; People are around me but

not with me (see Table 4.7).

Multiple Regression Analysis

Predictors of Loneliness

The findings, after performing the multiple regression analysis, are illustrated
in Table 4.8. All of the independent variables were entered as potential predictor
variables using the stepwise procedure in SPSS. These included perceived social
support, significant life events, length of time in present accommodation, satistaction
with living arrangements, depression, perceived health status, marital status. age. and
gender. The nominal variables of gender and marital status were treated as dummy

variables. They were dichotomized with 0 as male and 1 as female, and O as



Items Mean  SD
1  Ifeel in tune with people around me. .o .6l
2 1lack companionship. 23 w4
3 There is noone I can turn to. 20 10
4 Ido not feel alone. 1.y 9l
5 Ifeel part of a group of friends. 1.7 %7
6 Ihave alot in common with the people around me. 1.7 .79
7 1am no longer close to anyone. 229
8 My interests and ideas are not shared by those around me 26 92
9 Iam an outgoing person. 1.8 Yl
10 There are people I feel close to. 1.3 5%
11 Ifeel left out. 1.8 .85
12 My social relationships are superficial. 22 92
13 No one really knows me well. 2.4 87
14 Ifeel isolated from others. 1.8 .84
15 Ican find companionship when I want it. 1.5 7K
16 There are people who really understand me. 1.6 .72
17 Iam unhappy being so withdrawn. 1.7 KY
18 People are around me but not with me. 24 9l
19 There are people I can talk to. 1.3 .57
20 There are people I can turn to. 1.4 7%

54
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Table 4.8

Variable B-values Standard Beta T Significant
Error B T

Perceived

Social Support  -.303388 037961 -.644743 -.7992 0000

Depression 408724 129040 255524 3.167 0023

(Constant) 73.531250 5.410622 13.590) 0000

R2=.619 ANOVA df SS MS
Regression 2 4219.468 2109.734
Residual 71 2596.977 36.577

F =57.67901 Significant F = .0000




unmarried/alone and 1 as married/living together. To assess for the problem of
multicollinearity, a correlation matrix among all of the variubles was generated, and
the bivariate correlations between the independent variables were examined (see
Table 4.9). Any coefficients of .80 or larger may have suggested a concern, however
the highest intercorrelation coefficient was only .54 between the variables length of
time in present accommodation and age. To further rule out multicollinearity, the
relationship of each independent variable with all of the others was assessed by
regressing each variable on all of the others (Lewis-Beck, 1980). The R values were
also low, ranging from .07 to .40. Thus. it was concluded that multicolincarity wits
not a problem in this study.

The results of the regression analysis were examined tor significant predicoors
of loneliness. These results indicate that perceived social support along with
depression were the only reliable predictors. Perceived social support was the single
best predictor of loneliness, with depression producing the largest increase 1o R?
when used in combination with perceived social support. Perceived social support
accounted for approximately 57% of the variance in loneliness scores, and depression
explained an additional 5% of the variance. No other variables significantly increased
the value of R2. However, the propeition of the total variability in loneliness
explained by the regression model with these two independent variables was fairly
sizable at approximately 62%. The negative B-value of the variable perceived social
support suggests that lower amounts of perceived support are associated with higher
degrees of loneliness, and vice versa. That is, a one unit increase in the perceived
socia] support scale results in a predicted .3033 unit decrease in loneliness. Increases

in depression, however, are associated with increases in loneliness, and vice versa.



Table 4.9

Correlation Matrix Between Independent and Dependent Variables

Item 1 2 3 4 5 6 7 8 9 10

1 AGE 1.0 S4*r 307 -.05 0 29 26 04 22 -4
2 LOTPA 1.0 20 -.11 .14 20 .14 05 .05 -
3 GEND 1.0 -13 -.08 A4 13 33+ 02 -22

4 MSTAT 1.0 -12 -.03 17 09 08 20
5 PERHS 1.0 23+ .28 21 <40 25
6 SLARR 1.0 06 32 8 23
7 LCE 1.0 -0 37 14
8 PERSOCS 1.0 -42xx L J5n
9 DEP 1.0 S3xr
10 LONE 1.0
*p=<.05
**p=<.01

LOTPA - Length of time in present accommodation
GEND - Gender

MSTAT - Maral status

PERHS - Perceived health stiius

SLARR - Sausfaction with :ving arrangements

LCE - Life change events (Negative)
PERSOCS - Perceived social support

DEP - Depression
LONE - Loneliness
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A one unit increase in the depression scale results in a predicted 4087 umt increase in

loneliness.

Correlations of Interest Between the Independent and Dependent Variables
Upon examination of the interitem correlation matrix between the independent

and dependent variables (see Table 4.9 again), several correlations of sigmficance
were observed. For example, as age increased, so did length of time in present
accommodations (r=.54, p<.01), satisfaction with living arrangements (r=.29, p<.05),
2 +he impact of negative life change events (r=.26, p<.05). Higher levels of
percer. od health status were positively correlated with satis  tion with living
armngemens (r=.23, p<.01), but inversely correlated with negative life change events
(r=-.28. p<.05), and depression (r=-.40, p<.01). Satisfaction with living arrangements
was positively correlated with perceived social support (r=.32, p<.01). Depression
and negative life change events were positively correlated (r=.37, p<.01), but
depression and perceived social support were inversely correlated (r=-.42, p<.01).
Finally, loneliness was inversely correlated with perceived health status (r=-.25,
p<.05), and satisfaction with living arrangements (r=-.23, p<.05). These two
variables, however, did not have high enough partial correlation coefficients to be

entered into the regression equation as reliable predictors of loneliness.



CHAPTER V
DISCUSSION

Predictors of Loneliness: Perceived Social Suppof . and Depression

The research question for this study addressed the reiwsonship between the
loneliness experienced by elderly tenants in subsidized seniors’ apartment complexes.
and perceived social support, significant life events, length of time in present
accommodation, satisfaction with living arrangements, depression, perceived health
status, marital status, age, and gender. Through completion of a stepwise multiple
regression analysis, it was determined which of these independent variables best
predicted the variability in the loneliness scores observed. Perceived social support
and depression were reliable predictors, explaining 62% of the variance in loneliness
scores. This finding in relation 10 perceived social support is consistent with that
obtained in Jones and Moore's (1989) study of beginning college students. where
satisfaction with support received made the largest contribution (28%) to the
prediction of initial loneliness.

Ongoing research on perceived social support may be highly relevant to the
continued study of leneliness in general. Sarason et al. (1986) suggest that an
individual's level of perceived social support may, in fact, be a personality variable
that influences what the environment provides in the way of support. This means that
although the suppon . person hasnay partly be the result 6f what is provided and
offered, it may depe-< as weti on the social skills of the individnal. These social
skills are reflected wn the individual's ‘relational competence’ whict iy likely

influenced by developraenial precursors in earlier iife. Tuis conceptualization of
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perceived social support. viewed as an individual difference variable. is bused upon
research findings which indicate that: social support levels are stable over long
periods of time, even during major life transitions; people with high support report
having received higher degrees of affection, interest, and empathy from their parents
than those with low support; and those with high support are better leaders and
problem solvers than those with low support. The point at hand, is that these findings
may have significant implications related to the ongoing scarch for appropriate and
effective interventions for low levels of perceived social support, and, in turn,
possible interventions for loneliness. That is, personality factors related 10 social
support may be more important, or at least equally as important as externally focussed
social support factors.

Results of a more recent study support the view that perceived social support
is a two dimensional construct composed of relationship-specific perceptions and
general perceptions of social support (Pierce, Sarason, & Sarason, 1991).
Relationship-specific perceptions are grounded in prior experiences with specific
others, and sets of expectations about the availability of support from cach significant
relationship are developed. Support in these specific relationships may or may not be
perceived as forthcoming. In general, however, an individual may believe that other
people will be supportive, overall. Research findings emphasize that expectations for
support from specific relationships, and from people in general, remain distinct from
each other. Further exploration of the , uie of personality characteristics i sonal
relationships in perceptions of available support, and, in turn, loneliness, is clearly

warranted, as is research in this area specifically focussed on the clderly.
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The results of the multiple regression analysis are also supportive of the
findings in other studies of depression and loneliness. Investigations have shown that
these 1wo variables are consistently and substantially related (Berg et al., 1980);
Russell et al., 1980; Schuliz & Moore, 1984; Weeks et al., 1980; Young, 1982).
However, further study is encouraged in order to determine more about their exact
association (Perlman & Peplau, 1984). In this study, depression was conceptualized
as a precursor to the occurrence of loneliness. The opposite conceptualization also
warrants empirical investigation. In situations where loneliness is severe, it is not
enreasonable to postulate that it may, in turn, lead to depression. Rook (1984)
indicates that research on loneliness and depression needs to be integrated in order to
find out more about the "potential exacerbating effects of loneliness on depression
and vice-versa, and the temporal sequences that lead people from one condition to
another” (p. 68).

The remainder of the independent variables of interest did not reliably predict
the variability of loneliness in this study. One cause for concern may have been the
imbalance and lack of discrimination within categories such as those associated with
length of time in present accommodation, satisfaction with living arrangements,
marital status, and perceived health status. For example, only 7 (9.6%) of the
respondents had relocated to their present accommodations within the past year, and
of these, only 4 (5.5%) had been in their accommodations for less than 6 months.
However, given that 58 (78.3%) of the respondents had lived in their present
accommodations for 2 years or more, it does not seem unreasonable that most (74.3%,
n:=55) were very satisfied with their present living arrangements. As well,

consige.ing a mean age of 75.81 years, it is not surprising that 41 (55.4%) of the
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respondents were widowed, with only 7 (9.5%) married, and the remainder either
never married (14.9%, n=11), or separated/divorced (20.3%, n=15). Finally,
perceived health status scores were rated as very good (32.4%, n=24), good (33.8%,
n=25), or fair (28.4%, n=21), with only 2 respondents (2.7%) rating their health as
poor. Because irdividuals must be reasonably independent to live in seniors’
apartment complexes, it does not seem likely that many who rate their health as poor
would be able to continue their tenancy in these places, or desire to do so. Thus,
although all of these results are understandable, greater numbers of subjects within
several of the categories related to each of these variables may have resulted ina

different and more accurate representation of their impact on loneliness.

General Discussion

The mean loneliness score in this sample was 37.47. This score can be
compared to loneliness scores in other studies where the revised UCLA scale was
used. It is comparable to the mean score of 36.26 in a sample of 57 retired older
adults living in South Carolina, whose average age was 64.9 years (Schultz & Moore,
1984). It is also comparable to the mean score of 37.80 (SD=8.06) in a sample of 107
older people attending classes in the state of Arkansas, whose average age wis 71 2
years (Walton et al., 1991). However, it is greater than the mean score of 31.51
(SD=6.92) found in a group of 284 community residing older people (Russell &
Cutrona cited in Walton et al., 1991). Even though perceived social support and
depression were the only reliable predictors of loneliness in this study, higher
loneliness scores were associated with a decreased satisfaction with living

arrangements (r=-.23, p<.05). There is a possibility that this could still be a



meaningful factor in the occurrence of loneliness, and continued study may be of
benefit to further assess the relationship between loneliness in the elderly and their
satisfaction with a variety of living arrangements. However, it is possible that this
loneliness score might also be a reflection of the lower income levels of individuals
who choose subsidized accommodation. Research results have shown that the
percentage of those who are lonely increases as income levels decrease, which may be
reflective of the greater importance of economic and other social status influences
upon loneliness (Page & Cole, 1991).

The mean perceived social support score obtained in this study was 128.86.
This is lower than the mean scores for three samples of middle-class adults drawn
from the general population, where the same measurement scale was used. These
scores ranged from 139.03 to 142.78 (Weinert, 1987). Other than its being a reliable
predictor of loneliness, it is interesting to note that lower levels of perceived social
support were also associawe with a decreased satisfaction with living arrangements
(r=.32, p<.01). Continued exploration of the conceptual link between these two
variables and loneliness might be useful. It could be that satisfaction with living
arrangements predicts some of the variance for perceived social support, which, in
turn, predicts some of the variance for loneliness. Again, further study may be
warranted to determine if perceived social support varies in the elderly according to
satisfaction or dissatisfaction with different types of living arrangements.

The mean depression score of 7.43 fell well within the normal range for this
scale. Again, other than its being a reliable predictor of loneliness, of interest is that
higher levels of depression were associated with lower perceived health status (r=-.40,

p<.01), lower perceived social support (r=-.42, p<.01), and higher negative life
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change scores (r=.37, p<.01). These findings are not unexpected, and are congruent
with other research findings related to depression (Yesavage, et al., 1983),

Gender was not a reliable predictor of loneliness in this study, although the
mean loneliness score for men (41.05) was higher than the mean score for women
(36.24). This does seem contradictory to the results of other researchers who have
reported that loneliness is a greater problem for women than men (Berg et al., 1981:
Borys & Perlman; 1985, Page & Cole, 1991). The difference, however, may be
related somewhat to the way in which loneliness has been assessed in many of these
studies. Frequently, a single self-report question similar to "Do you feel lonely™ has
been used, with "often, sometimes, rarely or never” as responses. 1, is has been
suggested by these researchers, men are less likely to admit to being lonely than
women, biased responses could be forthcoming from single self-report questions such
as this. This is less of a problem with an instrument like the revised UCLA scale, and
the results obtained may, indeed, be reflective of this.

Age was not a reliable predictor of loneliness in this study. even among the
very old (80 or over) who constituted 36.5% (n=27) of the sample. This finding docs
not confirm those in Dean's (1962) and Tunstall's (1967) studies where there was 4
notable increase in loneliness among those who were 80 years and over. Perlman and
Peplau (1984) suggest that as individuals get older, they may tend to set more
reasonable standards and expectations for relationships, and, in fact, experience less
loneliness.

Negative life change scores did not contribute significantly to the variance tor
loneliness either. Only 4 individuals in the sample had lost a spouse within the past

year, although 14 others had suffered the loss of a close friend. Loneliness has been
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significantly correlated to the loss of a closely attached other in previous studies
(Lopata, 1980; Townsend, 1968; West, et al., 1986). It seems likely that other
negative life events, especially those that impact upon social relationships, might also
affect the occurrence of loneliness. These might include decreased closeness of
family members, or decreased participation in social or church activities. However,
the results from this study were not reflective of this. Upon examination of the raw
data, it is apparent that loss of a spouse or a close friend were considered extremely
negative events by many of those who experienced them. Overall negative life
change scores, though, were very low, ranging from 1 to only 21, with & mean score
of 6.83. This is likely the result of the much lower rating given to the impact of many
other negative events that were experienced. Thus, it may be that the often extremely
negative impact of events such as loss of a spouse or close friend, should be assessed
independently of other negative life events that have little impact. Again, this could
result in a different, and, perhaps, more accurate representation of their association
with loneliness. Higher ncgative life change scores were also associated with lower
perceived health status ratings (r=-.28, p<.05). Several of these negative events have
an obvious and logical relationship to health perceptions, including major personal

illness or injury, loss of mobility, and major changes in eating and sleeping habits.

Implications for Nursing
The data from :his study were described according to variables assessed in 74
tenants of seniors' apartment complexes. The mean loneliness Jevel was similar or
higher than reported in other studies and the mean perceived social support level was

lower. Depression scores were within the normal range. A multiple regression
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analysis was completed to determine potential predictors of loneliness. Perceived
social support and depression predicted 62% of the variance in loneliness scores in
this group of individuals.

Several implications for nursing are suggested in relation to these results. An
awareness of the potential for higher levels of loneliness and lower levels of perceived
social support in elderly who reside in subsidized seniors’ apartment complexes is
important. Nurses who seek to help lonely seniors may find it useful to assess how
these individuals perceive their support systerms. An understanding of individual
needs and perceptions related to what has previously been viewed as supportive could
be helpful in finding support that is fulfilling to them in the present. However, if
perceived social support is a function of personality factors, other considerations for
intervention may also be required. French (cited in Sarason et al., 1986) states that
people who perceive their support as low "may differ from others, not so much in
their pertinent knowledge ot the scripts for solving social problems, but in their lack
of confidence about their ability to use these scripts effectively in social situations” (p.
854). If this is the case, then individuals who perceive their support as low may
require assistance to strengthen their relational skills, rather than simply being
provided with additional support (Sarason et al., 1986). Thus, along with finding
appropriate types of support for the elderly who are lonely, nurses may need 1o
consider intervention measures such as relational skills therapy. Further, nurses who
seek to help individuals who are lonely must be aware of the possibility that
depression may also be a part of the overall problem. If severe enough, the potential

for suicide may need to be dealt with. Indeed, treatment for depression will likely be

a priority in cases where it is severe.
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Lastly, ongoing management of loneliness in elderly individuals may certainly
require collaboration between nursing and other professionals. However, nurses who
work with these individuals in the community will likely be the the first to identify a
loneliness problem and recognize the need for some form of assistance. The decision,
then, will be to determine the most appropriate plan of action by assessing the
potential usefulness of the support and assistance that is available, and mobilizing it,
as appropriate. As well, it may be equally important for nurses to consider becoming
involved in intervention planning and evaluation activities that are solidly based in
research, in an attempt to find improved methods for controlling or alleviating

loneliness in the elderly.
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CHAPTER VI
CONCLUSIONS AND RECOMMENDATIONS

This study has provided knowledge of the impact of specific situational,
emotional, and personal variables upon loneliness in elderly individuals residing in
subsidized seniors' apartment complexes. In order to plan effective strategies to assist
the elderly who are lonely, nurses must have an understanding of the factor- that
influence it. The vﬁriables of perceived social support and depression predicted 62%
of the variance for loneliness in these individuals.

In order to enhance the external validity and increase the generalizability of
this study, it is recommended that it be replicated with similar samples of elderly
individuals residing in seniors’ apartment complexes, as well with as other
populations of community dwelling elderly people. A larger, random!y arawn samy
would also increase the reliability and validity of the findings. Of concern, s whid..
elderly respondents who were most lonely did not bother to respond to the
questionnaire. Obtaining assistance from other professionals through programs such
as home care, could be one way for researchers to find, gain access to, and study those
who have the potential to be even lonelier. This could result in stronger and more
reliable study results, overall. Very lonely elderly may be receptive to direct in
person contact and a more successful response rate to another study might be obtained
through researcher-subject interview sessions. This would require a significant time
commitment, however.

Most individuals in the sample had lived in their present accommodations for

2 years or more and were very satisfied with their living arrangements. A
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longitudinal study, assessing tenants within their first few months of occupancy and
again at specific time intervals, might be more effective in determining whether
loneliness is influenced by these factors. This, in turn, could provide information
related to the need for an adjustment period, but could also be helpful in the
development of specific interventions to assist in making the adjustment less difficult.
Further and more indeptt ¢xploration of the influence of perceived social support, as
conceptualized by Pierce et al. (1991) and Sarason et al. (1986), where the =:.{luence
of personality characteristics, personal relationships, and relational skiils are assessed
in relation to loneliness in the elderly, might contribute data of greater value and use.
A longitudinal study would also be helpful in identifying significant changes in
loneliness and the possible contributing factors over time, and would help to clarify
the exact nature of some of the relationships being explored. 1..:tlv. not all possible
predictors of loneliness in the elderly were considered. An exploration of the role of
cognitive function deficits in explaining loneliness in the elderly could yield

information of use, as could an exploration of the role of spiritual well-being in

explaining loneliness.



70

References
Andersson, L. (1986). A model of estrangement-including a theoretical
understanding of loneliness. Psychological Reports, 58, 683-695.
Barrera, M. (1986). Distinctions between social support concepts, measures, ind
models. American Journal of Community Psychology, 14. 413-445,
Berg S, Mellstrom, D., Persson, G., & Svanborg, A. (1981). Loneliness in the
Swedish aged. Journal of Gerontology. 36, 342-349,

Blazer, D. (1982). Social support and mortality in an elderly community population.

American Journal of Epidemiology, 113. 684-694.

Borys, S., & Perlman, D. (1985). Gender differences in loneliness. Personality and

cial Psvchology Bulletin, 11, 63-74.

Bowling, A. (1991). Measuring health: A review of quality of life measurement
scales. Philadelphia: Open University Press.
Brand, F. N., & Smith, R. T. (1974). Life adjustment and relocation of the elderly.

Journal of Gerontology, 29, 336-340.
Brink, T. L., Yesavage, J. A., Lum, O., Heersema, P. H., Adey, M., & Rose, T. L.
(1982). Screening tests for geriatric depression. Clinical Gerontologist 1, 37-43.

Bulka, R. P. (1984). Social problems in Canada: Loneliness. The Governing

Council: University of Toronto.

Cohen, J., & Cohen, P. (1983). Applied Multiple Regression/Correlation Analysis for

the Behavioral Sciences (2nd Ed.). New Jersey: Lawrence Erlbaum Associates.
Conner, K. A., Powers, E. A., & Bultena, G. L. (1979). Social interaction and life

satisfaction: An empirical assessment of late-life patterns. Journal of

Gerontology, 34, 116-121.



71

Creccy, R.F., trerp. WL E., & Wright, R. (1985). Loneliness among the elderly: A
causal approzct,. Journal of Geromtology. 46). AK7-4072

Cuffel, B. J., & Akap asu, T. J. (1989). The structu. . 1 loneliness: A factor-analytic
invesiigation, Cognitive Therapy and Research, 13, 459-474.

Cutrona, C. E. (1982). Transition to college: Loneliness and the process of social
adjustment. In L. A. Peplau & D. Perlmuan (Eds.), Loneliness: A sourcebook of

current theory , research and theragy (pp. 291-309). New York: John Wiley &

Sons.

Dean, L. R. (1962). Aging and the decline of affect. Journal of Gerontology. 17,
44()-446.

Derlega, V. J., & Marguiis. S. T. (1982). Why loneliness occurs: The
interrelationship of social-psychological and privacy concepts. In L. A. Peplau &

D. Perlman (Eds.), Loneliness: A sourcebook of current theory, research. and

therapy (pp. 152-165). New York: John Wiley & Sons.
ort . Beverly Hills, CA:

Gottlieb, B. H. (1981). Social networks and social sug

Sage.
Hamilton, M. (1960). A rating scale for depression. Journ:i! of Neurology,

Neurosurgery, and Psychiatry. 23, 56-62.

H o, K. (1979). The effects of social support: Prevention and treatment

implications. In A. P. Goldston & F. H. Kanfer (Eds.), Maximizing treatment

gains: Transfer enhancemeat ir prychotherapy (pp. 353-383). New York:
Academic Press.

Heltsley, M. E., & Powers, R. C. (1975). Social interaction and perceived adequacy

of interaction of the rural aged. The Gerontologist, 15, 533-536.



House, J. S. (1981). Work stress_and social support. Reading, MA: Addison-
Wesley.

Jones, W. H. (1982). Loneliness and social behavior. In L. A. Pepliau & D. Perliman
(Eds.), Loneliness; A sourcebook «+f current theory, research, and therapy (pp.
238-252). New York: John Wiley and Sons.

Jones, W. H. (1989). Research and theory on loneliness. In M. Hojat & R. Crandall

(Eds.), Loneliness: Theory, research and applications. (pp. 27-40). Newbury

Park, CA: Sage.
Jones, W. H., Freemuen, J. E., & Goswick, R. A. (1981). The persistence of
loneliness: Sclf and other determinants. Journal of Personality, 49, 27-48.
Jones, W. H., & Mocre, T. 1. (1989). Loneliness and social support. In M. Hojat &

R. Crondal (Eds.), Loneliness: Theory, research and applications (pp. 145-156).

Newbury Park, CA: Sage.
Kivett, V. R. (1979). Discriminators of loneliness among the rural elderly:

Implications for intervention. The Gerontologist, 19, 108-115.

Lewis-Beck, M. (1980). Applied regression: An introduction. Sage university paper

ciences, (7-022. Newbury Park:

Sage.

Lindsey, A. M (1988). Social support: Conceptualizations and measurement
instruments. In M. Frank-Swromborg (Ed.), Instruments for clinical nursing
research. (pp. 107-119). Norwalk CT: Appletoi & Lange.

Lopata, H. Z. (19¢0). Loneliness in widowhood. In J. Hirtog. J. R. Audy, & Y. A.
Cohen (Eds.), The anatcmy of loneliness (pp. 237-258). New York: International

Universites Press.



Lynch, J. J. (1977). The broken heart: The medical consequences of loneliness in

America. New York: Basic Books Inc.

McWhiter, B. T. (1990). Loneliness: A review of current literature, with
implications for counseling and research. Journal of Counseling & Development.
68, 417-422.

Miller, B. F., & Keane, C. B. (1983). Encyclopedia and dictionary of medicine,
nursing, and allicd health (3r1 Ed.). foronto: W.B. Saunders Company.

Mijuskovic, B. (1980). Loneliness: An interdisciplinary approach. InJ. Hartog. J. R.
Audy, & Y. A. Cohen (Eds.). The anatomy of loneliness (pp. 65-94). New York:
International Universities Press.

Moustakas, C. E (1961). Loneliness. Englewood Cliffs, N. J.: Prentice-Hall.

O'Reilly, P. (1988). Methaological issues in social support and social i+ v.ork
research. Social Scicnces and Medicine, 26, 863-875.

Page, R. M., & Cole, G. E. (' 991). Demographic predictors of self-reported

loneliness in adults. Psv.  'ngical Reports, 68, 939-945.

Page, R. M., Wrye, S. W., & Cule, G. E. (1986). The role of loneliness in health and
wellness. Home Healthcare Nurse, 4, 6-10.

Peplau, L. A. (1985). Loneliness researcl  Basic concepts and findings. Inl. G.
Sarason & B. R. Sarason (Eds.). Social support: Tt ory, “esearch and
applications (pp. 269-286). Dordrecht: Martinus I 1

Peplau, L. A., & Perlmun, D. (1982). Perspectives on loneliness. In L. A. Peplau &
D. Perlman (Eds.), Loneliness: A sourcebiok ~f current theory, research and

therapy (pp. 1-18). New York: John Wiley & Suis.



74
Perlman, D., Gerson, A. C., & Spinner., B. (1978). Loneliness among senior citizens:

An empirical report. Essence, 2, 239-248.

Perlman, D., & Peplau, L. A. (1984). Loneliness research: A survey of empirical

findings. In L. A. Peplau & S. E. Goldston (Eds.),
ns

Preventing the harmiul

nces of severe and persistent lonelingss (pp. 13-46). DHHS Publication
No. ADM 84-1312. Washington, DC: U.S. Government Printing Office.

Pierce, G. R., Sarason, 1. G., & Sarason, B. R. (1991). General and relationship-based

perceptions of social support: Are two constructs better than one? Journal of
Personality and Social Psychology, 61, 1028-103%.

Polit, D., & Hungler, B. (1987). Nursing research; Principles and methods (3rd Ed.),
Philadelphia: J. B. Lippincott Company.

Ribeiro, V. (1989). The forgotien zeneration: Elderly women and lonchiness. Regeny
Advances in Nursing, 25, . -+-40).

Rokach, A. (1989). Antecedents of loneliness: A facterial analysis. The Journal of
Psvchology, 123, 369-384.

Rook, K. S. (1984). Interventions for loneliness: A ieview aiad analysis. In Lo A,

Peplau & S. E. Goldston (Eds.), Preventing the h

armful consequences of severe
and persistent loneliness (pp. 47-79). DHHS Pubiication No. ADM 84-1312.

Washingon, DC: U.S. Government Printing Office.

Rubenstein, C. M.. & Shaver, P. (1980) Loneliness in two northeastern cities. In .

Hartog , J. R. Audy, & Y. A. Cohen (Eds.),

The anatomy of loneliness (pp. 319-
337). New York: International Universities Press.



75

Rubenstein, C., & Shaver, P. (1982). The experience of loneliness. In L. A. Peplau &

D. Periman (Eds.), Loneliness: A sourcebook of current theory, research and

therapy (pp. 206-223). New York: John Wiley & Sons.
Russell, D. (1982). The measurement of loneliness. In L. A. Peplau & D. Perlman

Eds.), Loneliness: A sourcebook of current theory. research and therapy ‘pp. 81-
pp

103). New York: John Wiley & Sons.
Russell, D., Peplau, L. A, & Cutrona, C. E. (1980). The revised UCLA loneliness
scale: Concurrent and discriminant validity evidence. Journal of Personality and

Social Psychology. 39, 472-480).
Russell, D., Peplau, L. A., & Ferguson, M. L. (1978). Developing a measure of

loneliness. Journal of Personality Assessment, 42, 290-294.
Ryan, M. C., & Paiterson, J. (1987). Loneliness in the elderly. Journal of

Gerontological Nursing, 13, 6-12.
Sarason, B. R., Sarason. I. G., & Pierce, G. R. (1990). Traditional views of social
support and their impact on assessment. In B. R. Sarason. I. G. Sarason. & G. R.

._Aninteractional view (pp. 9-25). Toronto: Wiley.

Pierce (Eds.). |

Sarason, 1. G., Johnson, J. H., & Siegel, J. M. (1978). Assessing the impact of life cnanges:
Development of the life experiences survey. Journ.l of Consulting and Clinical

Psychology, 46, 932-946.

Sarason, 1. G., Sarason, B. R., & Shearin, E. N. (1980). Social support as an
individual difference variable: Its stability, urigins and relational aspects. Journal
of Personality and Social Psychology, 50, 845-855.

Schultz, M. R., & Moore, D. (1984). Loneliness: Correlates, attributions, and coping

among older adults. Personality and Social Psychology Bulletin, 10, 67-77.



76

S-hultz, N. R., & Moore, D. (1989). Loaeliness among the elderly: The role of
perceived responsibility and control. In. M. Hojat & R. Crandall (Eds.),

Loneliness: Theory. research and applications (pp. 215-22-0). Newbury Park,

CA: Sage.

Senior Citizens' Secretariat. (1989). Planning with seniors for the 21st¢entury.

Aging: Independent living - A discussion paper. Major trends and 1o8u¢s. Nova

Scotia: Author.
Sermat, V. (1980). Some situational and personality correlates of loneliness. n ).

Hartog, J. R. Audy, & Y. A. Cohen (Eds.). The anatomy of loneliness (pp. 305-

318). New York: Internaticnal Universities Press.

Solano, C. H. (1980). Two measures of loneliness: A comparison. Psychological
Reports, 46, 23-28.

Stokes, J. P. (1985). The relation of social network and individual difference

variables to loneliness. Journal of Personality anc Social Psychology. 48, 9%81-

990.
Storandt, M., & Wittels, 1. (1975). Maintenance of function in relocation of

community-dwelling older adults. Joumal of Gerontology, 30, 60K-612.

Storandt, M., Witiels, 1, & Botwinick, J. (1975). Predictors of u dimension of well-
being in the relocated healthy aged. Journal of Gerontology, 30, 97 102.

Stuewe-Portnoff, G. (1988). Loneliness: Lost in the landscape of meaning. The

Journal of Psychology, 122, 545-555.

Tilden, V. P. (1985). Issues of conceptualizat'on and measurement of social support

in the construction of nursing theory. Ru:.archin Nursing and Health, 8, 199-

206.



77

Townsend, P. (1968). Isolation, desolation and loneliness. In E. Shanas, P.

le in_three_industrial societies

Townsend, & D. Wedderburn (Eds.),
(pp.259-287). New York: Atherton.
Townsend, P. (1973). Isolation and loneliness in the aged. In R. S. Weiss (Ed.),

5. 'Th f emotional and social isolation (pp. '75-188).

Cambridge, MA: MIT Press.

Tunstall, J. (1967). Qld and alone. New York: Humanities Press.
Walton, C. G., Shuliz, C. M., Beck, C. M., & Walls, R. C. (1991). Psychological

correlates of loneliness in the older adult. Archives of Psychiatric Nursing, V.,

165-170.

Weeks, D. G., Michela, J. L., Peplau, L. A, & Bragg, M. E. (1980). The relation
between loneliness and depression: A structural equation analysis. Journal of
Personality and Social Psvcholo;y, 39, 1238-1244.

Weinert, C. (1987). A social support measure: PRQS85. Nursing Research. 36, 263-
267.

Weinert, C. (1988). Measuring social support: Revision and further development of
the personal resource questionnaire. In C. F. Waltz & O. L. Strickland (Eds.),
Measurement of nursing outcomes: Volume one: Measuring client outcomes (pp.
309-327). New York: Springer Publishing Company.

Weinert, C., & Brandt, P. A. (1987). Measuring social support with the personal
resource questionnaire. Western Journal of Nursing Research, 9, 589-602.

Weinert, C., & Tilden, V. P. (1990). Measures of social support: Assessment of

validity. Nursing Research, 39, 212-216.



78

Weiss, R. S. (1973). The study of loneliness. In R. S. Weiss (Ed.). Loneliness: The

experience of emotional and social isolation (pp. 9-29). Cambridge, MA: MIT
Press.

Weiss, R. S. (1984). Loneliness: What we know about it and what we might do
about it. InL. A. Peplau & S. E. Goldston (Eds.), Preventing the hanmful

consequences of severe and persistent loneliness (pp. 3-12). DHHS Publication

No. ADM 84-1312. Washington, DC: U.S. Government Printing Office.
Wenz, F. V. (1977). Seasonal suicide attempts and forms of loncliness.

Psychological Reports, 40, 807-810.
West, D. A., Kellner, R., & Moore-West, M. (1986). The effects of foneliness: A

review of the literature. Comprehensive Psychiatry, 27, 351-363.

Wittels, 1., & Botwinick, J. (1974). Survival in relocation. Journal of Gerontology,
29, 440-443.

Yesavage, J. A., Brink, T. L, Rose, T. L, Lum, O., Huang, V., Adey. M., & Leirer, V.
0. (1983). Development and validation of a geriatric depression screening scale:

A preliminary report. Journal of Psychiatric Research 17, 37-49.

Young, J. E. (1982). Loneliness, depression and cognitive therapy: Theory and

application. In L. A. Peplau & D. Perlman (Eds.). Longliness: A sourcebook of

current theory, research and therapy. (pp. 379-405). Mew York: John Wiley &
Sons.

Zung, W. W. (1965). A self-rating depression scale. Archi:gs of General Psyehiniry,

12, 63-70.



79

Appendix A

Letter of Introduction

My name is Lois Andruski. I am a graduate student in nursing at the University of
Alberta. I have been given permission from the apartment manager to enter your
building. 1am asking you to take part in a study for my master's thesis. 1 am interested in
finding out the kinds of changes you may have had in your life during the past year, and
whether those changes have made a difference to the support and help that is available to
you. I wouid also like to know if living in a seniors' building has made a difference in the
people whom you see from day to day. and how satisfied you are when you spend time
with these people. Lastly, ] am interested in knowing if any of these has had an effect on
vour overall fceling of well-being. There are no direct benefits to you for taking partin
inis study, Hewever, it is hoped that nuises who work in the community will be able to
- she i “rmation to urderstand better, the needs and care required by senior citizens
who five Lo community.

t arn asking you 1o fill out a form that asks a series of questions. The first part of
the form . s for general information about yourself, your living arrangements, and your
health. The second part asks questions about the support you have available and how you
feel about 1. There are no right or wrong answers to the questions. I am only interested
in knowing what your true feelings are. This should take about 30 to 45 minutes of your
time. If you need to. you can take a break at any time as you are filling in the form.

There are no risks involved in completing the form unless it is uncomfortable for you to

share this information with me.
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You are completely free to choose not to fill in the form if you do not wish 0. By
filling in the form, you are indicating your consent to take part in my study. Any
information that you give me will be completely confidential. Only a number will appear
at the top of the form. Please do not put your name on it. There will be no way for
anyone to know who you are except for myself. Your individual responses will not be
made available. Only group responses will be used in the final report. It any further use
is made of the information obtained from this study, the purposes will first be submitted
0 an ethics review committee for approval. If your answers to the questions on the form
show that your level of well-being is low, I will let you know and assist you to find some
help. I will not be able to provide you with any kind of nursing care myscif.

If you choose to complete the form, you can drop it off in the box located just
inside the door of the manager's office. This box is easy to spot and is well marked with:
"QUESTIONNAIRES FOR NURSE". The box is sealed with 4 slot in the top. The only
person who will be able to open the box to remove the questionnaires is myself,

If you would like further information, please feel free to contact me at the
following phone number: 437-6647. If you would like to complete the form. but need
help, I will be available to assist you in room of your apartment building on the

date of from PM 1o PM. You can also contact me at my

phone number if you would like to arrange another date and time for me to assist

you to complete the form.

The name of my supervisor 1s: Dr. Janet Ross Kerr
Professor of Nursing, University ot Alberta
Phone: 492-6253

Thank you very much for the time you have taken 1o assist me with this study.
Lois Andruski
Master of Nursing Candidate
Faculty of Nursing, University of Alberta
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Appendix B

Demographic, Living Arrangement, and Health Status Information

Code Number,

1. What is your date of birth? (Please fill in exact ye-~ month and day)

A —
Year Month Day

2. How long have you lived in this apartment building? (Please fill in approximate
number of years and months)

years and months.
For the following, please place a4 check-mark in the appropriate space:
3. What is your gender? 1. Female___ 2. Male___

4. What is your current marital status?
Never married
Married_ .

Divorced

W

Separated___
Widowed____

v s

~/hat are your present living arrangements?
1. Alone___
2. With Other___ (What is tne
relationship of that person to

you?)




6. How satisfied are you with your present living arrangements?
1. Very satisfied___ ~

(8

Fairly satisfied___

'

Neither satistied or dissatistied

Fairly dissatisfied

v oA

Dissatisfied

7. How would you rate the overall state of your health at the present time?
1. Excellent___
2. Very Good_ __

Good____

‘)

wnob
Ky
£



Appendix C

Life Experiences Survey (Section )

Listed below are events that sometimes bring about change in the lives of
those who experience them. Many of the events that have been listed will NOT apply
to you. Please place a check-mark next to the events that you HAVE experienced
during the last year.

Then, for each event that you have checked, please circle the number thai
best describes the effect the event has had on you. A -3 would indicate an extremely
negative effect. A Q suggests no effect either positive or negative. A £3 would

indicate an extremely positive effect.

Check (V) if this event

has happened to you Circle the number showing the
within the last vear: effect the event has had on you:
Extremely No Extremely
Negative Effect Positive
1. Marriage _ 3002 -1 00+ #2043
2. Detention in jail — 3002 -1 0 41 42 43
3. Death of spouse . -3 2 -1 0+l +2  +3
4. Major change in
sleeping habits
(much more or less
sleep) _ 3002 -1 0 41 #2043
5. Death of close family
member: .
a. mothk-r _ -3 20 -1 0 41 42 43
b. fathe _ -3 21 0+ 42 43
¢. brother _ 302 -1 0 +1 +2 43
d. sister _ -3 2 -1 0 +1 +2 43
e. chila _ -3 21 0 +] +2 43
f. et r(specify) — 3002 -1 0 +1 #2043



10.

11.

12.
13.

14.
15.

16.

Major change in
~ting habits (Much
ore or much less

-0d intake) e -3
Foreclosure on

mortgage or loan — -3
Death of close friend ___ -3

Outstanding personal
achievement -3

Minor law violations

(traffic uckets, etc.)  __ -3
Changed work

situation (different

work responsibility,

major change n

working conditions,

working hours, etc.) _ -3

New job -3

Serious illness or
injury of close family

member:

a. father . -3
b. mother . -3
c. sister - -3
d. brother _ -3
e. child . -3
f. spouse . -3
g. other (specity) - -3
Sexual difficulties . -3

Trouble with employer
(in danger of losing

job, being suspended,
etc.) - -3
Trouble with in-laws ___ -3

'
19

[ ' :
G119t 10 1919

0

0

0

0

)

0

0
0]
0
0

0
0

0

0

0

+1

+1

+1

+1

+1

+1

+1]
+]
+1
+1
+ 1
+1
+1]

+1

+1

+2
+2
+2

)

+2
."7

+3

+3

+3

+3
+3
+3
+3
43
+3
+3

43

+3

+3



17.

18.

19.

20.

21.

22.

23,

24.

25.

Major change in
financial status (a
lot better or a lot
worse off)

Major change in
closeness of family
members (increased
or decreased
closeness)

Gaining a new familv
member (through
birth, adoption.
family member
moving in, etc.)

Change of residence

Marital separation
from mate (due to
conflict)

Major change in
church activities
(increased or
decreased
attendance)

Marital reconciliation
with mate

Major change in
number of arguments
with spouse (a lot
more or a lot less
arguments)

Married male:
Change in wife's
work outside the
home (beginning
work, ceasing work,
changing work)

tv

19

[ 29

(%]

0

0

0

0

()

—
~

()

+1

+1

+1

+1

+ 1

+1

+1]

+1

+1

+3

+3

+3

43

+3

+3

+3

+3



26.

28.

Married female:
Change in husband’s
work (loss of job,
beginning new

job, retirement, etc.)

Major change in
usual type and/or
amount of recreation

Borrowing more than
$10,000 (buying

home, business, ctc.)

Borrowing less than
$10,000 (buying car,
TV, getting school
loan, ete.)

Being fired from job __

Major personal illness
or injury

Major change in
social activities, eg..
parties, movies,
visiting (increased
or decreased
participation)

Major change in living

conditions of family
(building new home,
remodeling,
deterioration of home,
neighborhood)

Divorce

Serious injury or

illness of close friend ___

Retirement from
work

o

'
2

19

19

t

19

139

9

[£9]

(3]

0

0

0

0

0

0

0
0

0

+1

+1

+1

+1

+1

+1

+1

+1

+1

+1

+1

+3

+3

+3

+3

+3

+3

86



38.

39.
40.

4]1.

Son or daughter

leaving home (duc

to marriage, college,
etc.) .

Separation from
spouse (due to work
travel, etc.)

Engagement

Breaking up with
male friend or female
friend _-

Reconciliation with
male friend or female
friend

Other recent experiences
which have had an effect
on your life. List and rate:

42,
43.
44,

tJ

'
to

to

‘
9

to

.
9

[RS]

0

0

0

0

0

0

()

()

+]

+1

+1

+1

+]
+1

+1

N7

+3

+3

+3

+3
43

+3

Adapted from: Sarason, I. G., Johnson, J. H., & Siegel, J. M. (1978). Assessing the

impact of life changes: Development of the life experiences survey. Journal of

Consulting and Clinical Psychology, 46, 932-946.



Appendix D

The Personal Resource Questionnaire - Part 11

88

Below are some statements with which some people agree and others disagree.

Please read each statement and circle the answer that describes you the best.

1. There is someone | feel close to who makes me feel secure.

Strongly Agree Somewhat Neutral Somewhat Disagree
agree agree disagred
7 6 5 4 3 2

2. 1 belong to a group in which I feel important.

Strongly Agree Somewhat Neutral Somewhat Disagree
agree agree disagree
7 6 5 4 3 2

3. People let me know that I do well at my work (job, homemaking).

Strongly Agree Somewhat Neutral Som~what Disagree
agree agree disagree
7 6 5 4 3 2

4. 1 can't count on my relatives and friends to help me with problems.d

Strongly Agree Somewhat Neutral Somewhat Disagree
agree agree disagree
7 6 5 4 3 2

5. I have enough contact with the person who makes me feel special.

Strongly Agree Somewhat Neutral Somewhat Disagree
agree agree disagree

7 6 5 4 3 2

Strongly
disagree

]

Strongly

disagree

]

Strongly
disagree

1

Strongly

disagree

]

Swrrongly

disagree

1



6. 1 spend time with others who have the same interests that L do.

Strong'v Agree Somewhat Neutral Somewhat Disagree Strongly
agree agree disagree disagree
7 6 5 4 3 2 1

7. There is little opportunity in my life to be giving and caring to another person.®

Strongly Agree Somcwhat Neutral Somewhat Disagree Strongly
agree agree disagree disiyree
7 6 5 4 3 2 ]

8. Others let me know that they enjoy working with me (job, committees, projecisi.

Strongly Agree Somewhat Neutral Somewhi Disapree Strong
agree agree disagree disagiee
7 6 5 4 3 2 I

9. There are people who ai2 available if [ needed help over an extended period o e

Strongly Agree Somcwhat Neutral Somewha Disagree Strongly
agree agree disagree disagrec
7 6 S 4 3 2 ]

10. There is no one to talk to about how I am feeling.#

Suongly Agree Somewhat Neutral Somewhat Disagree Strongly
agree agree disagree disagree
7 6 S 4 3 2 ]

11. Among my group of friends we do favors for each other.

Strongly Agree Somcwhat Neutral Somewhat Disagrec Strongly
agree agree disagree disagree

7 6 5 4 3 2 I



12. 1 have the opportunity to encourage others to develop their interests and skills.

Strongly Agrec Somewhat Neutral Somewhat Disagree Strongly
agree agree disagree disagree
7 6 5 4 3 2 ]

13. My family lets me know that 1 am important for keeping the family running.

Stwongly Agree Somewhat Ncutral Somewhat Disagrec Swongly
agree agree disagrec disagrec
7 6 S 4 3 2 1

14. 1 have relatives or friends who will help me out even if I can't pay them back.

Strongly Agree Somewhat Neutral Somewhat Disagree Strongly
agree agree disugree disagree
7 6 S 4 3 2 1

15. When I am upset, there is someone I can be with who lets me be myselt.

Strongly Agree Somewhal Neutral Somewhat Disagree Stronghy
agree agree disagree disagree
7 6 5 4 3 2 ]

16. 1 feel no one has the same problems as 1.4

Strongly Agree Somewhat Neutral Somewhat Disagree Strongly
agree agree disagree disagree
7 6 5 4 3 2 1

17. 1enjoy doing little "extra” things that make another person’s life more pleasant.

Strongly Agree Somcwhat Neutral Somewhat Disagree Strongly
agree agree disagrec disagree

7 6 5 4 3 2 ]

90



0]

18, TKNOv  .al Of .Crs appreciate me as a person.

Sv oy oo Somewhat Neutral Somewhat Disagree Stronghy
agrec agree Jisagree disaguee
7 ~ S 4 3 2 |
19. There ntecone who loves and cares about me.
Swongly Agr Somew Neutral Somewhit Disagiee Strongy
agree SN disagree disayree
7 ! 5 4 3 2 1

20. 1 have people 1o share social events and fun actvitics wi

Strongly Agree Somewhat Neutra Se vewhat Disogiee Suoneh
agree agree disagree disagiee
7 6 S 4 2 2 !

21. I am responsible for helping provide for another person’s needs.

Strongly Agree Somewhat Nentral Somewhat Disagree Stronghy
agree agree disagree disapree
7 6 5 4 3 2 ]

22 If I need advice there ‘s romeone whoe would assist me to work out s plan for dealing
with the situation.

Strongly Agree Somewhat Neutral Somewint Dicagie. Suongly
agree agree disagrec disayree
7 6 5 4 1 2 ]

23. 1 have a sense of being needed by another verson.

Strongly Agree Somewhat Noutral Somewhat Disagree Suongly
agree agree disugree disapree

7 6 5 4 3 2 |
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24. People think that I'm not as good a friend as | should be

Strongly Agree Somewhat Neutral Somewhat Disagrec Strongly
agree agree disagree disagree
7 6 S 4 3 2 ]

25. If I got sick there is someone to give me advice about caring for myself.

Strongly Agree Somewhat Neutral Somewhat Disagree Strongly
agree agree disagree disagree
7 6 S 4 3 2 ]

aJiem should be reversed (ie. 1=7, 2=06, 3=5, 4=4, 5=3, 6=2, 7=1) before scoring.

Weinert, C. (1988). Measuring social ,upport: Revision and further development of
the personal resource questionnaire. In C. F. Waliz & O. L. Strickland (Eds.).

Measurement of nursing outcomes: Volume one: Measuring client outcomes (pp.

309-327). New York: Springer Publishing Company.



Appendix E

R

Please circle the best answer - either YES or NO - for how you have tfeltover

the past week.

w

I - Y

11.
12.

13.
14.

15.
16.
17.
18.

Are you basically satisfied with your life?

Have you dropped many of your activitics and interests?
Do you feel that your life is empty?

Do you often get bored?

Are you hopeful about the future?

Are you bothered by thoughts you can't get out of your head?

Are you in good spirits most of the time?

Are you afraid that something bad is going 1o happen to you!

Do you feel happy most of the time?

. Do you often feel helpless?

Do you often get restless and fidgety?

Do you prefer to stay at home, rather than going out and
doing new things?

Do you frequently worry about the future?

Do you feel you have more problems with memory than
most?

Do you think it is wonderful to be alive now?
Do you often feel downhearted and blue?
Do you fee! pretty worthless the way you are now”

Do you worry a lot about the past?

YES
YLES
YES

YES

YES
YES
YES
YES
YES

or

or

or

or

or

or

or

or

or

or

or

or

or

or

or

or

or

or

NO
NQO)
NO
NQO)
NO
NO
NO
NO

NO)

NO)

NO)

NO
NO
NO
NO

NO



19.
20).

30.

Do you find life very exciting?
Is it hard for you to get started on new projects?

Do you feel full of energy?

. Do you feel that your situation is hopeless?

. Do you think that most people are better off than you are?
. Do you frequently get upset over littl2 things?

. Do you frequently feel like crying?

. Do you have trouble concentrating?

. Do you enjoy getting up in the morning?

. Do you prefer to avoid social gatherings?

. Is it easy for you to make decisions?

Is your mind as clear as it used to be?

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

or

or

or

or

or

or

or

or

or

or

or

or

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
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Yesavage, J. A., Brink, T. L, Rose, T. L, Lum, O., Huang, V., Adey, M.. & Leirer. V.

0. (1983). Development and validation of a geriatric depression screening scale:

A preliminary report. Journal of Psychiatric Research 17, 37-49.



Appendix F

Revised UCLA Loneliness Seale

Please read each of the statements below and circle the answer that best

describes how you are feeling.

1. 1feel in tune with the people around me.@

Never Rarely Sometimes Ofien
] 2 3 4

2. 1lack companionship.

Never Rarely Sometimes Often
1 2 3 4

3. There is noone I can turn to.

Never Rarely Sometimes Often
] 2 3 4

4. 1do not feel alone.@

Never Rarely Sometimes Often
1 2 3 4

5. 1feel part of a group of friends.2

Never Rarely Sometimes Often
1 2 3 4

<

6. 1have a lot in common with the people around me.2

Never Rarely Sometimes Often
1 2 3 4

7. 1am no longer close to anyone.

Never Rarely Sometimes Ofien
1 2 3 4



8. My interests and ideas are not shared by those around mie.

Never Rarely Sometimes
] 2 3

-

9. 1am an outgoing person.@

Never Rarely Sometimes
1 2 3

10. There are people I fecl close 10.2

Never Rarely Sometimes
] 2 3

11. [feel left out.

Never Rarely Sometimes
1 2 3

12. My social relationships are superficial.

Never Rarely Sometimes
1 2 3

13. No one really knows me well.

Never Rarely Sometimes
] 2 3

14. 1 fee! isolated from others.

Never Rarely Sometimes
] 2 3

15. Ican find companionship when I want it.2

Never Rarely Sometimes
] 2 3

Often
4

Often
4

Often
4

Often

Often

Often

4

Often

Often

96
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16. There are people who really understand me.@

Never Rarely Sometimes Often
1 2 3 4

17. 1am unhappy being so withdrawn.

Never Rarely Sometimes Ofien
1 2 3 4

-~

18. People are around me but not with me.

Never Rarely Sometimes Ofen
1 2 3 4

19. There are people I can talk 0.2

Never Rarely Sometimes Ofien
] 2 3 4

20. There are people I can turn to.@

Never Rarely Sometimes Often
1 2 3 4

aJtem should be reversed (ie. 1=4, 2=3, 3=2, 4=1) before scoring.

Russell, D., Peplau, L. A.. & Cutrona, C. E. (1980). The revised UCELA lonehiness

scale: Concurrent and discriminant validity evidence. Journal of Personality and

Social Psychology. 39, 472-480).



