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Original Contribution/Clinical Investigation

Loneliness of Older Persons in Home Care In Iceland

 
ABSTRACT

 Objective: to explore the association between loneliness and affective, cognitive, physical and social factors for older 

 persons in home care. 

 Design: descriptive cross sectional study.

 Setting: random sample of home care clients in Reykjavik area.

 Subjects: 257 individuals were assessed with the Minimum Data Set for Home Care (InterRAI- HC) instrument. 

 Results: 20.3% of home care clients expressed loneliness, 18.3% of men and 20.9% of women with widowed persons  

 being more likely to be lonely than married persons, p=0.013, as were they who assessed their health as being poor,  

 p=0.042 . Women with cognitive impairment were more likely to be lonely, p=0.022 and they were more likely to have  

 depressive symptoms, p=0.025. Women who took more than six medications were more likely to be lonely (79.2% vs.  

 20.8%, p=0.018). Lonely women took more neuroleptics (p=0.007) but lonely males more hypnotics (p=0.046). Lonely  

 women agreed more with the statement that they would be better of elsewhere (43.5% vs. 12.7%, p<0.0001). Being  

 mostly indoors was not associated with loneliness and there was no association with use of formal care services.

 Conclusion: Loneliness was identified in one fifth of persons in home care, more often among widowed persons and  

 women with cognitive impairment and among those who assessed their health as being poor. Sex difference was seen  

 with regards to affective symptoms and medication use. Further studies are needed to understand how the needs of  

 lonely persons in home care can be best met. 
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Key points: 

While current policy emphasizes independent living of older people as long as possible, studies show that being alone, 

and loneliness are associated with reduced quality of life.

° One in five persons in home care express loneliness with a high prevalence among widowed persons

° Women with cognitive impairment were most likely to experience loneliness and they were more likely to have depres-

sive symptoms

° Feeling of loneliness was significantly associated with a wish to be in a special care environment, which works against 

the policy of supporting people to live as long as possible independently in the community.
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Introduction

Older persons should be able to stay at home as long as possible 
according to policy statements on care of older persons and 
should be offered places in a nursing home when needs are 
greater than available support at home (1). Studies show that 
people do well in nursing home setting when needs of the 
individual are met. The opposite is true when the wish of the 
individual is to stay at home rather than in an institution (2). 
Because of this it is important to explore both affective and 
somatic wellbeing of sick older people living at home and as-
sess if their needs are being met and if not, whether wellbeing 
can be improved by modifying the service. 

A study on health, nursing needs and quality of life of older people 
who got home care from the Primary Health Service in 1997 
showed that 18% of the individuals had never been out of the 
house for the last 30 days previous to the examination and 
24% had only been out of the house once during the week. 
Only 18% had gone out of the house daily. This study showed 
also that 21% of the individuals experienced loneliness, 18% 
were bored and 19% showed a depressed look. Being alone is 
prevalent, which is clear from the fact that 27% were alone the 
whole day, but 39% more than half the day(3). We cannot find 

any Icelandic studies on loneliness in Icelandic professional 
papers. Foreign studies show that being alone and loneliness 
are associated with reduced quality of life (6). The purpose of 
this paper is to explore more closely the connection between 
loneliness and affective, somatic and social aspects of older 
people in home care.

Materials and Methods
This article is further analysis of material that was published on 

health, nursing needs and quality of life of older people who 
got services from the Primary Health Service in 1997(3). 

The purpose of this study was to document health and nursing care 
needs of people 65 years of age and older who use the Primary 
Health Service in the autumn of 1997 at primary health care 
centers in Fossvogur, Hlíðasvæði, Miðbær and Seltjarnarnes 
with the InterRAI MDS-HC assessment(4). 

The term Primary Home Health Service refers to services from 
the primary health care service in people’s homes, provided 
by nurses, nurse’s assistants and doctors. The study includes 
all persons in home care service at these primary health 
care centers when the study started on September 1st 1997, 
altogether 347 persons. Participation rate was 75%. 52 refused 
participating, 24 were in hospital, two had entered a Nursing 
Home, three declined or were absent when the study was to 
take place and nine died before they were assessed. Altogether 
257 individuals participated in the study, 31 from primary 
health care center A, 68 from center B, 64 from center C and 
94 from center D. 

Informed consent was obtained from the older persons but for those 
who could not consent it was obtained from nearest relatives. 
Information was obtained by talking to the individual him- or 
herself, from medical records, from people delivering services 
or from relatives. The study was approved by the Ethical 
and Data Protection Committees in Iceland. Information 
was transferred from a social security number to a research 
number that was then used in analysis. 

A nurse from the respective primary health care centers collected 
information. Before data collection started, everyone who 
collected information had a one day course in the use of the 
InterRAI MDS-HC instrument and was taught how to assess 
each and every variable according to definitions, and a manual 

which guides the assessment. Each assessment took between 
one and one and a half hours.

Univariate analysis of the variables in the MDS-HC assessment was 
done with respect to loneliness. Variables that were signifi-
cantly associated with loneliness in that analysis were then put 
in to multi-variant analysis to find independent associations 

with loneliness. Significance level was P <0.05. SPSS statisti-
cal package (version 11) was used for data analysis.

Results
Of the total group who got home health service, 20.3% experi-

enced loneliness, 18.3% of men and 20.9% of women. Key 
information is shown in Table 1. Widows and widowers were 
significantly more likely to be lonely than people in marriage, 

p=0.013. Table 2 shows functional, cognitive and affective 
well being with respect to loneliness. Persons with cogni-
tive impairment were significantly more likely to be lonely, 

p=0.022. Women with loneliness were also more likely to 
have associated depressive symptoms, p=0.025, but such an 
association was not seen with men. Women with more than 
six medications were significantly more likely to be lonely 

(79.2% vs. 20.8%, p=0.018). Lonely women were more likely 
to take neuroleptic medications (p=0.007) but lonely men 
more likely to take hypnotics (p=0.046). Of 48 lonely women, 
60.4% assessed their own health as being poor compared to 
44.5% of those who were not lonely, which was close to being 
significant, p=0.053. Similar numbers for 11 lonely men were 

54.5% vs. 38.8% which is not a significant difference. The dif-
ference is significant for the total group, p=0.042, and points 

in the same direction for both sexes. There was no association 
between getting out doors and being lonely. Thus those who 
even never went out of the house for a month were not more 
likely to be lonely. The number of hours from formal services 
was no different with respect to loneliness. For the variable 
“better off elsewhere”, 43.5% of women with loneliness were 

in that group, compared to 12.7% of women without loneli-
ness, p<0.0001. Similar numbers for males were not signifi-
cant, 18.2% vs. 14.3%.

Discussion

One out of five persons in home nursing care experiences the feeling 

of loneliness. Similar to other studies, widowers and widows 
are significantly more likely to be lonely than married people 

and so are women with cognitive impairment (6). Lonely 
women are more likely to express symptoms of depression, 
take more than six medications, assess their health as being 
poor and feel that they would be better placed elsewhere 
than at home. The clinical picture of the lonely women is 
much clearer than for men. Lonely men are less functional in 
instrumental activities of daily living and take more sleeping 
medications but don’t show other characteristics. Other stud-
ies have shown strong association between age and loneliness 
which was not seen in this study but in fact everyone was al-
ready old and of similar age. Conflicting information about as-
sociation with sex is seen in studies but the current study did 
not show difference between sexes. Health related factors that 
are significantly associated with loneliness in more than one 

study include somatic functional loss, poor health assessed by 
the individual, depression, anxiety, sensory loss 
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Loneliness Without loneliness

Sex

Total group 59(20,3%) 231(79,7%)

Female 48(20,9%) 182(79,1%)

Male 11(18,3%) 49(81,7%)

Age

No sex difference 83,4(*6,3) 82,7(*6,5)

Female 83,6(*6,2) 82,6(*6,2)

Male 82,6(*6,8) 83,1(*7,6)

Marital status

Male

Married 2(6,9%) 27(93,1%)

Widower 5(27,8%) 13(72,2%)

Divorced 3 3

Unmarried 4 6

Female

Married 5(11,6%) 38(88,4%)

Widow 37(26,4%) 103(73,6%)

Divorced 3 7

Unmarried 3 33

* Standard deviation

No difference between sexes p=0,786

No difference between ages with respect to loneliness p=0,48

No difference between sexes with respect to loneliness, but widowed persons were significantly more likely to be lonely than 

married p=0,013 Mantel Haenszel

Table 1: Demographic factors
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           Informed consent was obtained from the older persons but for 
those who could not consent it was obtained from nearest rela-
tives. Information was obtained by talking to the individual 
him- or herself, from medical records, from people delivering 
services and cognitive impairment(6). Lonely people took 
more sleeping and anxiolytic medications(9) and are inclined 
to abuse alcohol(10). Apart from anxiety and sensory loss we 
identified these same factors. Our study did not look at alcohol 

abuse specifically. The results of this study are supported 

by almost the same prevalence of loneliness found in the 
ADOCH study 28, 18.4% compared to 20.3%. 

The concepts of loneliness, social isolation and living alone are 
often used inter- changeably. They are specific concepts but 

associated and it is important to distinguish loneliness from 
other related concepts as loneliness seems to have independent 
prognostic power(11, 12). Depression is also closely related 
to loneliness. Individuals may suffer from loneliness even if 
they are among other people and an isolated person can on the 
other hand be satisfied with his or her position and feel well 

(6). Living alone is a simple concept and easy to assess and 
social isolation can be defined from number of interactions 

and from integration of the person into his or her community. 
The diagnosis of depression is based on diagnostic criteria. 
Loneliness is on the other hand a subjective feeling and the 
degree of loneliness can only be described by the one who 
experiences it.

A Swedish study shows that one third of people 75 years of age 
and older experienced loneliness at least sometimes (13, 14). 
Another study from Finland showed that 36% of people older 
than 60 years of age experienced loneliness often or some-
times(15). Thus prevalence of loneliness among those who 
have home health service is not that different from people 
without such a service. Those who have Home Health Service 
are often with impaired mobility in addition to loneliness and 
do not have the same opportunities to get out as others. That 
may increase the seriousness of loneliness.

Loneliness predicts reduced survival (11, 16, 17), and increase likeli-
hood of permanent Nursing Home placement (11, 12). A study 
from Iowa, USA, looked at 3,000 individuals and followed 
them for four years(7). Loneliness increased significantly the 

likelihood of Nursing Home placement and this association 
held when corrected for age, education, income, cognitive 
and physical function and social network which are factors 
that also link to the risk of permanent Nursing Home place-
ment(7). Are there any studies that look at interventions 
towards lonely older people? Can we avert or improve loneli-
ness? Few studies have assessed this question among older 
people (18). One small US randomized study assessed phone 
support but did not demonstrate benefit (19). Few studies have 

had control groups and have been unable to show benefit for 

various interventions such as regular phone calls (20, 21), 
group therapy (22), pet treatment (23, 24, 25) and bereave-
ment therapy. It is likely that individualized interventions are 
needed where the persons themselves are given the 
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Loneliness Without loneliness

IADL

Total group

Adjusted for sex and age 10,4 9,8

No difference between the total group p=0.441

male 11,0 (*,7)

female 9,3(*,4)

ADL

Total group

Self reliant ADL 270

Help with ADL 27

Male without ADL dysfunction 9(81,8%) 40(81,6%)

Male with ADL dysfunction 2(18,2%) 9(18,4%)

Female without ADL dysfunction 43(89,6%) 171(94,0%)

Female with ADL dysfunction 5(10,4%) 11(6,0%)

CPS

Total group

Without cognitive impairment 166 (55.9%)

Cognitive impairment 130 (44.1%)

(no information about 1)

Males without cognitive impairment 8(72,7%) 24(50,0%)

Males with cognitive impairment 3(27,3%) 24(50,0%)

Females without cognitive impairmen 29(41,7%) 110(60,4%)

Females with cognitive impairment 28(58,3%) 72(39,6%)

Depression Rating Scale:

Males without depressive symptoms 6(54,5%) 34(69,4%)

Males with depressive symptoms 5(45,5%) 15(30,6%)

Females without depressive symptoms 18(37,5%) 133(73,1%)

Females with depressive symptoms 30(62,5%) 49(26,9%)

* Standard deviation. IADL=instrumental activities of living, ADL=Activities of Daily Living, CPS=Cognitive performance 
scale

Significant difference between sexes p=0,024 

No significance between sexes with respect to ADL dysfunction and loneliness p=0.337

Females with cognitive impairment were more likely to be lonely p=0,022

Females (but not males) who were lonely were more likely to have depressive symptoms p=0.025

Table 2: Functional and affective well being

ADL
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           possibility of choosing an intervention(27). Interventions 
should rather be directed towards strengthening good net-
works that people may already have rather than to try to estab-
lish new contacts. The quality of network and communication 
matters more than frequency or intensity, and what matters is 
that people have others to confide in and can feel close to as a 

human being(8).

It is the strength of this study to use an international reliable assess-
ment tool which links to various variables that could be as-
sociated with loneliness and the study group is characteristic 
of the primary home health service in Reykjavik. Weakness 
of the study is that the study group is only moderately large 

which reduces a bit the likelihood of finding potential associa-
tion between loneliness and some of the factors that others 
have shown. 

To conclude, loneliness is a significant and prevalent issue among 

those who get assistance from the primary health service in 
Reykjavík. If loneliness persists then it is linked to increased 
likelihood of depression (6) and if it is deep then it is a strong 
risk factor for permanent Nursing Home placement (10, 11). It 
is thus in accordance with policy making on matters relating 
to older people to try to find ways to deal with this issue but 

with as good quality of life and the approach should be per-
sonalized. Studies are needed to evaluate the value of day 
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care and respite care in relieving loneliness. Finally, studies are 
needed to explore the potential mitigating effect of perma-
nent placement on loneliness. If that would be the case, then 
the policy to support people at home would have to take that 
information into account.

Acknowledgement
Special thanks for the access to the research material to

Hlíf Guðmundsdóttir, Fanney Friðbjörnsdóttir, Maríanna Har-
aldsdóttir, Þórunn Ólafsdóttir, Anna Birna Jensdóttir, Ingib-
jörg Hjaltadóttir, Ómar Harðarson og Hrafn Pálsson.

This study was supported by Primary Health Care, VASS and the 
Icelandic Gerontological Research center. 

References 
1. Lög um málefni aldraðra, 125/1999, 31. desember.

2. Tracy JP, DeYoung S. Moving to an assisted living facility. Jour-
nal of Gerontological Nursing, Oct 2004; 30 (10): 26-33.

3. Pálmi V. Jónsson1, 2, Hlíf Guðmundsdóttir1, Fanney Friðb-
jörnsdóttir3, Maríanna Haraldsdóttir4, Þórunn Ólafsdóttir3, 
Anna Birna Jensdóttir1, et.al. Heilsufar, hjúkrunarþörf og 
lífsgæði aldraðra sem nutu heimaþjónustu heilsugæslunnar 
1997. Læknablaðið, 2003 Apr; 89(4):313-318.

4. Morris JN, Fries BE, Steel K, Ikegami N, Bernabei R, Carpenter 
GI, et al. Comprehensive Clinical Assessment in Community 
Setting: Applicability of the MDS-HC. J Am Geriatric Soc 
1997; 45: 1017-24.

5. Carpenter GI, Morris J, Ikegami N, Hirdes JP, Topinkova E. 
Standardised assessment for community care - field testing of 

the RAI-HC. Age Ageing 1997; 26:23.

6. Routasalo P, Pitkala KH. Loneliness among older people. Reviews 
in Clinical Gerontology 2003, 13;303-311.

7. Russell DW, Cutrona CE, de la Mora A, Wallace RB. Loneliness 
and nursing home admission among rural older adults. Psy-
chology and Aging 1997 December; 12 (4): 574- 589.

8. Dugan E, Kivett VR. The importance of emotional and social 
isolation to loneliness among very old rural adults. Gerontolo-
gist 1994; 34: 313 - 346

9. Berg S, Melleström D, Persson G, Svanborg A. Loneliness in the 
Swedish aged. J Gerontol 1981; 36: 342-349.

10. Barretta D, Dantzler D, Kaysson W. Factors related to loneliness. 
Psychol Rep 1995; 76: 827-830.

11. Tilvis RS, Pitkälä KH, Jolkkonen J, Strandberg TE. Feelings of 
loneliness and 10 year cognitive decline in the aged popula-
tion. Lancet 2000; 356: 77-78.

12. Russell DW, Cutrona CE, de la Mora A, Wallace RB. Loneliness 
and nursing home admission among rural older adults. Psychol 
Aging 1997; 12: 574-589.

13. Holmén K, Ericsson K, Andersson L, Winblad B. Loneliness 
among elderly people living in Stockholm: a population study. 
J Adv Nurs 1992; 17: 43-51.

14. Holmén K. Loneliness among elderly people: implications for 
those with cognitive impairment.(Doctoral dissertation). 
Stockholm: Department of Clinical Neuroscience and Fam-
ily Medicine, Division of Geriatric Medicine and Centre of 
Caring Sciences, Huddinge University Hospital, Huddinge, 
Sweden and Karolinska Institute, Stockholm Gerontology 
Research Center, 1994.

15. Vaarama M, Hakkarainen A, Laaksonen S. Vanhusbarometri 
1998. Helsinki: Sosiaali-ja terveysministeriö, Selvityksiä 
1999: 3, 1999.

16. Penninx BWJH, van Tilburg T, Kriegsman DMW et al. Effects 
of social and personal resources on mortality in old age: the 
Longitudinal Ageing Study, Amsterdam. Am J Epidermiol 
1997; 146: 510-519.

17. Herlitz J, Wiklund I, Caidahl K, Hartford M, Haglid M, Karlsson 
BW et al. The feeling of loneliness prior to coronary artery 
bypass grafting might be a predictor of short- and long-term 
postoperative mortality. Eur J Vasc Endovasc Surg 1998;16: 
120-125.

18. Findlay RA, Interventions to reduce social isolation amongst 
older people: where is the evidence? Ageing Society 2003; 23: 
647-658.

19. Morrow-Howell N, Becker-Kemppainen S, Lee J. Evaluating an 
intervention for the elderly at increased risk of suicide. Res 
Soc Work Pract 1998; 8: 28-46.

20. Heller K, Thompson MG, Trueba PE, Hogg JR, Vlachos-Weber 
I. Peer support telephone dyads for elderly women: was this 
the wrong intervention? Am J Community Psychol 1991; 19: 
53-74.

21. De Leo D, Carollo G, Dello Buono M. Lower suicide rates as-
sociated with a Tele-Help/Tele-Check service for the elderly at 
home. Am J Psychiatry 1995; 152: 632-634.

22. Ba G. Group therapy with elderly patients. Psychotherapy Psy-
chosomatic 1991; 56: 157-161.

23. Jessen J, Cardiello F, Baun MM. Avian companionship in allevi-
ation of depression, loneliness and low morale of older adults 
in skilled rehabilitation units. Psychol Rep 1996; 78: 339-348.

24. Harris M, Gellin M. Pet therapy for the homebound elderly. Car-
ing 1990; 9: 48-51.

25. Banks MR, Banks WA. The effects of animal-assisted therapy on 
loneliness in an elderly population in long-term care facilities. 
J Gerontol Biol Sci Med Sci 2002; 57A: M428-32.

26. Steward MS, Craig D, MacPerson K, Alexander S. Promoting 
positive affect and diminishing loneliness of widowed seniors 
through a support intervention. Public Health Nurse 2001; 18: 
54-63.

27. Kocken P. Intermediates´ satisfaction with a loneliness interven-
tion program aimed at older adults. Linkage of program plans 
and user needs. Pat Educ Couns 2001; 43: 189-197.

28. Carpenter I, Gambassi G, Topinkova E, Schroll M, Finne-
Soveri H, Henrard JC et. al. Community care in Europe. The 
Aged in Home Care project (AdHOC). Aging  Clin Exp Res. 
2004;16(4):259-69.


