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Summary 
 

Loneliness is a global public health concern. Many studies have linked it to 

high mortality, morbidity, and various psychological problems. Research now 

suggests that loneliness is a bi-dimensional construct made up of two related but 

distinct constructs; social loneliness (number of connections) and emotional 

loneliness (quality of connections). To inform intervention strategies and aid 

clinicians in tackling this growing ‘epidemic’, a systematic review of a widely used 

scale to measure emotional and social loneliness (DJGLS-6) was conducted. Two 

papers reviewed suggested the scale is reliable and valid. Next, data from a 

nationally representative sample of adults (N=1,839) was used to evaluate the factor 

structure of the DJGLS-6. The fit statistics for the one and two-factor CFA models 

were not acceptable. Modification indices indicated that adding a cross-factor 

loading to allow one item of the social loneliness factor, to load on to both loneliness 

factors improved the fit of the model significantly. The relationship between both 

constructs and a multitude of demographics was then tested using a series of 

regression analyses which further highlighted the distinction between the subtypes. 

Using both constructs as unique mediators, the relationship between traumatisation 

and traumatic disorders was also analysed. Emotional, not social, was found to 

significantly mediate that association. Finally, the possible co-occurrence of the 

loneliness subgroups and various clinical disorders was tested using LPA. Both 

subtypes co-occurred with the established disorders in a similar way. This thesis 

serves to provide evidence regarding the bi-dimensional nature of loneliness and 

advocate for researchers and health care providers to acknowledge this and provide 

evidence to support the argument that chronic emotional and social loneliness should 

be considered in future revisions of diagnostic manuals. Future work will focus on 

exploring other possible associations with specific disorders and proposing that 

loneliness is not just a social concept, but a threat to global mental and physical 

health and as such, requires a novel perspective of how it is conceptualised and 

treated. 
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     Chapter 1 

Introduction 
 

If there was a condition that was associated with a higher likelihood of 

developing anxiety, post-traumatic stress disorder, depression, and psychosis (Erzen 

& Çikrikci, 2018; Domènech-Abella, Mundó, Haro, & Rubio-Valera, 2019; Kuwert, 

Knaevelsrud & Pietrzak, 2014; Boyda, McFeeters, & Shevlin, 2015), was linked to 

suicidal ideation and behaviors net of any diagnosed clinical disorder (Allan et al., 

2021) and led to a higher risk of developing heart disease, respiratory infection, sleep 

disruption, addiction, cognitive decline, and Alzheimer’s disease (Valtorta, Kanaan, 

Gilbody, Ronzi & Hanratty, 2016; LeRoy, Murdock, Jaremka, Loya & Fagundes, 

2017; Griffin, Williams, Ravyts, Mladen & Rybarczyk, 2020; Karapetsas, 

Karapetsas, Zygouris & Fotis, 2015; Lara et al., 2019; Sundström, Adolfsson, Nordin 

& Adolfsson, 2020) it would likely be a target for routine assessment and clinical 

intervention. If this same condition negatively impacted work and academic 

performance and led to a 26% increase in premature mortality (Nicpon et al., 2006; 

Seppala & King, 2017; Holt-Lunstad, Smith, Baker, Harris & Stephenson, 2015), the 

consensus would be that this condition needs to be eradicated immediately. 

 This is the reality of experiencing loneliness today. Unfortunately, these 

adverse health effects show no sign of slowing down, with experts warning that 

loneliness may reach epidemic proportions by the year 2030 (Rokach, 2012), and 

some even referring to the situation as a ‘loneliness time-bomb’ (Rosch, 2002) due to 

the severe threat it poses to public health. It is important to note here that while 

loneliness has become a focal point of psychological research surrounding the recent 

Coronavirus disease (Covid-19) pandemic, namely due to social distancing measures 
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(Dahlberg, 2021), it was on the rise prior to this pandemic (Snell, 2017; Cacioppo & 

Cacioppo, 2018; King, 2018). That said, this recent event has provided much-needed 

attention to the negative feeling loneliness can cause to a person and reinforces the 

need to get serious about tackling this major social issue.  

Although many interventions have been put forward to tackle loneliness, for 

the most part, they have been deemed ineffective (Akhter-Khan & Au, 2020; 

McDaid, Bauer, & Park, 2017). Of the few methods that have shown some promise, 

they have been widely questioned due to the lack of supporting evidence (Cattan, 

White, Bond & Learmouth, 2005). As loneliness now becomes a significant concern 

for public health, with it being considered as dangerous as smoking up to 15 

cigarettes a day (Alberts, 2020) and generally accepted to result in a decline in well-

being and physical health, authors such as Akhter-Khan and Au (2020) are now 

urging scholars and healthcare providers to rethink how loneliness is conceptualised 

and approached as successful ways of preventing and alleviating loneliness may not 

only help lead to a better quality of life but may save lives. This introduction 

addresses some of the important gaps and obstacles in current loneliness research. It 

will describe the concept of loneliness, discuss definitions, theoretical 

underpinnings, and methods of assessing loneliness, leading to the main aims and 

objectives of the overall thesis.  

 

What Does it Mean to ‘Feel Lonely’? 

Humans, by their very nature, are a social species (Cacioppo & Hawkley, 

2009); therefore, just like sadness, joy, and fear, feeling lonely is an intrinsic part of 

the human experience that most people will experience at least once over the course 
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of their life. Like joy or fear, although most people have felt it, read about it, or have 

discussed it, loneliness can be very difficult to describe. Hauge and Kirkevold (2010) 

conducted a study that explored how older Norwegian adults (N=30) interpreted 

loneliness and their understanding of how best to cope with it. The sample was split 

into those who considered themselves “lonely” and “not lonely.” The results proved 

very interesting and insightful, with a typical quote from those who were ‘‘not 

lonely’’ stating, “To be lonely, that is when nobody comes to visit you at all” (Hauge 

& Kirkevold, 2010, p. 3). For the “lonely” participants, indeed, the feelings of 

loneliness undoubtedly emerged a lot of the time when they were on their own, but 

not always:  

“So, then I am together with my family celebrating birthdays, there 

are, of course, many younger grandchildren, and I sit there as the only really 

old person. They are talking, and sometimes to me, but you do not really take 

part in the conversation” (Hauge & Kirkevold, 2010, p. 3). 

 In addition, those who were “lonely” acknowledged it had something to do 

with a lack of social relations; however, it was more than just the lack of people’s 

physical presence but the negative, almost despairing feeling that came with that 

perception of aloneness: 

 “Loneliness is when I am all alone when there is nobody asking for 

me and nobody to ask [for]. Sometimes ... in some situations, you feel ... like 

[you are in] a vacuum*all alone ... I think this must be sort of loneliness” 

(Hauge & Kirkevold, 2010, p. 3).  

As this study demonstrates, although loneliness can, and often does, emerge 

from being alone, being alone and feeling lonely are not necessarily the same. It is 



5 
 

possible to be alone and feel content and socially satisfied (Endo et al., 2017) but 

also to be surrounded by people and feel socially disconnected (Hauge & Kirkevold, 

2010). In other words, it is possible to feel lonely but not isolated, and vice versa. 

This is one of the major flaws in current research surrounding loneliness; social 

terms are often used interchangeably. 

Social Terms 

 Rokach (2004) took an in-depth look at social isolation, loneliness, and 

emotional alienation. The article sought to do what so many similar papers aim for; 

to get a deeper understanding of loneliness, from experiencing loneliness to the 

effects of it and strategies people employ to try and avoid and/or alleviate it. 

However, throughout the piece, it uses terms such as ‘alienation,’ ‘social rejection,’ 

‘loneliness,’ ‘separateness,’ and ‘isolation’ without defining any of the terms to 

clearly explain what each social construct uniquely means. Furthermore, the terms 

are implied to be distinct concepts in places; for example, “their suffering makes 

them similar to the rest of us who have to go through, and try to escape, loneliness 

and alienation” (Rokach, 2004, p. 37) and also interchangeably: 

 “…by many unanswered questions about alienation that I found 

disturbing; and by the great number of people whom I have met as friends, 

acquaintances, or patients, who were struggling with the pain and torture of 

loneliness” (p. 27).  

Using various social terms to describe loneliness and being alone is not 

isolated to this paper. Lindholm et al., (2001) argued that although loneliness is 

associated with shame and humiliation and when experienced, can feel like a form of 

suffering, it can also be a source of pleasure. Dahlberg (2009) echoes this sentiment 

https://www.tandfonline.com/doi/full/10.1080/17482620701626117
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in her study. The paper took a phenomenological approach through interviews using 

reflective lifeworld research with the aim of describing what loneliness is. The 

analysis suggested that loneliness is when significant others are physically absent 

because either “one has rejected them or they have chosen to be rejected and left the 

person behind, feeling lonely” (p. 195). The author proposes that a person can reject 

others to seek a different kind of connectedness. Therefore, loneliness can be a 

calming and restful experience, concluding that loneliness can contribute positively 

to health and well-being when people learn how to reject stressful social 

relationships and develop the ability to connect to themselves, and nature and enjoy 

the calming experience of loneliness. Whilst it is certainly possible to gain pleasure 

by being on one’s own, and in fact, many prefer to do so (e.g., Endo et al., 2017), is 

this loneliness? 

 Most scholars agree that the definition of loneliness is a negative feeling that 

results from a discrepancy between what one actually has and what one desires 

socially (Perlman & Peplau, 1981) therefore, to describe loneliness as pleasurable or 

beneficial is an oxymoron. As social creatures, it is possible that social needs exist 

on a spectrum where the negative feeling or pain of feeling disconnected is 

loneliness. On the other end, the preference or pleasure of being on one’s own is 

solitude (Endo et al., 2017). There is evidence that solitude can be a positive 

experience and even important for development (Larson, 1990; Coplon & Weeks, 

2010) and has been associated with higher levels of well-being (Chua & Koestner, 

2008). Loneliness, on the other hand, is not a conscious choice but a negative feeling 

that has deleterious effects on both mental and physical health (Mereish & Poteat, 

2015).  
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Another term often conflated with loneliness in research is ‘social isolation.’ 

Many authors assume that if a person reports feeling isolated, they are automatically 

labelled lonely without appropriate testing and visa-versa. For example, in some 

studies, loneliness and isolation were studied in the context of social support where 

if one did not feel they had sufficient support, this indicated the participants felt 

disconnected from others and thus presumed to be lonely (Chen, Hicks & While 

2013; Dickens, Richards, Greaves & Campbell, 2011). In others, social isolation was 

believed to be felt if an individual lived alone. It was presumed that just because a 

person lived on their own, they were isolated and therefore lonely (Valtorta, Kanaan, 

Gilbody & Hanratty, 2018; Nicholson, 2012).  

Although loneliness and isolation have much in common and a plethora of 

past studies have confirmed they both pose major risks to health, they are not the 

same but distinct constructs that often do not significantly correlate (National 

Academies of Sciences, Engineering, and Medicine, 2020) and have unique causes 

and consequences (Perissinotto, Cenzer & Covinsky, 2012; Stein & Tuval-Mashiach, 

2015; Wilson, Hill & Kiernan, 2018). Support for this was found in Valtorta and 

colleagues’ (2018) findings which suggested that loneliness related to an increased 

risk of  developing cardiovascular disease, but isolation was not. Similarly, the Irish 

Longitudinal Study on Ageing (TILDA) investigated associations between 

depression, anxiety, social network, and loneliness (Domènech-Abella et al., 2019). 

Using a representative sample of older Irish adults (N = 5066 ), social isolation and 

loneliness were found to independently correlate with affective disorders. In 

addition, loneliness was found to significantly associate with increasing isolation 

after 2 years, but this relationship was not significant in reverse. In the study, the 

authors defined social isolation as a measurable lack of social relationships, while 
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loneliness is synonymous with perceived social isolation, not objective social 

isolation (Hawkley & Cacioppo, 2010). In other words, isolation is the objective lack 

of connections, whereas loneliness is the subjective dissatisfaction with one’s social 

connections. 

Conflating loneliness with other constructs is not isolated to social terms but 

also certain mental health disorders, with it often getting mistaken for depression and 

depression mistaken for loneliness (Luanaigh & Lawlor, 2008) Loneliness has been 

consistently reported as a significant risk factor for depression and both constructs 

often co-occur (Hansson, Jones, Carpenter & Remonder, 1986; Heikkinen & 

Kauppinen, 2004; Creecy, Berg & Wright, 1985). However, depression and 

loneliness are unique, despite some similarities (Luanaigh & Lawlor, 2008). It is 

widely recognised that lonely individuals, particularly the elderly, will often present 

with depressive symptoms, yet those with depression do not necessarily report 

feeling lonely. Factor analytic studies have demonstrated that depression and 

loneliness are different constructs (Cacioppo, Hughes, Waite, Hawkley & Thisted, 

2006), and while there is overlap, these terms should never be used interchangeably. 

The challenges brought about by failing to recognise the distinction between 

social constructs, such as ‘alienation,’ ‘solitude,’ ‘isolation,’ or ‘loneliness,’ have 

rarely been addressed in empirical research (Luanaigh & Lawlor, 2008). One major 

aim of this thesis is, going forward, to advocate and provide support for the need to 

clearly define loneliness as a unique concept. Rook (1984) offered a comprehensive 

definition of loneliness, suggesting when an individual feels alienated, rejected, or 

misunderstood by others and may not have suitable companions to carry out desired 

activities with, more specifically, activities that lead to opportunities for emotional 

intimacy or a sense of social integration, they can experience enduring emotional 
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distress. It is suggested that those who do not feel distressed due to a lack of social 

ties or when alone would not be viewed as lonely (Rook, 1984). Importantly, those 

that know they are lonely and may feel distressed often do not feel comfortable 

disclosing this, as loneliness still tends to be perceived negatively.  

It could be argued that conflating loneliness with other negative social 

experiences can be as harmful to individuals and those developing strategies as 

conflating the illnesses of having a cold and flu or depression with bipolar disorder. 

Although similar, these illnesses have unique symptoms, and effects on the mind and 

body, and require specific treatment strategies. Blurring definitions and terms can 

have negative consequences not only for research but also for clinical settings and 

public health as it impacts the successful development and implementation of robust 

interventions (Luanaigh & Lawlor, 2008). From here, when referring to loneliness in 

this thesis, it will be defined as the negative feeling that comes with the subjective  

“discrepancy between one's desired and achieved levels of social relations” (Perlman 

& Peplau, 1981, p. 32).  

It is clear that due to the serious adverse effects associated with loneliness, 

such as predicting cognitive decline and even death (Perissinotto, Cenzer & 

Covinsky, 2012), we need to have a comprehensive understanding of what is meant 

when loneliness is discussed, but whilst this provides a clearer explanation of what 

loneliness is, it leads to another important question; Why? Why does this 

discrepancy result in so much harm to one’s mental and physical health? Why is it 

that just feeling lonely has the potential to affect how humans work (Seppala & 

King, 2017), sleep (Griffin et al., 2020), develop (Lee, 2016), and could even 

potentially contribute to death? To provide some clarity here going forward, we need 

first to go back. 
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The Theory of Loneliness 

 

“Loneliness , far from revealing some defect, is proof that your innate search for connection 

is intact.” - Martha Beck (2012) 

 

Despite humans not being the fastest or strongest species, they somehow 

managed to become, and remain, the most dominant species ever. We are not the 

largest, nor have the sharpest claws or teeth; our capacity to survive and thrive may, 

in fact, lie in how early man cooperated and communicated with one another. A 

group of humans can plan, warn, and depict possible outcomes and scenarios to one 

another. With just a look, human beings can convey if danger is approaching. Our 

species relies on being socially connected for resources such as food, shelter, 

childcare, protection, and reproduction (Hawkley & Cacioppo, 2010; Alberts, 2018). 

As the poet, John Donne (1572 - 1631), wrote, “no man is an island”; an individual 

may not be able to take on a predator alone, but a group working together has a much 

stronger chance of surviving. Therefore, if belonging to a group is safer, loneliness 

may serve as a reminder to reconnect.  

 Physical pain evolved to alert humans when their physical bodies required 

aid and protection. With that in mind, it is thought that loneliness may have evolved 

to act as a reminder to form or nurture connections and a sense of belonging to others 

for safety and sharing resources (Cacioppo & Cacioppo, 2018; Seppala, Rossomando 

& Doty, 2013). Hawkley and colleagues (2005), support this theory stating that for 

our species to survive, we rely on our ability to relate and co-operate with one 

another. In other words, human beings, by their very nature, have a need to belong 

and avoid isolation. Feelings of loneliness or isolation may not only act as a prompt 

for individuals to reconnect but can also heighten feelings of threat, vulnerability, 
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and anxiety (Hawkley & Cacioppo, 2010). In this way, loneliness acts as the social 

equivalent to other fundamental urges such as physical pain, thirst, and hunger; the 

pain of loneliness reminds individuals to maintain the strong social bonds necessary 

for our species to subsist on this earth (Cacioppo et al., 2006). Thus, humans have a 

fundamental need to belong, and this motivation, in turn, influences our behavior, 

thoughts, and emotions.  

In their study, Heinrich and Gullone (2006) emphasised the importance of 

noting the distinction between ‘wants’ and ‘needs.’ As this section focuses on 

fundamental social needs, their suggestions are followed here with having ‘needs’ 

refer to necessities and ‘wants’ refer to desires. The authors propose, unmet needs 

can result in pathological consequences such as negative mental or physical health 

issues (Taylor, Taylor, Nguyen, & Chatters, 2018), and unmet wants may cause only 

temporary distress. Loneliness has been linked to pathological consequences such as 

anxiety and depression; therefore, it would seem that feeling satisfied socially and 

connected is a need, not a want (Heinrich & Gullone, 2006).  

Furthermore, the proposal that humans have a fundamental need to belong, 

connect and avoid isolation is not a novel concept. Maslow’s (1943, 1954) 

motivational theory, which incorporates a hierarchy of human needs often depicted 

as a five-tier model within a pyramid, also emphasises the importance of social 

relationships. Maslow suggests that individuals are motivated to achieve particular 

needs and that some are more important than others. Within this model, the need to 

belong and have secure relationships is not as strong as the need for safety, food, and 

shelter, but is placed over our need for accomplishment and achieving our full 

potential (self-actualising). He hypothesised that all these needs are essential for 

optimal human development.  
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Similarly, in the early 1960s, Erickson put forward a psychosocial theory of 

development which states that social relationships are the driving force for healthy 

human development (Erickson, 1963). According to his theory, individuals must 

resolve particular social conflicts over 8 stages of development. Resolving each stage 

successfully is necessary for healthy development and obtaining meaningful 

relationships, security, trust, and a good sense of self. The importance of fostering 

strong relationships with others is also central to Bowlby’s attachment theory 

(Bowlby, 1969), in that infants have an instinctual need to form bonds with their 

caregivers, and disruption of this attachment has disastrous consequences for their 

emotional development. The strong need to form social bonds in infancy is evident 

in many of the theories put forward. They seem to suggest that we are built with this 

innate biological drive to connect to others and belong. In addition, Cacioppo and 

Hawkley (2003) also point to the benefits of belonging with regard to health 

behaviours. They suggest that strong normative pressure from family and friends can 

help motivate individuals to engage in more positive health behaviours and 

encourage people to access healthcare if there are signs of potential health problems. 

In addition, to gain further insight into which individuals are the most vulnerable to 

experiencing loneliness, some researchers have questioned how individual 

differences in loneliness may be influenced by genetic factors.  

Loneliness and Genetics 

Studies involving twins have been used to examine the heritability of 

loneliness. This has been observed in both adults (Boomsma, Cacioppo, Slagboom, 

& Posthuma, 2005; Boomsma, Cacioppo, Muthen, Asparouhov & Clark, 2007) and 

youths (e.g., Bartels, Cacioppo, Hudziak & Boomsma, 2008). One study examined 

the environmental and genetic contributions to loneliness based on data from young 
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adult and older adult Dutch twins (N=8,387) (Boomsma et al., 2005). To analyse 

variation, genetic structural equation models were employed. Similar to those found 

previously in studies involving children (e.g., McGuire & Clifford, 2000), estimates 

of the genetic contributions were 48%. No support for age or gender differences was 

found in genetic architecture. Significant gender differences were reported, but not 

found for birth cohort or age. All similarities between twins were explained by 

shared genes, net of any reported contribution of shared environmental factors.  

 Later, Gao and colleagues (2017), conducted the first genome-wide 

association investigation to ascertain if loneliness had a genetic basis. Participants, 

aged 50 years and older were recruited from the University of Michigan Health and 

Retirement longitudinal study (Health & Retirement Study, 2012). Genotype data 

were obtained from participants (N=12,454) from the health and retirement study, 

genotyped by the Center for Inherited Disease Research. For this study, the authors 

examined whether loneliness had significant ‘CHIP’ heritability. CHIP heritability or 

single nucleotide polymorphisms (SNPs) refers to the amount of observable trait 

variation explained by genotyped genetic markers (Yang, Less, Goddard & Visscher, 

2011). SNPs are found throughout a person’s DNA and are the most prevalent type 

of genetic variation (Shastry, 2009). These biological markers help researchers to 

identify genes associated with various characteristics and diseases (Alwi, 2005). A 

genomic-restricted maximum likelihood method was used to estimate the variation in 

a phenotype, ascribed to SNPs. Following this, polygenic risk score (PRS) analysis 

was used to test the genetic overlap between loneliness and various personality 

(extraversion and neuroticism) and psychiatric (major depressive disorder, bipolar 

disorder, schizophrenia, and depressive symptoms) traits. A PRS is a single-value 

estimate of a person’s genetic likelihood of developing a disease or trait (Igo, Kinzy, 
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& Cooke Bailey, 2019). It is found by calculating the total amount of a person’s risk 

alleles (a variant form of a gene), weighted by the risk allele obtained from a 

genome-wide study. Height was also used as a negative control. The association 

between the risk score and the phenotypes were examined using a series of 

regression analysis. In addition, a method used for measuring the number of 

contributions made by confounding variables and polygenic effects known as linkage 

disequilibrium score (LDSC) regression was used to test the genetic overlap between 

the personality and psychiatric disorder traits further (Duncan et al., 2017). No 

genome-wide associations were found in this study. However, they did find evidence 

for significant chip heritability and significant, positive co-heritability between 

loneliness and neuroticism and the non-clinical trait of ‘depressive symptoms’ (Gao 

et al., 2017). According to Nei (1960), co-heritability is a measure of traits with 

shared inheritance which represent the contribution made by genetics to the 

phenotypic association. Modest evidence was also observed for negative co-

heritability with extraversion, schizophrenia, and bipolar disorder. No evidence was 

found for the co-heritability between major depressive disorder (MDD) and 

loneliness. In terms of a genetic correlation, the results of the LDSC were similar to 

the PRS, with a significantly positive genetic correlation between neuroticism and 

loneliness and a negative for extraversion. The non-clinical depressive symptoms 

also were significantly, and positively correlated. However, there were no significant 

correlations between bipolar disorder, schizophrenia, MDD, and loneliness. These 

findings provide evidence for strong genetic correlations between neuroticism, 

depressive symptoms, and loneliness. The authors also found weaker evidence for 

coheritability with MDD, schizophrenia, extraversion, and bipolar disorder. Overall, 

loneliness may have a highly polygenic genetic architecture and a modestly heritable 
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trait. Moreover, previous studies carried out in this area have also attempted to 

identify specific genes that may impact the development of loneliness linked to 

neurotransmitters (e.g., dopamine or serotonin) or other cellular systems related to 

attachment (e.g., oxytocin) (please see van Roekel et al.,2013; van Roekel, 

Goossens, Scholte, Engels & Verhagen, 2011). However, researchers such as Gao 

and colleagues (2017), argued that these studies relied mostly on sample sizes 

considered small by research standards. 

 To summarise, loneliness is complex and, as such, is likely to be influenced 

by the interplay of both environmental and genetic factors. From the results of these 

studies, loneliness has exhibited a sizable amount of heritability compatible with the 

evolutionary theory. Loneliness may have evolved to secure enough meaningful 

connections with those we can rely on in times of need. On this basis, when 

considering natural selection, loneliness is an important trait to motivate people to 

form meaningful relationships and stay connected and thus survive. In other words, 

experiencing loneliness can be beneficial to our survival and health as long as these 

needs are then met. To experience long-term or chronic loneliness over a lifetime, 

rather than just occasionally due to circumstance, is a modestly heritable trait co-

inherited with neuroticism and a non-clinical depressive symptom that, similar to not 

having sufficient shelter and nutrition, can lead to ill health.  

From understanding what loneliness is and how it can cause negative 

physical and mental effects the next question would be how is it best captured? To 

begin successfully tackling this issue, we need to have reliable and valid measures. 

This is a necessary prerequisite for unpacking the effect loneliness can have on 

mental health, physical health, and related behaviours. 
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Measuring Loneliness 

Measuring loneliness at an individual and population level is vital to 

improving service provision, understanding the concept, and reaching those most at 

risk. However, assessing the distribution and prevalence has proved to be historically 

challenging. In the past, many have opted to use single-item statements or questions 

(Luchetti et al., 2020; Stickley & Koyanagi, 2016), mainly for convenience. 

Although efficient, some researchers are reluctant to employ single-item measures 

for concern of response bias (Manera, Smith, Owen, Phongsavan & Lim, 2022), and 

loneliness specifically has been associated with gender, and social desirability bias 

and stigma. For example, men are less likely to disclose feeling lonely compared to 

women (Lau & Gruen, 1992; Nicolaisen & Thorsen, 2014; Dahlberg, Andersson, 

McKee & Lennartsson, 2015). Furthermore, differences have been found in 

responses to how questions are worded, finding that people answer differently to one 

item, direct questions such as ‘Would you like company?’ as opposed to ‘Are you 

lonely?’ (Victor, Burholt & Martin, 2012). Considering these complexities, it is felt 

best to assess loneliness and other social factors using various items, not just a single 

item (Loo, 2002).  

In the past, different perceptions regarding the concept and attributes of 

loneliness have been reflected in the various questions and scales used (Manera et 

al., 2022). A widely used measure is the UCLA Loneliness Scale (Russell, Peplau, & 

Ferguson, 1978). The scale has been used for almost 5 decades and has shown to be 

both valid and reliable (Knight, Chisholm, Marsh & Godfrey, 1988) with numerous 

updates and revisions, and many consider it the gold standard for assessing 

loneliness (Zeas-Sigüenza, Oliveira, Ferreira, Ganho & Ruisoto, 2021). However, 
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one major criticism of this scale has been its assumption that loneliness is 

a unidimensional construct (e.g., Marangoni &. Ickes, 1989).  

Previous research viewed loneliness largely as unidimensional, and most 

attempts to test it used university students as participants (Rokach & Heather, 1997). 

Growing evidence now suggests loneliness may be a multidimensional construct 

with distinct factors. Researchers have proposed two, three (Wilson, Cutts, Lees, 

Mapungwana & Maunganidze, 1992; Austin, 1983), and even four or five-factor 

solutions (e.g., Hays & DiMatteo, 1987; Hojat, 1982; Neto, 1992; Penning, Liu & 

Chou, 2014). That said, very few articles support the existence of more than three, 

with little to no supporting statistical evidence (Pollet et al., 2022), therefore, based 

on numerous supporting studies, this thesis will restrict its review of the current 

literature to two and three-factor models. 

Deciphering whether loneliness is a unidimensional or multidimensional 

structure is a significant unresolved debate in current related works. In looking at the 

UCLA, Pollet, and colleagues (2022) investigated the dimensional structure. 

Findings suggested the best-fitting model was one with three factors. Importantly, 

they found that the unidimensional single-factor model was a substantially worse fit. 

The authors suggest it is best for loneliness-related research to employ measures 

designed to assess the different aspects of loneliness. Many now propose that 

loneliness has two factors: emotional and social loneliness (e.g., Marangoni & 

Ickes,1989; Weiss, 1975).  
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Loneliness as a Multidimensional Construct 

In the early 1970s, Weiss proposed that loneliness has two unique yet 

associated constructs; social loneliness and emotional loneliness (Weiss, 1973). 

According to his theory, emotional loneliness refers to the lack of a close companion 

(e.g., spouse), and social loneliness results from the lack of a broader social network 

(e.g., work colleagues). Empirical studies have supported this distinction with Diehl 

and colleagues (2018), reporting that emotional loneliness was more prevalent in 

college students than social, and social loneliness was uniquely associated with 

studying the social sciences, lack of physical activity, and having an immigrant 

background. Emotional loneliness, on the other hand, was related to being married or 

in a long-term relationship, and both subtypes were linked to anxiety and depression. 

White and Roberson-Nay (2009) suggested that young people with high levels of 

anxiety reported greater feelings of social loneliness while others reported that 

emotional loneliness uniquely predicts depression (Peerenboom, Collard, Naarding 

& Comijs, 2015).  

Conceptualising loneliness as unidimensional has been the dominant 

perspective in loneliness research to date. However, with growing evidence that 

loneliness is multidimensional more and more studies are adopting this view. That 

said, it is still not universally agreed upon, and some studies, although acknowledge 

the distinction, still choose to assess loneliness using unidimensional instruments. 

For example, TILDA’s longitudinal report on anxiety, depression, loneliness, and 

social network in older adults, stated that many authors have suggested loneliness is 

bi-dimensional. Nevertheless, they made the decision to carry out the study with 

loneliness as a unidimensional construct, using the UCLA scale (Domènech-Abella 

et al., 2019).  
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Another popular loneliness measure is the de Jong Gierveld loneliness scale 

(DJGLS: de Jong Gierveld & Kamphuis 1985; de Jong Gierveld & van Tilburg, 

1999). The items for the scale were developed based on Weiss’s (1973) theory that 

social and emotional loneliness are separate loneliness constructs. Later, the authors 

created a shorter version of the scale with 6 items to be suitable for large 

epidemiological studies. This is known as the 6-item de Jong Gierveld Loneliness 

scale (DJGLS-6; de Jong Gierveld & van Tilburg, 2006). While this scale is largely 

used to capture emotional and social loneliness, it can also be used to capture overall  

loneliness. However, a degree of ambiguity exists relating to the implications of 

method effects regarding the items and its dimensionality, for both the overall 

loneliness scale and its subscales. What is more, most methodological work so far 

has been conducted using older aged adults, residing in European countries (Yang & 

Victor, 2011). It is unclear whether the scale tests the same loneliness concept across 

different age groups despite Andersson’s (1998) argument that it’s meaning, value 

and content can change as people age. Also, less evidence exists to support the factor 

structure of the scale when compared with the original 11-item measure. Therefore, a 

thorough review of the DJGLS-6 structure is warranted to determine that it is reliable 

and valid and that the factor structure is consistent with the original scale. 

Moreover, regarding the recent pandemic, to reflect the underrepresentation 

of studies that view loneliness as bidimensional, a search on Google Scholar using 

loneliness, the covid pandemic, and the de Jong Gierveld scale as search terms 

produced 1,200 results since 2020 (Google Scholar, 2022). In comparison, replacing 

the de Jong Gierveld scale with the popular UCLA unidimensional scale produces 

8,420 since 2020 (Google Scholar, 2022). As mounting evidence demonstrates that 

social and emotional loneliness are distinct constructs, it is possible that the results 
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of studies using the unidimensional perspective are in error and may be hindering the 

successful development of appropriate interventions. 

 This issue is, of course, not isolated to the recent pandemic. As fewer studies 

have been conducted adopting this perspective, it is still unclear who amongst the 

general population is the most at risk of experiencing emotional and social loneliness 

and how these constructs uniquely affect mental health outcomes. It is important for 

effective and successful interventions to be developed that are not only more precise 

about distinguishing loneliness from other social constructs but also clear in defining 

the unique social constructs within loneliness.  

According to Snell (2017), since the 1960s, across several studies and 

cultures, high rates of loneliness have been consistently reported. In Ireland, research 

by the Central Statistics Office (CSO) stated that 13.7% of people feel lonely, with 

younger adults (aged 18-34 years) being the most likely to feel lonely all or most of 

the time (CSO, 2022). In England, 3 million reported feeling lonely often or always, 

which has not changed from 2018/19 to 2019/20 (Department for Digital, Culture, 

Media & Sport, 2021). Patients and doctors in the UK are now reportedly asking if 

there is a cure for loneliness (Snell, 2017). Despite its pervasiveness, only recently 

has loneliness been considered and treated as a unique phenomenon and distinct 

clinical issue (McWhirter, 1990). 

As this introduction noted, humans are fundamentally social, and although 

every person has unique social needs, not feeling satisfied with one’s social 

connections can lead to negative consequences for health. With rates as high as these 

and people living more solitary lifestyles (Snell, 2017), it is clear that the growing 

epidemic of loneliness is not going anywhere anytime soon unless serious action is 

https://www.cso.ie/en/releasesandpublications/br/b-csi/socialimpactofcovid-19byagegroupapril2020/
https://www.gov.uk/government/organisations/department-for-digital-culture-media-sport
https://www.gov.uk/government/organisations/department-for-digital-culture-media-sport


21 
 

taken. To fill in some of the gaps discussed, this thesis will begin broadly in scope. 

The focus will get narrower and more specific as we progress, using theory to 

rationalise each analysis and the outcomes. The aim of this thesis is complex in its 

conception and methods but simple in focus, to inform intervention efforts and tackle 

the growing public health issue that is loneliness. 

Overall Aims and Objectives 
 

This introduction discussed how loneliness is distinct from other social 

factors, what may influence loneliness, and the harm it can cause. To effectively 

tackle this, there needs to be a shared understanding of what loneliness is, how it is 

best measured, who is most vulnerable, and what the risks are. In addition, if humans 

are innately social beings, needing to feel connected to survive and thrive, how, then, 

does the social pain caused by lack of connection compare with established mental 

health disorders? 

 Chapter 2 focuses on measuring loneliness. The aim is to thoroughly review 

the factor structure of the 6-item de Jong Gierlveld scale as it is a widely used 

measure to capture social, emotional, and total loneliness. Chapter 3 will conduct a 

confirmatory factor analysis to test whether the 3 three-fold application of the 

measure (social, emotional, and total loneliness) is indeed captured. The results of 

these chapters are important. If the scale is found to be valid and reliable, then I 

would strongly encourage future researchers to employ this scale when measuring 

loneliness. If not, then amendments should be made as results that have used the 6-

item scale may be flawed and further work is needed to see what items best capture 

the unique social constructs.  
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To provide further evidence that emotional and social loneliness are unique 

constructs and to identify who amongst the general population is the most vulnerable 

to experiencing these subtypes, Chapter 4 will take a multitude of demographics 

(e.g., gender, area of residence, race, and education) and assess how each one 

uniquely correlates with social and emotional loneliness respectively. In addition, 

using a series of regression analyses, I aim to test the unique predictive capabilities 

of each demographic factor on the loneliness subtypes.   

Moreover, the recent events in Ukraine have shocked and horrified the world. 

The mental health consequences for those residing in that war-torn country are 

substantial (Bryant, Schnurr, & Pedlar, 2022). Recently, it was reported that the 

prevalence rates of post traumatic stress disorder were between 21% and 58% of 

those experiencing clinically significant levels of impairment in Ukraine (Shevlin et 

al., 2017). The recent Covid-19 pandemic has also created an unprecedented global 

crisis. Shevlin et al. (2020) investigated the presence of psychiatric symptoms in the 

UK population (N=2025) related to the pandemic and reported significantly higher 

depression, anxiety, and trauma symptoms in participants. 

 Loneliness’ association with many mental health disorders, including 

depression and anxiety, is well supported. Its relationship with trauma, however, is 

much less clear. The crises in Ukraine and the recent pandemic are just two 

examples of the importance of understanding what factors contribute to some who 

have been exposed to trauma developing trauma-related clinical disorders such as 

PTSD and Complex PTSD whilst others do not. Chapter 5 will examine this by 

investigating how the unique subtypes may mediate trauma exposure with both 

trauma-related disorders, respectively. Lastly, given the substantial health effects of 

loneliness and the evidence that humans are innately social beings, I aim to examine 
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how loneliness compares to established clinical disorders to get a clearer picture of 

how both loneliness subtypes fit in the current field of psychopathology.  

The overall aim of this thesis is to grow understanding of the loneliness 

concept to inform researchers and clinicians on how to best develop prevention and 

treatment strategies. Loneliness is a serious health problem, and if there is one 

takeaway from the recent pandemic, it is the importance of feeling connected. The 

overall objective of this work is to take a significant step forward in helping 

researchers and healthcare providers effectively help those who are most vulnerable 

to feeling socially and emotionally lonely. 
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Chapter 2 

Systematic Review of the shortened De Jong Gierveld Scale 

for Loneliness 
 

“Loneliness and the feeling of being unwanted is the most terrible poverty.” 

- Mother Teresa (1910 – 1997) 

 

Introduction 

 
Almost everyone will experience loneliness at some point during their 

lifetime. However, many adverse mental and physical health problems can arise if 

this feeling develops into a chronic state (Qualter et al., 2015). Increasing evidence 

suggests that lonely individuals report poor work performance (Ozcelik & Barsade, 

2018), have a higher risk of hypertension (Hawkley, Thisted, Masi, & Cacioppo, 

2010), feel less healthy (Nummela, Seppanen, & Uutela, 2011), cognitive decline 

(Boss, Kang, & Branson, 2015), are less inclined to perform physical activities (Pels 

& Kleinhart, 2016) and are more vulnerable to developing coronary heart disease 

(Thurston & Kubzansky, 2009). It has also shown to strongly relate to mental health 

problems, such as anxiety (Ebesutani et al., 2015), depression (Jaremka et al., 2013) 

and even suicide (Goldsmith, Pellmar, Kleinman, & Bunney 2002; Chang et al., 

2017). In addition, those who report feeling lonely are more likely to suffer from 

alcohol abuse (Bryan, Baker, & Tou, 2017) obesity (Hörchner, Tuinebreijer, Kelder, 

& van Urk, 2002) and are at a higher risk for both mortality and morbidity (Holt-

Lunstad, Smith, Baker, Harris & Stephenson, 2015; Valtorta, Kanaan, Gilbody, 

Ronzi & Hanratty, 2016).  

It is clear that the effects of loneliness are severe when it comes to health and 

wellbeing, and there is an urgent need to develop and implement appropriate 
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interventions to tackle this current epidemic (Jeste, Lee, & Cacioppo, 2020). That 

said, to clarify who amongst the general population has the highest propensity for 

developing loneliness and to investigate the long-term negative health consequences 

of this experience, employing reliable and valid screening measures is essential. 

 

Measuring Loneliness 
 

Chapter 1 briefly touched on loneliness measures, here it will be discussed in 

more detail. In the past, to capture loneliness researchers often used a single, direct 

question (“how often do you feel lonely?”) mainly for convenience. This method has 

been deemed simple to use, provides a straightforward means of assessing the 

prevalence of loneliness, and participants appear to find it acceptable and simple to 

understand (de Jong Gierveld & van Tilburg, 1999; Jylhä & Saarenheimo, 2010). 

However, to employ a direct question to assess loneliness, one must assume that all 

participants share the same understanding of what loneliness is, and this shared 

understanding should encompass the theoretical concept in its entirety. According to 

Lau and Gruen (1992), just asking one question does not always result in getting 

enough information, especially for capturing the importance of additional loneliness 

factors such as emotional loneliness and social isolation. Furthermore, the term 

“loneliness” can carry negative connotations, and researchers such as Borys and 

Perlman (1985) suggest it can be embarrassing to discuss feeling lonely, particularly 

for men. For this reason, people with social deficits do not always feel comfortable 

disclosing that they feel lonely. Van Tilburg (2020) supported this theory stating that 

if respondents are not perceived to be lonely by others, they may find it difficult to 

disclose their true feelings due to the stigma attached. Therefore, employing a direct 

question, which includes the terms ‘loneliness’ or ‘lonely,’ may result in 
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underreporting. In addition, the psychometric quality of a single question is difficult 

to ascertain (van Tilburg, 2020). An alternative option to using terms such as 

'loneliness' or 'lonely' is to use a scale that includes questions or statements relating 

to loneliness. However, Shaver and Brennan (1991), argued that omitting clear and 

direct references to loneliness could cause disagreements regarding content validity. 

The authors warn it may cause confusion as to whether one is assessing loneliness or 

relationship satisfaction for example. However, de Jong Gierveld and colleagues 

(2009), found that various tools to measure loneliness have been validated and are 

reliable and robust forms to capture the loneliness concept. 

Self-Report Measures 

Due to their advantage over alternative forms of assessment, such as 

interviews, self-reports have been deemed suitable instruments for capturing early 

signs of psychological issues (Levin-Aspenson & Watson, 2018). This type of 

measurement has also shown to be helpful in gathering important information for 

service use in clinical settings. For example, measures can be used for initial 

screening and to clarify whether onward referral is necessary to assist those who are 

reporting high levels of loneliness and/or social isolation. Self-reports can also be 

used to track if a particular activity or programme is helping those with social 

isolation and/or loneliness (Lancashire County Council, 2016). 

 In recent decades, various self-report tests have been developed for 

measuring loneliness. The first to develop a scale was Bradley (1969). It was a 

unidimensional construct that had 38 items and was developed using college 

students. Nowadays, the UCLA loneliness scale (Russell, Peplau, & Ferguson, 

1978), the Lubben social network scale (Lubben, 1988), the Duke social support 
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index (Koenig et al., 1993), the Social Disconnectedness scale (Cornwell & Waite, 

2009), and the de Jong Gierveld loneliness scale (DJGLS: de Jong Gierveld & 

Kamphuis 1985; de Jong Gierveld & van Tilburg, 1999) are examples of some of the 

most popular measures for capturing and assessing loneliness and social isolation. 

The Dimensionality of Loneliness 

Most tools used today to measure loneliness fall within one of two general 

conceptual views (i.e., the multidimensional approach to loneliness and the 

unidimensional approach), with the majority formulated through a unidimensional 

concept of loneliness. According to Russell (1982), this approach denotes that 

loneliness is a homogenous construct phenomenon, which can change depending on 

the strength and length of time the individual experiences it. Regardless of the reason 

for feeling lonely, it is believed that a fundamental commonality exists regarding the 

experience of loneliness. Measures developed by Eddy (1961), Belcher (1973), 

Young (1982), and Sisenwein (1964) all fall within this category. The revised UCLA 

Loneliness Scale developed by Russell and colleagues (1980) is considered the most 

widely used scale in this area. This scale also takes this approach, however, in terms 

of treatment strategies, focus has recently shifted towards using more theoretically 

derived methods of testing which acknowledge the various dimensions that lie within 

loneliness. 

This perspective denotes that loneliness cannot be sufficiently assessed using 

a single global measure as it is multifaceted phenomenon with numerous 

hypothesised typologies (Russell, 1982). According to this conceptualisation, the 

loneliness experienced by a person who lost their intimate partner may be 

qualitatively different from the loneliness experienced by a young adult who has left 
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home for the first time to attend university (Schmidt & Sermat, 1983; Weiss, 1973; 

de Jong Gierveld & Raadschelders, 1982). One may be feeling isolated and the other, 

loneliness. As stated in the introduction, terms for loneliness are often used 

interchangeably. It can be difficult to compare and even replicate studies in which 

the aim is to measure loneliness, but where isolation is actually being captured and 

visa-versa. The inconsistencies and the range of prevalence rates found in study 

conclusions regarding loneliness is likely due to this variability in measurement and 

terminology. This issue can create a landscape where the possible separate effects of 

loneliness and social isolation for mental and physical health are although 

demonstrated, do not show clearly which construct has the stronger influence, if any.  

The distinction between isolation and loneliness has been demonstrated in 

many studies. For example, some studies that have looked at the relationship 

between isolation and loneliness were found to be weak to moderate (Coyle & 

Dugan, 2012; Cornwell & Waite, 2009), suggesting that though they are related, they 

are not the same constructs. More specifically, one study found that 49% of 

respondents ranked in the top quartile for social isolation were not in the top quartile 

for loneliness, while over half of the respondents (53%) who were ranked in the top 

quartile for loneliness were not in the top quartile for social isolation (Matthews et 

al., 2016). Steptoe and colleagues (2013) conducted a study which investigated all-

cause mortality, social isolation and loneliness in older females and males and found 

that all cause mortality was significantly related to social isolation, but loneliness 

was not. Furthermore, Shankar and colleagues (2011), investigated how different 

social constructs impacted health-related biological and behavioural factors, 

individually and simultaneously, and found that almost 7% of participants scored the 

highest possible scores for social isolation, however just under 2% of participants 
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noted they always feel lonely. In addition, they discovered that while both loneliness 

and isolation were linked to greater risk of smoking, being inactive, and engaging in 

health-risk behaviours, only C-reactive protein, fibrinogen levels, and blood pressure 

were linked with isolation. These findings strongly demonstrate that just because a 

person feels socially isolated, they do not automatically feel lonely and just because 

a person feels lonely, they may not feel isolated. This distinction is an important one 

for research and treatment options. Therefore, when choosing a measurement, it is 

imperative that both social isolation and loneliness are defined clearly and assessed 

accordingly. Regarding the different loneliness types, measurements that capture 

both social and emotional loneliness constructs could be advantageous in clinical 

settings and may also potentially allow for stronger clinical signals.  

‘Types’ of Loneliness 

According to Weiss (1973), social loneliness refers to the lack of a social 

network to engage with or wider group of contacts (e.g., neighbours and work 

colleagues) whereas emotional loneliness refers to the absence of a close emotional 

attachment or intimate relationship (e.g., a spouse or a close friend). In other words, 

social loneliness refers to the quantity of one's relationships and emotional refers 

more to the quality. This experience is subjective to the individual, in that some 

people with little social contact can feel socially satisfied whereas others may have a 

sense of yearning to have others to socialise with.  

According to Weiss’ theory, people are more likely to find an intimate 

attachment through a romantic relationship, however, people can also be prevented 

from feeling emotionally lonely through achieving other types of close relationships 

(e.g., close friend, family member) but social support from friends and work 
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colleagues is not sufficient in compensating for the loss of this kind of relationship 

(Stroebe, Stroebe, Abakoumkin, & Schut, 1996). Young female homemakers have 

frequently reported this type of loneliness when they have moved to a new area and 

do not yet know their neighbours or members of the community (Weiss, 1973). 

Although their husbands or partners may be caring and supportive, this relationship 

alone is not enough to safeguard against the social loss caused by not having a group 

of friends to socialise with as engaging with a wider social network is believed to be 

the main factor in protecting against social loneliness. Weiss (1973) warns that it is 

important to understand that the resources and emotions that come with feeling 

socially connected to a broader network are different from those felt and experienced 

through a closer, more intimate attachment and one cannot be substituted for the 

other. 

Empirical data has supported this conceptual distinction. For example, some 

studies investigated how social and emotional loneliness can lead to unique 

emotional and psychological problems (Maes, Vanhalst, van den Noortgate, & 

Goossens, 2017; DiTommaso, Brannen, & Best, 2004). In particular, feeling 

emotionally lonely has been independently linked with issues, such as maladaptive 

views of relationships, withdrawn behaviour and negative self-perceptions (Qualter 

& Munn, 2002). Understanding the type of loneliness, the individual is experiencing 

is so important for researchers and clinicians to create more suitable interventions to 

reduce feelings of loneliness and therefore possibly help alleviate many physical and 

mental health effects associated with this social pain (Maes, Vanhalst, van den 

Noortgate, & Goossens, 2017). As more and more attention has been building 

around the distinction between the two loneliness sub-types, some researchers have 

now considered using measurement tools that capture these two loneliness ‘types’ 
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with the aim of bettering our understanding and further clarifying the predictors and 

consequences associated with loneliness and its subgroups (de Jong Gierveld, van 

Tilburg & Dykstra, 2006). 

 

Measuring Social Loneliness and Emotional Loneliness 

Both DiTommaso and Spinner’s (1993) Social and Emotional Scale for 

Adults and the DJGLS (de Jong Gierveld & Kamphuis, 1985; de Jong Gierveld & 

van Tilburg, 1999) are reported to be reliable and valid tools for uniquely measuring 

the loneliness sub-types. In fact, when it comes to measuring not only emotional and 

social loneliness but also overall loneliness, one the most widely used measures is 

the DJGLS. Past findings support the suitability of the scale for assessing the 

loneliness of older aged respondents (Penning, Liu, & Chou, 2014). In addition, both 

the UCLA scale (Russell, 1996),  and the DJGLS are based on a conceptual 

framework of loneliness, in which the unique emotions and relational aspects that are 

linked to loneliness are distinguished. While loneliness is viewed as subjective for 

both the UCLA and the DJGLS,  the DJGLS takes the approach that loneliness is 

primarily cognitive (de Jong Gierveld, 1987) whereas the UCLA was developed with 

the belief that loneliness is more affective (Russell, Peplau & Ferguson, 1978, 

Russell, Peplau & Cutrona, 1980; Russell 1996). De Jong Gierveld’s (1987), study 

supported the "cognitive processes" approach through investigating participants’ 

own interpretations and subjective evaluations of their first-hand experiences as 

opposed to using more objective measures to assess participants' intellectual 

functioning. Findings demonstrated that subjective evaluations of respondent’s 

relationships did indeed predict loneliness. 
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Furthermore, whilst the UCLA has been deemed both a reliable and valid 

multidimensional measure, both Hawkley and colleagues (2005), and McWhirter 

(1990) suggest that for the most part, it is considered a unidimensional scale. 

Further, while the UCLA, and the more recently developed R-UCLA, are still the 

most widely used scales for measuring loneliness and are very popular in studies 

relating to ageing (e.g., Cacioppo, Hawkley, & Thisted, 2010; Cacioppo, Hughes, 

Waite, Hawkley, & Thisted 2006) both have been criticised for only focusing on the 

social aspects of loneliness and failing to consider the emotional dimensions (e.g., 

Cramer & Barry, 1999). For example, one author argued that the UCLA is less 

sensitive to philosophically determined factors such as existential loneliness but 

assessed the subjective absence of a social network (Solano, 1980). As the previous 

literature has demonstrated both wider social connections and a close attachment 

have unique outcomes on health, it is therefore possible that the UCLA could be 

providing results that lack key information regarding a person’s lack of emotional 

connection. In comparison, the DJGLS can be administered either as a 

unidimensional scale to capture total loneliness or can be used to examine the 

different determinants and effects of emotional and social loneliness (de Jong 

Gierveld & van Tilburg 1999; van Tilburg, Havens & de Jong Gierveld, 2004). With 

growing evidence that loneliness is a multidimensional construct and reports 

suggesting that these constructs have unique causes and consequences, the DJGLS is 

proving to be one of the most appropriate measures to use for future investigations 

involving loneliness. 

 

The Development of the DJGLS 
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De Jong Gierveld and Kamphuis (1985), at first intended to develop a 

measurement for loneliness that met the criteria for a Rasch scale. Rasch (1960, 

1966) recommended a latent trait model for the unidimensional scaling with four 

assumptions underlying the model (local stochastic independence, 

unidimensionality, monotonicity, and sufficiency of simple sum statistics) (Rasch, 

1960). The authors aimed to construct a scale that was easy to administer, was 

suitable for research purposes and was appropriate to assess both those who are 

lonely and who are not lonely. The benefits of using the Rasch model to test and 

construct scales is that firstly the assumptions can be used to test and recheck the 

model and if the scale items fit the model item banking, scaling problems and test 

calibration have the potential to be easily solved within the Rasch framework (de 

Jong Gierveld & Kamphuis, 1985). 

The early DJGLS included three loneliness subscales; type of deprivation, 

referring to the strength and nature of absent relationships; time perspective, 

referring to the distinction between those who feel loneliness is more permanent and 

those who believe it to be a temporary state; and emotional characteristics, which 

refers to having negative feelings such as being afraid or sad and the absence of 

positive feelings such as joy. The deprivation scale is suggested to be the centre 

subscale of the three (van Tilburg & de Leeuw, 1991). For developing the scale, the 

researchers began by using compositions written by participants (N=114) to capture 

their feelings and experiences relating to loneliness and used these to perform 

content analysis. The items then derived from their writings were assessed in a pilot 

study that included both females and males (N=59). Next, a revised set of 34 items 

was made into a questionnaire which was given to a randomly selected group 

(N=556) via semi-structured face-to-face interviews. From here, the authors chose 30 
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items, starting with the 9-items from the deprivation scale. As the deprivation scale 

was determined to primarily capture severe feelings of loneliness, changes were 

made, and additional items were taken from responses to open-ended questions in 

which participants discussed their own feelings and views of being lonely. Then, 

using the selected 30 items, a unidimensional scale with 11-items was constructed 

which used data from males and females who were either employed or unemployed, 

with specific needs. Data were then pulled using a self-administered questionnaire 

that was given to the participants after they completed a face-to-face interview (van 

Tilburg & de Leeuw, 1991). The scale aimed to capture both intense feelings and 

less severe feelings of loneliness. It consisted of both positive and negative items 

with the aim of representing a latent continuum of deprivation and was found to meet 

the criteria of the dichotomous logistic Rasch model as the authors intended (de Jong 

Gierveld and Kamphuis, 1985). 

The scale consists of five positively and six negatively worded items which 

were developed with the cognitive perspective in mind. This views loneliness as a 

state in which an individual perceives, feels, and assesses their own thoughts and 

emotions regarding isolation and lack of communication with others (de Jong 

Gierveld, 1987). It is now a widely used measure and it has been suggested that such 

popularity is down to it being a multidimensional scale for loneliness, developed 

with Weiss’s (1973), distinction between social and emotional loneliness in mind.  

Support for the efficacy of measures that are based on Weiss’ formulation 

have been found in scales that were developed using adult populations, for example, 

in Rubenstein and Shaver (1982) study .The authors set out to gain further 

understanding of the loneliness construct by systematically investigating loneliness. 

Factor analysis was used to test three distinct components of loneliness (i.e., what 
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may cause loneliness, how participants reacted to loneliness and how individuals felt 

about loneliness). For what may cause loneliness, two factors emerged (alienation 

and being unattached) which corresponded well with both the emotional and social 

loneliness constructs proposed by Weiss. Rubenstein and Shaver (1982) also found 

four ‘feelings’ factors (depression, impatient boredom, desperation, and self-

deprecation) associated with experiencing loneliness. The authors suggested that 

both impatient boredom and desperation are conceptually similar to the loneliness 

subtypes originally proposed by Weiss. Weiss (1973), compared the emotional state 

linked to emotional loneliness as similar to the distress a person could feel when they 

are afraid of being abandoned. This description is similar to items that load on to 

Rubenstein’s and Shaver’s desperation factor. Weiss used feelings of boredom and 

restlessness to help describe social loneliness, which also closely resembled the 

impatient boredom factor listed in Rubenstein’s and Shaver’s paper. The authors 

conclude that the prominence of both factors found in their data strongly suggested 

that emotional and social loneliness are unique dimensions and should be assessed 

separately (Rubenstein & Shaver,1982). 

This distinction between the two loneliness types has also been supported 

through literature which investigated loneliness in children. Many researchers who 

have investigated the relationship among children’s social networks have identified 

two distinct components, individual dyadic relationships, and the larger peer group 

(Furman & Robbins, 1985; Bukowski & Hoza, 1989; Hoza, Bukowski, & Beery, 

2000). Furman and Robbins (1985), study for example, suggested that to satisfy a 

child’s need for closeness and affection they must have a sense of a close dyadic 

relationship and their need for feeling included is primarily met by sharing 

experiences with their peers. The authors also suggested that the experience of 
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negative emotions can occur if these social needs go unmet. Another report aimed to 

ascertain how deficits in peer groups compared to a two-person friendship could 

relate to different types of loneliness in children (Hoza, Bukowski, and Beery, 2000). 

In their study, the authors set out to construct a self-report measure (Peer Network 

and Dyadic Loneliness Scale; PNDLS) to test both dyadic (emotional) and network 

(social) loneliness. Unsurprisingly, results here showed that social and emotional 

loneliness are associated, yet unique. The authors also reported three findings, which 

provide further support for this theory. First, the factor analyses conducted for their 

study supported a two-factor solution for the PNDLS. Second, they compared a scale 

commonly used on children to assess their experience of loneliness (i.e.., the Asher 

loneliness scale) (Asher, Hymel, & Renshaw, 1984; Asher & Wheeler, 1985) with 

the PNDLS. The Asher loneliness scale was designed to assess feelings of loneliness 

and social dissatisfaction. The items on this scale assess diverse experiences from 

self-appraisals relating to peer status or social competence (e.g., “I am well-liked by 

the kids in my class” and “I’m good at working with other children”) to loneliness 

(e.g., “I feel alone”). The items which measure the challenges of making friends as 

apposed to characteristics such as a sense of closeness, intimacy, and level of caring 

resembled Weiss’ original explanation of the emotional loneliness construct. 

Furthermore, in comparing the measures, results suggest that the Peer Network 

subscale of the PNDLS strongly correlated with the Asher loneliness scale in 

comparison to the Peer Dyadic subscale. However, the Asher loneliness scale also 

demonstrated a moderate yet lower correlation to the Peer Dyadic subscale. This 

may be due to the use of “I feel alone” to capture loneliness. As mentioned just 

because a person is alone does not necessarily mean they are automatically lonely. 

Lastly, the authors also compared the PNDLS and the Asher loneliness scale, to 
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children’s ratings of their peers. When the young respondents chose each other as 

best friends, this was believed to be a mutual ‘best friendship’ as the children 

regarded the relationship as equally important to them. The authors also averaged 

received liking scores (e.g., nominations of friendship) to examine social preference 

which demonstrated connection to a broader social group. Higher correlations were 

found for the peer network subscale and the Asher scale respectively, to social 

preference in comparison to mutual best friendship, and higher correlations were 

found for the peer dyadic subscale to mutual best friendship relative to social 

preference which gives more support for the unique loneliness dimensions. To 

summarise, each of these findings lends staunch support to Weiss’ (1973) theory of 

distinct types of loneliness which is not limited to adults. 

In addition, this distinction has also been observed in college students. 

DiTomasso and Spinner’s (1997), report for example, examined the association 

between relationships, mental health, and loneliness in students attending college. In 

their study, they assessed both emotional loneliness and social loneliness. However, 

they were labelled differently, using romantic relationships and family to capture 

emotional loneliness and peer relationships to capture social loneliness. The report 

found that lower levels of attachment related to higher scores for emotional 

loneliness and high levels of social loneliness related to low levels of social 

integration. Additional findings were that anxiety and depression were more strongly 

predicted by social loneliness. This finding suggests that one's peer group may play a 

more significant role in certain mental health problems than the lack of an intimate 

partner or close confidante for college students. Similarly, Russell and colleagues 

(1984), found that both social and emotional loneliness are distinctly related to 

different subjective experiences. They were also linked to distinct antecedents and 
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behavioural coping strategies. These reports further strengthen Weiss’s theory and 

strongly suggest the importance for future research examining loneliness to use a 

measurement tool that reliably assesses both emotional and social loneliness 

separately. Unfortunately,  Russell and colleagues (1984), and Rubenstein and 

Shaver’s (1982), did not test the constructs using robust instruments. If future work 

is to effectively examine the multidimensional nature of loneliness and consequently, 

develop interventions to tackle these respective constructs, it is important for 

assessment tools used to be valid, reliable, and all-round psychometrically sound. 

Furthermore, if researchers use different measurements and various terms to capture 

loneliness and its subtypes results will continue to be considerably mixed. 

Researchers should consider using the DJGLS scale as it has shown to be reliable, 

valid, and suitable for testing both subtypes and overall loneliness. More recently a 

shorter version of the DJGLS was developed and has been growing in popularity. 

 

The Shortened 6-item DJGLS 

To be useful in large scale epidemiological surveys where short measures are 

preferred, a shorter 6-item version of the DJGLS scale was developed and tested by 

de Jong Gierveld and van Tilburg (2006). The shortened measure was constructed by 

the authors so that the threefold application (emotional and social subscales, as well 

as a scale for overall loneliness) of the original 11-item scale was retained. The items 

with the highest factor loadings were used to select the three items for social 

loneliness out of the original set of five, and the three items for emotional loneliness 

out of the original set of six. The de Jong Gierveld 6-item loneliness scale (DJGLS-

6) contains three items that are phrased positively (“There are plenty of people that I 
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can lean on in case of trouble”, “There are many people that I can count on 

completely” and “There are enough people that I feel close to”) and three negatively 

phrased items (“I experience a general sense of emptiness”, “I miss having people 

around” and “Often, I feel rejected”). The items have three response categories: 

“no,” “more or less” and “yes.” De Jong Gierveld and van Tilburg (2006), confirmed 

the specification of the two latent factors through confirmatory factor analyses and 

found the shortened scale to produce valid and reliable scores for overall loneliness 

and the two sub-types that is suitable for use in large surveys and has been validated 

in French, Russian, German, Bulgarian, Japanese, Malaysian, Georgian,  (Jaafar, 

Villiers‐Tuthill, Lim, Ragunathan, & Morgan, 2019)  and Chinese (Leung, de Jong 

Gierveld, & Lam, 2008). However, a degree of ambiguity exists regarding the 

dimensionality, and how the items are worded for both the 6-item shortened scale 

and its subscales. What is more, most methodological work conducted using the 

DJGLS-6 has used senior adults, usually residing in European countries (Yang & 

Victor, 2011). Furthermore, although the shortened scale has gained more popularity 

in recent times, less evidence exists to support the factor structure of the scale when 

compared with the original 11-item scale. Therefore, a thorough review of the 

DJGLS-6 structure is warranted in order to determine that it is reliable and valid, and 

the factor structure is consistent with the original scale. 

 

 

Aims 
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The purpose of this chapter is to conduct a thorough review and evaluation of 

studies concerning the psychometric properties of the latent structure of the DJGLS-

6. To achieve this, a systematic review of the available literature regarding the 

shortened scale’s factor structure will be conducted. The review will follow the 

‘preferred reporting items for systematic reviews and meta-analyses’ (PRISMA; 

Moher, Liberati, Tetzlaff, & Altman, 2009), protocol with the aim of providing 

evidence on whether the abbreviated form of the scale measures the same two 

dimensions of emotional loneliness and social loneliness as the 11-item scale. 

 

Method 

  

Search Terms 

The following search terms were used for variations in (1) the name of the 

author, (2) the term ‘loneliness’, (3) description of the questionnaire, (4) the 

abbreviated version of the questionnaire, and (5) the use of ‘factor’ analysis. 

 

1. De Jong Gierveld: “de Jong”or “dejong” or “de-Jong” or “DJGLS” and “Gierveld” 

Spelling variations were used in the search process to ensure all relevant studies were 

included. 

AND 

2. Loneliness: “Lone*”  

Truncations were used to capture a variety of suffixes that might be followed by the 

above base term.  

AND 

3. Scale: “Scale” or “Measur*” or “Questionnaire” or “Test” 

Various terms were used to find all studies researching the scale.  

AND 
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4. Shortened: “Short*” or “6 item” or “6-item” 

Different terms and truncations were used to ensure that all studies included in this 

review focused on the shortened, 6-item version of the scale. 

AND 

5. Factors: “Factor” or “Structure” or “Construct” or “Propert* “ 

To capture all articles that investigated the properties of the scale. 

 

Databases 

Eight databases were identified using both the advice from an academic 

librarian based at Ulster University and USearch to find the most suitable databases 

to include in the main search, and the approximate number of research studies 

relevant to the review question. The databases selected were (1) Scopus; (2) 

Medline; (3) JSTOR; (4) PubMed; (5) EMBASE; (6) Web of Science; (7) 

PsycINFO; and (8) Science Direct. Additional papers were gathered by a snowball 

search technique (Goodman, 1961) i.e., searching through the reference lists of 

relevant articles. 

Limiters were applied in the databases that allowed for the inclusion of every 

filter. These were if a publication was a review, a meta-analysis, a double published 

paper; if the article was published in a language other than English; and any article 

published prior to the year of 2006 (date the DJGLS-6 was developed). The 8 

databases were searched within a 3-week period during August 2018.  

Inclusion Criteria 

Studies were eligible for inclusion if they were peer-reviewed and empirical 

articles. Studies must also have been published in English within the time frame 

from when the shortened scale was first produced to the year this review was 
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conducted (2006 -2018). Studies which meet the above-mentioned inclusion criteria 

were included regardless of the setting or context.  

Exclusion Criteria 

Publications that were reviews, meta-analysis, or double published papers 

were not included in this study. Neither were publications in a language other than 

stated in the inclusion criteria. No exclusion criteria relating to the participants were 

used. Both clinical and non-clinical participants of any age, sex, occupation, or country 

who completed the shortened scale were considered in this review. The second stage 

of this study involved reviewing the resulting article’s abstracts and methods for 

studies that evaluated the shortened DJGLS-6.  

Study selection 

 Studies for this review were selected by first screening the titles of each article, 

then screening the abstracts and method sections and lasty examining the entire article 

if it was unclear from the title, abstract or method section that the study fit the inclusion 

criteria specified. Articles that did not meet the inclusion criteria were discarded. 

Figure 1 outlines the process of the systematic search.  
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Figure 1 The Identification of Eligible Studies for Systematic Review 

 

According to Montori and colleagues (2005), sensitivity is the ability to 

identify as many total relevant articles as possible. Table 1 shows precision as the 

total number of appropriate studies found by a database expressed as a percentage of 

the total number of studies identified by that one database. These results revealed 

that, EMBASE produced a very high level of precision and a very low degree of 

sensitivity. Both SCOPUS and JSTOR were also low in sensitivity but were 

moderately good in terms of precision. Science Direct and Psych Info, both scored 

low in precision and sensitivity. Whilst PubMed, Medline, and World of Science 

database produced no score for both sensitivity and precision, 
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Table 1  

Results of Database Searches 

Database Total Retrieved Relevant Articles Sensitivity (%) Precision (%) 

JSTOR 92 23 7 25 

PubMed 2 0 0 0 

Embase 6 10 3 60 

Medline 4 0 0 0 

Psych Info 34 3 1 9 

World of Science 5 0 0 0 

Science Direct 129 4 1 3 

Scopus 49 11 3 22 

 Note: For sensitivity rating, percentages are calculated based on total articles which, excluding 

duplicates, was 51. 

 

Results 

 

Two papers, which examined the factor structure of the DJGLS-6 were 

identified. The first paper (de Jong Gierveld and van Tilburg, 2010) examined the 

construct and criterion validity of the shortened DJGLS-6 on data from seven 

different countries (Russia, Georgia, Bulgaria, Japan, France, Germany, and 

Netherlands). The second paper was also authored by de Jong Gierveld and van 

Tilburg (2006) and sought to develop and empirically test the scale. It did so using 

three separate, but related, studies: The aim of study 1 was to develop the shorter 

version from the original 11-item scale, and the aims of study 2 and 3 were to test the 

psychometric properties of the shorter, 6-item, version of the scale. Both papers’ 

participants, models stated, criterion variables used, reliability scores and models 

compared (if any) are as follows: 

Paper 1: De Jong Gierveld and van Tilburg (2010) 

1.1 Participants 
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This study was conducted across 7 European and Asian countries and used 

probability sampling to capture non-institutionalised members of the population aged 

18 to 79 years. Sample sizes ranged from 8,158 (Netherlands) to 12,828 (Bulgaria) 

(N=69,749). According to Dykstra (2009) loneliness has been predominantly viewed 

as elderly person specific issue; however, only limited support exists for this 

assumption. So here, the authors chose to include both adults aged between 18 and 

59 years and those aged 60 to 79 years. They studied both groups of younger and 

older aged adults separately and then compared results. 

 

1.2 Models 

The model specified two correlated dimensions and were tested using 

Confirmatory factor Analysis (CFA). Weighted Least Squares (WLS) was applied 

and tetrachoric correlations were computed as item scores were dichotomously 

scored. Country specific estimates were computed, followed by testing whether 

factor loadings were invariant over the seven countries. Multi-group CFA tested 

whether the factor structure underpinning the six items was similar for all countries 

under investigation by holding the factor loadings in the model invariant across the 

countries. The authors used the comparative fit index (CFI) <.95 (a noncentrality-

based index computed as a function of chi-square, sample size and degrees of 

freedom) (Xia & Yang, 2019) and the combinational rules of acceptable model fit: 

Standardized Root Mean Square Residual (SRMR) < .08 (an absolute index of the fit 

between obtained and implied covariance matrices) (Taasoobshirazi & Wang, 

2016).  

The association reported between the two latent factors ranged from 

moderate (r. = .36) to high (r. = .68) regarding the outcomes of the older adult group. 
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Comparable results were found for the younger group (18-59 years) ranging from r. 

= 32 to r. =70. For each country included in this study, acceptable model fit was 

found for both younger and older aged adults, suggesting that both the emotional 

loneliness and social loneliness scales are two solid constructs of the overarching 

loneliness concept. For both groups, the test of the invariance of factor loadings 

failed suggesting that the links between items differ across each country 

investigated. For example, in France, among the older aged adults,’ factor loadings 

were relatively low (.70-.80) and the correlation between the factors was high (r. 

=64), suggesting that both social and emotional loneliness items share meaning. 

However, factor loadings in Bulgaria were high (.78-.98) and the correlation between 

the factors was relatively low (r. = .36), suggesting that social loneliness and 

emotional loneliness items are more sharply distinguished here. However, the two-

dimensional measurement was supported through the results of all country specific 

analyses. 

1.3 Criterion variables 

 

The authors selected four predictors based on past research to test the 

congruent validity of loneliness. These predictors were: whether the respondent had 

a partner living with them (e.g., Greenfield & Russell, 2011), number of children 

(e.g., Routasalo, Savikko, Tilvis, Strandberg, & Pitkälä, 2006), subjective health 

(e.g., Savikko, Routasalo, Tilvis, Strandberg & Pitkälä, 2005), and current financial 

situation (e.g., de Jong Gierveld, Keating & Fast, 2015). Gender and age were also 

included. The predictors were tested for invariance using linear structural relations 

(LISREL) multiple group model testing. The regression coefficients for the 

predictors of emotional and of social loneliness were estimated as equal over the 

countries, thus, outcomes are similar for individuals, in terms of social and emotional 
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loneliness, with similar characteristics even when residing in different countries. The 

results support congruent validity in that both older and younger aged adults with 

less optimal health have a significantly higher propensity of developing emotional 

and social loneliness. The associations between financial difficulties and social and 

emotional loneliness also proved to be significant for each country. 

 

1.4 Reliability 

 

Reliability coefficients for emotional loneliness, as estimated using 

Cronbach’s alpha, ranged from α= .81 (France) to α= .91 (Bulgaria). While for social 

loneliness, the coefficients ranged from α= .85 (France) to α= .95 (Bulgaria). For the 

younger adults group coefficients ranged from α= .82 (France) to α= .95 

(Netherlands) for emotional while social loneliness ranged from α= .85 (France) 

to α= .94 (Bulgaria). These reliability coefficients support the good psychometric 

characteristics of the two loneliness scales. This study did not test the reliability of 

the overall 6-item loneliness scale. Nevertheless, test outcomes indicated that both 

the emotional and social loneliness scales uniquely demonstrated reliability and 

validity in each of the seven countries under investigation. 

Paper 2: De Jong Gierveld and van Tilburg (2006) 

 

2.1 Participants 

 

For paper 2, the first study obtained data from the ‘Dutch Living 

Arrangements and Social Networks of Older Adults Survey’ (Nestor –LSN). 

Participants were selected through the ‘Netherlands Kinship Panel Study’ (NKPS; 
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Dykstra & de Jong Gierveld, 2004) (N=8,154), aged between 18 and 79 years, for 

the second study. For study 3, the researchers used data from a mail survey 

conducted by the regional health services in the Netherlands. The respondents were 

aged from 21 to 99 years old (N=3,260). 

2.2 Models 

 

Initially, the researchers applied a principal component factor analysis with 

varimax-rotated factors for the selection process leading to the shortened version of 

the scale. This work resulted in two factors with 3 items each encompassing the 5-

items from the original social loneliness and 6-items for emotional loneliness, 

respectively. They then tested the two-factor model by means of CFA. Maximum 

likelihood estimation procedure was applied as the authors assumed unrelated error 

terms and equal variances of error terms. Each of the 6 items were categorised into 

the subscales (3 for social and 3 for emotional loneliness) as hypothesised; 

correlation between both latent factors were found to be modest and the factor 

loadings proved to be high in each of the two test data sets. For each of the data sets, 

the results of CFA demonstrated acceptable model fit, further supporting that the 

emotional and social subscales are two dimensions of the overarching loneliness 

concept. Study 1: Emotional loadings (.49 - .75), Social loadings (.60 -. 67) and 

factor correlation (r = .43), Study 2: Emotional loadings (.49 - .75) Social loadings 

(.60 - .67) and factor correlation (r = .43), Study 3: Emotional loadings (.64 - .74) 

Social loadings (.64 - .74) and factor correlation of (r = .42). 
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2.3 Criterion variables 

 

In investigating the validity of the DJGLS-6 , the authors included various 

factors commonly considered strong determinants for developing loneliness i.e.; 

absence of a partner and subjective health (VanderWeele, Hawkley, Thisted, & 

Cacioppo, 2011). As shown in previous research (de Jong Gierveld & van Tilburg, 

2006), results showed correlations were much higher for emotional (r=.30 - .34) than 

for social loneliness (r= .03 - .09) as to whether the respondent had an intimate 

partner. Similar patterns of correlation coefficients are found when investigating the 

association between subjective health and loneliness. Emotional loneliness 

correlations were higher (r=.23 - .24) than social loneliness (r= .14 – .16). These 

results were remarkably parallel to the original 11-item original scale. Overall, 

findings suggest that the shortened 6-item measure for loneliness is an acceptable 

scale, which represents the same central features of loneliness as captured by the 

original 11-item scale. 

 

2.4 Comparisons 

 

The authors compared the correlations between the original 11-item scale and 

the more recently developed, 6-item loneliness scale and the 3-item subscales. In 

each of the surveys, correlations between the 11-item and 6-item loneliness scales 

were very high, ranging from r =.93 and r =.95. Similarly, the correlation between 

the original 6-item emotional loneliness scale and the 3-item emotional scale was 

strong (r =.88). Stronger correlation coefficients were found for the social loneliness 

scales with coefficients of r =.93. The associations between the 6-item overall 

loneliness scale and the 3-item subscales were moderately good with coefficients 
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ranging from r =.77 to r =.87. Moreover, the correlation coefficients for congruent 

validity did not change according to the age groups examined. 

 

2.5 Reliability 

 

 Results for reliability found that for the total adult population, α coefficients 

for the overarching 6-item loneliness scale ranged from α= .70 to α= .76, suggesting 

the scale is quite reliable. For the  3-item loneliness scale, the reliability coefficients 

were lower, varying between α=.67 and α=.74 and reliability estimates for the 3-item 

social loneliness scale varied between α= .70 and α= .73. Overall, results found the 

6-item and the 3-item emotional and social loneliness scales were reliable 

instruments for measuring loneliness and its latent constructs. 

 

Discussion 

                                                                                                                                               

The aim of this chapter was to conduct a systematic review on the factor 

structure of the shortened de Jong Gierveld Loneliness scale. Loneliness to date has 

been associated with a range of poor mental and physical health outcomes (Singer, 

2018). Still, what factors may help predict loneliness and what the potential negative 

effects can be remain unclear. Although it is unlikely that any guidelines can be put 

in place to avoid experiencing loneliness altogether, it may be possible to develop 

interventions to help alleviate and even avoid long-term or chronic loneliness. Before 

interventions can be created however, we need to first have a sound measurement 

tool that captures this experience and is suitable for people of all ages, cross-

culturally, and can be used in major studies. Through having more researchers 
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measuring loneliness in the same way, a much better evidence base can be developed 

more quickly and efficiently and in turn aid knowledge and successful interventions.  

From the 2 full-text publications found, the results of alpha coefficients for 

each study showed quite good reliability with coefficients ranging from α= .70 to α= 

.76 for the DJGLS-6 total score which is supported by researchers such as Cortina 

(1993), who suggested that a given level of α >.70, is adequate. The alpha values for 

the subscales ranged from good α= .67 to excellent α= .95 for the emotional subscale 

and from α= .70 to α= .95 for the social subscale. As the review included a total of 

79,197 adults with ages ranging from 18-99 years from 7 different countries, it can 

be suggested that the DJGLS-6  is an instrument that produces scores which are 

reliable for assessing both emotional and social loneliness for younger aged and 

older aged adults respectively, across various cultural settings. Further, the congruent 

validity of both the loneliness subscales were supported from the multivariate 

regression analyses performed. 

For de Jong Gierveld and van Tilburg’s (2006), study the authors first 

compared the original 11-item loneliness scale and subscales with the shortened 6-

item scale and 3-item subscales. Correlation coefficients between the 2 overall 

loneliness scales and subscales were quite high. CFA indicated that the 3-item social 

and the 3-item emotional loneliness subscales were two dimensions of the 

overarching loneliness concept. With the aid of two determinants of loneliness 

(partner status and subjective health), the authors compared the validity of the 

shorter scale and subscales with that of the original scale and subscales. Participants 

without intimate partners had significantly higher loneliness scores compared to the 

scores of participants with intimate partners. Mirroring results in de Jong and van 

Tilburg’s (2010) study, the correlations were much higher for emotional relative to 
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social loneliness. Similar patterns of correlation coefficients were observed when the 

relationship between subjective health and loneliness was examined. Overall, the 

validity of the shortened scale and subscales were remarkably parallel to that of the 

original scales in this respect.  

Limitations 

 These studies have several limitations. First, although both studies in this 

review set out to confirm the specification of the two latent factors, de Jong Gierveld 

and van Tilburg’s (2010), tested only one model, the two-factor model. When 

validating the scale, it is recommended that future researchers compare the 2-factor 

model with the 1-factor model particularly as the correlations among the factors were 

all quite high. Moreover, in both studies the reliability of the overall scale and 

subscales were estimated using Cronbach's alpha. Future research should estimate 

the reliability of the DJGLS-6 using alternative composite reliability to retrieve a 

more accurate estimate. According to Peterson and Kim (2013), although Cronbach's 

alpha is probably the most widely employed estimator for testing the reliability of 

measurements and tests, it has been routinely criticised for being a lower bound and 

therefore may underestimate true reliability. The authors recommend employing 

composite reliability, which is usually calculated in conjunction with structural 

equation modelling. Improper use of alpha can lead to situations in which either a 

scale or test is criticised for generating untrustworthy results or is wrongly discarded. 

In addition, the minimum reliability scores for both the overall loneliness scale and 

the social subscale were α= .70 and the emotional subscale was α= .67. Nunnally 

(1978) however, suggests that only in the preliminary stages of research are 

reliabilities of α= .70 acceptable. In contrast with instruments used in applied 

settings, reliability of α= .80 may not even be high enough. He argues that where 
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important decisions about the fate of individuals is made based on test scores, 

reliability should be at least α= .90, preferably α= .95. Furthermore, the review only 

yielding two studies could be deemed as a limitation. However, I disagree. With 

loneliness rates on the rise (Lee, Cadigan & Rhew, 2020) and some even describing 

it as an epidemic (Jeste, Lee, & Cacioppo, 2020) the need for sound measurement is 

required imminently. For such few articles to have been carried out that examines 

this widely used scale is an important finding in itself. The DJGLS-6 is one of the 

most widely used scales globally and if it is not a valid and reliable tool then can be 

hindering and slowing down progress, knowledge, and the development of 

successful interventions. In order to get the most vulnerable individuals into the most 

effective interventions we need to have a way of effectively assessing it. This review 

highlights that the DJGLS-6 is suitable for measuring loneliness and its subscales 

(social loneliness and emotional loneliness) however, it has some weaknesses and 

further, more in-depth investigations are warranted to test that it is robust, valid, and 

strong. If the DJGLS-6 is not rigorously tested, then the results of much of the past 

and future studies using the scale may be called into question. 

 

Conclusion 
 

Growing research examining loneliness now perceives it as a 

multidimensional construct. The DGJLS-6 is an acceptable scale for measuring 

loneliness and its subscales. I also aim not only in this chapter, but throughout this 

thesis, to provide robust evidence and support of this view of loneliness. This theory 

needs to be updated and popularised so that when we examine, measure, and develop 
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interventions to alleviate loneliness we have the tools and knowledge to know it 

contains more dimensions than previously thought. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



72 
 

References 

 

Andersson, L. (1998). Loneliness research and interventions: A review of the  

literature. Aging & Mental Health, 2(4), 264–

274. doi:10.1080/13607869856506 

Asher, S. R., Hymel, S., & Renshaw, P. D. (1984). Loneliness in children. Child 

Development, 55(4), 1456–1464. doi:10.2307/1130015 

Asher, S. R., & Wheeler, V. A. (1985). Children's loneliness: A comparison of 

rejected and neglected peer status. Journal of Consulting and Clinical 

Psychology, 53(4), 500–505. doi:10.1037/0022-006X.53.4.500 

Belcher, M. J. (1973). The measurement of loneliness: A validation of the Belcher 

Extended Loneliness Scale (BELS). Unpublished doctoral dissertation, Illinois 

Institute of Technology, Chicago 

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

Social Psychology Bulletin, 11(1), 63–74. doi:10.1177/0146167285111006  

Boss, L., Kang, D., & Branson, S. (2015). Loneliness and cognitive function in the 

older adult: A systematic review. International Psychogeriatrics, 27(4), 541-

553. doi:10.1017/S1041610214002749 

Bradley, R. (1969). Measuring loneliness. Unpublished doctoral dissertation, 

Washington State University, Pullman. 

Bryan, J. L., Baker, Z. G., & Tou, R. Y. (2017). Prevent the blue, be true to you: 

Authenticity buffers the negative impact of loneliness on alcohol-related 

https://psycnet.apa.org/doi/10.1080/13607869856506
https://psycnet.apa.org/doi/10.2307/1130015
https://psycnet.apa.org/doi/10.1037/0022-006X.53.4.500


73 
 

problems, physical symptoms, and depressive and anxiety symptoms. Journal 

of Health Psychology, 22(5), 605–616. doi:10.1177/1359105315609090. 

Bukowski, W. M., & Hoza, B. (1989). Popularity and friendship: Issues in theory, 

measurement, and outcome. In Berndt, T. J. & Ladd, G.W. (Eds.), Wiley series 

on personality processes. Peer relationships in child development (pp. 15–45). 

John Wiley & Sons 

Chang, E. C., Martos, T., Sallay, V., Chang, O. D., Wright, K. M., Najarian, A.S.-

M., & Lee, J. (2017). Examining optimism and hope as protective factors of 

suicide risk in Hungarian college students: Is risk highest among those lacking 

positive psychological protection? Cognitive Therapy and Research, 41(2), 

278–288. doi:10.1007/s10608-016-9810-0 

Cortina, J. M. (1993). What is coefficient alpha? An examination of theory and 

applications. Journal of Applied Psychology, 78(1), 98–104. doi:10.1037/0021-

9010.78.1.98 

Cacioppo, J. T., Hawkley, L. C., & Thisted, R. A. (2010). Perceived social isolation 

makes me sad: 5-year cross-lagged analyses of loneliness and depressive 

symptomatology in the Chicago Health, Aging, and Social Relations 

Study. Psychology and Aging, 25(2), 453–463. doi:10.1037/a0017216 

Cacioppo, J. T., Hughes, M. E., Waite, L. J., Hawkley, L. C., & Thisted, R. A. 

(2006). Loneliness as a specific risk factor for depressive symptoms: Cross-

sectional and longitudinal analyses. Psychology and Aging, 21(1), 140–

151. doi:10.1037/0882-7974.21.1.140 

https://doi.org/10.1177/1359105315609090
https://doi.org/10.1007/s10608-016-9810-0
https://psycnet.apa.org/doi/10.1037/0021-9010.78.1.98
https://psycnet.apa.org/doi/10.1037/0021-9010.78.1.98
https://psycnet.apa.org/doi/10.1037/a0017216
https://psycnet.apa.org/doi/10.1037/0882-7974.21.1.140


74 
 

Cornwell, E. Y., & Waite, L. J. (2009). Social disconnectedness, perceived isolation, 

and health among older adults. Journal of health and social behaviour, 50(1), 

31–48. doi:10.1177/002214650905000103 

Coyle, C. E., & Dugan, E. (2012). Social isolation, loneliness, and health among 

older adults. Journal of Aging & Health, 24(8), 1346-1363. doi: 

10.1177/0898264312460275 

Cramer, K. M., & Barry, J. E. (1999). Conceptualisations and measures of 

loneliness: A comparison of subscales. Personality and Individual Differences, 

27(3), 491–502. doi:10.1016/S0191-8869(98)00257-8# 

De Jong Gierveld, J. (1987). Developing and testing a model of loneliness. Journal 

of Personality and Social Psychology, 53(1), 119–128. doi:10.1037/0022-

3514.53.1.119 

De Jong Gierveld, J., & Kamphuis, F. (1985). The Development of a Rasch-Type 

Loneliness Scale. Applied Psychological Measurement, 9(3), 289-299. 

doi:10.1177/014662168500900307 

De Jong Gierveld, J., van Groenou, M. B., Hoogendoorn, A. W., & Smit J. H. 

(2009). Quality of Marriages in Later Life and Emotional and Social 

Loneliness, The Journals of Gerontology: Series B, 64B(4) 497–506. 

doi:10.1093/geronb/gbn043 

De Jong Gierveld, J., Keating, N., & Fast, J, E. (2015). Determinants of Loneliness 

among Older Adults in Canada. Canadian Journal on Aging. 34(2), 125-136. 

doi:10.1017/S0714980815000070. 

https://doi.org/10.1177/002214650905000103
https://doi.org/10.1016/S0191-8869(98)00257-8
https://psycnet.apa.org/doi/10.1037/0022-3514.53.1.119
https://psycnet.apa.org/doi/10.1037/0022-3514.53.1.119
https://doi.org/10.1177/014662168500900307
https://doi.org/10.1093/geronb/gbn043


75 
 

 De Jong Gierveld, J. & Raadschelders, J. (1982): 'Types of Loneliness'. In: L. A. 

Peplau and D. Perlman (Eds.), Loneliness: A Sourcebook of Current Theory, 

Research and Therapy, (pp. 105-119) New York: Wiley.  

De Jong Gierveld, J., & van Tilburg T. G. (1999). Manual of the loneliness scale. 

VU University: Amsterdam 

De Jong Gierveld, J., & van Tilburg, T. G. (2006). A six-item scale for overall, 

emotional, and social loneliness: confirmative tests on new survey data. 

Research on Aging, 28(5), 582–598. doi:10.1177/0164027506289723 

De Jong Gierveld, J., & van Tilburg, T. G. (2010). The de Jong Gierveld short scales 

for emotional and social loneliness: tested on data from 7 countries in the UN 

generations and gender surveys. European Journal of Ageing, 7(2), 121-130. 

doi:10.1007/s10433-010-0144-6 

De Jong Gierveld, J., Van Tilburg, T., & Dykstra, P. (2006). Loneliness and Social 

Isolation. In A. Vangelisti & D. Perlman (Eds.), The Cambridge Handbook of 

Personal Relationships (Cambridge Handbooks in Psychology, pp. 485-500). 

Cambridge: Cambridge University Press. 

doi:10.1017/CBO9780511606632.027  

DiTommaso, E., Brannen, C., & Best, L. A. (2004). Measurement and validity 

characteristics of the short version of the Social and Emotional Loneliness 

Scale for Adults. Educational and Psychological Measurement, 64(1), 99–119. 

doi:10.1177/0013164403258450 

DiTommaso, E., & Spinner, B. (1993). The development and initial validation of the 

Social and Emotional Loneliness Scale for Adults (SELSA). Personality and 

Individual Differences, 14(1), 127–134. doi:10.1016/0191-8869(93)90182-3 

https://doi.org/10.1177/0164027506289723
https://psycnet.apa.org/doi/10.1016/0191-8869(93)90182-3


76 
 

DiTommaso, E., & Spinner, B. (1997). Social and emotional loneliness: A re-

examination of Weiss' typology of loneliness. Personality and Individual 

Differences, 22(3), 417–427. doi:10.1016/S0191-8869(96)00204-8 

Dykstra, P. A., & de Jong Gierveld, J. (2004). Gender and marital history differences 

in emotional and social loneliness among Dutch older adults. Canadian 

Journal on Aging, 23(2), 141–155. doi:10.1353/cja.2004.0018 

Dykstra, P. A. (2009). Older adult loneliness: myths and realities. European journal 

of ageing, 6(2), 91-100. doi: 10.1007/s10433-009-0110-3 

Ebesutani, C., Fierstein, M., Viana, A. G., Trent, L., Young, J., & Sprung, M. 

(2015). The role of loneliness in the relationship between anxiety and 

depression in clinical and school‐based youth. Psychology in the 

Schools, 52(3), 223-234.doi: 10.1002/pits.21818 

Eddy, P. D. (1961). Loneliness: A discrepancy with the phenomenological self. 

Unpublished doctoral dissertation. Adelphi College. New York 

Furman, W., & Robbins, P. (1985). What's the point: Issues in the selection of 

treatment objectives. In Schneider, B. H., Rubin, K. H. & Ledingham, J. E.  

(Eds.), Children's peer relations: Issues in assessment and intervention (pp. 

41-56). New York: Springer-Verlag. 

Goldsmith, S., Pellmar T., Kleinman A., & Bunney W. (2002) Reducing suicide: A 

national imperative. Washington: National Academy 

Press. doi:10.17226/10398 

Goodman, L.A. (1961). Snowball Sampling. Annals of Mathematical Statistics, 

32(1), 148-170. doi:10.1214/aoms/1177705148 

https://psycnet.apa.org/doi/10.1016/S0191-8869(96)00204-8
https://doi.org/10.1002/pits.21818
https://doi.org/10.17226/10398


77 
 

Greenfield, E. A. &, Russell D. (2011). Identifying Living Arrangements That 

Heighten Risk for Loneliness in Later Life: Evidence from the U.S. National 

Social Life, Health, and Aging Project. Journal of Applied Gerontology. 

30(4):524-534. doi:10.1177/0733464810364985 

Hawkley, L. C., Browne, M. W., & Cacioppo, J. T. (2005). How Can I Connect with 

Thee? Let Me Count the Ways. Psychological Science, 16(10), 798–

803. doi:10.1111/j.1467-9280.2005.01617.x 

Hawkley, L. C., Thisted, R. A., Masi, C. M. & Cacioppo, J.T. (2010). Loneliness 

predicts increased blood pressure: 5-year cross-lagged analyses in middle-aged 

and older adults. Psychology on Aging, 25(1), 132–141. doi: 

10.1037/a0017805. 

Holt-Lunstad, J., Smith, T. B., Baker, M., Harris, T., & Stephenson, D. (2015). 

Loneliness and social isolation as risk factors for mortality: A meta-analytic 

review. Perspectives on Psychological Science, 10(2), 227–

237. doi:10.1177/1745691614568352 

Hörchner, R., Tuinebreijer, W. E., Kelder, H., & van Urk, E. (2002). Coping 

behaviour and loneliness among obese patients. Obesity Surgery, 12(6):864-

868. doi: 10.1381/096089202320995718.  

Hoza, B., Bukowski, W. M., & Beery, S. (2000). Assessing peer network and dyadic 

loneliness. Journal of Clinical Child Psychology, 29(1), 119 

128. doi:10.1207/S15374424jccp2901_12  

Jaafar, M.H.,  Villiers‐Tuthill, A.,  Lim M.A.,  Ragunathan, D., &  Morgan, K. 

(2019). Validation of the Malay Version of the de Jong Gierveld Loneliness 

Scale. Austrailian Journal of ageing, 39(1), 9-15. doi:10.1111/ajag.12672 

https://doi.org/10.1177/0733464810364985
https://psycnet.apa.org/doi/10.1111/j.1467-9280.2005.01617.x
https://psycnet.apa.org/doi/10.1177/1745691614568352
https://psycnet.apa.org/doi/10.1207/S15374424jccp2901_12


78 
 

Jaremka, L. M., Fagundes, C. P., Glaser, R., Bennett, J. M., Malarkey, W. B., & 

Kiecolt-Glaser, J. K. (2013). Loneliness predicts pain, depression, and fatigue: 

understanding the role of immune 

dysregulation. Psychoneuroendocrinology, 38(8), 1310-1317.doi: 

10.1016/j.psyneuen.2012.11.016 

Jeste, D. V., Lee, E. E. & Cacioppo, S. (2020). Battling the Modern Behavioural 

Epidemic of Loneliness: Suggestions for Research and Interventions. JAMA 

Psychiatry, 77(6), 553-554. doi: 10.1001/jamapsychiatry.2020.0027. 

Jylhä, M., & Saarenheimo, M. (2010). Loneliness and aging: Comparative 

perspectives. In C.R. Phillipson & D. Dannefer (Eds.), The SAGE handbook of 

social gerontology (pp. 317-328). Los Angeles/London: SAGE. 

Koenig, H. G., Westlund, R. E., George, L. K., Hughes, D. C., Blazer, D. G., & 

Hybels, C. (1993). Abbreviating the Duke Social Support Index for use in 

chronically ill elderly individuals. Psychosomatics, 34(1), 61–69. doi: 

10.1016/S0033-3182(93)71928-3 

Lancashire County Council. (2016). Hidden from View: Tackling Social Isolation 

and Loneliness in Lancashire. 

https://www.lancashire.gov.uk/media/900037/hidden-from-view-tackling-

social-isolation-and-loneliness-in-lancashire-oct-2016.pdf 

Lau, S., & Gruen, G.  E. (1992). The social stigma of loneliness: Effect of target 

person’s  and perceiver’s sex. Personality and Social Psychology Bulletin, 18(2), 

182–189. doi:10.1177/0146167292182009 

Lee, C. M., Cadigan, J. M., & Rhew, I. C. (2020). Increases in Loneliness Among 

Young Adults During the COVID-19 Pandemic and Association with 

https://doi.org/10.1016/j.psyneuen.2012.11.016
https://www.lancashire.gov.uk/media/900037/hidden-from-view-tackling-social-isolation-and-loneliness-in-lancashire-oct-2016.pdf
https://www.lancashire.gov.uk/media/900037/hidden-from-view-tackling-social-isolation-and-loneliness-in-lancashire-oct-2016.pdf


79 
 

Increases in Mental Health Problems. The Journal of adolescent health : 

official publication of the Society for Adolescent Medicine, 67(5), 714–717. 

doi:10.1016/j.jadohealth.2020.08.009 

Leung, G. T. Y., de Jong Gierveld, J., & Lam, L. C. W. (2008). Validation of the 

Chinese translation of the 6-item de Jong Gierveld Loneliness Scale in elderly 

Chinese. International Psychogeriatrics, 20(6), 1262-1272. 

doi:10.1037/a0014694 

Levin-Aspenson, H. F., & Watson, D. (2018). Mode of administration effects in 

psychopathology assessment: Analyses of gender, age, and education differences in 

self-rated versus interview-based depression. Psychological Assessment, 30(3), 287–

295. doi :10.1037/pas0000474 

Lubben, J. E. (1988). Assessing social networks among elderly population. Journal 

of Family and Community Health, 11, 42–52. doi: 10.1097/00003727-

198811000-00008 

Maes, M., Vanhalst, J., Van den Noortgate, W., & Goossens, L. (2017). Intimate and 

relational loneliness in adolescence. Journal of Child and Family Studies, 

26(8), 2059–2069. doi:10.1007/s10826-017-0722-8 

Matthews, T., Danese, A., Wertz, J., Odgers, C. L., Ambler, A., Moffitt, T. E., & 

Arseneault, L. (2016). Social isolation, loneliness, and depression in young 

adulthood: A behavioural genetic analysis. Social Psychiatry and Psychiatric 

Epidemiology: The International Journal for Research in Social and Genetic 

Epidemiology and Mental Health Services, 51(3), 339–348. doi: 

10.1007/s00127-016-1178-7.  

https://psycnet.apa.org/doi/10.1037/pas0000474
https://psycnet.apa.org/doi/10.1007/s10826-017-0722-8


80 
 

McWhirter, B. T. (1990). Factor analysis of the Revised UCLA Loneliness 

Scale. Current Psychology : A Journal for Diverse Perspectives on Diverse 

Psychological Issues, 9(1), 56–68. doi :10.1007/BF02686768 

Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. G. (2009). Preferred reporting 

items for systematic reviews and meta-analyses: The PRISMA 

statement. PLoS Medicine, 6(7) 264-270. doi:10.1371/journal.pmed.1000097 

Montori, V. M., Wilczynski, N. L., Morgan, D., & Haynes, R. B. (2005). Optimal 

search strategies for retrieving systematic reviews from Medline: analytical 

survey. BMJ (Clinical research ed.), 330(7482), 68. doi: 

10.1136/bmj.38336.804167.47 

Nummela, O., Seppanen, M. & Uutela, A. (2011). The effect of loneliness and 

change in loneliness on self-rated health (SRH): a longitudinal study among 

aging people. Archives of Gerontology and Geriatrics, 53 (2), 163–167. doi: 

10.1016/j.archger.2010.10.023 

Nunnally, J. C. (1978). Psychometric theory (2nd ed.). New York:  McGraw-Hill. 

Ozcelik, H., & Barsade, S. (2018). No employee is an island: Workplace loneliness 

and job performance. Academy of Management Journal, 61(6). doi: 

10.5465/amj.2015.1066 

Pels, F., & Kleinert, J. (2016). Loneliness and physical activity: A systematic 

review. International Review of Sport and Exercise Psychology, 9(1), 231–

260. doi:10.1080/1750984X.2016.1177849 

Penning, M. J., Liu, G., & Chou, P. H. B. (2014). Measuring loneliness among 

middle-aged and older adults: The UCLA and de Jong Gierveld Loneliness 

https://psycnet.apa.org/doi/10.1007/BF02686768
https://doi.org/10.1371/journal.pmed.1000097
https://doi.org/10.1136/bmj.38336.804167.47
https://doi.org/10.1136/bmj.38336.804167.47
https://doi.org/10.5465/amj.2015.1066
https://psycnet.apa.org/doi/10.1080/1750984X.2016.1177849


81 
 

Scales. Social Indicators Research, 118(3), 1147–1166. doi: 10.1007/s11205-

013-0461-1  

Peterson, R. A., & Kim, Y. (2013). On the relationship between coefficient alpha and 

composite reliability. Journal of Applied Psychology, 98(1), 194–

198. doi:10.1037/a0030767 

Qualter, P., Vanhalst, J., Harris, R., Van Roekel, E., Lodder, G., Bangee, M., Maes, 

M., & Verhagen, M. (2015). Loneliness across the life span. Perspectives on 

Psychological Science, 10(2), 250–264. doi:10.1177/1745691615568999 

Qualter, P., & Munn, P. (2002). The separateness of social and emotional loneliness 

in childhood. Journal of Child Psychology and Psychiatry, 43(2), 233–244. 

doi:10.1111/1469-7610 .00016D 

Rasch, G. (1960). Probabilistic models for some intelligence and attainment tests. 

Chicago: MESA Press. 

Rasch, G. (1966). An item analysis which takes individual differences into 

account. British  Journal of Mathematical and Statistical Psychology, 19(1), 

49–57. doi:10.1111/j.2044-8317.1966.tb00354.x 

Routasalo, P. E., Savikko, N., Tilvis, R. S., Strandberg, T. E., & Pitkälä, K. H. 

(2006). Social contacts and their relationship to loneliness among aged people. 

A population-based study. Gerontology, 52(3), 181-187. 

doi:10.1159/000091828 

Rubenstein, C., & Shaver, P. (1982). In search of intimacy. Delacorte: New York. 

https://psycnet.apa.org/doi/10.1007/s11205-013-0461-1
https://psycnet.apa.org/doi/10.1007/s11205-013-0461-1
https://psycnet.apa.org/doi/10.1037/a0030767
https://psycnet.apa.org/doi/10.1177/1745691615568999
https://doi.org/10.1111/1469-7610%20.00016D
https://psycnet.apa.org/doi/10.1111/j.2044-8317.1966.tb00354.x


82 
 

Russell, D. W. (1982). The measurement of loneliness. In L. A. Peplau & D. Perlman 

(Eds.), Loneliness: A sourcebook of current theory, research, and therapy (pp. 

81–104). Wiley: New York. 

Russell, D.W. (1996). UCLA Loneliness Scale (Version 3): Reliability, Validity, and 

Factor Structure. Journal of Personality Assessment, 66(1), 20-

40, doi:10.1207/s15327752jpa6601_2 

Russell, D., Cutrona, C. E., Rose, J., & Yurko, K. (1984). Social and emotional 

loneliness: An examination of Weiss's typology of loneliness. Journal of 

Personality and Social Psychology, 46(6), 1313–1321. doi:10.1037/0022-

3514.46.6.1313 

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(3), 472–480. doi:10.1037/0022-3514.39.3.472 

Russell, D. W., Peplau, L. A., & Ferguson, M. L. (1978). Developing a measure of     

loneliness. Journal of Personality Assessment, 42(3), 290-

294. doi:10.1207/s15327752jpa4203_11 

Savikko, N., Routasalo, P., Tilvis, R. S., Strandberg, T. E., & Pitkälä, K. H. (2005). 

Predictors and subjective causes of loneliness in an aged population. Archives 

of Gerontology and Geriatrics, 41(3), 223–

233. doi:10.1016/j.archger.2005.03.002 

Schmidt, N., & Sermat, V. (1983). Measuring loneliness in different 

relationships. Journal of Personality and Social Psychology, 44(5), 1038–

1047. doi:10.1037/0022-3514.44.5.1038 

https://doi.org/10.1207/s15327752jpa6601_2
https://psycnet.apa.org/doi/10.1037/0022-3514.46.6.1313
https://psycnet.apa.org/doi/10.1037/0022-3514.46.6.1313
https://psycnet.apa.org/doi/10.1037/0022-3514.39.3.472
https://psycnet.apa.org/doi/10.1207/s15327752jpa4203_11
https://psycnet.apa.org/doi/10.1016/j.archger.2005.03.002
https://psycnet.apa.org/doi/10.1037/0022-3514.44.5.1038


83 
 

Shankar, A., McMunn, A., Banks, J., & Steptoe, A. (2011). Loneliness, social 

isolation, and behavioral and biological health indicators in older adults. 

Health Psychology, 30(4), 377-385. doi: 10.1037/a0022826 

Shaver, P. R. & Brennan, K. A. (1991). Measures of depression and loneliness. In J. 

P. Robinson, P. R. Shaver, and L. S. Wrightsman, (Eds.), Measures of 

personality and social psychological attitudes. (pp. 195-290). Academic Press: 

New York 

Singer, C. (2018). Health Effects of Social Isolation and Loneliness. Journal of 

Aging Life Care, 28(4-8). 

Sisenwein, R. J., (1964). Loneliness and the individual as viewed by himself and 

others, Unpublished doctoral dissertation, Columbia University, New York. 

Solano. C. H. (1980). Two Measures of Loneliness: A Comparison. Psychological 

Reports. 46(1):23-28. doi:10.2466/pr0.1980.46.1.23  

Steptoe, A., Shankar, A., Demakakos, P., & Wardle, J. (2013). Social isolation, 

loneliness, and all-cause mortality in older men and women. Proceedings of 

the National Academy of Sciences of the United States of America, 110(15), 

5797- 5801. doi: 10.1073/pnas.1219686110 

Stroebe, W., Stroebe, M., Abakoumkin, G., & Schut, H. (1996). The role of 

loneliness and social support in adjustment to loss: A test of attachment versus 

stress theory. Journal of Personality and Social Psychology, 70(6), 1241–

1249. doi:10.1037/0022-3514.70.6.1241 

https://doi.org/10.2466/pr0.1980.46.1.23
https://psycnet.apa.org/doi/10.1037/0022-3514.70.6.1241


84 
 

 Taasoobshirazi, G., & Wang, S. (2016). The performance of the SRMR, RMSEA, 

CFI, and TLI: An examination of sample size, path size, and degrees of 

freedom. Journal of Applied Quantitative Methods, 11(3), 31-39. 

Thurston, R. C. & Kubzansky, L. D. (2009). Women, loneliness, and incident 

coronary heart disease. Psychosomatic Medicine, 71(8), 836-842. doi: 

10.1097/psy.0b013e3181b40efc. 

Tomás, J. M., Pinazo-Hernandis, S., Donio-Bellegarde, M., & Hontangas, P. M. 

(2017). Validity of the de Jong Gierveld Loneliness Scale in Spanish older 

population: competitive structural models and item response theory. European 

Journal of ageing, 14(4), 429–437. doi:10.1007/s10433-017-0417-4 

Valtorta, N. K., Kanaan, M., Gilbody, S., Ronzi, S. & Hanratty, B. (2016). 

Loneliness and social isolation as risk factors for coronary heart disease and 

stroke: systematic review and meta-analysis of longitudinal observational 

studies. Heart Journal, 10(2), 227-237. doi: 10.1136/heartjnl-2015-308790 

Van Baarsen, B., Smit, J., Snidjers, T., & Nnipsheer, K. (1999). Do personal 

conditions and circumstances surrounding partner loss explain loneliness in 

newly bereaved older adults? Ageing and Society, 19(4), 441-469. 

doi:10.1017/S0144686X9900745X 

Van Tilburg T. G. (2020). Social, Emotional, and Existential Loneliness: A Test of 

the Multidimensional Concept. The Gerontologist. doi:10.1093/geront/gnaa082 

Van Tilburg, T., Havens, B., & de Jong Gierveld, J. (2004). Loneliness among Older 

Adults in the Netherlands, Italy, and Canada: A Multifaceted 

Comparison. Canadian Journal on Aging, 23(2), 169–

180. doi:10.1353/cja.2004.0026  

https://doi.org/10.1093/geront/gnaa082
https://psycnet.apa.org/doi/10.1353/cja.2004.0026


85 
 

 

Van Tilburg, T. G., & de Leeuw, E. D. (1991). Stability of scale quality under 

various data collection procedures: A mode comparison on the 'de Jong 

Gierveld Loneliness Scale'. International Journal of Public Opinion Research, 

3(1), 69-85. doi:10.1093/ijpor/3.1.69 

VanderWeele, T. J., Hawkley, L. C., Thisted, R.A, & Cacioppo, J. T. (2011). A 

marginal structural model analysis for loneliness: Implications for intervention 

trials and clinical practice. Journal of Clinical and Consulting 

Psychology, 79(2), 225–235. doi:10.1037/a0022610. 

Weiss, R. S., (1973) Loneliness: the experience of emotional and social isolation. 

The MIT Press: Cambridge.  

Xia, Y., & Yang, Y. (2019). RMSEA, CFI, and TLI in structural equation modeling 

with ordered categorical data: The story they tell depends on the estimation 

methods. Behavior research methods, 51, 409-428. doi: 10.3758/s13428-018-

1055-2 

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

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

current theory, research, and therapy. (pp. 379-406). Wiley: New York. 

Yang, K., & Victor, C. (2011). Age and loneliness in 25 European nations. Ageing & 

Society, 31(8), 1368–1388. doi:10.1017/S0144686X1000139X 

 

 

 

 

https://doi.org/10.1093/ijpor/3.1.69
https://psycnet.apa.org/doi/10.1017/S0144686X1000139X


86 
 

 

 

Chapter 3 

Confirmatory Factor Analysis of The Shortened De Jong 

Gierveld Scale          

Introduction ........................................................................................................... 87 

The Dimensions of Loneliness........................................................................................ 88 

Assessing the Dimensions of Loneliness ........................................................................ 91 

Testing the DJGLS-6 Structure ...................................................................................... 96 

Analysing the Factor Structure ...................................................................................... 98 

Aims ...................................................................................................................... 101 

Method ................................................................................................................. 101 

Data.............................................................................................................................. 101 

Participants .................................................................................................................. 101 

Measures ...................................................................................................................... 103 

Loneliness ................................................................................................................ 103 

Analytical Plan ............................................................................................................. 103 

Results .................................................................................................................. 106 

Discussion ............................................................................................................ 108 

Conclusion ........................................................................................................... 110 

References ............................................................................................................ 110 

 

 

 

 

  
 

 

 

 

 

 

 



87 
 

 

Chapter 3 

Confirmatory Factor Analysis of The Shortened De Jong 

Gierveld Scale 
 

 

Introduction 
 

The Preceding chapter aimed to conduct a systematic review of the literature 

concerning the factor structure of the 6-item de Jong Gierveld Scale Loneliness 

(DJGLS-6). The scale was found to be brief, valid, reliable, and suitable for 

measuring social and emotional loneliness. However, although the search was 

extensive it only produced 2 papers. This may be viewed as a limitation but here it is 

viewed as an important finding within itself. This scale is popular among social 

scientists for measuring social, emotional, and overall loneliness, but as so few have 

examined its factor structure and it has only been investigated by the scale 

developers, it warrants further analysis to confirm its factor structure. This is 

important as if the scale is found to measure the three-fold application of the scale 

then it will add to the perspective that loneliness should be viewed and measured as a 

multidimensional construct, and the DJGLS-6 is a suitable scale to capture this. 

However, if not, then previous studies that employed this scale may have results in 

error. As the central aim of this thesis is to support the multidimensionality of 

loneliness and advocate for it to be viewed and tested using this perspective, the aim 

of this literature review is to explore this relationship in more depth. It will start with 

a more thorough review of Weiss (1973) theory of loneliness as his two-factor 

solution is one of the main pillars driving this research. It will then discuss methods 

of assessing this structure and finish with tying the findings from Chapter 2 with the 



88 
 

aims of this chapter. Chapter 1 more broadly covered topics such as dimensions and 

assessments of loneliness. This introduction will be more specific, focussing on 

emotional and social loneliness and the factor structure of the DJGLS-6. 

 

The Dimensions of Loneliness 

 

In the early 1970s, sociologist and educator Robert S. Weiss (born 1925) put 

forward a new perspective of loneliness. He wanted to take a more in-depth look at 

the concept of loneliness and examine theories around why people feel lonely and 

what exactly is it they are feeling? He questioned whether loneliness was not a form 

of weakness as once thought, but instead a natural response to certain situations and 

events. His primary focus was to ascertain what people actually receive through their 

relationships with others. From his investigations he proposed a radical idea that 

loneliness may not be a unidimensional construct but an overarching concept 

containing unique factors. Weiss argued that “. . . different types of relationships 

make different provisions, all of which may be required by individuals, at least under 

some conditions” (p. 21, Weiss, 1974). Through this investigation into the possible 

multidimensional nature of loneliness, he discovered two separate, yet linked 

constructs, emotional loneliness, and social loneliness. While this has been touched 

on in previous chapters, as it is a central aim of this thesis to support this view, it will 

be discussed here in a little more depth. 

 According to Weiss (1973), to feel emotionally lonely is to feel the absence 

of close relationships, such as the lack of an intimate partner or best friend, while 

feeling socially lonely means feeling one has no or an inadequate wider social 
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network. Both these experiences are subjective to the individual, in other words, if 

one feels their social network is not sufficient in dealing with their social needs then 

it isn’t. Separation from one’s spouse, bereavement or having a serious illness can 

lead to emotional loneliness whereas the precursors of social loneliness could be 

starting a new job, moving to a new town, or having less time to participate in social 

clubs and events due to other life responsibilities or events taking precedence (e.g., 

care for children or work commitments). Loneliness is a multidimensional concept 

which varies in severity, across circumstances, and determinants. For example, the 

loneliness experienced by an individual who has separated from his or her partner 

may not be felt the same as the loneliness of an individual who works on their own 

(Heinrich & Gullone, 2006). 

Numerous studies have been carried out which have provided strong 

evidence that supports Weiss’ multidimensional theory of loneliness, showing how 

different demographic and psychosocial factors uniquely predict the social and 

emotional dimensions. Although there can be some overlap regarding the cause, both 

concepts have shown to produce unique outcomes thus further supporting they are 

indeed separate constructs. Salimi’s (2011), study sought to determine what effects 

emotional and social loneliness had on life satisfaction using the SELSA-S. Results 

demonstrated that life satisfaction was more strongly and negatively predicted by 

emotional loneliness relative to social loneliness. Gender differences were also found 

with males reporting they felt more emotionally lonely compared to females. Diehl 

and colleagues (2018), examined the determinants of both subtypes among 

university students in Germany. Although both subtypes positively correlated with 

anxiety and depression, emotional loneliness was found to be more commonly 

reported. In addition, having immigrant status, being a student of the social sciences 
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and lack of physical activity was associated with experiencing higher social 

loneliness. Whereas having an intimate partner was found to have unique protective 

effects for emotional loneliness. Peerenboom and colleagues (2015), also found 

emotional loneliness predicted more negative health effects. 

 With findings consistently showing emotional loneliness leads to adverse 

effects and in many cases the only significant effect, it would be reasonable to 

assume that emotional loneliness is the construct that may best capture the 

fundamental essence of loneliness and it may not be necessary to assess social 

loneliness alongside it. However, in their study, de Jong Gierveld, and colleagues 

(2009), examined both loneliness subtypes in older aged adults and found that when 

the participants’ partner suffered with health issues, stronger social and emotional 

loneliness was observed. Also, when participants reported their current sex life was 

not pleasant or even noted it as not applicable, when they have very few 

conversations or are often in disagreement and did not feel they received adequate 

emotional support from their partner, scores for both loneliness subtypes were 

higher. For males whose partners have specific physical or mental health needs, 

social loneliness was particularly high but emotional loneliness was higher for older 

females who reported to be in their second marriage. Having a small social network 

and little contact with children also increased the likelihood of feeling socially and 

emotionally lonely in older aged adults. Another study examined social and 

emotional loneliness in non-demented and demented older aged adults (N=589) 

(Holmén, Ericsson & Winblad, 2000). Results suggested that participants considered 

demented reported significantly higher feelings of loneliness compared to non-

demented participants. There were no reported differences for emotional loneliness 

in the groups. However, social loneliness was found to be higher for reduced 
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cognitive functioning and more prevalent for different levels of dementia, while 

emotional loneliness seemed to lessen (Holmén, Ericsson & Winblad, 2000). In 

addition, Weiss (1973), argued that while depression, boredom, and aimlessness are 

strongly related to social loneliness, feeling abandoned, feeling alone, experiencing 

anxiety, high sensitivity to even the smallest cues, and hypervigilance were all 

strongly associated with emotional loneliness. 

Although emotional loneliness has been reported more often and has been 

linked to more negative health outcomes, these studies support that social loneliness 

is a unique construct, can be equally as damaging and should be considered 

alongside emotional loneliness when conducting research in this area. Berkman 

(1995) supports the importance of focussing on social loneliness. She suggested that 

well-being and feeling embedded socially  are important factors in  the process of 

ageing and for predicting life expectancy and other researchers have found that 

negative perceptions of one’s social life was linked to the development of long-term 

illnesses (e.g., Stewart-Brown, 1998). Therefore, being satisfied with one’s social 

network and having a spouse or partner are equally crucial for maintaining well-

being and for alleviating symptoms of loneliness. A growing number of researchers 

have acknowledged this distinction and have developed measurements with the aim 

of assessing both constructs.  

 

Assessing the Dimensions of Loneliness 

 

Until recently, the preferred method of collecting data in the social sciences 

was conducting face to face interviews (van Tilburg & de Leeuw, 1991). However, 

javascript:;
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due to the increase lack of response rates and the high costs incurred, researchers 

moved to  alternative forms of data collection such as telephone interviews and mail 

surveys with questionnaires (Dillman, 1978). More recent developments in 

collecting data have employed computer assisted methods such as mixed-mode 

designs (Dillman & Tarnai, 1988) and computer assisted self-administered 

interviews (Nicholis & Groves, 1986). According to van Tilburg and Leeuw (1988), 

it is of the upmost importance that researchers thoroughly  understand how certain 

methods of collecting data can greatly influence outcomes of the research when 

employing new procedures for collecting data, especially when combining multiple 

modes in one study. For example, a recent review of the relevant literature found that 

collecting data from respondents via telephone resulted in moderately weaker data 

compared to face-to-face interviews (de Leeuw and van Der Zouwen, 1988). 

However, self-administered questionnaires resulted in even better data quality 

compared to both telephone and face-to-face interviews. The authors argue that this 

may lead to issues regarding the comparability of survey findings. One solution 

proposed is to construct robust, valid, and reliable forms of assessment. 

In recent years, an instrument for measuring loneliness was developed that 

was found to be appropriate for using in interviews that were self-administered, face-

to-face interviews, other methods (de Jong Gierveld & van Tilburg, 2006). The scale 

was named the de Jong Gierveld loneliness scale (DJGLS) and the developers have 

conducted studies to test the measure and found it to be a reliable  and valid test for 

assessing social loneliness, emotional loneliness, and overall loneliness. It was 

originally developed in the Netherlands during the mid 1980s (de Jong Gierveld & 

van Tilburg, 1999; de Jong Gierveld & Kamphuis, 1985), and has since been 

validated and translated in many European and Asian countries (Grygiel, Humenny, 
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Rebisz, Świtaj, & Sikorska, 2013; de Jong Gierveld & van Tilburg, 2010; van 

Tilburg, Havens, & de Jong Gierveld, 2004; Leung, de Jong Gierveld, & Lam, 2008; 

Uysal-Bozkir, Fokkema, MacNeil-Vroomen, van Tilburg, & de Rooij, 2017). Uysal-

Bozkir and colleagues (2017) examined the psychometric properties as well as 

translating and validating the scale to investigate its validity cross-culturally using 

participants residing in the Netherlands who identified as coming from a migrant 

background. It was found that among all ethnic groups, the scale was internally 

consistent and was deemed to have adequate convergent validity. Latent structure 

analysis was also performed and confirmed the two loneliness subscales (Uysal- 

Bozkir et al., 2017). Thus, for both natives and immigrants, evidence demonstrates 

the DJGLS is a suitable measure. 

De Jong Gierveld and van Tilburg (2010), study also demonstrated the 

DJGLS is a valid measurement to use across many countries to assess the 

relationship loneliness had with various determinants. Identifying all the possible 

factors that may predict loneliness is not feasible as mechanisms underlying the 

interrelationships are difficult to decipher and many of the relationships are 

reciprocal nature for example, some physical health issues have shown to predict 

loneliness (e.g., Paúl & Ribeiro, 2009) while loneliness has shown to predict certain 

health issues (e.g., Hawkley, Thisted, Masi & Cacioppo, 2010). Similarly, mental 

health issues can predict loneliness just as loneliness can predict some mental health 

disorders (e.g., Dahlberg, Andersson, McKee, & Lennartsson, 2015; Jaremka et al., 

2013). However, the authors did observe significant regression coefficients for 

relationship status in both younger and older adults for emotional loneliness which 

supports Weiss’ (1973), assumption that having a spouse or partner can help protect 

people of all ages from feeling emotionally lonely. For older adults, relationship 
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status and number of children strongly correlated with social loneliness which again 

supports the distinction and need to have interventions in place to assist with each 

construct. In each country used in this study (France, Russia, Georgia,  Bulgaria, 

Germany, Netherlands, and Japan) both younger aged and older-aged participants 

who reported less than optimal health were significantly more likely to report 

experiencing social and emotional and social loneliness. This was true also for those 

who found it difficult to make ends meet in their household in five of the countries 

(France, Bulgaria Germany, Georgia, and  Russia) included in this study, thus 

congruent validity was supported in this study. Reliability coefficients also supported 

the good psychometric characteristics of social and emotional loneliness respectively 

and demonstrated reliability and validity for the subscales in each country considered 

in this investigation. If the authors had chosen a unidimensional scale for this study 

or asked a direct question e.g., “do you feel lonely?” it is likely that some 

experiences would not have been captured and the unique  outcomes for different 

ages, genders, and socio-economic backgrounds not observed thus, rendering it 

difficult to accurately identify the lonely individuals and later place them in the most 

suitable intervention.  

From another perspective, Reise and colleagues (2000), argued that too many 

factor analytic studies have been conducted which set out to prove scales are not 

unidimensional, even though this form has shown to be perfectly adequate for 

various applications throughout the years. They state that smaller group factors can 

sometimes be governed by one major or strong factor even when an instrument is 

thought to be multidimensional. Waller (1999), argued that there is a possibility for 

false or fabricated factors to be generated due to improper item-level factor analysis 

of dichotomous items. Also, the standard criteria for selecting the number of factors 
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originally developed for scale-level factor analysis can at times overestimate the 

number of factors when used in item-level factor analysis (please see Bernstein & 

Teng, 1989). Lastly, the authors suggest that there is potential for measures to have 

diverse item content when it has a degree of substantive breadth. Therefore, beyond 

what is caused by the general factor, smaller, secondary factors can nearly always be 

found within a measure that has two or more items that share variance. Reise and 

colleagues (2000), further argue that the strict assumptions of unidimensionality can 

only really be met if the construct is conceptually narrow (Cattell & Tsujioka, 1964). 

The authors conclude that measurements with a strong general factor do not need to 

be then split into different subscales as this can potentially be a waste of time 

contributing to the “seemingly endless proliferation of narrow-band construct 

measures” (Reise, Waller & Comrey, 2000, p. 294).  

Moreover, Cronbach (1951), suggested that the general factor is more than 

likely responsible for the majority of variance within a scale if it contains several 

underlying group factors but one main, strong factor. To summarise his findings, 

when examining a scale, its important to not jump to conclusions, just because 

underlying constructs can be found within a measure it does not automatically mean 

that the overall score of the measurement score is a weak indicator of the general 

factor that is shared among the items within the measurement. Therefore, it should 

not be assumed that multiple factors are potentially hindering the scaling of items on 

to a common factor. Rather than jumping to the assumption that a unidimensional 

measure is actually a multidimensional measure in disguise, it should be tested first. 

Bi-factor analysis and hierarchical factor solutions (Gibbons & Hedeker, 1992; 

Sabourin, Lussier, Laplante, & Wright, 1990) were developed and are now 

performed for this reason, to see if a scale is really multidimensional in nature. 
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However, whilst this may be true for other scales, I disagree that the DJGLS-

6 should be thought of as unidimensional. As made evident through this chapter and 

the systematic review conducted, emotional loneliness and social loneliness have 

unique causes and consequences. Although many have taken the unidimensional 

approach to loneliness, the evidence highlighting these distinctions makes it clear 

that these factors can potentially have serious health consequences which require 

tailored care. It would be of very little benefit to capture one dimension without the 

other for research, service use and those needing suitable interventions. Factor 

analytic studies have also supported this perspective, with many researchers arguing 

that as the two latent constructs have shown to be only moderately correlated, 

distinguishing between social and emotional loneliness is superior to unidimensional 

perspectives (Liu & Rook, 2013). Therefore, this strong evidence coupled with the 

growing concern surrounding loneliness due to the serious mental and physical 

health effects it can lead to  (Hunter, 2012) it is time to acknowledge this distinction 

and work on clarifying how the subtypes can be predicted and what are the 

individual risks of social and emotional loneliness. For this it is imperative to have in 

place a suitable measure, capable of assessing both subtypes reliably, and can also be 

employed to establish the predictors and risks of these subtypes.  

 

Testing the DJGLS-6 Structure 

As stated previously, chapter 2 carried out a systematic review of the DJGLS-

6. It was shown to be a valid, reliable, and robust test for assessing the two loneliness 

subfactors. However, only 2 papers were found that has examined the factor 

structure. Surprisingly, such a widely used scale has only been examined twice and 
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only by the original develops. According to Reise and colleagues (2000), if a scale is 

believed to be inadequate, such as not providing scores deemed to have acceptable 

degree of internal consistency, then a revision of that scale should be conducted. In 

addition, there may be a lack of evidence to support the generalisability of the scale 

across different samples or the structure fails to assess the structures originally 

advertised by the developers of the scale (e.g., a scale proposed to have two 

dimensions but was only unidimensional). Another purpose for revising a scale is 

inadequate construct representation (West & Finch, 1997). Whilst I have found no 

evidence to suggest the DJGLS-6 is inadequate or the authors are misrepresenting its 

robustness, the lack of testing justifies further examining. Furthermore, Reise and 

colleagues (2000) also suggest that in order to grow our understanding of a scale’s 

true psychometric properties and further establish its validity, revisions of the scale 

should regularly be considered. As the aim here is not only to support the 

multidimensional nature of loneliness but also propose appropriate assessment 

methods to test this, revision should be considered to ensure the DJGLS-6 is 

capturing this view. 

Moreover, the term validity has been described as assuming the scale’s factor 

structure and item content represents and is consistent with what has previously been 

stated regarding the construct, in particular what the original scale developers 

proposed the objective of the measure to be (Reise, Waller & Comrey, 2000). 

Validity also suggests the scale is both clearly interpretable and could scale people 

along one or more related dimensions as near to precise as possible (Reise, Waller & 

Comrey, 2000). A degree of ambiguity exists regarding the factor structure of the 

DJGLS-6 scale and as the evidence linking loneliness to various mental and physical 

health issues mounts the need for sound measurement tools also increases.  
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Analysing the Factor Structure  

Buz and Adanez (2013),  adapted and translated the original 11-item scale for 

use on older aged Spanish participants. The psychometric properties of the scale 

were examined using the Rasch model. The authors found overall that the convergent 

and discriminant validity was moderate and reliability levels were deemed 

satisfactory. However, Tomás and colleagues (2017), found that in the past 

researchers have sometimes neglected to test and compare alternative models when 

examining the factor structure that have previously been  proposed and further 

mentioned that past studies argued that a two-factor model is not the best fitting 

model. Chapter 2 supported this, showing very few studies have examined all factor 

structures proposed. Even less evidence exists to support the multidimensional 

structure of the shortened DJGLS-6. This chapter will address this. For this, it will be 

ensured the most appropriate form of analysis is performed.  

One multivariate statistical analysis technique known as structural equation 

modelling (SEM), uses both multiple regression factor analysis to test the association 

between latent factors with a measured variable (Bollen, 1989). To be able to 

investigate whether  the proposed structure of a construct is consistent with a 

researcher’s assumptions and to test whether the data used fits a hypothesised 

measurement model, confirmatory factor analysis (CFA) can be employed. CFA is a 

type of factor analysis researchers can employ in order (Kline, 2011). SEM software 

can be used to perform this analysis for testing structures. CFA is similar to 

exploratory factor analysis (EFA). In EFA all measured variables can be linked to 

every latent variable. This data is explored to inform researchers of the number of 

https://en.wikipedia.org/wiki/Factor_analysis
https://www.statisticssolutions.com/academic-solutions/resources/directory-of-statistical-analyses/exploratory-factor-analysis/
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factors that best represents the data (Knekta, Runyon, & Eddy, 2019). However, 

researchers can only specify the amount of factors needed and which measured 

variable is linked with which latent variable when using CFA thus, researchers can 

either reject or accept the measurement theory. The DJGLS-6 factors are clearly 

stated and as the aim is to support this proposed structure, CFA would appear to be 

the best method for examining the psychometric properties of the scale. That said, 

bifactor modelling may be a suitable alternative to testing the proposed structure.  

According Holzinger and Swineford (1937) bifactor modelling was initially 

developed for measurement data. It is a form of confirmatory factor analytic 

modelling (Gibbons & Hedeker, 1992), later used on case of discrete item-response 

data. This model sets out to have each item load onto one overarching factor and no 

more than one secondary factor of interest. It is said to have unlimited 

dimensionality and rotational invariance which gives this method an advantage over 

unrestricted exploratory item factor analysis model. Gibbons (2014), explains that 

the subdomains are assumed distinct from each other. In addition, the model assumes 

that the specific domain and its shared association with the main factor, of which 

they are a part of, explain the intercorrelation of the items. According to Reise and 

colleagues (2010) this approach is similar to second-order modelling as they were 

both designed to although acknowledge possible multidimensionality, mainly 

measure a unidimensional construct. The authors also suggest that within this design, 

both the specific factors and main overarching factor challenge each other to see 

which can best explain the item variance. To summarise, this modelling technique 

provides researchers with the opportunity to directly assess whether specific 

dimensions that the main factor did not account for can explain a nonredundant 

amount of variance amongst items. 
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This technique may seem the most appropriate analyses to use in this chapter. 

Grygiel and colleagues (2016), supported the use of bifactor analysis for the DJGLS. 

Their analysis demonstrated the bifactor model best reflected the factor structure of 

the measure finding the model assumed that one general factor was highly reliable 

(total loneliness) and contained the two noted subfactors. In addition, the bifactor 

structure was also found to be invariant over time. Grygiel et al (2013) also used 

bifactor analysis to investigate the psychometric properties of the DJGLS and 

translate it into Polish. External construct validity was assessed using correlation 

with several external scales. Homogeneity and internal consistency analysis were 

used to test reliability and correlation with several external scales was used to assess 

external construct validity. Results showed no differences in item performance 

between the English and Polish versions of the scale and confirmed it captures both 

the emotional and social loneliness subdimensions which come under the 

overarching factor of total loneliness, making it a bifactor structure. Therefore, the 

Polish translation demonstrated a bifactor structure and contained good levels of 

construct validity, homogeneity, and internal consistency. However, these studies 

were conducted on the DJGLS-11, not the shortened 6-item version. For this chapter,  

preliminary testing using the bifactor approach failed on the DJGLS-6. Upon 

inspection, it was discovered that the 3 items for the emotional scale and the 3 items 

for the social scale may not be enough information provided to successfully run a 

bifactor analysis. It was concluded after such testing and a thorough examination of 

the relevant literature, an informed decision to conduct CFA on the DJGLS-6 was 

thought to be the most effective and appropriate mode of testing the shortened 

scale’s factor structure. 
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Aims 
 

As loneliness is now considered a growing concern for public health globally, 

valid, and reliable assessment tools are important and should be revised and tested to 

support and demonstrate the robustness of the scales. Therefore, the aim of this 

chapter is to conduct factor anylsis on the DJGLS-6 to ascertain whether the two 

factor solution is the most appropriate model for this scale, and to examine if the 

overall scale is reliable for measuring loneliness and it’s proposed subdimensions. 

 

Method 

Data 

Data from the Growth  from Knowledge (GfK) group project report for the 

ICD Survey was used. The GFK is a large European research organisation which 

provides consumer and market insights through data analytics (GfK, 2021). Data was 

collected for this in March 2017. The studies objective was to investigate the impact 

of traumatic events experienced in both childhood and adulthood. Participants were 

adults residing in the United States. 

Participants 

The GFK collected data using a nationally representative sample of US adults. This 

was done using a randomly recruited online research panel, through probability-

based sampling. For the inclusion criteria, participants had to have experienced at 

least one life event considered traumatic and be aged between 18 and 70 years at the 

time of taking the survey. Initially, 3,953 participants met the 
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Table 2 Demographic Characteristics of the Sample 

 N % 

Gender    

     Male 883 48% 

     Female 956 52% 

Relationship Status   

Married 1016 55.3%, 

Cohabiting with a partner 149 8.1% 

Single 428 23.3%, 

     Divorced 202 10.9% 

     Widowed 44 2.4%, 

Ethnicity   

White 1173 6.38% 

Hispanic 310 16.9% 

Black 217 11.8% 

Other (including 2+ races) 139 7.6% 

Education   

Bachelor’s degree or higher 585 31.8% 

College 558 30.3% 

Finished high school 528 28.7% 

Did not finish high school 168 9.1% 

Salary   

US$75,000+ 891 48.5% 

US$35,000-US$74,999 547 29.8% 

US$20,000-US$34,999 202 11.0% 

US$0-US$19,999 199 10.8% 

 Mean SD 

Age 44.55 14.89 

Note: SD, Standard Deviation 

 

 

inclusion criteria. From this, participants considered as valid cases were 1,839, 

giving an eligibility rate 46%. Females and other minority populations (Hispanic and 

African American) were intentionally oversampled, each at a ratio of 2:1. The 
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authors adjusted this to be representative of the entire United States adult population 

by weighting the data (please see Table 2 for Demographic Characteristics). 

Participants carried out surveys on-line and the median time of completion was 18 

minutes. No inducements were offered to participants, but they were given the 

opportunity to be entered into a raffle with the chance of winning prizes. The study 

received ethical approval (please see Cloitre et al., 2019). 

Measures  

Loneliness 

 

Participants completed the DJGLS-6 (de Jong Gierveld & van Tilburg, 2006). 

The scale  can be used to either assess overall loneliness, emotional loneliness and/or 

social loneliness. The authors chose to record both the scores of total loneliness, and 

the subscale scores, respectively. All 6 items were answered using a three-point 

Likert scale (1=Very much agree,  2=Somewhat agree, 3=Do not agree). Social 

loneliness was captured using three positively worded items while emotional 

loneliness was captured using three negatively worded items. The scale developers 

provided guidelines to score the items. Items were dichotomised to show the absence 

of loneliness (0) or the presence of loneliness (1). If there was agreement with the 

emotional loneliness items, this indicated item endorsement, whereas if there was 

disagreement with the social loneliness items, this indicated item endorsement. The 

internal reliability of the total loneliness scale (α = .81), emotional loneliness (α = 

.74) and social loneliness (α = .88) subscales were considered good for this sample.  

Analytical Plan 

Within a CFA framework, two factor analytic models were specified using 

Mplus 7 (Asparouhov & Muthen, 2012). The original three-fold application of the 
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scale (de Jong Gierveld & Kamphuis,1985) was used as a bases for the models 

tested. Model 1 is a one-factor solution where all the items from DJGLS-6 load onto 

one latent variable (Loneliness). Model 2 is a two-factor correlated model where 

social loneliness (items: 4, 5 & 6) and emotional loneliness (items: 1, 2 & 3) 

represent two latent variables. These are shown in Figure 2. Conducting such tests 

should ensure that the most accurate and appropriate dimensional representation of 

loneliness is identified. In addition, according to Brown and Moore (2012), using 

CFA to identify a good-fitting dimensional structure should be carried out before 

attempting to conduct further planned analyses such as regression, which involves 

specifying structural relationships among latent variables. 

 

 

 

Figure 2 Diagram of Factor Analytic Models of the Loneliness Items 

Note: Dashed Factor Loading Represents the ‘Modified Two Factor’ Model. 

 

Weighted least squares mean variance adjusted (WLSMV) estimator was 

used to estimate all models. Model fit was then assessed using various fit statistics; 

comparative fit index (CFI)  (Bentler, 1990);  chi-square statistic, the root mean 

square error of approximation (RMSEA; Steiger, 1990); the Tucker–Lewis index 
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(TLI; Tucker & Lewis, 1973); and the standardized root mean square residual 

(SRMR) as recommended by Jackson, Gillaspy, and Purc-Stephenson (2009). 

RMSEA is an absolute fit index, which essentially examines how far a hypothesised 

model is from a perfect model. In contrast, TLI and CFI are incremental fit indices 

which compare the fit of a hypothesised model with a baseline model (i.e., a model 

with the worst fit). The application of these fit indices relies heavily on a set of cut-

off criteria. Both Browne and Cudeck (1993), and Jöreskog and Sörbom (1993), 

recommend that an RMSEA value of < .05 demonstrates a “close fit,” and < .08 

indicates a reasonable model–data fit. Past research conducted by Bentler and Bonett 

(1980) stated that TLI > .90 suggests an acceptable fit. However, Marsh and 

colleagues (2004), believe that these markers are mostly based on experience and 

intuition as apposed to any real statistical justification. Hu and Bentler (1999), 

assessed the rejection rates under correct and mis-specified models through a 

simulation study. They applied numerous cut-off values for various fit indices, 

including RMSEA, TLI, and CFI with the aim of addressing the lack of statistical 

justification for earlier recommendations. The authors recommended that an RMSEA 

which is less than .06 and a TLI and CFI larger than .95 suggests relatively good 

model–data fit in general. Hu and Bentler’s suggested cut-off points have been 

adopted in many SEM practices performed today.  

 

 

 

 

 

 

https://link.springer.com/article/10.3758/s13428-018-1055-2#ref-CR10
https://link.springer.com/article/10.3758/s13428-018-1055-2#ref-CR20
https://link.springer.com/article/10.3758/s13428-018-1055-2#ref-CR7
https://link.springer.com/article/10.3758/s13428-018-1055-2#ref-CR17
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Results 
 

 

 

Table 3 

 Descriptive Statistics for the DJGLS-6 Items 

Item Mean (SD) 

General sense of emptiness 1.43 .65 

Miss having people around 1.56 .67 

Often feel rejected 1.39 .63 

People to rely on 1.78 .77 

Trust many people 1.91 .79 

Feel close to people 1.70 .74 

Note: SD = Standard Deviation   

 

 Descriptive statistics at the item level are presented in Table 3. The fit statistics 

are reported in Table 4 for all models. The two-factor model produced the highest TLI 

and CFI values and these exceeded the .90 cut-off. It also had the lowest chi-square 

values and RMSEA, indeed the upper RMSEA confidence interval was smaller than 

the lower confidence interval for the next best-fitting model. Based on this, the two-

factor model was considered the best model. In addition, all models produced chi-

square values that were high relative to the degrees of freedom, but although the chi-

square was statistically significant, however according to Tanaka (1987) as the sample 

size was quite large, the model should not be automatically rejected. 
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Table 4 

 Comparison of Alternative Models and Fit Indices 

Model X2 df   P CFI TLI RMSEA (90% 

CI) 

One Factor 881.447 9 < .001 .943 .905 .231 (.218 – 

.244) 

Two Factor 111.903 8 < .001 .993 .987 .085 (.071 – 

.099) 

Two Factor Modified   53.512 7 < .001 .997 .993 .061 (.046 – 

.076) 

Note: CFI = comparative fit index; TLI = Tucker Lewis index; RMSEA = root mean square error; CI = 

confidence interval. 

 

The RMSEA for the two-factor model in this analysis was considered too high 

to be considered acceptable. Based on this, the modification indices were inspected to 

determine if there were theoretically defensible model modifications that would 

significantly improve the model. Modification indices (MI) for each fixed parameter 

in the model indicate the expected decrease in the chi-square of that parameter was 

included in the model (Whittaker, 2012); a MI greater than 3.84 suggests that including 

that parameter would significantly improve the model. The MI indicated that adding a 

cross-factor loading, to let item 2 (“I miss having people around”) load on the social 

factor, as well as the emotional factor, would improve the model. The factor loadings 

and factor correlations for the modified model are presented in Table 5. The reliability 

of the emotional items was (=.74), social items was (=.87), and for the full scale 

(=.81) were all high. 
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Table 5  

Factor Loadings for the Modified de Jong Gierveld & Van Tilburg’s (2006) Model of the DJGLS-6 

 Factor 1: Emotional Factor 2: Social 

1. General sense of emptiness .87 (.02)       

2. Miss having people around .76 (.03)      .22 (.04)      

3. Often feel rejected .89 (.02)       

4. People to rely on  .91 (.01)     

5. Trust many people  .92 (.01)     

6. Feel close to people  .89 (.01)     

   

Factor 1: Emotional        1.00  

Factor 2: Social .60 (.02)      1.00 

Note. All factor loadings are statistically significant (p < .010). 

 

 

Discussion 
 

The primary aim for this chapter was to test the factor analytical models of the 

DJGLS-6. Based on previous research (de Jong Gierveld & van Tilburg, 2006), two 

models were specified and estimated, and the two-factor model was considered the 

best model. However, not all the items loaded significantly onto their assigned 

factors. The factor loading for Item 2 (“I miss having people around me”) on the 

emotional loneliness factor was positive, high, and statistically significant. However, 

it also loaded on the social factor, albeit the loading was modest (.22, p < .05). A 

reason for this could be simply how item 2 is worded. As presented in Table 5 the three 

social items were developed to capture the wider social connections of an individual 

(e.g., work colleagues) and the emotional to capture one’s feelings towards more 

intimate relationships (e.g., a spouse). Item 2 is phrased in such a way that it could be 

reflecting the satisfaction the respondent feels with the amount of relationships as 
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apposed to the quality of the relationships. De Jong Gierveld and van Tilburg (1999), 

acknowledged that the homogeneity of the scale is quite weak and that factors tend to 

emerge that could reflect both response bias associated with item wording and 

dimensions of social and emotional loneliness. 

That said, both the total DJGLS-6 scale scores and subscale scores 

demonstrated high levels of internal consistency and all the factor loadings for these 

models were positive and statistically significant. However, the two factors only had 

a moderate relationship (r= .60) as did de Jong Gierveld and van Tilburg’s (2006; 

Study 2) study (r=.42 - r=.53) indicating that these factors have acceptable 

discriminant validity. Overall, although the modified two factor solution was the best-

fitting model these findings should not be used to unequivocally reject the use of a 

single summed DJGLS-6 score. The factors were correlated, albeit modestly, but a 

more pragmatic approach may be to use both the total scale score and the modified 

subscales for future research.  

This examination had several limitations. First, the scale encompasses three 

negatively formulated items (EL subscale) and three positively formulated items (SL 

subscale) and possesses moderate correlations between factors; thus, caution should 

be applied when interpreting results. Second, the RMSEA of the two-factor model was 

found to be too high for the model to be considered acceptable and as item 2 loads 

poorly on both the social and emotional scale it would be expected that future studies 

acknowledge such findings and consider changing the item accordingly. Further, this 

chapter also used CFA to determine the best fitting model and some researchers have 

found problems with this method (e.g., Breivik & Olsson, 2001;  Tomarken & Waller, 

2003). Prudon (2015), argues researchers can be overly optimistic regarding the 

reliability when using the method and striving to validate scales. In addition, ss evident 

https://journals.sagepub.com/doi/full/10.2466/03.CP.4.10
https://journals.sagepub.com/doi/full/10.2466/03.CP.4.10
https://journals.sagepub.com/doi/full/10.2466/03.CP.4.10
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from the systematic review, very little research exists which examines the factor 

structure of the DJGLS-6 therefore leaving little opportunities to compare these 

results. It is recommended more in-depth investigations are conducted to compare with 

these findings, which in turn may prompt the developers to examine the 6 items 

currently listed. 

Conclusion 
 

With increasing evidence that loneliness is a risk factor for mental and physical 

health problems, attention has begun to turn to the measurements used to capture 

loneliness and its underlying dimensions. Having a valid and reliable way to 

assess both emotional and social loneliness is important for predicting how each 

dimension may uniquely affect mental and physical health issues, and 

inturn allow researchers and clinicians to identify and assist those who are most 

vulnerable to experiencing loneliness. Findings from both studies found the DJGLS-

6 to be a measure of loneliness, which is brief and bi-dimensional. This measurement 

can also be used as a unidimensional model, depending on the research question. 

However, the analysis failed to support previous findings concerning the robustness 

of the subscales and due to the lack of studies currently available that evaluate the 

validity and reliability of the DJGLS-6 further analysis is needed to ensure the strict 

and sufficient bi-dimensionality of the shortened de Jong Gierveld loneliness scale. 
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Chapter 4 

Demographic Predictors of Social and Emotional 

Loneliness 
 

 

Introduction 
 

The aim of this thesis is to use the past work that has been conducted in this 

area to help provide additional support and evidence to the view that loneliness is a 

multidimensional construct. The main purpose of this is to help develop more 

suitable treatment options and guide future research. The previous two chapters 

discussed the importance of having a valid and reliable measure that captures both 

social and emotional loneliness. In addition, the chapters discussed how loneliness 

and its subtypes uniquely effect mental and physical health outcomes. The historical 

pedigree of research literature has been noted as well as the relationship between 

loneliness and certain demographic variables such as age (e.g., Ong, Rothstein, & 

Uchino, 2012; Hawkley, Masi, Berry, & Cacioppo, 2006), and gender (Borys & 

Perlman, 1985; Pinquart & Sörensen, 2001; Wang, Fink, & Cai, 2008) although 

results remain inconclusive.  

Additional socioeconomic characteristics are now being considered by 

researchers to ascertain their unique impact on loneliness such as income, ethnicity, 

and place of residence. Yet how these factors affect emotional and social loneliness 

uniquely is even more elusive. According to Weiss (1973), different relationships 

require unique social provisions, all of which may be essential for individuals to 

avoid mental and physical health issues. In addition, he identified six provisions 
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(guidance, social integration, opportunity for nurturance, reliable alliance, 

reassurance of worth, and attachment). Since each factor has a distinctive underlying 

assumption, he proposed that relationships must be specialised in their provisions. 

Therefore, no single relationship can fulfil each need, however intimate relationships 

(e.g., spousal partnership) can help fulfil some of these needs. Weiss (1973) proposes 

that loneliness is the reaction to one missing a particular social provision. He states 

that underlying emotional loneliness is the social provision of attachment, whereas 

underlying social loneliness is the provision of social integration. He speculates that 

both emotional loneliness and social loneliness are distinct from overall/total 

loneliness in that they reflect specific relational needs emanating from relationships. 

On the other hand, loneliness reflects the subjective evaluation of actual and desired 

levels of satisfaction with one’s relationships. Therefore, each factor has a unique 

cause and consequence and requires unique interventions. To support the theory that 

emotional and social loneliness are related yet distinct factors, Dahlberg, and McKee 

(2014), conducted a study on correlates of between older aged adults and the 

loneliness subtypes. They found, being widowed, low-income comfort, non-receipt 

of informal care, low self-esteem, low well-being, and high activity restriction were 

significant risk factors for emotional loneliness. In contrast, social loneliness was 

predicted through being widowed, being male, low well-being, little contact with 

family and friends, low self-esteem, low-income, low activity, receipt of community 

care, and low perceived community integration. Hsu, Hailey, and Range (1987) also 

found support for this distinction through their study which examined the 

relationship between loneliness and depression. The participants included US 

students in US universities, and US clients diagnosed with depression, Chinese 

students in Taiwanese universities and foreign (Chinese-descent) students in US 
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universities. Their findings suggested that those who were diagnosed with depression 

were more likely to report feeling emotionally lonely. In contrast, Taiwanese students 

reported lower levels social loneliness relative to foreign students. This report 

suggests that emotional loneliness plays a prominent role in the development of 

depressive symptoms compared to social loneliness. Therefore, when examining the 

relationship between possible causal factors of loneliness it is important to ascertain 

the unique impact each predictor can have on either emotional or social loneliness to 

support future intervention efforts. 

Loneliness researchers often have a keen interest in specific population 

groups such as young adults (Rokach & Neto, 2000; Mahon, Yarcheski, Yarcheski, 

Cannella, & Hanks, 2006), older adults (Bishop & Martin, 2007; Medvene et al., 

2016), individuals with mental health issues (Lim, Gleeson,  Alvarez-Jimenez, Penn, 

& 2018; Stickley & Koyanagi, 2016) and the unemployed (Morrish & Medina-Lara, 

2021). The following chapter will attempt to examine such groups in an attempt to 

clarify what key demographics can predict loneliness through reviewing the 

literature on established correlates such as gender and age and additional factors such 

as education, race, and area of residence that although have been significantly linked 

to loneliness, have been considerably understudied in comparison. 

 

Gender 

Although the difference in gender and loneliness is one of the most widely 

examined relationships in loneliness research, some have argued that this area lacks 

a clear theoretical basis. According to Maes and colleagues (2019), researchers often 

take the same findings and recycle them to create different lines of reasoning which 
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results in contradicting hypothesis (Maes et al., 2019). For example, several studies 

have found that males experience loneliness more frequently than females. Franklin 

and Tranter (2011), support this claim finding men are significantly more at risk of 

experiencing loneliness than women. Flood (2005), found males tend to be lonelier 

than females from young adulthood through to old age. Males were also more likely 

to agree with the statements ‘people don’t come to visit me as much as I’d like,’ ‘I 

don’t have anyone I can confide in,’ ‘I often feel very lonely’ and ‘I don’t have 

anyone to lean on in times of trouble.’  

Several quantitative investigations in Australia have consistently reported 

variations concerning gender with the experience of loneliness, and how males are 

especially at risk of experiencing chronic loneliness (Franklin et al., 2018). Recently 

the Director of Lifeline warned that loneliness was the leading contributing factor of 

suicide in Australian men, with male suicide rates being three times higher than that 

of women. He also suggested that compared to women, men find it more difficult to 

discuss loneliness or look for assistance from a range of professional and informal 

sources (Franklin et al., 2018).  Flood (2005), supported this theory finding that 

married men are less likely to initiate and maintain social circles thus, resulting in 

them having fewer social skills and less support when compared to married women, 

who have significantly higher levels of support and better social skills in order to 

stay connected with old or initiate new friendships. 

Although these studies support males reported frequent feelings of loneliness, 

a hypothesis to support this has rarely been proposed. Koenig and Abrams (1999), 

proposed that females will be less lonely than males from adolescence through to old 

age. This theory has been justified by suggesting that though female and male youths 

in general do not spend a lot of time with their family members, when compared 
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with females, a steeper decline in family time has been observed in males. This 

logical argument has led to the belief that males are more vulnerable to experiencing 

loneliness. However, as stated previously, being alone and loneliness are different 

states. If males choose to be alone or not spend as much time socialising with their 

families, this does not necessarily mean they are distressed or troubled by this time 

apart.  

Victor and Yang (2012), carried out a case study on the prevalence of 

loneliness among adults in the United Kingdom and found that women reported 

significantly higher levels of loneliness compared to men. The theoretical notion 

proposed was gender differences emerge in adolescence and may be due to 

internalising problems (Romero & Epkins, 2008; Creemers, Scholte, Engels, 

Prinstein, & Wiers, 2012). The hypothesis denotes that adolescence is a critical time 

particularly for females as they tend to become more sensitive to the interpersonal 

aspects of socialising and are also believed to have more effortful control than males 

and more negative emotionality. Both these characteristics have shown to contribute 

to the developing internalising problems. There is not much evidence to support this 

theory however, because most work on this relationship have focused on the elderly. 

 It has been suggested that females find the transition to older age lonelier 

and more distressing than males. Pinquart and Sörensen’s (2001),support this 

assumption. Through investigating the difference between the genders in terms of 

psychological well-being in old age the authors reported that females tend to live 

longer and so are more likely to live alone after the death of a spouse, making them 

more vulnerable to feeling lonely. Cooney and Dunne (2001),  contradict this 

assumption however, arguing that males would have a more negative experience 

from widowhood or separation from their partner. As men age, their partner becomes 
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their main confident and many friendships tend to dissolve leading to loneliness. 

Although these findings on gender and loneliness are conflicting and theories have 

been proposed to explain why one gender may be more at risk than the other, some 

authors have found no differences at all. For example, Maes and colleagues (2019), 

conducted a meta-analysis involving almost 400,000 participants across the life 

course and reported mean levels of loneliness were similar for both genders. 

 

Emotional and Social Loneliness with Gender 

 

Studies that employed bidimensional measures have found males are more 

emotionally lonely than females and this has been observed in child (Junttila & 

Vauras, 2009; Hoza,, Bukowski, & Beery, 2000), teenanger (Maes, Vanhalst, van den 

Noortgate & Goossens, 2017; Acquah, Topalli, Wilson, Junttila, & Niemi, 2016) and 

adult samples (Junttila, Kainulainen, & Saari, 2015; Junttila, Vauras, & Laakkonen, 

2007). Although, females are reportedly more likely to be socially lonely during their 

teenage years  (Maes et al., 2017) and this continues into adulthood. The reason for 

this may be that males tend to engage in activities together that are activity based 

whereas females tend to prefer sharing feelings and experiences with their friends 

(Aukett, Ritchie, & Mill, 1988). Rose and Rudolph (2006) support this assumption, 

stating that females have more intimate and emotionally close relationships and 

prefer to engage in self-disclosure while men are less likely to converse like this. 

Clinton and Anderson (1999) examined how gender predicts the loneliness subtypes 

using black college students (N=100) enrolled in a predominately white university. 

For males, emotional loneliness negatively associated with having a reciprocated 

best friend. Emotional loneliness for females  was negatively associated with 
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perceived control. Such findings show the importance of having a form of 

assessment that is both two dimensional and  gender sensitive given the unique paths 

and experiences the loneliness subtypes between the genders. More work is needed 

to not only clarify the gender differences but understand the reasons underlying this 

distinction. 

Age 

Loneliness has become a key subject in policy and practice, social and 

gerontological research. Carstensen (1995), proposed the socioemotional selectivity 

theory which argued that social interaction serves an important and distinctive 

purpose throughout one’s life. This theory suggests that the motivation for social 

interaction comes from unique goals which include emotional regulation, basic 

survival, and information acquisition. Whereas the fundamental aim of social 

connection as an infant is probably to seek information, the focus on regulating 

emotions becomes more and more salient over the life span as the importance of 

other goals decline. For example, young people who focus on long-term goals and 

perceive their future as open, use their social network as a source of information. 

However, as individuals age, short-term goals take presidency and they perceive the 

future as more limited, therefore regulating emotions in the immediate situation has a 

pivotal role in social interaction. The author states that such limitations of social 

interactions and the subsequent decline in the number of social networks amongst 

older adults, demonstrates attempts of regulating emotions (Carstensen, 1995). This 

demonstrates why people feel lonely as we age but also how at different points over 

the life course, we have changing social needs which if not met can cause different 

outcomes i.e., emotional loneliness or social. 



130 
 

Much of the literature pertaining to loneliness and age has perpetuated the 

assumption that loneliness is universal among older adults (e.g., Zhou, Wang & Yu, 

2016; Yuan & Jia, 2019). However, Delisle (1988), noted that in general older aged 

adults lead relatively active social lives, and many keep in contact with family 

members such as their children. Furthermore, some researchers have found that most 

older adults expressed satisfaction with the quality of their relationships with loved 

ones and overall, those significantly suffering from loneliness are in the minority 

(Peplau & Perlman, 1982). Therefore, the experience of loneliness may lessen with 

age. In addition, Rokach (2000), used an 82-item loneliness questionnaire with the 

purposes of addressing the perception of social isolation and social detachment. 

Findings indicated that young adults experienced more intense loneliness than other 

age groups in the study and the seniors had the lowest score.  That said, prevailing 

evidence suggests that whilst loneliness may decrease with age, it begins to rise in 

later old age (Dykstra, van Tilburg, & de Jong Gierveld, 2005). Pinquart and 

Sörensen’s (2001), meta-analysis for example, indicated that while those aged 65 and 

older reported feeling frequently lonely, this number increased to almost 50 % of 

those aged 80 and over. Their report also suggests that low socioeconomic status is 

consistently linked with high rates of loneliness.  

Like gender, romantic relationships may be an important factor when 

examining loneliness and age, particularly for emotional loneliness in older persons 

when compared to younger adults, for older aged adults are more likely to have 

experienced marriage which, according to O’Bryant and Hansson (1995), may be 

sufficient to meet their emotional needs. In contrast, for younger adults who are less 

likely to experience a serious romantic relationship, a close friendship may be 

enough in preventing emotional loneliness. This theory is supported by Cutrona 
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(1982), who reported that the need for friendship was more of a risk factor among 

college students regarding loneliness than having the need for an intimate partner. 

Furthermore, Green and colleagues (2001), examined social network correlates of 

emotional and social loneliness in older adults and young college students. Their 

findings demonstrated that for older adults, closeness to members involved in social 

networks was related to social loneliness for older adults, whereas for college 

students, size and a ‘close other’ was associated with emotional loneliness. These are 

consistent with Carstensen’s (1995), theory that the quality of social connections is 

more important for older aged adults than the number of relationships which is more 

important for younger adults. Similar to findings with age, these results demonstrate 

that a ‘one-size-fits-all’ approach may not be the best perspective to take. What may 

mitigate loneliness for a young female may not work for an older aged male. 

Unfortunately, little research has been conducted on demographics and the loneliness 

subdimensions to date. 

Income  

 Hansen and Slagsvold (2015), suggest socio-economic status is a distal 

variable, which effects the more direct risk factors for loneliness. For example, those 

in higher earning positions may have stronger social skills and self-esteem which in 

turn results in more confidence making individuals more socially attractive. 

However, Bianchi and Vohs (2016), conducted a survey involving nearly 120,000 

participants from the US which aimed to ascertain whether income could predict the 

nature and frequency of social contact. They found that those with higher incomes 

spent more time alone and less time socialising overall. They also reported that those 

with higher incomes spent less time with family members. However, as stated 

previously, time spent alone does not automatically mean a person is lonely. In 
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contrast, one study found high socioeconomic status was associated with more 

friendship ties, friendship support, and a more diverse social network (Pinquart & 

Sörensen, 2001). Studies such as Savikko’s and colleagues (2005), have supported 

this claim, finding loneliness to be associated with lower socioeconomic status. In 

fact, difficulty meeting basic needs financially within the home environment and 

low-income levels have been associated with fewer opportunities to engage in joyful 

activities and can lead to chronic stress (Hawkley et al., 2008). Pyle and Evans 

(2018), supported these findings through investigating the circumstances and 

characteristics associated with loneliness. They found that those who were 

unemployed were more likely to report feeling lonely than those in employment. 

They also reported that those who were employed were strongly more likely to state 

they “hardly ever” felt lonely than those who were unemployed.  

Unemployment and loneliness have also been consistently linked to increased 

risks of affective disorders and anxiety (Comino et al., 2003). Qin and colleagues 

(2003), echoed these findings stating that identifying as unemployed, earning a low 

wage and being single are linked to a higher risk for suicide. Sorhagen and Wurster’s 

(2017), study examined how socioeconomic status can lead to maladaptive outcomes 

among teens and observed that low-income status predicted increased social 

dissatisfaction. However, Lauder, Sharkey, and Mummery (2004), conducted a 

survey of loneliness which contradicts these findings. The study sought to establish 

the extent of loneliness in a community sample and identify the factors that predict 

loneliness. Over 1000 participants were interviewed using measures which included 

the loneliness scale developed by de Jong Gierveld and Kamphuis (1985). The 

results suggest that one significant predictor of loneliness was having paid work in 

the last week. However, some researchers including Hansen and Slagvold (2015), 
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found that loneliness was unrelated to employment status and Roszkowski and 

Grable’s (2007), study failed to find a strong relationship between loneliness and 

either income or net worth. Strum and Gresenz (2002), also did not observe 

sufficient evidence supporting the theory that income inequality strongly predicts 

negative mental health or physical health outcomes. However, Polansky (1985), 

found that high-income mothers report feeling less lonely than very low-income 

mothers. Later, Mullins et al., (1991), reported that higher levels of loneliness were 

observed to be associated with low income and health problems for those aged 

between 16 and 65 years old. Furthermore, Steverink and colleagues (2001) found a 

small association between income and loneliness from a large German sample 

(N=4000) aged 40 to 85 years old. The authors reported that family income only 

significantly predicted social loneliness in male college students.  

Results for loneliness and income have shown to be somewhat inconsistent. 

One reason for this may be how most work done today in this area have viewed 

loneliness as unidimensional. For instance, it may be possible that both those earning 

a high income and those on a lower wage or not employed are both vulnerable to 

loneliness but one may be susceptible to experiencing social and the other emotional. 

An inidividual who is unemployed or in a low-paying part-time job for example, 

may not have the means to network and socilise outside the home, however, they 

may have more time to foster relationships within the home (i.e., with children 

and/or their spouse) therefore, they may be socially lonely, but satisfied with their 

close, emotional attachments. On the otherhand, those in the higher wage bracket 

may have more time to network and egage socially with people outside the home but 

do not have the opportunity to spend as much time with family due to time demands 

as a result of their profession. Thus, they would be more vulnerable to experiencing 
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emotional loneliness. The inconsitency in findings relating to income and loneliness 

may be due in part to the different measures used to capture loneliness. A measure 

that assesses the objective social circumstances rather than the subjective feelings 

may be captring loneliness for one group but not for another. It is recommended that 

more researchers test this relationship using similar methods and tools that capture 

both loneliness subtypes to ensure both ‘types’ are being tested for different income 

levels.  

Education 

Of the sparse research that has been conducted on education and loneliness 

results have generally suggested that the more educated an individual is, the less 

likely they are to experience loneliness (e.g., Domènech-Abella et al., 2019; Theeke, 

2010). Mirowsky and Ross (2007), suggest that this because greater educational 

attainment may enable people to obtain confidence and greater competence over 

their lives, and as a consequence, highly educated individuals may develop 

behaviours that increase healthy psychological states, social integration, and a 

reduction in experiencing loneliness in old age. This theory is supported by Bishop 

and Martin (2007), who found that higher educational obtainment is associated with 

reduced loneliness in later life as it is thought to reduce stress and increase social 

support. Savikko and colleagues (2005), also found loneliness was indeed associated 

with low education obtainment. Although the research regarding education has been 

fairly consistent what remains elusive is how different education levels relate to 

emotional, social, and total loneliness differently. For appropriate interventions to be 

developed this association requires a more in-depth investigation. 
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Urbanicity 

Past studies have also indicated that loneliness significantly varies depending 

on the characteristics of one’s area of residence (e.g., Scharf & de Jong Gierveld, 

2008). Empirical research has demonstrated that those who reside in deprived areas 

may increase the risks of feeling unsafe, dissatisfied, and lonely (Patsios, 2006; van 

der Meer, 2006). These findings are also true for the U.K. where loneliness rates tend 

to be lower in rural areas when compared with more urban environments (Victor & 

Scharf, 2005). Elsewhere, findings are more equivocal. For example, one report 

conducted in the Netherlands found that the effect of neighbourhood characteristics 

on loneliness was minimal (Moorer & Suurmeijer, 2001), another Dutch study 

conducted by Deeg and Thomése (2005), found a stronger correlation between 

loneliness and neighbourhood characteristics, with mediators being neighbourhood 

satisfaction and partner status. Moreover, Thomése and colleagues (2003), stated that 

the perceived quality of the neighbourhood is widely viewed as one of the most 

important factors mediating differences in loneliness levels today. The authors 

explain, that as mutual feelings and concern of community embeddedness rise, the 

risk of loneliness at the individual level will decline.  

 

Ethnicity 

Although little is known about the role race plays in the development of 

loneliness Wu and Penning (2015), reported that both race and ethnicity were 

significantly associated with loneliness particularly among immigrants.  However, 

Mullins and colleagues (1996), found no direct relationship between loneliness and 

race . Similarly, Page and Cole (1991), found no significant relationship between 
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race and loneliness. The relationship between ethnicity and loneliness warrants 

further investigation as research in this area has been relatively overlooked and of 

the limited attention given to this area results have been considerably mixed. 

 

Relationship Status 

According to researchers such as Simon and Barrett (2010), the successful 

achievement of developmental tasks such as establishing marriage or alternative 

long-term intimate partnerships is an important determinant of overall life 

satisfaction and subjective well-being. However, failing to establish and sustain a 

long-term intimate relationship can lead to serious negative effects (Kiecolt-Glaser & 

Newton, 2001). Throughout the lifespan a special meaning has been ascribed to a 

close, intimate bond with a partner which may act as a buffer to loneliness. 

According to Bernardon and colleagues (2011), those who are married and living 

with a partner reported feeling less emotionally lonely than those who were not in 

such relationships. DiTommaso and Spinner (1993), also reported that having a 

romantic partner was significantly linked to decreased levels of loneliness and was 

only weakly correlated with family loneliness and social loneliness. Similarly, Çeçen 

(2007), found that the lack of an intimate relationship correlated with romantic 

loneliness, but again not with family loneliness or social loneliness. Furthermore, a 

Polish study involving young adults aged 19 to 25 years found that single 

participants reported greater levels of emotional and family loneliness however, they 

did not show lower social loneliness than participants who were in a committed 

relationship (Adamczyk & Segrin, 2015). 
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 Moreover, researchers have consistently shown that married women are less 

likely to report feeling lonely than unmarried women, especially the unmarried who 

live alone (de Jong Gierveld & Raadschelders, 1982; Rubenstein & Shaver, 1982). 

One study involving participants from Poland ranging in age from 20 to 30 years 

examined the indirect effects of relationship status on life satisfaction through 

perceived social support (Adamczyk & Segrin, 2015). The authors reported that 

those who were single reported higher social and emotional loneliness. The study 

also found significant indirect effects for relationship status to life satisfaction 

through family, and emotional and social loneliness, and through feeling one has 

sufficient social support offered by family members and significant others. The 

authors conclude that being single may lead to higher loneliness and thus, deleterious 

effects to life satisfaction (Adamczyk & Segrin, 2015). However, some researchers 

have found that when health and socioeconomic status are controlled for, any effects 

of loneliness often reduce and, in some cases, disappear (e.g., Smith & Lipman, 

1972; Lemon, Bengtson, & Peterson, 1972). 

 

Demographics with Social Loneliness and Emotional Loneliness 

 

For the development of future interventions, it is not only important to 

ascertain what factors contribute to the risk of experiencing loneliness but also how 

different factors may result in experiencing different dimensions of loneliness. As 

shown very little work has been conducted which includes both loneliness ‘types’ but 

of those that do, there is evidence that unique demographics associate with distinct 

loneliness subtypes. For instance, de Jong Gierveld and van Tilburg (2010), 
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evaluated the shortened DJGLS found that both older aged adults and younger adults 

without a romantic partner scored significantly higher on the emotional loneliness 

scale than those who reported not having a partner. They also reported that a higher 

propensity for developing emotional loneliness was developed through lack of an 

intimate relationship, the absence of a routine obtained through sharing a household 

with a partner and missing the input of a partner for both the size and functioning of 

social groups. Further, they found that having children is important in the context of 

social loneliness for women, and women were less prone to feeling socially lonely 

than men after the effects of age, health, partner status and financial situation were 

controlled for. This article provides evidence that unique factors can lead to unique 

loneliness outcomes. At present however, there is a dearth of research concerning 

what groups are most vulnerable to experiencing each subtype. The goal of this 

chapter is to address this gap. 

 

Aims 
 

Holt-Lunstad and colleagues (2010) have warned that the risk of premature 

death associated with loneliness is comparable with other established mortality risks 

such as physical inactivity, smoking, obesity, and alcohol. It is now considered a 

serious public health issue. Gaining understanding into the possible independent 

pathways by which certain demographics may uniquely link to loneliness, social 

loneliness and emotional loneliness may in turn help guide future intervention 

efforts. Not only is the literature concerning the subtypes scant but to date, many 

studies carried out in this area have only investigated certain factors in isolation. For 

example, it is well established that there is an association between age and loneliness 
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(Yang & Victor, 2011; Pinquart & Sörensen, 2003), gender (Borys & Perlman, 1985; 

Wang, Fink & Cai, 2008), area of residence (Victor & Scharf, 2005; Havens, Hall, 

Sylvestre & Jivan, 2004), and marital status (Botterill, Gill, McLaren, & Gomez, 

2016) what is less known however, is what are the effects these factors along with 

less established correlates may have on social, emotional and total loneliness. 

Therefore, the aim of this chapter is to investigate a multitude of demographic 

predictors together with the aim of clarifying their impact on social loneliness, 

emotional loneliness, and overall loneliness respectively and in turn, help future 

researchers design a more suitable intervention for those who need it most. 

 

Method 

Data and Participants 

Data was provided via the GFK group project report for the ICD 2017 (please 

see Chapter 3).  

Measuring Loneliness 

The DJGLS-6 (de Jong Gierveld & van Tilburg, 2006) was used to measure 

feelings of social and emotional loneliness. In Chapter 3 of this report, factor 

analysis showed that one item, item 2 (“I miss having people around me”) belonging 

to the social loneliness factor did not fit the model and therfore the analysis failed to 

support the robustness of the subscales originially reported by the scale’s developers. 

Although Chapter 2 and 3 found it to be a valid and reliable scale, it is recommended 

this is considered when interpretating the outcome of this report (please see Chapter 

3).  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5546272/#CR60


140 
 

Analytic Plan 

To increase the number of observations for certain factors, values were 

grouped together. For example, age categories were used as apposed to testing age as 

a continuous varaible, as age groups rather than specific age values are 

predominatley used in the literature when loneliness is investiagted (eg., Yang & 

Victor, 2011; Shovestul, Han, Germine, & Dodell-Feder, 2020).  As noted earlier, 

this reflects how research has focused on emunerating the prevalnce of loneliness on 

particular categories of age, such as young adults or older adults (Rokach, 2000; 

Zhou et al., 2018; Yuan & Jia, 2019). However, classifying ages into distinct 

categories is not consistent across studies that have also investigated this relationship 

and there is no general agreement on the threshold used to define ages. A range of 

classifications and groupings are evident in previous studies due in part to some 

researchers employing different systems reflecting both the specific focus of 

individual studies and the age ranges included (Victor & Yang, 2012). Some studies 

have utilised broad age categories that act as proxies for specific “life stages” (e.g., 

40–59 years being “midlife” and 60+ years being “old age”) (e.g., de Jong Gierveld 

& van Tilburg, 2010; Pinquart & Sörensen, 2003). Another approach has been to 

differentiate specific populations into distinct subgroups (e.g., distinguishing the 

“younger adults,” those aged 18–34 years, from the “older adults,” those aged 35-59 

years old) (e.g., Franssen, Stijnen, Hamers & Schneider, 2020).  

 The dataset provided by the GFK group used for this particular study 

provided three options for analysing age; to use loneliness as a continuous variable; 

to group age into 7 categories (18-24, 25-34, 35-44,44-54,55-64,65-74,75+); to 

group age into 4 categories (18-29, 30-44, 45-59, 60+). Based on previous studies 

that investigated the relationship between age and loneliness, four age categories 
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were selected here. This choice of categorisation offers the opportunity for making 

comparisons with previous work in this area (e.g., Yang & Victor, 2011; Shovestul et 

al., 2020) and facilitates the statistical analyses by providing optimal sample sizes for 

each age group. According to Victor and Yang (2012), having numerous age 

categories could potentially pose analytical challenges, in terms of generating cells 

with sparse observations. In terms of the interpretation of results, the four age groups 

employed in the analyses approximate to broad life stages and will enable me to 

locate my work within the available literature where researchers have typically 

focused upon young adults, midlife, and old age. In addition, the household income 

variable was recoded from 21 categories to 5 categories, as again this is more in line 

with previous research in this area and allows for more optimal sample sizes when 

analysing the data. The variables ethnicity, education, relationship status and 

employment were recoded into binary variables with ‘white’ for ethnicity, ‘high 

school or less’ for education, ‘married or living with partner’ for relationship status 

and ‘not employed’ being coded as 0 and all other responses coded as 1 in their 

respective categories. 

The differences in loneliness, emotional loneliness and social loneliness 

scores were compared across the different sexes, age groups, ethnicities, area of 

residences, income levels, levels of education, marital status, and employment status 

using a series of one-way between group analysis of variance (ANOVA) and 

independent samples t-tests. Finally, a series of regression analyses were then 

conducted to determine if the predictor variables of demographics uniquely predicted 

social loneliness, emotional loneliness, and total loneliness.  
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Results 
 

A series of t tests were conducted on groups with only two response 

categories i.e., gender, urbanicity, relationship status, employment, education, and 

race to measure the differences each response had on social loneliness, emotional 

loneliness, and total loneliness, respectively. The means, standard deviations, and 

values are presented stratified by the predictor variables. One-way ANOVA tests 

were also employed to determine if the factors with more than two categories (age 

and income) were significantly different in terms of their mean scores on social, 

emotional, and total loneliness. 

 

Table 6. 

 Social, Emotional, and Total Loneliness Stratified by Age and Gender. 

Note: *=p<.05, **p<.01, ***p<.001; SD, Standard Deviation 

 

 

 

 

 

 

 Loneliness 

 

 Social 

Mean (SD) 

Emotional 

Mean (SD) 

Total 

Mean (SD) 

Gender    

Male 5.38(2.10) 4.19(1.54) 9.56(2.97) 

Female 5.35(2.11) 4.47(1.62) 9.82(3.13) 

 t(1811)=-.322 t=3.63*** t=1.68 

Coen’s d 0.015931 0.182113 0.084119 

Age (years)    

18-29 5.59(2.29) 4.72(1.64) 10.38(3.13) 

30-44 5.67(2.14) 4.46(1.64) 10.11(3.18) 

45-59 5.28(2.09) 4.34(1.64) 9.60(3.14) 

60+ 4.99(1.88) 4.09(1.37) 9.06(2.70) 

 F(3,1808)=9.66, p=.000 F(3,1809)=10.31, p=.000 F(3,1809)=1

4.54, p=.000 

Eta squared (η2) 0.018 0.017 0.024 
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Table 7 

 Social, Emotional, and Total Loneliness Stratified by Income and Urbanicity. 

Note: *=p<.05, **p<.01, ***p<.001; SD, Standard Deviation  

 

 

Table 8  

Social, Emotional, and Total Loneliness Stratified by Relationship Status and Employment. 

  Loneliness 

 

 

 Social 

Mean (SD) 

Emotional 

Mean(SD) 

Total 

Mean(SD) 

Relationship Status    

Married/Living with 

Partner 

5.26(2.08) 4.20(1.48) 9.46(2.97) 

Other 5.52(2.08) 4.64(1.71) 10.14(3.21) 

 t(1811)=2.59 t=5.85*** t=4.58** 

Coen’s d 0.124 0.277 0.218 

    

Employment    

Employed 5.36(2.11) 4.32(1.56) 9.67(3.07) 

Not Employed 5.37(2.09) 4.48(1.64) 9.84(3.10) 

 t(1810)=.12 t=2.13* t=1.16 

Cohen’s d 0.005 0.104 0.057 

Note: *=p<.05, **p<.01, ***p<.001; SD, Standard Deviation 

 

 

 

 

 

 

 Loneliness 

 

 Social 

Mean (SD) 

Emotional 

Mean (SD) 

Total 

Mean (SD) 

Income    

less than $19000 5.93(2.30) 4.72(1.74) 10.70(3.10) 

$20-34999 5.54(2.07) 4.44(1.64) 9.95(3.10) 

$35-59999 5.58(2.14) 4.59(1.59) 10.18(3.10) 

$60-99999 4.97(1.96) 4.17(1.49) 9.12(2.97) 

$100+ 5.11(1.99) 4.16(1.51) 9.25(2.94) 

 F(4,1807)=12.13, p=.000 F(4,1808)=9.22, p=.000 F(4,1808)=16.71, p=.000 

Eta squared (η2) 0.026 0.020 0.036 

    

Urbanicity    

Metro 5.35(2.10) 4.37(1.60) 9.70(3.08) 

Non-Metro 5.45(2.10) 4.34(1.53) 9.90(3.06) 

 t(1810)=2.59 t=5.85*** t=4.58** 

Cohen’s d 0.048 0.044 0.021 
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Table 9 

 Social, Emotional, and Total Loneliness Stratified by Education and Ethnicity. 

Note: *=p<.05, **p<.01, ***p<.001; SD, Standard Deviation 

 

 Table 6 shows there were significant differences between males and 

females for emotional loneliness but not for social loneliness nor total loneliness. 

Comparing the age categories across emotional loneliness, those aged between 30 and 

44years old displayed the highest levels of emotional loneliness, those aged 60 years 

or displayed the lowest levels (see Table 6). However, for social loneliness and total 

loneliness, young adults, those aged between 18 and 29 years, had scored the highest 

while again those aged 60 years and older scored the lowest result. In each age group, 

all factors were significantly associated with each loneliness subgroup. This result was 

similar to income with all significantly associating with emotional, social, and total 

loneliness (see Table 7). The highest level of social loneliness was the lowest income 

category (less than $19000 dollars per year) while those earning between $60,000 and 

$99,999 thousand dollars reported the lowest levels. The same result was found for 

total loneliness. However, those earning $100,000 dollars and higher had the lowest 

scores for emotional loneliness while those earning less than $19,000 again had the 

highest emotional loneliness levels. 

  Loneliness  

 

 

 

Education 

High school or less 

Social 

Mean(SD) 

 

5.43(2.18) 

Emotional 

Mean(SD) 

 

4.48(1.67) 

Total 

Mean(SD) 

 

9.90(3.13) 

Some college or higher 5.31(2.05) 4.30(1.53) 9.61(3.04) 

 t(1810)=1.20** t=2.40*** t=2.01 

Coen’s d 0.057274 0.114074 0.095910 

    

Ethnicity    

     White 5.22(2.03) 4.35(1.58) 9.58(3.08) 

     Other 5.48(2.15) 4.39(1.60) 9.86(3.07) 

 t(1810)=-2.70 t=-.44 t=-1.93 

Coen’s d 0.057 0.114 0.095 
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`  For urbanicity, significant differences between metro status and non-metro 

status were found for emotional loneliness and total loneliness but not for social 

loneliness. The same result was found for relationship status with significant results in 

both emotional and total loneliness, but no significant result was found for social 

loneliness. Significant differences were also found for employment but only for 

emotional loneliness. Differences in social loneliness were significant in education as 

were differences in emotional loneliness. However, no significant difference was 

found on whether the participant has been to high school or less or had attended college 

or higher, for total loneliness. No significant differences were found for ethnicity on 

any of the loneliness sub-groups.  

For the main analysis, a regression analysis was conducted on the following 

predictor variables: income, age, gender, urbanicity, relationship status, ethnicity, 

education, and employment status. Results are presented in Table 10. To examine the 

impact of these predictor variables on emotional loneliness, social loneliness and total 

loneliness scores, predicator variables were dummy‐coded. For example, participants 

who reported earnings of $19,000 or less for income and those who were between 18 

and 29 years in the age group were used as reference categories which allowed for 

testing of non-linear associations. Table 10 shows that gender only significantly 

predicted emotional loneliness. For age, those from 60 years and over significantly, 

negatively predicted social loneliness, emotional loneliness, and total loneliness. In 

addition, the 45 to 59 years category negatively predicted emotional and total 

loneliness however, the association was not as strong. For income, only earnings of 

$35,000-$59,999 negatively impacted scores for social loneliness. This category was 

not shown to influence emotional nor overall loneliness. In contrast, the $60,000-

99,999 variable, and earnings of $100,000 and above per year, did show to negatively 
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predict emotional loneliness scores. These results matched those for income and total 

loneliness, with the exception that earnings between $20,000 and $34.999 was also 

shown to negatively predict total loneliness, albeit not as strongly as the two highest 

income variables. For urbanicity, living in a non-metro area only had a significant, 

negative affect on total loneliness and for relationship status, the ‘other’ category was 

shown to negatively, significantly predict both emotional and total loneliness with 

emotional having the stronger score. Employment had a moderately significant affect 

on emotional loneliness, with those not employed scoring higher for emotional 

loneliness and no relationship was found for education on any of the loneliness 

subgroups but having attended some college or higher negatively predicted total 

loneliness. Lastly, the ‘white’ factor for ethnicity negatively predicted emotional 

loneliness, but no affect was found for both social and total loneliness.
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Table 10 

  Standardised Regression Coefficients for Models Predicting Social, Emotional and Total Loneliness Scores 

 Loneliness 

 

 

 Social 

B (se) 

 

β 

Emotional 

B (se) 

 

Β 

Total 

B (se) 

 

β 

Gender       

Male - - - - - - 

Female -.025 

(.103) 

-.006 .277 

(.077)*** 

.083 .257 

(.149) 

.040 

Age (years)       

18-29 - - - - - - 

30-44 .119 

(.157) 

.025 -.112 

(.118) 

-.031 -.103 

(.228) 

-.015 

45-59 -.227 

(.149) 

-.051 -.270 

(.112)* 

-.080 -.608 (.217)* -.092 

60+ -.543 

(.161)*** 

-.112 -.162 

(.121)*** 

-.170 -1.266 

(.233)*** 

-.178 

Income       

< $19000 - - - - - - 

$20-34999 -.355 

(.187) 

-.057 -.162 

(141) 

-.034 -.628 (.272)* -.069 

$35-59999 -.377 

(.172)* 

-.074 .004 

(.130) 

.004 -.453 

(.250) 

-.060 

$60-99999 -.932 

(.176) 

-.186 -.357 

(.133)** 

-.094 -1.401 

(.256)*** 

-.191 

$100+ -.822 

(.181) 

-.175 -.329 

(.136)* 

-.093 -1.278 

(.263)*** 

-.186 

Urbanicity       

Metro - - - - - - 

Non-Metro -.095 

(.152) 

-.015 -.054 

(.114) 

-.011 -.163 

(.220)* 

-.017 

Relationship status       



148 
 

 

Note: *=p<.05, **p<.01, ***p<.001; se, standard  error

Married/Living with 

Partner 

- - - - - - 

Other .061 

(.108) 

.014 .334 

(.081)*** 

.103 .333 

(.156)* 

.053 

Employment       

Employed - - - - - - 

Not  employed .031 

(.115) 

.007 .206 

(.086)* 

.061 .222 

(.167) 

.034 

Education       

High school or less - - - - - - 

Some college or higher .119 

(.109) 

.028 -.039 

(.082) 

-.012 .106 

(.158) 

.017 

Ethnicity       

White - - - - - - 

Other .079 

(.103) 

.019 -.150 

(.077)* 

-.047 -.095 

(.150) 

-.015 

       

R-squared .042  .056  .062  
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Discussion 
 

The aim of this chapter was to extend the literature on reported factors and 

demographics that have been associated with loneliness. Of particular interest was 

which groups are most likely to experience social loneliness, emotional loneliness, 

and total loneliness, respectively. The relationships and predictive capabilities each 

factor had with loneliness and its subgroups was analysed. Looking at each variable 

that produced significant relationships with loneliness and its subgroups, support was 

found for the distinction between social, emotional, and total loneliness; with some 

predictors producing significant results for one or two loneliness categories but not 

all three. Of the almost 2000 adults aged between 18 and 70 years residing in the 

USA used, gender was found to only be related to emotional loneliness with females 

scoring higher than males. Each age group was related to social, emotional, and total 

loneliness with those aged 30-44 years scoring highest for emotional loneliness and 

those aged 60 years and over scoring the lowest. For both social and total loneliness 

those aged 18-29 years scored the highest while again those aged 60 and above 

scored the lowest. Income was linked to all loneliness categories with those earning 

less than $19,000 scoring highest for emotional, social, and total loneliness. Those 

earning between $60 and $99,999 scored the lowest for emotional loneliness and 

total whilst those earning $100,000 and more had the lowest score for social 

loneliness. For urbanicity, only emotional and total loneliness were significantly 

linked with those living in a metropolitan area scoring higher for emotional 

loneliness and those in a non-metropolitan area scoring highest for total loneliness. 

Emotional Loneliness and total loneliness were also only linked with relationship 
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status with those in the ‘other’ category scoring highest for both. A significant 

association was also found for employment and emotional loneliness with those who 

are not employed scoring the highest. Education was linked to social and emotional 

loneliness with highest scores for those who attended high school or less. 

Interestingly, no association was found for total loneliness and education 

demonstrating the distinction between all three loneliness options, not solely 

emotional and social loneliness. Finally, ethnicity showed no significant associations 

with either emotional, social, or total loneliness. Also, each factor’s predictive 

capabilities on emotional loneliness, social loneliness, and total loneliness 

respectively, were investigated. 

 

Gender 

Regression analysis found females were more likely to predict emotional 

loneliness. The theory that females are more vulnerable to experiencing emotional 

loneliness is supported by Liu and colleagues (2020). Their longitudinal study 

investigated how males and females differ in their influence of loneliness and social 

isolation on depressive symptoms. Their study included college students (N=741) 

and they employed the UCLA loneliness scale (Russell, 1996) to assess loneliness. 

The authors included whether participants were an only child, have less than 

monthly contact with their friends and family members, do not come from Tianjin 

(where the university was based), had few friends, and participated in social 

activities less than weekly. Results revealed that for females, both isolation and 

loneliness can predict depressive symptoms. However, for males, only social 
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isolation predicted depressive symptoms. The authors conclude that males and 

females may require unique interventions when adjusting to college life.  

Several explanations as to why women have a higher propensity of 

experiencing loneliness, specifically emotional loneliness, have been put forward. 

For example, previous research has suggested that women may be more influenced 

by the emotional component of social relationships whereas men may be influenced 

more by the social component of relationships. For example, Allen and Oshagan 

(1995), proposed that males and females differ in their levels of needing social 

support and experiencing isolation, with females requiring more intimacy and males 

being more concerned with social ties. Stokes and Levin (1986), support this theory 

proposing the possibility that male and females may use different standards in 

evaluating whether they are lonely or not.  

However, this study found that being male did not significantly predict total 

loneliness, emotional loneliness nor social loneliness. This finding contradicts past 

research which has found that men report higher rates of social loneliness when 

compared to women (Dykstra & Fokkema, 2007; Green, Richardson, Lago & 

Schatten-Jones, 2001). Although past studies have supported the theory that women 

report they feel lonely more frequently than men (e.g. Dykstra et al., 2005; Aartsen 

& Jylhä, 2011;  Pinquart & Sörensen, 2001), which some authors believe is due to 

the greater prevalence of widowhood in  females (Drennan et al., 2008; Dahlberg, 

Andersson, McKee, Lennartsson, 2015; Victor, Scambler, Marston, Bond, & 

Bowling, 2006), the key word here may be reporting. With suicide in males on the 

rise (Hedegaard, Curtin, & Warner, 2018) and the high prevalence rate of men 

experiencing depression (Emslie, Ridge, Ziebland, & Hunt, 2006), the idea that men 

are frequently feeling lonely but may not feel comfortable disclosing that 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R18
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R20
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R44
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R65
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R65
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information is founded. It may be that certain notions of masculinity may be 

affecting how men report loneliness. For example, Eisler and Blalock (1991), 

suggested that committing to masculine values led to stress in relation to gender 

roles which resulted in dysfunctional and unhealthy behaviours for coping. Thus, 

strong adherence to a masculine gender role cognitive schema may possibly result in 

restricting certain types of coping strategies available to males in certain situations. 

In other words, men may find it difficult to express their need for support 

specifically emotional support when facing stressful situations. Further, Eisler and 

Blalock (1991) also reported that males are less likely to seek counselling as self-

disclosure of one’s vulnerabilities is not deemed acceptable by masculine ideology. 

The authors also found that although men are just as likely to experience emotions 

such as anger, joy, and sadness they are less likely to express these emotions. 

Therefore, although there may be a high level of males experiencing social 

loneliness, they may not feel comfortable disclosing it. 

Age 

Most studies on age and loneliness to date have focused on the elderly and 

even fewer studies have examined the relationship between various age groups and 

different ‘types’ of loneliness. The regression analysis performed for this chapter 

showed that those aged 45 to 59 years old and those aged 60 years and above 

reported significantly less feelings of emotional loneliness than those aged 18 to 29 

years. For social loneliness those aged 60 years and above were significantly less 

than those aged 18-29 years. Finally, those in the youngest group had significantly 

higher levels of total loneliness than both those aged between 45 to 59 years and 

those aged 60 years, with those in the latter group having a considerably lower 

loneliness score. Both van Roekel and colleagues (2010) and Luhmann and 
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Hawkleys (2016), findings lend support to these results, reporting elevated levels of 

loneliness in late adolescence and early adulthood.  

The common belief that older adults suffer from loneliness much more 

frequently than those in younger aged cohorts has been widely depicted and accepted 

for years. These results debunk this myth. Dykstra (2009), claimed that researchers 

have fuelled these misconceptions by being ageist, or by having displayed beliefs 

and theories claiming that older adults are naturally in the process of disengagement 

from society (Cumming & Henry, 1961). My work here suggests that this in an 

inaccurate picture of the older adults’ experience. However, a plethora of research 

has demonstrated that at any given time, at least twenty to forty percent of older 

adults report feeling lonely (de Jong Gierveld & van Tilburg, 1999; Savikko et al., 

2005; Theeke, 2009), and from five to seven percent report feeling intense or chronic 

loneliness (Steffick, 2000; Victor, Scambler, Bowling, & Bond, 2005).   

  However, Baltes and Carstensen (1996), put forward an interesting theory 

that older aged adults develop reactions and coping strategies, allowing for more 

successful adaptations to changed social realities. They may reduce their 

expectations and aspirations concerning social groups and social activities thus, 

diminishing feelings of loneliness (Baltes & Baltes, 1990). By contrast, younger 

aged adults are preparing for the future, hoping for more intimate social relationships 

such as a potential spouse, partner, and a family life, and generally seeking diverse 

social arrangements (Carstensen, Isaacowitz & Charles, 1999). Younger adults when 

compared to older adults may have greater aspirations for social success. They are 

more likely to seek a large social network and desire to be popular. Youths also live 

in an environment where they are continually socially compared with other young 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3303190/#R11
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3303190/#R41
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3303190/#R41
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3303190/#R50
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3303190/#R45
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adults and therefore, not successfully meeting these high social expectations may 

lead to loneliness (Nicolaisen & Thorsen, 2014).  

This is consistent with Shovestul and colleagues (2020), findings on their 

study on risk factors for loneliness, specifically age. They reported that not only is 

age the most important risk factor for predicting loneliness but that when further 

evaluations were conducted, loneliness was observed to peak at age 19 years. The 

high level of loneliness experienced by college students has also been observed by 

Shaver and colleagues (1985). Moreover, the finding that young adults may be more 

vulnerable to experiencing loneliness is particularly important when considered 

alongside the context of the development symptoms of psychopathology. Research in 

this area has found that psychotic disorders peak at around late adolescence/early 

adulthood (Kessler et al., 2007), which shares commonality with the age group that 

related to emotional, social, and total loneliness in my results. Other prospective 

studies have also supported this trajectory, with findings that the occurrence of social 

isolation around this developmental period can lead to later schizophrenia spectrum 

disorder diagnosis (Gooding, Tallent, & Matts, 2005; Kwapil, 1998). The impact of 

loneliness for psychopathology was not included in this study therefore any link 

between loneliness and psychopathology is based on past research. However, when 

considered with additional reports which has demonstrated that lonely individuals 

report feelings of alienation, low self-regard, anxiety, negative perceptions of others, 

emptiness, and hyper vigilance in suspected threatening situations (Perlman & 

Peplau, 1981; Tsai & Reis, 2009; Stokes, 1985), loneliness for this age group may 

serve as a particularly potent precipitant of negative mental health outcomes and it is 

recommended that researchers consider this connection in future works. 
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For each age group in this study the oldest age group (60 years and older) had 

the least impact on loneliness, social loneliness, and emotional loneliness. This 

observation is supported by research which has demonstrated that against the general 

perception, loneliness may in fact decrease with age. For example, Brittain and 

colleagues (2017), stated that over half of individuals aged 85 and older 

reported “never” feeling lonely while only two percent reported “always feeling 

lonely”. Furthermore, older adults have also reported higher satisfaction of contact 

with friends compared to younger aged groups (Nicolaisen & Thorsten, 2017). 

Although the presence of loneliness at any age should be considered a serious health 

risk, the results here strongly suggest that the current consensus is shifted from being 

seen as a solely elderly population problem to a more youth centred focus. 

Those aged 30-44 years also significantly correlated with social loneliness in 

this report. This relationship is unsurprising given that during this time, work and 

family commitments are at their peak meaning many middle-aged adults have young 

children who are strongly dependant on their parents, and many are also in their 

established careers. Although, they may be satisfied emotionally through quality 

family connections, there may be less time for engaging in social activities with 

friends resulting in social loneliness as apposed to emotional loneliness. Asghar and 

Iqbal (2019), stated that midlife is a period when adults felt lonely due to multiple 

changes in one’s life i.e., fluctuations in health, changes in family structure, and 

work demands. Such challenges may expose those individuals to multiple stressors 

which in turn can lead to loneliness. Furthermore, Franssen and colleagues (2020), 

recently explored the relationship between loneliness, demographic, social and 

health-related factors among young, early middle-aged, and late middle-aged 

participants. Their study found that contact frequency with friends, financial 
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imbalance and educational level and loneliness was only significant for younger 

adults. However, living alone, amount of neighbour contact, psychological distress, 

perceived social exclusion,  psychological and emotional wellbeing were associated 

with loneliness across all age groups. Ethnicity and loneliness were found among 

young and early middle-aged adults, compared to late middle-aged adults and 

employment status was associated with loneliness solely among early middle-aged 

adults. Perceived health and loneliness were only significant for late middle-aged 

adults’ and number of family contact and loneliness was only reported among early 

and late middle-aged adults. 

The relationship between age and loneliness might be explained through 

several mechanisms. For example, the socioemotional selectivity theory (Carstensen 

et al., 1999)  suggests that older adults focus their efforts on cultivating relationships 

with their closest contacts, and thus may be just as content and as connected, if not 

more, than younger adults who might require a higher quantity of relationships to 

achieve the same level of fulfilment. A 30-year prospective study lends support to 

this theory finding psychosocial outcomes at age 50 were predicted by 

the quantity of social interactions at age 20, and the quality of social interactions at 

age 30 (Carmichael, Reis & Duberstein, 2015). Other theories posit that expectations 

of socialising vary as individuals age and life circumstances change (Weiss, 1974). 

For example, while poor physical health may lead to a decrease in the ability to 

engage in social relationships in elder years, it is a more expected and normative 

experience as we age. However, for younger adults when there is an expectation to 

socialise, experiencing a prominent health issue may seriously impede on their 

ability to cultivate social connectedness. It’s important to note, this chapter only 

included participants up to 70 years old and while the range of ages are satisfactory 
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here, some studies have found that loneliness decreases with age and peaks again in 

much older years (Holmen, Ericsson, Andersson, & Winblad, 1992; Savikko et al., 

2005). This is an area that warrants further investigation. 

Income 

All income categories were less likely to predict social loneliness when 

compared with those earning $19,000 or less but only the income bracket of $35-

$59,999 was significant. This could be due to the extra time required in higher 

earning positions leaving less time allocated for socialising outside of work and 

home. Those earning less than $19,000 or less may simply not have the resources to 

participate in many social events. These results are supported by Dahlberg and 

Mckee (2014), who found that among other factors low-income was a significant 

predictor for social loneliness and emotional loneliness. Both those earning between 

$60-99,999 and earning $100,000+ were less likely to predict emotional loneliness 

compared to those earning $19,000 or less. Pinquart and Sörensen (2001), suggest 

that not only does insufficient income act as a barrier for utilising commercial social 

opportunities and paid services but also may prevent people from participating in 

activities, as well as reduce the capacity to return support received by others 

(Pinquart & Sörensen, 2001) 

Those earning $20-$34,999, $60-$99,999, and $100,000 and higher all were 

significantly less likely to predict loneliness. Although it is likely the explanation for 

this relationship is similar for both social and emotional loneliness interestingly, 

those earning $35-$59,999 was not significantly less than $19,000 or less and did 

score a slightly higher score for emotional loneliness, although not significantly. It is 

difficult to ascertain the reason for this as most research has focussed on low-income 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3979439/#R44


158 
 

and some have looked at higher earning individuals, but little research has been 

conducted on middle socioeconomic status’s experience with loneliness (Agnew 

1980; Andersson 1998; Cacioppo, Fowler & Christakis, 2009). Despite the lack of 

work in this area, one survey conducted by Pew research centre found that when 

considering annual income, 16% of participants with an annual income less than 

$30,000 reported feeling lonely all or most of the time, compared with 9% of 

middle-income and 6% of higher-income adults (Parker, Horowitz & Rohal, 

2018).  This may be partially explained by the satisfaction people feel regarding their 

annual income with the same survey also reporting that those who report feeling 

somewhat or very dissatisfied with their personal financial situation are significantly 

more likely to feel frequent loneliness  when compared with those who are satisfied 

with their finances. Further, 14% of individuals who disclosed they do not have 

enough income to live the kind of life they desire reported feeling frequently lonely 

or isolated, compared with just 5% of participants who claimed in the survey that 

they are earning enough of an income to live their ideal life. 

 

Urbanicity 

An aim for this chapter was to add to the existing body of literature by 

including the place and the environment in which people live as a potential 

loneliness vulnerability factor. Regression analysis showed that living in a metro area 

was more likely to predict total loneliness. No other significant relationship was 

found. TILDA report supported these findings, stating that those living in Dublin 

city, Ireland (where the data was collected) were less integrated and more isolated 

than those living in rural environments (Domènech -Abella, Mundo, & Rubio-
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Valera, 2019). This was true for both emotional and social loneliness in their report. 

A study conducted by Hall and Havens (1999), on loneliness and social isolation 

among older women in Manitoba (Canada) found participants invited to public 

forums stated that there was less isolation in rural areas, due to better opportunities 

for individuals to gather and interact. In contrast more urban areas were thought to 

be impersonal environments where people can feel alone although surrounded by 

others. Both supporting studies observed how individuals find rural areas better 

environments to feel integrated within the community leaving those less vulnerable 

to loneliness. According to Baker (2012), feeling less involved in one’s community 

was found to be significantly associated with developing loneliness (Baker, 2012). 

Furthermore, this negative relationship of living in a metro area is not limited to 

loneliness but also mental health in general with less robust evidence for a link 

between access to green space and mental health, (e.g., Lewis & Booth, 1992; 

Macintyre, Ellaway, Hiscock, Kearns, Der & McKay, 2003).  

Another explanation is the high crime rate experienced in metro areas relative 

to non-metro areas (Ladbrook, 1988; Frederick & Jozefowicz, 2018) has also been 

linked with a higher risk of developing loneliness. According to Kearns and 

colleagues (2015), individuals who report antisocial behaviour problems in their area 

are more likely to report experiencing loneliness than those who do not identify 

antisocial behaviour. Even with these theories, findings regarding differences in area 

of residence and their relationship to loneliness, emotional loneliness and social 

loneliness remains inconsistent. Whereas some indicate that rates of loneliness are 

higher in metro areas relative to non-metro areas others show greater loneliness in 

non-metro areas (Havens, Hall, Sylvestre & Jivan, 2004; Savikko et al., 2005). It is 

recommended that further investigations in this area are carried out as some studies 
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have shown experiences of loneliness varies even within urban settings with some 

finding rates tend to be higher in deprived urban communities than in the country as 

a whole (Victor & Scharf, 2005) and how area of residence independently relates to 

each loneliness sub-group. 

 

Relationship Status 

Relationship status was linked to emotional and total loneliness but not 

social. This result is also true for the regression analysis which showed that the 

variable indicating the participant was not married or living with a partner, very 

strongly predicted emotional loneliness, and moderately predicted total loneliness 

compared to the ‘married/living with partner’ variable. These results are not 

surprising and confirm the consensus that being in an intimate relationship acts as a 

protective factor against loneliness. As alluded to previously, social loneliness refers 

more to the quantity of one’s relationships while emotional loneliness refers the 

quality. Therefor, probably the most significant indicators as to whether someone is 

more likely to experience emotional loneliness relies on whether they are in a 

romantic relationship or not. As suggested by Dykstra and de Jong Gierveld (2004), 

an intimate relationship may also make individuals less vulnerable to social 

loneliness. The authors propose that many social activities take place on a “couple-

companionate basis” (p.142) and marriage allows for a wider network of friends and 

family members. Marital status was not identified as a predictor of social loneliness 

although it did predict emotional loneliness consistent with my findings. Drennan 

and colleagues (2008), study on the experience of emotional and social 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5546272/#CR60
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loneliness among older adults in Ireland found that while marital status was 

identified as a predictor of emotional loneliness it did not predict social loneliness.  

The findings in this chapter contradict Dykstra and de Jong Gierveld’s 

(2004), report however, that never-married older people (more so females) are less 

likely to experience emotional loneliness. They also found evidence for gender 

differences in relationships. They found for males’ marriage was not only more 

central to emotional well-being when compared to females but also plays a pivotal 

role in their involvement with groups. They further suggest that while males are 

more likely to find an intimate attachment in marriage, women also find protection 

from emotional loneliness in other close ties. Parenthood is more important for 

female social engagements whereas involvement in activities outside the home 

serves as the context for sociability for males. It is recommended that when looking 

at differences in marital status in the future, gender should be considered and more 

specific groups for marital status (e.g., divorced, widowed etc) to gain a more 

accurate picture. 

 

 Employment 

Employment was only related to emotional loneliness with those who are not 

employed producing higher scores. These results were replicated in the regression 

analysis with those not working moderately predicting emotional loneliness. 

Unemployment predicting loneliness is unsurprising as work is where most 

individuals spend much of their time outside the home, with many forming bonds 

with colleagues and many social events and gatherings are organised through work 

such as Christmas parties etc. These findings also compliment the results for income 
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with lower income groups and those who are unemployed having less access to 

social opportunities and resources (Pohlan, 2019). However, it was not expected that 

employment or lack thereof, would be linked to emotional loneliness rather than 

social.  

 It may be the sheer amount of time that individuals spend in work coupled 

with the lack of opportunities to socialise outside of ones home due to commitments( 

e.g., taking care of children etc) may place more importance on the relationships we 

develop in work than once thought. Many are employed in organisations for a 

significant length of time. During that time work can be stressful, unpredictable, and 

rewarding. These shared experiences over time may produce bonds with an 

emotional attachment as apposed to just social relationships. In other words, the 

quality of our relationships and the support we receive may play a pivotal role in 

how people navigate through their time at work successfully and act as a buffer, as 

apposed to just the number of colleagues we know. This theory compliments 

Carstensen’s (1995), hypothesis stated earlier.  

Jahoda’s (1982), theory argues that work provides both manifest (financial 

income) and latent functions (meeting psychological needs). He states that 

employment is pursued to attain both financial benefits and to meet ones’ 

psychological needs. These needs include developing a routine, strengthening ties 

with social reality, and sharing contact with others outside of the home. 

Unemployment consequently leads to not only financial deprivation but also 

negative psychological effects thus, reducing overall wellbeing. Whilst other social 

organisations such as family or participation in a social club satisfy these latent 

functions, none do so in combination with as significant a reason as earning a living. 

Evan and Banks (1992), study lends support to this theory finding that unemployed 
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youths had less access to latent functions when compared to an employed group, 

those enrolled in training schemes and fulltime students, and such differences in 

access was associated with poor well-being. Therefore, it is possible that the 

relationships we develop in work may play a bigger role in reducing emotional 

loneliness. 

Furthermore, Creed and Reynolds’ (2001), study found that employment 

made people more socially lonely than those who were unemployed but had regular 

paid work. This again was unexpected as according to Jahoda’s theory, those in 

employment are more socially integrated and time spent there should satisfy latent 

functions. The authors postulate that whilst workers in fulltime employment may 

experience latent/social provisions due to the demands of work as they may have less 

time to socialise outside of work. In contrast, those who are unemployed but have 

regular paid work are likely to have more time to socialise and develop a sense of 

purpose. They conclude that social loneliness may operate uniquely to the way latent 

functions meet needs through contact with the labour market.  

The authors used the social loneliness sub-scale of the social and emotional 

loneliness scale for adults (SELSA; Di Tommaso & Spinner, 1993). They did not 

include the emotional loneliness sub-scale so while a direct comparison cannot be 

made, it would be interesting to see if those who are employed may be more socially 

lonely but less emotionally lonely. Based on results here and the few studies 

investigating the relationship between employment and emotional and social 

loneliness, it is recommended that future studies consider investigating both the 

emotional and social loneliness subscales with more employment options such as 

part-time workers, retired and so on to gain understanding of this relationship further. 
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Education 

A recent report conducted by TILDA looked at loneliness, social isolation, 

and their discordance among older adults (Domènech-Abella et al., 2019). The report 

included many key demographics such as age, gender, area of residence and 

education and their relationship with social isolation and loneliness, respectively. 

The Berkman-Syme Social Network Index (Berkman & Syme, 1979) was used to 

measure social isolation and the UCLA (Russell, 1996) was used to measure 

loneliness. In addition, to capture any overlap that may have occurred between 

isolation and loneliness, the authors employed social asymmetry which is a construct 

that provides the distinction between those who may have a small number of friends 

but do not feel lonely. Results found that both for isolation and loneliness 

participants who had a third level education or higher were less socially isolated than 

those who had only a primary education or none. Those who reported having only a 

primary education or less reported feeling less socially integrated and the highest 

experience of social isolation. These results are consisted with my findings that both 

emotional and social loneliness showed a strong correlation with education, with 

those who obtained an only high school degree or less reporting the highest feelings 

of both emotional and social loneliness. However, no significant relationship was 

found with total loneliness nor did either education category predict any loneliness 

factor. These results highlight the distinction not only between emotional and social 

loneliness but also that total loneliness is distinct from the sub-groups. Of the few 

studies that have investigated loneliness and education (e.g., Theeke, 2010), findings 

suggest that lower educational obtainment is related to loneliness, supporting the 

results in this chapter. In addition, results here suggest that not only does continuing 

education provide opportunity to partake in social activities but also fosters an 
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environment where people feel supported. The significant relationship between 

education and being emotionally and socially lonely is expected given that 

individuals attending educational settings, particularly university, tend to meet those 

with shared interests and goals. It has also been suggested that low educational 

obtainment is related to living in a disadvantaged socioeconomic circumstance, 

which in turn can lead to chronic stress and a decreased quality of social relations 

(Hawkley et al., 2008). In addition, similar to the outcome for low income and 

unemployment, living in areas considered socioeconomically disadvantaged has also 

been significantly linked to having less opportunities for taking part in social tasks 

and/or events (Cohen-Mansfield, Hazan, Lerman & Shalom, 2016). Why this is not 

significant for total loneliness is unclear. Most studies to date use view loneliness as 

unidimensional whilst others have just included emotional or social loneliness. The 

relationship between education and subtypes should be investigated further to get a 

more in-depth evaluation of this association. 

 

Ethnicity 

Finally, for ethnicity, the only significant result was individuals who did not 

identify as white (‘other’) were less likely to predict emotional loneliness than 

individuals who identify as white. This finding may be due cultural reasons. For 

example, in their study on race and objective social isolation, Taylor and colleagues 

(2018), looked at the correlates of social isolation for older Non-Hispanic Whites, 

African Americans, and Black Caribbeans. They found that Non-Hispanic White 

individuals have significantly lower rates of participation in congregational support 

networks when compared with both Black Caribbeans and African Americans. 
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Previous research has supported this finding regarding religious participation overall 

and involvement with congregational networks which has demonstrated that Black 

Caribbeans (Taylor, Chatters, Woodward, & Brown, 2013) and Africans (Krause, 

2015) were less likely to be isolated from congregational members than non-

Hispanic White people. Furthermore, higher rates of solitary living for white elderly 

adults have been observed in comparison with African Americans (Johnson & 

Appold, 2017). Additionally, Taylor and colleagues (2018), found that African 

Americans and Black Caribbeans were less likely to live alone compared to Non-

Hispanic Whites. Their study also suggested that African American elders had higher 

rates of childlessness than Black Caribbean elders however, Non-Hispanic White 

elders had higher rates of childlessness than both African Americans and Black 

Caribbeans. This is important as many researchers have found that children, 

particularly adult children, play a pivotal role in providing everyday support to their 

elderly kin (Fingerman, VanderDrift, Dotterer, Birditt, & Zarit, 2011; Taylor, 

Mouzon, Nguyen, & Chatters, 2016), as well as care (Williams & Dilworth-

Anderson, 2002). This theory is also supported by Cudjoe and colleagues (2018), 

who found that Black and Hispanic older adults were less likely to experience social 

isolation in comparison to older white adults. 

The ongoing issue with examining the relationship between certain 

demographic factor and loneliness is that much of the research focuses on the elderly 

perspective as apposed to various age groups and ethnicity is no exception with most 

studies on loneliness and ethnicity using older aged adult samples (e.g., Kim, 1999; 

Tomaka, Thompson & Palacios, 2006). However, one study conducted by Priest and 

colleagues (2014), made an interesting observation that almost half of students 

reported high levels of ‘motivated fairness’ towards those from other cultural groups 
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and 69% reported positive racial/ethnic attitudes. As the data used in this chapter was 

collected in the United States, where white/Caucasian individuals are the majority 

(Statista, 2021) and others would be considered in the ‘minority’ category, it can be 

ascertained that youths in the ‘majority’ group may be motivated to be kinder to 

those considered in the ‘minority’ group thus reducing the experience of emotional 

loneliness and other loneliness categories. However, the study does highlight that 

racism is very much still prevalent in schools and this is just one explanation as to 

why emotional loneliness is higher for those who identify as white. Further research 

should be conducted in this area to clarify this relationship. 

 

Limitations 

One limitation for this study is its cross-sectional design, therefore the causal 

direction between emotional loneliness, social loneliness and total loneliness and its 

identified correlates cannot be determined. This study is also unique in that it 

examined many variables with three unique loneliness types. Due to the lack of past 

research to strongly support this chapter’s findings, it is recommended that more 

studies are conducted in this manner to strengthen our understanding of what groups 

are the most vulnerable to experiencing loneliness, emotional loneliness, and social 

loneliness uniquely. Further, many variables from the original data were combined to 

only two categories such as race, employment, and education due to the sheer 

number of factors being analysed. This may limit future recommendations for 

interventions as some groups may be coupled with others who need more assistance 

but were not identified. However, given the number of variables used and the 
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approach of employing three different loneliness categories this study brings us 

considerably closer in helping those who need it most. 

 

Conclusion 
 

 

“No person has ever walked our earth and been free from the pain of 

loneliness. Rich and poor, wise and ignorant, faith filled and agnostic, healthy and 

unhealthy, have all alike had to face and struggle with its potentially paralyzing  

grip. It has granted no immunities. To be human is to be lonely.” 

(Rolheiser, 1979; p. 9). 

 

 

This chapter not only highlights specific groups that are linked to and help 

predict loneliness but also further strengthens the notion that emotional loneliness, 

social loneliness, and indeed total loneliness are distinct yet related factors, which 

supports findings from previous related studies. This study will help build on past 

research of who needs interventions the most and what kind of intervention they 

require in order to help alleviate many suffering from loneliness and its distinct sub-

groups. 
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Chapter 5 

Trauma Exposure and the Development of Trauma-Related 

Disorders: The Mediating Role of Emotional and Social 

Loneliness 
 

 

 

Introduction 
 

 The introduction of this thesis discussed numerous theories regarding the 

development of loneliness. Chapters 2 and 3 aimed to systematically investigate and 

analyse the factor structure of the DJGLS-6 and establish that loneliness has two 

distinct yet related constructs (emotional and social loneliness). In Chapter 4, the 

predictors of the constructs were examined and discussed. Although anyone is 

susceptible to experiencing loneliness at some point during their lifetime, albeit with 

varying severity, the analysis revealed that some groups are significantly more at risk 

than others; for example, females, those who are unemployed, and young adults. 

Such findings add to the many questions surrounding loneliness i.e., what happens 

when one’s social needs are not satisfied? Are there unique adverse effects of social 

and emotional loneliness on one’s mental health and well-being, and if so, what are 

the theoretical underpinnings for these associations? The preceding chapter aimed to 

examine what factors are potentially associated with the loneliness subtypes. Here, 

the aim is to investigate how the subtypes can impact mental health outcomes. 

 

Loneliness has been shown to correlate with an array of clinical disorders, 

including depression, anxiety, and psychosis. In recent years, exposure to trauma has 

been a focal point for mental health research. Like loneliness, most people will 
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inevitably experience some form of trauma (Kessler et al., 2017), and whether it be a 

global pandemic, severe injury, war, natural disaster, or abuse in the home,  

unfortunately, there is no way to prevent such exposure. That said, not everyone will 

develop a clinical disorder from exposure to trauma. The previous two chapters of 

this thesis used data from a sample of adults residing in the USA (N = 1,839) that 

had experienced at least one traumatic event during their lifetime. For this chapter, 

the aim is to shed more light on the possible association between loneliness and 

trauma by identifying what underlying factors may influence the link between 

experiencing trauma and the development of stress-related disorders. More 

specifically, whether social and emotional loneliness has any effect, and if so, does 

the number of social connections one has lead to a different outcome than the quality 

of connections? The aim of this introduction is to examine just that and what role, if 

any, loneliness plays in the aftermath of traumatic events.  

 

The Impact of Trauma Exposure 

 

 The 5th edition of the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5) defines a traumatic event as “…actual or threatened death, serious injury, 

or sexual violence” (American Psychiatric Association, 2013, p. 271). According to 

the Florida House Experience (FHE: 2022), over half of those residing in the United 

States experience some form of trauma, with rates 10% higher for males than 

females. Unlike many clinical disorders, which can be linked to explanatory factors 

such as ethnicity or gender, the likelihood of experiencing some form of trauma is 
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more community-based. For example, mass shootings and natural disasters tend to 

affect the same community at once (FHE health, 2022).  

A wealth of literature has documented the impact of trauma exposure on 

numerous psychological outcomes, including depression (Kraaij & de Wilde, 2001) 

and posttraumatic stress disorder (PTSD: Breslau, Peterson, & Schultz, 2008). The 

relationship between trauma and such disorders may occur because when such an 

event happens, it can create a “psychological earthquake” (Bayer, Lev-Wiesel, & 

Amir, 2007, p. 5), destroying a person’s perception of safety and their general 

assumptions about the world around them (Bayer, Lev-Wiesel, & Amir, 2007). When 

these assumptions are stable, they provide a sense of security, but when a traumatic 

event causes these beliefs to be compromised, it can lead not only to psychological 

disorders (Janoff-Bulman, 1989) but also to immense loneliness (Kao et al., 2014). 

Although this theory offers a comprehensive explanation as to why an individual can 

develop psychological distress following trauma, it does not explain why some 

experiences cause severe distress while others do not. 

 Everyone will experience the loss of a loved one, and since time began, war, 

abuse, and the threat of experiencing a serious injury, illness, or death have been 

known. It is common for survivors of trauma to experience PTSD symptoms in the 

immediate aftermath of the event, but these symptoms for many have shown to 

significantly reduce around three months after the trauma occurred. The Cognitive 

theory (Beck 1972; Beck, Rush, Shaw & Emery, 1979; Ellis, 1997) posits that it is 

not the event itself but how an individual thinks about the event that makes the 

difference. For example, take the recent Covid19 pandemic; although this event 

created an environment of fear, uncertainty, and significant change for most, studies 
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have found that it has shown to be more distressing for those that believe there was 

some type of conspiracy at play compared to those that did not (Chen et al., 2020; 

Sallam et al., 2020). The event was the same, but the different interpretations about 

what caused this event evoked unique reactions. In other words, trauma disorders 

such as PTSD can develop if an individual processes or thinks about a traumatic 

event in a way that leads to feelings of a present and severe threat (Ehlers & Clark, 

2000). 

 

Childhood Trauma Exposure 

 

Although trauma experienced in both adulthood and childhood has been 

associated with a multitude of adverse mental health effects, some trauma experts 

have proposed that early traumatic events may be more detrimental when compared 

to those that take place in adulthood, as children may be less capable of coherently 

dealing with their responses (van der Kolk, 2003). Childhood trauma is an event or 

numerous events a child is exposed to which exceeds their coping ability (Pechtel & 

Pizzagalli, 2011). Such an event(s) can lead to high stress for a prolonged period, 

resulting in psychological and emotional pain. Traumatic events in childhood have 

been linked to depression, anxiety disorders, psychosis symptoms, alcohol 

dependence, and PTSD (van Nierop et al., 2018; Brady & Back, 2012). One study 

that examined the effects of sexual assault found that those who were first assaulted 

in adulthood were less likely to report subsequent drug and alcohol use disorders, 

major depression, and phobias than those assaulted in childhood (Burnam et al., 

1988). Later, Zlotnick and colleagues (2008) looked at prevalence rates of different 
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psychiatric disorders in those with the first onset of a potentially traumatic event in 

childhood compared with those with the first onset in adulthood and those with no 

history of a potentially traumatic event in a sample of Chileans (N=2359). 

Unsurprisingly lifetime exposure to a traumatic event was related to a higher 

probability of developing clinical disorders than no exposure. But interestingly, 

interpersonal trauma in childhood was significantly linked to PTSD, lifetime panic 

disorder, and agoraphobia relative to adult interpersonal trauma. Such results add 

further support that distinct disorders such as PTSD are related to traumatic events in 

childhood rather than in adulthood.  

 

PTSD  

PTSD has become a major focal point for research in the field of traumatic 

stress. The proposed criteria from the ICD-11 includes experiencing threatening or 

traumatic event(s) and subsequently developing symptoms from each of the three 

main elements (1) avoiding reminders of the traumatic event, (2) re-experiencing 

event(s) in the present-day with feelings of terror; (3) hypervigilance and/or 

exaggerated responses manifested from a current sense of threat, and symptoms must 

persist for several weeks (Maercker et al., 2013). PTSD is distinct from other 

psychiatric disorders in that it is the only disorder that requires experiencing a 

particular event. To be diagnosed, one must be exposed to some form or several 

forms of trauma, defined by the ICD-11 as “an extremely threatening or horrific 

event or series of events”(Cloitre, 2020, p. 129). 

 Moreover, McGowan’s (2019) review identified three studies that examined 

the economic cost of PTSD and reported that all studies found that the disorder costs 
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a substantial amount due to factors such as medical service use, unemployment, loss 

of productivity, and sick leave. The economic burden of PTSD, coupled with the 

severe distress and impact the disorder can have on an individual, clearly 

demonstrates the need for effective approaches to prevent and treat this disorder. 

However, current options for treating PTSD have shown to be relatively ineffective 

(Krystal et al., 2017), and considering that most individuals will experience some 

form of trauma (Benjet et al., 2016) yet only a minority of individuals will develop 

PTSD (Atwoli, Stein, Koenen & McLaughlin, 2015) with prevalence rates across 

different countries ranging from 3.4% to 6.7%  (Cloitre et al., 2019; Hyland et al., 

2020a; Hyland, Karatzias, Shevlin, Cloitre & Ben-Ezra, 2020b) interest is now 

shifting towards identifying the possible factors moderating the association between 

experiencing trauma and the development and persistence of PTSD symptoms. 

 Factors associated with an increased risk of developing PTSD include 

heightened anxiety-type symptoms (Hyland et al., 2017; Knefel & Lueger-Schuster, 

2013), single-incident exposure to trauma in adults (Kassam-Adams & Winston 

2004; Kenardy, Spence & Macleod, 2006; Cloitre, Garvert, Brewin, Bryant & 

Maercker, 2013), and being repeatedly exposed to the same traumatic experience (El 

Sarraj, Punamaki, Salmi, & Summerfield, 1996; Mollica, McInnes, Poole, & Tor, 

1998; Glück, Knefel, Tran, & Lueger-Schuster, 2016). It is common for those with a 

history of experiencing trauma to experience multiple traumatic experiences 

(Kessler, 2000). Cloitre et al. (2009) propose that survivors of domestic abuse, 

genocide, and childhood trauma, in particular, are more likely to experience repeated 

or multiple forms of trauma and such repeated exposure can lead to complex 

symptoms. Not only do survivors of this form of trauma report symptoms of PTSD 

but many have reported additional complex symptoms leading the World Health 
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Organisation (WHO) to propose a “sibling” disorder: Complex PTSD (Maercker et 

al., 2013). 

 

Complex PTSD 

Complex post-traumatic stress disorder (CPTSD) is now marked in the ICD-

11 by symptoms of PTSD (re-experiencing, startle, nightmares, hypervigilance, and 

avoidance) with the addition of “disturbances in self-organisation” (DSO) 

characterised by affective dysregulation, negative self-concept, and disturbances in 

relationships (Karatzias et al., 2017). The disorder is a relatively new concept and 

WHO’s recognition of this distinction between PTSD and CPTSD allows for access 

to important information regarding repeated forms of trauma, in particular, for adult 

survivors of childhood abuse and neglect (Mandeville, 2020).  

Herman (1992) was one of the first to separate PTSD from CPTSD. She 

suggested that stress related to interpersonal trauma led to problems with self-

organisation, independent of PTSD symptoms. A diagnosis of PTSD is more likely 

after going through a single traumatic event, whereas CPTSD is more often 

associated with repeated or ongoing traumatic experiences (Karatzias et al., 2017) 

with prevalence rates across numerous countries among the general adult population 

approximately ranging from 3.8% to 7.7% (Cloitre et al., 2019; Hyland et al., 2020a; 

Hyland et al., 2020b). 

   Since its inception, data has been accumulating which indicates the strong 

association between CPTSD and childhood trauma relative to other clinical 

disorders. For example, it has shown to be significantly associated sexual abuse 

https://www.ptsd.va.gov/professional/treat/essentials/complex_ptsd.asp
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experienced in childhood (Karatzias et al., 2017; Hyland et al., 2017), and 

experiencing multiple types of traumas in childhood (Karatzias et al., 2017; Cloitre 

et al., 2013;). It has also been linked to increased psychological and functional 

impairment  (Elklit, Hyland, & Shevlin, 2014), and elevated symptoms of anxiety 

and depression (Karatzias et al., 2019). Females who experienced both sexual and 

physical abuse are said to be especially vulnerable, as being exposed to multiple 

forms of interpersonal trauma heightens an individual’s chances of developing 

CPTSD symptoms and suicidal behaviours (Herman, 1992; Hyland et al., 2017). 

While children exposed to trauma are particularly at risk for developing CPTSD it is 

important to note that childhood traumatisation has been linked to PTSD (Yehuda, 

Halligan & Grossman, 2001; Daniels, Lamke, Gaebler, Walter & Scheel, 2013; 

Jiang, Postovit, Cattaneo, Binder & Aitchison, 2019) and adulthood trauma linked 

with CPTSD showing high prevalence rates among emergency response workers 

who are repeatedly exposed to life-threatening occurrences (Langtry et al., 2021; 

Brewin, Miller, Soffia, Peart & Burchell, 2020). 

Although CPTSD comes with its own set of symptoms, there are some who 

believe the condition is too similar to PTSD (and other disorders related to trauma) 

to warrant a separate diagnosis (Resick et al., 2012). There is also controversy 

surrounding the clinical utility of CPTSD as a disorder. Resick and colleagues (2012) 

conducted a review of research on CPTSD and concluded that the results were too 

weak to support a distinct diagnosis. However, despite these criticisms, the 

distinction between PTSD and CPTSD has been observed in many trauma samples 

including those who have survived rape, domestic violence, traumatic bereavement 

(Elklit, Hyland, & Shevlin, 2014), and those exposed to interpersonal violence 

(Cloitre et al., 2013). This distinction has been demonstrated in both children and 
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adult samples also (Haselgruber, Sölva, & Lueger-Schuster, 2020; Karatzias & 

Cloitre, 2019).  

Furthermore, the qualitative distinction was found in one study that 

investigated the concept and measurement of the two disorders involving clinical 

samples across Lithuania, Germany, the United Kingdom, and America (Karatzias et 

al., 2017). The report used the international trauma questionnaire (ITQ; Cloitre et al., 

2018), which is a recently developed self-report measure of ICD-11 PTSD and 

CPTSD symptoms (23 items; 7 PTSD and 16 DSO items). Valid and reliable scores 

for the ITQ were observed across all countries involved in this study and PTSD was 

shown to be distinct from CPTSD. Importantly, regarding the functioning of 

survivors, CPTSD was reported to be more debilitating and more commonly 

observed than PTSD. In addition, Redican and colleagues (2021) conducted a 

systematic review of studies that examined the latent structure of the ITQ. Of the 33-

factor analytic and mixture modelling studies included, results suggested two models 

best represented the latent structure; a correlated six-factor model (avoidance, threat, 

re-experiencing, affect dysregulation, disturbed relationships, and negative Self 

concept) and a two-factor second-order model (PTSD and DSO). Overall, many of 

the studies supported the distinction between PTSD and CPTSD, and the ITQ is a 

valid measure for ICD-11 PTSD and CPTSD (Redican et al., 2021). While the 

symptoms of PTSD remain a core component of CPTSD symptoms, CPTSD has 

been shown to lead to poorer treatment outcomes (Cloitre, Petkova, Su, & Weiss, 

2016). Therefore, as with acknowledging the distinction between the loneliness 

subtypes, acknowledging the distinction between CPTSD and PTSD may lead to 

more effective treatment and preventive strategies. As Mandeville (2020), states 

failure to acknowledge the main symptoms associated which CPTSD can cause 
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frustration for trauma clinicians when diagnosing patients and may hinder treatment 

and much-needed research in this field.  

Moreover, although both PTSD and CPTSD have repeatedly been 

documented as direct outcomes of various traumatic events, they are of course not 

guaranteed outcomes. In fact, some authors have postulated that not only is it 

possible for people to avoid developing a disorder but may potentially experience 

positive effects from the traumatic event (Bush, Skopp, McCann & Luxton, 2011). 

However, the mechanisms that determine whether or not such effects may occur are 

still unknown. 

 

Post Traumatic Growth 

Some researchers have found that traumatic events can actually lead to 

positive psychological changes during the individual’s emotional healing phase 

known as posttraumatic growth (PTG) (Bayer, Lev-Wiesel & Amir, 2007; Bush, 

Skopp, McCann, & Luxton, 2011). This phenomenon occurs when survivors learn to 

accommodate or assimilate the trauma into their existing belief system and cognitive 

schema (Bayer, Lev-Wiesel & Amir, 2007). According to Janoff-Bulman (2004), as 

people aim to gain meaning from their traumatic experiences, changes to their 

cognitive and emotional beliefs about themselves and the world around them build 

the foundation for PTG. So, what key factors determine whether an individual will 

develop a mental health disorder or obtain PTG? The mechanisms are somewhat 

unclear however, loneliness has been put forward as a salient element that may 

inhibit PTG. For example, Barskova and Oesterreich (2009), suggested PTG can 

occur if friends and family assist individuals in identifying what is truly meaningful 
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to them and processing the trauma experience. Further Evans and colleagues (2013), 

suggested that survivors might find events less stressful if they feel they have 

resources and support to help them cope. Thus, when there is a lack of social support 

in the aftermath of a traumatic event(s), this can lead to negative mental health 

outcomes, namely PTSD (Guay, Billette & Marchand, 2006). Zeligman and 

colleagues (2017), study found support for this relationship through their 

investigation of trauma symptomatology, PTG, and loneliness. In their cohort of 

undergraduate students (N = 362), they demonstrated that the relationship between 

trauma exposure and PTG was moderated by loneliness. Indeed, loneliness seems to 

be a common factor threading various traumatic life events to mental health 

disorders, and as Nowland and colleagues (2018) report, lonely individuals may 

perceive more stress and are more sensitive to threats compared to those who do not 

report feeling lonely. As such, efforts should be made to help alleviate feelings of 

loneliness in those who have experienced traumatic events (Nowland, Robinson, 

Bradley, Summers, & Qualter, 2018).  

 

Trauma and Loneliness 

Most individuals will experience some form of trauma (Benjet et al., 2016) 

however, only a small minority of individuals will actually develop PTSD (Atwoli, 

Stein, Koenen & McLaughlin, 2015) which warrants further examinations regarding 

individual differences in the psychological vulnerability to PTSD (Kessler et al., 

2017) and DSO symptoms. To date most research surrounding the association 

between trauma and PTSD has focussed primarily on the direct relationship between 

these two factors, with less attention paid to the potential underlying factors 
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influencing this link (e.g., Breslau, Chilcoat, Kessler, & Davis, 1999; May & Wisco, 

2016).  

Loneliness may play a pivotal role in whether trauma survivors will develop 

disorders or not. Lew (1988), suggests the reason loneliness and trauma intertwine is 

down to when a person suffers from a traumatic event, they often isolate themselves 

from peers, family, and/or work colleagues. This is supported by Briere (1984), who 

reported that those who experienced sexual abuse felt more isolated than those who 

had not been abused. Further Jehu (1988), noted that the majority of female 

participants that were abused in childhood frequently felt a sense of alienation, 

mistrust or isolation from others, insecurity in relationships, limited social skills, and 

a feeling of difference. Notably, 92% of the sample endorsed the statement "It is 

dangerous to get close to anyone... they always betray, exploit, or hurt you." These 

findings suggest that loneliness is a serious outcome experienced by survivors of 

trauma. Gibson and Hartshorne’s (1996) study also evidenced this. They found that 

females who were sexually abused in childhood are lonelier and less likely to seek 

support compared with females who were not abused. Furthermore, they noted that 

various incidences of abuse and longer periods of abuse are related to stronger 

feelings of loneliness and a reduced likelihood to seek support. As repeated trauma 

has been linked to CPTSD also, it is likely that CPTSD is strongly connected to 

loneliness. 

 

Loneliness, CPTSD and PTSD 

Clinical case studies have demonstrated the relationship between loneliness 

and CPTSD (e.g., Tarocchi, Aschieri, Fantini & Smith, 2013), and the association 
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between loneliness and the three DSO symptom clusters of emotional dysregulations 

(e.g., Velotti, Rogier, Beomonte Zobel, Castellano & Tambelli, 2021; Wong et al., 

2016), negative self‐concepts (Majorano, Brondino, Morelli & Maes, 2017; 

Kalliopuska & Laitinen, 1991), and disturbances in relationships (Wu et al., 2010; 

Solomon & Dekel, 2008) have also been observed. Therefore, it is plausible that 

loneliness may be a significant contributing factor to developing and maintaining 

CPTSD symptoms.  

For PTSD, the association with loneliness has been examined through studies 

involving veterans. For instance, Stein and Tuval-Maschiach (2015) suggested that 

the relationship between trauma and loneliness arises when difficulties in discussing 

traumatic experiences can lead to feelings of loneliness and alienation in veteran 

populations, and specifically, PTSD is related to loneliness which has been 

continually observed even after many years of experiencing trauma (Solomon & 

Dekel, 2008). In the National Health and Resilience in Veterans study, loneliness was 

found to negatively associate with being married, social support, and secure 

attachment, and was uniquely associated with PTSD (Kuwert, Knaevelsrud & 

Pietrzak, 2014). Furthermore, loneliness was found to mediate the correlation 

between marital adjustment and symptoms of posttraumatic stress in veterans and 

secure patterns of attachment was not moderated by the influence of loneliness 

(Itzhaky, Stein, Levin & Solomon, 2017). These findings suggest that perceived 

isolation and loneliness by those who have survived traumatic experiences can 

negatively impact the ability to adjust to marriage. 

 Furthermore, one study demonstrated a link between PTSD, combat service, 

and suicidal ideation in elderly veterans, a population in which co-occurrence of  

loneliness and PTSD may be especially synergistic in the development of poor health 
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and increased risk of suicide (Fanning & Pietrzak, 2013). More recently low distress 

tolerance, elevated levels of worries specific to Covid-19 and high levels of 

loneliness were significantly associated with clinical levels of anxiety, depression, 

and PTSD symptoms (Liu, Zhang, Wong, Hyun & Hahm, 2020). Taken together, 

exposure to trauma has a clear and significant association with experiencing 

loneliness later in life. In addition, loneliness has shown to have a significant impact 

on the development of PTSD and DSO symptoms, respectively. It makes sense that 

the support and connection that is felt or importantly not felt following a traumatic 

episode may be the key to determining whether or not an individual will be 

diagnosed with a trauma-related clinical disorder. 

 

The Mediating Role of Loneliness 

Loneliness is a plausible mediator between experiencing trauma and 

developing trauma-related disorders as Mund et al., (2020) suggest it is quite stable 

from early childhood through to adulthood and many clinical disorders tend to 

emerge in adolescence or adulthood (Paus, Keshavan & Giedd, 2008; LeBlanc, 

Brown & Henin, 2020). Traumatic exposure in both early life and later life have both 

shown to associate with and increase the chances of someone experiencing 

loneliness (Gibson & Hartshorne, 1996; Merz & Jak, 2013; van der Velden, 

Pijnappel, van der & Meulen, 2017). Thoresen et al., (2018) found evidence to 

suggest loneliness plays a significant role in linking the shame felt from violence 

experienced in childhood to ill physical health in later life, for shame may lead to 

damage of social bonds. Therefore, preventing isolation and loneliness may promote 

good health in survivors of violence. For trauma experienced in adulthood, one study 

https://www.sciencedirect.com/topics/social-sciences/social-alienation
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examined the mediating role loneliness plays on survivors of intimate partner 

violence developing psychotic symptoms (Boyda, McFeeters & Shevlin, 2014). The 

results demonstrated that not only was intimate partner violence associated with 

loneliness, but confirmed loneliness mediated this traumatic experience with 

psychotic symptoms. Interestingly, this study also investigated the mediating role of 

loneliness between childhood sexual abuse and psychotic symptoms. Although these 

two factors were associated, childhood sexual abuse neither predicted psychosis nor 

was loneliness found to mediate the relationship suggesting that not only may ‘type’ 

of trauma produce distinct outcomes, but the developmental timing of the traumatic 

event may yield unique effects on mental health.  

Few studies to date have examined the relationship between trauma and 

PTSD, using loneliness as a mediator. However, a study conducted by Shevlin, 

McElroy, and Murphy (2015), found loneliness mediated the relationship between 

childhood trauma and six adult psychiatric disorders (mixed anxiety, generalised 

anxiety disorder, depression, psychosis, phobia, and PTSD). However, through 

examination of the odds ratio for the logistic regression performed it was found that 

for those who reported experiencing both childhood sexual abuse and childhood 

physical abuse, meeting the diagnostic criteria of anxiety, phobia, and psychosis was 

higher than developing mixed anxiety, depression, and PTSD. However, this study 

did not include CPTSD which as stated previously is more likely to develop from 

multiple forms of trauma at an early age. To my knowledge, no study has examined 

loneliness as a mediator between trauma and CPTSD. 

Taken together, these studies demonstrate that loneliness mediates trauma 

relationship with psychological disorders. However, the relationship between 
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loneliness, exposure to trauma and trauma-related disorders has typically viewed 

loneliness as a unidimensional construct. The findings presented in the previous 

three chapters of this thesis argue that loneliness is a bi-dimensional construct and 

therefore when investigating the potential associations and mediating effects of 

loneliness, it is important to include both emotional and social loneliness, 

respectively. 

 

Emotional and Social Loneliness as Independent Mediators 

 

In chapter 3 of this thesis, regression analysis demonstrated that females, 

young adults (aged 18-29 years), those in low-income households, who were single, 

unemployed, and identified as ‘white’ all predicted emotional loneliness whilst social 

loneliness was only predicted by low income and being a young adult further 

highlighting the distinction between these two constructs. To ignore this distinction 

would potentially hinder treatment and research in this area. As stated earlier, 

loneliness has been linked with many serious mental health issues and disorders 

including suicide (Stravynski & Boyer, 2001; Chang et al., 2019). To develop 

interventions and treatment strategies for a young female, for example, that focuses 

on the number of friends she has (quantity; social loneliness) or lack thereof, rather 

than helping her to develop skills and tools to form closer, more meaningful bonds 

(quality; emotional loneliness) would be a misguided and potentially harmful act 

based on the findings from this thesis and elsewhere (e.g. de Jong Gierveld & van 

Tilburg, 2010; Shovestul, Han, Germine & Dodell-Feder, 2020).  
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To date, very few studies have examined the relationship between emotional 

and social loneliness with trauma however, one recent study conducted by Hyland 

and colleagues (2018), which investigated the two subtypes with psychological 

trauma found that traumatisation in childhood was associated with emotional 

loneliness in adulthood, not social loneliness. This finding is supported by multiple 

authors who have reported emotional loneliness, rather than social, leads to more 

detrimental effects on mental health (McHugh & Lawlor, 2013; Peerenboom, 

Collard, Naarding & Comijs, 2015; Hyland et al., 2019). Such findings also indicate 

that the age at which trauma exposure occurs results in different outcomes but 

further demonstrates the two independent loneliness constructs. 

Theoretical Explanations 

 The reason that some survivors of a traumatic event in childhood may 

experience emotional loneliness may be partially explained through an evolutionary 

model of loneliness. According to this model feeling safe is a fundamental need for 

humans and as such, people are motivated to seek social connections for they feel 

safer when they feel connected to a group (Cacioppo et al., 2006). Being the victim 

of a traumatic event may indicate that one’s safety is compromised, and therefore 

lead to the perception that one’s social connections are insufficient and not providing 

the safety and protection required (Matthews et al., 2020). Another explanation is 

that trauma exposure in childhood trauma has shown to negatively affect healthy 

attachment in relationships (Pearce et al., 2017) and lead to social isolation and 

withdrawal (Walsh, Fortier & DiLillo, 2010).  

These are just some of the theories proposed for why an individual may feel 

emotionally lonely, whether they feel shame, find it difficult to relate to others or 
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develop mistrust as some researchers have found in trauma-related studies (Taft, 

Murphy & Creech, 2016) it is clear that when a traumatic event occurs the feeling of 

not being able to connect to someone and the perception of being alone without real 

support or understanding is the reality for many who have been exposed to trauma. 

With that in mind, returning to the subject of PTG, if an individual for any reason 

feels emotionally lonely as a result of trauma, this lack of perceived support and 

connection has shown to play a substantial role in whether a person will experience 

psychological growth post trauma or develop a trauma-related disorder, namely 

PTSD or CPTSD, thus reinforcing the theory of loneliness as a plausible mediator 

between trauma and mental health issues. 

The Loneliness Loop Theory 

 

The  “loneliness loop” theory put forward by Hawkley and Cacioppo (2010) 

provides a robust explanation for loneliness and trauma disorder relationship. 

According to their theory, those who perceive themselves as socially isolated and 

alone can oftentimes feel vulnerable to danger and threatened, and this fear causes 

implicit hypervigilance for possible threatening stimuli in their environment. This 

nervousness and fear can make the individual form negative thoughts and 

perceptions which in turn leads to the person isolating themselves as they believe 

that is safer. They then blame this isolation on the environment rather than their own 

cognitive biases. This increase in isolation leads to a reciprocal effect whereby 

feelings of loneliness are perpetuated through negative thoughts, hence the loneliness 

loop. This loop can then develop into low self‐esteem, stress, and anxiety. Further, 

such negative biases can also affect neurobiological and behavioural mechanisms 

that can lead to negative mental health outcomes including PTSD and indeed 

CPTSD (Hawkley & Cacioppo, 2010; Dagan & Yager, 2019). 
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The Relationship Between PTSD and Loneliness Subtypes 

 

Not much research has been conducted on the link between PTSD and the 

loneliness subtypes, but one longitudinal study conducted by Fox and colleagues 

(2021), aimed to investigate the relationship between social and emotional loneliness 

and posttraumatic stress symptoms. Using two waves from the Longitudinal Aging 

Study in Amsterdam, a significant, yet small increase in both posttraumatic stress 

symptoms and emotional loneliness over time was found, however, average social 

loneliness scores did not change over time. In addition, slight changes in post-

traumatic stress symptoms were also linked to changes in both social and emotional 

loneliness. Such results provide evidence of a longitudinal association between 

posttraumatic stress symptoms and subtypes of loneliness.  

Unsurprisingly, few studies which have examined the relationship between 

emotional and social loneliness with CPTSD have been conducted, however, one 

study examined the cross‐sectional relationships between both subtypes and 

symptoms of CPTSD in older adults (Fox, Hyland, Coogan, Cloitre & McHugh 

Power, 2022). The authors used structural equation modelling to examine these 

relationships in a nationally representative sample residing in the US (N = 456). 

Interestingly, results showed that while social loneliness only correlated significantly 

with the DSO symptoms, both the three DSO symptoms and PTSD correlated with 

emotional loneliness. These findings further support the recommendation that 

clinicians should consider loneliness as bidimensional when treating symptoms of 

mental illness including PTSD and DSO.  
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Aims 
 

 

Most people will experience a traumatic event(s) at some point, it is essential 

therefore that we identify the key factors influencing the development of trauma-

related psychiatric disorders. It has been evidenced that trauma strongly predicts 

adverse mental health outcomes, such as PTSD and CPTSD, and that both trauma 

and trauma related disorders significantly relate to loneliness. What remains unclear 

is whether the event takes place in childhood or adulthood uniquely impacts the 

development of such disorders, respectively. Further, as more and more findings 

support the argument that loneliness should be viewed as a bi-dimensional construct, 

this chapter also aims to clarify how both these loneliness ‘types’ uniquely mediate 

the relationship between the trauma groups and their distinct relationship to PTSD 

and CPTSD. No study has yet investigated the relationship between childhood and 

adulthood trauma with PTSD and CPTSD simultaneously, using both emotional and 

social loneliness as mediators. One recent study used emotional and social 

loneliness, however, to investigate psychological trauma experienced in adulthood 

and childhood with mental health disorders (Hyland et al., 2019). Out of five 

objectives for this study, one explored whether the two loneliness dimensions were 

uniquely associated with psychological disorders, and another clarified whether 

trauma in childhood and adulthood were risk factors for developing social and/or 

emotional loneliness, respectively. Childhood traumatisation was found to be 

associated with emotional loneliness, but not social, and emotional loneliness was 

associated with poorer mental health outcomes, but again not social loneliness. 

These results show the distinct effects the two loneliness subtypes and both trauma 

groups can have however, their study did not include PTSD which is a well-
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documented outcome of trauma both in adulthood and childhood. Therefore, the aim 

of this chapter is to fill in the gaps regarding the relationship between trauma, 

loneliness, and trauma-related psychological disorders. More specifically, to see if 

trauma exposure in childhood and adulthood uniquely predicts PTSD and DSO 

symptoms and importantly, whether social and emotional loneliness mediates this 

relationship. Furthermore, CPTSD has also been shown consistently to be an 

outcome of trauma and indeed loneliness therefore I aim to further establish the 

validity of this disorder for future treatment and research efforts. 

Based on the findings discussed in this literature review and previous 

chapters several outcomes are predicted. Firstly, a significant association between 

childhood trauma and DSO symptoms and at least a moderate relationship between 

childhood trauma and PTSD will be found. In addition, that adulthood trauma 

exposure will have a significant association with PTSD. That loneliness will also 

have unique mediation effects, with emotional loneliness playing a more significant 

role as this would be consistent with past research on trauma and psychological 

distress (e.g., Hyland et al., 2019). 

 

Method 

Participants 

 

This study used a nationally representative sample of adults (N=1839) 

residing in the United States from the GFK group project report for the ICD Survey 

in March 2017. The mean age of the sample was 46.96 years (SD = 14.62, range = 
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18-70 years), and 66.1% (N = 1216) of participants were female (Please see chapters 

3-4). 

Measures 

 

Mediators 

 

Emotional and Social Loneliness were used as possible mediators and were 

measured using the 6-item de Jong Gierveld Loneliness Scale (de Jong Gierveld & 

van Tilburg, 2006) (see chapters 2-3). 

 

Independent Variables: Childhood Trauma and Adulthood Trauma 

 

 To capture whether a traumatic experience occurred, the modified Life 

Events Checklist for DSM-5 (Weathers et al., 2013) was employed. For this, 

participants were instructed to indicate if they were exposed to any of the 14 

traumatic events listed by choosing either ‘Yes’ (1) or ‘No’ (0). Participants were 

also asked whether they were exposed to this event in childhood (before 18 years 

old) and/or in adulthood (18 years and above). In addition, for assessing exposure to 

a traumatic event in childhood, items of neglect, sexual abuse, and physical abuse 

were taken from the Adverse Childhood Experience measure (Felitti et al., 1998) 

with total scores for adulthood (0-14) and childhood (0-17) then computed. 

Dependent Variables: PTSD & Complex PTSD 

 

The International Trauma Questionnaire (ITQ) measured PTSD and DSO 

symptoms (Cloitre et al., 2018). The brief scale is based on the principles of the ICD-

11 proposed by the World Health Organisation, focussing on the core symptoms of 
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both trauma disorders. Respondents are first instructed to briefly describe one 

experience that causes them the most distress and then indicate how long ago that 

experience occurred (e.g., less than 6 months ago, 6 to 12 months ago, etc.). The 

measure has two symptoms to represent each PTSD cluster (sense of threat, 

avoidance, and reexperiencing) DSO clusters (disturbances in relationships, affective 

dysregulation, and negative self-concept) are also represented by two symptoms 

making up twelve indicators of symptoms. Participants then reported how distressed 

they were by each symptom over the past month. Three items are also included to 

capture functional impairment associated with these symptoms.  

The six DSO symptoms measure how people generally feel, think of 

themselves, and connect to others. Functional impairment associated with DSO 

symptoms was also assessed using three items. All items were recorded using a 5-

point Likert scale ranging from 0 (not at all) to 4 (extremely). If participants score 2 

or above on any symptom cluster, then it is considered present. For a PTSD 

diagnosis, at least one symptom from each PTSD cluster and at least one indicator of 

functional impairment must be endorsed. For a CPTSD diagnosis, at least one 

symptom in both the PTSD and DSO cluster and an endorsement of at least one 

indicator of functional impairment related to the symptoms of PTSD and DSO must 

be present. Participants cannot get a diagnosis for both CPTSD and PTSD. It is one 

or the other, if any. The internal reliability values for the PTSD and DSO items were 

satisfactory among the full sample, Cronbach’s α = .89 and .89, respectively, as well 

as among men (PTSD, Cronbach’s α = .88; DSO, Cronbach’s α = .89) and women 

(PTSD, Cronbach’s α = .88, DSO, Cronbach’s α = .89). Additional studies have 

supported the acceptable internal reliability of the ITQ’s symptom clusters  in both 
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clinical (Cloitre et al., 2018) and non-clinical samples (Ben-Ezra et al., 2018; Cloitre 

et al., 2018; Ho et al., 2019). 

 

Data Analysis 

 

As Rucker et al. (2011) explains, in mediation analysis, the relationship 

between the independent (X) and dependent variable (Y) is first tested to figure out 

whether an effect even exists to allow for mediation. If a significant relationship is 

not observed, then there is no need to continue with the analysis. Baron and Kenny 

(1986) agree, arguing that a key place to start with mediation is having a significant 

association between X and Y. From this perspective, the analysis must have a 

significant c coefficient for conducting a mediation analysis. If the c path is not 

significant, it indicates that there is no overall effect to mediate i.e., the indirect 

effect does not exist. Continuing with Rucker and colleagues’ guidance, if a 

significant association between X and Y has been observed and a proposed mediator 

has been included and statistically controlled for, then X - Y is known as c’ and is 

labelled as the direct effect. In addition, if a significant direct effect between X and Y 

is no longer present post observing a significant indirect effect, then it is typical for 

researchers to assume full mediation. In contrast, if after controlling for the mediator, 

a significant direct effect is still observed, then this is known as partial mediation 

(Rucker, Preacher, Tormala & Petty, 2011).The direct and indirect effect of both 

trauma categories on the PTSD and DSO was estimated using both loneliness 

subfactors as mediators. The models specified in Figures 3 and 4 were tested. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7473173/#cit0008
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7473173/#cit0002
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7473173/#cit0008
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7473173/#cit0013
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Figure 3 Direct Only Model 

 

Figure 4 Direct and Indirect Model 

 

 

Model 1 (Figure 3) was a ‘direct effects only model’ that hypothesised that 

there was no mediating, or indirect, effect between trauma exposure and PTSD and 

DSO. Model 2 (Figure 4) was a ‘direct and indirect effects model’ that hypotheses 
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that there may be indirect effects between trauma exposure and PTSD and DSO that 

are mediated by the two types of loneliness. Each model was tested and evaluated 

using standard fit statistics. Mplus v8 (Muthén & Muthén, 1998–2017) was used to 

specify and test this model and was based on maximum likelihood estimation using 

1,000 bootstrap draws. Furthermore, bootstrapping, bias-corrected, and accelerated 

percentile-based confidence intervals (Efron, 1987; Tibshirani & Efron, 1993) were 

used to calculate the statistical significance of the mediated effects. According to 

Bramsen and colleagues (2013), if zero is found between the 95% confidence 

intervals, then the indirect effect is considered not statistically significant.  

 

Results 
 

Table 11 Shows the means and standard deviations of the variables tested. 

Table 12 shows that the that model included both direct and indirect effects fitted the 

data well. 

Table 11  

Means and Standard Deviations for Variables used in Mediating Model for Traumatic Exposure and Trauma 

Disorders 

 

 
 

 

 

 

 

 

 

 

Variables Mean (SD) 

  

Childhood Trauma  1.90  (1.93) 

Adulthood Trauma 2.73  (2.19) 

Emotional Loneliness 4.37  (1.59) 

Social Loneliness 5.36  (2.10) 

PTSD 4.09  (5.11) 

DSO 5.02  (5.09) 
Note: SD, Standard Deviation  
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Table 12 

 Fit Statistics for Mediation Models. 

Model 2 (df) p CFI TLI RMSEA (90% 

CI) 

SRMR 

Direct Effects 

only 

.00 

(0) .00 

1.00 1.00 .00 (0.00 – 

0.00) 

.00 

Direct and 

Indirect Effects  

155.368 

(44).00 

.992 .985 .037(0.31-0.44) .029 

Note: 2, Chi Square; df, Degrees of Freedom 

   

Table 13 shows the direct effect of childhood trauma exposure (CT) on both 

emotional loneliness and social loneliness was statistically significant as was the 

direct effect of adulthood trauma exposure (AT) on both loneliness variables. 

Emotional loneliness had a statistically significant, direct effect on both PTSD and 

DSO symptoms however social loneliness did not have a significant effect on either 

of the variables representing trauma disorders. CT had a significant effect on DSO 

symptoms but not on PTSD. However, the reverse is true for AT, with a significant 

effect observed with PTSD but not for DSO.  
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Table 13 Standardised Regression Coefficients (β) for Direct Effects from Mediation 

Note: * p<.05, ** p =.01, *** p<.001 

 

 

Mediation Model 

 

The indirect effects of the mediation model are presented in Table 14. A 

significant effect was found for CT on PTSD and DSO symptoms when emotional 

loneliness was included as a mediator and this result was also found for AT. When 

the effect of emotional loneliness was included, the direct path from CT to DSO was 

lower (B=.284, p<.005) but remained significant. This result was also found for the 

direct path from AT to PTSD (B=.284, p<.005), when emotional loneliness was 

included, suggesting that emotional loneliness although has a significant role in the 

development of traumatic disorders, does not result in full mediation but partial 

mediation. However, the direct path for CT to PTSD and from AT to DSO was 

initially not significant, then as emotional loneliness was included in both models, 

the effect was found to be significant, indicating that for c1 and c4, emotional 

loneliness leads to the mediation of these variables. 

Predictors Emotional 

Loneliness 

Social 

Loneliness 

PTSD DSO 

Childhood Trauma  .150*** .098* .054 .124* 

Adulthood Trauma .122*** .090* .284*** .093 

     

Emotional Loneliness  .526*** .194* .528*** 

Social Loneliness   .034 .049 

     

R2 .120*** .077***   
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Table 14 Standardised Regression Coefficients (β) for Indirect Effects from Mediation Model 

 

Discussion 
 

This chapter aimed to investigate whether the loneliness subtypes mediated 

the relationship between a traumatic event experienced in childhood and trauma 

disorders (i.e., PTSD and DSO symptoms) and whether those same subtypes 

mediated the relationship between trauma experienced in adulthood and trauma 

disorders. This objective adds to the main guiding principles of this thesis; the first is 

to show how loneliness plays a key role in the aetiology of mental health problems. 

This is shown using various methods and statistical techniques from a systematic 

review, and confirmatory factor analysis, to regression and correlation analysis, all 

the while, being based on the supported assertion that loneliness is made up of two 

related yet distinct constructs. By providing evidence that emotional and social 

loneliness are unique factors with independent predictors and outcomes this work 

will contribute to the development of more suitable interventions and more accurate 

research that acknowledges the importance of feeling supported and connected when 

it comes to the prevention and treatment of mental health disorders. 

Predictors Standardised 

Regression 

Coefficients 

 

95% CI 

Childhood Trauma -> Emotional  -> PTSD                .029*                

.009- .034 

Childhood Trauma -> Emotional  -> DSO     .079***                 

.045-.125 

   

Adulthood Trauma -> Emotional  -> PTSD                .012*                 

.006-.054 

Adulthood Trauma -> Emotional  -> DSO                .064*                

.028-.114 

Note: * p<.05, ** p =.01, *** p<.001 
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Several predictions were proposed for this chapter. Firstly, as the literature 

review for here and indeed the preceding chapters, provided robust evidence that 

loneliness mediated the relationship between trauma and psychological distress, the 

best model would be that which included direct effects and indirect effects. That 

there would be a strong, significant association between childhood trauma and DSO 

symptoms and at least a moderate relationship between childhood trauma and PTSD. 

In addition, that adulthood trauma exposure would have a significant association 

with PTSD. That loneliness would also have unique mediation effects, with 

emotional loneliness playing a more significant role as this would be consistent with 

past research between trauma and psychological distress (e.g., Hyland et al., 2018). 

This discussion will first address the direct effects and then focus on the results of 

the mediation analysis. It will then discuss possible theoretical explanations for the 

outcomes observed and address the possible research and clinical implications of 

these findings. Lastly, the strengths and limitations will be considered, along with 

recommendations for future steps. 

Direct Effects 

Firstly, as predicted, the models presented in Table 12 showed that the best 

fitting model was the one that included both direct and indirect effects. From this, the 

results of the analysis performed found that a traumatic event experienced in 

childhood directly predicted emotional loneliness, social loneliness, and DSO 

symptoms but not PTSD. These results are somewhat consistent with past work in 

this area. To begin with emotional loneliness, Hyland, and colleagues (2018), found 

that trauma experienced in childhood was also associated with emotional loneliness. 

This suggests that childhood traumatisation has the potential to severely impact the 

ability of people to form successful, meaningful social bonds in adulthood. 
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Although, the authors found that CT was not associated with social loneliness. 

However, studies have demonstrated that CT can lead to social withdrawal and the 

tendency for survivors to isolate themselves from peers, teachers, and family (Walsh, 

Fortier, & DiLillo, 2010; Lew 1988) which may explain the association found in this 

chapter. 

  For the association with DSO symptoms, past findings in this area are 

consistent with this result as Hyland and colleagues (2017), found that repeated and 

prolonged interpersonal trauma, particularly occurring in childhood, has shown to 

result in the development of DSO symptoms such as negative interpretation of one’s 

self and feeling threatened and afraid of others and survivors of childhood abuse 

have frequently reported experiencing several episodes of traumatic exposure as 

opposed to just a single event (Kessler, 2000; Cloitre et al., 2009). These findings 

may help to explain why the link between CT and DSO symptoms was significant 

but the link with adulthood trauma was not. In line with this finding, results from 

Cloitre and colleagues (2013) study reported that children who experienced repeated 

abuse were twice as likely to develop CPTSD as apposed to PTSD. 

Many studies to date have focused more on childhood traumatisation and the 

development of mental health issues when compared to trauma occurring in 

adulthood however, this relationship is evident in veteran samples (Laffaye, Cavella, 

Drescher & Rosen, 2008) adult survivors of war (Hoge, 2015), survivors of domestic 

abuse (Padala et al., 2006) and single-incident traumatic life events such as car 

accidents (Buitenhuis, de Jong, Jaspers & Groothoff, 2006), in fact, experiencing a 

single-incident was reported to be four times more likely to develop into PTSD than 

CPTSD (Cloitre et al., 2013). 
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Adult traumatisation was also significantly linked to both emotional and 

social loneliness. There is a paucity of support for this finding but one study using 

participants from Rotterdam (N=7072) examined whether the mental health effects 

of experiencing domestic violence may vary by loneliness subtype (Kunst, Bogaerts 

& Winkel, 2010). Two one-way ANOVAs were conducted to estimate the main and 

interaction effects of this association. Significant interaction effects and main effects 

were reported for both emotional loneliness and social loneliness and experiencing 

domestic violence (Kunst, Bogaerts & Winkel, 2010). Furthermore, both loneliness 

and social isolation have been consistently observed in studies involving veterans, 

and the Armed Forces Community (Wilson, Leslie, McGill, & Kiernan, 2019; 

Kiernan et al., 2018; Stapleton, 2018; Wilson, Hill, & Kiernan, 2018). 

 

Mediation Results 

Firstly, as seen in Table 12 while emotional loneliness had a strong, 

significant association with both DSO and PTSD, social loneliness did not. In this 

chapter, when the effect of emotional loneliness was included in the model, the direct 

path from CT to DSO  was lower but remained significant, this result was also true 

for adulthood and PTSD suggesting emotional loneliness partially mediated the 

relationship between childhood trauma and DSO symptoms. In other words, it has 

been shown to play a significant role, but other latent factors may be at play here. 

For example, one study examined how social support, being bullied at school and 

self-esteem mediated the relationship between childhood distress and PTSD 

(Murphy, Shevlin, Armour, Elklit & Christoffersen, 2014). Low social support and 

being bullied partially mediated the association between the two factors with social 
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support having the strongest influence in explaining the association between 

childhood adversity and PTSD experiences. However, low self-esteem only partially 

mediated the relationship between sexual abuse and PTSD experiences. Another 

study explored how feelings of shame, guilt, and anger mediated the effects of war 

experiences and PTSD using a sample of young adults exposed to mass conflict (N = 

314) (Murphy, Elklit, Dokkedahl & Shevlin, 2017). Anger and guilt were found to be 

significant mediators but not shame. These findings along with the findings from this 

chapter suggest there may be additional indirect mechanisms underlying the 

association between trauma and trauma disorders and therefore it is recommended 

that this may be an area for further examination in future research. 

Moreover, these results build on the current literature and provide useful 

insights surrounding trauma by showing the unique associations that social and 

emotional loneliness has with PTSD and DSO symptoms, specifically emotional 

loneliness had a greater, significant effect. This highlights that emotional loneliness 

may be especially critical when considering the treatment and conceptualisation of 

CPTSD for those who experienced a traumatic event in childhood although CT was 

associated with both trauma variables it had a larger effect on CPTSD. Similarly, the 

results show that emotional loneliness plays a key role in the development of PTSD 

for adults who experienced trauma. These results, although useful, are also 

concerning, given that throughout this body of work it has been stated that humans 

are inherently social beings by nature, so this evident tendency to isolate oneself or 

perceive oneself as isolated when exposed to trauma is worrisome and warrants 

further investigation.  
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Theoretical Explanations 

 

It is clear from the results of this study and elsewhere that feeling supported 

socially may help prevent the development of mental illnesses after trauma exposure 

for both children and adults. For example, social support was shown to significantly 

relate to post-trauma growth, and resilience and play a pivotal role in the ability of 

people to successfully cope with adversity (Schroevers, Helgeson, Sanderm & 

Ranchor, 2010; Saltzman et al, 2018) In addition, one review found that social 

support was a very important factor in preventing mental health issues and recovery 

after exposure to large-scale natural disasters such as Hurricane Katrina and 

earthquakes (Saltzman, Hansel & Bordnick, 2020). In other words, how humans rely 

on each other for feeling supported is central to the ability to successfully respond to 

pain and adversity. The reason for this may be explained from an evolutionary 

perspective. 

 

Evolutionary Theories 

As a social species, humans are fundamentally driven to form close 

attachments to carers (Bowlby, 1969,1980; Cassidy & Shaver, 2016) and to develop 

and sustain positive and strong social bonds (Baumeister & Leary, 2017). Therefore, 

when a traumatic event occurs, feeling sufficiently connected and having a sense of 

affiliation is a psychosocial strategy for developing resilience, and as mentioned 

earlier, can also lead to achieving post-traumatic growth (Slavich, 2020). 

Interestingly, support for this theory is found in adjustments to people’s autonomic 

and central nervous systems which are believed to be due to the evolution of caring 

in humans. For example, changes to the myelination of the vagus nerve which 
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function serves, according to Porges and colleagues (1996), as a vagal 

brake whereby the inhibition and recovery of the vagal tone to the heart can work to 

quickly calm an individual. This adjustment is said to have the co-evolution of forms 

of relating that are care-seeking and care-providing and plays a crucial part in 

regulating feelings of threat and the soothing qualities that comes with feeling 

connected to others (Gilbert, 2009; Porges, 2007; Carter, Bartal, & Porges, 2017).  

Moreover, Cacioppo et al., (2006) evolutionary model provides an 

explanation as to why it can be difficult for some to feel connected and seek support 

post-trauma exposure. When an individual feels lonely and not safe this can trigger 

an anachronistic survival mechanism that leaves them feeling in fear and extremely 

sensitive to threats and attacks. To try and prevent attack or rejection, people engage 

in defensive behaviours. It is this fundamental focus on threats in order to protect 

oneself from further harm that drives anxiety and causes harm to social interactions 

in an attempt to prevent the short-term damage of negative interactions but at the 

expense of possibly engaging in fault finding and blaming (Cacioppo & Hawkley, 

2005; Rotenberg, 1994). This is known as the “loneliness loop” whereby people are 

motivated to avoid feeling lonely but in attempting to feel safe, inadvertently 

sabotage interactions (Hawkley & Cacioppo, 2010) and this is associated with 

anxiety, dysphoria, and lower self-esteem (Sündermann, Onwumere, Kane, Morgan 

& Kuipers, 2014; Hawkley, Bosch, Engeland, Marucha & Cacioppo, 2007; Haines, 

Scalise & Ginter, 1993). 

Although these theories typically conceptualise loneliness as a 

unidimensional construct, nevertheless they provide an interesting rationale as to 

why it is an emotional connection and not social that may function as a buffer for 

psychological distress. For example, if a romantic couple is in an area that suddenly 

https://www.sciencedirect.com/science/article/pii/S0092656606000055?casa_token=u-ytZ3rah6UAAAAA:NlGr3ztwBrKFT15LqlCIaOTnDHUDt-fRF6VaEE_6_qR5pmljZt7RKQfKZQAE4DTpBFjbyzN8F4a1#bib57
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becomes under threat (e.g., from fire, earthquake, attack, etc.) both are emotionally 

invested in one another and care about each other’s safety, feeling compelled to help 

protect and save each other. This would go for close social ties and family also. If it 

was a stranger or just an acquaintance, they may not feel compelled to put 

themselves at risk to help save another. Past research evidence has demonstrated that 

people are more likely to help strangers if they are part of their ingroup rather than 

an outgroup or when helping promotes their values (Hornstein, 1978). Furthermore, 

people are more willing to feel empathy for their kin and friends as opposed to 

strangers (Cialdini, Brown, Lewis, Luce & Neuberg, 1997). With this in mind, if an 

individual perceives they are surrounded by acquaintances with no one who is 

invested or cares for their well-being then they may not feel as safe. As people who 

have experienced trauma and lonely people have a heightened sense of threat 

(Yehuda, 2004) it is understandable that after someone experiences trauma, if they 

don’t perceive themselves to have a close (quality) relationship with someone who 

truly cares for them and their wellbeing, then this can develop into an ongoing sense 

of fear, threat, and sadness. Therefore, having a close quality-type relationship may 

not only serve to provide support and the ability to disclose traumatic experiences 

and therefore provide some relief and reduce feelings of shame, but also when a 

traumatic event occurs people need to feel safe, and a close social bond may help 

provide this feeling. For children, most abuse and forms of neglect occur in the home 

(Asnes & Leventhal, 2010) and family perpetrated victimisation, emotional abuse, 

and inconsistent or hostile parenting has shown to have a powerful effect on child 

trauma (Turner et al., 2012). If the trauma is at the hands of a family member, then it 

would make sense that they would feel more emotionally lonely than socially due to 

the significance of that relationship or lack thereof. 
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To summarise feeling socially safe has shown to decrease the impact of early 

adverse events (Matos, Duarte & Pinto-Gouveia, 2015) and may function as a buffer 

against developing clinical disorders. But the reason emotional loneliness may play 

more of a role than social may be due to the fact that when a person feels they have 

someone who truly cares for them in their life and shares a deep connection, if a fear 

inducing or distressing event was to occur, they would feel protected and a sense of 

security from that person. This feeling may not be obtained from social contacts or 

acquaintances. In order to feel safe, people need to feel strongly connected. 

To summarise, the results here show that trauma in childhood and adulthood 

is linked to both DSO and PTSD symptoms and emotional loneliness plays a 

significant role in this relationship. The evolutionary perspective gives reasons for 

why loneliness has such an effect as humans are social species driven to feel 

connected especially after traumatic exposure. However, it is important to 

acknowledge the difficulty for both adults and children to engage socially after they 

have experienced trauma. There are many reasons for this, some of which will be 

discussed here but this point is key for researchers, policymakers, and clinicians 

going forward when developing interventions to alleviate emotional loneliness.  

 

Obstacles for Survivors of Trauma to Engage Socially 

  

Trauma is known to significantly affect relationships. Many survivors of 

childhood abuse and interpersonal violence for example have experienced a 

significant sense of betrayal (Coffey, Leitenberg, Henning, Turner & Bennett, 1996; 

DePrince & Freyd, 2002). Since often the trauma is brought about by the actions of 
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family and caregivers, this sense of betrayal can damage a child’s ability to depend 

on or establish social support systems in order to heal, such as counselling and peer 

support (Center for Substance Abuse Treatment, US, 2014). As discussed earlier with 

the loneliness loop, this fear of trusting may be a way of protecting oneself, but it can 

lead to trouble in forming social connections. It can be incredibly hard to override 

the sense that another person may want to cause harm or betray a survivor of trauma. 

In addition, individuals who have been exposed to trauma may seek support from 

friends or family, but some may avoid seeking support because they believe that no 

one will be understanding or trustworthy (Center for Substance Abuse Treatment, 

US, 2014). This may be due to a belief they are a burden. Those who have developed 

post-traumatic stress symptoms such as strong physical or emotional reactions  may 

even avoid social interactions for fear of not knowing how they might react. The 

shame of such reactions has been suggested to inhibit people from seeking adequate 

resources and support (Center for Substance Abuse Treatment, US,  2014). 

In addition, another obstacle to seeking social support is poor social function 

due to trauma. For example, one study conducted by Stain and colleagues (2014), 

aimed to assess whether past traumatisation would predict poor social functioning 

(i.e., the ability to adjust to personal, social, professional, and family needs) in adults 

diagnosed with psychosis and further hypothesised that later trauma exposure in 

adulthood would moderate this association. They found that interpersonal trauma in 

childhood significantly predicted disruptions of social functioning, and this was 

observable from childhood on into adulthood. However, this was not the case for 

interpersonal trauma exposure experienced later in adulthood. Stain and colleagues 

(2014) later argued that childhood traumatisation frequently involves interpersonal 

violence and attachment disruption with primary relationships, therefore disrupting 
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“the acquisition of interpersonal relatedness skills including the desire for affiliation 

and thus lead to impaired social functioning in adulthood” (p.1491). And herein lies 

another critical point as to why emotional loneliness can cause more psychological 

harm than social loneliness. It may simply be easier for people through work and 

school to form basic social connections but difficult after a traumatic event to form 

deep meaningful social bonds.  

Although much of the research in this area tends to focus on childhood 

traumatisation as opposed to trauma occurring in adulthood, nevertheless evidence 

for the difficulty in forming social bonds in adulthood has again been seen in veteran 

samples (Carlson, Stromwall & Lietz, 2013) and survivors of rape (Kelly, 

Betancourt, Mukwege, Lipton, & Vanrooyen, 2011). Notably, this study also found 

that support from spouses after rape was sufficient in protecting against survivors' 

feelings of isolation and shame  (Kelly et al., 2011). The reason for this may be that 

by the time a person reaches adulthood, they typically have established friendships 

and intimate relationships. They are aware after an event they have sources of 

support to turn to. However, children have yet to attend college and start work for 

example and have unlikely entered a long-term romantic relationship. In addition, as 

previously stated, if the trauma occurs in the home, it may be more difficult for a 

child to escape the environment due to financial dependence and attachment to 

family. It may also be seen as more deleterious and severe for a child to be exposed 

to trauma as their brains are still developing and trauma has been shown to have 

disruptive effects. For instance, researchers have found that maltreatment and trauma 

in childhood can lead to serious long-term adverse effects on brain development (de 

Bellis et al., 2002; Teicher, 2002). These negative effects on the brain may be due to 

levels of cortisol and catecholamines (important hormones and neurotransmitters for 

https://www.ncbi.nlm.nih.gov/books/NBK207191/
https://www.ncbi.nlm.nih.gov/books/NBK207191/
https://www.ncbi.nlm.nih.gov/books/NBK207191/
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maintenance of homeostasis through the autonomic nervous system; Paravati, Rosani 

& Warrington, 2018) elevating and leading to failures in maturing of certain brain 

regions, for example, the prefrontal cortex (Meaney, Brake, & Gratton, 2002). One 

interesting study found that females who had been exposed to trauma as children had 

decreased levels of oxytocin (Heim, Mletzko, Purselle, Musselman & Nemeroff, 

2008). Oxytocin is important for managing anxiety and stress but also for social 

factors such as building trust, support, and attachment and this is more evident in 

those who were child victims of emotional abuse (Heim et al., 2008). 

 

Recommendations for Future Work 

 

There are many recommendations for future work noted throughout this 

discussion namely that the loneliness subtypes are tested with other clinical disorders 

to ascertain whether they have unique predictive capabilities elsewhere. Another 

recommendation is to look at the ‘type’ of trauma. One study investigated the 

relationship between the type of trauma exposure and PTSD among children aged 8-

17 (N=157) (Luthra et al., 2009). Structured clinical interviews and linear and 

logistic regression analyses were conducted which controlled for gender, age, and 

ethnicity. The authors found that physical and sexual abuse, being confronted with 

traumatic news, and witnessing domestic violence were all associated with PTSD. 

On the other hand, witnessing or being a victim of a crime, and exposure to 

accidents, disasters, or fire were not (Luthra et al., 2009). These results corroborate 

research involving adults, demonstrating that interpersonal trauma exposure has 

greater consequences on mental health compared to non-interpersonal trauma 

exposure (Ford, Stockton, Kaltman, & Green, 2006). Now looking at this with the 
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results of the analysis from this chapter could provide an interesting area for further 

study. A handful of studies support these findings, suggesting that repeated exposure 

to community violence does not necessarily lead to developing mental health 

problems later (Farrell & Bruce, 1997; Osofsky, Werers, Hann, & Fick, 1993). More 

specifically, Farrell and Bruce (1997), suggested that it may be possible for children 

who have experienced repeated exposure to violence in their community to become 

desensitised and normalise the event, and therefore feel less distressed. Whilst that is 

a reasonable theory, why would this not be the case for children who are victims of 

physical and sexual violence when it has been made evident in the literature and 

discussion of this chapter that both types of traumas are often reoccurring events? It 

could be if violence is repeated in the community, then it may be a common 

experience or at least not a rare or isolated experience for members of the 

community. It is a shared trauma, not something effecting one person alone. People 

might feel less shame, guilt, or isolation, all common outcomes of traumatic events, 

leaving people to feel they can discuss the event with others who have shared this 

experience, feel supported, and thus not feel as lonely. Whereas physical or sexual 

violence carries with it a lot of shame. People are more likely to feel reluctant to 

discuss the event and therefore do not get the opportunity to connect with someone 

who has shared the experience. This is also a trauma one typically experiences alone. 

To my knowledge, this theory has not been researched yet with emotional and social 

loneliness, but future work should be considered as knowledge for healthcare 

workers and the public on the importance of having quality relationships present 

after a traumatic event has occurred may lead to better treatment and even prevention 

efforts of severe psychological consequences to trauma.  
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Moreover, Covid-19 has been viewed by some as a form of trauma due to the 

unexpected and severe disruption it caused in so many areas of people’s lives 

(Frackowiak-Sochanska, 2021) and the constant threat of hospitalisation and even 

death (Karatzias et al., 2020). In addition, at the time of writing this chapter, to my 

knowledge, no study has yet investigated the relationship between the current war in 

Europe and trauma or indeed any link with mental health. Silver et al. (2013) found 

that following the September 11 attacks in 2001, those who watched at least 4 hours 

of television coverage daily reported increased stress, higher vulnerability to 

developing symptoms of PTSD, and were at greater risk of later developing health 

problems compared to those who watched less. As such, exposure to graphic media 

images has been shown to impact health, both psychologically and physically, 

debunking previous thought that such outcomes required direct exposure to trauma 

(Silver et al., 2013). Having two global traumatic events occurring so close together 

with a level of exposure that has never been seen before, it is probable that some will 

develop symptoms of trauma related disorder. It is therefore important to ascertain 

what factors may fuel or prevent the development of such disorders and it is 

recommended the social aspects of this development, specifically looking at 

loneliness as bidimensional are considered for more accurate and effective strategies. 

 

Policy and Intervention strategies 

 

One of the main objectives for any study is not just to build on the related 

literature but to also provide knowledge to develop the most appropriate treatment 

and interventions to prevent and potentially treat mental health issues. Showing the 

unique effects of emotional and social loneliness provides rich information for 



237 
 

progression in this area of study. Findings from this not only can inform research but 

also for service providers, policymakers, and indeed the general public. As 

loneliness, in particular emotional loneliness, has been shown to contribute to 

clinical trauma disorders, then this should be used to help identify those at risk of 

developing such disorders and be considered when developing treatments. 

Currently, in the UK and Ireland, the most common intervention strategies 

proposed by government bodies for treating PTSD and CPTSD are medicine and 

psychological therapies, particularly cognitive behavioural therapy (CBT) (NHS, 

2022; HSE, 2022). In Northern Ireland, trauma treatment is guided by the health and 

social care board (HSC) which is informed by the National Institute for Health and 

Care Excellence Guidelines (NICE CG 26). Their approach considers social aspects 

through a ‘stepped care’ approach which has been developed using the social model 

of recovery (HSCNI, 2022). This model provides many interventions to meet a range 

of needs across communities with a focus on recovery. The approach is informed by 

clinical evidence which suggests that for people to be successfully treated, a 

combination of evidence-based interventions involving family, social, psychiatric, 

and psychological factors is provided. These teams provide treatment and develop 

strategies and research to inform practice concerning PTSD and other trauma-related 

disorders (e.g., CPSTD) (HSCNI, 2022). 

In the US where the data used in this analysis was collected SAMHSA 

(substance abuse and mental health services administration) notes social and 

interpersonal factors as key aspects of delivering trauma-informed care (TIC) 

(Center for Substance Abuse Treatment (US), 2014). It is recommended that after 

exposure to a traumatic event it is crucial to confirm, form or re-establish a social 

support system in the initial stages of TIC and to engage in culturally appropriate 
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activities, as soon as possible as such support has shown to act as a buffer against 

developing traumatic stress (Center for Substance Abuse Treatment (US), 2014). 

Furthermore, WHO has also outlined a protocol for managing and treating stress-

related disorders and provides guidelines on interventions for treating adults and 

children with PTSD (WHO, 2013). The manual does not mention loneliness nor 

CPTSD although neither may have been as widely researched at the time of 

publication. That said, surprisingly no social aspects of the interventions were 

considered. The organisation did however acknowledge social aspects such as family 

support approaches in their report on violence and health for children (WHO, 2002). 

In addition, WHOs Mental Health Global Action Programme (mhGAP; 2008) 

recommended providing ‘psychological first aid’ to people who have been exposed 

to a potentially traumatic event and have suffered a bereavement which consists of 

communication and encouraging social support.  

Although these guidelines touch on social aspects for treatment and care with 

varying degrees of consideration, the recommendations outlined are few and vague 

giving the impression that this issue is not perceived as important as the work in this 

thesis has found it to be. The presence of social ties has been shown to alleviate 

many negative effects of early traumatic exposure in adulthood (Powers, Ressler & 

Bradley, 2009; Runtz & Schallow, 1997). Social support has also shown to decrease 

the likelihood of developing PTSD (Hyman, Gold & Cott, 2003) and reduce both the 

physiological and neurobiological reactivity from the event (Norman, Hawkley, Ball, 

Berntson & Cacioppo, 2013). As this chapter has shown the significant role 

loneliness plays in the development of clinical disorders, I recommend that future 

government and health care proposals acknowledge this in future publications. 

Furthermore, to not only address loneliness but how emotional loneliness, in 

https://www.sciencedirect.com/science/article/pii/S0167876012006824?casa_token=18FAXGI76hAAAAAA:FeOcByL8mcQkdrm-RMDlCqdlDwJjtocmX4RMeAVN1lgXetmsky4RNfCy1C2NV5oJzPIIv6if8HEW#bb0140
https://www.sciencedirect.com/science/article/pii/S0167876012006824?casa_token=18FAXGI76hAAAAAA:FeOcByL8mcQkdrm-RMDlCqdlDwJjtocmX4RMeAVN1lgXetmsky4RNfCy1C2NV5oJzPIIv6if8HEW#bb0140
https://www.sciencedirect.com/science/article/pii/S0167876012006824?casa_token=18FAXGI76hAAAAAA:FeOcByL8mcQkdrm-RMDlCqdlDwJjtocmX4RMeAVN1lgXetmsky4RNfCy1C2NV5oJzPIIv6if8HEW#bb0260
https://www.sciencedirect.com/science/article/pii/S0167876012006824?casa_token=18FAXGI76hAAAAAA:FeOcByL8mcQkdrm-RMDlCqdlDwJjtocmX4RMeAVN1lgXetmsky4RNfCy1C2NV5oJzPIIv6if8HEW#bb0110
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particular, seems to have a greater effect on trauma and trauma-related disorders in 

order to develop more appropriate care options. It is also recommended that future 

work in this area continues to test loneliness subtypes with other clinical disorders to 

ascertain the role social and or emotional loneliness plays in the development of such 

disorders to further inform such guidelines and protocols with the overall aim of 

providing successful and effective treatment options. 

 

Limitations 

 

One limitation is that the population used for this analysis did not include 

people over the age of 70. As loneliness is believed to take a U-shaped distribution, 

with high scores observed in old age this study should be replicated with people over 

the age of 70. Lastly, due to the cross-sectional design of this study, the predictive 

associations between the variables cannot be inferred. This sample also was from the 

US, so the cross-cultural validity of these results is not clear. 

 

Conclusion 
 

Based on past research, it is unsurprising, yet still intriguing that the main 

results seem to suggest that when subtypes are identified and tested it is not social 

but emotional loneliness that is associated with the development of poorer mental 

health outcomes after experiencing a traumatic event psychological health. However, 

this finding is not exclusive to trauma disorders (e.g., Hyland et al., 2018). It should 

be noted that although social loneliness did not have a significant effect in this study, 

it has been linked significantly to other disorders such as depression and anxiety 
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(e.g., Diehl, Jansen, Ishchanova & Hilger-Kolb, 2018) therefore it may prove to 

contribute to mental health problems in future studies. Collectively these findings 

suggest that although loneliness has continually been argued throughout this thesis to 

be detrimental to one’s mental health, both types do not necessarily lead to adverse 

mental health issues. In other words, echoing Hyland’s sentiment, “it is the quality, 

not the quantity, of interpersonal connections that makes the difference when it 

comes to one’s psychological health” (Hyland et al., 2018, p.8). Loneliness is 

typically thought of as a unidimensional construct and much research and 

intervention strategies have been put forward and conducted with this 

conceptualisation in mind. However, this chapter along with the three preceding 

chapters has challenged this perception, demonstrating robust evidence that 

loneliness is bidimensional. As such, empirical findings regarding the determinants 

and consequences of loneliness are likely to be inaccurate if the construct is not 

correctly conceptualised (Hyland et al., 2018). As both types have shown to have 

unique causes and unique outcomes, and the consequences shown to be quite severe, 

the next aim will be to see how both social and emotional loneliness currently fit in 

the overall field of mental health research. 
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Chapter 6    

The Co-Occurrence of Loneliness Subtypes with Psychiatric 

Disorders 
 

 

"A guy goes nuts if he ain't got nobody….a guy gets too lonely and he gets sick."  

John Steinbeck (1937) - Of Mice and Men. 

 

 

Introduction 
 

The introduction of this thesis discussed various theories regarding the 

development of loneliness. Chapters 2 and 3 aimed to systematically investigate and 

analyse the factor structure of the DJGLS-6 and establish that loneliness has two 

distinct yet related constructs (emotional and social loneliness). In Chapter 4, the 

predictors of loneliness were examined and discussed. Although anyone is 

susceptible to experiencing loneliness at some point during their lifetime, albeit with 

varying severity, the analysis revealed that some groups are significantly more at risk 

than others; for example, females, those who are unemployed, and young adults. 

Chapter 5 examined the role loneliness plays in the development on trauma related 

disorders. Emotional loneliness was found to mediate the relationship between 

trauma exposure and related disorders. Such findings add to the many questions 

surrounding loneliness, namely are their unique adverse effects of social and 

emotional loneliness on other disorders and if so, why does one’s social 

circumstances cause so much harm to wellbeing? To answer this, this introduction 

will investigate the relationship between loneliness and various mental health 
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outcomes. It will also take a deeper look at how loneliness currently fits within the 

present landscape of psychopathology.  

 

Mental Health Outcomes of Loneliness 

 

For this chapter, before the relationship between loneliness and the possible 

negative mental health outcomes can be discussed, it is important to note why this 

association may develop in the first place. In the introduction to this thesis, it was 

argued that theories including evolutionary theory (e.g., Cacioppo, Cacioppo & 

Boomsma, 2014) had unique perspectives concerning why it is so important for 

humans to connect with one another. Although these theories offer unique 

perspectives, they each share a fundamental truth, humans are social beings, 

motivated to belong in order to survive, and if this drive is not satisfied serious 

problems can occur. As Baumeister and Leary (1995) suggest, humans have an 

instinctual need to belong which influences behaviour, thoughts, and emotions.  This 

drive constitutes a strong need to develop and maintain a minimum quantity of 

significant interpersonal relationships. Accordingly, those who find it difficult to 

establish and then maintain satisfying relationships with others may also have 

persistent difficulties in satisfying their own need to feel a sense of belongingness, 

and consequently are more likely to experience a sense of deprivation and alienation, 

manifested in disturbances such as depression, anxiety, and posttraumatic stress 

disorder (Singh & Kiran, 2013; White & Roberson-Nay,2009; Dagan & Yagar, 

2019). In other words, if an individual feels they are lonely this can develop into a 

psychological disturbance. With this in mind, consider how the body feels hunger 

when it needs food or nourishment, but if it is lacking a specific nutrient there are 
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distinct signs and negative health effects. For instance, if the body is lacking calcium 

signs of this are having an abnormal heart rhythm, feeling numb and tingling 

sensations whereas mood shift, bone pain, and chronic fatigue are signs the body is 

deficient in Vitamin D (Bowers & Lawler, 2021). Therefore, if the body needs 

certain nutrients, simply satisfying it with any food source may not be enough. It is 

up to medical professionals and researchers to ascertain what ‘type’ of nourishment 

the body needs. Returning to loneliness, we crave social connection but simply being 

in the company of others may not be enough. Hallowell (2001, p.3) even compared 

vitamins to connection: “just as we need vitamin C each day, we also need a dose of 

the human moment—positive contact with other people.”  Similarly, there are unique 

types of connections that may need to be met. The evolutionary theory and cognitive 

theory explain why humans crave connection and Weiss’ theory proposes how and 

why emotional and social loneliness develop (please see chapters 1-4). 

Unfortunately, when the body craves certain vitamins and minerals there are 

generally clear signs that can be viewed with the naked eye. Spotting loneliness and 

what type of social need is to be met is unfortunately not so simple. It is up to 

researchers and healthcare workers to uncover the common signs of social and 

emotional loneliness.  

As stated, the previous chapters examined predictors and loneliness’s 

relationship with trauma and trauma-related disorders. The following sections aim to 

look at overall loneliness, emotional and social loneliness relationship with 

established clinical disorders to understand the mental harm that can happen when 

one’s social needs are not being met. 

 

https://www.everydayhealth.com/authors/elizabeth-shimer-bowers/
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Depression 

 

According to Singh and Kiran (2013), lonely individuals are more likely to 

suffer from more depressive symptoms. Depression is a mood disorder, which is 

defined by the International Statistical Classification of Diseases and Related Health 

Problems (11th ed.; ICD-11; World Health Organization, 2018) as having at least 5 

out of the 10 listed symptoms (i.e. depressed mood, a severe reduction in pleasure or 

interest in activities, marked indecisiveness, diminished ability to stay focused and 

concentrate, excessive or inappropriate guilt, low self-esteem or hopelessness about 

the future, persistent thoughts regarding death or suicidal ideation or evidence of 

attempted suicide, excessive or disruptive sleep, significant changes in weight or 

appetite, fatigue or diminished energy, and psychomotor retardation or agitation) 

simultaneously. These symptoms must occur nearly every day, for most of the day, 

for 2 weeks at a minimum and must negatively affect functional impairment 

significantly. Recently the World Health Organisation (WHO; 2020) announced that 

depression is now a leading cause of disability globally and substantially contributes 

to the overall burden of disease worldwide.  

Many studies have suggested that a strong association exists between 

depression and loneliness with both having serious adverse effects on well-being and 

high levels of loneliness can also predict depression (Dahlberg & McKee, 2014; 

Cacioppo, Hawkley, & Thisted, 2010; Luanaigh & Lawlor, 2008; Heikkinen & 

Kauppinen, 2004). Some have even considered loneliness as a subset of depression, 

for they share similar features, for example low self-esteem  (Mushtaq, Shoib, Shah, 

& Mushtaq, 2014). The Centre for Epidemiological Studies Depression scale 

(Radloff, 1977), a frequently used scale for assessing depression, includes a 
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loneliness item (“I felt lonely”), reflecting the extent of the possible overlap and 

relationship between these two constructs. In fact, these constructs are considered so 

similar that Horowitz and colleagues (1982), put forward that loneliness is nested in 

the prototype for a person with depression. In other words, the main features of a 

lonely person may be the subset of a depressed person. That said, a lonely person is 

more likely to say they are depressed than a depressed person is to say they are 

lonely (Horowitz, French & Anderson, 1982). 

However, West and colleagues (1986), advised that loneliness is indeed 

distinct in that it is characterised by the hope that all will be fine once the individual 

finds a group or individual to connect with. Supporting this distinction, Donovan, 

and colleagues (2017), reported that only half of older aged adults who reported 

feeling lonely had symptoms of depression in a sample from the U.S., suggesting 

they are related but separate concepts. In addition, across the life course this 

correlation seems to be consistent (Nolen-Hoeksema & Ahrens, 2002). For instance, 

one meta-analysis investigated the effect of loneliness on depression (Erzen & 

Çikrikci, 2018). They first performed a literature scan to gather all relevant studies. 

Through applying scales determined by the authors, 88 studies were selected for 

analysis (N=40,068). Using a random effects model for analysis, results found that 

loneliness had a moderate but significant effect on depression. Study sampling 

group, year of publication and type of publication were not significant moderators as 

the authors initially hypothesised. That same year, Wang, and colleagues (2018), 

conducted a systematic review regarding the links between perceived social support, 

loneliness, and effects on mental health problems. The authors searched for 

longitudinal quantitative studies which investigated the link between loneliness and 

feelings of poor social support and outcomes. 34 relevant studies were selected. The 
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authors found those with depression who felt they had poor social support have 

worse outcomes in terms of symptoms, social functioning, and recovery. Thus, the 

lonelier an individual feels, the poorer outcomes will be for depression. The authors 

also found preliminary support for the link between outcomes in anxiety disorders, 

bipolar disorder, and schizophrenia with perceived social support. Another study 

examined the effects of social support, conflict, belongingness, and loneliness on 

depression (Hegarty & Williams, 1999). Using path analysis, 64% of the variance in 

depression was explained by the social factors with social support having only an 

indirect effect. Sense of belonging was found to be a stronger predictor of depression 

which highlights the need for more relationship and social oriented treatments to be 

considered as part of future depression intervention strategies. 

The ongoing relationship between these two constructs may be explained by 

factors such as poor coping skills (Vanhalst, Luyckx, Teppers, & Goossens, 2012), 

absence of sufficient social support (Liu, Gou, & Zuo, 2016), and lack of control 

(van Belijouw et al., 2014). Some have also proposed that loneliness may lead to 

depression due to their shared relationship with predictors such as psychosocial and 

demographic factors and perceived stress (e.g., Cacioppo, Hughes, Waite, Hawkley, 

& Thisted, 2006). Although notably, Cacioppo and colleagues (2006), argue that 

loneliness can predict depression net of these factors. The evolutionary theory 

discussed in the introduction of this thesis, provides a robust explanation as to how 

loneliness can lead to this disorder. As loneliness encourages people to build and 

maintain strong social ties, lack of this connection can create a negative affect which 

could result in low mood and if not dealt with, eventually result in depression.  
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Loneliness Subtypes and Depression 

 

When considering loneliness as bi-dimensional Weiss (1974), hypothesised 

that between emotional and social loneliness, social loneliness has stronger 

predictive capabilities for depression than emotional. This suggestion has been 

supported by numerous empirical findings (George, 1989; DiTommaso & Spinner, 

1997). Other studies suggest however, that emotional loneliness uniquely predicts 

depression (Schnittger, Wherton, Prendergast, & Lawlor, 2012; Peerenboom, 

Collard, Naarding, & Comijs, 2015). Researchers have also found that both 

emotional and social loneliness correlate with symptoms of depression for example 

in Dragset and colleagues’ study (2012) involving nursing home residents and 

Tikkainen and Heikkinen (2005), study on older adults living in community housing. 

These results are not exclusive to the elderly population, with studies involving 

middle aged adults, university students and high school students all finding an 

association between emotional loneliness, social loneliness, depression and even 

anxiety (Beutel et al., 2017; Diehl, Jansen, Ishchanova & Hilger-Kolb, 2018; Elahe, 

Talepasand & Rezaei, 2017).  

Despite the clear association between depression, loneliness, and its 

subtypes, the direction of causality still remains unclear. For example, Cacioppo and 

colleagues (2006), found a reciprocal association between the two factors whereas 

others affirm that loneliness does indeed predict depression (Cacioppo,  Hawkley,  

Thisted, 2010; van Winkel et al., 2017). More research is warranted to clarify the 

nature of the relationship between the subtypes of loneliness to ascertain which, if 

any, is more likely to predict depression and why. Further research should also be 
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conducted to examine if depression is more likely to predict social or emotional 

loneliness. 

Anxiety 

The association between loneliness and anxiety has been considerably 

understudied compared to depression, even though an estimated 284 million people 

have reported experiencing an anxiety disorder in recent years, making it the most 

prevalent mental health disorder globally (Ritchie & Roser, 2018). According to 

Bandelow and Michaelis (2015), almost 38% of the population will be affected by an 

anxiety disorder at some point during their lifetime. The ICD-11 characterises 

generalised anxiety disorder (GAD) as having anxiety symptoms lasting for several 

months, manifested by either excessive worry concerning everyday events or general 

apprehension (WHO, 2018). This disorder has additional symptoms such as motor 

restlessness or muscle tension, difficulty maintaining focus and attention, 

sympathetic autonomic over-activity, excessive irritability or sleep disturbance, and 

subjective experience of nervousness. These symptoms cause significant impairment 

for both work and personal life and result in severe distress for the individual (WHO, 

2018). 

Much of the research surrounding loneliness and anxiety has focussed 

specifically on social anxiety (Caplan 2007; Reid and Reid, 2007) however, 

numerous studies have reported loneliness to have a much broader reach than just 

social issues. For example Domenech-Abella and colleagues (2019), used data from 

the Irish longitudal study on Ageing to assess anxiety, depression, loneliness and 

social network in the elderly. Results showed an association between loneliness and 

a stronger likelihood of suffering from generalised anxiety disorder, major 

https://ourworldindata.org/grapher/number-with-anxiety-disorders-country
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depressive disorder, and suicidal ideation. Futhermore, in their study on anxiety and 

loneliness involving young people with autism spectrum disorders, White and 

Roberson-Nay (2009), also observed a strong link between those who had above 

average total anxiety scores and loneliness than those with less anxiety. Other studies 

confirm that loneliness is an important risk factor for developing anxiety and chronic 

stress (Richardson, Elliott & Roberts, 2017;  McHugh & Lawlor, 2013; Özdemir & 

Çelen, 2023) as well as a risk factor for engaging in unhealthy behaviours 

(Okruszek, Aniszewska-Stańczuk, Piejka, Wiśniewska & Zurek, 2020; Segrin & 

Passalacqua, 2010). Anxiety was also found to positively correlate with both social 

isolation and loneliness in both youths and older adults (Ebesutani et al., 2015; 

Schultz & Moore, 1984).  

More recently researchers have begun to investigate how loneliness may 

increase the likelihood of developing anxiety during the Covid-19 pandemic. For 

example, Boursier and colleagues (2020), conducted a study investigating the 

relationship between loneliness and anxiety during lockdown in April 2020 using a 

sample of Italian adults (N=715). Their findings showed that over the duration of the 

pandemic, loneliness was associated positively, both directly and indirectly, with 

anxiety. In addition, excessive social media use and high levels of anxiety were both 

predicted by increased feelings of loneliness and isolation. The predictive effect on 

anxiety by loneliness was also stronger when excessive social media use was 

controlled for. 

 Most studies on loneliness and its outcomes tend to focus on the elderly 

which is unfortunate due to the increasing rates of anxiety in youths (Newport 

Academy, 2020) and as Chapter 4 revealed, young people are in a high-risk group for 



282 
 

experiencing loneliness. Barchia and Bussey (2010), found that loneliness can 

exacerbate symptoms in youths already experiencing clinical levels of anxiety and 

this can develop into depression (Qualter, Brown, Munn, & Rotenberg, 2010). 

Furthermore, in one study that investigated mechanisms of change in young people 

with social anxiety disorder who participated in social effectiveness therapy (Alfano 

et al., 2009), decreases in loneliness as opposed to improvements in social skills, was 

found to mediate treatment outcomes positively. These results affirm that researchers 

need to begin focusing on the construct of loneliness in the context of both treatment 

and assessment for youths with various anxiety disorders.  

 

Anxiety and Loneliness Subtypes 

 

Few studies exist today which have investigated the relationship between 

anxiety and emotional and social loneliness. However, according to Weiss (1974), 

emotional loneliness is more likely to lead to anxiety, yet other findings suggest that 

both depression and anxiety significantly link to social loneliness (Russell, Cutrona, 

Rose & Yurko, 1984; DiTommaso & Spinner, 1997). Others have found depression is 

more strongly associated with emotional loneliness (Schnittger, Wherton, 

Prendergast & Lawlor, 2012; Russell, Cutrona, Rose & Yurko, 1984). Russell and 

colleagues (1984), demonstrated that depression was related to both emotional 

loneliness and social isolation, while anxiety was only related to social. White and 

Roberson-Nay (2009), found that young people who self-reported high levels of 

anxiety reported greater feelings of social loneliness. As it has been demonstrated 

throughout this thesis that robust evidence exists for the bidimensionality of 
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loneliness, the relationship between anxiety and the loneliness subtypes strongly 

warrants further investigation to clarify this relationship.  

 

Anxiety and Loneliness: Theories 

 

The link between loneliness and anxiety may be explained by how people 

tend to form connections with others to get a sense of companionship and safety and 

failing to satisfy these fundamental needs may lead to feelings of instability and thus 

anxiety (Weeks, Michela, Peplau & Bragg, 1980). Furthermore, according to Leary 

(1990), perceiving oneself as excluded may directly trigger anxiety. Loneliness has 

also been found to distort thinking processes which consequently increases anxiety. 

For example, everyday events have been found to elicit threat appraisals in lonely 

people, but not in those who report not feeling lonely (Hawkley, Burleson, Berntson 

& Cacioppo, 2003).  

Moreover, according to Cacioppo and colleagues’ (2006), evolutionary 

model, lonely people tend to feel unsafe, and this feeling prompts an anachronistic 

survival mechanism that leads to heightened feelings of threat and nearby danger. 

This leads to a fundamental mechanism to protect oneself by isolating from others. 

While this may allow individuals to lessen the short-term pain of negative 

interactions, it can potentially cause the development of negative social behaviours 

such as hostility, self-defeating attitudes, and a tendency to blame others (Cacioppo 

& Hawkley, 2005; Rotenberg, 1994). This excessive focus on potential threats 

subsequently leads to anxiety. Combining the theories and results of the few studies 

on anxiety and loneliness, it is clear that anxiety is now one of the most prevalent 
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mental health issues effecting people today and a plausible key factor driving this 

increase is loneliness. As we live more nomadic lives, spend less time with family, 

feel less connected to our communities and given that our social pains are not always 

focussed on during interventions to try and alleviate anxiety, this anxiety epidemic is 

not going to be tackled unless the social aspects that propel this sense of threat and 

fear are addressed. 

 

Posttraumatic Stress Disorder 

 

Chapter 5 discussed the effect trauma can have on the social aspects of a 

person’s life and the possible outcomes (i.e., PTSD and CPTSD) in more detail. 

Here, it will touch on the main points of that relationship. The proposed criteria from 

the ICD-11 regarding PTSD  includes experiencing threatening or traumatic event(s) 

and subsequently developing symptoms from each of the three main elements 

(avoiding reminders of the traumatic event, re-experiencing event(s) in the present 

day with feelings of terror; hypervigilance and/or an exaggerated responses 

manifested from a current sense of threat) and symptoms must persist for several 

weeks (Maercker, Brewin, Bryant, Cloitre, Reed, van Ommeren, et al., 2013; WHO, 

2014). The relationship between PTSD and loneliness has been examined through 

studies involving veterans. For instance, Stein and Tuval-Maschiach (2015), 

suggested that the relationship between trauma and loneliness arises when  

difficulties in discussing traumatic experiences can lead to feelings of loneliness and 

alienation in veteran populations and specifically PTSD is related to loneliness 

which has been continually observed even after many years of experiencing trauma 

(Solomon, Dekel & Mikulincer, 2008). In the National Health and Resilience in 
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Veterans study, loneliness was found to negatively associate with being married, 

social support and secure attachment, and was uniquely associated with PTSD 

(Kuwert, Knaevelsrud & Pietrzak, 2014). Furthermore, loneliness was found to 

mediate the correlation between marital adjustment and symptoms of posttraumatic 

stress in veterans and secure pattern of attachment was not moderated by the 

influence of loneliness (Itzhaky, Stein, Levin & Solomon, 2017). These findings 

suggest that perceived isolation and loneliness by those who have survived traumatic 

experiences can negatively impact the ability to adjust to marriage. Further, one 

study demonstrated a link  between PTSD,  combat service, and suicidal ideation in 

elderly veterans, a population in which co-occurrence of  loneliness and PTSD may 

be especially synergistic in the development of poor health and increased risk of 

suicide (Fanning & Pietrzak, 2013). More recently low distress tolerance, high levels 

of worries specific to COVID-19 and high levels of loneliness were significantly 

associated with clinical levels of anxiety, depression, and PTSD symptoms (Liu, 

Zhang, Wong, Hyun & Hahm, 2020). 

 

PTSD and Loneliness Subtypes 

 

Not much research has been conducted on the link between PTSD and the 

loneliness subtypes, but one longitudinal study conducted by Fox and colleagues 

(2021), aimed to investigate the relationship between social and emotional loneliness 

and posttraumatic stress symptoms. Using two waves from the longitudinal Aging 

Study in Amsterdam, a significant, yet small increase in both posttraumatic stress 

symptoms and emotional loneliness over time was found, however, average social 

loneliness scores did not change over time. In addition, slight changes in post-
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traumatic stress symptoms were also linked to changes in both social and emotional 

loneliness. Such results provide evidence of a longitudinal association between 

posttraumatic stress symptoms and the subtypes among older adults.  

Furthermore, emotional loneliness rather than social has been reported by 

multiple authors to have the greater effect on mental health (Hyland et al., 2019; 

McHugh & Lawlor, 2013; Peerenboom et al., 2015). Hawkley and Cacioppo's 

(2010), “loneliness loop” theory mentioned in previous chapters provides a robust 

explanation for this association. According to their theory, those who perceive 

themselves as socially isolated can often feel unsafe, this sense of threat triggers an 

implicit hypervigilance for threatening stimuli in their environment. This 

hypervigilance and fear may cause an individual to create negative cognitive biases 

which in turn leads to the individual isolating themselves as they believe that is safer. 

They then blame this isolation on the environment rather than their own negative 

thoughts and perceptions. This increase in isolation leads to a reciprocal effect 

whereby feelings of loneliness are perpetuated through negative cognitive biases, 

hence the loneliness loop. This loop can then develop into low self‐esteem, stress, 

and anxiety. Further, such negative biases can also cause the neurobiological and 

behavioural mechanisms that can lead to negative mental health outcomes including 

PTSD and complex posttraumatic stress disorder (CPTSD; Hawkley & Cacioppo, 

2010; Qualter et al., 2015).  
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CPTSD 

 

To date, studies which have examined the relationship between loneliness 

and CPTSD have been sparse (please see Chapter 5). CPTSD is a disorder now 

marked in the 2018 ICD-11 by symptoms of PTSD (re-experiencing, startle, 

nightmares, hypervigilance, and avoidance) and in addition  “disturbances in self-

organisation (DSO)” characterised by negative self-concept, affective dysregulation, 

and disturbances in relationships (Karatzias et al., 2017). For ICD-11 PTSD 

prevalence rates across numerous countries among the general adult population 

approximately range from 3.4% to 6.7% whereas prevalence rates for CPTSD range 

from 3.8% to 7.7% (Cloitre et al., 2019; Hyland, Karatzias, Shevlin, Cloitre & Ben-

Ezra, 2020a; Hyland et al., 2020b). It has been suggested that females who 

experienced both sexual and physical abuse are especially vulnerable, as exposure to 

various forms of interpersonal trauma increases the risk of developing suicidal 

behaviours and CPTSD symptoms (Hyland et al., 2017; Herman, 1992). It also 

stands to reason that loneliness plays an important role in the development and 

maintaining of CPTSD symptoms as chapter 5 noted that the loneliness and CPTSD 

relationship has been observed in clinical case studies and loneliness has been linked 

with each of the three DSO symptoms. 

 

Loneliness Subtypes and CPTSD 

 

 Few studies have examined the relationship between emotional and social 

loneliness with CPTSD have been conducted, however one study examined the 

cross‐sectional relationships between both subtypes and symptoms of CPTSD in 
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older adults (Fox, Hyland, Coogan, Cloitre, McHugh Power, 2022). The authors used 

structural equation modelling to examine these relationships in a nationally 

representative sample residing in the US (N = 456). Interestingly, results showed that 

while emotional loneliness was associated with both PTSD and DSO symptoms, 

social loneliness was only associated with the three DSO symptoms. These findings 

further support the recommendation that clinicians should consider loneliness as 

bidimensional when treating symptoms of mental illness including PTSD and DSO.  

 

 Causal Associations with Loneliness 

 

Although the association between loneliness and negative mental health 

outcomes is widely recognised, whether loneliness causes certain negative outcomes 

or mental health disorders increases feelings of loneliness, or both, has not been fully 

clarified and contrasting results have been reported (Cacioppo et al., 2010; Dahlberg, 

Andersson, McKee & Lennartsson, 2014; Domènech-Abella et al., 2017). For 

instance, one longitudinal study of Israeli war prisoners found that people who 

displayed CPTSD symptoms were more vulnerable to experiencing loneliness in 

later life compared to individuals displaying ICD‐11 PTSD symptoms, or who were 

asymptomatic (Zerach, Shevlin, Cloitre & Solomon, 2019). Cacioppo and colleagues 

(2006), also found a reciprocal relationship for depression and McHugh Power and 

colleagues (2018), found evidence that both loneliness subtypes did not predict, but 

were predicted by, depressive symptoms. Others including Dahlberg and colleagues 

(2014) and Tiikkainen and Heikkinen (2005), have also found evidence that 

depression predicts loneliness. Anxiety has also been found to influence social 

contact and support (Cramer, Torgersen, Kringlen, 2005). These findings suggest that 
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loneliness and multiple mental health disorders form a vicious cycle whereby one 

aggravates the other. 

 It is difficult to ascertain the causal relationship between loneliness and 

mental disorders because loneliness often co-occurs with other disorders and many 

times items overlap rendering it difficult to distinguish. Taken together, while the 

directionality is unclear, what is evident is that loneliness seems to play a major part 

in the development of mental health disorders and indeed physical health problems. 

Whether it be the cause, outcome, mediator or all three it cannot be denied that the 

absence of loneliness would significantly lessen the negative outcomes experienced 

by those experiencing psychological distress. Due to the undeniable mental health 

juggernaut that is loneliness, it may be time to empirically investigate how loneliness 

and indeed it’s subtypes currently fits in the arena of mental health disorders. 

 

Loneliness: More Than Just a Symptom? 

To date, loneliness has been viewed as a symptom or precursor of various 

mental health problems, however, according to Tiwari (2013), loneliness has 

developed into a disease itself and there are etiological, epidemiological, and 

phenomenological evidence to support this claim. Not only has it been deemed a 

factor for developing mental health issues but also physical. Some examples of the 

negative health outcomes that have been repeatedly correlated with loneliness are 

high blood pressure (Cacioppo et al., 2002; Steptoe, Owen, Kunz-Ebrecht & Brydon, 

2004), smoking, low physical activity (Yang, Yockey, Chu & Lee, 2022) and obesity 

(Lauder, Mummery, Jones & Caperchione 2006; Whisman, 2010). 
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Loneliness not only has severe deleterious effects on one’s mental health but 

also one’s physical health and overall wellbeing. If a person is lonely for a certain 

length of time, the amount of which still unknown, a person will be highly 

vulnerable to developing a disorder, a health problem, addiction or even death. The 

burden of loneliness also effects how people carry out important tasks and perform at 

work. Recently Amarat and collegues (2018) investigated the mediating role that 

work alienation has on the link between workplace loneliness on performance. This 

cross -sectional study surveyed nurses (N=138) in Turkey. Correlation and 

regression analysis identified that loneliness when experienced in the workplace had 

a negative effect on job performance and this effect was magnified when alienation 

was included as a mediating variable. These results are worrisome given the sample 

was made up of nurses, one of the most valuable members of the health care industry 

(Nejati, Rodiek, & Shepley, 2016) and the level of responsibility they hold. 

Moreover, loneliness has been shown not only to mediate the relationship between 

common mental disorders and suicidal ideation and behaviours but has also can be a 

significant risk factor for suicidal ideation and behaviours independently (Li, Xu & 

Chi, 2016; Stickley & Koyanagi, 2016). 

Loneliness and Suicide 

One survey compared those who reported strong feelings of loneliness to 

those who do not feel lonely using a sample from the general British population. It 

was found that odds ratios for that past year or lifetime attempts of suicide among 

lonely individuals were 3.45 and 17.37, respectively (Stickley & Koyanagi, 2016). 

Additionally, similar increased odds ratios for engaging in suicidal behaviour have 

been reported in lonely people with no common mental disorders versus people with 

common mental disorders who did not report feeling lonely (Stickley & Koyanagi, 
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2016). Moreover, Rødevand and colleagues (2021) investigated whether there were 

any overlapping genetic architecture and loci shared between severe mental health 

disorders, cardiovascular disease, and loneliness risk factors. The study revealed 

substantial polygenic overlap, suggesting that loneliness shares very similar genetic 

mechanisms as severe mental disorders. Taken together, these results argue that 

loneliness might contribute as strongly to the likelihood of engaging in suicidal 

behaviour as established  mental disorders and the genetic mechanisms that may 

predispose an individual to loneliness also predispose them to severe mental health 

disorders.  

Aims 
 

According to Horowitz and colleagues (1982) loneliness is currently 

perceived as an abstract summary of a cluster of  behaviours, feelings, and thoughts. 

Unfortunately, at present, while it is possible for loneliness to be objectively defined, 

it is according to Peplau and Perlman (1982), a subjective experience which at 

present cannot be observed by clinicians and researchers directly. With the clear 

evidence that loneliness is a major contributing factor for developing a psychological 

disorder, the directionality still not entirely clarified, evidence to show it can 

independently lead to suicidal ideation and behaviour and is also a major risk factor 

for serious cognitive and physical health problems, it is clear it is time to look at 

loneliness through a new lens. Therefore, this chapter aims to investigate whether 

similar patterns emerge of groups, or profiles, of people who experience social and 

emotional loneliness as well as prevalent psychological disturbances such as 

depression, anxiety, PTSD and DSO symptoms. The following analysis will question 

whether different profiles of the loneliness subtypes and psychological disorders 

exist within the general adult population. Answering this research question could 
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potentially advance our current understanding of how the effects of both emotional 

and social loneliness respectively compare with established clinical disorders and in 

turn guide our future understanding and perspective of the loneliness concept.  

 

Method 

Participants 

 

This study used a nationally representative sample of adults (N=1839) 

residing in the United States from the GFK group project report for the ICD Survey 

in March 2017. The mean age of the sample was 46.96 years (SD = 14.62, range = 

18-70 years), and 66.1% (N = 1216) of participants were female (Please see chapters 

3-4). 

Loneliness 

 

Emotional and Social Loneliness were measured using the 6-item de Jong 

Gierveld Loneliness Scale (de Jong Gierveld & van Tilburg, 2006) (see chapters 2-

3). 

Major Depressive Disorder 

 

The eight item Patient Health Questionnaire depression scale (PHQ-8) was 

used to capture symptoms of major depressive disorder (MDD: Kroenke, Strine, 

Williams, Berry, & Mokdad, 2009). The PHQ-8 items are based on the criteria for 

depressive disorders proposed by the Diagnostic and Statistical Manual of Mental 

Disorders, fourth edition (DSM-IV; American Psychiatric Association, 1994). The 

measure asks respondents to indicate the number of days they had experienced a 

particular symptom over the two weeks prior to filling out the questionnaire. The 
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response options are 0 to 1 day (not at all), 2 to 6 days (several days), 7 to 11 days 

(more than half days) and 12 to 14 days (nearly every day). Points assigned to each 

category can range from 0 to 3 which when totalled, can produce total scores ranging 

from 0 to 24. Points ranging from 0 to 4 indicate no significant depressive 

symptoms. Total scores ranging from 5 to 9 points suggest only mild symptoms; 0 to 

14 indicates moderate symptoms; scores of 15 to 19 are moderately severe; and 20 to 

24 represents severe symptoms of depression (Kroenke, et al., 2009). The scale’s 

developers state the scale is an established, valid tool for assessing depression 

disorders and is suitable for use in large clinical studies. The PHQ-8 has also 

demonstrated good internal consistency reliability (Cronbach’s α= .82) in Pressler 

and colleagues (2011) study. Shin and colleagues (2019) study found it acceptable 

(α= .85) for the Swedish version of the PHQ-8. Mattinson and colleagues (2020) and 

Cloitre and colleagues (2019), found excellent reliability with (α=.93).  

 

Generalised Anxiety Disorder 

 

Generalised anxiety disorder (GAD) was measured using the seven-item 

Generalised Anxiety Disorder scale (GAD7; Spitzer, Kroenke, Williams, & Lowe, 

2006) which is a brief self-report measure, based on the DSM criteria. Similar to the 

PHQ-8, respondents indicate how often over the past two weeks prior to filling out 

the questionnaire, they experienced each symptom listed. For this, a 4-point Likert 

scale ranging from 0 (not at all) to 3 (almost every day) was used for each item and 

scores can range from 0 to 21. According to the Spitzer and colleagues (2006) the 

GAD-7 is a useful measure with strong criterion validity for identifying probable 

cases of GAD. The authors found the internal consistency of the GAD-7 was 
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excellent (α =.92) and test-retest reliability was satisfactory (intraclass 

correlation=0.83). Much literature exists to support the psychometric properties of 

the scale and it has been evaluated in population-based samples (e.g., Löwe et al., 

2008), psychiatric samples (e.g., Beard & Björgvinsson, 2014; Kertz, Bigda-Peyton 

& Bjorgvinsson, 2012),  in addiction studies ( Delgadillo et al., 2012), and in 

different languages (e.g., Portuguese; Sousa et al., 2015) and in a Dutch web-based 

sample (Donker, van Straten, Marks, & Cuijpers, 2011). Zhong and colleagues 

(2015) also confirmed the reliability of the GAD-7 (α = 0.89). 

 

PTSD and CPTSD 

 

PTSD and CPTSD was measured using the International Trauma 

Questionnaire (ITQ; Cloitre et al., 2018). The ITQ is a brief measure, focusing on the 

core symptoms of PTSD and CPTSD based on the ICD-11 principles proposed by 

WHO (please see Chapter 5).  

 

Psychological Well-Being 

 

 The five-item World Health Organisation Well-being Index (WHO-5;WHO, 

1998) was used to measure psychological wellbeing. The WHO-5 is an established, 

internationally validated assessment of positive mental health. The scale uses a 6-

point Likert scale ranging from 0 (at no time) to 5 (all the time). Respondents are 

asked to answer positively phrased statements through indicating how they feel 

about each item during the previous 2 weeks. Scores can range from 0 to 25, with 

higher scores reflecting a higher level of psychological well-being. Scores of 13 or 

less suggest poor mental health and may detect the presence of a psychiatric disorder 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5333929/#R3
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5333929/#R9
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5333929/#R30
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5333929/#R11
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(Awata et al., 2007). A review conducted by Topp and colleagues (2015) of 213 

international studies supported both the validity and reliability of the scale scores. 

 

Analytic Plan 

 

To examine the possible co-occurrence of the loneliness subgroups and 

various other established psychological stressors (Depression, Anxiety, PTSD & 

DSO) latent profile analysis  (LPA) was performed using Mplus v8 (Muthén & 

Muthén, 1998–2017). LPA is a more person-centred, alternative technique designed 

to place individuals from a heterogenous population into more homogenous, smaller 

subgroups or ‘classes’ based on data from continuous latent variables (Berlin, 

Williams & Parra, 2014). According to DiStefano and Kamphus (2006), this 

technique is superior to other more traditional approaches of cluster analysis. To help 

clarify the variation between each class, LPA allows for the inclusion of multiple 

variables making it a more flexible framework to work with (Armour, Elklit & 

Shevlin, 2011). Various theory-based fit indices were employed to examine model 

fit: the Akaike Information Criterion (AIC; Akaike, 1987), the Bayesian Information 

Criterion (BIC; Schwartz, 1978), the Sample size adjusted BIC (ssaBIC; Sclove, 

1987), entropy values (Ramaswamy, Desarbo, Reibstein & Robinson, 1993), and  the 

Lo-Mendell-Rubins adjusted likelihood ratio test (LMR-A; Lo,Mendell, & Rubin, 

2001). Low AIC, BIC, ssaBIC values, and high entropy as well as significant LMR-

A scores indicate superior fit of the LPA model (Lo, Mendell & Rubin, 2001; 

Nylund, Asparouhov & Muthén, 2007; Ramaswamy, Desarbo, Reibstein & 

Robinson, 1993; Yang, 2006). According to Lo and colleagues (2001), when a model 

produces a nonsignificant value (p>0.05) the model with one less class should be 
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selected. For the analysis in this chapter, 7 classes were estimated . Analysis was 

conducted on the scores from the emotional and social subscales of the DJGLS-6, the 

PHQ-8, the GAD, ITQ and the WHO-5. 

 

Results 
 

 

 

 Table 15 Mean Scores, Standard Deviation and Correlations with Psychological Disorder 

Note: Statistical significance, p < .01; GAD; General Anxiety Disorder; Wellbeing= Psychological Wellbeing Emo 

=Emotional; Soc=Social; PTSD = posttraumatic stress disorder; DSO = Disturbances in Self-organisation. 

 

The mean scores and bivariate correlations for all study variables are 

presented in Table 15. All psychological disturbances were strongly and significantly 

correlated. However, as expected, psychological well-being had a significant, 

negative correlation with GAD, depression, emotional and social loneliness, PTSD 

and DSO symptoms while the remaining 6 disorders all had positive associations.  

 

 M SD 1 2 3 4 5 6 7 

GAD (1) 3.61 4.84 - .86 -.68 .54 .37 .62 .75 

Depression (2) 4.07 5.40 - - -.73 .60 .41 .59 .76 

Wellbeing (3) 14.99 6.35 - - - -.51 -.46 -.42 -.65 

Emo Loneliness (4) 4.36 1.58 - - - - .40 .39 .60 

Soc Loneliness (5) 5.37 2.08 - - - - - .30 .47 

PTSD (6) 3.74 4.94 - - - - - - .60 

DSO (7) 4.82 4.99 - - - - - - - 
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Table 16 Fit statistics for latent profile analysis of weighted factor scores. 

Note: Superior model in bold; AIC= Akaike information criterion; BIC= Bayesian information 

criterion; ssaBIC=sample size-adjusted BIC; LRT=Lo-Mendell-Rubin adjusted likelihood ratio test 

 

The fit indices are shown in Table 16. The AIC, BIC and ssaBIC continued to 

decrease from the 2-Class model through to the 7-Class model. The LMR-A, 

however, while significant from the 2-Class model, became non-significant in the 5-

Class model. Combined with the decreasing BIC throughout each model, these 

results suggest that the 4-Class model is the most superior model. In addition, this 

solution indicates acceptable classification of participants with entropy (.92). 

 

 The 4-Class solution showed distinct profiles of wellbeing. For instance, Class 

1 represented those who scored low on depression, anxiety, emotional loneliness, 

social loneliness, PTSD and DSO symptoms but scored quite high on wellbeing. 

Consequently, this class was labelled the “Normative Class” as the participants (59.0% 

of the sample) reported little to no experience of psychopathology. Class 2 was named 

LCA 
 

Loglikelihood AIC BIC ssaBIC Entropy LMR-A (p) 
 

1 class -17619.994 35267.988 35345.172 35300.695 - - 

2 classes -14644.189 29332.377 29453.667 29383.774 .956 5854.211 

0.0000 

3 classes -13596.610 27253.220 

 

27418.615 27323.306 .936 2060.870 

0.0000 

4 classes -13172.835 26421.669 26631.169 26510.445 .921 833.681 

0.0084 

5 classes -12973.604 26039.208 26292.814 26146.674 .908 391.940 

0.1288 

6 classes -12840.227 25788.454 26086.164 25914.608 .915 262.389 

0.5401 

7 classes -12708.260 25540.520 25882.336 25685.364 .924 259.615 

0.6167 
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the “Low Psychopathology Class” (24.1% of the sample) as they scored slightly higher 

for the mental disorders and both emotional and social loneliness and less on 

wellbeing. Those with higher scores again for depression, anxiety, emotional 

loneliness, social loneliness, PTSD and DSO symptoms were classified into Class 3 

(11.7% of the sample) and were labelled the “Medium Psychopathology Class”. The 

participants in Class 3 also scored slightly lower on wellbeing compared to Class 1 

and 2. Class 4 (5.1% of the sample) represented those that experienced the highest 

scores on mental health disorders and loneliness subtypes. Expectedly, this class also 

scored the lowest on wellbeing and was labelled the “High Psychopathology Class.” 

Figure 5 indicates the graphical illustration of the latent profiles.  

 

Figure 5 Four Class LPA Plot 

  

 

 

GAD Depression Wellbeing
Emotional
Loneliness

Social
Loneliness

PTSD DSO

Class 4 (5.1%) 2.82 2.79 -1.72 1.49 1.10 1.85 2.15

Class 3 (11.7%) 1.14 1.29 -1.15 1.10 0.74 0.85 1.31

Class 2 (24.1%) 0.18 0.11 -0.60 0.25 0.31 0.02 0.20

Class 1 (59.0%) -0.61 -0.62 0.61 -0.46 -0.36 -0.46 -0.59
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Discussion 

 

The aim of this study was to investigate whether similar patterns of profiles 

emerged for individuals who experienced both social and emotional loneliness as 

well as prevalent psychological disturbances. The results of the latent profile analysis 

(see Figure 5) identified that those who scored very low on depression, anxiety, 

PTSD and DSO scales scored very low on emotional and social loneliness 

respectively. This pattern was repeated for each class with medium scores for 

psychological disorders mirroring the medium scores for both loneliness subtypes 

and for the high psychopathology class (class 4) scores were high for both loneliness 

subtypes and each clinical disorder analysed. On the other hand, those in the 

normative class scored high for wellbeing and those in the high psychopathology 

class scored quite low. The results of the LPA conducted showed that those who are 

likely to experience a psychological disorder are more likely to be categorised in the 

same group as those who experience both social and emotional loneliness. 

Interestingly, the LPA showed that both emotional and social loneliness 

appeared to have mean scores slightly closer to that of PTSD and the DSO 

symptoms in each class than to anxiety and depression which was unexpected as 

loneliness and depression have frequently found to co-occur although the similar 

scores found between the loneliness subtypes, PTSD, and DSO symptoms may 

reflect some conceptual overlap between those four constructs. Longitudinal research 

on this relationship although scarce, has proposed that loneliness factors may be 

related to PTSD symptomatology (e.g., van der Velden, Pijnappel & van der 

Meulen, 2018). According to Hawkley and Cacioppo (2010), loneliness can be 
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prolonged through negative cognitive biases such as excessive increased alertness for 

social threats which is similar to the psychological disposition reported among those 

suffering from PTSD where a persistent sense of threat is felt despite no 

corresponding external stimulus (Williamson, Porges, Lamb & Porges 2015). In 

addition, loneliness has shown to correlate with many other experiences frequently 

felt among those who are exposed to traumatic events such as disturbances with 

sleep (McHugh & Lawlor, 2003), re-experiencing (Dagan & Yager, 2019), avoidance 

(DePrince, Chu & Pineda, 2011), negative thoughts and perceptions of the world 

(Cacioppo & Hawkley, 2009) as demonstrated in Chapter 5. 

These results warrant a shift in how we currently view loneliness . As we 

know, loneliness has now become an important public health concern with Hunter 

(2020), going so far as to name it “the hidden killer of the elderly” (para. 1) due to 

it’s link with many serious health problems including Alzheimer’s disease (Wilson, 

et al., 2007),  yet determining the prevalence rate is exceptionally challenging as 

loneliness is seen a transient state, a mere symptom or feeling, not a clinical disorder. 

Therefore, an established diagnostic algorithm for classifying loneliness cannot be 

proposed at present. 

 Throughout this chapter it has been demonstrated that loneliness can cause, 

mediate and indeed be an outcome of many mental health disorders. It was noted that 

the directionality is not clear for instance, McHugh Power and colleagues (2018), 

conducted an observational cohort study using participants aged 50 and over 

(N=373). The authors employed the approach of cross-lagged panel modelling within 

a framework of structural equation modelling (SEM) to explore possible reciprocal 

links between emotional and social loneliness and symptoms of depression. This was 

https://www.sciencedirect.com/science/article/pii/S0165178121001438#bib0064
https://www.sciencedirect.com/science/article/pii/S0165178121001438#bib0014
https://www.sciencedirect.com/science/article/pii/S0165178121001438#bib0017
https://www.sciencedirect.com/science/article/pii/S0165178121001438#bib0007
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investigated across two waves of data, two years apart. The results of this study 

found that symptoms of depression at baseline predicted both social (b ¼ 0.17, p < 

0.05) and emotional (b ¼ 0.26, p < 0.05) loneliness at follow-up. However, neither 

social (b ¼ 0.05, p > 0.05) nor emotional (b ¼ 0.07, p > 0.05) loneliness at baseline 

predicted depression at follow-up (McHugh Power et al., 2018). The introduction for 

this chapter also evidenced unidirectional effects for anxiety, PTSD and DSO 

symptoms with emotional and social loneliness. It seems that where a mental health 

issue is present, loneliness is close by. Simply put, a lonely person is highly likely to 

experience a serious mental health problem. A person diagnosed with a mental health 

problem is highly likely to feel lonely. 

 It is clear emotional and social loneliness are serious threats to mental and 

physical health and has shown through the analysis conducted here to be considered 

as distressing as depression, anxiety, PTSD and DSO symptoms. In addition, 

loneliness has shown to predict suicidal ideation and behaviours independently, 

without the presence of a mental health disorder. Taken together, these findings 

affirm that it is time to advance how loneliness is perceived and understood in the 

field psychopathology. 

Although the Diagnostic and Statistical Manual of Mental Disorders (DSM-

5; American Psychiatric Association, 2013)  acknowledged that relational issues 

require clinical attention as social problems have shown to intensify mental and 

physical health conditions and/or negatively impact treatment, still, some have 

argued that loneliness needs to be handled as a serious condition, not just a symptom, 

situation or mere a social concept (e.g., Tiwari, 2013). Tiwari (2013) recommends 

that loneliness “…should find its place in the classification of psychiatric disorders” 
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(p. 32) in order to provide optimum assessment and treatment. At present a major 

obstacle inhibiting preventing, researching, and even treating loneliness is how 

difficult it is to conceptualise at present as there are no proposed symptoms, which 

may be hindering both research and treatment strategies. That said, reliable and 

validated scales used to measure both emotional and social loneliness such as the 

DJGLS could be used as a framework for developing a diagnostic tool. 

Loneliness: A Disorder? 

 

Smoking has been named one of the biggest threats public health has ever 

faced in the history of the world (WHO, 2021a) and obesity as one of the most 

visible yet largely overlooked problems (WHO, 2021b) and WHO has warned 

millions will suffer from a plethora of serious diseases and disorders if strong action 

is not taken for both these diseases. With that in mind, returning to the opening of 

this thesis I ask again, if there was a disease which existed today that effects were 

compared in magnitude to that of both obesity and smoking (Brownie & 

Horstmanshof, 2011) would it not also be considered one of the biggest health 

threats the world has ever faced, which if left untreated, would also cause millions to 

suffer? If this same disease contributed to the development of heart disease (Heffner, 

Waring, Roberts, Eaton & Gramling, 2011), respiratory infections (LeRoy, Murdock, 

Jaremka, Loya & Fagundes, 2017) and Alzheimer’s disease (Wilson, et al., 2007), all 

of which are ranked in the top ten leading causes of death globally with heart disease 

being the number one cause (WHO, 2020). If it was also directly linked to suicide, 

poor academic and work performance, sleep disturbances, addiction, an array of 

mental health and physical health disorders and the cost of this disease was estimated 
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to be £2.5 billion to employers in the U.K. alone (Michaelson, Jefferey & Abdallah, 

2017), the consensus would be that this disease needs to be eradicated immediately.  

This thesis opened with this statement and has evidenced that this is the 

reality of the effects of loneliness today and these problems will continue to grow 

and cause harm and suffering if its effects are not appropriately handled. This work 

has shown sufficient evidence exists which supports the need for chronic loneliness, 

both emotional and social, to be included in future revisions of diagnostic manuals 

such as the World Health Organisation's International Classification of Diseases or 

the American Psychiatric Association's (APA) Diagnostic and Statistical Manual. 

The very purpose of these manuals is to provide diagnostic labels which not only 

help classify disorders for research and treatment purposes, but also to allow 

researchers and clinicians to distinguish groups of patients through a set of 

boundaries that are definable (APA, 2000). Such labels provide an efficient way to 

describe individuals through a set of symptoms which can dictate the expected 

course of the condition. They also help to propose the aetiology and what specific 

interventions may be required that can help prevent or alleviate the effects of a 

disorder (Corrigan, 2007). Helping intervention efforts to tackle loneliness has been 

the main objective of this work. Having the means to identify groups vulnerable to 

experiencing severe loneliness, and a set of symptoms and treatment options would 

greatly benefit both clinicians, researchers, and those suffering from this growing 

global epidemic. This work set out to guide future intervention efforts and propose 

ways to help the loneliness epidemic. The proposal is this; for optimum research and 

strategies to be carried out, the loneliness subtypes should be considered more than 

just a social concept or feeling. The evidence here has shown it is a highly damaging, 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2864081/#R3
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2864081/#R8
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disruptive, and major health concern. Therefore, it should be a classified as a 

psychiatric disorder. 

 

Classifying Loneliness as a Psychiatric disorder 

At present, the APA (2021) states that the DSM-5 characterises a mental 

disorder as a clinically significant disturbance in a person’s ability to regulate their 

emotions, their cognitive abilities, or behaviour which reflects an impairment in the 

biological, developmental, or psychological processes that underpins underlying 

mental functioning. Furthermore, it is noted that such disorders frequently have a 

significantly negative effect on one’s job performance, social life and/or ability to 

carry out important tasks (APA, 2021).  

The severe negative impact of loneliness has been evidenced in many past 

studies. First, in regard to loneliness and emotional regulation, the ability to manage, 

evaluate and adapt one’s emotions and also to respond and express emotions (Gross, 

1998, 2002, 2008) for example, it has been documented that social relationships 

facilitate the upregulation and downregulation of emotions (Eres, Lim Lanham, 

Jillard, & Bates, 2021). For instance, Beckes and Coan’s (2011), social baseline 

hypothesis proposes that humans expect to have access to relationships characterised 

as joint attention, support, and interdependence. When these expectations are not met 

(i.e., people feel they are isolated, alone and do not have someone to rely on) the 

human brain begins to ‘panic.’ Similar to when the body is starved of food and 

nutrition, when the brain perceives fewer available social resources, it prepares the 

body to invest more heavily or conserve its own energy (Clark, 2013). This rise in 

physiological and cognitive effort in turn can lead to stress. Therefore, the lack of 
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perceived social relationships can impact emotional regulation through causing an 

individual to feel distressed. This feeling of  stress can be alleviated or 

downregulated however, through speaking and sharing negative emotions with 

others (Lepore, Fernandez-Berrocal, Ragan, & Ramos, 2004; Lepore, Ragan, & 

Jones, 2000; Rimé, 2009). On the other hand, people can upregulate positive 

emotions through sharing positive emotions with others, as according to Gable and 

Reis (2010), this act maximises the benefits of positive experiences and events. 

Sharing with others can also encourage cognitive reappraisal during stressful times, 

thus reducing distress (Lepore et al., 2004) and promotes effective stress 

management (Holtzman, Newth, & Delongis, 2004). Some have suggested however,  

that those in the general adult population who feel lonely tend to rely on unhelpful 

emotional regulation techniques such as not expressing or disclosing emotions 

(Hawkley, Thisted, & Cacioppo, 2009; Kearns & Creaven, 2017; Marroquín, 

Czamanski-Cohen, Weihs, & Stanton, 2016; Marroquín & Nolen-Hoeksema, 2015) 

and employ fewer strategies that are deemed beneficial (e.g., cognitive reappraisal; 

Marroquín & Nolen-Hoeksema, 2015). Therefore, loneliness can negatively affect 

one’s ability to regulate emotions effectively (Eres, Lim Lanham, Jillard, & Bates, 

2021). 

Regarding the effect on job performance, earlier in this chapter it was noted 

that Nejati et al. (2016) found the negative impact loneliness can have on work 

performance for nurses. Ozcelik and Barsade (2018), also support this finding. Their 

study involved a time-lagged field study of employees (N=672) and their supervisors 

(N=114) in two separate organisations. They found that workplace loneliness is 

significantly related to poorer job performance. Loneliness has also shown to hinder 

one’s ability to carry out important activities and tasks. For instance, Bek (2017), 
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conducted a study on the effect of loneliness on academic success and participation 

among international students attending university. He found that those who reported 

feeling lonely tend to spend their time more idly and are significantly less likely to 

achieve success and participate academically. Loneliness has also been shown to 

decrease the likelihood of people engaging in important tasks which can benefit 

one’s health. For example, decreased subsequent use of the flu vaccine (Hajek & 

König, 2019), exercise (Hawkley, Thisted & Cacioppo, 2009), and is inversely 

associated with the use of preventive health care services such as attending cancer 

screenings (Kinney, Bloor, Martin & Sandler, 2005; Hajek, Bock & König, 2017) 

this may be an important finding in regards to the recent Covid-19 pandemic; might 

the loneliness brought on by social distancing measures have any effect on peoples 

willingness or reluctance to get the covid-19 vaccine? 

 Moreover, regarding loneliness and cognitive performance, one study 

investigated loneliness and social isolation on cognition over 3 years in middle and 

older aged Spanish adults (N=1,691) (Lara et al., 2019). For this, verbal fluency, 

backward and forward digit span, immediate and delayed recall and a composite 

cognitive score were assessed at both baseline and follow-up. Results demonstrated 

that loneliness was significantly related to lower scores for the composite cognitive 

score, verbal fluency, immediate and delayed recall, and backward digit span. In 

addition, a more rapid decline was found from baseline to follow-up in 2 out of 6 

cognitive tests. Higher social isolation was also related to lower composite cognitive 

scores, forward digit span and verbal fluency. Importantly, the effect of social 

isolation and loneliness remained significant even when individuals with depression 

were excluded which again highlights the unique, negative impact loneliness 

contributes and further supports the necessity for interventions that address 
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loneliness net of established clinical disorders (Lara, et al., 2019). These results 

combined show the serious and even detrimental impact loneliness can have on ones’ 

ability to carry out important tasks, job performance, cognitive ability, and emotional 

regulation.  

The DSM also notes that disorders must not be an expectant or culturally 

‘acceptable’ reaction to an event, such as death of a spouse (Stein et al., 2010). This 

point may cause resistance for classifying loneliness as a disorder as it is a common 

response to normal life experiences for example moving to a new town or some form 

of separation in a relationship (Peplau, 1985). However, just like sadness, fear and 

feeling nervous are all normal to the human experience, problems occur when these 

become long-term and impact one’s health and ability to carry out important tasks, 

then they are classified as clinical disorders labelled depression and anxiety 

respectively. Similarly, with loneliness there is a difference between experiencing 

transient loneliness and chronic loneliness. It is unlikely that a student for example, 

who moves unaccompanied to start a course at university and takes a couple of 

weeks to settle in and make friends will experience any significant, long-lasting 

negative mental or physical health effects. On the other hand, if an individual lives 

alone for a year, does not feel intricately connected to members in their community 

or workplace and does not feel supported or understood by family members. If this 

feeling is not by choice and the individual longs to feel a sense of connection and 

belonging, this can severely affect their health, wellbeing, and motivation to carry 

out expected tasks overtime. To combat this, one suggestion could be to replace the 

terms of emotional loneliness and social loneliness when either is consistently felt 

and has led to a negative effect on the individuals lives and health, with more formal 
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labels in order to enhance scientific precision, clarification and avoid 

misrepresentation.  

Additional criteria include the disorder must be linked to disability, distress, 

or a significant increase in vulnerability to experiencing pain, an important loss of 

freedom, or death (Stein et al., 2010). The introduction of this chapter, as well as the 

preceding chapters, has continually demonstrated that loneliness is a significant risk 

factor for developing mental health disorders as well as morbidity and mortality. This 

evidence also fits the criteria for the ICD-11 which diagnostic guidelines stipulate 

that in order for a disorder to be recognised it must include a set of symptoms that 

are recognisable clinically or behaviours that are linked to interference to personal 

functions and related distress (International Advisory Group for the Revision of ICD-

10 Mental and Behavioural Disorders, 2011). 

 Moreover, in the introduction to this thesis, the theory that humans need to be 

social to survive was discussed. According to this theory, avoiding isolation and 

loneliness is as vital to our health and survival as avoiding physical pain (Sturgeon & 

Zautra, 2016). This link has been evidenced through research in neuroscience which 

has found similarities concerning the neural pathways connecting the experience of 

social pain and physical pain, highlighting a significant overlap between these 

phenomena. The reason for these commonalities is believed to be because physical 

pain is vital for our safety as it is a way for one’s body to alert us that something is 

wrong (Sturgeon & Zautra, 2016). If we have chest pain, we are prompted to seek 

medical care for example. Feeling lonely is thought to be the social equivalent to 

feeling physical pain in evolutionary models. Just as physical harm threatens 

survival, so too might separation from a person’s social group. Given that throughout 

history, humans have relied on their groups to survive and thrive, loss of a 
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community and the protection it comes with predicts a much higher rate of mortality 

(Eisenberger, 2012). Consequently, social pain or loneliness acts as a prompt to seek 

relief in a similar manner as physical pain through finding sources of support and 

connection. Although a ‘socially painful’ event (e.g., death of a loved one) may not 

be the same experience as physical pain, evolutionary theories do propose that 

loneliness plays a similar role (Sturgeon & Zautra, 2016). Both loneliness and 

physical pain may interact in determining the behavioural, affective, and cognitive 

responses to pain (Sturgeon & Zautra, 2016). This finding that loneliness can trigger 

the same pathways in the brain that are involved in processing emotional responses 

to physical pain is yet another factor which highlights the severity of loneliness and 

the need for it to be placed alongside established clinical disorders in order to be 

researched and treated accordingly. 

 

Limitations 

 

One limitation is this analysis did not investigate what factors predict class 

membership. To inform both future research and clinicians this is a critical area for 

future work however whilst this chapter aimed to unpack whether similar groups 

emerged, future work will focus on unpacking who is at risk at experiencing high 

levels of social and emotional loneliness and psychological distress. Chapter 4 may 

be a good starting point for this. In addition, all measures used in this study were 

self-report measures. There was no assessment of functional impairment and data 

used was taking from a sample of individuals who were exposed to some form of 

trauma; therefore, it may not be a completely accurate representative of the general 

https://doi.org/10.2217/pmt.15.56
https://doi.org/10.2217/pmt.15.56
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population. The variables used in this study were also limited as no assessment for 

externalising or psychotic experiences were included. It is suggested researchers 

consider these limitations and include a sample that represents the general population 

with a broader range of variables that includes factors such as psychotic experiences 

in future studies. 

 

Conclusion 
 

This chapter has demonstrated both emotional loneliness and social 

loneliness co-occur with mood and anxiety symptoms in a very similar way. It has 

also been argued that loneliness has a unidirectional relationship with many 

disorders, is linked to suicidal ideation and behaviours independently and effects the 

neural pathways of the brain in a similar manner to physical pain.  With this 

collective, robust evidence it is recommended that loneliness (both emotional and 

social) should be placed alongside other established mental health disorders such as 

depression, anxiety, and PTSD in future revisions of diagnostic manuals. Providing 

loneliness with a proper diagnosis will allow for more appropriate care, 

management, and aid future research. As the poet James Whitcomb Riley (1849–

1916) wrote “when I see a bird that walks like a duck and swims like a duck and 

quacks like a duck, I call that bird a duck” (Heim, 2007, p. 68): loneliness effects 

people’s ability to function and live their lives like a disorder, impacts health like a 

disorder and the mean scores from the analysis performed in this chapter reveal that 

both emotional and social loneliness are found cause similar distress as established 

disorders, therefore the subtypes should be classified accordingly; as clinical 

disorders. 
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Chapter 7 

General Discussion 
 

 

Introduction 
 

 

Mother Teresa (1910–1997) once said: "The biggest disease today is not 

leprosy or cancer or tuberculosis, but rather the feeling of being unwanted, uncared 

for and deserted by everybody.” While it is assumed this was intended to be a 

metaphor, there is some truth to this, with researchers such as Tiwari (2013) arguing 

that the pathology of loneliness originated from the medical model and requires an 

agent, host, and an environment and therefore should be considered a disease. This 

statement may be debatable, and just as in many areas of loneliness, research 

requires more supportive evidence; nevertheless, one aspect here is undeniable; 

loneliness is a very serious public health issue, and the need to grow our 

understanding of what it is, what causes it and what it impacts is pivotal to informing 

relevant evidence-based prevention and intervention strategies.  

As evident throughout this thesis, the concept of loneliness has proved 

complex. Unlike a broken bone where an individual is aware of the cause, the 

problem can be viewed with the naked eye, and the steps to fixing it have been tried, 

tested, and proved beneficial time and time again, the path to understanding and 

‘fixing’ loneliness is not so straight forward. What we do know is that if a person 

feels lonely over a significant period of time, the likelihood of them developing 

mental and physical health problems is very high.  
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Similar to a disease, which is any damaging change from the usual structural 

or functional state of a person’s physical body (Scarpelli & Burrows, 2023), as 

demonstrated in each chapter, loneliness harms the mind and body and can lead to 

heart problems, depression, anxiety, increased risk of suicide and death by 26%. It 

can also be contagious, with Cacioppo and colleagues (2009) finding that loneliness 

can reach up to three degrees of separation, occurs in clusters, and can grow through 

a contagious process, spreading from individual to individual within a social network 

and weakening bonds within a network. We are dealing with a serious health 

epidemic, and the work presented in this thesis set out to help fill in some of the gaps 

hindering progress in this area and inform intervention efforts. 

 

Aims of Thesis 
 

The central aim of this thesis was to provide evidence and support to the 

growing perspective that loneliness is multidimensional, which was supported 

through additional sublevel aims. First, to review and analyse the factor structure of 

a widely used scale that measures social, emotional, and total loneliness. To then 

examine how a multitude of demographics uniquely associate with the subtypes. 

Next, to demonstrate the indirect effects by examining how the subtypes uniquely 

mediate the relationship between trauma exposure and trauma-related disorders. 

Lastly, to investigate how the effects of both emotional and social loneliness 

compare with established clinical disorders. 

This chapter will integrate the main findings obtained from the results 

reported in preceding chapters in terms of theoretical, research, and policy and 

practice implications. It will suggest how these findings may help answer some of 
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the questions surrounding current loneliness intervention strategies, which to date 

have been deemed unsuccessful (Akhter-Khan & Au, 2020). It will then recommend 

areas for future work. 

 

Defining Loneliness 

 

Recently, the organisation ‘What Works Wellbeing’ (Victor et al., 2018) 

conducted a review of how effective current interventions are in alleviating 

loneliness in people of all ages across the life course. The first problem they came 

across was how evaluators and authors were using the term inconsistently across 

studies and often interchangeably with other social terms, especially with social 

isolation, making it difficult to ascertain what methods were effective in reducing 

loneliness. This observation of using social terms loosely has been noted in a number 

of reviews (e.g., Reinhardt, Vidovic & Hammerton, 2021; Fakoya, McCorry & 

Donnelly, 2020). Chapter 1 sought to address this by proposing that while definitions 

can always be improved upon, there should be agreement amongst academics, 

healthcare workers, and policymakers on a few main points in regard to loneliness. 

For instance, while social isolation refers broadly to having few and infrequent social 

ties and is perceived as being objective, solitude is the choice or pleasure of being on 

one’s own and living alone describes an individual’s household composition. In 

contrast,  loneliness is the outcome of an individual’s evaluation of their social 

relationships as not meeting their expectations, causing some distress.  

Social terms such as solitude, isolation, and loneliness are empirically and 

conceptually related but still different and should not be interchangeable either 
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empirically, conceptually, or linguistically. McWhirter (1990) advises that when 

attempting to define loneliness certain characteristics should be considered. First, 

being alone does not necessarily mean one is lonely, it can be felt regardless of 

whether a social network is absent or present. It is more likely to be felt if one’s 

relationships do not meet a desired or expected level of quality and significance 

(Peplau & Caldwell, 1978; Gordon, 1976). Secondly, it is almost always an aversive, 

distressing experience, accompanied by feelings of marginality, sadness, and anxiety 

(Rubenstein, Shaver, & Peplau, 1979). Weiss (1973) suggests in order to avoid 

loneliness, people need the opportunity to both attain a feeling of integration with 

others and a sense of emotional intimacy. Lastly, as stated previously, whilst most 

people will feel lonely during their life, for many this feeling is only temporary. 

However, some experience loneliness persistently and in a ‘life-disrupting’ way. All 

these elements are important and should be considered when attempting to define 

and use said definition of loneliness. The definition of loneliness as the perceptual 

gap between actual and desired social relationships (Peplau & Perlman, 1981) is the 

most widely used definition for a reason, as it captures the main features that 

distinguish it from other social concepts. When reviewing and interpreting literature 

regarding loneliness to plan for interventions, these conceptual challenges should not 

be viewed simply as just semantics but as having an important influence on the 

understanding and development of what is effective, who is most vulnerable, and in 

what context. 

The findings from Chapter 5 indicated that loneliness, specifically emotional 

loneliness, mediates the relationship between trauma and PTSD and DSO symptoms. 

Chapter 6 showed how social and emotional loneliness compare to the effects of 

established clinical disorders such as general anxiety disorder (GAD) and 
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depression. Both chapters demonstrated the significant role loneliness plays in the 

development of mental health problems, therefore this ‘epidemic’ and ‘disease’, as it 

has been referred to in previous articles, requires a general agreement of what it is (a 

subjective, negative, experience due to the discrepancy between one’s desired and 

actual social reality) and just as important, what it is not (isolation, solitude, or being 

alone) otherwise efforts to reduce and alleviate feelings of loneliness would be as 

feeble as setting out to alleviate PTSD but writing about general anxiety disorder; it 

simply will not work. Therefore, chapter 1 sought to not only define loneliness but 

also introduce the overarching aim of this thesis; to advocate for its 

multidimensional nature. 

 

The Dimensionality of Loneliness 

 

Throughout this thesis, the main and perhaps most important objective was to 

support the two-factor model of loneliness. This piece of work is not claiming to 

have discovered this distinction, it has been proposed and demonstrated since the 

1970s, however even with all the evidence supporting this distinction, within this 

thesis and beyond, the idea that loneliness is a multidimensional construct has not 

been accepted in the manner in which these findings suggest it should be. For 

example, much of the research surrounding loneliness and the Covid-19 pandemic 

has viewed loneliness as a unidimensional construct (e.g. Yamada, Wakaizumi, 

Kubota, Murayama & Tabuchi, 2021; Kotwal et al., 2021; Müller, Röhr, Reininghaus 

& Riedel-Heller, 2021) making it difficult to ascertain which aspect of loneliness 

(e.g., social or emotional) are being felt and the most appropriate approach in 

attempting to alleviate such feelings. Perhaps this is true for much of the findings 



344 
 

related to loneliness. Still, in focussing on interventions, Akhter and Au (2020) 

conducted a review to determine why even with the increasing attention this area has 

received in the last few decades, interventions aimed at alleviating the loneliness 

burden have failed. Their findings suggest that one major factor inhibiting the 

development of effective interventions is that the multidimensional nature of 

loneliness is often overlooked, not accounting for the individual context and needs of 

those who experience loneliness. For instance,  interventions, although intended for 

the entire population, either focus on changing maladaptive cognitions to improve 

the quality of relationships and thus reduce emotional loneliness (micro level) or 

improving the number of relationships through improving social skills and creating 

opportunities to socialise to reduce social loneliness (meso-level). To date, very few 

intervention studies have acknowledged the distinction between the sub-dimensions 

of loneliness, with most interventions focusing on evaluating one single intervention 

for all. For example, Masi et al. (2011) meta-analysis on loneliness interventions 

reported that of the 50 intervention strategies identified, measures of social and 

emotional loneliness were not provided. The authors recommend that future studies 

test whether certain interventions are more successful in reducing emotional than 

social loneliness (Masi, Chen, Hawkley & Cacioppo, 2011).  

The findings from each chapter in this thesis have highlighted this 

distinction; specifically, chapters 4 and 5 are relevant to intervention strategies, with 

chapter 4 examining which demographic factors uniquely predict emotional, social, 

and total loneliness, respectively. Correlation analysis produced many surprising 

findings. Females were more likely to predict emotional loneliness and for age, those 

aged 45 to 59 years old and those aged 60 years and above reported significantly 

lower feelings of emotional loneliness than those aged 18 to 29 years. For social 
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loneliness, those aged 60 years and above were significantly less than those aged 18-

29 years. Finally, those in the youngest group had significantly higher levels of total 

loneliness than those aged between 45 to 59 years and those aged 60 years, with 

those in the latter group having a considerably lower loneliness score. All income 

categories were less likely to predict social loneliness when compared with those 

earning $19,000 or less but only the income bracket of $35-$59,999 was significant. 

In addition, the analysis showed that living in a metro area was more likely to predict 

total loneliness and relationship status was linked to emotional and total loneliness 

but not social. Employment was only related to emotional loneliness with those who 

were not employed producing higher scores. These results were replicated in the 

regression analysis with those not working moderately predicting emotional 

loneliness. Emotional and social loneliness also showed a strong correlation with 

education, with those who obtained only high school degree or less reporting the 

highest feelings of both emotional and social loneliness. However, no relationship 

was found with total loneliness nor did either education category predict any 

loneliness factor. Finally, for ethnicity, the only significant result was that individuals 

who did not identify as white (‘other’) were less likely to predict emotional 

loneliness than individuals who identified as white.  

This chapter made some important observations that will be discussed further 

in subsequent sections, but here, in focussing on subdimensions and interventions, 

results show that diverse groups have unique social needs. In Chapter 5, emotional 

loneliness, not social, mediated the relationship between childhood trauma 

experiences, adulthood trauma experiences, and the development of PTSD and 

CPTSD. Therefore, when creating interventions, one that may be suitable for an 

older aged male may not be suitable for a younger aged female, for example.  
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In addition, results from Chapter 5 suggest that when giving assistance to a 

person that has experienced trauma, it is the close social bonds that are more likely to 

determine whether the individual develops a trauma-related disorder rather than their 

wider social network. These results are supported by multiple authors who have 

reported that emotional loneliness, rather than social, leads to more detrimental 

effects on mental health (Hyland et al., 2019; McHugh & Lawlor, 2013; 

Peerenboom, Collard, Naarding & Comijs, 2015). However, it is important to note 

that while many, maybe even most, disorders have been more often linked with 

emotional loneliness, social loneliness has uniquely contributed to other health 

problems and disorders; for example, it is significantly more common in those with 

dementia than emotional loneliness (Boss, Kang & Branson, 2015). 

It should also be noted that some researchers have suggested additional 

dimensions to loneliness. For example, Sadler (1978) identified five unique 

loneliness dimensions; first, the feeling of being separate from others due to a lack of 

culture or from the experience of cultural change known as cultural loneliness; first 

interpersonal loneliness which is the perception that one is separate from another;  

the feeling of not being connected with one’s inner self, known as psychological 

loneliness; social loneliness is simply defined here as feeling ostracised from a 

group; the feeling of separation or alienation from God and nature, known as cosmic 

loneliness. Other authors have found these same dimensions, labelling them the “five 

Cs,” in which the individual feels a lack of community, congruence, communion, 

companionship, and custom (Richmond & Picken, 1986). However, Sadler’s study, 

as with many that have proposed more than two dimensions, did not perform factor 

analysis to test these proposed dimensions. This thesis has shown that robust 

evidence exists to show that whilst further work may be needed and is encouraged to 
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ascertain how many dimensions exist, for now, staunch support from factor analytic 

models and results from this thesis suggest there are two dimensions, emotional and 

social loneliness, and it is time to retire the unidimensional perspective. 

Ultimately, this research and supporting work strongly suggest one size does 

not fit all. To really tackle this issue, the subtypes need to be acknowledged, unique 

risk factors identified, and interventions tailor-made. For this, it is important that the 

selected measurement should be tailored to assess the different types of loneliness. 

Therefore, a key step was to review a popular scale for measuring social and 

emotional loneliness. 

 

Measuring Social and Emotional Loneliness 

 

The definition of loneliness has been discussed, as has its dimensionality. 

From here, a widely used measurement for assessing said dimensionality was 

sourced and then examined. According to Maes and colleagues (2022), robust 

measurements create the foundation for research work and form the basis of 

researchers’ recommendations and conclusions. The DJGLS-6 is one of the most 

widely used scales in loneliness research and is one of the few measures developed 

with Weiss’ typologies of emotional and social loneliness in mind. Chapters 2 and 3 

sought to thoroughly examine the factor structure of this scale via a systematic 

review and confirmatory factor analysis. The scale was developed with the aim of 

maintaining the original threefold application (the total loneliness scale and the 

social and emotional subscales) of the 11-item DJGLS. The systematic review based 

on PRISMAS guidelines found the scale to be robust, valid, and reliable. 
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 However, only two papers which examined the factor structure were suitable 

for the review, and both were conducted by the scale’s developers. Considering the 

wide use of the DJGLS-6 and the severe health implications of loneliness, an in-

depth analysis of the factor structure was warranted. Based on previous findings and 

the results of the review (de Jong Gierveld & van Tilburg, 2006), chapter 3 sought to 

specify and test two models. The two-factor model was considered the best model. 

However, not all the items loaded significantly onto their assigned factors.  The 

factor loading for Item 2 (“I miss having people around me”) did not seem to best 

represent the social loneliness construct. As the scale only used three items to 

capture this, to have one weaker item is concerning. It was suggested to be due to 

how Item 2 is worded. As noted in Chapter 3, the three social items were developed 

to capture the broader social networks, and the emotional items captured one’s 

feelings towards close relationships (e.g., a best friend). Item 2 might be phrased in 

such a way that it could reflect the satisfaction the respondent feels with the number 

of friends as apposed to the closeness of the relationships. De Jong Gierveld and Van 

Tilburg (1999), acknowledged that the homogeneity of the scale is quite weak and 

that factors tend to emerge that could reflect both response bias associated with item 

wording and dimensions of social and emotional loneliness.  

Moreover, another issue with the DJGLS-6 is it was developed for older aged 

adults (Cattan, White, Bond & Learmouth, 2005). In fact, most loneliness 

interventions have been designed to alleviate loneliness in older aged adults (Pandya, 

2019; Fakoya, McCorry & Donnelly, 2020; Masi et al. 2011; Cohen-Mansfield & 

Perach, 2015; Findlay 2003). The results of Chapter 4 contradict this assumption, 

suggesting that younger aged adults are more vulnerable to experiencing loneliness 

(both emotional and social), showing that loneliness being exclusively or even 
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predominately an older person issue is a myth perpetuated by the many studies solely 

focussing on older aged adults.  

Numerous past studies have supported these findings (e.g., Ayers et al., 2022; 

Khan, Yuktadatta & Kadoya, 2022; MacDonald, Willemsen, Boomsma & Schermer, 

2020). That said, the data used in Chapter 4 included participants aged 18-70 years 

old. Victor and Yang (2012) suggested loneliness demonstrates a nonlinear U-shaped 

distribution, with those aged 25 years and under and those aged 65 years and over 

reporting the highest loneliness scores. Supporting the two dimensions, the authors 

also found that for those in their mid and later life, the quality of social engagement 

protected against loneliness, while for younger adults, the quantity of social 

engagement was protective. This indicates that different demographic factors can 

lead to unique vulnerability (or protection) against loneliness at different stages of 

life and that preventative strategies or interventions that reflect these variations need 

to be developed. As the sample (see Chapter 3) used did not record data for anyone 

over the age of 70, it is possible that this linear relationship may exist for those over 

70 years. Nevertheless, the results suggest that young adults are at risk of 

experiencing both loneliness subtypes.  

 Altogether the results of chapters 2,3 and 4 are important. Considering, the 

DJGLS-6 is one of the most popular scales for measuring loneliness and as the 

multidimensional perspective grows in popularity, it is expected to be employed 

more and more. The lack of assessment regarding the structure of the scale is 

concerning. This thesis highlighted that this scale although valid and reliable, may 

need to be improved. Therefor, it is suggested that future revisions of the DJGLS-6 

are conducted and for the developers to consider young people and rephrase item-2. 
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Demographics 

Recently, Qualter and colleagues made certain recommendations for the 

direction of future loneliness research for the Economic and Social Research Council 

(ESRC) report. The authors advised that there should be an increase in investment 

from the UK and Ireland towards research to fill in key gaps in the current literature 

surrounding loneliness (Qualter et al., 2022). One important gap to fill is the 

monitoring of loneliness and its causes and outcomes in the general population 

across specific subgroups (Qualter et al., 2022). Hofman and colleagues (2022) have 

also advised this area to be examined further, suggesting it is of the utmost 

importance to identify high-risk groups, not just for general loneliness but for each 

subtype for intervention and prevention purposes. However, most studies to date 

have focussed on risk for the general loneliness construct, not considering the 

distinction between emotional and social loneliness (Dahlberg, McKee, Frank & 

Naseer, 2022). When targeted to the specific type of loneliness, strategies have 

proved to be much more effective (Gaggioli et al., 2014; Bessaha et al., 2020). 

However, few studies to date have assessed a broad range of risk factors specified 

for the loneliness subtypes, and these studies mainly focused on specific age groups 

such as university students (Diehl, Jansen, Ishchanova & Hilger-Kolb, 2018) or older 

adults (Dahlberg & McKee, 2014). In general, there is a lack of understanding 

regarding the risk factors in the general adult population (Hofman, Overberg, 

Schoenmakers & Adriaanse, 2022). Chapter 4 aimed to address this.  

A series of one-way between group analysis of variance, independent 

samples t-tests, and regression analyses allowed for the examination of whether 

certain demographics (gender, age, education, employment status, income, area of 

residence, ethnicity, and relationship status) associated and/or predicted social, 

https://www.sciencedirect.com/science/article/pii/S0165178122002104?casa_token=abbctzwO4S0AAAAA:AwwkmLtsfK8TgYSbp2XKvI-dKpbfP3l4Oi2aW8KOoz-ckTdz1bx2tliXrkH0JFoQGZctBVQp5w#bib0021
https://www.sciencedirect.com/science/article/pii/S0165178122002104?casa_token=abbctzwO4S0AAAAA:AwwkmLtsfK8TgYSbp2XKvI-dKpbfP3l4Oi2aW8KOoz-ckTdz1bx2tliXrkH0JFoQGZctBVQp5w#bib0003
https://www.sciencedirect.com/science/article/pii/S0165178122002104?casa_token=abbctzwO4S0AAAAA:AwwkmLtsfK8TgYSbp2XKvI-dKpbfP3l4Oi2aW8KOoz-ckTdz1bx2tliXrkH0JFoQGZctBVQp5w#bib0011
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emotional, or total loneliness, respectively. Along with age discussed in the previous 

section, chapter 4 reported some surprising findings. Females were more likely to 

report feeling both socially and emotionally lonely, contradicting many past findings 

that males are more likely to report feeling lonely (Zhou, Wang, & Fang, 2017). The 

findings from this chapter make some important observations, it demonstrates that 

specific groups have unique social needs, refutes the myth that youths are far less 

likely to report feeling lonely compared to older adults and that individuals might 

consider the social bonds formed at work to be more intimate than once thought. 

There has been a call for research to examine how specific groups are at risk of 

experiencing social and emotional loneliness. This chapter has answered this call. 

Based on the results here, a young, white, adult female, who is single, unemployed, 

or earning less than $20,000 annually, and has a high school degree or less is the 

target group for an intervention that helps to alleviate emotional loneliness. A young 

adult earning less than $20,000 per year and has a high school degree or less is at 

risk of feeling socially lonely. Finally, A young adult, earning $20,000 or less, is 

single and lives in a metro area is vulnerable to experiencing overall loneliness. 

While more work is needed on additional demographics, results demonstrate that 

specific groups have unique social needs and provide health care workers with 

clearer guidelines of who is most vulnerable and what type of intervention is needed. 

 

The Mediating Role of Emotional and Social Loneliness 

 

From examining how loneliness is predicted by certain factors, naturally, the 

next step was to investigate how the subtypes uniquely contribute to the 
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development of psychological disorders. This was the aim of Chapter 5. Past studies 

that have examined the relationship between loneliness and childhood and adulthood 

trauma simultaneously have been sparse, and even fewer investigated whether these 

factors alongside the timing of traumatic exposure are differentially associated with 

social and emotional loneliness (Hyland et al., 2019). At the time of conceptualising 

and writing Chapter 5,  no study had looked at the relationship between traumatic 

exposure in childhood and adulthood, the loneliness subtypes with PTSD and 

CPTSD. The results of the analysis found a significant effect of childhood trauma 

(CT) on PTSD and DSO symptoms. When emotional loneliness was included, the 

direct path from CT to DSO was lower but remained significant. This was also found 

for the direct path from adulthood trauma (AT) to PTSD when emotional loneliness 

was included, suggesting that emotional loneliness although has a significant role in 

the development of traumatic disorders, does not result in full mediation but partial 

mediation. However, the direct path for CT to PTSD and from AT to DSO was 

initially not significant, then as emotional loneliness was included in both models, 

the effect was found to be significant, indicating that emotional loneliness leads to 

partial mediation of these variables.  

 

The Importance of Understanding Loneliness and Trauma Exposure 

 

In the past three years, two major global traumatic events have occurred; the 

covid 19 pandemic and the war in Ukraine. Karatzias et al., (2023) examined the 

prevalence of PTSD and CPTSD in parents living in Ukraine who were exposed to 

the war. Of the 2004 participants included in the study, 26% met diagnostic 

requirements for PTSD and 15% met requirements for CPTSD. In addition, evidence 
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was found for a strong dose–response relationship between war-related stressors and 

meeting criteria for both trauma related disorders. Karatzias and colleagues (2020) 

also investigated symptoms of posttraumatic stress and associated comorbidity 

during the pandemic. A nationally representative sample of Irish adults (N = 1,041) 

were included, and it was found that the rate of COVID-19–related PTSD was 18%. 

Covid-19 stressors have also been shown to predict CPTSD symptoms (Kira, 

Aljakoub, Al Ibraheem, Shuwiekh & Ashby, 2022). Taken together, these results 

show that professionals responsible for responding to and investigating the mental 

health effects of the war in Europe and the global pandemic should expect to 

routinely encounter posttraumatic concerns and symptoms. In addition, it is also 

necessary to continue to gain knowledge and clarification in diagnosing and treating 

CPTSD and PTSD (Karatzias et al., 2020; Karatzias et al., 2023). 

The underlying mechanisms involved in the development of PTSD and DSO 

symptoms are still unclear. However, the results from Chapter 5 bring us another step 

closer. It is emotional loneliness not social that contributed to traumatic exposure in 

both children and adults and the development of trauma-related disorders. This 

finding has major clinical implications. For example, Palmer and colleagues (2022) 

conducted a review of the literature on loneliness in PTSD with accelerated aging. 

The authors did not find any epidemiologic reports on the presence of loneliness for 

people who were diagnosed with PTSD and reported that there is a dearth of research 

in this area at present (Palmer, Hussain & Lohr, 2022). In addition, one study 

reviewed mental health issues faced by the elderly population due to covid-19 

guidelines of forced social isolation and discussed possible methods to mitigate the 

effects of this isolation (Girdhar, Srivastava & Sethi, 2020). The elderly population 

were found to be the most vulnerable group for contracting the coronavirus disease 
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and therefore are in a high-risk group for mental health problems, including PTSD. 

Numerous methods to avoid PTSD and other mental health issues associated with 

social isolation were discussed such as psychological therapies, social facilitation 

interventions, and leisure skill development. However, these methods seem to focus 

on building a wider social network rather than fostering a deep meaningful 

connection. In other words, focussing on the number of one’s social circle rather than 

the quality contradicts the findings here. As demonstrated in Chapter 5, one’s social 

environment is rarely considered in the intervention and prevention efforts for 

dealing with trauma-related disorders. This must change but it is not enough to 

simply include social building activities, the bonds need to be closer than that. This 

is not only true for PTSD and CPTSD, but it is the quality of our relationships, not 

the quantity that has also been found to contribute to the development of disorders 

such as major depressive disorder, generalised anxiety disorder, and low 

psychological well-being (Hyland et al., 2019). Therefore, it is recommended that 

clinicians and health care providers consider social aspects, specifically those 

relating to emotional loneliness when designing and implementing strategies to aid 

those with trauma-related symptoms and that future work examines the effects of the 

subtypes separately with other psychiatric disorders. 

 

Loneliness: More Than Just a Social Concept? 

 

In the opening to this thesis  a question was posed; if a condition existed that 

contributed to a multitude of mental health disorders and physical health issues? If it 

led to suicidal ideation and behaviours and increased the risk of morbidity and 

mortality than the clear consensus would be, this condition needs to be eradicated. 
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Whilst the results of this thesis will not eradicate loneliness, it has taken some major 

steps closer in understanding what loneliness it, what factors predict it and its 

contribution to certain mental health disorders.  

Altogether, the results of Chapter 2 (systematic review of the DJGLS-6 factor 

structure) Chapter 3 (CFA of the DJGLS-6 models), Chapter 4 (investigation of the 

determinants of emotional, social, and total loneliness), and Chapter 5 (the mediating 

effects of emotional and social loneliness between childhood trauma exposure, 

adulthood trauma exposure and trauma-related disorders) make significant 

contributions to the area of loneliness. Helping to fill in some of the gaps and 

respond to many of the calls from researchers and policymakers in this area. 

However, the results so far along with the evidence noted in each literature review 

have brought about another question. If the loneliness subtypes significantly 

contribute to so many mental and physical health issues, affects the brain similar to 

physical pain, and is comparable to some of the worst health behaviours (i.e., 

smoking and obesity) then is it possible that both social and emotional loneliness 

play much more significant roles in the field of mental health than once thought? My 

results from Chapter 6 suggests they do. 

 

Findings from LPA 

 

The aim of Chapter 6 was to investigate whether similar patterns of groups or 

profiles emerged for individuals who experienced both social and emotional 

loneliness as well as prevalent psychological disturbances. Latent profile analysis 

allowed for the identification of those who scored very low on depression, anxiety, 
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PTSD and DSO scales scored very low on emotional and social loneliness, 

respectively. This pattern was repeated for each class with high scores for 

psychological disorders mirroring the high scores for both loneliness subtypes. On 

the other hand, those in the normative class scored high for wellbeing and those in 

the high psychopathology class scored quite low.  

The results of the LPA conducted are arguably the most significant finding 

from the entire thesis. The findings showed that those who are likely to experience a 

psychological disorder are more likely to be categorised in the same group as those 

who experience both social and emotional loneliness warranting s serious shift in 

how we currently conceptualise loneliness. With this collective, robust evidence it is 

recommended that loneliness (both emotional and social) should be placed alongside 

other established mental health disorders such as depression, anxiety, and PTSD in 

future revisions of diagnostic manuals. Providing loneliness with a proper diagnosis 

will allow for more appropriate care, management, and aid future research.  

Loneliness is now an established public health concern but because it is not a 

disorder there is currently no diagnostic algorithm, therefore finding out the current 

prevalence rate is quite difficult. Yet, loneliness effects people’s ability to function 

and live their lives like a disorder, impacts health like a disorder and the mean scores 

from the analysis performed in Chapter 6 reveal that both emotional and social 

loneliness are found to be as distressing as disorders, therefore they should be 

classified; accordingly, as clinical disorders.  

In addition, as many of the characteristics of loneliness tend to overlap with 

many of the symptoms for depression, anxiety, PTSD and DSO symptoms, placing 

loneliness and its subgroups in a categorical model of psychological disorders, which 
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represents psychological distress in terms of distinct diagnostic categories, may not 

be the optimum way to represent the latent structure. Alternatively, more 

dimensional models of psychopathology have recently been put forward. For 

example, the Hierarchical Taxonomy of Psychopathology model (HiTOP; Kotov et 

al., 2017). 

HiTop Model 

The HiTOP was introduced by Kotov and colleagues. It is a novel system of 

dimensional classification for multiple psychiatric problems (Kotov et al, 2017). It 

was developed with the aim of reflecting the most up to date scientific evidence on 

mental health disorders. The ability to diagnosis is crucial as it provides the 

opportunity for groups who need assistance and treatments to be identified and 

defined. The HiTOP system proposes to view mental health as existing on a 

spectrum. Such disorders can be difficult to categorise as they are believed to lie on a 

continuum between normality and pathology (Kotov et al, 2017). In contrast, having 

an artificial boundary which distinguishes what a mental illness is verses what 

healthy behaviours are results in unstable diagnoses as the diagnosis can be given or 

removed simply with the change of just one symptom. It also potentially can leave 

many people who display symptoms but do not quite reach the threshold defined, 

untreated (Kotov et al, 2017). The HiTOP solution aims to classify psychopathology 

dimensions at multiple levels which allows for clinicians and researchers to assess 

broader problems or focus in detail on finer symptoms, as required (Kotov et al, 

2017). Currently, loneliness is not considered in this model. It is recommended that 

both emotional and social loneliness be introduced to the HiTOP model in order to 

offer greater insight into the latent structure of psychopathology and further help 
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clinicians finally diagnose and effectively assist those suffering from the pain of 

loneliness. 

 

Possible Objections to Classifying Loneliness as a Disorder 

 

Chapter 6 discussed how loneliness meets the criteria to be considered as a 

psychiatric disorder. One possible objection for this is the ordinary language terms of 

emotional loneliness and social loneliness may not be seen as suitable titles for a 

clinical mental disorder. I would suggest using a description that captures the main 

characteristics of loneliness such as major social discrepancy disorder or chronic 

loneliness disorder to be considered as a starting point. In chapter 1 the definition of 

loneliness was discussed as it was earlier in this chapter. There would need to be 

separate symptoms for social and emotional loneliness that captures how it is a long-

term, subjective, and distressing state. The 6 items for the DJGLS-6 would act a 

strong frame on which to build the symptoms around, although item-2 should be 

changed to better capture emotional loneliness.  

 

Secondly, loneliness is a state most people have felt therefore it is not 

normally a cause for therapeutic concern. I agree. Loneliness felt when moving to a 

new town, starting a new job, or after a breakup or separation anytime is normal and 

even healthy, as noted, it prompts us to seek connection. However, the state of 

‘sadness’ is not a concern, but when a person is sad for a significant length of time 

and when it affects their job performance, health,  and leads to distorted and negative 

thoughts, it is no longer sadness but a serious disorder that needs treatment and care 

like any other illness. This is known as depression. As stated, there is no alternative 
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clinical term for loneliness, but nevertheless, when felt long-term it leads to negative 

effects on work and school performance, health, and distorted or negative thoughts. 

In recognition of the serious threat loneliness poses to health the UK government has 

now set up the world’s first government designed strategy to tackle loneliness 

(Department for Culture, Media and Sport & Department for Digital, Culture, Media 

& Sport, 2022). 

 

Strategies to Tackle Loneliness 

 

‘A connected society: a strategy for tackling loneliness - laying the 

foundations for change’ was established by the (Department for Culture, Media and 

Sport & Department for Digital, Culture, Media & Sport, 2022) from years of 

research conducted by various researchers and organisations. It is the UK 

government’s first significant contribution to help tackle the loneliness epidemic and 

educate people on the importance of being connected. However, despite the years of 

research and efforts to tackle loneliness interventions proposed to date have not been 

very effective (Gardiner, Geldenhuys & Gott, 2018; Nyqvist, Puig, Urrútia, Solà & 

Monteserín , 2017; Coll-Planas et al., 2017).  Masi and colleagues (2011) for 

example, analysed interventions including single-group, nonrandomised group 

comparison, and randomised group comparison and reported that the meta-analysis 

of randomised studies showed small effect sizes. However, interventions that 

addressed maladaptive social cognitions (those that looked at cognitive processes in 

social interaction, including reminiscence and self-help groups) had the largest effect 

size. The central aim of social cognition-based interventions was to teach those who 

https://www.gov.uk/government/organisations/department-for-culture-media-and-sport
https://www.gov.uk/government/organisations/department-for-digital-culture-media-sport
https://www.gov.uk/government/organisations/department-for-digital-culture-media-sport
https://www.gov.uk/government/publications/a-connected-society-a-strategy-for-tackling-loneliness
https://www.gov.uk/government/publications/a-connected-society-a-strategy-for-tackling-loneliness
https://www.gov.uk/government/organisations/department-for-culture-media-and-sport
https://www.gov.uk/government/organisations/department-for-culture-media-and-sport
https://www.gov.uk/government/organisations/department-for-digital-culture-media-sport
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are lonely to identify automatic negative thoughts and think of them not as facts, but 

as hypotheses to be tested. 

Whilst more work needs to be done to ascertain what approach could best 

mitigate chronic social and emotional loneliness, one suggestion would be to focus 

on methods such as the cognitive approach as apposed to a pharmaceutical solution. 

There is no medication to fix a broken bone. It needs time to rest, heal and strength 

exercises. Similarly, while medication has proved beneficial for many mental health 

issues, broken connections require certain skills to develop and changes to social 

schemas.  

This is an important area that should be examined in future research. Martino 

and colleagues (2017) support this view. Their article aimed to promote the 

importance of connecting to others and put forward that connection prescription 

should become an integral part of  health care. Like the evidence reported throughout 

this thesis, the authors acknowledge the mental and physical health effects caused by 

social isolation and recommend medical professionals should counsel patients on 

how to increase social connections through asking about the quality and quantity of 

social interactions at routine visits and prescribe interactions in a similar way as 

prescribing exercise. The “Exercise Is Medicine” campaign helped bolster support 

for the exercise prescription. It is now time for a “Connection Is Medicine” 

campaign. It is recommended this can be achieved through inquiring about the 

amount of close friends a patient has, if they participate in organisations or groups 

that meet regularly, and how often they spend time with others socially. It is 

concluded that this method could help not only with alleviating feelings of isolation 

and loneliness but also with mood, hypertension, and immune function, all health 

effects associated with loneliness. For the many interventions that do not work, 
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authors have suggested it is mainly due to 1) loneliness not being considered a 

multidimensional or heterogeneous construct and 2) inconsideration to the 

individuals needs and context (Akhter-Khan & Au, 2020). The chapters in this thesis 

provide evidence for this and I now urge researchers to consider these findings and 

take a more holistic approach to examining loneliness. If the government in the UK 

and around the world, not to mention researchers, health care workers and indeed the 

public are serious about tackling loneliness, it needs to be viewed as a 

multidimensional construct and we need to begin informed conversations and action 

to sit both subtypes along established clinical disorders. 

 

Future Work 

 

While there is a lot of work to be done in this area for example, making 

changes to the DJGLS-6 , for academics to agree on a definitions, measurements and 

the concept, to examine additional predictors of the subtypes and how the subtypes 

may predict and/or mediate other mental health disorders, the major takeaway is this; 

humans are social, when their social needs are not being met very serious health 

issue can occur. To tackle this properly we need to view loneliness as 

multidimensional, we need a robust measure to capture both constructs and to 

successfully alleviate and prevent loneliness we need to seriously consider that social 

and emotional loneliness are unique mental health disorders if felt over a long period 

of time.  
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Conclusion 
 

 

Loneliness is more than a feeling or social concept. It is a disease that is 

growing and spreading globally. So many of the major physical health threats facing 

humans today have been associated with loneliness and loneliness is also related to 

the many rising mental health disorders including suicide. Effective strategies to stop 

the spread and treat those who feel this social pain chronically need to be put into 

practice imminently. Each chapter aimed to show evidence that loneliness is a 

serious public health issue, and each chapter provides results that should take us 

closer to effectively tackling it. This piece of work is not just important for 

researchers of loneliness but has findings that governments who aim to tackle 

loneliness, health care providers, educators and the general public could find very 

useful and beneficial for health and well-being.  

 

“What should young people do with their lives today? Many things, 

obviously. But the most daring thing is to create stable communities in which the 

terrible disease of loneliness can be cured.”  - Kurt Vonnegut (1922-2007) 
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