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6.1           Introduction 

 Retirement from paid employment and other changes in role can, for some older 
people, lead to a decline in social participation. A lack of social participation can 
cause loneliness, but the two states are not synonymous. Loneliness is emotional 
distress [ 1 ]; it has been described as a mismatch between the social relationships 
people desire and those that they actually have [ 2 ]. It can manifest in different 
forms – it can be a longing for the company of a particular person or it can be a gen-
eralised desire for a wider social circle. By widening the social circle and increasing 
social participation, there is some evidence that loneliness can be reduced [ 3 ]. 

 Indeed, there is a body of research suggesting that participation in social activi-
ties is important in maintaining mental and physical well-being [ 4 – 7 ]. Numerous 
studies suggest that social participation can lead to an increase in physical exercise, 
social support and the sharing of health information [ 8 – 10 ]. In addition, social par-
ticipation helps to maintain a sense of identity and can provide a sense of satisfac-
tion and mastery [ 8 ].  

6.2     Loneliness Is Linked to Depression 

 There are around 3.8 million people over the age of 65 living alone [ 11 ], and 
loneliness is common – it can be chronic or sporadic or manifest at particular 
times such as anniversaries or holidays. The prevalence of severe loneliness is up 
to 10 % [ 12 ]. 
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 Loneliness is thought to have negative consequences for humans because we are 
social beings and perceived isolation provokes feelings of being unsafe [ 13 ]. 

 As a concept, loneliness can be divided into two categories –  social  loneliness, 
which is when one has a lack of social contacts, and  emotional  loneliness, when one 
is lacking a key emotional relationship [ 14 ]. Differentiating these two types of lone-
liness helps to explain why some people with a large number of social contacts or a 
non-satisfying quality of contacts consider themselves to be lonely, whereas others 
in a similar situation do not. 

 Loneliness is a normal part of human experience, but when it occurs for long 
periods or frequently and is felt very severely, then it becomes a cause for concern. 
Loneliness has been strongly associated with depression [ 15 – 17 ], and longitudinal 
work has reported loneliness to be an independent risk factor for future depression 
amongst older adults [ 18 ]. Cacioppo describes depressive symptomatology and 
loneliness as having a ‘synergistic effect’, mutually reinforcing one another to 
diminish well-being. 

 As well as common mental health problems such as depression, loneliness is 
predictive of more severe problems such as suicide in older age groups [ 19 ]. Further, 
loneliness has been found to be a precursor of dementia and cognitive decline [ 20 ], 
being a better predictor of such conditions than depression. 

 Cacioppo [ 12 ] argues that the chronically lonely become hypervigilant for signs 
of threat in the environment and over time cognitive biases colour perceptions so 
that the world is viewed in a more dangerous and negative light. The expectation of 
threat and negative interactions can become a self-fulfi lling prophecy. In this way, 
the prospect of social interaction becomes a source of anxiety and is avoided. 

 Loneliness is linked not only to mental health problems – it predicts physical 
morbidity [ 21 – 23 ] increased health services utilisation [ 24 ] and increased mortality. 
It also slows recovery from illness [ 25 ], and its effects can be as detrimental as 
smoking [ 26 ].  

6.3     Measuring Loneliness 

 There are existing tools that could be used to identify adults who are lonely and may 
benefi t from interventions. The three-item loneliness scale (Table  6.1 ) [ 27 ] can be 
used through face-to-face and telephone interview in research and practice. The 
response options for all three items, 1 = hardly ever, 2 = some of the time and 3 = 
often, are summed with increasing scores indicating increasing loneliness. This cor-
relates with the UCLA Loneliness Scale [ 28 ] which is used widely. To score, the 
Oftens = 3, the Sometimes = 2, the Rarelys = 1, and the Nevers = 0. In the United 
States, the ten-item version of the UCLA Loneliness Scale is offered by the 
American Association of Retired Persons to allow individuals to  self- assess their 
level of loneliness and to seek intervention.
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   The De Jong Gierveld [ 14 ] measure is based on the cognitive theory of loneli-
ness, and it emphasises the discrepancy between the social contact a person desires 
and what they are actually experiencing. This scale is probably the most commonly 
used in research and clinical practice (Table  6.2 ). The scale should be scored as fol-
lows: yes! (emphatic); yes; more or less; no; no! (emphatic).

6.4        Social Participation as an Intervention to Reduce 
Loneliness 

 In terms of quantifi able social participation as opposed to loneliness, half of older 
adults report that they are not taking part in at least one aspect of the social partici-
patory activities they would like [ 29 ]. Reporting one in fi ve reports that he/she is in 
contact with family, friends and neighbours less than once a week, and one in ten is 
in contact less than once a month [ 30 ]. Also, two fi fths of older people (about 3.9 
million) describe the television as their main company [ 31 ]. 

     Table 6.1    The three-item loneliness scale   

 Hardly 
ever 

 Some of the 
time  Often 

 ‘How often do you feel you lack companionship?’ 

 ‘How often do you feel left out?’ 

 ‘How often do you feel isolated from others?’ 

  From Hughes et al. [ 27 ] with permission  

  Table 6.2    The De Jong 
Gierveld Scale  

  1.  There is always someone I can talk to about my 
day-to-day problems 

  2. I miss having a really close friend 

  3. I experience a general sense of emptiness 

  4.  There are plenty of people I can lean on when I have 
problems 

  5. I miss the pleasure of the company of others 

  6. I fi nd my circle of friends and acquaintances too limited 

  7. There are many people I can trust completely 

  8. There are enough people I feel close to 

  9. I miss having people around me 

 10. I often feel rejected 

 11. I can call on my friends whenever I need them 

  From De Jong Gierveld and Van Tilburg [ 14 ] with permission  
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 Public health authorities and local government have become increasingly con-
cerned about the problem of loneliness and the detrimental effects amongst the 
growing population of older adults. Unfortunately there is no one simple solution – 
older people are not a homogenous group – and the self-reinforcing spiral of depres-
sion, ill-health and isolation makes a diffi cult problem that needs an individually 
tailored response. 

 In terms of evidence, the best work is from the United States [ 32 ] which sug-
gests that there is a potential benefi t from group social or educational activities in 
specifi c groups. Evidence from a systematic review [ 33 ] suggests that the most 
successful interventions for loneliness, measured by improvement in the domains 
of physical, mental and social health, tend to be group based, participatory and 
offering some activity [ 34 – 36 ]. Such community-based interventions have been 
shown to have additional benefi ts in terms of social inclusion and social cohesion 
[ 37 – 39 ]. 

 With regard to older adults, creativity has been argued to be a critical element to 
ageing well [ 40 ], which is thought to enhance health and well-being as well as 
increase and sustain social interactions amongst older people [ 32 ,  41 ]. Indeed, aside 
from the social benefi ts, it has also been argued that creative activity is therapeutic 
in itself [ 42 ], and a number of community-based ‘art for health’ initiatives have 
been created in the United Kingdom [ 43 ]. However, it is clear that better designed 
studies, and in particular randomised controlled trials, are needed to improve the 
evidence base [ 28 ]. 

 The problem with group-based participatory activities is that, although they 
may work to encourage social participation, reduce loneliness and alleviate 
depression for those who can be reached, there are several barriers inherent within 
them for this population: older people may have diffi culties with transport; they 
may feel unwilling to walk into an established group alone, especially if they are 
depressed; they may need some one-to-one therapeutic input to even begin to 
think about increasing their social participation; and they may need some guid-
ance to think about what type of group activity they might fi nd meaningful. 

 In the light of these barriers, a reasonable way of approaching the Gordian knot 
of depression, anxiety, ill-health and loneliness might be individualised therapeutic 
input with an emphasis on behavioural activation followed by practical assistance to 
attend a meaningful group activity. Further high-quality research in this area would 
be welcomed.  

6.5     Measuring Social Participation 

 In clinical practice, the assessment and monitoring of social participation may be 
useful to inform clinical decisions (e.g. by identifying low or restricted social 
participation) and to evaluate the effectiveness of interventions. Measurement of 
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social participation is in its infancy. There have been a number of reviews  [ 44 – 47 ] 
that have highlighted instruments for use in research and to evaluate practice. 
Wilkie and colleagues in their review [ 46 ] highlighted instruments that have been 
designed to exclusively measure social participation in adult populations (and 
therefore provide a score specifi c for social participation), can be obtained easily, 
are free of charge and have some reported evidence of their ability to measure 
social participation to support their use (Table  6.1 ). None of these instruments as 
yet have been shown to have a clear advantage over the others. Selection of an 
instrument to measure social participation will depend on how the instrument 
measures social participation (e.g. frequency or as people would like) or the 
number of items, which will impact on responder burden and also on the detail 
of social participation that is measured. Each of the selected instruments in 
Table  6.1  is designed to measure participation in a different way; the Impact on 
Participation and Autonomy measures choice and control (i.e. the possibility to 
do the things the way you want) [ 48 ], the Keele Assessment of Participation 
measures performance in participation ‘as and when you want’, [ 28 ], Participation 
Measure for Post-Acute Care (PM-PAC) [ 49 ] measures limitation, Participation 
Objective, Participation Subjective (POPS) [ 50 ] measures objective (i.e. fre-
quency) and subjective (i.e. satisfaction) participation, Rating of Perceived 
Participation measures the individual’s perceived and desire to change [ 51 ] and 
the Participation Scale [ 52 ] measures participation compared to a ‘peer norm’. 
All of the instruments measure participation in mobility, self-care, domestic life, 
interpersonal interaction and relationships, major life (e.g. work, education) and 
community and social life, except POPS which does not measure aspects of self-
care. The instruments contain a varying number of items (range: 11–78); this is 
linked to the detail of participation measured (e.g. KAP contains the fewest items 
and measures participation broadly at domain level (i.e. measures participation 
in a number of activities in one item); POPS and ROPP contain the greatest num-
ber of items and provide greater detail by measuring participation in specifi c life 
situations). 

 At the moment, there are no instruments which have a proven ability to mea-
sure change in social participation, which is important for examining the impact 
of interventions and how participation may change over time. The health benefi ts 
gained from social participation will be through actual participation, and this may 
be the target for intervention studies. Currently there is a need to develop an 
instrument that measures actual participation in older adults that is responsive to 
change. This may require a better understanding of what social participation is in 
older adults which will facilitate development of the conceptual model for mea-
surement, but it is crucial to identify links with loneliness. It is unknown whether 
loneliness may be linked more so with the quality of perceived participation (e.g. 
participating ‘as and when they want’) than with the amount of participation 
(Table  6.3 ).
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6.6        Implications for Practice 

 Loneliness is a serious predicament that can have severely detrimental effects on 
mental and physical well-being to such an extent that it is increasingly being seen as 
a public health issue. The good news is that loneliness can be identifi ed by using the 
correct tools, and there is evidence that interventions which facilitate meaningful 
social participation can be helpful.  

6.7     Suggested Activities 

 Do you have a patient or client who seems lonely? How would you broach this sen-
sitive topic? How do you normally assess this? Are there other things you could do 
to assess loneliness in your work? 

 How can you support a patient or client to increase their social participation? 
How do you fi nd out what resources are available in your area? What barriers might 
there be to participation? Is there a way to overcome these barriers? 
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