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ABSTRACT 

This descriptive study explored secondary loneliness in 30 

institutionalized elderly living in two long-term care facilities. 

Fourteen subjects (46.8%) had scores on the Revised UCLA Lone

liness Scale that indicated loneliness or a trend toward loneliness. 

Additionally, subjects more lonely were also found to have a higher 

level of education and perceptions of poorer health status. 

Sixteen subjects (53.3%) had scores on The Measure of Lone

liness and Cathetic Investment Tool that indicated a trend toward higher 

cathetic investment coupled with greater loneliness. Four subjects 

had higher loneliness scores coupled with lower cathetic investment 

scores, indicating greater loneliness but not necessarily for meaningful 

family, friends, or things 

Only two subjects had high scores on both the Revised UCLA 
1 i 

Loneliness Scale and The Measure of Loneliness and Cathetic Investment 

Tool. This indicates that two distinct components of secondary lone

liness existed in this sample. Further study is recommended to explore 

and define additional components of the concept. 
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CHAPTER I 

INTRODUCTION 

The concept of loneliness has long been described by novelists 

and songwriters as a feeling of emptiness and despair. Fromm-Reichman 

(1951) characterized loneliness as a painful, frightening experience 

which people will do anything to avoid. It is conceivable that a 

feeling this devastating could have a significant impact on health 

and well-being. Yet, interest in empirical study of this concept 

has been slow to develop. Slower still has been the development of 

an interest in studying loneliness in the elderly, particularly the 

institutionalized elderly. When loneliness is defined within the 

context of loss and separation, it is almost a certainty that many 

elderly, in many situations, will experience it to some degree. 

Unfortunately, very little is known about the full impact of the 
1 

experience of loneliness. A 1975 survey of 24,000 elderly persons, 

aged 65 or older, showed that loneliness rated fourth as a major prob

lem of old age (Harris 1975). Kivett's (1979) study of elders living 

in rural areas, revealed that 15.5% of the respondents stated they 

felt lonely quite often. It is important for nurses to be able to 

appropriately intervene when loneliness is adversely affecting the 

elderly person's quality of life. Nurses can intervene successfully 

only if they can identify those among the elderly population at risk 

and why, and which interventions are most appropriate. Thus, empirical 

study of loneliness becomes the first step in truly understanding 

1  
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this complex concept and how it impacts the elderly in various set

tings. Loneliness specific to the elderly must be defined, and an 

exploration of its prevalence undertaken as the study process is begun. 

Two types of loneliness have been identified. Primary, or 

existential loneliness has been described as self-reflection of being 

alone and singular in the universe (Von Witzleben 1958; Moustakas 

1975). This experience of universal loneliness is a part of the 

process of being and is a philosophic explanation of man's search 

for himself. The search originates internally and involves intro

spective resolution. 

Secondary loneliness is a reactive state that involves feel

ings of despair as a result of separation from loved people and things 

(Francis 1976), and a perceived discrepancy between desired and actual 

levels of social interaction (Townsend 1957; Lopata 1969). Nurses 

and other health workers can intervene with secondary loneliness; 

primary loneliness must be resolved internally. 

Because the elderly themselves identify it as a major problem, 

secondary loneliness has been selected as the subject of this re

search. The quality of. life of elders is as important as their 

physical well-being, and both may suffer when either is less than 

optimum. 

Statement of the Problem 

Secondary loneliness has been identified by the elderly to 

be a major problem. This study will investigate the following ques

tions: 
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1. Do demographic variables of age, length of time in the 

nursing home, perceived health status, and educational status influence 

the experience of secondary loneliness (defined as dissatisfaction 

with the existing social network; Russell, Peplau and Cutrona 1980), 

in a selected population of institutionalized elderly? 

2. Do selected institutionalized elderly individuals who 

differ on family and friend attachments differ in the experience of 

secondary loneliness (defined as a reaction to separation from meaning

ful people and things; Francis 1976)? 

3. Do selected institutionalized elderly who differ in the 

frequency of family and friend visits differ in the experience of 

secondary loneliness (defined as a reaction to separation from meaning

ful people and things; Francis 1976)? 

Significance of the Problem 

Nurses and sociologists have identified the theme of loneliness 
1 

in one-to-one and small group interactions (Tannenbaum 1967; Conti 

1970; Burnside 1971; Thurmott 1977; Williams 1978; Griffin 1979). 

These encounters included observations and self-reports of loneliness 

by elderly patients and the impact it had on their lives in the form 

of poor nutrition, over-utilization of health care services, and com

pliance problems (Conti 1970). Many elderly persons have found it 

difficult to talk about their secondary loneliness because they have 

subscribed to the myth that loneliness is to be expected with advancing 

age. In addition to the above mentioned, loneliness has been reported 

as leaving the elder feeling hopeless as well as helpless. Braceland 
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(1965) noted that the pain of loneliness could become so unbearable 

that suicide was considered a viable alternative. Apathy and loss 

of self-respect (Butler and Lewis 1982), as well as an absence of 

motivation (Munnichs 1964), are all consequences of unrelieved lone

liness. Health, motivation, and quality of life are important areas 

in which nursing can have a significant impact. 

Secondary loneliness has been defined from two perspectives. 

From a psychological perspective, secondary loneliness has been defined 

as resulting from 'too few' social relationships (Russell, Peplau 

and Ferguson 1978; Russell, Peplau and Cutrona 1980), or, the indivi

dual's perception that her or his social network is smaller or less 

satisfying than the level desired (Peplau and Perlman 1982). 

Francis (1976; 1979; 1980; 1981) has identified secondary loneliness 

as an experience or reactive response to separation from those persons 

and things in which an individual has invested his energy and self. 

Additionally, she has identified an intervening variable called 

cathetic investment as the major determinant in the severity of lone

liness experienced. From a psycho-analytic perspective, cathetic 

investment has been defined as the endowment of energy, import, and 

meaning in social and physical objects (people and things). The greater 

the cathetic investment of the individual, the greater the secondary 

loneliness as a result of separation. The independent variable of 

Francis1 (1976; 1979; 1980; 1981) research was the physical separation 

from cathetically invested objects, either through hospitalization 

or nursing home placement. 
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Aging is a time of inevitable loss and separation. Further, 

nursing home admission, with its accompanying loss of former lifestyle 

and separation from family, friends, and treasured objects would 

seem to place this population in the 'high risk' category for experi

encing secondary loneliness. For a time at least, the social network 

is disrupted, and may even be destroyed in extreme cases. Thus, 

when describing the prevalence of secondary loneliness in a nursing 

home population, both separation from loved ones and objects, and 

disruption of the social network had to be investigated, since nursing 

home admission may cause them to occur concurrently. As Bianchi 

(1981, p. 1) noted, "In the elderly, no one circumstance or set of 

circumstances are accountable for the experience of loneliness because 

it is the product of a process... can be understood only as a product 

of physical, psychological and social losses." To study secondary 

loneliness from only one perspective would have limited the quality 

of the information obtained. Those elderly nursing home residents 

who were lonely due to a less than desired level of social interaction 

might not have experienced secondary loneliness for non-person objects 

and things. Similarly, an elderly person who had enjoyed a life 

of solitude and was separated from treasured books and former privacy 

might not experience secondary loneliness as a result of a disrupted 

social network. Exploring both perspectives allowed a more accurate 

and enriched description of the prevalence of secondary loneliness 

in a selected elderly institutionalized population. 
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Purpose 

There were three major purposes in conducting this study of 

secondary loneliness in a selected population of institutionalized 

elderly. The first was to determine if the demographic variables 

of age, length of time in the nursing home, perceived health status, 

and educational status, influenced the experience of secondary lone

liness (defined as dissatisfaction with the existing social network; 

Russell, Peplau, and Cutrona 1980), in a selected population of 

institutionalized elderly. The second purpose of this study was 

to determine if selected institutionalized elderly individuals who 

differed in family and friend attachments differed in the experience 

of secondary loneliness (defined as a reaction to the separation 

from cathetic attachments; Francis 1976). Third, this study attempted 

to determine if selected institutionalized elderly individuals who 

differed in the frequency of family and/or friend visits differed 

in the experience of secondary loneliness (defined as a reaction 

to the separation from cathetic attachments; Francis 1976). 

Definition of Terms 

1. Secondary loneliness - a sense of dissatisfaction with 

the existing social network, as measured by the Revised UCLA Loneliness 

Scale (Russell, Peplau and Cutrona 1980) (Appendix A) and a reactive 

response to separation from cathetically invested people and things, 

as measured by the Measure of Loneliness and Cathetic Investment 

Tool (Appendix B). 
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2. Dissatisfaction with the existing social network - a 

perceived discrepancy between actual and desired levels of social 

interactions, as measured by items 1-20 of the Revised UCLA Lone

liness Scale (Russell, Peplau and Cutrona 1980) (Appendix A). 

3. Separation from cathetically invested objects and persons-

permanent placement of an individual in a nursing home facility which 

results in actual physical removal from people and objects in whom 

the elderly person has' invested import, energy, and meaning as mea

sured by items 1-8 of the Measure of Loneliness and Cathetic 

Investment Tool (Appendix B). 



CHAPTER II 

CONCEPTUAL ORIENTATION AND 
REVIEW OF LITERATURE 

The conceptual orientation of this study was based on the 

concepts of loss and social dissatisfaction associated with aging. 

Additionally, the conceptual orientation addressed how loss, in terms 

of separation (due to placement in a nursing home) from familiar 

and treasured objects, people, and satisfying social relationships, 

impacted the experience of secondary loneliness. The literature 

review consisted of an examination of theoretical essays as well 

as studies pertinent to loneliness. Theoretical perspectives, which 

defined loneliness and provided the framework for the conceptual 

orientation, were examined in order to enrich the understanding of 

loneliness within the context of loss and social dissatisfaction. 

The literature review also differentiates secondary loneliness, from 

preferred solitude, and other emotions associated with loss. 

Conceptual Orientation 

Theoretical Perspectives on Loneliness 

Zilboorg (1938), citing loneliness as a painful, but as yet 

unexplored concept, described two components. He identified 'narcis

sistic loneliness' as loneliness which occurred when one lacked others 

to reinforce a feeling of self-love; and 'normal loneliness' which 

he described as a more transient feeling of lonesomeness experienced 

as a result of separation from someone outside the self who is loved. 

8  
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Peplau (1955) identified loneliness as distinctly separate from 

feelings of lonesomeness and aloneness. She noted that loneliness 

was an unchosen state, an unbearable situation in which a person 

was without company. Lonesomeness was noted to be more easily recog

nized as a fleeting feeling and more quickly resolved. According 

to Peplau (1955), aloneness could be a chosen state, a preferred 

solitude, not necessarily associated with pain. 

In establishing secondary loneliness as a significant psychia

tric problem, Von Witzleben (1958) differentiated it from primary 

loneliness. Primary loneliness was described as an essential human 

characteristic which caused man to examine himself in terms of his 

singularity in the universe. Moustakas (1961) identified this lone

liness as a positive, growing experience. Secondary loneliness, 

on the other hand, was described as a potentially psychotic phenomenon 

which begins insidiously as a "melancholia due to the loss of an 

object" (,p. 38), and may result in serious psychiatric illness if 

left untreated. The 'object' which is lost may be physically real 

or an ideal. Tannenbaum (1967) examined loneliness in well elderly 

from a theoretical perspective. He proposed that the experience 

of loneliness derived from accumulated loss and separation. Both 

constitutional and environmental factors were cited as determinants 

of the severity of the experience of loneliness. 

Losses with aging are inevitable, and the loneliness which 

results from these losses can be crippling. From role loss to the 

loss of a treasured pet, the elderly individual must continually 

readjust to one separation after another. The number and variety 
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of losses the elderly experience seems to touch every physical and 

emotional facet of their lives. Rossman (1979) categorized two basic 

types of loss with aging; extrinsic and intrinsic. Extrinsic or 

environmental losses included the loss of a spouse, sibling or child; 

loss of income accompanying retirement; an unforeseen change in living 

arrangements due to physical disability or a drop in income; and 

a sense of uselessness often imposed by society. When the loss of 

previous lifestyle and living arrangements are coupled with separation 

from family and friends who are no longer close by, or who have died, 

the social network of the elder decreases and an important source 

of support in managing the adjustment required is lost. 

Intrinsic losses, according to Rossman (1979) included age-

specific physical changes such as loss of quickness of response; 

subjectively anticipating the end of life; and loss of prior good 

health. Such losses were noted to be the cause of isolation as well 

as separation, especially when declining physical abilities led to 

nursing home placement. 

Loss has been categorized as "the one concept synonymous 

with aging" (Ebersole and Hess 1981, p. 384). Further, Ebersole 

and Hess (1981) noted that though losses occur throughout life, their 

cumulative effects are apt to be more acutely felt in old age. They 

too identified losses common to aging, including "loss of loved ones, 

productivity, mobility, usefulness, body image, time to live, status/ 

prestige, income, home and/or belongings, health, the feeling of 

being needed, and purpose in life" (Ebersole and Hess 1981, p. 384). 
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Burnside (1980) identified three types of sociological loss 

associated with aging. Role loss described the loss of social posi

tions held by individuals. These losses included loss of employee 

role, loss of the husband or wife role, and loss of the social partner 

role in terms of friendship, church member, or other group member. 

A second sociological loss concerned norms. Norms are social laws 

which govern behavior as well as social activity. Norm losses with 

aging included an increasingly vague expectation of what the elderly 

person is supposed to do with herself. Elders frequently do not 

know what they should do; too often society has only told them what 

they should not do. According to Burnside (1980), the third socio

logical loss concerned the loss of reference groups. The longer 

a person lives, the less likely she is to have peer support and 

opinion. Since behavioral expectations are not known, appropriate 

behaviors cannot occur. 

Loss has been defined by the Merriam-Webster Dictionary (1974) 

as "the harm which results from losing; to suffer deprivation of 

something" (p. 415). This definition is consistent with the above-

noted characterizations of aging losses, and also implies separation. 

In 1978, Peplau and Caldwell reported a cognitive analysis 

of loneliness in which they defined it as "the extent to which a 

person's network of social relationships is smaller or less satisfying 

than the person desires" (p. 208). They differentiated secondary 

loneliness from social isolation by citing demographic surveys in 

which populations, without transportation and living in rural areas 
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designated as socially isolated did not report experiencing lone

liness. In short, social isolation resulted in loneliness only when 

the individual's desire for social relationships was high. Four 

types of events were found to precipitate a change in an individual's 

achieved or desired social relations, thereby causing secondary 

lone!i ness: 

1. Termination of a close emotional relation
ship; 

2. physical separation from family and 
friends; 

3. status changes (decrease in income, 
change in living arrangements); 

4. reduced satisfaction in the qualitative 
aspects of one or more relationships 
(Peplau and Caldwell 1978, p. 209). 

From a nursing perspective, early theoretical essays focused 

on experiencing loneliness through the eyes of selected elderly 

patients willing to share their experiences. The most frequently 

cited reasons for loneliness were loss of familiar and loved people, 

poor health, a change in living arrangements and low income (Conti 

1970; Burnside 1971; 1980; Carnevali and Patrick 1979; Butler and 

Lewis 1982). 

Lynch (1977) reviewed a series of studies (Reiser et al 1955; 

Stevenson et al 1949; Chambers and Reiser 1953), which had investi

gated the relationship between heart response and human contact, 

and sudden death after traumatic losses, and concluded that loneliness 
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was a contributor to cardiovascular disease and premature death. 

Loneliness was identified by Lynch as a significant stressor resulting 

from a lack of human companionship and love. According to Lynch 

(1977), the stress of loneliness induces an "inability to decrease 

the dread and apprehension associated with the state" (p. 31). Lynch 

also noted that adults who were happily married and satisfied with 

social and environmental living arrangements had a lower mortality 

rate than those people who had suffered accumulating losses and had 

fewer friends upon which to rely. 

In 1978, Braceland examined the 'loneliness of modern times', 

and noted that, in an increasingly technological society, the problems 

of loneliness, especially aged loneliness, were apt to increase. 

He cited loss and diminution of social contacts as a prime source 

of loneliness in today's elderly population. Williams (1978) concept

ualized loneliness as "a feeling that comes to a person when there 

seems to be no one who cares about him or her" (p. 184). She also 

cited environmental changes and losses as major contributors to 

feelings of loneliness. According to Williams, elders were frequently 

required to adjust to a variety of losses and changes at a time when 

their abilities to adjust were decreasing, creating a potential lone

liness situation. 

Review of the Literature 

Measuring Secondary 
Loneliness — Early Studies 

Empirical study of loneliness has been hampered by a paucity 

of reliable and valid tools. The research which does exist consists 
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of exploratory studies of incidence and descriptive studies which 

examine secondary loneliness from two viewpoints: secondary loneliness 

resulting from dissatisfaction with the quality and quantity of social 

relationships (Russell, Peplau and Cutrona 1980) and secondary lone

liness as impacted by separation from cathetic social and physical 

objects (Francis 1976). 

In the survey by Harris (1975) loneliness was found to 

correlate with low income, lower levels of education, sex, age and 

race. Elderly blacks and women reported greater loneliness, as did 

subjects aged 80 and older. 

Early investigative studies (Townsend 1963; Lowenthal 1964) 

focused on the relationship between loneliness and isolation, and 

reported that a decrease in friendships and social contacts as well 

as an unforeseen change in living arrangements were correlated with 

subjective reports of loneliness. 

Lopata (1969) studied loneliness in widows 50 years of age 

and older. In her study, loneliness was operationalized as a "senti

ment felt by a person when he defines his experienced level or form 

of social interaction as inadequate" (p. 249). The exploratory study, 

which consisted of in-depth formal and informal interviews, validated 

the hypothesis that "such feelings are likely to arise when the habit

ual or expected depth of relations with other people is judged as 

temporarily or permanently unavailable, broken or underdeveloped" 

(p. 249). Lopata also identified secondary loneliness as being 

associated with feeling lonely for an "object"(p. 250), but did not 

pursue this referent. She characterized several components of 



15 

secondary loneliness. The first was a desire to interact with a 

significant other who was no longer available, followed by the feeling 

of no longer being an object of love. Another form of secondary 

loneliness was the feeling associated with having no one or nothing 

to love. Additionally, the loneliness for someone to share the work 

load, and loneliness for a previous lifestyle were reported as respon

dent categories. 

Measuring Secondary 
Loneliness — Recent Studies 

In 1978, Russell, Peplau and Ferguson reported on the develop

ment of the UCLA Loneliness Scale. This unidimensional scale was 

a 20 item four point response format, and measured secondary 

loneliness that occurred as a result of 'too few' social relationships, 

and defined secondary loneliness as a "subjective reaction to 

deficiencies in social relationships" (Peplau and Perlman 1982, p. 

98). Thei scale was initially used with 239 young adults recruited 

in three ways: 1) a clinic sample, which consisted of 12 students 

who had responded to a notice in the student newspaper requesting 

contact from those individuals who had been feeling lonely; 2) a 

comparison sample of 35 student volunteers from a Social 

Psychology class who were tested concurrently with the clinic sample; 

and 3) a student sample of 192 undergraduate students who participated 

in the study in order to satisfy a course requirement. Data analysis 

revealed that the correlation between the subjective self-report 

question about current loneliness and the loneliness scale score 

was highly significant (r(45)=.79, p<.001). Additionally, consistent 
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with the view of loneliness as an exceedingly unpleasant experience 

(Weiss 1973), loneliness scale scores were associated with low self-

ratings of "satisfaction" (r=.43, p<.001) and "being happy" 

(r=.40, p<.001) (Russell, Peplau and Ferguson 1978). 

Because items in the initial scale were all worded in the 

same direction, systematic response bias was feared and in 1980, 

the scale was revised to include positively worded items (Russell, 

Peplau and Cutrona 1980). The revised scale consisted of 20 items; 

10 positively worded and 10 negatively worded, with the same four 

point response format. A total of 399 students were tested in two 

studies, and again, self-reports of loneliness correlated signifi

cantly (all r's >.40, p<,001) with statements in the scale relating 

to emptiness, depression, hopelessness, and not feeling sociable 

or satisfied. 

In 1976 Francis reported on the development of her schedule 

for the Measurement of Loneliness and Cathetic Investment (SMLC). 

This scale was developed to measure secondary loneliness as an obser

ver rather than a respondent category. She defined secondary 

loneliness as a "phenomenon., experienced as a result of temporary 

separation from persons and things to whom one is closely attached" 

(p. 153). Later, Francis (1979) amended the definition slightly 

and defined secondary loneliness as "the reactive response to sepa

ration from persons and things in which one has invested himself 

and his energy" (p. 9). Francis (1976) differentiated secondary 

loneliness from grief and alienation by contrasting somatic pain 

frequently associated with grief with the psychic pain primarily 
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associated with loneliness; alienation was defined as the "objective 

(physical) state of separation from someone or something with whom 

there was some attachment. But given objective separation, one might 

or might not experience subjective loneliness" (Francis 1976, p. 

154). She hypothesized that secondary loneliness varied in direct 

manner with the amount of cathetic investment of persons separated 

from their cathetic social and physical objects. Cathetic investment 

was defined conceptually as "the endowment of people and things with 

meaning, import, and energy" (Francis 1976, p. 154). The concept 

was operationalized as follows: 

1. An individual has cathetic attachments 
to persons and things; 

2. he or she becomes separated from these 
objects; 

3. the needs fulfilled by these objects 
go unmet; 

4. a vague dysphoria results, with loneliness 
\ experienced varying with the amount 

of cathetic investment; 

5. the awareness of this subjective state 
can be verbalized (Francis 1976, pp. 
154-155; Francis 1980, pp. 127-130). 

Francis1 16 item, graphic-rating Schedule for the Measurement 

of Loneliness and Cathetic Investment (SMLC) (1976), was first used 

.in a cross-sectional survey of hospitalized adults. She had hypo

thesized that secondary loneliness would be concomitant with men 

over age 50 who were married and Protestant. The experience of 

secondary loneliness would, according to Francis, occur as a result 

of hospitalization, causing physical separation from cathetically 
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invested people and objects. Two samples of 133 non-intensive care 

medical patients were tested using the scale with a structured inter

view format. Data analysis supported the hypothesis that secondary 

loneliness did vary with the amount of cathetic investment; the higher 

the investment, the more severe the secondary loneliness (r=.20 

and r=.48; p<.05). The emergent profile of a 'lonely' person 

differed somewhat from that hypothesized; analysis characterized 

loneliness as more likely to exist in a "54 year old, white Protestant, 

never employed housewife, with a tenth grade education and a family 

income between $5,000 and $9,000" (Francis 1976, p. 156). Other 

findings revealed that pets were named as the most missed physical 

object. There were no tendencies for the lonely to come from certain 

family constellations or sizes. The greatest proportion of partici

pants reported that loneliness "increased, vis-a-vis decreased or 

remained the same as time went on" (Francis 1976, p. 157). Francis 

further reported that when loneliness was made a respondent category, 

that is, when patients were asked whether or not they were lonely, 

their responses correlated with the objective measure of loneliness 

(the SMLC). Chi-square values of 5.72 (p<.02) and 11.58 (p<.001) 

permitted acceptance of the hypothesis that the two measures of lone

liness (subjective and objective) were related for both study samples 

(Francis 1976). 

In 1978, deJong-Gierveld reported the development of a scale 

to measure the amount of secondary loneliness in people experiencing 

a lag between realized and desired interpersonal relationships, as 

disagreeable or unacceptable, particularly when they perceived a 
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personal inability to realize the desired interpersonal relationships 

within a reasonable period of time. The scale consisted of six items 

with five answer categories (ranging from 'strongly agree' to 'strongly 

disagree'). Along with this instrument, a structured interview was 

completed. The sample consisted of 59 men and women, married, divorced* 

widowed and single; 13 respondents were 65 or older. Results of 

the study showed a multidimensionality of secondary loneliness similar 

to that found by Peplau and Caldwell (1978). Correlations of .52 

to .89 were reported for feelings of deprivation (p<,05); -57 to 

.70 (p<.05) for adjustment and defense mechanisms; .76 for time 

perspective (p<.05); and .68 (p<.05) for ability to change. In 

1978 Wood studied a sample of 258 male and female subjects of varying 

ages and occupations using a modified version of the 20 Question 

Test, the Sisenwein Loneliness Questionnaire, a demographic question

naire, and the Rosenberg Self-Esteem Questionnaire. She found that 

loneliness scores were greater for females than males (F(l.248)=4.945, 

p<.05); greater for non-married than married respondents 

(F(1.248)=14.368, p<.01); and greater with increasing age (F(1.248)= 

4.762, p<t05). Loneliness in this study was defined as a "perceived 

discrepancy between a person's desired and achieved relationships" 

(p. 262). Social identity, respect, and self-esteem were identified 

as intervening variables in both the experience and intensity of 

loneli ness. 

The idea of a loss of control over the desired and achieved 

level of social relations has also been reported as a contributor 

to the experience of secondary loneliness (Peplau and Caldwell 1978), 
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Additionally, causal attributions for loneliness include the diffi

culty of the situation, persistent rejection followed by a sense 

of hopelessness and a lack of social skills (Michela, Peplau and 

Weeks 1982; Jones, Hobbs and Hockenbury 1982; Wheeler, Reis and 

Nezlek 1983). 

Measurement of Secondary 
Loneliness in the Elderly 

Perlman, Gerson and Spinner (1978) studied secondary lone

liness among 158 senior citizens in Winnepeg, Manitoba, using a self-

administered questionnaire containing 101 closed ended questions. 

The questionnaire included 13 demographic questions, questions related 

to health, social contacts, daily activities, life satisfaction, 

frequency and intensity of current loneliness and 11 items from the 

U.C.L.A. Loneliness Scale. Data analysis showed that greater lone

liness was associated with ratings of poor health (r(133)=.18, p<.04), 

and among Respondents who had moved to their present residence because 

of circumstances rather than choice (r(119)=.20, p<.03). Neither 

gender, age, education, or number of children was significantly 

correlated with loneliness. Greater loneliness was also correlated 

with having fewer close friends (r(131)=.28, p<.01) and less friend

ship contact (r(125)=.51, pc.OOl). The definition of secondary 

loneliness was a discrepancy between desired and achieved levels 

of social contact, and, interestingly, friendship contact was a 

stronger correlate of loneliness than contact with children (Z=2.88, 

pc.01). Elderly persons who reported greater loneliness also 

reported themselves as less effective in getting their way with other 
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people (r(119)=.20, p<.03) and the utilization of concrete coercion 
i 

to influence others (r(l05)=.16, p<.06). In an earlier study, Schulz 

(1976) had found that institutionalized elderly who could choose 

or predict the frequency and duration of graduate student visits 

were significantly more active and rated themselves higher in hope 

and happiness, and lower in loneliness, than those residents whose 

students just dropped in. Perlman, Gerson and Spinner (1978)further 

found no difference in loneliness among those elders who frequently 

engaged in social activities and those who did not; however, lonely 

respondents did watch more TV than non-lonely respondents (r(130)=.19, 

p<.04). As expected, greater loneliness correlated with lower life 
* 

satisfaction (r(131)=.44, pc.Ol). 

Regression analysis was performed on the data to "determine 

which constituted the best set of predictor variables" (Perlman, 

Gerson and Spinner 1978, p. 245). "The four best predictors of greater 

loneliness^ were: low social contact with friends; watching a great 

deal of television; having a low income; and low contact with one's 

children" (Perlman, Gerson and Spinner 1978, p. 245). When combined, 

these 'predictors' had a multiple r=.62, F(4.72)=10.96, p<.001, 

and collectively accounted for 38% of the variability in loneliness 

scores (Perlman, Gerson and Spinner 1978). 

Baum (1982), in a preliminary report on a study of loneliness 

in elderly persons, reported that age (r=.09) and marriage (r=.07) 

were not related to feeling lonely. Educational level (r=-.32) and 

purpose in life (r=-.37)were inversely related, which suggested that 

"the more educated elderly person feels less lonely" (Baum 1982, 
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p. 1318). Additionally, better physical health (r=.36) was associ

ated with less reported loneliness. Sex was only moderately related 

(r=.31) suggesting that elderly women may feel lonlier than elderly 

men. The level of significance in Baum's study was p=.05. 

Measurement of Secondary Loneliness 
in the Institutionalized Elderly 

Francis (1979) studied secondary loneliness in a sample of 

42 institutionalized elderly, using her Schedule for the Measurement 

of Loneliness and Cathetic Investment (1976). The mean age of the 

sample was 82, with a range of 69 to 92 years; the mean length of 

time in residence was 44 months, with a range of 7 months to 7.5 

years. The majority of respondents were white Protestant women, 

who had neither finished high school or worked outside the home. 

Interestingly, most respondents could not report previous income, 

since they had had no knowledge of what their spouses' incomes had 

been. i 

The mean loneliness score in Francis' study (1979) was found 

to be 11 in a range of 5 to 25. A score of 11 was interpreted as 

"no to minimal loneliness" (Francis 1979, p. 10). When asked if 

they had experienced 'loneliness' since coming to the nursing home, 

29% responded that they had not; 24% responded that they would have 

been lonely had it not been for visitors, new friendships, and trea

sured objects. This suggested that both physical and social objects 

as well as a satisfying social network were important factors in 

alleviating and preventing secondary loneliness. 
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In summary, losses of various kinds accumulate with aging, 

and these losses require the elderly person to continually readjust 

to an ever-changing life situation. Loss of physical abilities, 

as well as the loss of a spouse can lead to nursing home placement. 

Institutionalization results in at least partial separation from 

familiar and loved objects of all kinds. Further, institutionalization 

can disrupt the existing social network, causing a loss of needed 

social support. The resulting feelings of secondary loneliness 

associated with losses and a diminished social network can impair 

the elder's adjustment process. When loss and a disruption of a 

formerly satisfying social network occur concurrently, as in insti

tutional placement, the elder may become overwhelmed and be rendered 

incapable of initiating appropriate adjustment strategies. Nurses, 

as the primary health care providers in this situation, need to be 

able to intervene to assist these elderly persons to readjust, so 

that they can continue to enjoy an acceptable quality of life. 

Empirical study of secondary loneliness has begun; however, correla

tions with age, gender, and other variables have not been found 

consistently. This suggests that further study is needed to clarify 

contingent variables. 

This study combined two instruments which represented two 

components of secondary loneliness; secondary loneliness as impacted 

by dissatisfaction with existing social networks; and, secondary 

loneliness as impacted by separation from cathetically invested people 

and things. The study examined secondary loneliness within these 
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components in terms of age, gender, level of education, perceived 

health status and other variables, in an attempt to further validate 

and clarify previously reported correlations. 



CHAPTER III 

METHODOLOGY 

This chapter includes the study design, the study sample and 

study settings. Additionally, this chapter contains the method of 

data collection, the measurement tools, and the data analysis used 

in this study. 

Study Design 

A descriptive design was used for this study to determine if 

the demographic variables of age, length of time in the nursing home, 

perceived health status, and educational status influenced the experi

ence of. secondary loneliness (defined as dissatisfaction with the 

existing social network; Russell, Peplau, and Cutrona 1980), in a 

selected population of institutionalized elderly. This study also 

explored \whether selected institutionalized elderly individuals who 

differed in family and friend attachments, and family and/or friend 

visits also differed in the experience of secondary loneliness (defined 

as a reaction to separation from cathetic attachments; Francis 1976). 

Sample 

The convenience sample for this study consisted of 30 elderly 

persons residing in two nursing homes. Initially, 33 residents were 

approached, however, three declined to participate, stating they were 

not interested. Fifteen residents from each of the two nursing homes 

accessed participated in the study. The respondents who agreed to 

25 
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participate and met the following criteria were included in the study: 

1. were at least 65 years of age; 

2. were Caucasian; 

3. had resided in the nursing home for at least three months; 

4. were alert and oriented to time, place, and person; 

5. were not confined to bed; 

6. were able to read, write, and speak English. 

Setting 

The study was conducted in two licensed, non-profit nursing 

home facilities in a large city in the southwestern part of the United 

States. Abstracts explaining the study as well as copies of the instru

ments were submitted to the Directors of Nursing, and written permission 

to use the facilities was obtained (Appendix C). 

Nursing Home A is a 120 bed, Medicare certified facility, and 

had a census of 120 residents during the study period. This facility 

has been in operation for 21 years. It has a nursing staff of 81, 

which includes 15 and three-fifths full time equivalent (FTE) registered 

nurses, one geriatric nurse practitioner, seven FTE licensed practical 

nurses, and 58 nurse aides. This represents a ratio of .675 nursing 

staff per resident. The facility also employs one full-time activities 

director and two assistant activities directors, one full-time and 

one part-time. Weekly activity schedules are planned and include exer

cise classes, ethnic lunches, films, and bowling (Appendix D). Nursing 



Home A has three nursing units that contain 57, 33, and 30 beds 

respectively. 

Nursing Home B is a 93 bed facility, and had a census of 93 

residents during the study period. This facility has been at its 

present location for eight years. It has a nursing staff of 66.5, 

which includes 7.5 FTE registered nurses, five FTE licensed practical 

nurses, and 54- nurse aides. This represents a ratio of .715 nursing 

staff per resident. The facility employs a full-time activities direc

tor, and the weekly activities schedule includes music and exercise 

classes, ceramics, and a sign language class (Appendix E). Nursing 

Home B has two nursing units that contain 46 beds and 47 beds respec-

ti vely. 

Both nursing homes plan weekly outings such as shopping trips 

for the residents. Both are decoratively styled, with vibrant colors 

present in the hallways and rooms. 

Protection of Human Subjects 

Potential subjects were informed that their participation was 

voluntary and that they were free to decline or discontinue participating 

at any time. The names of participants were not used, each was given 

a number code instead. Respondents were given a subject disclaimer 

form (Appendix F) to read which stated that participation in the inter

view indicated their consent to be included in the study. Additionally, 

participants were informed that the collected data would be used only 

for the purpose stated. Each respondent was seen only once, during 

which the investigator was available to answer any questions about 
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the study. The proposal for this study was submitted for approval 

to the University of Arizona Human Subjects Committee. The study was 

approved as exempt from University review by the College of Nursing 

Ethical Review Subcommittee of the Research Committee, and the Director 

of Research (Appendix I). 

Measurement Tools 

There were three measurement tools used in this study. These 

tools were: 1) the Revised UCLA Loneliness Scale (Appendix A); 2) the 

Measure of Loneliness and Cathetic Investment Tool (Appendix B); and 

3) a Demographic Characteristic Tool (Appendix G) which was designed 

by the investigator to gather demographic information. 

Revised UCLA Loneliness Scale 

The Revised UCLA Loneliness Scale (Appendix A) contained 20 

items presented in a self-report format, and measured satisfaction 

with social relationships (Russell, Peplau, and Cutrona 1980). Ten 

of the items were positively worded and ten of the items were negatively 

worded. Items 1, 4, 5, 6, 9, 10, 15, 16, 19, and 20 indicate satis

faction with the individual's social network; items 2, 3, 7, 8, 11, 

12, 13, 14, 17, and 18 indicate dissatisfaction with the individual's 

social network. The items were represented by a four point singular 

response format. Positive items were reversed prior to totalling scores. 

The total possible score was 80, and scores could range from 20 to 

80. A score of 56 or more indicated loneliness, while a score of 28 
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or less indicated no loneliness. Russell, Peplau, and Cutrona (1980) 

did not interpret or address the meaning of scores between 29 and 

55. 

In previous studies the Revised UCLA Loneliness Scale has 

been self-administered, however, for the purpose of this study the 

scale was administered using an interview and question format to reduce 

confusion and to allow continuity with the interview and question 

format of the Measure of Loneliness and Cathetic Investment Tool. 

Participants were given four cards with the responses never, rarely, 

sometimes, and often written on them. As the items were read, respon

dents were instructed to hold up the card which most closely illustrated 

their response. 

The original UCLA Loneliness Scale consisted of 20 negatively 

worded items (Russell, Peplau and Ferguson 1978). The internal con

sistency (alpha coefficient) of this scale was .96, with a test-retest 

reliability coefficient of .73 over a two month period. Because 

systematic response bias was feared, ten of the items were reworded 

to reflect satisfaction with social relationships. The scale was 

retitled the Revised UCLA Loneliness Scale (Russell, Peplau and Cutrona 

1980). 

Both reliability and validity testing has been performed on 

the Revised UCLA Loneliness Scale. Two studies with college students 

reported internal consistency (alpha coefficients) of .94 (Russell, 

Peplau and Cutrona 1980). Additionally, the correlation between the 

original scale and the revised scale was computed to be .91 for both 

studies (Russell, Peplau and Cutrona 1980). 
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In a study utilizing the Revised UCLA Loneliness Scale with 

237 college students, discriminant validity was assessed by examining 

the correlation of loneliness scores with the self-labelling index 

as well as with other personality and mood measures. Correlations 

of 0.705 and 0,505 were found between the Revised UCLA Loneliness Scale 

and the Self-Labelling Loneliness Scale and the Beck Depression Inven

tory; -0.493 and -0.457 with the Texas Social Behavior and Introversion-

Extroversion Scale; -0.452 and 0.359 with the Measure of Affiliative 

Tendencies and the State Trait Anxiety Inventory; -0.342 and 0.276 

with the Assertiveness Scale and Sensitivity to Rejection Measure; 

and -0.203 and -0.001 with the Social Desirability and Lie Scales 

(Russell, Peplau and Cutrona 1980). These findings supported the con

clusion that the Revised UCLA Loneliness Scale correlated higher with 

other measures of loneliness than with the measures of personality 

and mood variables examined (Russell, Peplau and Cutrona 1980). 

Interestingly, the self-labelling loneliness index was found 

to be a significant predictor of loneliness, F(l, 169)=81.01, p<.001, 

when a hierarchical regression analysis was performed that eliminated 

the variance explained by mood and personality factors. An additional 

18% of the variance in loneliness scale scores was explained by the 

loneliness index (Russell, Peplau and Cutrona 1980). This finding 

supported the case for discriminant validity of the Revised UCLA Lone

liness Scale. Construct validity for the Revised UCLA Loneliness Scale 

was indicated by demonstrating that while 'lonely' people reported 

experiencing emotions associated with loneliness, they did not 
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experience emotions unrelated to loneliness (Russell, Peplau and Cutrona 

1980). 

Perlman, Gerson and Spinner (1978) used 11 items of the UCLA 

Loneliness Scale in a study of community elderly. These investigators 

found that questions regarding the frequency and intensity of partici

pants' loneliness correlated highly with the UCLA items (r(109)=.72f 

pc.OOl). These findings further supported the validity of the scale, 

especially for use with an elderly population (Perlman, Gerson and 

Spinner 1978). 

The Measure of Loneliness and 
Cathetic Investment Tool 

The Measure of Loneliness and Cathetic Investment Tool (Appen

dix B) used in this study was adapted from Francis' (1976) (Appendix 

H) tool to measure loneliness and cathetic investment. Francis' tool 

contained five items that measured cathetic investment, and five items 

that measured loneliness; six items were open-ended questions used 

to gather additional information about responses given in other items. 

Francis administered her tool using an interview format, and scores 

were obtained by summing responses. Francis did not categorize scores 

in terms of levels of loneliness but only stated that the higher the 

score on each measure the greater the cathetic investment and lone

liness. Test-retest reliability coefficients have been computed at 

r=1.00 and r=.98 for Francis' cathetic investment and loneliness 

subscales respectively, and the overall test-retest reliability of 
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her tool is r=.98, p<.001 (Francis 1981). Francis (1980) reported 

content validity of her tool based on the opinion of a panel of expert 

judges. 

The Measure of Loneliness and Cathetic Investment Tool (Appen

dix B) adapted and modified eight items from Francis' tool for use 

in this study. These eight items were reworked because they were 

complex and confusing in their wording, and because response choices 

did not always correspond to the question being asked. The six open-

ended questions used in Francis' (1976) tool and two items which 

addressed prior living arrangements were not appropriate for this 

study and were deleted. Items 1, 2, and 4 measured subjects' cathetic 

investment in family, friends and things. Subjects were requested 

to report how many family members (item 1) and friends (item 2) they 

were emotionally close to when they were admitted to the nursing home. 

Additionally, subjects were requested to enumerate special things 

(item 4) ̂that had been meaningful to them when they were admitted 

to the nursing home. Response choices to these items included 'more 

than three', 'three', 'two', 'one', and 'none'. Items 3, 5, 6, 7, 

and 8 measured subjects' loneliness in terms of how much they missed 

or felt separated from family members (item 5), friends (item 6), 

and things (item 7). Response choices to these items included 'very 

much1, 'quite a bit1, 'some', 'very little', and 'not at all'. Item 

3 requested subjects to relate how often family and friends were able 

to visit them, and response choices to this item included 'never', 

'rarely', 'sometimes', 'often', and 'very often'. Item 8 asked sub

jects if they missed family, friends, and things more or less the 
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longer they were in the nursing home, and response choices to this 

item included 'much more', 'more1, 'the same1, 'less', and 'much less'. 

Responses were assigned numeric values, and scores were obtained by 

summing the response values. The sums of items 1, 2, and 4 indicated 

the cathetic investment score; the sum of items 3, 5, 6, 7, and 8 

indicated the loneliness score. The numerical range for the cathetic 

investment and loneliness. Scores were not categorized in terms of 

the level of cathetic investment or the level of loneliness being 

experienced. Reliability and validity testing has not been performed 

on The Measure of Loneliness and Cathetic Investment Tool used in 

this study. 

Demographic Characteristic Tool 

The Demographic Characteristic Tool (Appendix G) was developed 

by the investigator. This tool was used to obtain information on 

the age, sex, educational status, perceived health status, marital 
1 

status, length of time in the nursing home, reason for nursing home 

admission, and number of living children of subjects. 

Method of Data Collection 

Once permission from each of the nursing home facilities was 

obtained, individuals who met the study criteria were selected and 

approached by the investigator. The investigator introduced herself 

to potential respondents and provided them with a brief verbal descrip

tion of the study accompanied by a subject disclaimer form (Appendix 

F). Individuals who agreed to participate were interviewed using 

the 20 item Revised UCLA Loneliness Scale (Appendix A), Participants 
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were furnished with cards to display the one-word response that illus

trated their response to questions contained in the scale. Following 

this, items 1-8 of The Measure of Loneliness and Cathetic Investment 

Tool (Appendix B) were given. Additionally, information was collected 

on participants' age, sex, educational status, marital status, length 

of time in nursing home, reason for nursing home admission, and number 

of living children (Appendix G). Respondents were identified by number 

only, and responses from participants residing in Nursing Home A were 

r e c o r d e d  i n  b l a c k ,  w h i l e  r e s p o n s e s  f r o m  p a r t i c i p a n t s  r e s i d i n g  i n  

Nursing Home B were recorded in red. 

Data Analysis 

Frequency distributions were performed on the sample's demo

graphic characteristics. Pearson correlation coefficients were computed 

for age, length of time in the nursing home, perceived health status, 

educational status and scores on the Revised UCLA Loneliness Scale 

in order to determine if these variables influenced the experience 

of secondary loneliness (defined as dissatisfaction with the existing 

social network (Russell, Peplau and Cutrona 1980), in a selected popu

lation of institutionalized elderly. Analysis of Variable (ANOVA) 

was computed on the Revised UCLA Loneliness Scale by age, length of 

time in the nursing home, perceived health status, and educational 

status. 

Pearson correlations were also computed for family and friend 

attachments, and loneliness scores on The Measure of Loneliness and 

Cathetic Investment Tool in order to determine if selected 
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institutionalized elderly individuals who differed in family and friend 

attachments differed in the experience of secondary loneliness (defined 

as a reaction to separation from meaningful people and things (Francis 

1976). Additionally, the family/friend visit item (item 3) was sepa

rated from the other loneliness items (items 5, 6, 7, and 8) and 

Pearson correlations were computed for subjects' scores on this item, 

and the sum of scores on items 5, 6, 7, and 8 (loneliness score) in 

order to determine if selected institutionalized elderly who differed 

in the frequency of family/friend visits differed in the experience 

of secondary loneliness (defined as a reaction to separation from 

meaningful people and things (Francis 1976). 



CHAPTER IV 

PRESENTATION AND ANALYSIS OF THE DATA 

The data analyses for the study are presented in this chapter. 

The demographic characteristics of the sample are presented first. 

The level of significance used in this study was p=.05. 

Characteristics of the Sample 

The convenience sample for this study consisted of 30 elderly 

male and female residents of two nursing homes. Those subjects who 

met the study criteria were included in the study. Initially, 33 

residents were approached; however, three declined to participate 

stating they were not interested. Fifteen residents from each of the 

two nursing homes accessed participated in the study. 

The sample consisted of 25 women (83.3%) and five men (16.7%). 

The mean ^age of the subjects was 81.1 years; the median was 80 years. 

The range of ages was from 65 to 94 years. The distribution of the 

subjects by age and sex is presented in Table 1. 

Of the 30 subjects 17 (56.7%) were widowed, nine (30%) were 

married, three (10%) had never married, and one (3.3%) was divorced. 

Twenty-four (80%) of the 30 subjects reported they had had children. 

Five (20.8%) of the 24 subjects who reported having children had had 

one child; nine (37.5%) had had two children; five (20.8%) had had 

three children; four (16.7%) had had four children; and one (4.2%) 

had had five children. Twenty-one (87.5%) of the 24 subjects who had 

had children indicated their children were still living; one subject 
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Table 1. Frequency Distributions of Subjects by Age Groups and Sex 
(N=30) 

SEX 

MALE FEMALE TOTAL 
AGE GROUPS Number Percent Number Percent Number Percent 

65 - 74 2 6.7 5 16.7 7 23.4 

75 - 84 0 0.0 13 43.3 13 43.3 

85 - 94 3 10.0 7 23.3 10 33.3 

TOTAL 5 16.7 25 83.3 30 100.0 

x = 81.1 Years 

Median = 80 Years 

1 



38 

reported her child had died at six years of age; two subjects reported 

the death of a child during adolescence and adulthood respectively. 

Only four of the 30 subjects (13.3%) stated they had no close family 

attachments when they were admitted to the nursing home. 

Twenty-nine of the 30 subjects (96.7%) reported they had two 

or more close friends who were still living. All 30 subjects reported 

either family or friend attachments. 

The mean length of residence in the nursing homes was 25.5 

months. Sixteen subjects (53.3%) had resided in the nursing home for 

12 months or less; one subject reported a 126 month residence, two 

a 96 month residence, one a 72 month residence, and one a 42 month 

residence. The distribution of subjects' length of residence in the 

nursing homes is presented in Table 2. 

Participants were asked to rate their perceptions of their 

health status on a numerical scale of 1 to 10, with the higher the 

score th^ better one's health. Twenty-one subjects (70%) rated their 

health status between 5 and 10, while nine (30%) chose numbers below 

five. The distribution of subjects' perceived health status ratings 

is shown in Table 3. When residents were asked to relate the reason 

for their admission to the nursing home, the most frequently cited 

reason was that the resident was unable to care for herself/himself 

at home any longer. Other reasons included reports that families were 

no longer able to care for the elder at home, and specific illnesses 

such as "stroke", pneumonia, arthritis, and bowel and bladder diffi

culties. Three subjects reported they did not know the reason for 
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Table 2. Frequency Distributions of Subjects' Length of Residence 
in the Nursing Homes by Month and Sex (N=30) 

SEX 

NUMBER FEMALE MALE TOTAL 
OF MONTHS NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 

6 Months 2 6.7 1 3.3 3 10.0 

6-12 Months 11 36.7 2 6.7 13 43.4 

13-19 Months 3 10.0 0 0.0 3 10.0 

20-26 Months 2 6.7 1 3.3 3 10.0 

27-33 Months 1 3.3 0 0.0 1 3.3 

> 34 Months* 6 20.0 1 3.3 7 23.3 

TOTAL 25 83.4 5 16.6 30 100.0 

x = 25.5 Months 

* 1 = 42 Months 

1 = 7 2  Months 

2 = 96 Months 

1 = 126 Months 
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Table 3, Frequency Distribution of Perceived Health Status Ratings 
For Male and Female Subjects (N=30) 

SEX 
PERCEIVED HEALTH FEMALE MALE TOTAL 
STATUS RATING NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 

1 3 10.0 1 3.3 4 13.3 

2 0 0.0 0 0.0 0 0.0 

3 3 10.0 0 0.0 3 10.0 

4 2 6.7 0 0.0 2 6.7 

5 10 33.4 2 6.7 12 40.1 

6 3 10.0 0 0.0 3 10.0 

7 2 6.7 1 3.3 3 10.0 

8 1 3.3 0 0.0 1 3.3 

9 0 0.0 0 0.0 0 0.0 

10 1 3.3 1 3.3 2 6.6 

TOTAL 1 25 83.4 5 16.6 30 100.0 
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their admission, and two others simply stated they had transferred 

from other nursing homes. 

Residents were also requested to report their educational 

status. As noted in Table 4, 11 subjects (36.7%) indicated they had 

completed high school, while nine (30%) had had two to four years of 

college education. One subject had received graduate education. 

The Revised UCLA Loneliness Scale 

The Revised UCLA Loneliness Scale measured the experience of 

secondary loneliness defined in terms of dissatisfaction with the social 

network. The scale had a possible range of scores of 20 to 80. A 

score of 56 or more indicated loneliness, while a score of 28 or less 

indicated no loneliness. The mean UCLA Loneliness score of the 30 

subjects was 45.03, with scores ranging from 23 to 68. Eight subjects 

(26.7%) had scores of 56 or more, indicating loneliness. Only two 

subjects (6.7%) had scores of 28 or less, indicating no loneliness, 

while 20 (66.6%) had scores between 29 and 55. 

The Measure of Loneliness and 
Cathetic Investment Tool 

The Measure of Loneliness and Cathetic Investment Tool was 

used in this study to measure the experience of secondary loneliness 

and the cathetic investment of the individual. Secondary loneliness 

occurred when individuals were separated from their cathetically 

invested people and things. The possible range of scores for cathetic 

investment was 3 to 15; the range of scores for loneliness was 5 to 

25; with the higher the score the greater the cathetic investment and 
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Table 4. Frequency Distribution of Years of Schooling Completed For 
Female and Male Subjects (N=30) 

YEARS OF 
SCHOOLING FEMALE MALE TOTAL 
COMPLETED NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 

8th Grade 3 10.0 2 6.7 5 16.7 

9th Grade 2 6.7 1 3.3 3 10.0 

10th Grade 1 3.3 0 0.0 1 3.3 

12th Grade 10 33.4 1 3.3 11 36.7 

2 Years College 1 3.3 0 0.0 1 3.3 

3 Years College 1 3.3 0 0.0 1 3.3 

4 Years College 6 20.1 1 3.3 7 23.4 

Graduate Degree 1 3.3 0 0.0 1 3.3 

TOTALS 25 83.4 5 16.6 30 100.0 

1 
x = 12.3 Years 

Median = 12 Years 
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loneliness. The mean cathetic investment score of the 30 subjects 

was 11.3, with scores ranging from 5 to 15 as noted in Table 5. Fourteen 

subjects (46.6%) had cathetic investment scores within the upper one-

third range (13-15), indicating high cathetic investment. Twelve sub

jects (40%) had cathetic investment scores within the middle range 

(9-12); and four subjects (13.4%) had scores within the lower one-third 

range (5-8), indicating low cathetic investment. 

The mean loneliness score of the 30 subjects was 15.8, with 

scores ranging from 11 to 22. The distribution of subjects' loneliness 

scores is presented in Table 6. Nine subjects (30%) had loneliness 

scores within the upper one-third range (19-22), indicating greater 

loneliness. Nine subjects (30%) had loneliness scores within the middle 

range (15-18); and 12 subjects (40%) had scores within the lower one-

third range (11-14), indicating minimal loneliness. 

Five subjects (subjects 1, 10, 19, 23, and 24) had high scores 

on both t^he cathetic investment and loneliness portions of the Measure 

of Loneliness and Cathetic Investment Tool, indicating both high cathetic 

investment in people and things and greater loneliness. Six subjects 

(subjects 4, 5, 7, 11, 20, and 28) who had higher cathetic investment 

scores (13 to 14) had loneliness scores in the lower to middle ranges 

(11 to 17), indicating a trend toward high cathetic investment in people 

and things and a trend toward less loneliness. Four subjects (subjects 

2, 3, 25, and 29) who had loneliness scores within the upper one-third 

range (19-22) had cathetic investment scores in the lower ranges (6-

11), indicating less cathetic investment in people and things but 

greater loneliness. 
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Table 5. Frequency Distributions of Subjects' Cathetic Investment 
Scores on The Measure of Loneliness and Cathetic Investment 
Tool (N=30) 

SUBJECTS 

NUMBER PERCENT 

5 1 3.3 

6 1 3.3 

7 1 3.3 

8  1 - 3 . 3  

9 4 13.3 

10 3 10 

11 3 10 

12 2 6.7 

13 7 23.4 

14 5 16.7 

15 V 2 6.7 

TOTAL 30 100.0 

CATHETIC 
INVESTMENT 
SCORES 

Total possible range of scores = 3 to 15 

x cathetic investment score =11.3 
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Table 6. Frequency Distributions of Subjects' Loneliness Scores on The 
Measure of Loneliness and Cathetic Investment Tool (N=30) 

LONELINESS SUBJECTS 
SCORES NUMBER PERCENT 

11 4 13.3 

12 3 10.0 

13 3 10.0 

14 2 6.7 

15 2 6.7 

16 2 6.7 

17 2 6.7 

18 3 10.0 

19 5 16.6 

20 3 10.0 

21 0 0.0 

22 1 3.3 

TOTAL 30 100.0 

Possible range of scores = 5 to 25 

x loneliness score = 15.8 
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The distribution of subjects' scores for both the Revised UCLA 

Loneliness Scale and The Measure of Loneliness and Cathetic Investment 

Tool are presented in Table 7. Two subjects (subjects 1 and 23) who 

had scores of 56 or more indicating loneliness on the Revised UCLA 

Loneliness Scale, also had scores within the upper one-third range 

on both portions of The Measure of Loneliness and Cathetic Investment 

Tool, indicating greater loneliness. Additionally, two subjects 

(subjects 25 and 29) who had scores of 56 or more, indicating loneliness 

on the Revised UCLA Loneliness Scale, also had high loneliness scores 

(19-22) on the loneliness portion of The Measure of Loneliness and 

Cathetic Investment Tool, indicating greater loneliness, but had cathe

tic investment scores within the lower one-third range (11-14), 

indicating low cathetic investment in people arid things. 

Level of Relationships 

This study sought to answer three questions relating to subjects' 
1 

levels of loneliness and selected demographic variables; family and 

friend attachments; and family/friend visits. The data analysis for 

each question is presented separately. 

Research Question 1: Do the demographic variables of age, 

length of time in the nursing home, perceived health status, and educa

tional status influence the experience of secondary loneliness? 

The Revised UCLA Loneliness Scale defined and measured the 

experience of secondary loneliness as dissatisfaction with the existing 

social network (Russell, Peplau and Cutrona 1980). Pearson correlation 

coefficients were computed to estimate the strength of the 
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Table 7. Distribution of Scores on the Revised UCLA Loneliness Scale 
and Cathetic Investment Tool (N=30) 

REVISED UCLA 
LONELINESS SCALE 

MEASURE OF LONELINESS 
AND CATHETIC INVESTMENT 

SUBJECT NUMBER 
LONELINESS SCORE 

RANGE 23-68 

CATHETIC INVEST
MENT SCORE 
RANGE 5-15 

LONELINESS 
SCORE 
RANGE 11-22 

1 60 + 15 19 
2 30 11 20 
3 51 12 19 
4 48 13 16 
5 49 14 13 
6 59 + 7 18 
7 23 14 13 
8 34 0 

V 12 
9 63 + 8 12 
10 50 13 19 
11 26 13 11 
12 38 12 15 
13 39 15 15 
14 36 11 18 
15 44 10 18 
16 42 9 14 
17 54 10 12 
18 ' 31 10 13 
19 i 34 13 22 
20 44 13 11 
21 50 9 17 
22 42 14 16 
23 57 + 14 19 
24 29 14 20 
25 68 + 9 19 
26 40 11 11 
27 59 + 5 14 
28 57 + 13 17 
29 62 + 6 20 
30 32 13 11 

* = Male Subjects 

+ = Score indicates loneliness (Revised UCLA Loneliness Scale) 
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children, length of time in the nursing home, educational status, 

and perceived health status, and the dependent variable, scores on 

the Revised UCLA Loneliness Scale. Since five subjects (Table 2) 

had lived in the nursing home for 42 months or longer, it was necessary 

to determine what, if any, effect these five outliers would have on 

the sample. Correlation computations between scores and age, living 

children, length of time in the nursing home, educational status, 

and perceived health status were performed on both the total sample 

of 30 and the sample of 25. No statistically significant differences 

were found between the samples in age (r(25)=.10, p=.31) (r(30)=.09, 

p=.30); living children (r(25)=, 17, p=,20) (r(30)=.'22, p=. 12); length 

of time in the nursing home (r(25)=,02, p=.46) (r(30)=.22, p=.12); 

educational status (r(25)=.43, p=,01) (r(30)=.42, p=.01); or perceived 

health status (r(25)=.43, p=.001) (r(30)=,52, p=.002). Additionally, 

ANOVAs of scores by age, length of time in the nursing home, educational 

status, and perceived health status were performed on both samples. 

Again, n<^ statistically significant differences were found between 

the samples in age (N=25; F(3.44)=2. 172, p=.14) (N=30; F(3.35)=1.347, 

p=.28); length of time in the nursing home (N=25; F(3.44)=.377, p=.69) 

(N=.30; F(2. 98)=.515, p=.68); educational status (N=25; F(3.44)=2.759, 

p=.08) (N=30, F(3.35)=2.323, p=.ll); and perceived health status (N=25; 

F(3.44)=4.364, p=.02) (N=30; F(3.35)=6.249, p=.006). Because no statis

tically significant differences were found between the sample of 25 

and the total sample of 30 when correlation coefficients and ANOVAs 

were performed, the data analyses reported for Research Question 1 

included the total sample of 30 subjects. 
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Pearson Correlations were computed between subjects' scores 

on the Revised UCLA Loneliness Scale and age, living children, length 

of time in the nursing home, educational status, and perceived health 

status. A statistically significant correlation was found between 

level of education and perceived health status. Level of education 

was found to be positively correlated with scores on the Revised UCLA 

Loneliness Scale, in that subjects who reported a higher level of 

education also scored higher on the Revised UCLA Loneliness Scale 

(r=.42, p=.01). Perceived health status was found to be inversely 

related to higher scores on the Revised UCLA Loneliness Scale 

(r=-.52, p=.002), indicating that subjects who perceived their health 

status' as poor to fair were more lonely than those who perceived their 

health status as good. Age (r=,09, p=.30), length of time in the 

nursing home (r=.22, p=.12), and the number of living children 

(r=.30, p=.08) were not found to correlate significantly with scores 

on the Revised UCLA Loneliness Scale. 

A one-way Analysis of Variance (ANOVA) was computed on the 

Revised UCLA Loneliness Scale by age, length of time in the nursing 

home, perceived health status and educational status in order to test 

the significance of differences between means. In the category of 

age, three groups were formed by dividing subjects according to 10 

year increments (Table 1). In the category of length of time in the 

nursing home, four groups were formed by dividing subjects according 

to: 1) 12 months or less residence; 2) 13 to 24 months residence; 

3) 25 to 36 months residence; and 4) greater than 37 months residence. 

In the category of perceived health status, three groups were formed 
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by dividing subjects according to: 1) ratings of one to three; 2) 

ratings of four to six; and 3) ratings of seven to 10. In the category 

of educational status, three groups were formed by dividing subjects 

according to: 1) less than 12 years of schooling; 2) 12 years of 

schooling; and 3) greater than 12 years of schooling. No statistically 

significant differences were found in loneliness levels between groups 

in the categories of age (F(3.35)=1.347), p=.28), length of time in 

the nursing home (F(2.98)=.515, p=.68), or educational status 

(F(3.35)=2.32, p-,11). As noted in Table 8, in the category of per

ceived health status, the F probability .006 indicated that subjects 

with poor health status were significantly less satisfied with their 

existing social network than subjects with better health status 

(F(3.35)=6.249). 

Research Question 2: Do selected institutionalized elderly 

individuals who differ in family and friend attachments differ in the 

experience of secondary loneliness? 

The Measure of Loneliness and Cathetic Investment Tool measured 

the cathetic investment of the individual in family, friends, and 

things, and also measured the secondary loneliness being experienced 

as a result of separation from these people. Pearson correlation 

coefficients were computed between family and friend attachment scores 

within the cathetic investment portion of the tool, and total lone

liness scores on the loneliness portion of the tool. Since five 

subjects (Table 2) had lived in the nursing home for 42 months or 

longer, it was again necessary to determine what, if any, effect these 

five outliers would have on the sample. Correlation computations 
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Table 8. Analysis of Variance of Revised UCLA Loneliness Scale Scores 
and Subjects1 Perceived Health Status Ratings (N=30) 

SOURCE OF 
VARIATION 

SUM OF 
SQUARES DF 

MEAN 
SQUARE 

SIGNIFICANCE 
F OF F 

Main Effects 

Perceived 
Health. Status 
Ratings 

Explained 

Residual 

1386.811 

1386.811 

1386.811 

2996.155 

2 

2 

27 

693.406 

693.406 

693.406 

110.969 

6.249 .006 

6.249 

6.249 

.006 

.006 

TOTAL 4382.967 29 151.137 
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between family and friend attachment scores and total loneliness scores 

were performed on both the total sample of 30 and the sample of 25. 

No statistically significant differences were found between the samples 

in family attachments (r(25)=.07f p=.37) (r(30)=.01, p=.47), or friend 

attachments (r(25)=.05, p=.40) (r(30)=-.11, p=.28). Because no statis

tically significant differences were found between the sample of 25 

and the total sample of 30 when correlation coefficients were computed, 

the data analyses reported for Research Questions 2 and 3 included 

the total sample of 30 subjects. 

Pearson correlation coefficients were computed between family 

and friend attachment scores and total loneliness scores. Neither 

family attachments (r=,01, p=.47) or friend attachments (r=-.11, p=.28) 

scores were found to correlate significantly with loneliness scores. 

Research Question 3: Do selected institutionalized elderly 

individuals who differ in the frequency of family/friend visits also 

differ in the experience of secondary loneliness? 
1 

Within the loneliness portion of The Measure of Loneliness 

and Cathetic Investment Tool, subjects had been asked to report how 

often family and/or friends were able to visit them in the nursing 

home. Response choices included never, rarely, sometimes, often 

and very often. Responses were scored from 1 to 5, with very often 

receiving a score of 1, and never receiving a score of 5. Four sub

jects (13.3%) reported family and friends rarely visited; nine (30%) 

reported family and friends visited 'sometimes1, and 15 (50%) reported 

family and friends visited 'often1. Two subjects (6.7%) reported 

family and friends visited 'very often'. Six subjects who reported 
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that family and friends visited 'rarely' or 'sometimes' also had 

loneliness scores of 19 and above, indicating greater loneliness. 

The Pearson correlation coefficient computed between the family/friend 

visits (item 4) and the loneliness score yielded by summing scores 

on items 5, 6, 7, and 8 was r=.03, p=.43). This correlation was 

not statistically significant. 

In summary, perceived health status ratings were inversely 

correlated (r=-.52, p=.002) with higher scores on the Revised UCLA 

Loneliness Scale, indicating that subjects who perceived their health 

status as poor to fair were more lonely than those who perceived 

their health status to be good. Higher levels of education were 

positively correlated (r=,42, p=.01) with higher Revised UCLA Lone

liness Scale scores. An Analysis of Variance of subjects' perceived 

health status ratings and scores on the Revised UCLA Loneliness Scale 

indicated a statistically significant relationship between perceptions 

of poorer, health and higher loneliness scores (F(3.35)=6.249, p=.006). 

Neither family attachments (r=.01t p=.47) or friend attach

ments (r=-.11, p=.28) were found to correlate significantly with 

loneliness scores on The Measure of Loneliness and Catheti'c Investment 

Tool. And, higher loneliness scores (sum of items 5, 6, 7, and 8) 

on The Measure of Loneliness and Cathetic Investment Tool were not 

found to be significantly correlated with fewer family/friend visits 

(r=.03, p=.43). 



CHAPTER V 

DISCUSSION OF THE FINDINGS, 
CONCLUSIONS AND RECOMMENDATIONS 

This was a descriptive study designed to explore the experience 

of secondary loneliness defined from two perspectives: dissatisfaction 

with the existing social network, as measured by the Revised UCLA Lone

liness Scale; and a reaction to the separation from people and objects 

in whom an individual has invested meaning, import, and energy, as 

measured by the Measure of Loneliness and Cathetic Investment Tool. 

In this chapter the findings from the data analyses of this study will 

be discussed and conclusions and recommendations for further study 

presented. 

Relationship of Findings 
To Conceptual Orientation 

The introduction of this study argued that exploring secondary 

loneliness from only one perspective, either as a dissatisfaction with 

the existing social network, or as a reaction to separation from cathe-

tically invested people and things, would limit the scope and quality 

of the information obtained. The conceptual orientation of this study 

identified the concepts of loss and social dissatisfaction associated 

with aging as major contributors to feelings of secondary loneliness 

in elderly individuals. Losses in terms of death of family and friends, 

declining physical abilities, and changes in financial status were 

all found to lead to numerous separations. And, changing social roles 
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in the form of widowhood and nursing home placement, as well as dispa

rate social expectations were found to influence feelings of 

dissatisfaction with the existing social network of the individual. 

From this conceptual orientation, secondary loneliness in the institu

tionalized elderly emerged as a phenomenon containing at least two 

separate but related components. The results of this study would seem 

to indicate that each component was represented in the sample of this 

study. 

The Revised UCLA Loneliness Scale defined and measured secondary 

loneliness as dissatisfaction with the existing social network (Russell, 

Peplau and Cutrona 1980). The mean loneliness score of the sample 

was 45.03. A total of eight of the 30 subjects who participated in 

this study (26.7%) had scores of 56 or more which indicated loneliness. 

Six additional subjects (20,1%) had scores between 45 and 56, indicating 

a trend toward loneliness. 

The Measure of Loneliness and Cathetic Investment Tool defined 

and measured secondary loneliness as a reaction to the separation from 

things and people in whom an individual has invested meaning, import, 

and energy (cathetic investment) (Francis 1976), The mean cathetic 

investment score of the sample was 11.3. Sixteen (53.3%) of the 30 

subjects had scores above 11.3, indicating a trend toward high cathetic 

investment. The mean loneliness score of the sample was 15.8. Sixteen 

(53.3%) of the 30 subjects had scores above 15.8, indicating a trend 

toward loneliness. Four subjects (13.4%) had higher loneliness scores 

coupled with low cathetic investment scores, indicating that subjects 
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were lonely, but not necessarily cathetically invested in family and 

friends (items 1-2) or things (item 4), since their scores on this 

item were low also. 

The fact that 46.8% (Revised UCLA Loneliness Scale) and 53.3% 

(The Measure of Loneliness and Cathetic Investment Tool) of 30 institut

ionalized elderly had scores that either indicated loneliness or a 

trend toward loneliness within each defined component would seem to 

support the argument that secondary loneliness does indeed contain 

at least two legitimate components. And, if the institutionalized 

elderly subjects in this study admitted to secondary loneliness within 

the dichotomous framework presented, could there be other components 

which have not yet been identified? Two subjects, who received higher 

loneliness scores on The Measure of Loneliness and Cathetic Investment 

Tool had low scores on the cathetic measure, and low scores on the 

Revised UCLA Loneliness Scale. What is the exact source of their lone

liness? ilf dissatisfaction with the existing social network as well 

as separation from cathetically invested people and things are valid 

components of secondary loneliness, might not any of the other losses 

and social changes identified in the conceptual orientation also be 

defined as components of the concept of secondary loneliness? Could 

the loss of physical ablities be identified as a distinct component 

of secondary loneliness, or the loss of a formerly satisfying and 

meaningful social role, such as 'provider', or 'homemaker'? Additionally 

six (20%) of the 30 subjects who reported that family and/or friends 

visited 'rarely' or 'sometimes' had scores on The Measure of Loneliness 



and Cathetic Investment Tool of 19 and above, indicating a high level 

of loneliness. 

To summarize, approximately 50% of the 30 subjects in this 

study were found to experience secondary loneliness within each of 

the two defined components of the concept. Only two perspectives 

of secondary loneliness were explored and described; however, losses 

and social changes associated with aging touch every physical, emo

tional, and psychological facet of the elder's life. It would appear 

that the two components of secondary loneliness identified, defined, 

and described in this study exist and are conceptually valid. However, 

since losses with aging are multiple, it is conceivable that the 

experience of secondary loneliness as impacted by losses and multiple 

social upheavals, may also be multi-faceted, and further exploration 

of additional components needs to be undertaken. 

Relationship of Findings to 
^ Review of the Literature 

The Revised UCLA 
Loneliness Scale 

The data analysis of information obtained from this study 

revealed that a higher level of education (r=.40, p=.01), and percep

tions of poorer health status (r=-.52, p=,002) correlated with higher 

scores on the Revised UCLA Loneliness Scale. Further, Analysis of 

Variance indicated a statistically significant relationship (F(3.35)= 

6.249, p=.002), between perceptions of poorer health and higher UCLA 

Loneliness Scale scores. Age and length of time in the nursing home 

were not found to correlate significantly with scores on the Revised 
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UCLA Loneliness Scale. In 1978, Perlman, Gerson, and Spinner reported 

a study in which 11 items from the Revised UCLA Loneliness Scale 

were used in studying secondary loneliness among 158 senior citizens 

living in the community in Winnepeg, Manitoba. In their study, neither 

education, age, or number of children were significantly correlated 

with loneliness scores. Data analysis did, however, show that greater 

loneliness was associated with ratings of poor health (r(133)=.18, 

p=.04). Baum (1982) in reporting preliminary data on his study of 

loneliness in community elderly persons, also noted that neither 

age (r=0.09), or marital status (r=0.07) were related to feeling 

lonely. Educational status (r=.32) was inversely related, which 

contradicts the correlation (.40, p=.01) obtained in this study. 

Additionally, Baum (1982) found that perceptions of better physical 

health (r=0.35) were also associated with less reported loneliness. 

In conclusion, the findings in the category of perceived 

health status obtained in this study are consistent with findings 

obtained in the studies of Perlman, Gerson and Spinner (1978), and 

Baum (1982). The level of education was found to correlate with 

higher scores on the Revised UCLA Loneliness Scale in this study, 

but did not correlate significantly in the studies of Perlman, Gerson 

and Spinner (1978) or Baum (1982). Additionally, Baum (1982) reported 

an inverse relationship between level of education and UCLA Loneliness 

Scale scores (r=-.32), while in this study, level of. education and 

UCLA Loneliness Scale scores were positively correlated (r=.42, p=.01). 

This comparison of results suggest that perceived health status is 

the one consistent variable in the study of secondary loneliness. 
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An important consideration in the comparison of results is that this 

study examined secondary loneliness in the institutionalized elderly, 

while Perlman, Gerson and Spinner (1978) and Baum (1982) used samples 

of community based elderly. This factor certainly accounts for some 

of the inconsistency with the variable of educational status. It 

may be concluded that study of secondary loneliness in the institution

alized elderly using the Revised UCLA Loneliness Scale should be 

continued, in order to further explore and define the occurrence 

of consistent correlations among specific variables. 

The Measure of Loneliness 
and Cathetic Investment Tool 

The data analysis of information obtained from this study 

revealed that neither family attachments (r=.01, p=.47), friend attach

ments (r=-.ll, p=.28) nor the frequency of family/friend visits 

(r=.03, p=.43) correlated with higher loneliness scores on The Measure 

of Loneliness and Cathetic Investment Tool. The Measure of Loneliness 

and Cathetic Investment Tool was used for the first time in this 

study, and further study utilizing this instrument is needed. Francis 

(1979) used her Schedule for The Measurement of Loneliness and 

Cathetic Investment in a study of 42 institutionalized elderly, but 

only reported mean loneliness scores (11 in a range of 5 to 25) and 

percentages of participants who also subjectively reported feeling 

'lonely' (9.5%). 

In conclusion, when secondary loneliness was defined and 

measured in this study as a reaction to separation from cathetically 

invested people and things, no statistically significant correlations 



were found between family (r=.01, p=.47) and friend (r=-.11, p=.28) 

attachments or family/friend visits (r=.03, p=.43) and higher lone

liness scores. However, because this is the first time The Measure 

of Loneliness and Cathetic Investment Tool has been used, further 

utilization of it is needed, in order to establish reliability and 

validity. 

Significance of Findings 
For Nursing 

The results of this study indicated that when secondary lone

liness was defined and measured as a dissatisfaction with the existing 

social network, a higher level of education, and a lower perceived 

health status being significantly related to higher loneliness scores. 

When secondary loneliness was defined and measured as a reaction 

to separation from cathetically invested people and things, no signi

ficant correlations were found between family and friend attachments, 

or family/friend visits and higher loneliness scores. With a small, 

convenience sample (N=30), these results cannot be generalized to 

the entire institutionalized elderly population. The sample in this 

study experienced secondary loneliness, and this fact supports the 

argument that this problem is significant for nursing, since nurses 

are the primary caregivers in the nursing home setting. Nursing 

home nurses are in a position to develop and implement creative 

approaches to enhance the elder's perception of her/his health. 

One way nurses can do this is by teaching the elderly the aging pro

cess and assisting them to manage aging changes in a positive manner, 

regardless of the fact that they now live in a nursing home. 
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Additionally, those elderly individuals whose educational status 

afforded them an intellectually stimulating career continue to need 

intellectual stimulation, perhaps even more so within an institutional 

setting. Nurses need to recognize this and vigorously explore with 

the elder purposeful and stimulating activity that she/he would enjoy, 

and promote the pursuit of this activity in terms of providing even 

greater flexibility within the 'routine' of the setting. Finally, 

nurses in the nursing home need to be sensitive to residents' feelings 

of loneliness which result from two few family/friend visits. When 

this occurs, nurses need to assist the elder in exploring satisfying 

substitutes. Nurses can enlist the aid of various volunteer organ

izations or seek to determine social activities the elder might enjoy 

as a satisfying substitute. These suggestions seem easy enough to 

implement, but they will become an integral part of the institution

alized elder's care only as nurses develop an appreciation of the 

pain of \loneliness for the institutionalized elderly, and pursue 

and vigorously study the complex phenomenon of secondary loneliness. 

Recommendations For Further Study 

Secondary loneliness has been identified by the elderly as 

a major problem; the results of this study indicated that secondary 

loneliness was experienced by the study sample within each of the 

two defined components. Additionally, the variables of educational 

status, percerived health status and fewer family/friend visits were 

correlated with higher loneliness scores. The following recommend

ations for further study are offerred: 
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1. Perform validity testing to determine if the eight items 

of The Measure of Loneliness and Cathetic Investment 

Tool adequatey address the concept of secondary lone

liness. 

2. Rework the family/friend visit item of The Measure of 

Loneliness and Cathetic Investment Tool to increase 

its objectivity. 

3. Utilize the Revised UCLA Loneliness Scale in additional 

nursing home populations to determine its reliability. 

4. Replicate this study in additional nursing home popu

lations utilizing the Revised UCLA Loneliness Scale 

and the Cathetic Investment Tool, in order to further 

explore and validate contigent variables. 

5. Finally, an inductive approach, in the form of a grounded 

theory study of secondary loneliness is recommended 

^ to explore and define additional components of this 

concept. 
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REVISED UCLA LONELINESS SCALE 

There are three parts to our interview. First off, I'm going 

to ask you some questions about your present feelings. You have four 

cards which read Never, Rarely, Sometimes, and Often. As I ask you 

each question, please hold up the card which best describes the way 

you feel. 

HOW OFTEN DO YOU: 

* 1. Feel in tune with the people around you? 

2. Lack companionship? 

3. Feel there is no one you can turn to? 
* 4. Feel that you are not alone? 

* 5. Feel part of a group of friends? 

* 6. Feel that you have a lot in common with the people around you? 

7. Feel that you are no longer close to anyone? 

8. Feel that your interests and ideas are not shared by those 
around you? 

* 9. Feel that you are an outgoing person? 
* 10. Feel that there are people you feel close to? 

11. Feiel left out? 

12. Feel that your social relationships are superficial? 

13. Feel that no one really knows you well? 

14. Feel isolated from others? 

* 15. Feel that you can find companionship when you want it? 

* 16. Feel that there are people who really understand you? 

17. Feel unhappy being so withdrawn? 

18. Feel that people are around you but not with you? 

* 19. Feel that there are people you can talk to? 

* 20. Feel that there are people you can turn to? 

SCORING: Sum responses 
Never = 1 Sometimes = 3 
Rarely = 2 Often = 4 

* — Reverse item before scoring (i.e., 1=4, 2=3, 3=2, 4=1) 
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THE MEASUREMENT OF LONELINESS 
AND CATHETIC INVESTMENT TOOL 

I'd like to talk to you about your family and friends. Think about 
the people you were emotionally close to when you came here. 

1. How many family members were you closely attached to? (CI) 
(allow resident to enumerate) 

more than three - 5 (18)* 
three - 4 (2) 
two - 3 (4) 
one - 2 (2) 
none - 1 (4) 

Are these people still living? (Who is and who is not.) 

2. How many friends were you closely attached to? (CI) 
(allow resident to enumerate) 

more than three - 5 (19) 
three - 4 (4) 
two - 3 (4) 
•one - 2 (2) 
inone - 1 (1) 

Are these people still living? (Who is and who is not.) 

3. Generally, do the family members and friends you just mentioned 
get to visit you here? (L) 

never- 5 (0) 
rarely- 4 (4) 
.sometimes - 3 (9) 
often - 2 (15) 
very often - 1 (2) 

* () indicates number of subjects choosing each response category 
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4. Now, let's talk for a moment about special things, other than 
people, that were meaningful to you before you came here. I'm 
thinking of things like pets, activities, household items such 
as a favorite clock or chair and so on. Please tell me about 
each special thing you can remember. (CI) 

List items: Score: 

certain foods 4 or more items - 5 (3) 
household objects thre - 4 (10) 
pet(s) two - 3 (9) 
entertainment (passive)_ one -2 (4) 

books none - 1 (4) 
TV 
radio 
handiwork 
other 

recreation (active) 
sports 
card games 
social activity 
other 

newspaper/phone/mai1 
job/work 
other 

5. How much do you miss or feel separated from your family (mention 
members)? (L) 

very much - 5 (11) 
quite a bit - 4 (8) 
some - 3 (6) 
very little - 2 (4) 
not at all - 1 (1) 

6. How much do you miss or feel separated from your friends (mention 
them)? (L) 

very much - 5 (2) 
quite a bit - 4 (11) 
some - 3 (11) 
very little - 2 (3) 
not at all - 1 (3) 

7. Collectively, how much do you miss or feel separated from the 
special things we talked about (mention things)? (L) 

very much - 5 (9) 
quite a bit - 4 (3) 
some - 3 (7) 
very little - 2 (4) 
not at all - 1 (7) 



Collectively, would you say you miss your family, friends, 
special things more or less the longer you are here? (L) 

much more - 5 (4) 
• more - 4 (8) 
the same - 3 (9) 
less - 2 (8) 
much less - 1 (1) 

1 
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Each indilidual a valued human being. 

Villa Maria Geriatric Center 

4310 East Grant Road / Tucson, Arizona 85712/(602) 323-9351 

Apartment Complex and Skilled Nursing Facilities 
Sister Theresa Zynda. G..V.S.H. Esmilivt DirfCtunAdminiatnitvr 

October 12, 1984 

7 
TO: Cynthia McCormack / 

College of Nursing yj * — , 

FROM: Yvonne Balionis RN ^5 ( 
Director of Health Services 

This will confirm that you have full 
permission to be on the premises of 
Villa Maria Geriatric Center. 

It is understood staff will assist you 
and the residents will participate in 
helping you obtain the necessary in
formations needed for your research. 

Thank you for sharing. 

.Member agency of Catholic Community Services of Southern Arizona, Inc. 

Th* Most Reverend Bishop of Tucson 
Manuel D. Moreno 

John E, Coder 
Chief Executive Officer 



HANDMAKSR 
J€WISH GSR1ATRIC 

lfllC€NT€R 

Arc) ThyMotner 

Villi III 
'* \'V IHoncr Thy Fcihe» \ Jj Arc) ThyMotnef... 

October 12, 1984 

Cynthia "eCun.iack 
3041 North Councry Club, ft214 
Tucson, Arizona 85716 

Dear Cynthia: 

Thl3 letter gives you permission to see residents at Handnaker 
Jewish Geriatric Center for the purpose of completing your study: 
"Loneliness in the Institutionalized Aged." 

Our nursing staff have been advised that you will be in the 
facility for this purpose bepinning October 20, 1984. 

Thank you-

2221 Nonti fvosemonr Boulevard • Tucson. Arizona 85712-2172 • (602) 681-2323 
An Agency of rhe Tucson Jewish Community Council 

Sincerely, 

Concetta Tynan, RKNF, 
Director/Health Services 

CT/bj 
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ir 
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9:00 AH - Exerclse-LR 
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WEEKLY CALENDAR 
1984 

CHAPEL SERVICES DAILY AT 10:00 A.M. EXCEPT 
WEDNESDAY AMD FRIDAY AT 10:30 A.M. 

MONDAY HAPPY BIRTHDAY ROOM S 
Auc.27 HAPPY BIRTHDAY ROOM M 

9:45 MUSIC AND EXERCISE IN THE RECREATION HALL. 
10:30 SOCIALIZATION IN THE RECREATION HALL. 
10:45 SIGH LANGUAGE IN THE RECREATION HALL. 
11:30 PLANTING AND WATERING GROUP IN THE RECREATION HALL. 
1:30 VAN TRIP TO EL CON SHOPPING CENTER IN THE RECREATION HALL. 
3:30 ARTS AND CRAFTS IN THE RECREATION HALL. 

10:00 PROTESTANT SERVICES IN THE RECREATION HALL. 
11:00 NAIL CARE IN THE RECREATION HALL. 
11:30 NEWSPAPER READING IN THE RECREATION HALL.' 
3:00 MUSIC AND EXERCISE IN THE RECREATION HALL. 
3:45 SHOWS SLIDES ON NATIONAL PARKS IN THE 

COMMUNITY ROOtl. 

r-^Y 9:45 MUSIC AND EXERCISE IN THE RECREATION HALL. 
:>5. 25 10:30 COFFEE AND SOCIAL IN THE RECREATION HALL. 

10:45 TADLE GAMES IN THE RECREATION HALL. 
11:30 NEWSPAPER READING IN THE RECREATION HALL. 
3:00 CERAMICS IN THE RECREATION HALL. 
4:00 SPELLING "B" IN THE RECREATION H ALL. 

7—.T"?AY 9:45 MUSIC AND EXERCISE GROUP IK THE RECREATION HALL. 
10:30 COFFEE SOCIAL IN THE RECREATION I&LL. 
10:45 DRAWING AND PAINTING IN THE RECREATION HALL. 
11:30 NEWSPAPER READING IN THE RECREATION HALL. 

\ 3:00 ••MVAND FRIENDS PLAY ANDt£ING HYMNS IN THE 
RECREATION HALL. 

4:00 BIBLE QUIZ IN THE RECREATION HALL. 

TRCDAY 9:45 MUSIC AND EXERCISE IN THE RECREATION HALL. 
.Ŷ j-. 31 10:30 COFFEE AND TEA SOCIAL IN THE RECREATION HALL. 

*::45 WORD GAMES IN THE RECREATION HALL. 
11:15 NEWSPAPER READING IN THE RECREATION HALL. 
3:30 SHOW TIME WITH ••••••••• IN THE COMMUNITY ROOM. 

•RM.10 
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SUBJECT DISCLAIMER FORM 

You are being asked to take part iri a study of elderly persons 

living in nursing homes. The title of the study is 'Loneliness in 

the Institutional Aged'. This study is designed to explore your feelings 

of loneliness. 

You are being asked to participate in this study by answering 

some questions during a one-time interview which will last approximately 

one hour. Your name will not be used, and your identity will not be 

made known. Your participation is voluntary, and whatever you decide, 

your care will not be affected in any way. There are no known physical, 

psychological or sociological risks or discomforts to you and no costs 

are involved. 

All information gathered in this study will be used for statistical 

purposes only. The results of this study may be published in nursing 

journals.- If you request it, a summary of the results will be made 

available^ to you. I will be available to answer any questions you 

have, and you may withdraw from the study at any time. 

Completing the interview will be your consent to participate in 

the study. I will finish my study as soon as all the interviews have 

been completed. 

Thank you for your participation. 

Cynthia McCormack, R.N. 
Graduate Student 
College of Nursing 
University of Arizona 
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DEMOGRAPHIC CHARACTERISTIC FORM 

Finally, I'd like to ask you some questions about yourself: 

1. Are you married, widowed, separated, divorced, or never married? 

2. Did you have any children? (Number) 

3. How many of your children are still living? 

4. How long have you been in the nursing home? (Years/months) 

5. What was the reason for your admission to this nursing home? 

6. What is the highest grade of school or college you completed? 

7. Last, I'd like you to rate your health on a scale of 1 to 10. 
1 is poor, 5 is fair, and 10 is good. 

from-chart: 
i 

8. Sex 

9. Age (years) 

Thank you very much for taking part in my research study. 
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8.1 

Francis, Gloria M. 

LONELINESS RATING SCALE 

Directions to Interviewer 

1. Introduce yourself. 

2. State that the purpose of the study is to determine which kind of 
persons are most affected by separation from loved ones. 

3. Indicate that permission from the and the 
have been obtained. 

4. State that all information is confidential and that interviewees 
are anonymous since names do not appear on forms. 

5. Assure the person that he does' not have to participate. If he 
is willing to participate ask him to sign the consent form. The 
interview takes twenty minutes, 

1. First, about where you lived before coming here . . . was it a: (Circle 
number and enter on right.) 

House Apartment Room Institution Drift 
5 4 3 2 1 

(ci) 

2. About how much Clme would you say you spent there? 

Practically Most time Hard to say; Away more Very 
all vour time except for came and vent than there little 

it t 3 1 1— 
(ci) 

3. How many people lived with you in your 7 

Mere than three Three Two One Hone 
5 4 3 2 1 

(ci) 

A. What relations were they to you? ( Place number in space. ) 

Spouse ______ In-laws Aunts/Uncles _____ 
Children Friends _____ Other 
Siblings Grandparents 

^Hospital Adaptation 



82 

5. this nay be difficult, but think, with how many persona, generally, 
would you say you were closely attached or emotionally close when 
you cane here? 

More than three Three Two One None 
5 I 3 2 I _____ 

(ci) 

6. This say sound odd, but did you have any special things, other than 
people, where you lived, that were and are particularly important or 

meaningful to you? 

Many A few Hard to say Just one No 
5 4 3 2 1 

<ci) 

7. What are the things or objects that were and are particularly 
Important to you? 

Certain foods Recreation 
(active) 

Pets Hew3/Phone/Hall 
Entertainment Job/Work 

(passive) Other 

8. Now the questions will shift to the hospital. Some people miss their 
homes when they have to leave Chem ... do you miss or feel particularly 
separated from where you lived since you came to the hospital? 

Very Most of the time; Sort of; 
much ao not always hard to 3av Occasionally So 

5 4 3 2 1 
(t) 

' 9 .  D o  y o u  m i s s  o r  f e e l  s e p a r a t e d  f r o m  a n y  o f  t h e  p e r s o n s  y o u  s a i d  y o u  
^ were close to (mention them)? 

Very Most of the time; Sort of; 
much so not always hard to say Occasionally Ho 

5 4 3 2 1 
(L) 

10. Do these persons visit you here? 

Never Rarely Sporadically Every other day Every day 

5 4 3 2 1 
a) 

11. Do you particularly miss or feel separated from the special things 
you mentioned (name them)? 

Very Most of the time; Sort of; 
much ao not always hard to say Occasionally No 

5 4 3 2 1 
(W 
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12. How think about this question and tell me in your own words. Try to 
describe what it has been like to you or how it feels to you to be 
separated from the people and things you were and- are used to being 

with? 

13. (If ft. misses anyone or anything ask) Do you miss the people (name 
them) and things (name them) worse or less the longer you are here 
in the hospital? 

Much More except Some more; Less except Much 
more for . . . some less for . . . less 

(L) 

14. (If 13 rated 5 or 4 ask) Can you say why you miss them more the 
longer you are here, i.e., why it gets worse? 

14A. (If 13 rated 1 or 2 ask) Can you say why you miss them les3 the 
longer you are here, i. e., why it gets better? 

15. When will you be discharged? 

Gives a date 

It depends on . . . ______ 

No idea 

16. Would you say you experienced "loneliness" while you have been here in 
the hospital? 

Very Yes but it was Unable to say; 
much ao broken up by ... ambivalent A little No 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  

T U C S O N .  A R I Z O N A  S 5 7 2  J  

C O L L E G E  O F  N U R S I N G  

MEMORANDUM 

TO: Cynthia Ann McCormack 
College of.Nursing 
Box 93 , i  

FROM: Ada Sue Hinshaw, PhO, Rfl Katherine Young, PhD, RN 
Director of Research Chairman, Research Committee' 

DATE: October 5, 1984 

RE: Human Subjects Review: 

Lonel iness in the Aged 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Committee and the Director of Research. A consent form wich 
subject signature is not required for projects exempt froia full  
University review. Please use only a disclaimer format for subjects 
to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is f i led in the office of the Director 
of Research i f  you need access to i t .  

We wish you a valuable and stimulating experience with your research. 

ASH/fp 
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