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Abstract

Purpose: Loneliness among the elderly is a widespread phenomenon and is connected to
various negative health outcomes. Nevertheless, loneliness among elderly inpatients, es-
pecially those with a psychiatric diagnosis, has hardly been examined. Our study assessed
loneliness in elderly inpatients, identified predictors, and compared levels of loneliness
between inpatients on psychiatric and somatic wards. Methods: N=100 elderly inpatients
of a somatic and psychiatric ward were included. Levels of loneliness were assessed, as
were potential predictors such as depression, psychological resilience, severity of mental
illness, well-being, daily functioning, and psychiatric diagnosis. Analyses of group dif-
ferences and hierarchical multiple regression analysis were conducted. Results: 37% of
all inpatients reported elevated levels of loneliness. Significant predictor variables were
self-reported depressive symptoms, well-being, severity of mental illness, being single
and living with a caregiver. Hierarchical multiple regression analysis revealed that the
full model explained 58% of variance in loneliness. Psychiatric inpatients’ loneliness was
significantly higher than loneliness in somatic inpatients. When analyzing group differ-
ences between inpatients with different main psychiatric diagnoses, highest levels were
found in patients with an affective disorder, followed by those treated for organic mental
disorder. Since the study took place during the COVID-19 pandemic, potential influence
of different measurement points (lockdown vs. no lockdown) were analyzed: Differences
in loneliness depending on the phase of the pandemic were non-significant. Conclusion:
Elderly inpatients experience high levels of loneliness, especially those with a mental
disorder. Interventions to reduce loneliness in this population should address predictors of
loneliness, preferably through multiprofessional interventions.
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Introduction

Loneliness is an “unpleasant and distressing” emotion [1] which is not synonymous with
social isolation — people can feel lonely even when they are objectively not alone but per-
ceive their relationships as insufficient [2, 3]. Loneliness is a common phenomenon with an
estimated prevalence of 10.5% in people aged 35 to 74 years in Germany [4]. While people
of all ages can feel lonely, increased rates are found among younger adults and the oldest
(>75 years) [5, 6]. In a German sample of 1022 elderly individuals (64—94 years), loneliness
was reported by around 20% of particpants [7].

Loneliness can even cause pain: an fMRI study [8] showed that brain areas associated
with physical pain were also activated when participants felt socially excluded in a virtual
game. It has been speculated that this social pain may have developed as an evolutionary
advantage to protect people from (dangerous) isolation [3]. Several risk factors for loneli-
ness have been identified: low educational level and income, no romantic or other relation-
ships, poor somatic health, and poor functioning [9]. Regarding loneliness in older age, a
review of 38 studies found that the same risk factors applied to this age group, but addition-
ally identified risk factors including female gender, mental health problems, and cognitive
deficits [10]. Additionally, elderly people who suffer from pain are more likely to experience
loneliness [11].

Loneliness in turn has been found to contribute to overall mental and physical health
including increased mortality and dementia onset [9, 11-21]. Loneliness is a reliable pre-
dictor for the development and prognosis of depression and, beyond depressive symptoms,
seems to negatively affect cognitive abilities in elderly people [2, 22-25].

Early on during the COVID-19 pandemic, concerns were raised that unparalleled social
restrictions would exacerbate feelings of loneliness and its sequelae [26, 27]. While studies
in various countries indeed found a substantial increase in loneliness levels, not everyone
was equally and continuously affected [28-31]. A recent review on loneliness among the
elderly during the pandemic found an increase in loneliness [32]. However, after a few
months, loneliness levels in the elderly general population fell to pre-pandemic levels again,
as shown in the German Socioeconomic Panel with more than 6.000 participants [30].
Loneliness in the elderly population during the pandemic was associated with female gen-
der, living alone, receiving care, changes in daily routine, unfamiliarity with digital media,
and mental illness [33—35]. Across all ages, individuals with a psychiatric diagnosis seemed
to be more severely affected by social restrictions during the pandemic than the general
public [36].

Although loneliness in the general elderly population has been extensively investigated,
there are hardly any studies examining loneliness in the vulnerable population of elderly
hospital patients and none for elderly psychiatric inpatients. One study with geriatric inpa-
tients in Poland reported that a majority of participants felt lonely sometimes or often —
associated variables were educational level, living situation, negative life events, and level
of comorbidity [37]. This lack of data is concerning as, based on the outlined research,
we assume elderly psychiatric inpatients to be at a heightened risk for feelings of loneli-
ness with detrimental effects on the course and outcome of mental illness. Apart from an
increased risk for loneliness due to mental illness, admission to inpatient treatment presents
a disruption of people’s routines and social behavior, thereby potentially aggravating feel-
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ings of loneliness [34]. Identifying predictors of loneliness among elderly inpatients may
facilitate creating interventions tailored to the specific needs of this patient group.

Our study is the first to assess loneliness in elderly psychiatric inpatients. To control
for confounding variables, we compared loneliness levels between psychiatric inpatients
and a control group of somatic inpatients who were all treated on the same ward at the
same time in a German hospital. Our hypothesis was that loneliness levels in psychiatric
inpatients would exceed those of somatic inpatients and that significant predictor variables
of loneliness across both groups, such as depression, psychological resilience, severity of
mental illness, well-being, daily functioning, and psychiatric diagnosis, would correspond
with findings in the existing literature. Due to the current impact on society and lifestyle, the
potential influence of the COVID-19 pandemic was also taken into account.

Methods
Participants

One hundred inpatients in the geriatric and psychiatric department for elderly people of the
Psychiatric University Hospital of Charité at St. Hedwig Hospital Berlin and of the geriatric
department at St. Hedwig Hospital were included (see Table 1 for detailed sample charac-
teristics). The mean age was 76.4 years (ranged 52-93 years). Participants showed native
proficiency in German language and were able to provide written consent. The study was
approved by the local ethics committee. After receiving information about the study and
providing written consent, participants completed the questionnaires with assistance of a
trained clinician if required. Ratings were completed by trained clinicians.

Measures

Sociodemographic and medical information was acquired in a questionnaire and extracted
from medical records.

Loneliness was assessed with the 12-item German version [38; as seen 39] of the UCLA
Loneliness Scale [40]. Participants indicated on a four-point Likert scale in how far the items
applied to them. A sum score between 12 and 48 points was calculated for each patient.
Higher scores indicated higher levels of loneliness. The German 12-item version showed
sufficient internal consistency in a former study [7] which, based on a reported prevalence
of loneliness of 20% in the general elderly population in former studies [41, 42] and their
own sample, recommended a cut-off for loneliness at the 80th percentile, i.e. >32 points.

Depressive symptoms were assessed with the 15-item version of the German Geriatric
Depression Scale (GDS-15) [43] where participants indicated whether they had experienced
symptoms of depression in the last two weeks (yes/no). The GDS-15 has good psychometric
criteria [44, 45]. Scores range from 0 (no depression) to 15 (severe depression). We applied
a cut-off of =5 points for depression [46].

Psychological resilience was measured with the German Resilience Scale RS-11. This
11-item version of the original scale that encompasses 25 items [47] has good psychometric
characteristics [48]. It is the 11-item version (Wagnild & Young, 1993). Nine items belong
to the sub-scale “personal competence”, two items assess “acceptance of self and life”.
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Table 1 Characteristics of the sample

Psychiatric inpatients ~ Somatic inpatients Statistics ~ p-value

(n=57) (n=43)
Age (years) 7274 (9.08) T 81.26 (8.62) #=-478  <0.001
Sex (female) n=32 n=31 22%=268 0.1
Main psychiatric diagnosis x’=64.2 <0.001
Fox n=16 n=17
F3x n=18 n=3
Fl1x; F2x; F4x; F6x n=23 n=2
None n=0 n=31
Somatic comorbidity n=51
Psychiatric medication n=53 n=10 x>=50.0 <0.001
Education years 14.0 (4.81) 13.65(3.3) t=0.39 0.7
Financial situation x?=10.27 0.036
Rather or very bad n=19 n=7
Neutral n=22 n=10
Rather or very good n=16 n=26
Living situation x2=7.62 0.06
Alone n=35 n=33
With partner n=9 n==8
With other reference person(s) n=1 n=1
Assisted living/home n=12 n=1
Relationship status x?=2298 <0.001
Married/permanent relationship  n=12 n=9
Single n=17 n=3
Divorced n=20 n=7
Widowed n=38 n=24

T Mean (SD); * t-test independent samples; ® y>-test.

Participants indicated their level of agreement on a 7-point Likert scale. A sum score (11-77
points) was calculated with higher scores representing higher resilience.

Subjective well-being was measured with the S5-item WHO-Five Well-Being Index
[WHO-5; 49] where participants rated how often they had experienced a certain mental state
in the past two weeks, from 0 (at no time) to 5 (all of the time). A sum score was generated
with higher scores indicating higher well-being.

The Clinical Global Impression — Severity Scale (CGI) [50] allows trained clinicians to
rate the severity of a patient’s illness on a scale from 1 (not at all ill) to 7 (extremely severely
ill). In this study, the CGI was used to indicate the severity of mental illness, i.e. independent
of severity of somatic illness.

The Barthel Index [BI; 51] was used following the Hamburg Manual [52] to measure
the functioning of ten activities of daily living (ADL). ADL for example include eating,
continence, or mobility. A sum score 0-100 is calculated with 100 points representing full
functioning.
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Statistical Analysis

Statistical analysis was performed using IBM SPSS Statistics for Windows, Version 26.0
(Armonk, NY: IBM Corp.). For group comparisons, assumptions for parametric tests were
examined (normality as assessed by the Shapiro-Wilk-test and visual examination regarding
outliers and distribution). Depending on distribution and level of measurement of the depen-
dent variable, the appropriate statistical test was selected. Differences between multiple
groups were assessed using analysis of variance, while analyses of differences between two
groups were /-tests or y2-tests. A hierarchical multiple regression analysis was performed to
identify predictor variables for loneliness across all inpatients. Before analysis, all continu-
ous variables were z-transformed to enable comparability. Dummy variables were created
for categorial predictor variables before inclusion in the regression model. Due to n=16
missing values in education years, the variable was excluded from regression analysis (this
should have had no effect on the results since correlation of education years with loneliness
was r=—.03, p=.79). Missing values for sum scores on questionnaires led to the exclusion
of n=8 individual cases. All assumptions for multiple regression analysis were examined:
The relationship between loneliness and independent continuous variables was checked
for linearity. Data was examined for outliers (casewise diagnostics, studentized residuals,
Cook’s distance, leverage) which resulted in excluding one individual observation from
regression analysis. Neither auto-correlation (Durbin-Watson=2.12) nor multicollinearity
was an issue (VIF scores<6.2). Bootstrap confidence intervals (with 1000 samples) were
reported for regression weights to deal with violations of homoscedasticity and normality of
residuals. Model 1 contained socio-demographic variables. In Model 2, variables describ-
ing psychopathology and functioning were added. Regression analysis was performed with
n=91 cases. For all analyses, the significance level was set at p <.05.

Results
Loneliness in Elderly Inpatients and its Predictors

Assessments took place between August 2020 und October 2021 with 70% of participants
being interviewed after May 2021 when the second lockdown due to the COVID-19 pan-
demic ended in Germany. There were no significant group differences in outcome variables
between participants that were interviewed during and after the lockdown.

More than one third of participants (37%) reported loneliness levels exceeding the cut-
off point of 32 points, which was defined based on a prevalence of 20% of elevated loneli-
ness in the general elderly population (Zebhauser et al., 2014).

A multiple hierarchical regression analysis was performed in two blocks to identify pre-
dictor variables for loneliness across all inpatients. An overview is presented in Table 2.
Model 1 contained the socio-demographic variables age, sex, relationship status, living situ-
ation, and financial situation. The model was significant and explained 29% of variance in
loneliness (R?=0.37, adjusted R?=0.29, F(10,80)=4.74, p<.001).

Significant predictors in Model 1 were relationship status (being single, divorced or wid-
owed in contrast to being married/in a serious relationship), living situation (living with a
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Table 2 Results of hierarchical multiple regression analysis predicting UCLA-12 loneliness (#=91)

Bootstrap T

b SE 95% CI p-value
Model 1

Constant -0.85 0.31 [-1.52;0.24] 0.005
Age -0.12  0.12  [-0.40;0.09] 0.331
Sex -0.02 023 [-0.46;0.43] 0.943
Relationship status *

Single 1.87 0.37  [1.07;2.58] 0.001

Divorced 1.00 0.29  [0.41;1.58] 0.001

Widowed 0.86 0.34  [0.27;1.65] 0.009
Living situation ®

With partner 0.75 0.36  [0.003;1.48]  0.030

With caregiver/ reference person -0.26 0.29 [-0.90;0.34] 0.333

Assisted living 0.15 0.27  [-0.34;0.69] 0.544
Financial situation

Neutral -0.53 021 [-0.95;-0.11]  0.014

Rather or very good -0.06 0.24 [-0.53;0.39] 0.800

Model 2

Constant -0.49 045  [-1.44;0.32] 0.250
Age -0.05 0.10 [-0.27;0.12] 0.613
Sex -023 0.17  [-0.61;0.08] 0.162
Relationship status *

Single 1.30 0.45  [0.48;2.28] 0.004

Divorced 0.43 0.41 [-0.35;1.31] 0.255

Widowed 0.65 0.44  [-0.14;1.56] 0.113
Living situation ®

With partner 0.23 0.47 [-0.59;1.23] 0.611

With caregiver/ reference person -047 023 [-0.90;0.04] 0.049

Assisted living -030 0.28  [-0.86;0.23] 0.243
Financial situation °

Neutral -0.12 21° [-0.51;0.30] 0.562

Rather or very good 0.09 0.22 [-0.31;0.51] 0.700
Depression (GDS-15) 0.56 0.12  [0.36;0.82] 0.001
Barthel Index (BI) -0.03  0.09 [-0.22;0.14] 0.725
Resilience (RS-11) 0.12 0.09  [-0.06;0.30] 0.201
Well-being (WHO-5) -036 0.10 [-0.57;0.15] 0.001
Severity of mental illness (CGI) 0.24 0.09 [0.06;0.41] 0.007

 Bootstrap results based on 1000 samples; ? reference category: relationship status: married/ serious
relationship; ® reference category: living situation: living alone; © reference category: living situation:
living alone; UCLA-12=UCLA Loneliness Scale (12 items); GDS-15=Geriatric Depression Scale (15
items); BI=Barthel Index; RS-11=Resilience Scale (11 items); WHO-5=WHO-Five Well-Being Index;
CGI=Clinical Global Impression — Severity Scale.

partner in contrast to living alone), and financial situation (evaluating one’s financial situa-
tion as neutral in contrast to rather or very bad).

Model 2 additionally included variables describing psychopathology (depressive symp-
toms, resilience, well-being, severity of mental illness) and the Barthel-index for ADL
functioning. Model 2 was also significant and explained 58% of variance in loneliness (R?
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Table 3 Group differences in outcome variables between psychiatric and somatic inpatients

Psychiatric inpa- Somatic Statistics p-value
tients (n=57) inpatients
(n=43)

Loneliness (UCLA-12) 32.11(5.87) 1 27.31 (4.03) =482 <0.001
Depression (GDS-15) 7.16 (3.94) 5.17(3.2) t=2.75 0.007
Barthel Index (BI) 76.49 (24.68) 60.23 (22.62)  ¢=3.38 0.001
Resilience (RS-11) 48.22 (14.4) 61.9 (8.79) t=5.84 <0.001
Well-being (WHO-5) 20.28 (7.32) 23.05 (7.01) t=1.88 0.06
Severity of mental illness (CGI) 4.88 (1.0) 2.63 (1.57) t=8.2 <0.001

T Mean (SD); ? t-test independent sample; UCLA-12=UCLA Loneliness Scale (12 items);

GDS-15=Geriatric Depression Scale (15 items); Bl=Barthel Index; RS-11=Resilience Scale (11 items);
WHO-5=WHO-Five Well-Being Index; CGI=Clinical Global Impression — Severity Scale.

=0.65, adjusted R? = 0.58, F(15,75)=9.14, p<.001). The change in R? in Model 2 as com-
pared to Model 1 was significant (p<.001).

Regression coefficients for Model 2 revealed that among predictors included in Model
1 the relationship status “single” (people who defined themselves as single showed higher
ratings of loneliness than married people; b=1.3, 95% Bootstrap CI [0.51; 2.22], p=.001)
remained significant. Additionally, people who lived with a caregiver or reference person
other than a partner had significantly lower loneliness levels than people who lived alone
(b=-0.47, 95% Bootstrap CI [-0.91; —0.03], p=.04). Other significant predictors in Model
2 were depressive symptoms as assessed with the GDS-15 (h=0.56, 95% Bootstrap CI
[0.37; 0.81], p=.002), severity of mental illness as assessed with the CGI (»=0.24, 95%
Bootstrap CI [0.06; 0.41], p=.009), and well-being measured with the WHO-5 (b=-0.36,
95% Bootstrap CI [-0.55; —0.17], p=.002).

Psychiatric vs. Somatic Inpatients

As shown in Table 1, psychiatric inpatients were significantly younger than somatic inpa-
tients (p<.001) and were more often single or divorced while somatic inpatients were more
often widowed (p<.001). Moreover, psychiatric inpatients significantly more often rated
their financial situation to be rather or very bad than somatic inpatients (p=.036). Unsurpris-
ingly, psychiatric more often than somatic inpatients had a psychiatric diagnosis (p<.001)
and took psychiatric medication (p<.001). Other group differences in sociodemographic or
medical variables were not significant.

Psychiatric inpatients reported a significantly higher level of loneliness (p<.001) com-
pared to the geriatric inpatients (on average 5 points on the UCLA-12 scale, see Table 3).
Psychiatric inpatients also had significantly higher levels of depressive symptoms (p=.007),
with both groups’ mean depression levels exceeding the GDS-15 cut-off of >5. Psychiatric
patients also showed a greater severity of mental illness than somatic inpatients (p<.001) as
well as lower levels of resilience (p<.001). Only ADL functioning was significantly higher
in psychiatric inpatients as compared to somatic inpatients (p=.001). Well-being did not
differ significantly between groups (p=.06).
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Table 4 Group differences in outcome variables depending on main psychiatric diagnosis

Main psychiatric diagnosis FOx F3x None Statistics p-value
(n=23) (n=21) (n=31)

Loneliness (UCLA-12) 3043 (6.71) " 3219 (4.98) 26.13(2.31) F'=1124  <0.001

Depression (GDS-15) 6.39 (3.63) 8.37 (3.8) 4.85(3.22) F=596 0.004

Barthel Index (BI) 65.65(22.27) 78.33 (21.06) 57.58 (22.91) F=547 0.006

Resilience (RS-11) 55.79 (11.78) 45.41(17.2) 61.93(9.02) F=10.6 <0.001

Well-being (WHO-5) 20.14 (6.74)  21.9(7.42) 23.3(74) F=122 0.3

Severity of mental illness (CGI) 4.87 (1.36) 433(1.02) 232(1.58) F=26.1 <0.001

T Mean (SD); ® analysis of variance; UCLA-12=UCLA Loneliness Scale (12 items); GDS-15=Geriatric
Depression Scale (15 items); Bl=Barthel Index; RS-11 =Resilience Scale (11 items); WHO-5=WHO-Five
Well-Being Index; CGI=Clinical Global Impression — Severity Scale.

Group Differences Depending on main Psychiatric Diagnosis

Patients were divided into three different groups depending on main psychiatric diagnosis
(see Table 4): affective disorder (ICD-10 code: F3x), organic mental disorder (ICD-code:
FOx) and no psychiatric diagnosis. Affective and organic mental disorder were selected as
59.65% of psychiatric inpatients fell into these categories. Among patients with an affective
disorder, n=15 had a diagnosis of major depression, n=6 had a diagnosis of bipolar disor-
der. Except for one patient, all patients with affective disorder were suffering from an acute
depressive episode. Organic mental disorders were almost 70% diagnoses of dementia, 30%
had a diagnosis of other mental disorders (e.g. organic delusional disorder).

Loneliness levels differed significantly between the three groups (p<.001): loneliness
was highest in people with affective disorders (52% exceeding the cut-off), followed by
people with an organic mental disorder such as dementia (43% exceeding the cut-off). Low-
est levels of loneliness were found in patients without a psychiatric diagnosis with only one
person exceeding the cut-off for loneliness (3%). Bonferroni post-hoc analysis for mul-
tiple comparisons revealed that loneliness in patients without a psychiatric diagnosis was
significantly lower than loneliness in the other two patient groups, while the difference in
loneliness between patients with an affective or organic mental disorder was not significant.

This order was also found for levels of depressive symptoms (F3x>FO0x >no psychiatric
diagnosis; group differences were significant, p=.004) and resilience (no psychiatric diag-
nosis>F0x>F3x; group differences were significant, p<.001). Group differences in ADL
functioning were also significant (p=.006), being highest in people with affective disorder,
followed by people with organic mental disorder and no psychiatric diagnosis. Mental ill-
ness was rated to be most severe in people with organic mental disorder followed by those
with affective disorder (group differences were significant, p<.001). Well-being did not
differ significantly between the three groups.

Discussion
Our study is the first to assess subjective feelings of loneliness in elderly psychiatric inpa-
tients in comparison with elderly somatic inpatients. Reported loneliness was high in both

patient groups with overall 37% of elderly inpatients exceeding the cut-off for loneliness
on the UCLA loneliness scale. As hypothesized, elderly psychiatric inpatients reported sig-
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nificantly higher feelings of loneliness than somatic inpatients. Highest reported levels of
loneliness were indicated by patients with affective disorders such as major depression, fol-
lowed by patients with an organic mental disorder such as dementia. Significant predictors
for reported loneliness were depressive symptoms, subjective well-being, severity of mental
illness, being single and living with a caregiver.

With over one third of participants exceeding the cut-off for loneliness, loneliness in
elderly inpatients was high as compared to the elderly general population [5-7] suggesting
that hospitalization may be associated with higher feelings of loneliness. A reason for high
levels of loneliness among elderly inpatients could be that, at least for the duration of the
hospital stay, they are taken out of their familiar environment and social networks — while
arguably experiencing an exceptional, potentially frightening, life event. Following this dis-
ruption of daily routine, elderly inpatients may become more susceptible to loneliness and
may have less coping strategies to address it as compared to younger people (less access to
cellphones, reduced mobility, less stable social networks etc.) [34, 53]. On the other hand, it
has been suggested that lonely people are already more prone to being admitted to inpatient
treatment because they lack social support to deal with health-care issues adequately and
early enough [54].

Our data revealed that psychiatric inpatients reported significantly higher levels of lone-
liness than inpatients treated for physical illness — on average, they reported loneliness
levels that were almost 5 points higher than those of somatic inpatients. This finding cor-
responds with other studies highlighting increased loneliness in people with a mental dis-
order [55-57]. We also included patients living with dementia and found that they reported
significantly higher levels of loneliness than patients without a psychiatric diagnosis. The
prevalence of loneliness in people with dementia has been investigated in a few studies [58—
60] and arguably deserves more attention. Both psychiatric and somatic inpatients reported
relevant levels of depressive symptoms, on average exceeding the cut-off for depression on
the GDS-15 scale. While this is not surprising for the group of psychiatric patients (more
than one third of them were treated for a depressive episode), depression in the elderly
without a psychiatric diagnosis may be underdiagnosed, as has been emphasized elsewhere
[61-64]. Since depressive symptoms were reported in both groups, higher levels of loneli-
ness among psychiatric patients cannot only be explained by depression. It has been sug-
gested that stigmatization, shame, or dementia-related deficits such as aphasia may impede
social interactions and thus increase loneliness [65]. Stigmatization has also been described
as a cause of loneliness in other mental disorders — additional mechanisms of loneliness in
mental illness include smaller social networks, social withdrawal due to psychiatric symp-
toms (e.g. paranoid delusions) or diminished self-worth, and reduced social or financial
capital to maintain relationships [66, 67].

Hierarchical regression analysis was conducted to shed light on potential predictors for
loneliness among elderly inpatients. When only including socio-demographic variables,
relationship status, living situation and financial situation all explained a significant vari-
ance of loneliness. However, when adding psychopathology and functioning as predictors to
the model, most socio-demographic variables were no longer significant. Only being single
was associated with higher levels of loneliness — and living with a caregiver or reference
person was associated with lower levels of loneliness. This is in line with former research as
not having a romantic relationship and living alone have often been identified as risk factors
for loneliness [9, 10, 60, 68].
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Among variables of psychopathology and functioning, depressive symptoms, severity
of mental illness and subjective well-being were significant predictors of loneliness across
all participants. Due to the cross-sectional design of the study, no conclusions on causality
can be drawn. It seems sensible to argue though that the relationship between loneliness and
poor mental health is mutually enhancing. On the one hand, people who do not feel well,
are depressed and show signs of more severe mental illness can experience increased levels
of loneliness for reasons outlined above, namely stigmatization, social withdrawal, and lack
of resources [66, 67]. Negative cognitive biases of self and others specifically can hinder
people to reconnect with others and promote loneliness [69]. On the other hand, loneliness
has reliably been found to enhance the risk for mental disorders, especially major depres-
sion, and to reduce well-being [2, 22, 23, 25, 57, 70].

A limitation of our study is that we did not compare loneliness with rates before the
COVID-19 pandemic. Still, our findings showed no significant group differences in loneli-
ness levels between people during a lockdown in Germany and people who did not experi-
ence restriction measures. Future research should collect longitudinal data on loneliness
among hospitalized patients to allow determining potential macro-level effects on loneli-
ness. Another limitation of our study is the cross-sectional design, not allowing for conclu-
sions on causality.

Our study indicates potential interventions to reduce loneliness in elderly inpatients.
Elderly inpatients on somatic and psychiatric wards should be screened for depressive
symptoms and receive evidence-based treatment of depression if needed. Also, since loneli-
ness seems to be especially high in elderly inpatients with a psychiatric diagnosis, psychi-
atric inpatient treatment for the elderly should always consider loneliness as a potentially
aggravating factor in recovery. An overview of different interventions to reduce loneliness
in people with mental health issues lists interventions such as changing negative cognitive
biases, improving social skills, activities, and groups [71]. Groups may include “support
groups, psychosocial clubs, self-help groups, mutual help groups, and trained volunteers”
[67, p. 596]. A meta-analysis examining the effectiveness of interventions to reduce loneli-
ness found that addressing negative cognitive biases in social situations was the most suc-
cessful approach [71]. People with dementia, especially those in inpatient care, may be in
need of specialized interventions targeting loneliness. For instance, when inpatients living
with dementia do not remember visits of their loved ones, they might feel disconnected
and lonely. These inpatients could benefit from specialized staff who are able to empathi-
cally communicate with them and offer comfort or connection [72]. Also, enhancing digital
interactions (e.g. video calls, social media etc.) may provide a large potential to increase
well-being [73] — on the condition that elderly people are enabled to increase their digital
competence and use digital media appropriately [74].

Conclusion

Our study emphasizes the importance of considering loneliness in elderly hospitalized
patients, especially when they have a psychiatric diagnosis. Loneliness is most strongly
associated with depressive symptoms, well-being and severity of mental illness. Also, rela-
tionship status and living situation seem to be connected to feelings of loneliness. Elderly
inpatients may require interventions tailored to their needs, abilities and environment.
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Future studies may further evaluate the role of neuropsychiatric correlates for loneliness in
elderly hospitalized patients in order to discover new strategies for diagnostic, therapy and
prevention.

Acknowledgements The authors would like to thank the patients for their participation in this study.

Funding Open Access funding enabled and organized by Projekt DEAL.

Statements and Declarations
Conflict of Interest EJB received speaker fees from Medice.

Ethical publication statement We confirm that we have read the Journal’s position on issues involved in ethi-
cal publication and affirm that this report is consistent with those guidelines.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence,
and indicate if changes were made. The images or other third party material in this article are included in the
article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is
not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright
holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Perlman D, Peplau LA. Toward a Social Psychology of Loneliness. In: Gilmour R, Duck S, editors.
Personal Relationships: 3. Relationships in Disorder. London: Academic Press; 1981. pp. 31-56.

2. Cacioppo JT, Hawkley LC, Thisted RA. Perceived social isolation makes me sad: 5-year cross-lagged
analyses of loneliness and depressive symptomatology in the chicago health, aging, and social relations
study. Psychol Aging. 2010;25:453—63. https://doi.org/10.1037/a0017216.

3. Cacioppo JT, Patrick W. Loneliness. Human Nature and the Need for Social Connection. New York: W.
W. Norton & Company; 2008.

4. Beutel ME, Klein EM, Brihler E, Reiner I, Jinger C, Michal M, et al. Loneliness in the general pop-
ulation: Prevalence, determinants and relations to mental health. BMC Psychiatry. 2017. https://doi.
org/10.1186/s12888-017-1262-x.

5. YangK, Victor C. Age and loneliness in 25 European nations. Aging Soc. 2011;31:1368-88. https://doi.
org/10.1017/S0144686X1000139X.

6. Luhmann M, Hawkley LC. Age differences in loneliness from late adolescence to oldest old age. Dev
Psychol. 2016;52:943-59. https://doi.org/10.1037/dev0000117.

7.  Zebhauser A, Hofmann-Xu L, Baumert J, Héfner S, Lacruz ME, Emeny RT, et al. How much does it
hurt to be lonely? Mental and physical differences between older men and women in the KORA-Age
Study. Int J Geriatr Psychiatry. 2014;29:245-52. https://doi.org/10.1002/gps.3998.

8.  Eisenberger NI, Lieberman MD, Williams KD. Does rejection hurt? An fMRI study of social exclusion.
Science (1979) 2003;302:290-2. https://doi.org/10.1126/science.1089134.

9. Hawkley LC, Hughes ME, Waite LJ, Masi CM, Thisted RA, Cacioppo JT. From social structural factors
to perceptions of relationship quality and loneliness: The Chicago Health, Aging, and Social Relations
Study. Journals of Gerontology - Series B Psychological Sciences and Social Sciences 2008;63B:S375—
84. https://doi.org/10.1093/geronb/63.6.S375.

10. Cohen-Mansfield J, Hazan H, Lerman Y, Shalom V. Correlates and predictors of loneliness in older-
adults: A review of quantitative results informed by qualitative insights. Int Psychogeriatr. 2016;28:557—
76. https://doi.org/10.1017/S1041610215001532.

11. Emerson K, Boggero I, Ostir G, Jayawardhana J. Pain as a Risk Factor for Loneliness Among Older
Adults. ] Aging Health. 2018;30:1450-61. https://doi.org/10.1177/0898264317721348.

@ Springer


http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1037/a0017216
http://dx.doi.org/10.1186/s12888-017-1262-x
http://dx.doi.org/10.1186/s12888-017-1262-x
http://dx.doi.org/10.1017/S0144686X1000139X
http://dx.doi.org/10.1017/S0144686X1000139X
http://dx.doi.org/10.1037/dev0000117
http://dx.doi.org/10.1002/gps.3998
http://dx.doi.org/10.1126/science.1089134
http://dx.doi.org/10.1093/geronb/63.6.S375
http://dx.doi.org/10.1017/S1041610215001532
http://dx.doi.org/10.1177/0898264317721348

1028 Psychiatric Quarterly (2022) 93:1017-1030

12. Luanaigh C, Lawlor BA. Loneliness and the health of older people. International Journal of Geriatric
Psychiatry 2008. https://doi.org/10.1002/gps.2054.

13. Prince MJ, Harwood RH, Blizard RA, Thomas A, Mann AH. Impairment, disability and handicap as
risk factors for depression in old age. The Gospel Oak Project V Psychological Medicine. 1997;27:311—
21. https://doi.org/10.1017/S0033291796004473.

14. Golden J, Conroy RM, Bruce I, Denihan A, Greene E, Kirby M, et al. Loneliness, social support net-
works, mood and wellbeing in community-dwelling elderly. Int J Geriatr Psychiatry. 2009;24:694-700.
https://doi.org/10.1002/gps.2181.

15. Courtin E, Knapp M. Social isolation, loneliness and health in old age: a scoping review. Health Soc
Care Community. 2017. https://doi.org/10.1111/hsc.12311.

16. Meltzer H, Bebbington P, Dennis MS, Jenkins R, McManus S, Brugha TS. Feelings of loneliness
among adults with mental disorder. Soc Psychiatry Psychiatr Epidemiol. 2013. https://doi.org/10.1007/
s00127-012-0515-8.

17. Pinquart M, Sérensen S. Influences on loneliness in older adults: A meta-analysis. Basic Appl Soc Psy-
chol. 2001. https://doi.org/10.1207/S15324834BASP2304 2.

18. Holt-Lunstad J, Smith TB, Baker M, Harris T, Stephenson D. Loneliness and Social Isolation as Risk
Factors for Mortality: A Meta-Analytic Review. Perspect Psychol Sci. 2015;10:227-37. https://doi.
org/10.1177/1745691614568352.

19. Steptoe A, Shankar A, Demakakos P, Wardle J. Social isolation, loneliness, and all-cause mortality in
older men and women. Proc Natl Acad Sci U S A. 2013. https://doi.org/10.1073/pnas.1219686110.

20. Wang J, Mann F, Lloyd-Evans B, Ma R, Johnson S. Associations between loneliness and perceived
social support and outcomes of mental health problems: A systematic review. BMC Psychiatry 2018;18.
https://doi.org/10.1186/s12888-018-1736-5.

21. Rafnsson SB, Orrell M, D’Orsi E, Hogervorst E, Steptoe A. Loneliness. Social Integration, and Incident
Dementia over 6 Years: Prospective Findings from the English Longitudinal Study of Ageing. Journals
of Gerontology - Series B Psychological Sciences and Social Sciences. 2020;75:114-24. https://doi.
org/10.1093/geronb/gbx087.

22. Luhmann M, Biicker S. Einsamkeit und soziale Isolation im hohen Alter. 2019.

23. Cacioppo JT, Hughes ME, Waite LJ, Hawkley LC, Thisted RA. Loneliness as a specific risk factor
for depressive symptoms: Cross-sectional and longitudinal analyses. Psychol Aging. 2006. https://doi.
org/10.1037/0882-7974.21.1.140.

24. Ong AD, Uchino BN, Wethington E. Loneliness and Health in Older Adults: A Mini-Review and Syn-
thesis. Gerontology. 2016;62:443-9. https://doi.org/10.1159/000441651.

25. van den Brink RHS, Schutter N, Hanssen DJC, Elzinga BM, Rabeling-Keus IM, Stek ML, et al.
Prognostic significance of social network, social support and loneliness for course of major depres-
sive disorder in adulthood and old age. Epidemiol Psychiatric Sci. 2018. https://doi.org/10.1017/
S2045796017000014.

26. Killgore WDS, Cloonan SA, Taylor EC, Dailey NS. Loneliness. A signature mental health concern in
the era of COVID-19. Psychiatry Res 2020;290. https://doi.org/10.1016/j.psychres.2020.113117.

27. Seethaler M, Just S, Stotzner P, Bermpohl F, Brandl EJ. Psychosocial Impact of COVID-19 Pandemic
in Elderly Psychiatric Patients: a Longitudinal Study. Psychiatr Q. 2021;92:1439-57. https://doi.
org/10.1007/s11126-021-09917-8.

28. Bu F, Steptoe A, Fancourt D. Who is lonely in lockdown? Cross-cohort analyses of predictors of
loneliness before and during the COVID-19 pandemic. Public Health. 2020;186:31—4. https://doi.
org/10.1016/j.puhe.2020.06.036.

29. Ausin B, Gonzalez-Sanguino C, Castellanos M, Mufioz M. Gender-related differences in the psycho-
logical impact of confinement as a consequence of COVID-19 in Spain. J Gend Stud. 2021;30:29-38.
https://doi.org/10.1080/09589236.2020.1799768.

30. Entringer TM, Gosling SD. Loneliness During a Nationwide Lockdown and the Moderat-
ing Effect of Extroversion. Social Psychological and Personality Science 2021:1-12. https://doi.
org/10.1177/19485506211037871.

31. Luchetti M, Lee JH, Aschwanden D, Sesker A, Strickhouser JE, Terracciano A, et al. The trajectory
of loneliness in response to COVID-19. Am Psychol. 2020;75:897-908. https://doi.org/10.1037/
amp0000690.

32. Dahlberg L. Loneliness during the COVID-19 pandemic. Aging and Mental Health. 2021;25:1161-4.
https://doi.org/10.1080/13607863.2021.1875195.

33. Kotwal AA, Holt-Lunstad J, Newmark RL, Cenzer I, Smith AK, Covinsky KE, et al. Social Isolation
and Loneliness Among San Francisco Bay Area Older Adults During the COVID-19 Shelter-in-Place
Orders. J Am Geriatr Soc. 2021;69:20-9. https://doi.org/10.1111/jgs.16865.

@ Springer


http://dx.doi.org/10.1002/gps.2054
http://dx.doi.org/10.1017/S0033291796004473
http://dx.doi.org/10.1002/gps.2181
http://dx.doi.org/10.1111/hsc.12311
http://dx.doi.org/10.1007/s00127-012-0515-8
http://dx.doi.org/10.1007/s00127-012-0515-8
http://dx.doi.org/10.1207/S15324834BASP2304_2
http://dx.doi.org/10.1177/1745691614568352
http://dx.doi.org/10.1177/1745691614568352
http://dx.doi.org/10.1073/pnas.1219686110
http://dx.doi.org/10.1186/s12888-018-1736-5
http://dx.doi.org/10.1093/geronb/gbx087
http://dx.doi.org/10.1093/geronb/gbx087
http://dx.doi.org/10.1037/0882-7974.21.1.140
http://dx.doi.org/10.1037/0882-7974.21.1.140
http://dx.doi.org/10.1159/000441651
http://dx.doi.org/10.1017/S2045796017000014
http://dx.doi.org/10.1017/S2045796017000014
http://dx.doi.org/10.1016/j.psychres.2020.113117
http://dx.doi.org/10.1007/s11126-021-09917-8
http://dx.doi.org/10.1007/s11126-021-09917-8
http://dx.doi.org/10.1016/j.puhe.2020.06.036
http://dx.doi.org/10.1016/j.puhe.2020.06.036
http://dx.doi.org/10.1080/09589236.2020.1799768
http://dx.doi.org/10.1177/19485506211037871
http://dx.doi.org/10.1177/19485506211037871
http://dx.doi.org/10.1037/amp0000690
http://dx.doi.org/10.1037/amp0000690
http://dx.doi.org/10.1080/13607863.2021.1875195
http://dx.doi.org/10.1111/jgs.16865

Psychiatric Quarterly (2022) 93:1017-1030 1029

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

S1.

52.

53.

54.

55.

56.

Savage RD, Wu W, Li J, Lawson A, Bronskill SE, Chamberlain SA, et al. Loneliness among older adults
in the community during COVID-19: A cross-sectional survey in Canada. BMJ Open 2021;11. https://
doi.org/10.1136/bmjopen-2020-044517.

Greig F, Perera G, Tsamakis K, Stewart R, Velayudhan L, Mueller C. Loneliness in older adult mental
health services during the COVID-19 pandemic and before: Associations with disability, functioning
and pharmacotherapy. Int J Geriatr Psychiatry 2022;37. https://doi.org/10.1002/gps.5630.

Varga T, Bu F, Dissing AS, Elsenburg LK, Bustamante JJH, Matta J, et al. Loneliness, worries, anxi-
ety, and precautionary behaviours in response to the COVID-19 pandemic: A longitudinal analysis of
200,000 Western and Northern Europeans. The Lancet Regional Health - Europe 2021;2. https://doi.
org/10.1016/j.lanepe.2020.100020.

Bien B, Bien-Barkowska K. Objective drivers of subjective well-being in geriatric inpatients: mobil-
ity function and level of education are general predictors of self-evaluated health, feeling of loneli-
ness, and severity of depression symptoms. Qual Life Res. 2016;25:3047-56. https://doi.org/10.1007/
s11136-016-1355-x.

Bilsky W, Hosser D. Soziale Unterstiitzung und Einsamkeit: Psychometrischer Vergleich zweier Skalen
auf der Basis einer bundesweiten Représentativbefragung. Z Fiir Differentielle Und Diagnostische Psy-
chologie. 1998;19:130—44.

Zebhauser A. Dissertation. Einsamkeit im Alter. Ergebnisse der KORA-Age Studie. 2016.

Russell DW. UCLA Loneliness Scale (Version 3): Reliability, validity, and factor structure. J Pers
Assess. 1996;66:20-40.

Theeke LA. Predictors of Loneliness in U.S. Adults Over Age Sixty-Five. Arch Psychiatr Nurs.
2009;23:387-96. https://doi.org/10.1016/j.apnu.2008.11.002.

Victor CR, Bowling A. A longitudinal analysis of loneliness among older people in Great Britain. J
Psychol. 2012;146:313-31. https://doi.org/10.1080/00223980.2011.609572.

Yesavage JA, Brink TL, Rose TL, Lum O, Huang V, Adey M, et al. Development and validation
of a geriatric depression screening scale: A preliminary report. J Psychiatr Res. 1982. https://doi.
org/10.1016/0022-3956(82)90033-4.

Allgaier AK, Kramer D, Mergl R, Fejtkova S, Hegerl U. Validitdt der Geriatrischen Depressionsskala
bei Altenheimbewohnern: Vergleich von GDS-15, GDS-8 und GDS-4. Psychiatr Prax. 2011. https://doi.
org/10.1055/5-0030-1266105.

Wancata J, Alexandrowicz R, Marquart B, Weiss M, Friedrich F. The criterion validity of the geriatric
depression scale: A systematic review. Acta psychiatrica Scandinavica. 2006;114:398—410. https://doi.
org/10.1111/§.1600-0447.2006.00888.x.

Weintraub D, Ocehlberg KA, Katz IR, Stern MB. Test characteristics of the 15-item Geriatric Depression
Scale and Hamilton Depression Rating Scale in Parkinson disease. Am J Geriatric Psychiatry. 2006.
https://doi.org/10.1097/01.JGP.0000192488.66049.4b.

Wagnild GM, Young HM. Development and psychometric evaluation of the resilience scale. J Nurs
Meas. 1993;1:165-78.

Schumacher J, Leppert K, Gunzelmann T, Straufl B, Bréhler E. Die Resilienzskala - Ein Fragebogen
zur Erfassung der psychischen Widerstandsfahigkeit als Personlichkeitsmerkmal. Z Fiir Klinische Psy-
chologie Psychiatrie Psychother. 2005;53:16-39.

Topp CW, Ostergaard SD, Sendergaard S, Bech P. The WHO-5 well-being index: A systematic review
of the literature. Psychother Psychosom. 2015;84:167-76. https://doi.org/10.1159/000376585.

Guy W. CGI Clinical Global Impressions. ECDEU Assessment Manual; 1976.

Mahoney FI, Barthel DW. Functional evaluation: The Barthel Index. Maryland State Med J.
1965;14:61-5.

Liibke N, Meinck M, von Renteln-Kruse W. Der Barthel-Index in der Geriatrie. Eine Kontextanal-
yse zum Hamburger Einstufungsmanual. Z Gerontol Geriatr. 2004;37:316-26. https://doi.org/10.1007/
s00391-004-0233-2.

Golden J, Conroy RM, Bruce I, Denihan A, Greene E, Kirby M, et al. Loneliness, social support net-
works, mood and wellbeing in community-dwelling elderly. Int J Geriatr Psychiatry. 2009;24:694—700.
https://doi.org/10.1002/gps.2181.

Molloy GJ, McGee HM, O’Neill D, Conroy RM. Loneliness and emergency and planned hospital-
izations in a community sample of older adults. J] Am Geriatr Soc. 2010;58:1538-41. https://doi.
org/10.1111/§.1532-5415.2010.02960.x.

Michalska Da Rocha B, Rhodes S, Vasilopoulou E, Hutton P. Loneliness in Psychosis: A Meta-analyti-
cal Review. Schizophr Bull. 2018;44:114-25. https://doi.org/10.1093/schbul/sbx036.

Stickley A, Koyanagi A. Loneliness, common mental disorders and suicidal behavior: Findings from a
general population survey. J Affect Disord. 2016;197:81-7. https://doi.org/10.1016/j.jad.2016.02.054.

@ Springer


http://dx.doi.org/10.1136/bmjopen-2020-044517
http://dx.doi.org/10.1136/bmjopen-2020-044517
http://dx.doi.org/10.1002/gps.5630
http://dx.doi.org/10.1016/j.lanepe.2020.100020
http://dx.doi.org/10.1016/j.lanepe.2020.100020
http://dx.doi.org/10.1007/s11136-016-1355-x
http://dx.doi.org/10.1007/s11136-016-1355-x
http://dx.doi.org/10.1016/j.apnu.2008.11.002
http://dx.doi.org/10.1080/00223980.2011.609572
http://dx.doi.org/10.1016/0022-3956(82)90033-4
http://dx.doi.org/10.1016/0022-3956(82)90033-4
http://dx.doi.org/10.1055/s-0030-1266105
http://dx.doi.org/10.1055/s-0030-1266105
http://dx.doi.org/10.1111/j.1600-0447.2006.00888.x
http://dx.doi.org/10.1111/j.1600-0447.2006.00888.x
http://dx.doi.org/10.1097/01.JGP.0000192488.66049.4b
http://dx.doi.org/10.1159/000376585
http://dx.doi.org/10.1007/s00391-004-0233-2
http://dx.doi.org/10.1007/s00391-004-0233-2
http://dx.doi.org/10.1002/gps.2181
http://dx.doi.org/10.1111/j.1532-5415.2010.02960.x
http://dx.doi.org/10.1111/j.1532-5415.2010.02960.x
http://dx.doi.org/10.1093/schbul/sbx036
http://dx.doi.org/10.1016/j.jad.2016.02.054

1030 Psychiatric Quarterly (2022) 93:1017-1030

57. Meltzer H, Bebbington P, Dennis MS, Jenkins R, McManus S, Brugha TS. Feelings of loneliness
among adults with mental disorder. Soc Psychiatry Psychiatr Epidemiol. 2013. https://doi.org/10.1007/
s00127-012-0515-8.

58. Holmén K, Ericsson K, Winblad B. Social and emotional loneliness among non-demented and demented
elderly people. Arch Gerontol Geriatr. 2000;31:177-92.

59. Balouch S, Rifaat E, Chen HL, Tabet N. Social networks and loneliness in people with Alzheimer’s
dementia. Int J Geriatr Psychiatry. 2019;34:666—73. https://doi.org/10.1002/gps.5065.

60. Victor CR, Rippon I, Nelis SM, Martyr A, Litherland R, Pickett J, et al. Prevalence and determinants of
loneliness in people living with dementia: Findings from the IDEAL programme. Int J Geriatr Psychia-
try. 2020;35:851-8. https://doi.org/10.1002/gps.5305.

61. Mitchell AJ, Rao S, Vaze A. Do primary care physicians have particular difficulty identifying late-
life depression? A meta-analysis stratified by age. Psychother Psychosom. 2010;79:285-94. https://doi.
org/10.1159/000318295.

62. Moreno X, Gajardo J, Monsalves MJ. Gender differences in positive screen for depression and diagno-
sis among older adults in Chile. BMC Geriatr 2022;22. https://doi.org/10.1186/s12877-022-02751-y.

63. Basta M, Micheli K, Simos P, Zaganas I, Panagiotakis S, Koutra K, et al. Frequency and risk factors asso-
ciated with depression in elderly visiting Primary Health Care (PHC) settings: Findings from the Cretan
Aging Cohort. J Affect Disorders Rep. 2021;4:100109. https://doi.org/10.1016/j.jadr.2021.100109.

64. Volicer L, Frijters DHM, van der Steen JT. Underdiagnosis and undertreatment of depression in nursing
home residents. Eur Geriatr Med. 2011;2:332-7. https://doi.org/10.1016/j.eurger.2011.08.001.

65. Balouch S, Rifaat E, Chen HL, Tabet N. Social networks and loneliness in people with Alzheimer’s
dementia. Int J Geriatr Psychiatry. 2019;34:666—73. https://doi.org/10.1002/gps.5065.

66. Prince JD, Oyo A, Mora O, Wyka K, Schonebaum AD. Loneliness among Persons with Severe Mental
Illness. J Nerv Mental Disease. 2018;206:136—41. https://doi.org/10.1097/NMD.0000000000000768.

67. Perese EF, Wolf M. Combating loneliness among persons with severe mental illness: Social network
interventions’ characteristics, effectiveness, and applicability. Issues Ment Health Nurs. 2005;26:591—
609. https://doi.org/10.1080/01612840590959425.

68. O’Suilleabhain PS, Gallagher S, Steptoe A. Loneliness, living alone, and all-cause mortality: The
role of emotional and social loneliness in the elderly during 19 years of follow-up. Psychosom Med.
2019;81:521-6. https://doi.org/10.1097/PSY.0000000000000710.

69. Qualter P, Vanhalst J, Harris R, van Roekel E, Lodder G, Bangee M, et al. Loneliness Across the Life
Span. Perspect Psychol Sci. 2015;10:250—64. https://doi.org/10.1177/1745691615568999.

70. Courtin E, Knapp M. Social isolation, loneliness and health in old age: a scoping review. Health Soc
Care Community. 2017. https://doi.org/10.1111/hsc.12311.

71. Mann F, Bone JK, Lloyd-Evans B, Frerichs J, Pinfold V, Ma R, et al. A life less lonely: the state of the
art in interventions to reduce loneliness in people with mental health problems. Soc Psychiatry Psychiatr
Epidemiol. 2017;52:627-38. https://doi.org/10.1007/s00127-017-1392-y.

72. Abraha I, Rimland JM, Trotta FM, Dell’aquila G, Cruz-Jentoft A, Petrovic M, et al. Systematic
review of systematic reviews of non-pharmacological interventions to treat behavioural disturbances
in older patients with dementia. The SENATOR-OnTop series. BMJ Open. 2017;7:12759. https://doi.
org/10.1136/bmjopen-2016.

73. LiuD, Baumeister RF, Yang CC, Hu B. Digital communication media use and psychological well-being:
A meta-analysis. ] Computer-Mediated Communication. 2019;24:259-74. https://doi.org/10.1093/ccc/
zmz013.

74. Kubicek H, Lippa B. Nutzung und Nutzen des Internets im Alter: Empirische Befunde zur Altersliicke
und Empfehlungen fiir eine responsive Digitalisierungspolitik. Leipzig: Vistas Verlag; 2017.

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published maps and
institutional affiliations.

@ Springer


http://dx.doi.org/10.1007/s00127-012-0515-8
http://dx.doi.org/10.1007/s00127-012-0515-8
http://dx.doi.org/10.1002/gps.5065
http://dx.doi.org/10.1002/gps.5305
http://dx.doi.org/10.1159/000318295
http://dx.doi.org/10.1159/000318295
http://dx.doi.org/10.1186/s12877-022-02751-y
http://dx.doi.org/10.1016/j.jadr.2021.100109
http://dx.doi.org/10.1016/j.eurger.2011.08.001
http://dx.doi.org/10.1002/gps.5065
http://dx.doi.org/10.1097/NMD.0000000000000768
http://dx.doi.org/10.1080/01612840590959425
http://dx.doi.org/10.1097/PSY.0000000000000710
http://dx.doi.org/10.1177/1745691615568999
http://dx.doi.org/10.1111/hsc.12311
http://dx.doi.org/10.1007/s00127-017-1392-y
http://dx.doi.org/10.1136/bmjopen-2016
http://dx.doi.org/10.1136/bmjopen-2016
http://dx.doi.org/10.1093/ccc/zmz013
http://dx.doi.org/10.1093/ccc/zmz013

	﻿Loneliness in Elderly Inpatients
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Participants
	﻿Measures
	﻿Statistical Analysis

	﻿Results
	﻿Loneliness in Elderly Inpatients and its Predictors
	﻿Psychiatric vs. Somatic Inpatients
	﻿Group Differences Depending on main Psychiatric Diagnosis

	﻿Discussion
	﻿Conclusion
	﻿References


