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ABSTRACT	

Background: Current social and political concerns regarding the acknowledged pervasive increase in the 
experience of loneliness in  Irish and English society have cultivated a research environment that is actively 
seeking to address the problem. The negative impact of loneliness on health and wellbeing has been 
established and research indicates increased mortality in those experiencing chronic loneliness. It has  also 
been established that older people are especially predisposed to the experience of loneliness. There is a 
recognised  increase in life-expectancy and parallel increase in the ³65 years category in society. Therefore, 
there will be more demands made on existing services provided for this group. At present, attendance at  
older adult day care services has been shown to benefit the psychosocial and physical wellbeing of attendees. 
There is an identified gap in research on the benefits of particular interventions provided in OADSs that  
promote general wellbeing. Pastoral care provision is commonly acknowledged as an important feature of 
holistic care, but there is a gap in evidence regarding its effectiveness for loneliness. Likewise, the role of 
pastoral practitioner is currently in transition, related to multi-faith diversity that is challenging the pastoral 
remit. Elements of this pastoral remit recognised in  recent research include pastoral assessment, ministry, 
ritual or worship, counselling/education/crisis situation /grief/bereavement counselling. By focusing on 
pastoral care as an intervention to ameliorate loneliness a standardised approach for the provision of a 
pastoral service in OADSs may emerge. 	

Objectives: The objective of this study was to establish if a correlation exists between self-reported levels 
of loneliness and the experience of pastoral care in OADSs. 

Design: A quantitative non-experimental cross-sectional correlational probability survey design was 
employed.  

Setting: The study was undertaken in Dromcollogher day care and Cloverfield Glin day care. 

Participants: Simple random sampling from the accessible population of older people who are part of a 
larger cohort who attend OADs in limerick city and county ( aged ≥ 65, N = 117). 

Instrument: The psychometric instrument applied was the UCLA 3-Item Loneliness scale, established as a 
robust valid tool for measuring loneliness across two modalities, self-administration and telephone survey, 
alpha level  (.72). 

Results: Overall results indicated 67% of participants were categorised as ‘not lonely’ and 33% were 
categorised as ‘lonely’. Participant gender distribution was 16% (n = 19) male and 84% (n = 98) female. No 
statistically significant difference in relation to loneliness levels was noted between those aged 65-79 and 
those aged ≥ 80. 73% reported they lived alone and 27% lived with others. Of those who responded 16% 
reported being in a relationship of which 14% reported being married and 2% partnered, the remaining 85% 
were described as widowed or single. The only variable  with statistically significant difference in loneliness 
levels was ‘living arrangements’ (p = .005) and the mean scores for those living alone were 1.39, (s.d. 0.49) 
while those living with others had lower mean scores 1.13, (s.d.  0.34).  Of those that responded to the 
question on experience of pastoral care 50% related they had no experience of pastoral care. 

Conclusion: The findings of this study support other research on loneliness as the results indicate that those 
who live alone in the community experience higher levels of loneliness. The data collected did not provide 
sufficient information on subjective  pastoral care experience of participants. It was surmised that the 
understanding of  ‘pastoral care’ was ambiguous reflected by the increase in the missing response rate on 
the pastoral care experience question. No correlation was noted between loneliness levels and the experience 
of pastoral care. Further research that presents a more defined pastoral activity for examination, combined 
with a mixed method design may produce clearer understanding of pastoral roles that can be measured as 
interventions  to provide appropriate recommendations to reduce loneliness. Future research results 
exploring pastoral intervention may support evidence of pastoral effectiveness in reducing loneliness and 
can be used to justify increased Government spending for the provision of trained pastoral practitioners in 
OADSs. 

Key words: Loneliness, Older Adult Day-care service and Pastoral Care 

Abbreviation: OADS: Older Adult Day-care Service 
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1.1 INTRODUCTION 
	

The objective of this literature review was to explore research to establish if a relationship 

exists between self-reported loneliness levels in people ³ 65 years who attend older OADS and 

their pastoral care experience. The approach adopted for this research question was post 

positivist with epistemological views that hold deterministic and reductionist philosophical 

assumptions. This approach promotes the idea that cause probably determines outcome and 

that ideas can be reduced into small sets of variables for testing (Creswell, 2014).  The 

ontological assumptions of the post positivist approach promoted an objective manner 

described as an ‘etic position’, by adopting an unbiased neutral appreciation of the data being 

researched (Creswell, 2014). The theoretical perspective adopted for this study is based on the 

social and psychological theory of loneliness. This theory was forwarded by Peplau and 

Perlman (1979) and first presented as a blueprint type theory for loneliness identifying four 

critical features to be examined that would explicate the topic and provide a framework for 

future empirical investigation. These features were “(i) How to define loneliness (ii) its 

manifestations and antecedents (iii) the role of attributions in loneliness, and (iv) ways people 

cope with loneliness.” (Peplau and Perlman, 1979, p. 99). The theory proposes a definition of 

loneliness that recognizes a particular distinction, as follows “Loneliness reflects the 

relationship between two factors, the desired and achieved level of social interaction” (Peplau 

and Perlman, 1979, p. 99). This definition accommodates for the distinction between loneliness 

and other states such as social isolation, solitude and aloneness.  

In addition, this theory proposes that loneliness is manifested through affective, cognitive and 

behavioural aspects. The theory further expands on what triggers loneliness and identifies 

specific personal features that may predispose people while also, focusing on the strategies to 

cope when loneliness occurs. The hypothesis presented by this theory proposes that “the 
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precipitating causes of loneliness were classified as events which change the persons desired 

and /or achieved level of social contact” (Peplau and Perlman, 1979, p. 108).  

 The application of the social and psychological theory of loneliness supported my study of the 

relationship between self-reported levels of loneliness in older adults attending a day care and 

their experience of pastoral care. If the independent variable is attending the OADS and the 

dependent variables include loneliness level scores and pastoral experience then the 

independent variable will influence the dependent variable. One can predict an increased social 

contact in those attending OADS where the experience of pastoral care may occur which may 

in turn reduce loneliness level scores. An examination of the correlation between these 

variables will demonstrate the relationship, if any, between self-reported loneliness levels in 

older adults who attend OADS and their pastoral experience. The null hypothesis presented 

here is that there is no relationship between self-reported levels of loneliness and pastoral care 

in an OADS.  Identifying particular interventions to reduce loneliness in the target population 

has been highlighted as a crucial concern in today’s society which qualifies the need for 

research in this area (Wilkes et al, 2011). 

 There is an extensive body of recent research done worldwide on the subject of loneliness 

(Holt-Lunstad, Smith, and Layton, 2010; Luo, Hawkley, Waite, and Cacioppo, 2012; Beach 

and Bamford, 2014; Broome, 2015; Vasiliki et al, 2015; Harvey and Walsh, 2016). While there 

is evidence of research having being done in the field of pastoral care for older people there is 

an identified gap in quantitative research that measures its effectiveness as an intervention 

against loneliness (Wilkes, et al 2011: Hauge et al, 2012).  There is a broad volume of research 

on OADS which has highlighted the need for more specific research on the interventions within 

the services that promote the wellbeing of service users (Fields, et al 2012; Lecovich and 

Biderman, 2011,2012, 2013; Manthorpe and Moriarty, 2013). In this literature review current 

world trends in loneliness levels in older people was examined with a focus on research that 
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measures the impact of pastoral care on older people’s wellbeing. Through deductive inquiry 

the need for pastoral care services as an intervention for loneliness in older adults may emerge. 

The search strategy being adopted for this review availed of an academic library search of 

catalogues through internet access. The identified key terms: loneliness, older adult day-care 

service and pastoral care guided the electronic search. The databases accessed included 

CINAHL, MEDLINE (Ovid), Scopus, Web of Knowledge, Web of Science and Social Services 

Abstracts where books, peer reviewed journals and official reports were available for 

evaluation. A contemporaneous approach was applied to the review primarily focusing on 

material from the last seven years. The key terms provided a structural approach to examining 

the research literature under separate topic headings. 

1.2 LONELINESS 

There is a pervasive increase in loneliness in society (Beach and Bamford, 2014) resulting in a 

new focus on the concepts of loneliness, social isolation and aloneness. The ubiquitous nature 

of these problems has provoked recent social and political responses. The Campaign to End 

Loneliness in England was instigated in 2011 and this has highlighted that there are one million 

people over the age of 65 currently experiencing chronic loneliness in the UK (Broome, 2015).  

The appointment of MP Tracey Crouch as Minister for Loneliness in Britain in January 2018 

amplifies the political concern for loneliness in today’s society. Research data indicates that 

nine million British people are affected by loneliness. Also, 50% of those ³ 75 years presently 

live alone in England. In addition, a disturbing revelation shows that 200,000 older British 

people have not had a conversation with a friend or relative in more than a month. Findings 

show that  85% of young disabled adults feel lonely and experience little social interaction for 

extensive periods (Prime Minister’s Office, 2018). These figures have highlighted particular 

groups in society at risk of experiencing loneliness. There is a global element noted to the 
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problem of loneliness in more research done in the US, where figures estimate that one third 

of US citizens are lonely (Anderson, 2010). 

Research commissioned in Ireland by the Ageing Research and Development Division of the 

Institute of Public Health has produced a comprehensive report examining loneliness (Harvey 

and Walsh, 2016). This report highlighted an escalation in the past 40 years of people living 

alone in Ireland and demonstrated that it is more common for women of every age group to 

live alone than men. Living alone is distinguished from being alone, the latter is understood as 

desired time spent on one’s own (Utz et al, 2014). The three elements that characterise the 

distinct concept of loneliness include the fact that it is a universal experience of human beings 

and a subjective experience governed by life situations as well as an individualistically 

emotionally negative experience (Rokach, 2012). The levels of loneliness in people can be 

described as following a U-shaped trajectory throughout an individual’s life. The level rises in 

adolescence, drops in the middle years when people have their families and are working and 

increases again in the later years (Harvey and Walsh, 2016).  

Loneliness is understood as being multi-faceted and recent analysis of the concept 

demonstrates its theoretical foundations and highlights its distinctiveness (Vasiliki et al, 2015). 

When loneliness is explored as a subjective experience of the individual it can be viewed as a 

disruption in one of four psychological paradigms. When loneliness is examined through the 

lens of the attachment theory which fits in to an interactional approach there is an emphasis on 

the lack of extended friends and close relationships (Singh and Kiran, 2013). The 

psychoanalytic approach to loneliness points to deficiencies in childhood development of 

relationships with the important people of childhood years and this may extend into later life 

where the person demonstrates poor social skills resulting in limited contacts (Singh and Kiran, 

2013). An existential approach to loneliness promotes the responsibility of the individual to 

deal with the normal human condition of being separate and alone. This view supports the idea 
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that an individual who chooses to be alone does not necessarily experience loneliness and the 

individual who experiences loneliness does not necessarily have to be alone (Vasiliki et al, 

2015) or the idea that one can feel lonely even when one is in a group (Beaumont, 2013). The 

fourth theory relates to cognitive activity which can govern the experience of loneliness 

through the adoption of social skills and the promotion of self-appreciation (Peplau and 

Perlman, 1982).  

 The analytic approach differs from the view of neuroscientist, John Cacioppo who has 

suggested that the experience of loneliness is a normal occurrence which operates as a 

biological trigger and makes an individual aware that their general wellbeing is being 

compromised (Broome, 2015). Various classifications of the concept of loneliness have been 

adopted to grasp its aetiology and impact. The distinction made between emotional loneliness 

and social isolation focuses on the individual’s subjective experience and on the specific life 

situation (Weiss et al, 1973). An attempt to view loneliness through the lens of theme forwards 

two categories described as manageable loneliness and agonizing loneliness. This method gives 

a different slant to the perception of loneliness as something that can be approached 

systematically to find solutions for its various expressions (Hauge et al, 2012). 

 There is a general consensus that loneliness impacts negatively on physical and mental health 

(Holt-Lunstad, Smith, and Layton, 2010). It is linked with an increased risk in cognitive decline 

(O’ Luanaigh et al, 2011). Adverse health conditions such as obesity and raised blood pressure 

were also identified as resulting from loneliness (The End Loneliness Campaign, 2015). In 

addition, loneliness in older people is linked with an increased risk in mortality (Luo, Hawkley, 

Waite, & Cacioppo, 2012; Patterson & Veenstra, 2010; Tilvis et al., 2012). 

Conversely there is an alternative interpretation of loneliness that demonstrates that poor health 

in an individual can lead to a greater risk of experiencing loneliness (Beal and Stuifbergen, 
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2007; Timonen et al, 2011; Kempton and Tomlin, 2014). Implied in this research is the view 

that when health conditions improve there is a reduction in the experience of loneliness. One 

study points to a gap in research in the area that examines whether physical health difficulties 

influence loneliness levels. This particular study also supports the idea that loneliness levels 

rise in older adults who have chronic illness but that older adults who adopt ‘self-protective 

strategies’ in managing poor health are safeguarded against loneliness (Meaghan et al, 2014, 

p.876).  

 A qualitative study done in Norway suggested that the subjective experience of loneliness for 

some older adults is so difficult that they require prompt intervention and it agreed that some 

older people can manage their loneliness by adopting strategies that involve social interactions 

and cultivating diverse solitary pursuits like reading and television (Hauge et al, 2012). Also, 

highlighted in this study is the gap that exists in health care professional’s overall knowledge 

of loneliness and a recognition to address this deficit in knowledge. The limitations of the 

Norwegian study were participant’s exclusive ethnicity and avoidance of directly asking if they 

were lonely. There was an emphasis on the need for health professionals to adopt an approach 

that will examine “the person’s life situation” which appreciates the individual’s particular 

orientations before instigating group activities as the studies done on particular interventions 

fail to differentiate the levels of loneliness being experienced; whether it was severe or less 

severe (Hauge et al, 2012, p. 558).  Highlighted in the findings was that the “burden of 

loneliness varies” in people. Those that manage the experience of loneliness do so through 

personal resolve and with the help of family and friends. Even though this experience of 

loneliness remains painful it is managed by the person and is classified as a less severe 

experience of loneliness. The experience of severe loneliness in older people requires support 

from health professionals or others as the individual becomes unable to cope with the 

experience personally (Hauge et al, 2012, p. 558). Recent census points to an increase in  ³65 
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age group nationally which will challenge existing services and demand dynamic creative 

strategies to support the wellbeing of this population. 

National Census Figures indicate a Specific Rise in Population 65 years and over: 

“This age group saw the largest increase in population since 2011, rising by 102,174 to 

637,567, a rise of 19.1%.  The census recorded 456 centenarians, an increase of 17.2% on 

2011.  Over half a million or 577,171 in this older age group lived in private households, an 

increase of 19.6%, while those in nursing homes increased by 1,960 to 22,762” (CSO, 2016) 

 

Table 1: Population 2011 to 2016 (Number) by County and City, Sex, Age Group and 

Limerick City and County  2016 

65 - 69 years 9,298 

70 - 74 years 7,103 

75 - 79 years 5,004 

80 - 84 years 3,363 

85 years and over 2,650 

 

Table 1 outlines the Total Population of Limerick City and County (between 65 and 85 years 

and over) recorded by the Central Statistics Office 2016 Census is estimated to be 27,418. 

(Central Statistics Office, 2018) 
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1.3 OLDER ADULT DAY-CARE SERVICE.  

“A day care service offers communal care, with paid or voluntary care givers 

present, in a setting outside the user’s own home. Individuals come or are 

brought to use the services, which are available for at least 4 hours during the 

day, and return home on the same day” (Tester, 2001 p. 37)) 

“Adult day care services support the social, health, nutritional, and daily living 

needs of adults in congregate settings during daytime hours” (Anderson et al, 

2012, p. 1)). 

Adult day-care service first emerged during the 1940’s in U.S.A. as an extension of the 

psychiatric services for patients in the community and later expanded into services that would 

provide day-care for geriatric patients in the 1950’s. Similarly, in the U.K. day-care service 

emerged alongside legislation which promoted the local authority provision of day-care for 

people of official pensionable age, and also for people with disabilities aged between 18 and 

64 (Manthorpe et al, 2014). These would flourish as a result of the focus on the ‘de-institutional 

movement’ of the 1960’s era with an emerging international acceptance that day-care services 

reduce the hospital and residential requirements of older adults (Fields et al, 2014, p. 131).   

It is anticipated that the world’s older adult population will continue to increase, with U.S.A. 

expectations of an increase from its 40 million older people in 2010 to 55 million by 2020 

(Anderson et al, 2012). There is an increasing parallel demand noted to develop strategies to 

cater for older adults and it is proposed that the provision of day-care services will permit 

people who are functionally limited to access care on a regular basis while living at home in 

conjunction with the provision of respite for their caregivers (Anderson et al, 2012).  

However, recent U.K. research demonstrated trends that may see day-care services reduced 

due to the emergence of what was described as ‘personalisation or consumer-directed care’, 
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with older people choosing to spend money on alternative forms of care (Manthorpe and 

Moriarty, 2014, p. 352). Trends for this consumer-directed care are currently evident in the 

proliferation of the various private care agencies that advertise the provision of tailored care to 

meet the individuals needs in their own homes.  

The description of OADS has been viewed under the headings of social and medical models. 

The social model focuses on the psychosocial needs of the person with an emphasis on 

promoting wellbeing through social interaction and social activities. In the medical model the 

provision of more specialised health professional skills have been made available. The current 

climate has seen an integration of both models and a concomitant increase in the numbers of 

allied health professionals being employed to support the combination of social and medical 

services (Anderson et al, 2012).  

The effectiveness of OADS was examined through a review of relevant literature for the period 

from 2000 to 2011 where the literature chosen for review focused on studies highlighting; 

caregiver outcomes, participant outcomes and health care utilization related to attendance at 

OADSs (Fields, et al 2014). Studies have shown that particular interventions such as 

horticultural therapy and green farm involvement promote active and passive engagement in 

older adults (Jarrot and Gigliotti, 2010; Bruin et al, 2009). The generalisability of these results 

is reduced due to the small sample sizes used for the studies (Fields et al, 2014).  

Also, highlighted were art and music therapy as effective interventions for service-users who 

have dementia (Rentz, 2000; Jennings and Vance, 2002). Attendance at adult day-care service 

point to the experience of improvements in physical and emotional problems of its service-

users (Schmitt et al, 2010). Increased longevity in the world’s population has an associated 

increase in the prevalence of dementia. The incidence of dementia in China and India is 

predicted to rise by 300% by 2040 (Macdonald and Cooper, 2007). Health care systems are 
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being challenged to become creative in the development of strategies to provide holistic care 

that will meet the needs of people that are living longer, often alone, struggling with co-

morbidities and cognitive impairment. The psychosocial wellbeing of older clients was also 

studied and findings point to the positive impact attendance at OADS has on that dimension of 

the individual attendees (Dabelko-Schoeny and King, 2010). This study used a qualitative 

cross-sectional design and the findings focused on related psychosocial wellbeing with 

reference made to social interaction, empowering relationships and participation and 

satisfaction experienced (Dabelk-Schoeny and King, 2010).  

A case study done in Israel examined the experience of loneliness in a group of 817 older 

people. There were 417 users of OADS from 13 day-care facilities in southern Israel who were 

compared with 400 of their peers who were non-users of day-care. The findings of the study 

showed that all of the participants experienced moderate to severe levels of loneliness and there 

was no difference in the levels of loneliness between users and non-users of OADS (Lecovich 

and Biderman, 2012). The fact that there was no difference noted in the two groups is 

significant and points to loneliness being a pernicious societal issue that requires attention. 

 Recommendations for further quasi-experimental and longitudinal research designs that 

explore the causal relationship between attendance at OADS and loneliness levels was 

highlighted as outcomes of the study (Lecovich and Biderman, 2012). Similarly, a proposed 

focus on the interventions that are most effective within OADS to promote the general 

wellbeing of service users in the most cost effective way was highlighted as a critical issue for 

further research (Fields et al, 2014). 
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1.4 PASTORAL CARE  

There is a paucity noted in research on pastoral care effectiveness in the area of old age health 

and well-being. Particular research in mental health care in old age highlighted a deficit in 

research on pastoral care effectiveness (Kelleher et al, 2011). Also, there is an established 

scarcity in research done that specifically focuses on the effect of pastoral care intervention on 

loneliness (Wilkes, et al 2011: Hauge et al, 2012).  In addition, Marche (2006) has highlighted 

the need to promote specific models of pastoral care to accommodate the burgeoning multi-

faith recognition of older people with mental health disorders. The concept of pastoral care was 

explored in one study which determined that the pastoral care practitioner was to be perceived 

as someone who adopts the role of ‘spiritual guide and confidante’, while providing emotional 

and practical support for people and their families within trusting relationships (Wilkes et al, 

2014, p.213). There is general agreement that pastoral care is a required element of a holistic 

health care approach that supports the wellbeing of patients which is evident in the emotional 

and behavioural improvements noted in people with dementias who receive spiritual care 

(Mowat, 2010; Goh et al, 2014; Ballard and O’Brien, 2001; Killick and Allan, 2001; Lawrence, 

2003; Shamy, 2003; Koenig et al, 2004).  

The remit of pastoral care in health care settings was described as one that responds to the 

spiritual needs of patients and their families respecting all spiritual orientations (Goh et al, 

2014). One definition of the term spirituality that extrapolates spiritual needs is: “Spirituality 

is the orientation of the whole person to what he or she holds deepest” (Kavanagh et al, 2006, 

p.7). The current focus on respect for diversity that pastoral care demands is understood as the 

provision of support for each individual’s spirituality, always amplifying it rather than 

imposing influence upon it: 

“One of the most helpful things that therapy can do with regard to spirituality is not to 

change a client’s view but to amplify it or bring it into sharper focus so that the client 
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may scrutinize it more carefully and decide whether it truly fits the individual 

circumstance of life” (Cornett, 1998, p. 38). 

In one Australian study the patients admitted to an acute psychogeriatric ward during a 16-

month period were reviewed by utilizing a retrospective audit of medical records. This 

particular mental health unit had applied the “integrated model of pastoral care” and the study 

evaluated its effectiveness (Goh et al, 2014).  In this model, the pastoral care practitioner was 

part of the multi-disciplinary team who attended meetings where each patient was discussed 

and medical and social information was shared and care plans formulated.  All the data 

regarding various interventions made by the pastoral care team was collected by using the 

“coding framework (WHO ICD-10 International Statistical Classification of Diseases and 

Related Health Problems” (Goh et al, 2014, p. 130). The results demonstrated the levels of 

specific interventions implemented by the practitioners. Pastoral care assessment was the most 

frequently performed activity achieving a 66% occurrence rate. Pastoral assessment was 

performed by the practitioner through a ‘pastoral encounter’ with the patient where information 

about the spiritual needs of the person were recognised and recorded (Goh et al, 2014, p. 132). 

Pastoral ministry which involves pastoral introduction and conversation that supports the 

individual emotionally and spiritually counted for 33%. A further 10% of participants availed 

of ritual and worship interventions. Specific services including, ‘counselling, crisis and grief’ 

constituted only 1%-4% of all pastoral interventions in this target group (Goh et al, 2014, p. 

131). 

 A limitation of this study lies in the fact that the degree of the participant’s mental illness was 

not considered and their capacity may have been limited in expressing a desire for pastoral care 

when offered. Also noted were a large volume of “missing or don’t know” replies which may 

reduce the reliability of the results. In addition, satisfaction data regarding specific pastoral 

care interventions was not collected from families and participants (Goh et al, 2014, p.132). A 
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recommendation was made for further research which will provide “context-specific 

information” that will equip pastoral care practitioners for “specialized” health care 

environments was made (Goh et al, 2014, p. 133). Also, embedded in this study was the 

recognition of the need to integrate the pastoral care practitioner into the multidisciplinary 

team. This strategy was proposed with an expectation that it might enhance the holistic 

approach to care.  However, there is clear reference made to a deficit in defining the role of 

pastoral care practitioners alongside a paucity in the availability of pastoral care service for 

older patients who have mental health issues and their families (Goh et al, 2014, p. 133).  

Professor W.M.Clement’s work focuses on the pastoral needs of the older person who he 

describes as living at the “edge of experience” (Clements, 2002, p. 408). Here, there is an 

appreciation of the notion that the older person may have to come to terms with personal 

changes where independence may be reduced or transformed into dependence and also noted 

was a recommendation that pastoral care practitioners support the older person during this 

difficult transition (Koppel, 2011). The development of creative pastoral strategies that adopt 

measures to promote positive wellbeing in older people requires an innovative approach to 

practice. This was demonstrated in studies that researched the adoption of animal companions 

in pastoral care programs which found that assisted animal therapy reduced loneliness levels 

in older people significantly (Kanamori, et al, 2001; Banks and Banks, 2002). 

Further support on the benefits of pet ownership on reducing loneliness in older people who 

live alone was examined in a study done by Stanely et al, (2014). Data was collected utilizing 

a cross-sectional survey of 830 primary care patients who were ³60. The findings indicate that 

pet ownership may reduce feelings of loneliness for older men and women alike. The researcher 

proposed that “pets may buffer against feelings of loneliness in various way”, Social 

connectedness needs of the person may be addressed partially by owning a pet and the 

dependence of a pet promotes “sense of worth and responsibility for another living being” 
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(p.397). This idea corresponds with research on human interaction where a person provides 

support for others rather than receiving it, consequently, this action bestows more health 

benefits on the person (Brown, Nesse, Vinokur, and Smith, 2003). Also, the “behavioral 

activation” evident in walking the pet or trips to the veterinary surgery which result in more 

mobilizing and more social interaction concur with previous studies that highlight the benefits 

to overall health of pet ownership; (Cutt et al, 2007; Allen et al, 2002; Friedmann and Thomas, 

1995; Siegel et al, 1999; Brown and Rhodes, 2006). In addition, there is evidence to suggest 

that pet owners are less likely to call on their GP’s (Siegel, 1990).  

However, research also highlights harmful elements of pet ownership where a mismanagement 

can result in the older person prioritizing their pet’s wellbeing over personal wellbeing 

evidenced in pet expenses being prioritized over  personal essential requirements. This problem 

was recognized and addressed recently by the organization Meals on Wheels Association of 

America who instigated the “We All Love Our Pets” (WALOP, 2012), where meals are 

provided for the pets of those considered at risk (Stanley et al, 2014, p.397).  Other pertinent 

issues that require consideration regarding pet ownership reducing loneliness are bereavement 

of both pet and its owner (McNicholas and Collis, 2006). However, further research done in 

Queens’ University in Belfast where the health benefits of dog ownership were examined and 

findings indicated that “dog owners enjoy a longer and healthier life than the rest of the 

population” recognise the potential that animal companionship holds for older people living 

alone (Monaghan, 2018). Pastoral care practitioners need to be open to new and creative 

pastoral care models that are cognisant of current research and be prepared to adopt strategies 

that improve the quality of the pastoral encounter that is based on evidence based findings. 

A cognisance of the importance of current technology as a tool to be applied creatively could 

inform pastoral activity in the future when addressing the demands made on practitioners who 

are faced with responding to society’s current loneliness problem.  In a recent literature review 
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of 25 publications, “the effect of information communication technology interventions on 

reducing social isolation in the elderly” was examined, recognizing social isolation as a “focus 

area for policy and practice” (Chen and Schulz, 2016). The results of this review indicated that 

information communication technology “was consistently found to affect social support, social 

connectedness, and social isolation in general positively”, however, the results for loneliness 

were inconclusive” (Chen and Schulz, 2016, p.1). The four ways in which information 

communication technology impacted positively were identified as, “connecting to the outside 

world, gaining social support, engaging in activities of interest, and boosting self-confidence” 

(Chen and Schulz, 2016). 

 The overall conclusion presented in the research is that “information communication 

technology could be an effective tool to tackle social isolation among the elderly. However, “it 

is not suitable for every senior alike” (Chen and Schulz, 2016). Concomitantly the researchers 

highlight the specific challenges that information communication technology present for the 

elderly in relation to spatial, social, cognitive capability, eyesight, and general physical 

limitations that may occur in old age that might reduce a person’s suitability for engaging with 

specific technology. The importance of a “tailor-made training” approach for older persons in 

information communication technology was forwarded (Chen and Schulz, 2016). Aspects of 

this type of approach would focus on provision of appropriate “setting, procedure, materials, 

timing, and instructors style and attitude”, all considered essential to maximize the benefits of 

information communication technology in reducing social isolation (Chen and Schulz, 2016). 

The limitations of the study highlighted the fact that the information communication 

technology interventions tested were one-time trials with limited numbers of participants 

involved which reduced the possibility of generalizability. In addition, it was also highlighted 

that the review focused on the use of the computer and the internet and we are reminded of the 
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fast-dynamic nature of technology development and the continuous need for further 

examination of new developments (Chen and Schulz, 2016).  

In research done by Bouwman et al (2017), an online adaptation of the friendship enrichment 

program FEP was examined as an intervention to alleviate loneliness.  In the online FEP three 

specific strategies for coping with the experience of loneliness were presented:  

“network development, adapting relationship standards, and reducing the importance 

of the discrepancy between actual and desired relationships” (Bouwman et al, 2017, 

p.793). 

 In this study 239 participants who were aged 50-86 had loneliness levels measured on four 

occasions throughout the program utilizing a multi-item scale. In conjunction with this, 

participants were also asked a single direct question to measure loneliness on different days 

while participating in the FEP program. It was noted that the loneliness scores ascertained from 

the multi-item scale showed a reduction in loneliness throughout and post the program while 

the single direct question on loneliness produced ambiguous results. The overall conclusion of 

the study indicated that online FEP reduced loneliness in general (Bouwman et al, 2017). The 

researchers highlight limitations of internet intervention use to alleviate loneliness. There is an 

indication that deficits in training people in computer skills to promote online contacts exists 

(Choi, Kong, and Jung, 2012; Seepersad, 2015). Knowledge limitations in computer skills can 

also reduce online involvement with email, chat rooms, and forums, all of which are tools for 

reducing the experience of loneliness (Horgan, McCarthy, and Sweeney, 2013; Seepsersad, 

2015; Stewart, Barnfather, Magill-Evans, Ray, and Letourneau, 2011).  

 Other perceptions of pastoral care highlight the counselling dimension involved. Streets 

(2014) suggests that the nature of the dynamic of pastoral counselling is that “the pastoral 

counsellor see the counselee as the pastoral counsellor’s teacher”, always aided by “displaying 
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a not knowing stance”, when presented with an account of a client’ s suffering (Street, 2014). 

This mirrors Irvan Yalmon’s ‘reverence for uncertainty’  when presented with an individual’s 

human dilemma.  Streets (2014) also reminds us that “a conversation between two people can 

affect their quality of life” and further qualifies this by citing, “a conversation can be crucial 

because it can be transformative” (Patterson et al, 2002). These reflections demonstrate the 

broad lens required to grasp insights into the various elements of the pastoral remit. 

1.5 CONCLUSION 

In this literature review the prevalence of loneliness in older people was examined alongside 

the impact that attending an OADS can have on older people’s wellbeing. Also, affirmed was 

the positive impact that a pastoral care service can have on the emotional and spiritual 

dimensions and the mental health of older people. The literature demonstrated the gap that 

exists in measuring the effectiveness of pastoral care interventions in specific contexts. This 

conclusion supports the need for further quantitative research to be done in areas like OADS 

where the pastoral care experience of older adult attendees can be examined by focusing on the 

relationship, if any, between their self-reported loneliness levels and their experience of 

pastoral care. The procurement of more evidence-based information can direct the development 

of pastoral care models that can focus on reducing loneliness in older people attending OADS. 

In a recent interview, Professor Rose Ann Kenny, neuroscientist and gerontologist, and one of 

the main protagonists of Tilda, the longitudinal study on ageing in Ireland reflected; 

“Year on year, the Irish are living by an average of three months per year longer, and 

some could live up to 120 years”, and continued to say, “There are statistics to show 

that the first person who will live to 120 has already been born” (Monaghan, 2018). 

 The result of the 2016 national census has identified a 20% increase since 2011 in the 

population in the age group ≥65 years. This statistic presents new challenges to existing 
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services in areas that seek to promote the wellbeing of this increasing section of society. Also, 

embedded in this research is the desire to highlight possible deficits in what is already available 

to members of the targeted population particularly regarding the knowledge that service 

providers possess in relation to the state of loneliness. This research may also operate as a 

catalyst for pastoral appreciation, exploring current understanding of what pastoral care 

involves.
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2.1 BRIEF INTRODUCTION 
	

It was important that the researcher establish a conceptual framework through the application 

of an appropriate research design so that the relationship between self-reported levels of 

loneliness and the experience of pastoral care in an OADS setting could be examined. The 

application of a specific method and design provided a systematic approach to observing any 

correlations that may exist between self-reported levels of loneliness and the experience of 

pastoral care in older adult day care attendees. Embedded in this research question was the 

quest to identify specific interventions that may reduce loneliness levels in members of the 

population who are ≥ 65 years of age, particularly focusing on pastoral care under the headings 

of experience of pastoral care, knowledge and preparedness to avail of pastoral care. It is 

suggested that the ‘overarching goal of research’ is to reach ‘valid outcomes’ which are 

established by applying the appropriate scientific method. Validity is understood as the ‘extent 

to which the outcome accurately answers the stated research questions of the study’ (Edmonds 

and Kennedy, 2015, p.3). Creswell (2014) identified three research approaches; qualitative, 

quantitative and mixed methods. He points to an appreciation of qualitative and quantitative 

research approaches in terms of them occupying different ends of a continuum, with research 

sometimes deemed more quantitative than qualitative or alternatively, more qualitative than 

quantitative. He surmises that the mixed methods approach should be viewed as situated 

somewhere in the middle of this continuum as it consists of elements of both quantitative and 

qualitative approaches. Creswell (2014)  highlighted an understanding of qualitative research 

describing it as: 

 “Qualitative research is an approach for exploring and understanding the meaning 

individuals or groups ascribe to a social or human problem. The process of research 

involves emerging questions and procedures, data typically collected in the 
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participant’s setting, data analysis inductively building from particulars to general 

themes, and the researcher making interpretations of the meaning of the data. The final 

written report has a flexible structure. Those who engage in this form of inquiry support 

a way of looking at research that honors an inductive style, a focus on individual 

meaning, and the importance of rendering the complexity of a situation” (Creswell, 

2014, p.32)   

 In choosing a particular approach for this study, consideration was given to the 

recommendation made that ‘the method selected matches the question that is asked’ 

(Patton,1999). The research style adopted can be described as applied research or practical 

research which “includes scientific investigations conducted to generate knowledge that will 

directly influence or improve clinical practice” (Grove et al, 2015, p. 35). The scientific method 

applied in this study specifically utilized a quantitative approach which has been defined as;  

“a formal, objective, systematic process in which numerical data are used to obtain 

information about the world’ (Grove et al, 2015, p.19).  

 Embedded in this approach is the concept ‘that cause probably determines outcome and that 

ideas can be reduced into small sets of variables for testing’ (Cresswell, 2014). 

 

 

 

 

 



24	
	

2.2 TABLE OF VARIABLES      

 

Table 2: Table of Variables 

Location 

Age 

Gender 

Partnership Status 

Living Arrangements 

Do you know what Pastoral Care is? 

Do you have Experience of Pastoral Care? 

Would You avail of Pastoral Care if offered 

Do You have a pet? 

Are You Computer Literate? 

How Often Do you use the Computer to communicate with others 
on Skype, Facebook or Email 

Are you being treated for a health condition 

How often do you feel you lack companionship 

How often do you feel left out? 

How often do you feel isolated from others? 

Total Loneliness Score 

Revised Loneliness Categories 

 

The variables identified in this study are presented in Table 2. The independent variable is 

described as location in the table and refers to attendance at OADS.  

 “Independent variables are those that (probably) cause, influence, or affect 

outcomes. They are also called treatment, manipulated, antecedent, or predictor 

variables” (Creswell, 2014, p.84).  

The dependent variables identified on this table are, experience of pastoral care and loneliness 

level scores.  
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“Dependent variables are those that depend on the independent variables; they are the 

outcomes or results of the influence of the independent variables. Other names for 

dependent variables are criterion, outcome, effect, and response variables” (Creswell, 

2014, p. 84). 

 In addition to the identified independent and dependent variables are control variables and 

confounding variables. “Control variables play an active role in quantitative studies. These are 

a special type of independent variable that researchers measure because they potentially 

influence the dependent variable. Researchers use statistical procedures (e.g., analysis of 

covariance [ANCOVA]) to control for these variables. They may be demographic or personal 

variables (e.g., age or gender) that need to be “controlled” so that the true influence of the 

independent variable on the dependent can be determined” (Creswell, 2014, p.85).  

The control variables in the descriptive statistical table consist of personal demographic 

questions regarding age, gender, partnership status, living arrangements and number of health 

conditions.  The remaining confounding variables consist of questions that were included  to 

expound the research topic and included a question on knowledge and preparedness to avail of  

pastoral care, pet ownership, computer literacy and computer use. Creswell (2014) suggests 

that the influence these confounding variables have “cannot be directly detected”, however, he 

recognizes that,  

“these variables may have operated to explain the relationship between the independent 

variable and dependent variable, but they were not or could not be easily assessed”  

and he recommends that their influence be discussed when the study is concluded (p.85). 

A quantitative non-experimental method was deemed suitable by the investigator on the 

grounds that this method will ‘‘focus on examining variables as they naturally occur in 

environments and not on the implementation of a treatment by the researcher’ (Grove, et al, 
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2015, p.212). The professional-identity of the investigator influenced the choice of research 

method as ‘most of the studies conducted in nursing have used quantitative research methods’, 

the investigator was familiar with this method and comfortable with its application (Grove, et 

al, 2015, p.19).  Also, it was felt that the numerical statistical data attained through applying a 

quantitative methodology in the study would provide ‘simple visual representations’ of 

relationship, if any, between variables, which would assist the investigator in delivering 

educational presentations to various disciplines involved in care of the older person (Tappen, 

2011, p.303). 

2.3 RESEARCH DESIGN 

Research design has been described as “the logical sequence that connects the empirical data 

to a study’s initial research questions and, ultimately, to its conclusions” (Yin, 2003, p. 20). 

The quantitative rubric applied in this study is non-experimental, also referred to as descriptive 

quantitative. The study adopted a correlational(observational) approach with an explanatory 

design where relationships between variables were examined in a sample population. A 

questionnaire survey technique was utilized which accommodated the inclusion of a 

psychometric instrument known as the 3-Item UCLA Loneliness Scale to measure loneliness 

levels alongside additional demographic and specific questions included to elucidate on the 

topic being researched. The survey is considered the most common form of nonexperimental 

descriptive research and is utilized in conjunction with random selection where the aim is to 

achieve external validity (Edmonds and Kennedy, 2017, p. 133). An additional feature of the 

survey approach that impacts on the validity of the outcome is the response rate with a 

recommended response rate of a minimum 80% to allow the investigator to generalize findings 

(Finchman, 2008). An advantage of utilizing the survey approach is its cost effectiveness and 

its adaptability for large samples.   
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Another distinctive feature of the descriptive correlational design is that it aims to identify 

interrelationships that may exist in the study situation where the investigator does not 

endeavour to ‘control or manipulate the situation’ in any way, cultivating unbiased findings 

(Grove et al,2015, p. 218). 

 In addition, the study was cross-sectional, thus introducing a time element into the overall  

strategy where the data collection occurred at ‘one point in time’ (Groves et al, 2015, 212.) 

Adopting this cross-sectional design approach accommodated the investigator by reducing 

research hours which promoted greater cost effectiveness and minimised the possibility of bias. 

The management of data included the collection of the survey questionnaires and the analysis 

of their content. This was achieved through the investigator personally inputting the collected 

data into the SPSS software for statistical analysis, directly after their collection.  The 

investigator remained cognizant of the required security assured to those who participated in 

the study, protecting participant’s anonymity through adopting a numerical database system 

and destroying the questionnaires post input into the database. SPSS software was chosen as 

the recommended system for quantitative analysis in the ICHAS academic environment. In 

synopsis the overall method used for the study was quantitative, nonexperimental, cross-

sectional, correlational, probability survey with an explanatory design that applied a 

predetermined instrument and utilized SPSS software for statistical analysis. 

2.4 ETHICAL REQUIREMENTS 

The ethics involved in the practice of research have been defined as “the norms for conduct 

that distinguish between acceptable and unacceptable behaviour” (Resnick, 2007, p. 1). The 

emergence of standards of conduct for human research are based on the three ethical principles 

which are; “Respect for person, Justice, Beneficence and Nonmaleficence” (Tappen, 2011, p. 

173). The fundamental feature in delivering the ethical principles of research revolve around 
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the concept of informed consent. The concept of informed consent within the medical arena 

was explored by one author who identified the three necessary prerequisites; provision of 

adequate information regarding proposed treatment and alternative treatments, assurance of no 

deception in attaining consent and the patient must be deemed competent to grant or refuse 

consent (Scally, 2001, p.62). The same author also proposed that,  “good ethics depend on good 

facts” (Scally, 2001, p. 77). The investigator provided information letters in conjunction with 

the survey questionnaires that extended an invitation to participate in the study to all members 

of the selected population that met the exclusion/inclusion criteria. 

 These information letters operated as vehicles for informed consent providing full disclosure 

about the identity of the investigator, ethical approval, purpose, aim and procedure of the study 

while also providing a written assurance that a refusal to participate would in no way affect the 

person’s right to engage in the services of OADS. The confidentiality aspect of the study was 

highlighted in the information letter, with the assurance that all data would be anonymized 

through a numerical encryption system. Further written assurance that the investigator would 

immediately input the collected data in the SPSS software and destroy the questionnaires 

supported the ethical principle of respect. Please see the information letter in Appendix (G).  

An understanding of respect for persons points to supporting the personal autonomy of the 

person with all decision making. The concepts of beneficence and nonmaleficence was 

expounded by Trappen (2011) when she pointed to the responsibility of the researcher to be 

committed to doing no harm and operating in a way that the study design will reduce risks to 

participants and optimize benefits for its participants. The principle of justice relates to the 

democratic distribution of research where the historic uneven application of research is 

avoided. It is recommended that the researcher would aspire to conduct research with an ethos 

of fair distribution that will support a balance between benefit and burden for its participants 

(Tappen, 2011, p. 174). This principle was promoted  during the study by applying a simple 
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random sampling technique, which afforded probability, and also by applying 

inclusion/exclusion criteria that protected vulnerable people who were cognitively impaired. 

2.5 ETHICAL APPROVAL 

The investigator initially sought ethical approval from the University Hospitals Limerick 

Ethics Committee, identifying the location for the study as Milford Day Care OADS in the 

Standard Application Form for the Ethical Review of Health-Related Research Studies, which 

are not Clinical Trials of Medicinal Products for Human Use as defined in S.I. 190/2004. This 

research proposal received approval from the committee and can be viewed in Appendix (H). 

The investigator then sought an amendment to the original study proposal to allow her to 

conduct her research in Dromcollogher Day Centre (OADS) and Cloverfield Day Care 

(OADS). Approval for the proposed amendment was attained from the University Hospitals 

Limerick Ethics Committee and can be viewed in Appendix (I). 

2.6 PURPOSE OF AMENDMENT TO STUDY  

Following discussion with the Academic Supervisor the investigator explored several avenues 

to improve the quality of the study proposed. Several issues were highlighted regarding the 

proposed location for the study and sampling technique in the initial research proposal that 

could be improved upon. It was initially proposed to conduct the study in the work place of the 

investigator and utilize a nonprobability convenience sampling technique. The limitations of 

applying a convenience sampling technique were considered as providing,  

“little opportunity to control biases; subjects are included in the study because they 

happen to be in the right place at the right time” (Grove et al, 2013; Kerlinger and Lee, 

2000).  
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However, it is also highlighted that the convenience sample “is acceptable when it is used with 

reasonable knowledge and care in implementing a study” (Grove et al, 2015, p. 264).  

Additional aspects that make convenience samples appealing are their cost effectiveness and 

the accessibility of the population for the investigator. A particular negative feature in the 

convenience sampling technique is the need to have large samples so that the study can enhance 

representativeness.  

Representativeness describes the level of likeness, in as many ways as are conceivable, 

between the following; the sample, accessible population and target population. (Groves, 

2015). The investigator chose to seek approval for an amendment to the research proposal 

identifying Dromcollogher Day Care and Cloverfield Day Care as the new locations for the 

study.  These were chosen by utilizing a simple random sampling technique. The adoption of 

a simple random sampling technique introduced probability to the study which had an 

immediate positive impact because of its strength in representativeness of the target population 

(Grove et al, 2015, p.258). In addition to the location change the investigator altered the 

presentation of informed consent. Consent would be incorporated into the information letter 

instead of being a separate consent form in the amended proposal. Attaining the amendment 

promoted the overall representativeness of the selected sample and thus improved the 

investigators prospects of generalizing the findings of the study. 

2.7 TIME SCALE  

This research study was conducted to satisfy the dissertation requirement for a two-year 

Masters programme in Counselling and Pastoral Care at the Irish College of Humanities and 

Applied Sciences, for completion by August 2018. The research proposal indicated that the 

investigator intended to have collected and installed all the data in the SPSS software database 

by the end of January 2018. The collection of the survey questionnaires and their insertion into 
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the database was achieved by the investigator before the cited date. The cross-sectional design 

of the survey meant that the survey questionnaires were distributed at one point in time at each 

study location and collected by the investigator from sealed collection boxes from each centre. 
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3 PROCEDURE 
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3.1 SAMPLING 
	

In exploring the relationship between self-reported levels of loneliness and the experience of 

pastoral care in older adults in day care settings the investigator sought to adopt the best 

possible sample for the study. The process of determining the parameters of a sample were 

explored by (Tappen, 2011, p.103) when she adopts the view forwarded by Morse, “Sampling 

involves decisions about who or what will be tested, observed, or interviewed in your study” 

(Morse, 2007). The particular focus for sampling is establishing who will be included and not 

included in the study. This is achieved through the application of particular protocol such as 

inclusion criteria and exclusion criteria. Applying these combined criteria along with the 

available sample size will ultimately define the eventual sample for a study.  Research has seen 

the development of sampling theory that establishes the best strategies to accurately determine 

a sample that will reflect the population that is being studied (Grove et al, 2015, p. 250). In 

quantitative research the focus is to obtain the sample from the accessible population with the 

aim of being able to generalize the research findings “from the sample to the accessible 

population and then more abstractly, to the target population” (Groves et al, 2015, p. 250).  

3.2 EXCLUSION/INCLUSION CRITERIA PROCESS  
 

Table 3: Exclusion/Inclusion Criteria Process 

Inclusion Criteria Exclusion Criteria 

Older Adult ≥ 65 years  < 65 years 

In Attendance at an OADS in the chosen sites 

from those listed by the HSE in Limerick 

City and County. 

 

Oriented to Person, Time and Place. Not orientated to Person, Time and Place. 

Literate Not Literate. 
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3.3 INCLUSION CRITERIA 

The inclusion criteria for this study required that the participants are orientated to time, place 

and person to ensure that participants comprehended the questions in the survey questionnaire. 

Alert and oriented criteria were expected to ensure that participants possessed awareness of 

self, those around them, location and time so that completion of the questionnaire was not 

beyond their cognitive abilities. (Alzheimer Society, 2013). Also, age criteria and attendance 

at an OADS adhered to the proposed study question. Literacy was also essential for 

participation in the study. 

3.4 EXCLUSION CRITERIA 

 The exclusion criteria were designed to ensure that members of the sampling frame that were 

not orientated to person time and place due to some cognitive impairment would not be invited 

to participate in the study which was consistent with the ethical principle of non-maleficence 

by protecting persons who have reduced cognition. Also, when distributing the information 

letters and questionnaires, the investigator was guided by local management regarding any 

cognitive impairment in members of the sample frame  so that the exclusion criteria could be 

implemented. The application of these inclusion exclusion criteria streamlined the selected 

sample and produced the actual sample that participated in the study. The difference between 

the selected sample and the actual sample can be used to establish the overall response rate. 

3.5 RESPONSE RATE 

This is an important feature of the sampling process as a response rate that is deemed too low 

can reduce the overall quality of the study and render the results invalid (Gliner and Morgan, 

2000).  It is recognized that the response rates in the survey approach can be as low as 15% to 

20% and ‘external surveys and internal workplace surveys’ are viewed as achieving better rates 

(Edmonds and Kennedy, 2017, p. 134). The survey applied in this study was an external one 
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and achieved 76% response rate. The recommended response rate suggested in Edmonds and 

Kennedy (2017)  was 80% and not less than 60%, so that the researcher can generalize findings 

to the target population.  

3.6 CALCULATE THE RESEARCH SURVEY RESPONSE RATE 

	

Target Population = 735:  This number represents all those attending the HSE listed OADS in 

Limerick City and County. 

Accessible Population = 154: This is the total number of persons attending the chosen study 

sites. 

Actual Sample Size No = 117:  This number is the actual sample size calculated when the 

inclusion/exclusion criteria was applied in both study sites. Overall, there were 13 people  

excluded due to cognitive impairment, 14 people declined the invitation to participate and 10 

people were missing on the day the study was undertaken. An overall figure of 37 people in 

the accessible population did not participate in the study. 

Percentage of Accessible Population that responded: 

117
154×100 = 76% 

 

Response Rate = 76% 

(This result is well within the desired response rate rage for generalization of findings) 

(Edmonds and Kennedy, 2017). 
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3.7 SIMPLE RANDOM SAMPLING 

A simple random sampling technique was applied in this study to endeavour to afford all 

members of the target population an equal opportunity of being selected for inclusion in the 

sample studied. Adopting this type of probability sampling aims “to allow one to make 

statements about a population of interest without actually obtaining data on all people in that 

population” (Pedulla and Airasian, 1980, p. 807). The sampling frame for this study came from 

a cohort of people who attend OADS’s throughout Limerick City and County and it is hoped 

that a generalization may be made on findings to extend to other members of the target 

population who share similar characteristics (Fowler,2002, p.6). The investigator mined 

specific data regarding the number of OADS’s in Limerick City and County from an online 

HSE web page which presented a booklet signposting a wide range of services entitled; 

INFORMATION AND SERVICES FOR OLDER PEOPLE ACROSS LIMERICK 

(HSE,2018). The investigator contacted the managers of these OADSs by phone to establish 

the overall number of people that attend each day-care centre. (numbers reflect April 2018 

figures) 
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3.8 LIST OF OLDER ADULT DAY CARE SERVICES 
Table 4: List of OADS 

Name of Older Adult Day Care Service (Limerick City and 

County) 

Number of Attendees  

St. Itas’s Day Care Centre, Abbeyfeale. 70 

Our Lady’s Day Centre, Ballylanders 45 

Broadford Day Centre, Broadford, Newcastlewest 20 

Cappamore Day Centre, Cappamore 39 

Milford Care Centre, Castletroy 171 

Drombanna Day Centre, Drombanna 35 

Dromcollogher Day Centre, Dromcollogher 70 

Cloverfield Day Centre, Glin 84 

St. Munchins’ Centre, Kileely 38 

Dawn Court Day Centre, Killmallock 50 

The Good Shepherd Day Centre, Pennywell Rd, Limerick 63 

The Desmond Ability Centre, Gortboy, Newcastlewest 50 

  

Total Number of OADS Attendees 735 

 

3.9 SAMPLE SIZE CALCULATION 

 “In quantitative studies sample size is estimated numerically, based upon either the desired 

significance level or confidence intervals” (Tappen, 2011, p. 112). The significance level P 

points to the “probability that a result is significant, usually at the .05 or .01 level” (p.114). 

Confidence interval (margin of error) denotes the “estimated range within which the true 

difference between the means lies”, and it is suggested that a 95% confidence interval be 

generally employed (p.114). If the actual sample size was (n) = 117, the confidence interval 

was calculated using an online survey calculator and estimated to be 8.31 see appendix C. 

Consideration was given to the elimination of bias due to the possibility of the subjects 

experiencing social desirability if randomly selected from Milford Care Centre OADS as the 
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investigator is part of the nursing staff there.  It was thought that the older adults attending this 

centre may feel obligated to participate favourably and therefore it was deemed necessary to 

exclude this centre from the simple random sampling technique in order to reduce bias and 

support the overall rigor of the findings.  The concept of social desirability may present 

problems with bias in self-reports such as in the 3-Item Loneliness Scale where people may 

report erroneously on subjects which are deemed to be sensitive topics.  It is suggested that this 

inaccurate reporting is caused by “both self-deception and other-deception” which may affect 

the validity of experimental and survey research (Fisher, 1993). 

The remaining eleven OADS  centre names were placed in a hat and two centres were randomly 

chosen from the hat. Table 4 outlines the OADS in Limerick City and County, highlighting 

Milford Day Care in red to illustrate it’s exclusion from the simple random sampling process. 

The decision to pick only two centres was based on the limitations of the investigators time 

and resources where demands would be made to distribute questionnaires and collect data from 

the chosen centres. The investigator deemed two centres sufficient to achieve a large enough 

sample size for the study on the basis of the calculated mean average number of attendees for 

each OADS was 61.25.  

735
12 = 61.25 

3.10 RESEARCH LOCATION SITES 

The following OADS were randomly chosen as locations for the sampling frame: 

Dromcollogher Day Centre where there were 70 attendees. 

Cloverfield Day Centre Glin where there were 84 attendees. 
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3.11 PERMISSION FOR LOCAL ACCESS 

Permission to have access to the population in both centres was sought from the Chairpersons 

of the committees involved in the management of Dromcollogher Day Care and Cloverfield 

Day Centre. Evidence of having attained ethical approval from the University Hospitals Ethics 

Committee and copies of the proposal for the study were forwarded to both chairpersons 

Evidence of this correspondence and the consent received can be viewed in appendices A and 

B. 

3.12 SAMPLE SIZE 
 

 Target Population = 735 

Accessible Population= 154 

Actual Sample = 117 

(n)= 117 
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4 DATA COLLECTION 
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4.1 AIM 

The research question on the relationship between self-reported levels of loneliness and the 

experience of pastoral care in older adults who attend day care services demanded the 

application of specific measures so that statistical data could be mined and correlations 

examined. The data collection process  was commenced when the planning was finalized and 

the ethical and local approvals had been acquired, and the subjects were actively being 

recruited. The investigator reduced the possibility of wasting time by initially choosing an 

instrument of measurement  deemed reliable and valid. 

4.2 INSTRUMENT 

The psychometric instrument utilized in this study to measure loneliness levels is identified as 

the UCLA 3-Item Loneliness Scale. This scale was developed specifically by Hughes et al 

(2004) for application in large studies on the topics of social isolation and health in the aging 

population and was designed to be applied through telephone survey strategy. The UCLA 3-

Item scale was developed from a former parent scale recognized as the established standard 

measure of loneliness and identified as the Revised UCLA Loneliness Scale (R-UCLA; Russel 

et al, 1980) This R-UCLA was designed as an instrument to measure loneliness levels and 

could be self-administered, comprising of 20 items which possessed four response categories. 

Hughes et al (2004) deemed this type of scale too complicated to be applied to large telephone 

survey research and thus developed the simpler UCLA 3-Item Loneliness Scale as an 

alternative for large scale telephone survey studies. 

The particular psychometric properties of the 3-Item Loneliness Scale were explored by 

Hughes et al (2004) and their research concluded that the internal consistency for the 3-item 

scale is quite good and that the items reliably measure loneliness in a telephone sample. Also, 

their research concluded that the UCLA 3-Item scale gauges general feelings of loneliness quite 
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well and that it is robust across two different interview modalities ( in person self-administered 

and telephone) In addition, an overall research conclusion points to the UCLA 3-Item Scale 

demonstrating  “satisfactory reliability and both concurrent and discriminant validity”, working 

effectively in measuring loneliness in general population  and therefore useful in researching 

loneliness in the older population (with an alpha level .72) (Hughes et al, 2004).  

Permission to use this instrument was sought from those involved in developing it for the 

purpose of broad use in measuring loneliness in older people. This permission was granted 

before commencing the study ( evidence of granted permission can be viewed in emails 

attached in Appendices D, E, F). 

 

 

 

 

 

 

 

 

 

 

 



43	
	

4.3 STRUCTURE OF 3-ITEM LONELINESS SCALE 

This scale measures the “three dimensions of loneliness: relational connectedness, social 

connectedness and self-perceived isolation” (Hughes et al, 2004)  by asking the following three 

questions: 

1. How often do you feel that you lack companionship? 

2. How often do you feel left out? 

3. How often do you feel isolated from others? 

The scale proposes three response classifications: Hardly ever/ Some of the time/ Often, 

 as shown in Table 5. These responses are quantified with a score ranging from one to three 

Table 5: Score and Result Interpretation  

Response  Score 

Hardly Ever 1 

Some of the time 2 

Often  3 

 

The scores for each distinct question can then be added together to provide a possible range 

of scores from 3 – 9. 
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Researchers have proposed a binary  categorization for the instrument categorizing people 

who score 3 -5 as “not lonely” and people that score 6 – 9 as “lonely” (Steptoe, et al, 2013). 

This is defined in Table 6 and illustrated in Figure 1. 

Table 6: Scoring Range 

Score Range Loneliness Level 

3 -5 Not Lonely 

6 -9  Lonely 

 

 

 

Figure1 Range of Scores from 3 to 9 

4.4 QUESTIONNAIRE FORMAT AND PRESENTATION 

 Tappen (2011) highlighted that specific sociodemographic data such as age, gender, partner 

status, living arrangement are usually presented first in a questionnaire format with more 

personal questions such as those applied in this study, regarding health and computer literacy 

arranged at the end. The placing  of more sensitive data at the end accommodates the 

development of a rapport with the subjects which meant the best order for introducing the 3-

Item Loneliness Scale was post the sociodemographic questions. Tappen (2011) suggests that 

the specific questionnaire formatting should be produced so that participants find it easy to use, 

especially focusing on its “readability and ease of scoring” (p. 210).  

The questionnaire adopted for this study presented fourteen questions and it was anticipated 

that its completion would be achieved in less than ten minutes. The investigator adopted a 

larger font size for ease of reading in the information letter and questionnaire due to the 

prevalence of visual impairment in older adults.  

3																4																	5																		6																			7																			8																		9Least	Lonely Most	Lonely
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The investigator adopted a nonparticipation naturalistic observation technique for data 

collection during the pilot study to witness any problems incurred by participants. The concept 

of naturalistic observation was originally coined by Piaget (1969) denoting his work on 

developing a specific method of observation for examining the intellectual development in 

children (Tappen, 2011, p. 223). The described nonparticipation aspect of the naturalistic 

observation relates to the level that the researcher observes. It implies that the investigator 

proposes to operate by “being a quiet, unobtrusive presence” so that the researcher affords full 

attention to the data collection process (p.224). A limiting feature of adopting a 

nonparticipation approach is that the participants in the study may respond to being observed 

by presenting “best behaviour”, however, it is thought that once the participants become inured 

to the presence of the data collector they regress to normal behaviour (p. 224). The provision 

of sealed boxes in both study sites, with  specified dates for  collection, provided structure to 

the data collection process and ensured that questionnaires did not get lost.  View Appendix K.   
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4.5 PILOT STUDY 

An initial pilot study was undertaken by the investigator on seventeen participants in the 

Dromcollogher Day Centre. The pilot study participant number was also included in the overall 

number of respondents, with data collected on the day the pilot was undertaken later inputted 

by the investigator into SPSS.  In the social science field  pilot studies are defined as “so-called 

feasibility studies which are "small scale version[s], or trial run[s], done in preparation for the 

major study" (Polit et al., 2001: 467). The number of participants in the pilot study was 

estimated to be approximately 10% of the projected overall parent study. Connelly (2008) 

recommends utilizing a 10% sample for the pilot study, however, other recommendations 

highlight an appreciation of  multifactorial issues that may influence the size of a pilot study 

Hertzog (2008).  Other views forwarded include those of Isaac and Michael (1995)  who 

suggested 10 – 30 participants; Hill (1998) who suggested 10 to 30 participants for pilots in 

survey research; Julious (2005) in the medical field, and van Belle (2002) who both suggested 

12; and Treece and Treece (1982) who suggested 10% of the project sample size.  Baker (1994) 

views a pilot study as a means for pre-testing a specific instrument.  

The pilot study operates in a way that highlights  potential problems and failures within the 

study so that these problems can be addressed, permitting the investigator the opportunity to 

make the necessary refinements in the documentation; information letter pertaining to informed 

consent, data collection instruments, adherence to regulations and procedures (Teijlingen and 

Hundley, 2001).  

Conducting the pilot study demonstrated that the information letter with inbuilt consent was 

understood by participants, with no questions arising from the pilot study group. The 

questionnaire did not present any problems and was easily completed in the < ten minute time 

frame. Participants did point out that they had received too many pages, three in all. This was 

useful and the investigator decided to utilize a two sided sheet for the questionnaire to reduce 
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the volume of paper. Participants appreciated the numerical anonymity aspect of the study and 

the response rate for the pilot study was 100%. 

5 DATA PROTECTION 

The European Union was in the process of introducing new regulations regarding the protection 

of data entitled General Data Protection Regulation when data was being collected. These new 

regulations became active in  May 2018 (EU, GDPR, 2018). These regulations will ensure that 

a standard of security for data is extended to all personal information and will underpin the 

ethical principles of research; respect for the person, justice and beneficence and non-

maleficence. The investigator endeavoured to produce data that would protect all the study 

participants. A written commitment to personally input the collected data from questionnaires 

into  statistical analysis software was made by the investigator. This was to be undertaken 

within a designated time frame and assurance that all the completed questionnaires would then 

be destroyed promoting the protection of any sensitive information gathered. Anonymised  

numerical encryption to identify participants was applied and this is understood as,  “the 

process of encoding information in a way that prevents unauthorised parties from being able to 

read it” (EU,2018). The investigator stored SPSS database and theses content on her personal 

computer with encrypted storage and was cognisant of the new regulations forwarded by the 

European Union in the General Data Protection Regulation regarding “data at rest” (EU, 2018). 

Access to this personal computer was restricted by username and password code. 

“The GDPR specifies encryption as one approach that can help to ensure compliance with 

some of its obligations” (EU,2018). 

“Regulation: Article 32 – Security of processing “1.   Taking into account the state of 
the art, the costs of implementation and the nature, scope, context and purposes of 
processing as well as the risk of varying likelihood and severity for the rights and 
freedoms of natural persons, the controller and the processor shall implement 
appropriate technical and organisational measures to ensure a level of security 
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appropriate to the risk, including inter alia as appropriate: (a) the pseudonymisation 
and encryption of personal data […]” (EU, 2018). 
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6 DATA ANALYSIS 
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6.1 AIM 

At this point all the data had been installed in the SPSS (Statistical Package for the Social 

Sciences) statistical database, ready for review. This was the discovery phase of the study and 

would provide the answers to the research question that sought to examine the relationship 

between self-reported levels of loneliness and the experience of pastoral care in an older adult 

day care service. Identifying a hypothesis within a study is a fundamental element for the data 

analysis. A simple definition of hypothesis forwarded is, “A hypothesis is a claim or statement 

about a property of a population” (Keating et al, 2011, p. 150). The null hypothesis taken from 

this research question was there is no relationship between self-reported levels of loneliness 

and the experience of pastoral care in an older adult day care service. Researchers operate to 

reject or disprove the null hypothesis. The opposite to the null hypothesis is the alternate 

hypothesis (Tappen, 2011). The alternate hypothesis in this study was that there is a 

relationship between self-reported levels of loneliness and the experience of pastoral care in 

older adult day-care services. 

6.2 PROCEDURE  

The investigator applied specific features of the SPSS to the collected data so that all 

correlations could be examined, thus, providing the information for the research question. 

There are two types of statistics: Descriptive Statistics and Inferential statistics. “Descriptive 

statistics are summary statistics that allow the researcher to organize data in ways that give 

meaning and facilitate insight” (Grove et al, 2015, p.319). Descriptive statistical data outlined 

all variables and also demonstrated standard deviation figures. These descriptive statistics 

operate by “describing the characteristics of your sample numerically”, and are essential to 

“continue examination of the distribution of values within the dataset, and to describe the 

characteristics of the sample” (Tappen, 2011, p.307). Inferential statistics are utilized “to 

identify relationships, examine predictions, and determine group differences in studies” (Grove 
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et al, 2015, p.319). Frequency tables were used to examine each variable for response rate 

under headings of valid and missing. A case processing summary table showed the overall 

numbers of missing cases in each variable category and the maximum number of missing cases 

noted remains < 10%, maintaining a validity percentage of >90%. The highest levels of missing 

cases related to the questions; Do you have experience of pastoral care? and Are you computer 

literate? both questions achieving 9.4%.  Reasons for missing data were forwarded as 

participants refusing to complete certain portions of questionnaires and this is coined unit 

nonresponsive. However, it is also suggested that missing data may be understood as ‘missing 

completely at random’ which is abbreviated as MCAR data (Little and Rubin, 2007). It is 

important that the researcher be cognizant of the reasons that data is missing so that sources of 

bias are identified in the analysis phase (Tappen, 2011). 

 Inferential statistics achieved through the application of Chi-Square Tests are deemed useful 

for survey research and allow the investigator to compare the observed data collected from the 

respondents with “an expected value”, testing the statistical significance through a system of 

bivariate tabular association analysis. The term bivariate points to “relationships between two 

variables (O’Rourke et al, 2005) The researcher utilized correlation analyses to recognize the 

relationships ‘between or among variables’ (Hoare and Hoe, 2013). The Pearson product-

moment correlation was specifically used to establish bivariate correlation between two 

variables. In applying the Pearson Chi-Square the investigator established symmetrical 

analyses.  This does not provide information on the direction of the relationship and the 

investigator is therefore unable to ascertain “from the correlation analyses whether variable A 

leads to or causes variable B, or that B causes A” (Groves et al, 2015, p. 341). The focus of 

correlational analysis methods is investigating relationships, not seeking to determine cause 

and effect. “Correlation does not always imply causality” (Keating et al, 2011, p.  36).  Also, 
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SPSS database produced cross tabulation bivariate tables that examined the relationship 

between two variables. 

 The investigator eyeballed the data matrix under the tutelage of the academic supervisor. 

Correlational analyses elements of the data that were rechecked were the scoring process for 

the loneliness levels, by checking the first, middle and end of the database (Tappen, 2011, 

p.298). Coding categories were checked and confirmed, and there were no outliers identified 

in the expected ranges for the variables. An outlier is defined as “number (value) that is outside 

the expected range for a variable” (p.298), or “a data point that is removed from the other data 

points” (Keating et al, 2011, p. 36). Outliers may result from the researcher making an error in 

data entry or the application of poor scoring skills.   

6.3 PLANNED DISSEMINATION STRATEGIES 

This research was undertaken by the investigator to satisfy the dissertation requirement of the 

Masters in Counselling and Pastoral Care programme at the Irish College of Humanities and 

Applied Science. The completed thesis will be submitted in electronic form to the College in 

August of 2018 with a hard copy. In addition, there is a requirement to submit a hard copy to 

the University Hospitals Limerick Library in conjunction with an electronic version, as 

arranged post acquiring ethical approval from the University Hospitals Limerick Ethics 

Committee. Also, the investigator intends to submit an electronic version of the completed 

thesis to the chairpersons of both participating study sites: Dromcollogher Day Care and 

Cloverfield Day Care. 
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6.4 STUDY EXPENDITURE 

The researcher was cognizant of costs and found that applying a cross-sectional survey 

strategy was cost effective as it meant larger samples were achievable at one point in time, 

thus reducing the time involved in distributing questionnaires and collecting them. The 

overall expenditure incurred by the investigator is estimated to have been   €250.  This 

included the cost of stationary, photocopying with printing and binding of three hard copies. 
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7.1 INTRODUCTION 

In this study, the investigator set about examining the relationship, if any, between self-reported 

levels of loneliness and the experience of pastoral care in two OADSs. A quantitative, 

nonexperimental, cross-sectional, correlational, probability survey approach was adopted with 

an explanatory design that applied a predetermined instrument and utilized SPSS software for 

statistical analysis. In this section of the study the SPSS findings were examined by the 

investigator focusing on the research question as reference point for the interpretation of 

findings. 

In this section, each descriptive variable (Location, Age, Gender, Partnership, Living 

Arrangement, Knowledge of Pastoral Care, Experience of Pastoral Care, Preparedness to avail 

of Pastoral Care if offered, Pet Ownership, Computer Literacy, Computer Use, Health 

Conditions) was studied using the SPSS software. The UCLA 3-Item Loneliness Scores were 

then examined to determine the loneliness levels of the participants. These loneliness levels 

were then compared to the descriptive variables to determine if there was a relationship 

between them using the Chi- Square test.   
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7.2 ANALYSIS	OF	DESCRIPTIVE	STATISTICS	

Using the SPSS software, the results for each question on the survey were determined in the 

form of a percentage using the following formula: 

	

𝑃𝑒𝑟𝑐𝑒𝑛𝑡 = 	
𝐹𝑟𝑒𝑞𝑢𝑒𝑛𝑐𝑦	
𝑇𝑜𝑡𝑎𝑙 ∗ 100%	

	

The valid percentages (the percentage excluding missing answers) were then determined 

using the following formula: 

	

𝑉𝑎𝑙𝑖𝑑	𝑃𝑒𝑟𝑐𝑒𝑛𝑡 = 	
𝐹𝑟𝑒𝑞𝑢𝑒𝑛𝑐𝑦

𝑇𝑜𝑡𝑎𝑙 − 𝑀𝑖𝑠𝑠𝑖𝑛𝑔 ∗ 100%	
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7.2.1 Location	
Table7:	Location		

	

Table 7 shows that the total number of people who participated in the study was 117. Data was 

collected in two rural locations. The accessible population from the chosen sites was 154. The 

overall number of people who did not participate from the accessible population from both 

study sites was 37. This number was composed of 14 people who declined to participate, 13 

people who had cognitive impairment  and were excluded due to the inclusion exclusion criteria 

and 10 people who were absent on the day the study was being conducted. In total 117 of the 

overall available population participated in  the Survey.  There were 52 participants from 

Dromcollogher: 44% (n = 52). There were 65 participants from Cloverfield Glin: 56% (n = 

65).  
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7.2.2 Age	
Table	8:	Age		

	

Table 8 highlights the ages of all the participants. Age was categorised in 5 year intervals. The 

highest single age category was that of attendees aged between 80 – 84 years (34%). 

Participants in this age category were marginally less than the three lower age cohorts 

combined. The greatest number of participants were aged between 65 – 69 years (10% of all 

participants). Those aged between 65 and 79 years comprised 38% of the participants with 

approximately 28% aged 85 or older. 62% were aged 80 or older. There was only one 

participant who did not respond to the age question.  
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7.2.3 Gender	
Table	9:	Gender		

	

Table 9 highlights the gender distribution of participants. There were 16% of respondents (n = 

19) male and the remaining 84% (n = 98) were female. 

	

7.2.4 Partnership	Status		
Table	10:	Partnership	Status		

	

Table 10 highlights the response to the partnership status question. Approximately 16% of 

those participants  who indicated their partnership status, reported being in a relationship, 

with 14% reporting that they were married and 2% indicating that they were ‘partnered’. The 

remaining participants 85% reported that they were either widowed or single.  
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7.2.5 Living	Arrangements		
Table	11:	Living	Arrangement		

	

Table 11 indicates that the vast majority of respondents (73%) were living alone – with 27% 

living with others. 
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7.2.6 Pastoral	Care	Knowledge		
Table	12:	Pastoral	Care	Knowledge		

	

In table 12 results indicated that 95% actually responded to this question and of those who 

responded, 78%  indicated they possessed an understanding of what pastoral care was while 

21% affirmed they didn’t understand what pastoral care was. 

	

	

7.2.7 Experience	of	Pastoral	Care		
Table	13:	Pastoral	Care	Experience		

	

In Table 13 participants were asked if they have experience of pastoral care. Approximately 

50% of those who answered this question reported experience and nearly 50%of those who 

responded to the question also had no experience. The percentage of missing responses for this 

question was 8.5%.  
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7.2.8 Avail	of	Pastoral	Care	if	Provided	
Table	14:	Avail	of	Pastoral	Care	if	Provided	

	

In table 14 the results show that of those who answered this question, some 71% report a yes 

response to the question on whether they would  avail of pastoral care if it was provided with 

a 29% no response among those who answered the question. The percentage of missing 

response rate noted for this question was 5.1%. 

	

7.2.9 Pet	Ownership	
Table	15:	Pet	Ownership			

	

Table 15 presents the findings of the question which sought to determine if participants have 

company at home other than human companionship. They were asked if they had a pet. Of 

those who responded (n = 115) 37% owned a pet and 62% did not. 
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7.2.10 Computer	Literacy		
Table	16:	Computer	Literacy		

	

In recognition of the fact that there is increasing reliance on electronic means of 

communication, two questions were included in the survey regarding computer usage. In table 

16 the results to the question on computer literacy indicated that 22% of those who answered 

this question reported that they were computer literate. Almost 78% who answered this 

question reported that they were not computer literate. The rate of missing responses for this 

question was noted as 8.5%. 
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7.2.11 Computer	Usage		
Table	77:	Computer	Frequency		

	

How	Often	Do	you	use	the	Computer	to	communicate	with	others	on	Skype,	Facebook	or	Email	

	 Frequency	 Percent	 Valid	Percent	

Cumulative	

Percent	

Valid	 Daily	 8	 6.8	 47.1	 47.1	

Weekly	 6	 5.1	 35.3	 82.4	

More	Frequently	that	Weekly	 3	 2.6	 17.6	 100.0	

Total	 17	 14.5	 100.0	 	

Missing	 System	 100	 85.5	 	 	

Total	 117	 100.0	 	 	

	

	

In table 17 the results to the question that explore the use of the computer to communicate with 

others through skype, face book or email, daily, weekly or more, are highlighted. The total 

missing response rate noted for this question is 85.5%. Of those that responded, (n = 17; 

(14.5%), the percentage of those that report that they use computers on a daily basis for 

communication with others was 47%. The table shows that 35% report using the computer on 

a weekly basis and 18% indicate using the computer more frequently. 
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7.2.12 Health	Condition	Treatment		
	

Table	18:	Health	Condition	Treatment		

	

 Respondents were also asked to identify the range of health problems they were being treated 

for. Table 18 presents the findings on health conditions being treated. Of those who responded 

to this question (n = 102), one third (33%) were being treated for one condition, while 40% 

were being treated for between 2 – 4 conditions and 14% were being treated for 5 conditions 

or more. The rate of missing responses is 12.8%. 
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7.3 DETERMINATION	OF	LONELINESS	LEVELS		
 

7.3.1 Companionship	Scale		
Table	19:	Companionship	Scale		

	

The above table contains the first question from the UCLA 3-Item Loneliness Scale. In Table 

19 results for the question; how often do you feel you lack companionship ? Indicate that 40% 

report hardly ever, 51% report some of the time and 8.5% report often. There were no missing 

responses noted.  

7.3.2 Isolation	Scale		
Table	20:	Isolation	Scale		

	

The above table contains the second question from the UCLA 3-Item Loneliness Scale. In 

Table 20 the results for the question; how often do you feel isolated from others ? indicate 59% 

report hardly ever, 31% report some of the time and 10% report often. The missing response 

rate noted for this question was .9% 
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7.3.3 ‘Left	Out’	Scale	
Table	21:	'Left	Out'	Scale		

	

The above table contains the third question from the UCLA 3-Item Loneliness Scale. In Table 

21 the results for the question;  How often do you feel left out ? indicate that 51% report hardly 

ever, 40% report some of the time and 10% report often among those who answered the 

question. The total missing response rate for this question was 2.6%. 

7.3.4 Revised	Loneliness	Categories		
Table	23:	Revised	Loneliness	Categories	

	

In Table 23 the percentage of participants categorized as ‘Not Lonely’ is 67% (scores of 

between 6 – 9). The percentage of participants described as ‘Lonely’ was 33% (scores of 

between 3 – 5).  The missing response rate was measured at .9%. 
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7.4 INFERENTIAL ANALYSIS OF DATA 

7.4.1 Chi Square Test  

The Chi-Square test was used to determine if there was a significant relationship between the 

distribution of the Descriptive Variables examined in this study across the Loneliness levels 

determined through the use of the UCLA 3-Item Loneliness Scale. An exact significance level 

of < .05 is indicative of a statistically significant relationship between the descriptive variable 

and the loneliness levels. 

7.4.2 Location	Chi-Square	Test			

	

Figure	3:	Location*Revised	Loneliness	Categories	Chi	Square	Test	

The first set of relationships to be examined related to any possible differences between overall 

loneliness levels (lonely or not lonely) and the two survey sites (Dromcollogher and Glin). 

Figure 3 presents the findings of the respondents in both sites. Chi Square Analysis indicated 
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no statistically significant difference in the loneliness categories between both sites (p = .157); 

age (p= .338); gender (p = .567); Pet ownership (.428) knowledge of Pastoral Care (.330); 

experience of pastoral care (p = .366); preparedness to avail of pastoral care if provided (p = 

.090); computer literacy (p= .573). The range for measuring loneliness is shown in Table 22. 

7.4.3 	Total	Loneliness	Score			

Table	22:	Total	Loneliness	Score	Results	

	

In Table 22 the loneliness scoring strategy is outlined identifying the range for measuring 

loneliness from 3 to 9. Due to a small number of participants not fully completing the UCLA 

3-Item Loneliness Scale there is a frequency of two with a loneliness level of two, which is 

outside of the scale limits. These participants were later considered as ‘Lonely’ due to their 

average low scoring based on the questions they did complete. In the literature review it is 

stated that to be categorized as ‘Lonely’ a participant must score from between 3-5, a score of 

6-9 is regarded as ‘Not Lonely’. It is clear from the high frequency of participants that achieved 

low loneliness scores that the data is skewed right meaning that a greater proportion of the 

participants were categorized as ‘Not Lonely’ 
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7.4.4 Living	Arrangements	Chi-Square	Test		

	
Figure	4:	Living	Arrangement*Revised	Loneliness	Categories	Chi	Square	Test	

	

	

Figure	5:	Revised	Loneliness	Categories	

The only variable which emerged with a statistically significant difference was ‘living 

arrangements’ (p= .005). Findings show that 51 respondents who were living alone and 27 of 

those living with others reported not being lonely while 33 of those living alone and 4 of 

those living with others fell into the ‘lonely’ category presented in Figure 4. The mean scores 



71	
	

for those living alone were 1.39 (s.d. .49) while those living with others had lower mean 

scores (1.13, s.d. .34). Higher mean scores indicate higher levels of self-reported loneliness as 

presented in Figure. 5. This finding indicates that there is a higher incidence of the experience 

of loneliness reported in people who attend OADS who live alone.	
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7.4.5 Cross	Tabulation	&	Chi	Square	of	Age	Categories	and	Loneliness	
	

	

	
Figure	6:	Cross	Tabulation	&	Chi	Square	of	Age	Categories	and	Loneliness	

	

Figure 6 indicates that there was no statistically significant difference in relation to loneliness 

levels between those aged between 65 -  79 and those aged 80 and over (p=.338). 
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8 DISCUSSION/ PERSONAL LEARNING 
	

	
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	



74	
	

8.1 INTRODUCTION 
	

The discussion will present the investigators personal learning  which was achieved through 

the exploration of the topics examined in the thesis. The  recognition of the magnitude of the 

issue of loneliness as a current pernicious societal problem, with concomitant political and 

social acknowledgement, support the need for creative approaches to develop measures to 

ameliorate loneliness which has become a prevalent feature in old age that impacts negatively 

on health and wellbeing. 

8.2 OBJECTIVE 
	

 The null hypothesis that is embedded in this research is that there is no relationship between 

self-reported levels of loneliness and the experience of pastoral care in older adult day-care 

services. The theoretical framework grounding this study is the social and psychological theory 

of loneliness, that indicates “the precipitating causes of loneliness were classified as events 

which change the persons desired and/ or achieved level of social contact” (Peplau and 

Perlman, 1979, p. 108).  Choosing to attend OADS’s represents an autonomous approach to 

controlling levels of social contact and efforts to reduce the experience of loneliness. 

8.3 LONELINESS LEVELS 
	

Utilising SPSS loneliness levels were compared with the individual variables to establish if 

there was a relationship between loneliness and the individual variables. No statistically 

significant difference in the loneliness categories for location, age, gender, pet ownership, 

knowledge of pastoral care, experience of pastoral care, preparedness to avail of pastoral care 

if provided, computer literacy and use were noted from the findings. The only statistically 

significant difference in the loneliness category observed from findings was ‘living 

arrangements’ (p =.005). The mean scores for those living alone were 1.39 (s.d. .49) while 
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those living with others had lower mean scores 1.13 (s.d. .34). Higher means scores indicate 

higher levels of self-reported loneliness so therefore this finding further indicates that an 

increased incidence of loneliness occurred in those who report that they were living alone. The 

overall  findings on living arrangements indicated that 73% of the participants reported living 

alone while 27% indicated living with others. This finding is consistent with recent research 

that identified the increasing phenomenon of people living alone in Ireland in the past 40 years 

(Harvey and Walsh, 2016). Also, the British research that established that 9 million people are 

affected by loneliness highlighted that 50% of those affected were ≥75 and living alone (Prime 

Minister’s Office, 2018).  

In addition, in this study the ages of its participants were categorised into 5 year intervals and 

it was established that the greatest number of participants were aged 65-79 (38%) and those 

who were ≥ 80 comprised (62%). It was noted that there was no statistically significant 

difference in relation to loneliness between those aged 65-79 and those aged ≥ 80 (p=.338). 

This result indicated that there is an equal risk of being affected by loneliness in the participants  

anywhere over 65 years of age.  
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8.4 OLDER ADULT DAY-CARE SERVICE 
	

 Research identified regarding the impact of attending OADS’s agree that there are overall 

benefits for general wellbeing in older adults that avail of OADS  (Dabelk-Schoeny and King, 

2010; Schmitt et al, 2010; Anderson et al, 2012; Fields et al, 2014). Alongside, the evidence of 

benefits of OADS research also highlighted the shift in thinking that is driven by 

”personalisation or consumer-directed care”, where older people have opted for alternative care 

strategies which in turn has impacted negatively on the existing day-care services that operate 

on limited funding and require specific attendance figures to operate cost effectively 

(Manthorpe, 2014, p. 352).  

In this study the psychometric instrument utilised for measurement of loneliness levels was the 

UCLA 3-Item loneliness scale which allowed self-reported levels of loneliness to be measured 

by the day care attendees who participated. This instrument is described as robust  when utilised 

for self-administration and also for telephone survey measurement of loneliness and was shown 

to have an alpha level (.72) (Hughes et al, 2004). The results show that a greater number of 

participants were categorised as ‘not lonely’.  Findings indicated that 67% of participants were 

categorised as not lonely and 33% were categorised as lonely, with only a 1% missing response 

rate noted. A limitation of this study was the absence of  a test group where the investigator 

could have compared the impact of day care attendance on loneliness levels on those who 

attend and those who do not avail of the service. The fact that 67% of the study participants 

were categorised as not lonely is not a conclusive indication that the OADS experience can 

account for this result. 

In research done in Israel that examined the experience of loneliness in OADS attendees and 

compared it to the experience of older people who did not attend OADS, it was shown that 

there was no difference in the levels of loneliness between users  and non-users (Lecovich and 
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Bidermam, 2012). This research demonstrated the value of having a test group for making 

comparisons and measuring the impact of  an intervention. This approach could be incorporated 

into future studies on measuring the impact of pastoral care as an intervention to combat 

loneliness. However, the increased opportunities for social contact that day-care service afford 

may impact positively on loneliness levels. 

8.5  PASTORAL DIMENSION 
	

Within the increased social contact setting of the two OADS’s 154 attendees were targeted to 

explore pastoral knowledge, experience and preparedness to avail of pastoral care. Both study 

sites had one staff member present who was specifically involved in the provision of pastoral 

care for attendees. These staff members had a background in religious life, both coming from 

a religious order of Catholic nuns. Both day-care facilities operate within rural communities 

and  their development reflects the proactive response of the community for a recognised need 

to support its older population. The services provided by both facilities operate in conjunction 

with community housing projects where support for vulnerable residents extends from the foci 

of the day-care service, with provision of meals,  collection and attendance at day-care, and 

home visitations as central features of the project.  

The purpose of focusing on the pastoral dimension of the OADS experience was to highlight a 

specific intervention and explore its relationship with self-reported levels of loneliness. 

Research supports the need to identify the most effective interventions for loneliness reduction  

offered in the OADS ( Wilkes et al, 2011; Hauge et al, 2012; Lecovich and Biderman, 2011, 

2012, 2013; Manthorpe and Moriarty, 2013; Fields et al, 2014). In addition this study 

acknowledged the paucity of research in the area of pastoral care effectiveness for older age 

mental health with the need for the development of specialised models of pastoral care explored 

in previous studies (Marche, 2006; Kelleher et al, 2011).  
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The survey questions on pastoral care were presented as subjective enquiry where participants 

reported on their experience, knowledge and preparedness to avail of pastoral care. The 

questions were presented as open ended and encompass any life-long  pastoral encounter in 

any environment. The investigator presented the questions on pastoral care in this way so that 

participants could refer to personal experience in facilities where there was no pastoral 

practitioner available.  In this study 78%  of those who responded reported that they knew what 

pastoral care was. There was a 5% missing rate to this question which is higher than the missing 

rate noted in the response to the UCLA 3-Item scale questions on loneliness which may indicate 

a greater readiness to engage with the topic of loneliness or may be evidence of an 

understanding of loneliness. There was a further increase in the missing rate noted when 

participants reported on their experience of pastoral care rising to 8.5%. Of the participants that 

responded 50% reported having no experience of pastoral care. In the final question relating to 

participant preparedness to avail of pastoral care 71% of those that responded reported that 

they would avail of pastoral care if offered. The missing rate for this question dropped to 5% 

again. 

The rise in the missing rate for experience of pastoral care may indicate participant ambiguity 

relating to the defined role of pastoral care activity. Participants appreciation of what  pastoral 

care experience is may be limited by preconceived subjective understanding of singular 

pastoral activity instead of the broader understanding of the wider pastoral remit highlighted 

in this study. Indeed, the understanding of what pastoral experience may be influenced by 

exposure to existing practitioners that come from religious orders of Catholic nuns. We are 

reminded in recent research that the role of the pastoral practitioner encompasses ‘spiritual 

guide and confidante’, supporting people and their families emotionally and practically within 

trusting relationships (Wilkes et al, 2014, p. 213). The subjective understanding of the 
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experience of pastoral care requires further exploration and this future research may be best 

served through adopting a qualitative approach. 

An even broader theoretical basis for pastoral care presented by D.J. Oliphant focuses on a 

philosophy of ‘Intentional Friendship’ to meet spiritual emotional and pastoral needs of 

communities (Oliphant, 2007). Embedded in this philosophy is a new pastoral lens that wants 

to embrace the cultural diversity of the global village, amplifying an individual’s spirituality 

rather than seeking to colonise it within the pastoral encounter,    

The provision of a day-care service by the community could therefore be perceived as a pastoral 

intervention by the community for its older population. Oliphant proposed a philosophy of 

intentional friendship as the answer to what he views as “a profession in transition”  when he 

reflects on current understanding of chaplaincy and pastoral care (2007, p.1). 

 The survey question on experience of pastoral care may have served this research better if it 

had been presented as various experiential  options that were based on specific pastoral 

activities. In research done on the subject of pastoral care in old age psychiatry, Goh et al 

(2014) highlighted pastoral practitioner function under the headings of, pastoral assessment, 

ministry, ritual or worship, counselling/education/crisis situation grief/bereavement 

counselling. Reflecting on this study’s result where 50% of participants report that they  have 

no experience of pastoral care and applying the lens of current thinking that intentional 

friendship underpins pastoral provision, points to a deficit in appreciating the pastoral remit. 

This result reflects the difficulty in defining the pastoral role, a problem which has been 

identified in  recent research (Goh et al, 2014).  
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8.6 PET OWNERSHIP 
	

Results show no statistically significant difference between loneliness categories and pet 

ownership (p= .428).  Of those participants who responded to the question on pet ownership, 

37% reported that they owned a pet while 62% reported not owning a pet. It is important to 

mention that many of the participants in the study were living in assisted living community 

housing and were not permitted to have a pet. Therefore those reporting that they did not own 

a pet may do so because of an adherence to a housing regulation. This misrepresentation could 

have been avoided if  questions were worded differently; do you own a pet ? and secondly, 

would you like to own a pet? Pet ownership has been established as an important deterrent of 

loneliness (Kanamori, et al 2001; Banks and Banks, 2002; Stanley et al, 2014). Also, in one of 

the most recent studies undertaken on pet ownership results indicated that dog owners enjoy 

longer and healthier lives and older people living alone benefit from animal companionship 

(Monaghan, 2018). 

8.7 COMPUTER LITERACY AND USE 
	

There was no statistically significant difference between loneliness categories and computer 

literacy noted (p= .573) in the results. There was an 8.5% missing response to the question on 

computer literacy and 78% of those who responded reported that they were not computer 

literate. These figures reflect research that suggests that communication technology is ‘not 

suitable for every senior alike’ (Chen and Schulz, 2016, p.1).  There was also a reference made 

in this research for the need for tailor-made training programs for older persons so that the 

identified benefits of communication technology could be attained; providing a conduit to the 

outside world, acquiring social support, conduit for engaging in hobbies, and increasing 

confidence (Chen and Schulz, 2016, p.1). However, the same research results were 

inconclusive regarding the effect of communication technology on loneliness. Current research 
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has highlighted limitations in computer skills in older people combined with general deficits 

in training programs provided as further obstacles in adopting communication technology as a 

tool to ameliorate loneliness (Choi, Kong, and Jung, 2012; Seepersad, 2015).  

The majority of the participants that responded to the computer literacy question reported not 

being computer literate and this may be due to not being afforded the opportunity for 

specialised training needed. This deficit in training results in reduced online activity utilising 

email, chat rooms and forums which have been established as effective tools to reduce 

loneliness (Horgan, McCarthy, and Sweeney, 2013; Seepsersad, 2015; Stewart, Barnfather, 

Magill-Evans, Ry, and Letourneau, 2011).  

8.8 TREATMENT FOR HEALTH CONDITIONS 
	

In the literature review, research evidence highlighted the negative impact that loneliness has 

on health and links it with an increased mortality rate. The inclusion of a survey question  

asking  participants to report on the range of health conditions that they were being treated for 

represented a cognisance of the impact that health can have on the experience of loneliness. 

The range of health conditions began at one condition, followed by two to four conditions and 

lastly five or more conditions. The missing response rate was 13% which is higher than a lot 

of the other response rates in the survey and may indicate that the survey question did not 

accommodate for a response that reflected those participants who were not being treated for 

any condition. Of those who responded, 87% report that they were being treated for  one health 

condition or more. Of those who responded. 14%, reported that they had five or more 

conditions. This group may be considered particularly susceptible to the experience of 

loneliness based on  research that proposed that chronic illness can predict higher levels of 

loneliness. Furthermore, this research recognised the shared relationship between health 
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problems and loneliness and the potential for negative impact on a person’s psychological and 

physical health  (Gerstorf et al, 2010). 

In this discussion the investigator focused on personal learning attained through the application 

of the research project and its outcomes. Particular topics were examined with the purpose of 

rejecting the presented  null hypothesis; that there is no relationship between self-reported 

levels of loneliness and the experience of pastoral care in OADS’s. Current evidence on the 

overall benefits of attending day-care for older people alongside new difficulties in running 

costs of day-cares caused by preference for alternative care strategies by older people was 

explored.  

Also, a finding of this study that indicated the increased incidence of loneliness in those living 

alone was forwarded and shown to be consistent with current research in Ireland and England. 

Results from the survey on pastoral care knowledge, experience and preparedness to avail of 

pastoral care were explored and reflections of current research that has highlighted difficulty 

in defining the role of the pastoral practitioner emerged during that discussion.  In this 

discussion the confounding variables; treatment of health conditions, pet ownership and 

computer literacy were presented as elements that may have diminished or predisposed 

participants to loneliness. The discussion was driven toward modelling  specific intervention 

within the OADS environment, in particular, pastoral care, to tackle the menacing experience 

of loneliness amongst older people. 
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9 CONCLUSION 
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9.1 INTRODUCTION 
	

From an analogical perspective the conclusion in this thesis could be perceived as a body of 

water where all the tributaries meet, finally the waters merge, blending and settling and maybe 

if not too contaminated, permitting transparent clarity. The essential nature that belongs to 

water denotes the  human importance of the topics studied. The constant flux of water in motion 

reflects the transitionary element of intervention development and the varying currents 

encountered mirror the social and political momentum demonstrated through 

acknowledgement and investment. The current acknowledgement of the magnitude of the 

problem of loneliness in society alongside predicted increases in life expectancy have 

recalibrated thinking regarding development of interventions. In beginning with an analogy I 

feel that I am acknowledging the visceral, ethereal dimension of  loneliness while also 

presenting research that has statistically measured the experience of loneliness in older adults 

who attend OADSs.  

9.2 DISCOVERY  
	

The theoretical framework for this research on loneliness has been based on the social and 

psychological theory of loneliness presented by Peplau and Perlman (1979) that postulates a 

definition of loneliness as; 

“Loneliness reflects the relationship between two factors , the desired and achieved level of 

social interaction” (p. 99, 1979). 

The question ‘Can the subjective experience of loneliness be measured?’ has already been 

answered and the varying accurate psychometric instruments have been implemented and 

adapted to provide accurate estimates of loneliness such as the  UCLA 3-Item scale utilised 

effectively in this study. This scale was examined for its validity and robustness and proved to 
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“gauge general feelings of loneliness quite well” through self-reporting and telephone survey 

strategies (Hughes et al, 2004). 

 The objective of this research was to explore if a relationship exists between self-reported 

levels of loneliness in people ≥ 65 years who attend OADS and their pastoral experience. This 

research project adopted a practical research style, that applied a quantitative scientific method 

that sought  “ a formal objective, systematic process in which numerical data are used to obtain 

information about the world” which can be utilised to inform and improve clinical practice 

(Grove et al, 2015,p. 19). The suitability of this approach in researching topics like loneliness 

and pastoral care intervention  was demonstrated in assisting the investigator in  grounding 

topics that are sometimes discussed in visceral or ethereal terms, thus, providing opportunities 

to pin point the statistical reality of societal deficits in addressing loneliness.  The initial null 

hypothesis presented was that there is no relationship between self-reported levels of loneliness 

and the experience of pastoral care in OADS. In efforts to reject this null hypothesis the 

research findings indicated that there was a statistically significant difference in loneliness 

levels experienced by those who live alone (p=.005) with mean scores for living alone at 1.39 

(s.d. .49) and those who live with others. The conclusion drawn is that those attending OADS 

who live alone report higher levels of loneliness than those who live with others. 

 The utilisation of the simple random sampling technique introduced probability and the sample 

was procured from a cohort population of 735 with an accessible population of 154 and actual 

sample of 117,  with a 76% response rate noted. The application of simple random sampling 

technique combined with the response  rate attained afforded the sample representativeness 

which permitted generalizations of findings, as noted “from the sample to the accessible 

population and then more abstractly to the target population”  (Goves et al, 2015, p. 250). 

Therefore, the findings indicating that those attending the OADS in Dromcollogher and 
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Cloverfield Glin who reported experiencing increased levels of loneliness when they are living 

alone can be applied to the wider target population  of OADS attendees. 

 Also, the research focused on pastoral care as a specific intervention to reduce loneliness. 

Ascertaining the effectiveness of pastoral intervention for addressing loneliness assumed that 

a standardised universal participant understanding of what pastoral care meant prevailed in 

those answering the questions connected with pastoral care.  The response to the survey 

questions on pastoral care point to participant deficit in understanding  the pastoral remit, or in 

subjective interpretation of the concept of pastoral based on personal experience. 

 An interpretation of this result as catalyst for further clarification on the role of pastoral 

practitioner and current pastoral remit was recognised. This research offered the opportunity 

to view  pastoral remit as multi-faceted and as a discipline that is currently in transition in the 

current social and political arena that is demanding greater accommodation for diversity and 

inclusivity. Indeed, if current research is grappling with defining the pastoral practitioners role 

it is not surprising that the pastoral questions aspect of the survey questionnaire did not provide 

clearer opinions on reported experience of pastoral care amongst the participants of the study. 

Other elements that have been shown by research to either diminish loneliness or predispose 

people to experiencing loneliness dictated the choice of questions chosen for the survey 

questionnaire alongside the demographic descriptive questions.  These included enquiry into 

number of health conditions being treated as there is evidence to indicate the relationship 

between co-morbidity and loneliness. Also, ascertaining pet ownership was considered 

relevant as owning a pet is an established deterrent for loneliness. The inclusion of enquiry on 

computer literacy and use acknowledged the current findings that indicate communication 

technology is a useful tool to reduce the experience of loneliness. These elements were 

presented as confounding variables that operated to further elucidate the relationship between 
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the independent variable and dependent variable which were identified as, independent 

variable; attendance at OADS and dependent variables; experience of pastoral care and 

loneliness levels. 

9.3 LIMITATIONS OF STUDY 
	

Of the limitations to be presented the most pertinent one for the investigator was the assumption 

that there was a universal standard understanding of pastoral experience amongst participants. 

This assumption was demonstrated in the questionnaire format in the closed ended questions 

on the pastoral topic. The survey questions on pastoral care should have allowed for more  

reporting of identifiable experience. This could have been achieved by including options of 

recognised pastoral activities rather than applying the umbrella term of pastoral care. Other 

deficits on the questionnaire tool noted include the absence of an option to report not being 

treated for any health conditions. However, the questionnaires incorporation of the 

psychometric tool proved to be successful in ascertaining loneliness levels and establishing 

statistically significant difference in levels of loneliness experienced in those living alone.  

Adopting a quantitative research method supported an etic approach that sought an unbiased 

collection of data. However, having completed the project the material that presented itself 

may have been more effectively mined if a mixed method research approach had been 

undertaken. By incorporating elements of a qualitative approach in conjunction with the 

quantitative that was adopted, an opportunity would have been afforded for “exploring and  

understanding  meaning individuals or groups ascribe to a social or human problem” 

(Cresswell, 2014, p. 32). 

Another limitation of the study was that both of the study sites that were randomly chosen  were 

in rural community settings and those who participated in the study therefore represent a 

predominantly rural Ireland opinion. However, rural setting, social isolation and loneliness are 
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frequently assumed to co-exist. Other settings, in larger towns may have produced a more 

varied response. The investigator also noted limitations in ethnic diversity, as the majority of 

attendees were Caucasian. 

9.4 RECOMMENDATIONS 
	

The initial recommendation that emerged from this study is the need for the development of 

strategies that will focus on  reducing loneliness in older people who live alone. Pastoral care  

could be further examined under specific headings that are based on the wider pastoral remit 

so that pastoral care as an intervention to tackle loneliness, could gain a more transparent 

accessible image and a clearer understanding of pastoral function might emerge. Further 

longitudinal studies that fix the pastoral focus on home visitations and measure loneliness 

levels in those who live alone and have regular recorded pastoral home visitations over a year 

and compare it to loneliness levels of  a test group who also live alone but, do not have pastoral 

home visitations over the same period would provide specific information on pastoral 

intervention.  

Adherence to strict ‘no pets’ policy in community housing projects could be revisited and 

alternative arrangements to accommodate people who express the desire to retain or attain a 

pet might lend itself toward loneliness reduction.  

Another recommendation that emerged from this study was the need for the development of 

tailored training in technology communication which could be delivered at OADS as active 

ongoing programs for older people. This would provide new possibilities in education for older 

people who are now living longer and may statistically anticipate living alone for a long period 

of their lives predisposing them to the experience of loneliness. 
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A further feature of OADSs that emerged from the study was the issue of limited funding that 

community centres are faced with. This problem is often exacerbated by the constant flux in 

attendance of the older attendees due to life transitions often involving transition into long term 

care. Funding dictates the services available at the centres and it was noted that some OADS  

provide no specific pastoral care service.  The wider pastoral remit could be expanded if more 

funding was available so that elements of pastoral practice such as, “pastoral assessment, 

ministry, ritual or worship, counselling/education/crisis situation grief/bereavement 

counselling” (Goh et al, 2014, p. 131) can be made available to attendees as specific 

interventions to reduce loneliness. 
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11.4 APPENDIX (D):  PERMISSION GRANTED TO USE THE UCLA 3-ITEM 
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From: "Louise Hawkley" <Hawkley-Louise@norc.org> 
To: "MRS BETTY KIELY" <mikekiely1234@eircom.net> 
Sent: Monday, 13 March, 2017 13:20:53 
Subject: RE: Permission to use the Three-Item Loneliness Scale 
 
Dear Elizabeth, 
Written permission is not required to use this scale. It is in the public domain along with its parent scale, 
the 20-item UCLA Loneliness Scale (Russell et al., 1980, Russell, 1996). 
 
All the best in your dissertation. 
 
Louise Hawkley 
________________________________________ 
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11.5 APPENDIX (E): PERMISSION REQUESTING USE OF UCLA 3-ITEM SCALE 
 

 
From: MRS BETTY KIELY [mikekiely1234@eircom.net] 
Sent: Monday, March 13, 2017 7:59 AM 
To: Louise Hawkley 
Subject: Permission to use the Three-Item Loneliness Scale 
 
Dear Dr. Hawkley, 
I am a general nurse working in an older adult day care setting in Milford Care Centre in Co. Limerick, 
Ireland. This older adult day care is based on a social model but, is nurse led and has an adjuvant multi-
disciplinary dimension to delivering person-centred care to its service users. 
My recent personal academic history is in achieving a BA in Theology and I am presently pursuing an 
MA  in Counselling and Pastoral Care. In my dissertation, I hope to carry out a research project on the 
population attending the day care service. The subject of interest is the loneliness levels experienced by 
people over 65 years who attend a day care service where pastoral care service is provided. I would like to 
use the UCLA 3-Item Scale highlighted in "A short Scale for Measuring Loneliness in Large Surveys: 
Results from  Two Population-Based Studies" (Hughes et al, 2004) for a cross sectional quantitative 
survey questionnaire where service users will self assess their experience of loneliness. 
I would be very appreciative of written permission to use this scale for my research project. The aim of the 
research is to identify if pastoral care can significantly impact on the loneliness levels that older people 
experience. 
Again, thank you for your time and consideration. 
 
Kind Regards, 
 
Elizabeth Kiely 
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        M E M O R A N D U M 
 
TO:  Mrs. Betty Kiely 
FROM: John Cacioppo, Ph.D. 
DATE: 13 March 2017 
 
 
You have permission to use the scale in the described project for research 
purposes only. 
 
 
 
 
--  
 
John T.  Cacioppo, Ph.D. 
Tiffany and Margaret Blake Distinguished Service Professor 
of Psychology and of Psychiatry and Behavioral Neuroscience, and 
Director, Center for Cognitive and Social Neuroscience 
The University of Chicago 
5848 S. University Avenue 
Chicago, IL 60637 
Email: Cacioppo@uchicago.edu 
Phone: (773) 702-1962 
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11.7 APPENDIX (G): INFORMATION LETTER 
 

Information Letter 

Dear Service-user, 

I am writing to you to invite you to participate in a questionnaire survey. You can choose to answer all 

or none of these questions and choosing not to answer will not affect your access to our services. The 

survey consists of fourteen tick box questions and can be completed in less than ten minutes. These 

questions are intended to inform and improve services at older adult day-care center’s by identifying if 

people are lonely and how we can best intervene.  

The title of the study is ‘A Cross Sectional study of the relationship between self-reported levels of 

loneliness and the experience of Pastoral Care in an older adult day care service’. 

 The information that you give will be confidential and the questionnaires are anonymous. The results 

of this survey will be anonymized by using numbers. The numerical findings may be used for further 

studies. The questionnaires will be destroyed when the data has been collected. The main investigator 

in this research is Elizabeth (Betty) Kiely RGN who is being supervised by Professor Denis Ryan for 

the purpose of achieving an M.A. in Counselling and Pastoral Care. Ethical approval for research was 

received from the HSE University Hospitals Limerick Research Committee. If you choose to participate 

in the survey, please place the completed questionnaire in the designated box provided at the day care. 

Yours Sincerely, 

Betty Kiely RGN. 

Contact Details: 

Principle Investigator: Betty Kiely 061 485814 elizabeth,kiely@ichas.ie 

Supervisor: Professor Denis Ryan 061 216288  

denis.ryan@ichas.ie 

Chairperson Research Ethics Committee: Pat Dillon (Consultant Anaesthetist) 

Tel: 061 482519     joanne.oconnor@hse.ie 
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11.11 APPENDIX (K): SPSS DATA 
 
SPSS DATA  
 

 
Notes 

Output Created 23-JAN-2018 16:32:26 
Comments  
Input Data /Users/denisryan/Desktop/Research 

Data SPSS Jan23.sav 
Active Dataset DataSet1 
Filter <none> 
Weight <none> 
Split File <none> 
N of Rows in Working 
Data File 

117 

Missing Value 
Handling 

Definition of Missing User defined missing values are 
treated as missing. 

Cases Used All non-missing data are used. 
Syntax DESCRIPTIVES 

VARIABLES=Location 
Age Gender Partnership 
Livingarrangement 
Know Experience Avail 
Pet 
    ComperLiterate 
FrequencyCompUse 
Health Companionship 
LeftOut Isolated 
LonlinessScore 
newbands 
  /STATISTICS=MEAN 
STDDEV RANGE MIN 
MAX. 

 

Resources Processor Time 00:00:00.00 
Elapsed Time 00:00:00.00 

 
 
[DataSet1] /Users/denisryan/Desktop/Research Data SPSS Jan23.sav 
 
 

 
Descriptive Statistics 

 N Range Minimum Maximum Mean 
Std. 

Deviation 
Location 117 1.00 1.00 2.00 1.5556 .49904 
Age 116 6.00 1.00 7.00 3.6983 1.53917 
Gender 117 1.00 1.00 2.00 1.8376 .37040 
Partnership Status 116 3.00 1.00 4.00 2.1724 .67600 
Living Arrangements 116 1.00 1.00 2.00 1.2672 .44444 
Do you know what Pastoral Care is? 111 1.00 1.00 2.00 1.2162 .41353 
Do you have Experience of Pastoral Care? 107 1.00 1.00 2.00 1.4953 .50233 
Would You avail of Pastoral Care if 
offered 

111 1.00 1.00 2.00 1.2883 .45502 
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Do You have a pet? 115 1.00 1.00 2.00 1.6261 .48596 
Are You Computer Literate 107 1.00 1.00 2.00 1.7757 .41908 
How Often Do you use the Computer 
to communicate with others on Skype, 
Facebook or Email 

17 2.00 1.00 3.00 1.7059 .77174 

Are you being treated for a health 
condiiton 

102 2.00 1.00 3.00 1.7745 .70229 

How often do you feel you lack 
companionship 

117 2.00 1.00 3.00 1.6838 .62491 

How often do you feel left out? 114 2.00 1.00 3.00 1.5877 .66268 
How often do you feel isolated from 
others? 

116 2.00 1.00 3.00 1.5172 .67865 

Total Lonliness Score 117 7.00 2.00 9.00 4.7179 1.76580 
Revised Lonliness Categories 116 1.00 1.00 2.00 1.3276 .47137 
Valid N (listwise) 11      

 

 
Descriptives 
 
 
 
DESCRIPTIVES VARIABLES=Location Age Gender Partnership 
Livingarrangement Know Experience Avail Pet 
    ComperLiterate FrequencyCompUse Health Companionship LeftOut 
Isolated LonlinessScore newbands 
  /STATISTICS=MEAN STDDEV RANGE MIN MAX. 
 

 
 
FREQUENCIES VARIABLES=Location Age Gender Partnership Livingarrangement 
Know Experience Avail Pet 
    ComperLiterate FrequencyCompUse Health Companionship LeftOut 
Isolated LonlinessScore newbands 
  /ORDER=ANALYSIS. 
 

 

 

 
Frequencies 
 
 

 
Notes 

Output Created 23-JAN-2018 16:32:49 
Comments  
Input Data /Users/denisryan/Desktop/Research 

Data SPSS Jan23.sav 
Active Dataset DataSet1 
Filter <none> 
Weight <none> 
Split File <none> 
N of Rows in Working 
Data File 

117 
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Missing Value 
Handling 

Definition of Missing User-defined missing values are 
treated as missing. 

Cases Used Statistics are based on all cases 
with valid data. 

Syntax FREQUENCIES 
VARIABLES=Location 
Age Gender 
Partnership 
Livingarrangement 
Know Experience Avail 
Pet 
    ComperLiterate 
FrequencyCompUse 
Health Companionship 
LeftOut Isolated 
LonlinessScore 
newbands 
  /ORDER=ANALYSIS. 

 

Resources Processor Time 00:00:00.02 
Elapsed Time 00:00:00.00 
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Frequency Table 
 
 

 
Location 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Dromcollogher 52 44.4 44.4 44.4 

Glin 65 55.6 55.6 100.0 
Total 117 100.0 100.0  

 

 

 

 

 
Age 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Aged 65 - 

69 
12 10.3 10.3 10.3 

70 - 74 17 14.5 14.7 25.0 
75 - 79 15 12.8 12.9 37.9 
80 - 84 39 33.3 33.6 71.6 
85 - 90 20 17.1 17.2 88.8 
90 - 94 9 7.7 7.8 96.6 
95 or older 4 3.4 3.4 100.0 
Total 116 99.1 100.0  

Missing System 1 .9   
Total 117 100.0    

 

 
Gender 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Male 19 16.2 16.2 16.2 

Female 98 83.8 83.8 100.0 
Total 117 100.0 100.0  

 

 
Partnership 

Status 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Married 16 13.7 13.8 13.8 

Widowed?/Widower 66 56.4 56.9 70.7 
Single 32 27.4 27.6 98.3 
Partnered 2 1.7 1.7 100.0 
Total 116 99.1 100.0  

Missing System 1 .9   
Total 117 100.0    
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Living 

Arrangements 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Living 

Alone 
85 72.6 73.3 73.3 

Living with 
others 

31 26.5 26.7 100.0 

Total 116 99.1 100.0  
Missing System 1 .9   
Total 117 100.0    

 

 

 

 
Do you know 

what 
Pastoral Care 

is? 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Yes 87 74.4 78.4 78.4 

No 24 20.5 21.6 100.0 
Total 111 94.9 100.0  

Missing System 6 5.1   
Total 117 100.0    

 

 
Do you have 

Experience of 
Pastoral 

Care? 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Yes 54 46.2 50.5 50.5 

No 53 45.3 49.5 100.0 
Total 107 91.5 100.0  

Missing System 10 8.5   
Total 117 100.0    

 

 
Would You 

avail of 
Pastoral Care 

if offered 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Yes 79 67.5 71.2 71.2 

No 32 27.4 28.8 100.0 
Total 111 94.9 100.0  
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Missing System 6 5.1   
Total 117 100.0    

 

 
Do You have 

a pet? 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Yes 43 36.8 37.4 37.4 

No 72 61.5 62.6 100.0 
Total 115 98.3 100.0  

Missing System 2 1.7   
Total 117 100.0    

 

 
Are You 

Computer 
Literate 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Yes 24 20.5 22.4 22.4 

No 83 70.9 77.6 100.0 
Total 107 91.5 100.0  

Missing System 10 8.5   
Total 117 100.0    

 

 
How Often Do 
you use the 
Computer to 
communicate 
with others on 

Skype, 
Facebook or 

Email 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Daily 8 6.8 47.1 47.1 

Weekly 6 5.1 35.3 82.4 
3.00 3 2.6 17.6 100.0 
Total 17 14.5 100.0  

Missing System 100 85.5   
Total 117 100.0    
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Are you being 
treated for a health 

condiiton 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid One 

Condiiton 
39 33.3 38.2 38.2 

2 - 4 
Condiitons 

47 40.2 46.1 84.3 

5 or more 
conditions 

16 13.7 15.7 100.0 

Total 102 87.2 100.0  
Missing System 15 12.8   
Total 117 100.0    

 

 

 

 

 

 
How often do you 

feel you lack 
companionship 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Hardly 

Ever 
47 40.2 40.2 40.2 

Some of 
the Time 

60 51.3 51.3 91.5 

Often 10 8.5 8.5 100.0 
Total 117 100.0 100.0  

 

 
How often do you 

feel left out? 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Hardly Ever 58 49.6 50.9 50.9 

Some of the 
Time 

45 38.5 39.5 90.4 

Often 11 9.4 9.6 100.0 
Total 114 97.4 100.0  

Missing System 3 2.6   
Total 117 100.0    
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How often do you 
feel isolated from 

others? 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Hardly Ever 68 58.1 58.6 58.6 

Some of the 
Time 

36 30.8 31.0 89.7 

Often 12 10.3 10.3 100.0 
Total 116 99.1 100.0  

Missing System 1 .9   
Total 117 100.0    

 

 
Total 

Loneliness 
Score 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid 2.00 2 1.7 1.7 1.7 

3.00 39 33.3 33.3 35.0 
4.00 19 16.2 16.2 51.3 
5.00 19 16.2 16.2 67.5 
6.00 22 18.8 18.8 86.3 
7.00 6 5.1 5.1 91.5 
8.00 4 3.4 3.4 94.9 
9.00 6 5.1 5.1 100.0 
Total 117 100.0 100.0  

 

 
Revised 

Lonliness 
Categories 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 
Valid Not 

Lonley 
78 66.7 67.2 67.2 

Lonley 38 32.5 32.8 100.0 
Total 116 99.1 100.0  

Missing System 1 .9   
Total 117 100.0    

 
 
CROSSTABS 
  /TABLES=Location Gender Livingarrangement Pet Know Experience Avail 
ComperLiterate BY newbands 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ 
  /CELLS=COUNT 
  /COUNT ROUND CELL. 
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Crosstabs 
 
 

 
Notes 

Output Created 23-JAN-2018 16:33:40 
Comments  
Input Data /Users/denisryan/Desktop/Research 

Data SPSS Jan23.sav 
Active Dataset DataSet1 
Filter <none> 
Weight <none> 
Split File <none> 
N of Rows in Working 
Data File 

117 

Missing Value 
Handling 

Definition of Missing User-defined missing values are 
treated as missing. 

Cases Used Statistics for each table are based 
on all the cases with valid data in 
the specified range(s) for all 
variables in each table. 

Syntax CROSSTABS 
  /TABLES=Location 
Gender 
Livingarrangement Pet 
Know Experience Avail 
ComperLiterate BY 
newbands 
  /FORMAT=AVALUE 
TABLES 
  /STATISTICS=CHISQ 
  /CELLS=COUNT 
  /COUNT ROUND 
CELL. 

 

Resources Processor Time 00:00:00.04 
Elapsed Time 00:00:00.00 
Dimensions Requested 2 
Cells Available 524245 
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Case Processing 
Summary 

 

Cases 
Valid Missing Total 

N Percent N Percent N Percent 
Location * Revised 
Lonliness Categories 

116 99.1% 1 0.9% 117 100.0% 

Gender * Revised 
Lonliness Categories 

116 99.1% 1 0.9% 117 100.0% 

Living Arrangements  * 
Revised Lonliness 
Categories 

115 98.3% 2 1.7% 117 100.0% 

Do You have a pet? * 
Revised Lonliness 
Categories 

114 97.4% 3 2.6% 117 100.0% 

Do you know what Pastoral 
Care is? * Revised 
Lonliness Categories 

110 94.0% 7 6.0% 117 100.0% 

Do you have Experience of 
Pastoral Care? * Revised 
Lonliness Categories 

106 90.6% 11 9.4% 117 100.0% 

Would You avail of 
Pastoral Care if offered * 
Revised Lonliness 
Categories 

110 94.0% 7 6.0% 117 100.0% 

Are You Computer Literate 
* Revised Lonliness 
Categories 

106 90.6% 11 9.4% 117 100.0% 

 

 

 
Location * Revised Lonliness Categories 
 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Location Dromcollogher 38 14 52 
Glin 40 24 64 

Total 78 38 116  
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Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square 1.457a 1 .227   
Continuity Correctionb 1.016 1 .313   
Likelihood Ratio 1.471 1 .225   
Fisher's Exact Test    .241 .157 
Linear-by-Linear Association 1.445 1 .229   
N of Valid Cases 116     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
17.03. 

     

b. Computed only for a 2x2 table      

 

 

 

 

 

 

 

 
Gender * Revised Lonliness Categories 
 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Gender Male 13 6 19 
Female 65 32 97 

Total 78 38 116  

 

 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square .014a 1 .905   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .014 1 .904   
Fisher's Exact Test    1.000 .567 
Linear-by-Linear Association .014 1 .905   
N of Valid Cases 116     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
6.22. 

     

b. Computed only for a 2x2 table      
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Living Arrangements  * Revised Lonliness Categories 
 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Living Arrangements Living Alone 51 33 84 
Living with 
others 

27 4 31 

Total 78 37 115  

 

 

 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square 7.222a 1 .007   
Continuity Correctionb 6.064 1 .014   
Likelihood Ratio 8.077 1 .004   
Fisher's Exact Test    .007 .005 
Linear-by-Linear Association 7.159 1 .007   
N of Valid Cases 115     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
9.97. 

     

b. Computed only for a 2x2 table      
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Do You have a pet? * Revised Lonliness Categories 
 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Do You have a pet? Yes 30 13 43 
No 47 24 71 

Total 77 37 114  

 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square .156a 1 .693   
Continuity Correctionb .035 1 .851   
Likelihood Ratio .157 1 .692   
Fisher's Exact Test    .837 .428 
Linear-by-Linear Association .154 1 .694   
N of Valid Cases 114     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
13.96. 

     

b. Computed only for a 2x2 table      

 

 

 
 
 
Do you know what Pastoral Care is? * Revised Lonliness Categories 
 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Do you know what Pastoral 
Care is? 

Yes 60 26 86 
No 15 9 24 

Total 75 35 110  
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Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square .457a 1 .499   
Continuity Correctionb .183 1 .669   
Likelihood Ratio .448 1 .503   
Fisher's Exact Test    .621 .330 
Linear-by-Linear Association .453 1 .501   
N of Valid Cases 110     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
7.64. 

     

b. Computed only for a 2x2 table      

 

 
 
Do you have Experience of Pastoral Care? * Revised Lonliness 
Categories 
 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Do you have Experience of 
Pastoral Care? 

Yes 38 16 54 
No 34 18 52 

Total 72 34 106  

 

 

 

 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square .302a 1 .582   
Continuity Correctionb .117 1 .733   
Likelihood Ratio .302 1 .582   
Fisher's Exact Test    .678 .366 
Linear-by-Linear Association .299 1 .584   
N of Valid Cases 106     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
16.68. 

     

b. Computed only for a 2x2 table      
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Would You avail of Pastoral Care if offered * Revised Lonliness 
Categories 
 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Would You avail of Pastoral 
Care if offered 

Yes 49 29 78 
No 25 7 32 

Total 74 36 110  

 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square 2.414a 1 .120   
Continuity Correctionb 1.769 1 .184   
Likelihood Ratio 2.525 1 .112   
Fisher's Exact Test    .179 .090 
Linear-by-Linear Association 2.392 1 .122   
N of Valid Cases 110     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
10.47. 

     

b. Computed only for a 2x2 table      

 

 

 

 
Are You Computer Literate * Revised Lonliness Categories 
 

 
Crosstab 

Count   

 

Revised 
Lonliness 

Categories Total 
Not Lonley Lonley 

Are You Computer Literate Yes 16 8 24 
No 54 28 82 

Total 70 36 106  
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Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 

Exact 
Sig. (2-
sided) 

Exact 
Sig. (1-
sided) 

Pearson Chi-Square .005a 1 .941   
Continuity Correctionb .000 1 1.000   
Likelihood Ratio .005 1 .941   
Fisher's Exact Test    1.000 .573 
Linear-by-Linear Association .005 1 .941   
N of Valid Cases 106     
a. 0 cells (.0%) have expected count less 
than 5. The minimum expected count is 
8.15. 

     

b. Computed only for a 2x2 table      

 
 
 
Error # 7003 
The license for IBM SPSS Statistics has expired. 
Execution of this command stops. 
Specific symptom number: 37 
 
End of job:  23 command lines  1 errors  0 warnings  1 CPU seconds 
 
 
 
 
 

Revised Loneliness Categories   

Living Arrangements Mean N Std. Deviation 

Living Alone 1.3929 84 .49132 

Living with others 1.1290 31 .34078 

Total 1.3217 115 .46919 
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Cross	Tabulation	&	Chi	Square	of	Age	Categories	and	Loneliness	

	

Revised	Loneliness	Categories	*	Revised	Age	Categories	Crosstabulation	

Count			

	

Revised	Age	Categories	

Total	65	-	79	years	
80	years	or	

older	

Revised	Loneliness	
Categories	

Not	Lonely	 31	 46	 77	

Lonely	 13	 25	 38	

Total	 44	 71	 115	

	

	

Chi-Square	Tests	

	 Value	 df	

Asymptotic	

Significance	(2-

sided)	 Exact	Sig.	(2-sided)	 Exact	Sig.	(1-sided)	

Pearson	Chi-Square	 .394a	 1	 .530	 	 	

Continuity	Correctionb	 .180	 1	 .672	 	 	

Likelihood	Ratio	 .397	 1	 .529	 	 	

Fisher's	Exact	Test	 	 	 	 .549	 .338	

Linear-by-Linear	Association	 .391	 1	 .532	 	 	

N	of	Valid	Cases	 115	 	 	 	 	

a.	0	cells	(0.0%)	have	expected	count	less	than	5.	The	minimum	expected	count	is	14.54.	

b.	Computed	only	for	a	2x2	table	

	

 


