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ABSTRACT

Loneliness is a pressing issue effecting affecting many older adults that has far
reaching implications for health and wellness (Collins et al., 2020). A literature review by
this author was conducted to determine if there are interventions that are effective for
decreasing loneliness in retired older adults. This literature review provided mixed
results. Some studies showed improvements in quality of life but not change in
loneliness. Others showed efficacy at addressing social isolation but not in degree of
loneliness. The most effective interventions used cognitive behavior therapy, involved
groups, had an established theoretical foundation and included multiple components
(Smallfield & Molitor, 2018; Gardiner et al., 2018). This paper will address the
underlying factors that contribute to loneliness and the current research on effective
interventions to address loneliness. It will go on to offer a new evidence-and-theory-
based intervention to address loneliness for retired older adults within the community

setting.
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CHAPTER ONE - Introduction

The evidenced literature suggests there is a lack of research on the effectiveness
of occupational therapy group intervention to address social isolation in community-
dwelling older adults (Smallfield & Molitor, 2018). Although there is research on
interventions that address leisure activities to enhance participation, a direct link to the
concept of social isolation is deficient. The literature has identified a need for more
theory-informed design to better establish the benefit of the interventions that address
social isolation (O’Rourke, et al, 2018). Loneliness and social isolation increase an
individual’s risk for reduced health (Smith & Victor, 2019), well-being (Collins et al.,
2020), falls (Hajek & Konig, 2017), cognitive decline (Tilvis et al., 2004), impaired
activities of daily living (Hoogendijk, 2020; Shamlou et al, 2021) and mortality (Holt-
Lunstad, 2015).
The Scope of the Problem

It has been established in the healthcare evidenced-based literature that social
isolation is associated with worse health outcomes (Courtin & Knapp, 2017; Leigh-Hunt
etal., 2017). As occupational therapy practitioners continue to move into community
settings, it is important to identify occupational therapy’s distinct value to stakeholders
and recipients of services. Robust evidence is needed to support the benefits of
occupational therapy services, which will allow for more practitioners to enter these less
established areas of practice. Successful integration of occupational therapists into more
community settings will increase access to occupational therapy services, which may

improve outcomes related to social participation, loneliness, and overall health and well-



being (Collins et al., 2020).

As healthcare costs continue to rise and as Americans continue to experience
more health co-morbidities, it is evident that there is a greater need for occupational
therapy intervention to promote health and wellness prior to health episodes and declines
in meaningful occupations. This has the potential to decrease healthcare costs and costly
medical interventions (Rula, 2011). In the bigger picture, occupational therapy can be
used more consistently as a tool for primary prevention and health promotion (AOTA,
2021a).

Social participation has long been considered within the scope of occupational
therapy, predating the Occupational Therapy Practice Framework. Based on one AOTA
Critically Appraised Topic completed by Smallfield and Molitor (2019), there is currently
mixed evidence to support the use of group interventions for addressing social
participation in the community settings; therefore, there is a need for more research in
this area. In the most recent, Fourth Edition, of the Occupational Therapy Practice
Framework, health management has been added as a category of occupation to
emphasize how significant health management is as an area of intervention within
occupational therapy practice (AOTA, 2020b). It has been established in the occupational
therapy literature that health, engagement in meaningful occupations, and well-being are
strongly connected (Pizzi & Richards, 2017). Given the interconnection of occupations
and the importance of occupational balance, it is important to consider the impact of
social participation on other areas of occupation, such as health management and leisure

activities. In light of the recent pandemic, with reports of increases in suicide, substance



abuse, and domestic violence, it is evident that social isolation and loneliness paired with
occupational deprivation, have significant negative impacts across the life span.
Explanation of the Cause of the Problem

Retirement represents a major shift in individuals’ roles and the way they manage
their time. In Appendix A, a causal pathway explains the connection between retirement,
loneliness and worse health outcomes, and decreased engagement in meaningful
activities. Following retirement, it has been shown that individuals experience a loss in
social engagement (Shin et al., 2019). When there is the loss of social network,
individuals may experience a decline in their mental health (Beller & Wagner, 2020) as
well as a decrease in social participation (Turcotte et al., 2019). This decline in mental
health and social participation will then impact individuals’ experiences of loneliness
(Kraav et al., 2021; Lee et al., 2019). Loneliness then impacts the individual’s health
outcomes (Cacioppo & Cacioppo, 2018; Collin et a., 2020) and meaningful engagement
in occupations (Shankar et al., 2017).

There are many moderators that will influence the likelihood and severity of
loneliness and its impacts on health and wellness outcomes. These include: if retirement
was voluntary; the size of the social network (Shin et al., 2019); the way individuals
perceive their current social engagement and self-efficacy (Holahan & Holahan, 1987);
the availability of community resources (Turcotte et al., 2019); and if individuals are
living alone (Lee et al., 2019). Some of these moderators are flexible, which in turn,

presents opportunities for intervention.



Contributing Factors

Beyond the immediate causal pathway, there are larger societal factors that
influence individuals’ risk and experience for social isolation and loneliness. Social
isolation in aging adults has been a long-standing problem, especially within western
cultures where intergenerational homes are less common. In Mark Freeman’s book, How
to Live Forever: The Enduring Power of Connecting the Generations he discusses the
rise of age-based, socially segregated communities and its impact on perceptions of aging
and general outcomes for older adults. Therefore, the context and geography are
important considerations (American Perceptions of Aging in the 21% Century, 2002;
Portacolone et al., 2018; Taylor et al., 2009).

The context of cultural attitudes surrounding aging has had a large impact on
assumptions about where older adults live and how they should spend their time.
LdAckenhoff et al. (2009) found that in western countries and places where there were
proportionately more older adults in the population, people were more likely to perceive
older adults as being less attractive, having less ability to perform everyday tasks and
performing worse at new learning. These attitudes can impact individuals’ self-
perception, which may impact decisions on how they perceive themselves and how they
spend their time and perceive their abilities. For example, perception of activity demands
can be both intrinsic, such as identifying a desire to maintain independence, and external,
the belief that they should require assistance for more Instrumental Activities of Daily
Living (IADL). Of non-institutionalized older adults over the age of 75, 10.6% require

assistance with ADLs and 18.8% require assistance with IADLs (National Health



Interview Survey, 2014). Freeman et al. (2016) also found negative perceptions of aging
predicted new onset of depression and anxiety in older adults.

These societal attitudes impact types of services, supports and policies that are
created with the ultimate goal of improving the lives of older adults. Unfortunately, these
policies do not always promote the desired outcomes. For example, creating subsidized
senior housing has allowed for low-income seniors to avoid nursing homes; however, it
still removes them from their previously established communities and social networks
which can further promote isolation and loneliness. For example, Taylor, Wang and
Morrow-Howell (2018) found that 69.3% of older adults residing in St Louis’ senior
public housing experienced moderate or severe loneliness. This is higher than the over-all
older adult population, which is closer to 34% (Chawla et al., 2021).

The US healthcare system has largely been designed to be reactive to healthcare
needs. For example, the US leads the world in innovations in emergency medicine and
cancer treatment (Kurani et al., 2020). However, the healthcare system has spent fewer
resources and less energy on proactive care that emphasizes preventing emergency
episodes and co-morbidities that result in the need for medical care (Levine et al., 2019).
As aresult, when someone is experiencing a condition that has no immediate negative
health consequences, there are no interventions in place to prevent secondary problems.
Insurance companies and private corporations sometimes provide reimbursement for
spending on items such as gym memberships or discounts for taking biometric screens
with the assumption that improving lifestyle will improve health outcomes.

Unfortunately, that same effort has not been applied to social participation and loneliness



as possible facilitators in improved health outcomes.
Core Elements of Intervention

The core elements of the intervention will include an multi-week intervention
program, a toolKkit for carrying out the program, and an 8-week group program to be
carried out by a therapist in-person (depending on safety/health concerns) with the goal
of developing skills in social participation, problem-solving environmental barriers to
engagement and building self-efficacy. The intervention will be unique to occupational
therapies scope of practice as it will address meaningful occupational engagement.

To increase ability to generalize the program and to promote its use beyond one
setting, a toolkit will be created for other occupational therapists to use in community
settings to address social isolation. The toolkit will include assessments for data
collection, guidance on intervention, and marketing materials. An additional benefit of
this toolkit is that it may establish a role with ideas for possible funding sources for
occupational therapists within The Village model or other community settings that serve

older adults.



CHAPTER TWO - Project Theoretical and Evidence Base
Literature Review

There is a growing body of research investigating the connection between
loneliness, social isolation and other factors including employment, gender,
socioeconomic status and health (Smith & Victor, 2019). Despite the increase in research
focused on this topic, these relationships are still not well-understood. Occupational
therapy has the potential to use interventions to address loneliness to positively impact
mental health, physical health and general functioning (Collins, 2020). Understanding the
underlying causes of loneliness and risk factors is imperative when working to develop
effective interventions. The following four research questions were used to investigate
the connections between social isolation, loneliness, health, retirement, and function: Is
there evidence that social isolation and loneliness result in negative health outcomes for
older adults? Is there evidence of a connection between isolation and loneliness? Is there
evidence that retirement increases the risk of developing loneliness? Is there evidence
that loneliness impact’s function and the performance of activities of daily living?
Exploratory Model

Life transitions lend themselves to possible challenges for individuals. Retirement
IS a major transition that can have large implications for the later years of an individual’s
life. A visual representation of the exploratory model can be found in Appendix A. As
discussed in Saito et al. (2012), retirement often results in the loss of major social
networks. This loss can be moderated by the nature of the end of employment and the

presence of social support. Those who retire voluntarily typically have more developed



social networks and more financial security which result in their retired years being filled
with more social engagement (Gallo et al., 2000). When individuals have a loss of social
networks, it can result in their becoming depressed and reporting less social interaction.
“Loneliness is generally understood as the discrepancy between the social engagement
individuals would like to have and what they really have” (Shin et al., 2016, p. 1293).
Therefore, when individuals experience depression, coupled with decreased social
participation, they are more likely to experience loneliness (Kraav et al., 2021; Cacciopo
& Cacciopo, 2018). There has been a great deal of research implicating loneliness in a
variety of negative outcomes including decreased engagement in meaningful occupations
(Collins et al., 2020; Shankar et al., 2017) and a variety of poor health outcomes
including depression, anxiety, functional limitations, and self-rated health (Lee et al.,
2019; Yuo et al., 2012).

Additional possible moderators that are important to consider include the
availability of community resources (Turcotte et al., 2019), which can mitigate the effects
of loss of social engagement. Social conditions within the environment may impact
individuals’ mental health when they perceive a loss of social engagement. Another
important moderator is self-efficacy. Self-efficacy can mitigate how individuals respond
to the loss of a social network and if they experience a decline in mental health as a result
(Holahan & Holahan, 1987). Additionally, if someone lives alone, a social network may
decrease feelings of loneliness (Lee et al., 2019). These moderators range from a micro
level, where individual variation will play a role in outcomes, to macro level, where

community resources can affect a large swath of individuals.



The loss of social networks with retirement can have a large impact on
individuals’ emotional and physical health. A variety of factors that exist both internal
and external to the person will impact the severity of these health-related outcomes.
Theoretical Frameworks

The social cognitive theory (SCT) provides the theoretical framework for
understanding the problem of decreased social engagement following retirement and its
impact on a variety of health outcomes. The SCT addresses the problem of development
of loneliness while the Evolutionary Theory of Loneliness (ETL) addresses how
loneliness connects to worse health outcomes.

A key assumption within the Social Cognitive Theory (CST) is triadic reciprocal
determinism. This concept explains the bidirectional interaction between the person (his
or her cognitive state), the environment, and his or her behavior. The environment is
understood to be stimuli external to the person; this includes people, physical space and
societal norms and expectations. Behavior is understood to be observable actions
undertaken by the individual. These three components influence one another (Bandura,
1986). A change in behavior will reflect learning. By recognizing the impact of the
change of environment, or loss of work environment, behavioral changes can be
identified. The SCT recognizes that the behavior is going to have an impact on the
person, and vice versa. The connection between social isolation and loneliness is not
completely understood. Social isolation is an observable behavior while loneliness exists
internally and is more subjective.

The ETL provides a more focused and explanatory model of the process and
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causes behind loneliness. The ETL, like the social cognitive theory, also includes
components of reciprocal determinism and explains the connection between the personal
experience of loneliness and negative health outcomes by using a variety of postulates.
In this theory, the feeling of loneliness (which exists internally) impacts the environment.
The environment, or more specifically the people in the environment, perceive the person
experiencing loneliness as more selfish and less social. This perception further isolates
the individual and increases the likelihood of further perpetuating loneliness. The
cumulative deleterious effect postulate recognizes the short-term impact of loneliness,
which might be compensatory in nature but can have long-term negative effects on health
and well-being. Additionally, the lifespan postulate assumes that the psychological and
biological impact of loneliness is even more apparent in aging populations (Cacioppo &
Cacioppo 2018).
Literature Review-Questions on the Problem

Is there evidence that social isolation and loneliness are connected? While the
evidence supports that loneliness and social isolation both have impacts on the health and
well-being of older adults, they are distinct ideas. There is very little research that
adequately addresses the differences between the two concepts (Taylor, 2020; Holt-
Lunstad et al., 2015; Beller & Wagner, 2018). In fact, Taylor (2020) found that social
isolation accounted for only 9% of loneliness. Unfortunately, some studies on the topic
are cross-sectional which makes it difficult to establish causation (Bai et al., 2021,
Taylor, 2020). Additionally, almost all the studies are based on data from surveys, so

that while the sample populations are more likely to be representative of a specific
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country, they are often not centered around the concept of loneliness.

It is apparent, after examining the research, that loneliness and social isolation
have distinct impacts on health and well-being. Beller and Wagner (2018) and Kraav et
al. (2021) established a relationship between subjective loneliness and mental health
outcomes. Both of these studies used population-based surveys from Finland and
Germany, respectively with samples of over 3000 people. Yu et al. (2020) affirmed that
while there was a connection between loneliness and depression, only social isolation
was significantly associated with cognitive impairment. Yu et al. (2020) was also able to
identify a connection between loneliness and hypertension and general poor health, while
social isolation did not yield that relationship.

Multiple studies did find a correlation between an increase in social isolation and
an increase in loneliness (Shanker et al., 2017; Cohen-Mansfield et al., 2016, Yu et al.,
2020, Bai et al., 2021). Cohen-Mansfield et al. (2016) and Kim et al. (2022) did find that
loss of social network resulted in an increased risk of loneliness. While Bai et al. (2021)
found that the lack of social participation and social trust seemed to correlate with
loneliness. Kim et al. (2022) went further to identify that the quality of these social
connections influenced loneliness. Kim (2022) only used one question to assess for
loneliness, which may not actually capture all participants who experienced loneliness.
Conversely, Beller and Wagner (2018) did not find a connection between the quality of
an individual’s social network and the likelihood of developing loneliness.

Overall, there seems to be a connection between social isolation and the

implications risk of developing loneliness. The nature of an individual’s social network



12

may play a role in the likelihood that an individual will develop feelings of loneliness as
well as other demographic factors including marital status, socioeconomic status and age
(Cohen-Mansfield et al., 2016; Holt-Lunstad et al., 2015; Kim et al., 2022). Many studies
on social isolation and loneliness were able to identify differences in their impact based
upon health outcomes (Beller & Wagner, 2018; Yu et al., 2020; Kraav et al., 2021). The
research is mixed on the direct connection between social isolation and loneliness and
health outcomes. However, research appears to support the impact of loneliness on
depression and the impact of depression on a variety of health outcomes.

Is there evidence that social isolation or loneliness is correlated with health
outcomes? When examining the evidence on social isolation, loneliness, and its impact
on health, there are strong indicators of possible causation, specifically related to mental
health outcomes. Strong associations have been found between either social isolation or
loneliness and negative mental health outcomes; these include depression and anxiety
(Collins et al., 2020; Lee et al., 2019; Smith & Victor, 2019; Beutel et al., 2017). That
said, it is also understood that there is a reciprocal relationship between depression and
loneliness, meaning they influence one another (Luo et al., 2012; Beutel et al., 2017,
Smith & Victor, 2019; Collins et al. 2020). However, Buchman, et al. (2010), found
loneliness was correlated with other factors even when depression was accounted for,
indicating depression may be a moderator in causing loneliness but it is not a pre-
requisite. There has been a plethora of research conducted on the topic of social isolation,
loneliness, and its impact on health outcomes. There has also been substantial research on

the reciprocal nature of the loneliness and depression. Despite extensive research, the
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exact relationship between these factors remains unclear (Smith & Victor, 2019; Barnes
etal., 2022).

There is inadequate evidence to support the connection between loneliness and
physiological health outcomes. Poor self-rated health as a possible outcome of loneliness
is more clearly represented in the literature (Smith & Victor, 2019; Beutel et al., 2017,
Luo et al., 2012), while experiencing both social isolation and loneliness increases the
risk of excessive healthcare utilization (Gerst-Emerson & Jayawardhana, 2015) and
emergency room visits (Barnes et al., 2022; Voltorta et al., 2016). Barnes et al. (2022)
found 35% of those experiencing both social isolation and loneliness reported utilizing
the emergency room annually compared to only 26% of those who reported only
experiencing social isolation. Those experiencing loneliness and social isolation are also
at an increased risk of stroke and congestive heart failure (Valtorta et al., 2016).

While Valtorta et al. (2016) established a strong association between poor social
relationships and increased incidence of coronary heart disease, they identified that
additional factors, such as stress, may moderate the impact. This is substantiated by Lou
et al. (2012), who found that loneliness did have an impact on emotional and physical
health. In turn, emotional and physical health had an impact on mortality, however,
loneliness alone did not directly impact health outcomes. This lack of direct connection
between loneliness and health outcomes is substantiated by Gerst-Emerson and
Jayawardhana (2015) who found that while doctor visits are more common in people that
experience loneliness, it does not result in greater risk of hospitalization. Mehrabi and

Beland (2021) also found that social isolation or loneliness did not directly result in
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worse health outcomes, but moderators exist that can impact the size of the effect
between loneliness, social isolation and physiological health. These conclusions contrast
with Holt-Lunstad et al. (2015), who found both social isolation and reported loneliness
did result in higher risk of mortality. Collins (2020) also supported that social isolation
and loneliness increases the risk chronic health conditions. Collins (2020) and Valtorta et
al. (2016) were both meta-analyses of studies derived from research from developed
countries and the other studies on health outcomes also typically come from developed,
westernized countries.

Is there evidence that retirement has an impact on the development of loneliness
and social isolation? While the literature supports a connection between retirement and
loneliness, the moderators that might impact this connection are not well understood.
Bjelajac et al. (2019) and Abrans, Finlay and Kobayashi (2021) confirmed that those who
were experiencing unplanned unemployment were much more likely to be experiencing
loneliness. One possible explanation for this association is addressed by Kim et al.,
(2022) in a Korean sample, who found that following retirement, individuals experienced
a change in the size of their social network which had a negative impact on amount of
loneliness. According to Shin et al. (2016) and Gallo et al., (2000), involuntary job loss
has a higher correlation with worse mental and physical health problems. Beutel et al.
(2017) also found individuals with a history of unemployment were more likely to
experience loneliness. This may be, in part, explained by Hajek and Konig (2020) who
identified loss of income as being associated with increased risk of loneliness. The

importance of financial security is reinforced by Cruwys et al. (2019) who found a
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connection between financial security predicting social connection, which can help
decrease risk of loneliness. In retirement it is common for income to decrease, so this
factor may contribute to the overall effect. Collins (2020) also found an increased risk of
developing loneliness when an individual lacked in financial resources.

Given the established connection between depression and loneliness, it is
important to consider that the literature on retirement is consistent in its findings that
those experiencing loneliness are also more likely to be depressed (Hajek & Konig, 2020;
Gallo et al., 2000; Bjelajac, 2019). Another possible explanation for the connection
between loneliness and retirement is reversing the proposition. Sprod et al. (2017) and
Morris (2020) found that being lonely significantly predicted work disability, which
resulted in retirement. Therefore, loneliness may predict retirement. Abrams, Finlay and
Kobayashi (2021) also began to explore the possibility that depression may result in
unemployment. There is clear evidence to suggest that retirement increases the risk of
developing loneliness however there are moderators that mitigate the risk. These factors
include pre-retirement mental health as well as social networks and financial security.

Does loneliness and social isolation impact function and the performance of
activities of daily living? There is very limited research on the impact of social isolation
and loneliness on performance of activities of daily living, or the impact of performance
of activities of daily living on social isolation and loneliness. However, there is some
research on the association between social isolation and loneliness and motor function,
which correlates with functional performance. Some research supports that an increase in

functional impairment correlates with decreased social participation or loneliness (Hajek
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& Konig, 2020; Shankar et al., 2017; Hacihasanoglu, 2012), however Bondevik, et al.
(1998) found the opposite to be true; increased dependence in ADL correlated with lower
levels of emotional loneliness while high levels of independence correlated with high
levels of emotional and social loneliness. They postulated that increased dependence
resulted in additional support persons who provided a mechanism to alleviate loneliness.
Menec (2003) supported that continued engagement in meaningful activities
prevents a decline in wellness which has a benefit of lower levels of social isolation,
while Shankar et al. (2017) concluded that those experiencing loneliness were more
likely to self-report disability. People living with specific diagnoses were more likely to
report social isolation and loneliness namely cardiovascular disease, lung disease,
depression and arthritis (Shankar et al., 2017). Buchman et al. (2010) and Yu et al. (2020)
both found that those experiencing loneliness were more likely to develop declines in
motor control. Yu et al. (2020) conducted a 5-year cohort study involving a Chinese
population while Buchman et al. (2020) conducted a 12-year study involving older adults
from Illinois. Yu et al. (2020) found that social isolation correlated with a decline in grip
strength in men while loneliness correlated with a decline in grip strength in women.
Conversely, Buchman et al. (2010) found both subjective loneliness and objective social
isolation both correlated with a decline in gross motor functions. In fact, they found for
each one point of higher loneliness on the Jong-Gierveld Loneliness Scale, there was a
40% more rapid decline in motor function. Overall, it is not yet possible to establish that
loneliness causes a decline in function. However, there is ample evidence to support a

connection between loneliness, social isolation and functional performance.
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Limitations of Studies

Most of the studies identified used survey data collected for a variety of purposes
beyond the scope of studying loneliness and social isolation. Many used self-report
measures which can limit accuracy. Many of the studies and meta-analyses also relied on
cross-section studies so that long-term implications and proof of causation are not
possible. Additionally, many of the studies that assessed loneliness asked directly about
loneliness, using tools like the UCLA loneliness scale. Given the stigma surrounding
loneliness, there is a possibility that people may not have answered questions on
loneliness honestly. Additionally, most studies related to depression and health were
conducted in westernized countries, therefore, the results can not be generalized to other

cultures.
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CHAPTER THREE - Overview of Current Approaches and Methods
Literature Review of the Interventions

What are the qualities of effective interventions to address loneliness in retired
older adults? This question has been receiving increasing attention. To identify the most
effective interventions, the PubMed and CINHAL databases were utilized. Additionally,
the literature search was limited to articles published after 2010. Search terms included:
“older adults, loneliness, social isolation, and interventions.” When “retirement” or
“retired” was included in the search terms, only one relevant article was identified
(Heaven et al., 2013).

Loneliness has long been recognized as a health problem. Interventions to address
loneliness in older adults has become more researched in the past decade. Additionally,
the pandemic has made it even more apparent that loneliness has major implications for
health and well-being that need to be addressed. As a result, more studies, meta-analyses
and reviews have been conducted over the past few years which provide greater insight
into the most effective interventions that have been developed to address loneliness and
social isolation.

Quialities of effective interventions included interventions that are theory-based
(Heaven et al., 2013, Dickens et al., 2011, O’Rourke et al., 2018, Cattan et al., 2005);
have a social component (Dickens et al., 2011, Stancliffe et al., 2015, Turcotte et al.,
2018, Gardiner et al., 2018); and involve active participation (Dickens et al., 2011,
Franck et al., 2016). More recent systemic reviews have evaluated interventions based

upon the specific area they address. These include leisure activities, psycho-social
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approaches, and social-cognitive approaches (Fakoya et al., 2020). Additional approaches
that have shown some positive effect include reminiscing (Franck et al., 2016) which was
effective for reducing social isolation and depression; mindfulness and stress reduction
(Gardiner et al., 2018; Veronese et al., 2021) which was effective for reducing social
isolation and loneliness. However, Veronese et al. (2021) pointed out that the quality of
meta-analyses and systemic reviews evaluated in their paper were of such low quality
that there was low certainty of evidence.

While many studies have examined the effectiveness of interventions to address
loneliness, only one systemic review has provided to be an overview of the most
successful interventions to address well-being following retirement. Heaven et al. (2013)
identified seven studies after reviewing over 9,000 possible articles. This systemic
review did not explicitly address loneliness; however, there was tentative evidence that
meaningful social roles may be beneficial for improving well-being following retirement.
Stancliffe et al. (2015) completed a matched intervention with a comparison group study
specifically related to retirement transition for people with disabilities and the use of
mentors. While social satisfaction improved, there was no change between groups
related to quality of life or loneliness (Stencliffe et al., 2015).

The only concept that is consistent across the literature is that multi-component
programs appear to be the most effective (Smallfield & Molitor, 2018; Turcotte et al.
2018; Poscia et al., 2018). For example, in Matuska et al. (2003), a group program
contained education on the value of meaningful occupations, group problem-solving on

overcoming barriers to occupation, homework including tracking routines and energy
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levels (to assist in the development of mindfulness), and time for social participation.
Additional successful program components included leisure activities that maintain social
contact, adaptability of the intervention to local contexts, and community development
approaches (Gardiner et al., 2018). Many authors also noted that the most effective
interventions had a theoretical base (O’Rourke et al., 2018). Veronese et al. (2018) and
also noted that given the diverse causes of loneliness, interventions must also be diverse
and individualized based on the individual’s needs.

Duration and frequency of treatment varied greatly; however, Heaven et al.
(2013) found that interventions lasting between 2 hours to 20 hours per week were
effective at improving life satisfaction. Turcotte et al. (2018) found most group
interventions were 45 minutes to 3 hours long when facilitated by an occupational
therapy practitioner with a typical duration of 4-36 weeks. One-to-one interventions
varied in session duration between one and sixteen weeks. Cohen-Mansfield and Perach
(2015) similarly found that of 33 quantitative intervention studies that addressed
loneliness in older adults, most programs lasted 6 weeks to 16 months with between 5
and 18 sessions.

Many of the meta-analyses and systemic reviews on the literature categorized
interventions based on format, delivery mode, goal, type, focus, and nature (Fakoya et al.,
2020). Most of the reviews found group interventions to be successful (Cohen-Mansfield
et al., 2018; Dayson et al., 2021, Poscia et al., 2018). Other studies examined both group
and individual interventions and their possible positive impacts. Sabir et al. (2009) found

that while group interventions were more effective, there was promise in the use of
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individual treatment, especially for frail, homebound older adults. Cattan et al. (2005)
found one-to-one interventions may be more effective if the person delivering the
intervention is from the same generation. Interventions that addressed active participation
using meaningful activity in a group setting and interventions that used cognitive
behavioral approaches were typically also found to have a positive effect on either social
isolation or loneliness (Kall et al., 2020; Smith et al., 2021).

Quality and Limitations of Current Research

The literature on interventions to address loneliness is far from conclusive. Many
of the sources have identified barriers to high-quality, reliable research. These barriers
include a lack of concrete definitions and assessment criteria on loneliness (Heaven et al.,
2013, Roberts & Windle, 2020, Franck et al., 2016, Gardiner et al., 2018, Dickens et al.,
2011); a lack of theoretical basis for interventions (Fakoya et al., 2020, Gardiner et al.,
2018, O’Rourke et al., 2018); and lack of randomization which increases risk of bias
(Masi et al., 2011).

Fakoya et al. (2020) provided definitions of social isolation and loneliness that
should be adopted universally for the purpose of consistency across research. “Social
isolation can be defined as ‘a state in which an individual lacks a sense of belonging
socially, lacks engagement with others, and has a minimal number of social contacts
which are deficient in fulfilling quality relationships.” While loneliness can be defined as
a ‘subjective state based on a person’s emotional perception of the number and/or quality
of social connections needed in comparison to what is being experienced at the time’”

(Fakoya et al., 2020, p. 9). It is made abundantly clear in the research that these two
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concepts are distinct. However, interventions regularly do not distinguish if the
intervention is designed to address social isolation, loneliness, or both. Additionally, if
they do attempt to distinguish between the two concepts, the way researchers aim to
measure these concepts is limited. For example, Smith et al. (2021) only included one

question to assess for loneliness.
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CHAPTER FOUR - Description of the Proposed Program

Basis of the Proposed Program
Program Details

Not in it Alone is a community-based, closed-group intervention designed to
address loneliness in older adults who are retired. Inclusion criteria include retired older
adults who are members of The Village Chicago, a not-for-profit organization with 450+
members with the goal of promoting aging in place. This program will benefit
participants as well as The Village Chicago, which will be able to promote programs like
this to retain and recruit new members and possibly other Villages that are interested in
interventions to address loneliness.
Problem being Addressed

The program is seeking to address the problem of loneliness experienced by
retired older adults. According to Beutel et al. (2017), about 10.5% of community
dwelling adults experience some degree of loneliness. Loneliness is also associated with
depression, anxiety, suicidal ideation, smoking and frequent doctor visits (Beutel, 2017).
Ye Luo et al., (2012) also found that loneliness is also associated with mortality risk,
functional limitations, and marginal effects on later self-related health (Ye Luo et al.,
2012).

The theoretical constructs used to develop this intervention include the social
cognitive theory and the evolutionary theory of loneliness. The evolutionary theory of
loneliness has many postulates that are useful for program development. The

repair/replacement postulate asserts that being lonely motivates individuals to attend and
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approach social stimuli. Additionally, the aversive signal postulate proposes that the
brain is inclined towards certain ways of thinking, feeling and acting and humans have an
aversion to feeling lonely, so that when humans experience loneliness, the brain alerts the
self to threats to our well-being (Cacioppo & Cacioppo, 2018). This theory can be paired
with the social cognitive theory, which is based on the concept of reciprocal determinism,
which asserts that environmental, behavioral, and cognitive processes interact and effect
one another (Bandura, 1986). Together, it is possible to develop an intervention process
whereby the individual is motivated to learn, and when provided with the necessary
social environment and cognitive education, change can occur.
Explanatory Model

In this explanatory model (see figure 4.1), individuals participate in a
social/educational group for eight weeks. The intervention, being informed by the social
cognitive theory, incorporates the environment, which includes the learning environment,
including peers; behavior change, which will include exposure to both social
opportunities and volunteer opportunities; and internal personal factors, which will
include cognitive behavior therapy strategies. The environment is a component which
will also tie in the evolutionary theory of loneliness’s salutary relationship postulate,
which posits that social interactions and reliable social interactions can improve survival
and are beneficial (Cacioppo & Cacioppo, 2018).

The peer support mechanism that will be developed among members of the group
may result in reduction in depression and increase in behavioral activation (Solomonov et

al, 2019). Specific to occupational therapy-based interventions, promoting participation
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can result in improved health, wellness, and quality of life (Pizz & Richards, 2017).
Change in environment via peer supports and education can in-turn result in behavior
change, which may include increased social participation (Po-Ju Change, 2014;
Smallfield & Molitor, 2018). Finally, use of coping skill development, more specifically,
the use of cognitive behavior therapy strategies can be an effective intervention for
decreasing loneliness (Masi & Cacioppo, 2011; Cohen-Mansfield, 2018). Overall,
outcomes from a program that includes these components could include improved quality
of life (Collins, 2020), decreased depression (Domench-Abella, 2017), decreased
loneliness (Cohen-Mansfield, 2018), increased ADL performance (Shankar et al., 2017;
Mahmud et al., 2020), improved leisure engagement (Po-Ju Chang, 2014), and happiness
(Menac, 2003).

One significant moderator is self-efficacy. Self-efficacy theory was developed in
conjunction with Albert Bandura and can be thought of as both independent and in
collaboration with the social cognitive theory. Self-efficacy is considered a part of the
person and can be improved with education and training. High self-efficacy is associated
with improved coping; therefore, this intervention will also work to address self-efficacy

using cognitive behavioral therapy strategies (Wan-Yim et al., 2009).
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Social cognitive theory with the evolutionary theory of loneliness used as a mechanism of

action for program development.
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This program will be piloted for the Village Chicago so that the initial stakeholders

will come from within The Village. The micro-level stakeholders include individuals who

will be participating in the therapeutic group. On a more meso-level, an important key

stakeholder group will include The Village’s board of directors. This includes 20+

individuals, including the author, who are responsible for overseeing Village operations.

Board members are typically very well connected both within the Village and in Chicago

so that their buy-in can assist with recruitment and identifying possible funding sources.

Another important key stakeholder is Village staff, which includes about seven part- and

full-time individuals with backgrounds varying from communications to marketing to
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social work. The program also has implications for other Villages around the country,
which include over 100 separate organizations.

Engagement of employees and Village board members is imperative for the
recruitment process. Loneliness can be embarrassing for people to talk about so word-of-
mouth will be imperative for empowering individuals to participate in the group. The
pandemic has exacerbated societal concerns about loneliness and the topic is gaining
much more publicity on a global level. The Village Chicago has already identified
loneliness as a significant problem affecting older adults and has already worked to
secure grant funding from organizations like The Retirement Foundation to better meet
member needs. The board is already enthusiastic about additional program options to
offer to members.

Program Objectives

The author intends to work on the increased demand for interventions that address
loneliness by providing a closed group to a small number of Village members, to create
peer supports, to improve their use of strategies to improve their self-efficacy and to
identify future roles to increase participation in meaningful activity. The program will
build on itself to develop participants’ sense of self while giving them opportunities
between sessions to trial their new strategies. The goal is to decrease loneliness, improve
social networks and improve quality of life.

Logic Model
The intervention will consist of eight 1.5-hour sessions designed to help

participants address personal feelings of loneliness. A simplified version of the logic
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model can be found below in figure 2 and the full logic model can be found in figure 3.
Outputs of the program will include the number of participants, the number of sessions
they participate in, and the number of handouts participants complete. An additional
component will be the creation of a toolkit which will allow for the program to be
replicated by others. Another program output will be the number of toolkits that are
requested and distributed.

Short-term outcomes will include participants’ understanding of the importance
and nature of social networks, increased awareness of community and organizational
resources available to assist with the management of loneliness, and increased knowledge
of cognitive behavior therapy strategies that can be used to address loneliness.
Intermediate outcomes, after the program is complete, will include self-assessment of
loneliness as well as number and quality of social contacts. Long-term outcomes, taken 3
months and 1 year after the program concludes, include measurement of depression,

general wellness, and perceived health.
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The simplified logic model for the proposed program that visualizes the connections

between resources, interventions and expected results
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Program: Not in it Alone, a group program to address loneliness
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regulations): 1) continuation of COVID-19 2) stigma surrounding loneliness 3) organizational commitment to promoting aging in
place and addressing loneliness 4) loneliness recognized as health risk factor

Program Participants and Resources

This author will be the main leader of the program. The other person primarily

involved in the program will be a Village staff member, specifically a social worker who

can provide information on resources available in the community and through the

Village. The social worker may also be involved in other components such as recruitment

and follow-up after the program concludes. The Village office also has access to a

printer, laminator, other office supplies and volunteers to assist with any clerical tasks

such as making photocopies.

Program participants will be limited to Village Chicago members who are all
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older than 50 and live in the Chicagoland area. Additional criteria for enrollment for this
program include individuals that self-identify as lonely and are retired. Participants must
also have the ability to leave their homes and feel comfortable participating in the group.
Additionally, they must also not have a diagnosed cognitive impairment. Cognitive
behavior therapy is most effective in typically functioning individuals because it requires
the use of executive functioning, which is compromised in individuals with cognitive
impairment.
Program Logistics

This program will be delivered live in a group setting in either the Village office
or at St. Joseph Hospital’s facilities. Both are located close to public transportation with
some parking availability. If the pandemic continues to persist or interested individuals
report difficulty getting to the location because of either mobility limitations or weather
concerns, the program may be conducted virtually. Participants will all be members of
The Village Chicago and they will be recruited using peer networks, starting with Village
board leadership who will work to identify friends and members who may be
experiencing loneliness. The Village office staff keep a running list of members who they
believe are “at risk’ of a variety of problems, including loneliness. The Village also runs a
connectors program that connects isolated Village members with other
members/volunteers, which may also serve as a pool of people to pull possible
participants from. Prior to the launch of the official program, one or more info-
sessions/educational events on the topic of loneliness will be held to help draw interest.

Like other Village events, this program will be included in The Village calendar and bi-
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monthly member memo.
Group Intervention

The program is planned to last eight consecutive weeks, once a week for an hour
and half. Prior to the program start, a scheduling application will be used to determine the
best time for all participants. Each intervention session will begin with an icebreaker to
give participants the opportunity to get to know one another better. They will also review
their homework from the prior session to re-orient everyone to the program content. Each
session will have a different theme. A list of each session’s titles can be found in
appendix B. The first session, entitled, “where are we going, where have we been,” will
focus on getting acquainted, discussing reasons people may have chosen to participate in
the group, reviewing group rules and educating participants on the basics of how to set
goals and then actually writing goals. Another session, “thinking up and out,” will
provide participants with foundational knowledge on emotion identification and cognitive
behavior therapy strategies. Homework will include using a handout to provide guidance
on thought changes and behavior change. In appendix C a sample lesson plan for
“thinking up and out” can be found.

Most sessions will include a blend of lecture, group discussion, uses of handouts
and homework for between session times. Participants will be given a binder to keep
their handouts together. There will be very limited use of technology as this demographic
is already familiar with how to use basic communication tools like zoom and the focus of
the group is reconnecting in real life. It is important to have a physical space that

comfortably fits the group. The Village office has an appropriate, accessible conference
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room and St. Joseph Hospital also has those types of available space that are available for
this author.
Program Educators

The primary educator will be the author, who will run each session. Additional
educators will include a Village staff member, a trained social worker, as well as other
community members who participate in post-retirement meaningful roles. These
community members will only participate in one session, a ‘volunteer fair’, so that group
members can get an idea of what they might want to do to occupy their time and new
roles they might be interested in taking on.
Program Outputs and Outcomes

Program outputs are formative and will include the number of sessions and the
number of handouts each participant completes. Quantitative data will be completed by
participants on their own at home or in the setting where the program will occur
immediately before the start of the program. Quantitative data will only be collected from
the program participants, no more than 12 people. All quantitative data is self-
administered surveys so there is no concern over the impact of data collector bias or
reliability from an assessor.
Variables and Measurement

Important independent variables identified in the research include co-habitation
status, gender, voluntary or involuntary retirement and socio-economic status. The
variables being evaluated are loneliness, social participation, mental health status,

physical health, and perceived health. There is a variety of standardized measures that has
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been used with this population to address these variables.

Loneliness will be measured using the Revised UCLA Loneliness-6 (RULS-6)
Scale. This is considered the gold standard in loneliness research and is comprised of 6
questions, down from 20 in the original UCLA Loneliness Scale. The correlation between
the original UCLA Loneliness scale and the RULS-6 was r=.883, with r >.7 being
acceptable. Overall, the RULS-6 has acceptable reliability and validity and is much
shorter than the original assessment with acceptable internal consistency and validity
(Wongpakaran et al., 2020). A copy of the RULS-6 can be found in Appendix D.

Social networks will be evaluated using the Lubben Social Network Scale
(LSNS). It is a measure of social engagement with friends and family. The 6-item version
(LSNS-6) has been validated and has an internal reliability of .83. This measure is also
correlated with mortality, hospitalizations, health behaviors, depression, and general
physical health (Lubben et al., 2006). While there has been concern about the
appropriateness of two items based on a Rasch model, it is still the most used assessment
for community-dwelling older adults (Gray et al., 2016). A copy of the LSNS-6 can be
found in Appendix E.

The Patient Health Questionnaire-9 (PHQ-9) will be used to assess for depression.
It has been shown to be sensitive when compared to semi-structured and structured
interviews for identifying depression and is particularly sensitive in older adult
populations (2019). It was found to have a sensitivity of 88% and specificity of 88% for
major depression (Kroenke, K. et al., 2001). A copy of the PHQ-9 can be found in the

original article validating the measure (Kroenke, K. et al., 2001).
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To assess for self-rated health, the first question in the Short Form Questionnaire,
“In general, would you say your health is 1) excellent 2) very good 3) good 4) fair 5)
poor” will be used. It is unclear if health will function as a moderator for depression,
loneliness or social networks so it is important to evaluate participants’ general feelings
about their health.

In total, participants will answer 22 questions, primarily using Likert scales prior
to the start of the program, immediately after the program, and 12 months after the
program ends. Each of the three standardized assessments is supposed to take no longer
than 5 minutes, so less than 15 minutes will be required to complete the survey.
Desired Outcomes

The greatest anticipated change for loneliness and social network change is
expected to happen between the initial assessment, pre-program and immediately
following the program. The PHQ-9 has some questions related to general health, so it is
possible that there will be a larger, more positive change between the initial assessment
and the 12-month follow up assessment. The 1-year post-intervention assessment is to
evaluate if outcomes were sustainable over time, after the end of the intervention.
Barriers and Challenges

The greatest challenges foreseen in this program include recruitment and
participants missing sessions. The first problem connects with the issue of stigma
surrounding loneliness. Getting individuals to admit to their own experience of
loneliness may be challenging. Therefore, board members will be used to recruit

members. Given that this is a pilot program that is designed to help larger groups of
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people, tapping into individual’s altruism, and desire to help others, may facilitate
participation. The second challenge of ensuring participants show up is both a logistical
challenge and issue of volition. Having participants complete a when-to-meet to assess
their availability addresses the logistical problem. Providing participants with a schedule
of all the sessions, including their titles and general goals while also providing education
on how important full participation is, should help mitigate this risk. Reminder phone
calls or text messages, depending on participant preference, will also be provided the day

before each session.
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CHAPTER FIVE - Program Evaluation Research Plan
Program Scenario and Stakeholders

Not in it Alone is a community-based intervention designed to reduce loneliness
in members of The Village Chicago, a community-based organization dedicated to
helping older adults feel engaged and derive meaning from within their communities.
This program will benefit participants as well as The Village Chicago, which will be able
to retain more members and promote programs like this to retain and recruit new
members and possibly other Villages that are interested in interventions to address
loneliness.

This program will be delivered live in a group setting in either the Village office
or St. Joseph Hospital’s facilities. Both are located close to public transportation with
some parking availability. If the pandemic continues to persist, or interested individuals
report difficulty getting to the location because of either mobility limitations or weather
concerns, the program may be conducted virtually.

This author would be the main leader of the program. The other person primarily
involved in the program would be a Village staff member, specifically a social worker
who can provide information on resources available in the community and through the
Village. The social worker may also be involved in other components such as recruitment
and follow-up after the program concludes.

The Village will use the research findings to determine if the program is worth
continuing and will leverage that data to assist with grant applications. The data will be of

interest to Village members who did not participate in the group but may be motivated to
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join future programs because of the expected outcomes. Other Villages may use the
research findings and toolkit that will be created to start their own version of the program.
The Villages’ strategic partners and collaborators, like CJE SeniorLife, Center on
Halsted, Mather LifeWays, and Rush Medical Center may also be interested in the
outcomes and potentially help implement and disseminate the toolkit being built as a part
of this program. On a larger scale, research findings may be of value to other clinicians
working in community settings interested in using effective, evidence-based strategies to
reduce loneliness.
Practice Scenario

Based on best available evidence, at least 10% of the population experiences
loneliness at any given time (Beutel et al., 2017). In light of the pandemic, there is more
comfort discussing loneliness. Within The Village Chicago, health and wellness are of
interest to many members. Many Village members would be interested in this program
because they are more aware of the impact of loneliness on health outcomes.
Additionally, many feel the desire to contribute to the community and know participation
in research is one way to achieve that goal.
Vision

The goal of program evaluation research for this program is to determine if this
intervention is effective at decreasing loneliness in community-dwelling older adults
using the Revised UCLA loneliness scale, the most used assessment tool in loneliness
research. Additional outcome measures will provide insight into whether the program

assists in decreasing social isolation, depression, and perception of general health. The
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literature has identified a correlation between depression and loneliness as well as health
and loneliness, so determining if this program addresses these correlated areas has value.

While it is understood that there are interventions that may be effective in
reducing loneliness, there is not definitive research on the role and value of occupational
therapy interventions for addressing loneliness (Smallfield & Molitor, 2018). For
Villages around the country, this program could address the programming gap in
loneliness because while Villages tend to be excellent at addressing social isolation, there
are fewer programs designed to specifically address loneliness.
Engagement of Stakeholders

This program will be piloted for the Village Chicago so that the initial
stakeholders will come from within The Village. This author will also be working to
acquire grant funding to run this program and make it sustainable so that any foundations
that provide grants may also become stakeholders. The Village’s key stakeholders will
include its board of directors. This includes 20+ individuals who are responsible for
overseeing Village operations. Board members are typically very well connected both
within the Village and in Chicago so that their buy-in can assist with recruitment and
identifying possible funding sources. Another important key stakeholder is Village staff,
which includes about seven part- and full-time individuals with backgrounds varying
from communications to marketing to social work.

Getting buy-in from the Village’s CEO, and the Director of Health, Wellness and
Member Services and the head of the research committee are all important for ensuring

the success of the program. The CEO is an exceptional fundraiser and is always
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interested in adding value to the Village. She will be helpful in identifying possible
funding sources and promoting the program and research results beyond The Village.

The Director of Health, Wellness and Member Services is a social worker. She
also oversees the social work intern program. A great deal of support from her will be
necessary to complete member outreach to recruit participants. She will also allocate time
for the social work students to assist in data collection, specifically the semi-structured
interviews with participants, which will be an important part of the qualitative data.

The head of the research committee is a retired occupational therapist with a
background in research. She also has an MBA which may also be helpful when thinking
about funding opportunities. The research committee includes other individuals with
backgrounds in conducting research from a variety of disciplines allowing them to
provide support.

Stakeholder logistics

Moving forward, in light of COVID-19, the majority of communication will occur
either by phone or email. The head of research only lives in Chicago part time so that
communication during winter months will only happen over email or by phone.

For many of the stakeholders, being able to promote the Village Chicago as a
leader in the area of aging-in-place is valuable. When writing up agendas for meeting
with key stake holders, information from the Village mission statement will always be
included, “We support all aspects of well-being through social engagement, an extensive
services and referral network, health and fitness, intergenerational relationships, work

and purpose” (2021). This will affirm the connection between the program and the



41

organization’s mission and goals. A simplified logic model will be shared with

stakeholders during initial meetings so they can understand the program process and

goals (see figure 4.2).

Program Evaluation Research Questions by Stakeholder Group

Table 5.1

Types of research questions addressed by the program divided by stakeholder

Stakeholder | Types of Program Evaluation Research Questions
or
Stakeholder
Group
Researcher ¢ Quantitative question: Will the program participants report a
decrease in loneliness after the end of the program?
e Qualitative question: Will the program participants report feeling
confident applying the program content?
e Are outcomes consistent with the proposed theoretical justification
based upon the Evolutionary Theory of Loneliness?
Program Quialitative:

participants

e \Was the information presented relevant?

e Was the information presented at the appropriate level or was it too
easy or too complicated?

e Was teaching delivered at an optimal pace and intensity for
learning?

e Was the program duration adequate, or should it be shorter or
longer?

e What aspects of the program were useful or effective?

¢ Is there anything that should be changed to improve program
content or delivery?

e What other key issues or problems faced by participants were not
addressed in the program?

e What resources presented in the program have you used? And how
helpful were they?
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Quantitative:

Did participants gain needed knowledge consistent with program
goals?

Did participants report a decline in symptoms of loneliness?
Depression?

Did participants have an increase in the size and/or quality of their
social network

Did participants have an improvement in their perceived health?
Well-being?

Village Board,
Staff, and CEO

Qualitative:

Does the content of the program align with organizational goals?
Is the program delivery format suitable for Village members?

Did recipients of the intervention and family members report a
favorable experience with the program?

Were any problems or issues reported?

Did external factors impede execution of the research
methodology?

Do participants have increased participation in other Village
programs?

Quantitative:

Will the research data show that the intervention led to desired
change in dependent variables of interest (depression, well-being,
loneliness)?

Can the research data be used to demonstrate improved well-being
for recipients of the intervention?

What were the rates of program attendance?

Organizations
that may
underwrite
grants and
organizations
interested in
implementing
the program

Qualitative:

¢ Do participants report value in participating in the program?
e Are participants confident that they can use strategies used in the

program to address feelings of loneliness?

o Are the long-term goals of the project (improved health and

decreased symptoms of depression) realistic and achievable?
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Quantitative:

e Can the research data be used to demonstrate desired change in
participants level of loneliness?

e Considering loneliness is a factor that includes health outcomes,
does the program demonstrate the importance of this type of
program?

¢ Will findings demonstrate that the program’s content matches the
knowledge to address a gap in the research on effective
interventions for treating loneliness?

Preliminary Exploration and Confirmatory Process
Confirmatory Process

For the time being, all meetings will be held virtually. The key stakeholders
engaged include 1) the Village board, 2) the Village CEO, 3) Village office staff, 4) the
research committee. For each group, an overview of the program, including the
simplified logic model, and a summary of the literature will be provided. This
information will be provided to each stakeholder group one-week prior to the meetings
because many of the participants prefer to enter meetings prepared. Additionally, for
those who prefer to look at materials immediately before a meeting, a couple of minutes
at the beginning of each session will be allotted for participants to review the
information.

First, at a Village board meeting, board members will be asked to volunteer to be
a part of an advisory group/focus group that will meet three to four times. The board
members will be made aware that they will have to consent to the sessions being recorded
in order to participate. Prior to the start of the program, one to two focus groups for self-

selected board members will be held: once prior to the program for formative information
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and once after the program ends to report and reflect on the findings. By initially letting
board members know about meeting frequency and program goals, those most
enthusiastic will naturally opt-in. Board members will also be encouraged to invite non-
board members to the focus group who they think would be interested. This can be used
for recruitment and to diversify the focus group to those that are less actively involved in
community programs, who are more likely to be lonely or socially isolated.

During the initial board advisory meeting, as a part of the preliminary exploration
process, the tone for the meeting will be set by letting participants know that their time
and knowledge is respected and that we all share the same goal of making sure this
program is helpful for Village members. A second session will be pre-scheduled in case
time runs out or there is a need to synthesize ideas from the first meeting. This will
ensure clarity of the valuable feedback provided. In addition to the simplified logic
model and literature review, a sample lesson plan of a session will be provided. The goal
is to ascertain their perception of what loneliness is, how common it is, and how much of
a problem they view it to be. This will give a sense of what the target demographic thinks
about the problem, as the board members reflect a demographic of the Village. It will
also be useful to collect their thoughts and identify if they feel the sample program would
help to address loneliness and if other strategies or ideas would be helpful. That feedback
can be integrated into the program or assist in the confirmatory process.

Secondly, there will be a separate meeting with the CEO and bi-monthly check-
ins to let her know about the progress of the program and to collect her input. The CEO

changes the dynamic of a space; therefore, having separate meetings for board members
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and the CEO is important. During these check-ins, the CEO can provide feedback on
additional people, organizations or resources that might be considered. The program
should be easy for her to promote to other organizations, so her assistance with the
exploration process will ensure her continued support.

Thirdly, office staff buy-in is also imperative for the program because their
assistance will be necessary for each step of implementation. The office staff interact
frequently with members of the Village. Since they even keep track of members who are
at high risk for social isolation, they are familiar with some of the challenges with
reaching these individuals and will have suggestions on how to best engage possible
participants. Regularly, Village initiatives happen with the assumption of office support
without first getting feedback, which has been a source of frustration in the past. As
someone who has both volunteered and worked for the Village in the past, | have built
considerable good will and credibility with the staff; therefore, asking for their feedback
on the program will not only strengthen the program’s likelihood of meeting member
needs but will ensure they will take some ownership of the program’s success.

Fourth, once buy-in and feedback are procured from the board, CEO, and staff,
the research committee will be solicited to provide feedback on data collection and
synthesis. They will also be asked to provide their input on the design and its usefulness
to the Village. Every three years, the Village hires an external organization to conduct a
survey of its operations and membership base. The various Village committees and staff
use this data to guide the direction of services and new initiatives. The last survey was

conducted in 2018 and over 60% of members participated. The research committee will
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be asked for feedback on questions that they may like to have included in the semi-
structured interviews that would be useful as the current survey is more quantitative. This
will also allow the research group to feel included in the exploratory process.
Research Design Information

As a part of the confirmatory process, all stakeholders will be made aware of the
research questions relevant to their interest area. However, when addressing research
design, feedback will primarily come from the research committee and the staff who may
be assisting with data collection. It will be explained that the program is a pre-
experimental study with a single group. A mixed-methods approach to data collection
will be used. In additional to semi-structured interviews to be completed by a Village
social work intern prior to the start of the program, mid-way through the program, and
after the program’s conclusion, the UCLA Loneliness Scale, the Lubben Social Network
Scale 6, and the PHQ-9 will be used to evaluate the participants prior to the start of the
program, immediately after the program ends, and 12 months following the end of the
program. They may have feedback, having conducted Village-wide surveys in the past,
on the most effective ways to disseminate the data collection tools as well as how to
present completed data to the rest of the village.
Formative Data and Qualitative Designs

Participant surveys will be completed both before the program starts and after the
program concludes to assess satisfaction with program and confidence in addressing
loneliness. The formative data of the research will include semi-structure interviews and

focus groups. Semi-structured interviews with participants to assess their current feelings
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about their social participation, what they feel is incomplete, and what they feel would
help alleviate the discrepancy between their social participation and their desired social
engagement. This will happen both prior to the program, mid-way through the program,
and immediately following the conclusion of the program.

Focus groups will be conducted with Village board members to understand their
interpretation on loneliness and how effective the program design will be in addressing
the issue of loneliness. A focus group with Village staff will meet to understand the
services already provided by the Village and the gap in effectively addressing loneliness.
Feedback on the program design and its implementation should occur prior to the start of
the program and halfway through the program. Excluded from this group will be the
social work student who will be leading the post-intervention semi-structured interviews
with participants so they are not entering the interviews with a preconceived notion on
what participants might say. A chart detailing the timeline of variation data collection
periods may be found in Appendix G.

Methods for Formative/Qualitative Data Management and Analysis

The semi-structured interviews and focus groups will be recorded, with
participant permission. Otter.ai software will be used to complete transcriptions. It
appears to be very accurate and creates a unique code for each person speaking, which
can assist with confidentiality concerns. However, zoom transcription software can be
used if the session occurs over zoom. To ensure accuracy of the recording, the transcript
will be read through to make sure it makes sense, then four snippets of time will be

selected for staff to listen to the recording while reading the transcript to make sure they
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are consistent.

Two methods will be used to analyze the transcripts: a software program and a
real person review. MAXQDA is a thematic analysis software developed for researchers.
It allows for visualization of themes and ideas. In addition to software, at least 2 other
people, most likely Village office staff or members of the research committee, will
independently review the transcripts to identify themes and ideas. This can then be cross-
checked between the software and live individual reviews to ensure all useful qualitative
data is captured. Descriptive inductive codes based upon the transcripts will then be
created. Because the focus groups will meet first, descriptive codes will most likely
emerge during those sessions; however, additional categories may emerge later and can
be added, if necessary, when evaluating the semi-structured interviews. Given the semi-
structured nature of the interviews, additional codes can be used to capture as many
themes as possible. After identifying the categories, staff members will be sought out to
seek agreement on codes and themes before using a matrix to chart the data. The matrix
will help identify patterns in the data, which will allow the development of themes, which
will facilitate the identification of assertions. A social work student or staff member may
develop his or her own matrix based upon agreed upon codes for triangulation of the data.
This data will be useful in determining if the program is addressing loneliness and
meeting the needs of participants. It may also help identify gaps in the program that need
to be addressed moving forward.

Summative/Quantitative Data Collection Methods

Quantitative data will be completed by participants on their own at home or in the
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setting where the program will occur, either immediately before the start of the program
and/or immediately afterward. Quantitative data will only be collected from the program
participants, no more than 12 people. All participants will be cognitively intact,
community-dwelling older adults who are fluent in English. All quantitative data is self-
administered surveys, so there is no concern over the impact of data collector bias or
reliability from an assessor. The same protocol described in the Methods for
Formative/Qualitative Data Management and Analysis above will be utilized.

Important independent variables identified in the research include co-habitation
status, gender, voluntary or involuntary retirement and socio-economic status. The
dependent variables being evaluated are loneliness, social participation, mental health
status, physical health, and perceived health. There are many validated assessment tools
that have been used to measure of the relevant dependent variables.

Loneliness will be measured using the Revised UCLA Loneliness Scale-6
(RULS-6). This is considered the gold standard in loneliness research and is comprised of
6 questions, down from 20 in the original UCLA Loneliness Scale. The correlation
between the original UCLA Loneliness scale and the RULS-6 was r=.883, with r >.7
being acceptable. Overall, the RULS-6 has acceptable reliability and validity and is much
shorter than the original assessment with acceptable internal consistency and validity
(Wongpakaran et al., 2020). A copy of the RULS-6 can be found in Appendix D.

Social networks will be evaluated using the Lubben Social Network Scale
(LSNS). It is a measure of social engagement with friends and family. The 6-item version

(LSNS-6) has been validated and has an internal reliability of .83. This measure is also
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correlated with mortality, hospitalizations, health behaviors, depression, and general
physical health (Lubben et al., 2006). While there has been concern about the
appropriateness of two items based on a Rasch model, it is still the most used assessment
in community-dwelling older adults (Gray et al., 2016). A copy of the LSNS-6 can be
found in Appendix E.

The Patient Health Questionnaire-9 (PHQ-9) will be used to assess for depression.
It has been shown to be sensitive when compared to semi-structure and structured
interviews for identifying depression and is particularly sensitive in older adult
populations (2019). It was found to have a sensitivity of 88% and specificity of 88% for
major depression (Kroenke, K. et al., 2001). A copy of the PHQ-9 can be found in the
original article validating the measure (Kroenke, K., et al., 2001).

To assess for self-rated health, this author will use the first question in the Short
Form Questionnaire (SFQ), “In general, would you say your health is 1) excellent 2) very
good 3) good 4) fair 5) poor.” It is unclear if perceived health will function as a
moderator for depression, loneliness, or social networks so it is useful to evaluate the
participant’s general feelings about their health.

In total, participants will be asked to answer 22 questions, primarily using Likert
scales prior to the start of the program, immediately after the program and 12 months
after program completion. Each of the three standardized assessments is supposed to take
no longer than 5 minutes so it can be expected that this will require less than 15 minutes

to complete.



51

Methods for Summative/Quantitative Data Management and Analysis

Since the surveys will all be completed digitally, Qualtrics will be used to input
the surveys and collect the results. If there is a participant who wishes to take the surveys
using paper-and-pencil, the results will be manually entered into Qualtrics. Given that the
sample size is very small, achieving statistical significance is unlikely, Excel’s basic
analysis functions will be sufficient to evaluate the data. More than likely, the descriptive
information collected will not meet statistical significance or establish causality, but
general trends in the data may provide a sense of the impact of the program on direction
of less depression, loneliness, or social isolation. By using the gold-standards of
assessments for the data collection, over time a large enough intervention group and
comparison group may allow for the establishment of causality. The research committee
will also be helpful in synthesizing this data or providing connections with strategic
partners that may be able to assist with further evaluation.
Confidentiality

To ensure the privacy of program participants, all data will be kept in locked files
on this author’s computer. Participants will be assigned a unique code, consisting of three
numbers, that will appear on the assessments they fill out and the semi-structured
interview they complete with the social work student. The key to the codes will be kept in
a separate excel spread sheet locked with a unique password. Any recordings that are
made will use the record application on a password-protected cell phone. The audio file
will be emailed and uploaded into a password protected file to be transcribed. The

original file and email will then be deleted from the phone.
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Limitations

One possible limitation of this program is that many members of The Village
Chicago are familiar with research studies and may want the program to be successful, so
they may overstate the program benefits. To help mitigate the risk, participants will be
informed on the importance of honesty to best understand the impact of the program and
reiterate that this is a pilot program so constructive feedback is important for improving
the program. Another possible limitation of this program is the Village members that
self-select for participation may not be the loneliest individuals within the community so
even if the study does show change over time, it may not be statistically significant,
especially given the small sample size. Despite significant progress being made on
eliminating the taboos surrounding loneliness, this continued stigma may work as a
deterrent for participation, or complete honesty.
Strengths

Strengths for this program include that The Village Chicago has an excellent
infrastructure and strong community ties which increase the chances of success for both
recruitment and program support. Additionally, there are many people interested in the
success of the program, including many members of the board, staff, and CEO which will
also facilitate program participation and compliance.

Conclusion

While the research is far from decisive on the most effective interventions to

address loneliness in community-dwelling older adults, this paper provides a possible

intervention that could help to address this problem. Through the use of theory and the
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current research base, Not in it Alone offers a multi-faceted approach to addressing

loneliness that can be executed in the community by trained occupational therapists.
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CHAPTER SIX - Dissemination Plan
Summary

Not in it Alone is an eight-week program designed for older adults residing in the
community to decrease their experience of loneliness through the use of self-reflection,
cognitive behavioral strategies, and peer modeling. This program is designed for
members of the Village Chicago, a community organization dedicated to ensuring older
adults can continue to reside in their homes by providing volunteer services, social
supports, and access to provider networks.

Dissemination goals

The long-term goal of Not in it Alone is to create an opportunity for occupational
therapists to collaborate with Villages around the country. An even more encompassing
goal is for insurance companies to recognize the value of organizations like The Village
for improving health outcomes. This in turn, can lead to financial reimbursement for
Village memberships, which would increase access to Village resources for more older
adults around the country.

Short term program goals include that Not in it Alone will be implemented with 3
cohorts over the course of the 2022-2023 year. Participants in Not in It Alone will report
lower levels of subjective loneliness six months after the program ends. One year after
the program concludes, participants will also report an improvement in their general
health and well-being based on the results of the PHQ-9.

Target Audience

The primary audience for this program is members of the Village Chicago,
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specifically the members who are experiencing high levels of loneliness. A secondary
audience is other Villages around the country whose members would benefit from this
program. Another additional possible audience is other occupational therapists who may
be interested in implementing this program within their own communities.

Key Messages

For the members of the Village Chicago, this program is an opportunity to
decrease their experience of loneliness. Loneliness has large health implications and has
been shown to correlate with heart problems, cognitive impairment and even mortality
(Tilvis et al., 2004; Holt-Lunstad, 2015), Participation in this program decreases the risk
of these negative health outcomes.

For other Villages around the country, of which there are over 100, implementing
Not in it Alone can help to achieve the Village goal of helping members to achieve their
personal and emotional health as well as their wellness goals. This is another value-added
that any Village can provide to its members, and it may improve the longevity of
members so they can continue to be thriving members of your community.

For other occupational therapists, we often only see individuals once they have
sustained serious injuries or illnesses that may in part be caused by the very common
experience of loneliness in older adults. By working to address loneliness in the
community setting we are working of achieve our role in prevention. It also provides a
possible entry into more community settings by showing the value of occupational

therapy in the space of prevention.
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Key Messengers and Dissemination

For the Village Chicago, Ruth Ann Watkins, past president of The Village
Chicago, and a retired occupational therapist would be a powerful spokesperson for the
program. For the larger, national Village audience, the Village-to-Village conference
would be a great venue to share information on this program. A panel, including NiKki
Fox, who is a collaborator on this program, and the occupational therapist program
creator, and perhaps Darcy Evon, the CEO of the Village Chicago, provides more
credibility to the program. For occupational therapy audiences, the program creator
would be an appropriate messenger for promoting Not in it Alone.

The Village Chicago already has mechanisms for delivering information to
Village members. The member memo goes out virtually weekly to members informing
them of events happening within the Village. Based on a 2019 survey of Village
members, over 80% of members look at the weekly memo. The member memo
sometimes includes personal stories so this tool may be used to tell more of a story to
members which may elicit more interest. Additionally, members receive both a flyer and
digital calendar monthly with Village events. Village office staff and Village board have
also been recruited to identify possible participants.

For dissemination beyond the Village, the inter-Village conference would be an
excellent opportunity to share information about the program. For occupational therapy
audiences, the national occupational therapy conference and state conferences would be a

good place to present on this program.
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Breakdown of costs associated with program dissemination

Budget item

Cost

Primary Audience

Village advertising via member
memo and staff outreach

$0 (included in Health and Wellness Initiative
Funding)

Village-to-Village Conference $100

(virtual) registration

Secondary Audiences

OT conference $450
Conference fee $300
Travel/flight $300
Hotel $300 (shared room)
Printed poster $100

Total $1550

Evaluation

Dissemination will be measured on both a short-term and long-term basis. The

most basic measure will be the number of Village members that complete the in-person

program. During the initial intake participants will be asked how they found out about

the program. This will provide insight into the most effective recruitment strategies,

which will include the weekly member memo, direct approach from a board member or

direct approach from a staff member. For dissemination evaluation, the short-term

outcomes will be the number of individuals that request a copy of the Not in it Alone
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manual. In the long-term, more macro-level, the people who request a copy will be
followed up with 6-12 months after receiving the manual to see if they have implemented
the program, and if not, what barriers they faced in program implementation.
Conclusion

Not in it Alone is a novel approach to addressing loneliness in older adults
residing in the community. This program will be able to help more people with good
advertising within the Village community and then in the larger community. There are a
variety of outlets, including the member memo and program advocates that will assist in

promoting this program on both a local level and then a national level.
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CHAPTER SEVEN - Funding Plan

Summary

Not in It Alone is an eight-week program led by an occupational therapist for
community-dwelling older adults with the goal of decreasing loneliness and improving
self-efficacy. This program will be run through The Village Chicago, a community
organization dedicated to helping older adults age in place. Participants will also be
recruited through the Village Chicago.

Available local resources

This program will fall within the Health and Wellness Initiative (HWI) which is a
committee within the Village Chicago. All members of the group are volunteers, except
for Niki Fox who is member of the Village staff. Members of this group have already
expressed a strong interest in the program and have historically donated time to other
initiatives this author has already developed.

In addition to Village members and volunteers, the Village also has two to three
social work students who are available to assist with any clerical work. These students
may be helpful in making phone calls for recruitment and follow-up, and logistics. A
Village intern will also be responsible for completing the semi-structured interviews that
is a part of the formative data collection.

Experts include Niki Fox, Ruth Ann Watkins, and Jan Walters, who will be useful
resources for program development and implementation. Niki Fox, the Director of
Health, Wellness and Member Services, has worked for the Village for more than seven

years and is an expert on Village members. Niki is also a social worker, so her scope of
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practice is also inclusive of the topic of loneliness. Ruth Ann Watkins, a Village board
member and past Village president, is an occupational therapist who is available to
provide feedback. Additionally, Jan Walters is another social worker with a private
practice who is a member of the Village who has offered to provide program input and
has already made referrals for possible participants.
Needed resources: Budget

The HWI currently receives funding from a family foundation. It has received
funding for the past three years. This funding covers a portion of Niki Fox’s salary which
allows her to dedicate time to this program. The Village office is stocked with office
supplies and the marketing materials that are included with other Village promotional
materials. The Village also has a staff member who has a background in marketing,
Laurel Baer, who can help prepare materials to be functional and aesthetically pleasing.
The Village also has a plethora of volunteers who can assist with material prep, outreach,
and other administrative tasks. A more specific breakdown of budget items can be found
in Table 6.1 and Table 6.2.
Potential funding sources

The Village’s Health and Wellness Initiative has been funded for the past three

years with a grant from a small family foundation. The first year, in 2018, they received
$10,000 and as of 2020 funding increased to $25,000 (the foundation requested the
increase) to use toward initiatives to improve the health and wellness of Village members
and to address memory loss programing. This family foundation may be a source for

continuous and additional funding for this program.
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The Retirement Research Foundation has also recently begun providing funding
for the Village in the amount of $20,000 for 2022 after two years of giving the Village
$5,000. They provide grants to programs that promote aging-in-place and more
engagement for individuals in community life. This author will also be supporting current
grant recipients who are doing work on loneliness within the tech field, so that this
relationship is being more firmly established.

Another possible funding source could be AARP, which has a grant program
called the AARP Community Challenge, which funds programs that include community
development. While the grant application cycle for 2022 has ended, they will most likely
offer the same or a similar program next year. The average grant amount has been
$11,500 with three-fourths of the grantees receiving under $15,000.

Finally, the Village has received additional grant money to hire a part-time grant
writer. This individual will be tasked with applying for additional grant funds. This
author can collaborate with this individual to identify additional funding sources for the
Village and this program.

Conclusion

There are multiple grants that can help to fund this initiative. The Village
Chicago’s past track record at receiving and continuing grant funds makes the
organization a strong candidate for future funding. The Village also has many built-in
supports and a strong volunteer network that can support this program. There are many
unexplored grant funding opportunities that can be identified as this program moves

forward.
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Table 6.1
Year 1 budget
Budget item Rational Costs
Materials: Participants will benefit from | $100
Binders with loneliness g;;gr:it;:\e/etoboelrS]é\l/ri]g:utﬂlenrgpy
f
rESOUTCES from program homework/handouts to allow
for reflection. (Will require
some color copies.)
Staffing: The Village has plenty of None

Volunteers for supporting
program (free)

Occupational therapist
consultant

people-support in the form
of volunteers, paid staff
members, and social work
students as well as an
occupational therapist
consultant with expertise in
program and loneliness to
lead program and support
individual participants.

Consultant fee of
$150/hour for program
administration, individual
follow-up with participants
and data collection.
Estimated time required:
20 hours

Meeting location:

Village office or hospital
office space

Eight sessions will take
place in person. Program
will require central location
that is accessible by public
transportation. Both Village
office space and hospital
meetings rooms are available
free-of-charge to program
creator.

None

Total

$3,100
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Year 2 budget
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Volunteers for supporting
program (free)

Occupational therapist
consultant

people-support in the form
of volunteers, paid staff
members, and social work
students.

Occupational therapist
consultant with expertise in
program and loneliness to
lead program and support
individual participants

Budget item Rational Costs
Materials: Participants will benefit $100
resources from program
prog therapy homework/handouts

to allow for reflection and

reinforcement. Binder will

require some color copies.
Staffing: The Village has plenty of None

Consultant fee of $150/hour
for program administration,
individual follow-up with
participants and data
collection. Estimated time
required (18 hours)

Meeting location:

Village office or hospital
office space

Eight sessions will take
place in person. Require
central location that is
accessible by public
transportation. Both Village
office space and hospital
meetings rooms are
available free-of-charge to
program creator

None

Costs associated with
program dissemination

Includes conferences, poster
presentation, and associated
travel (see breakdown in
table 6.1)

1,550

Total

$4,350
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CHAPTER EIGHT - Conclusion

Loneliness has been a long-standing problem plaguing communities around the
globe. Until recently, the subject has been considered taboo; however, the pandemic has
brought discussion of loneliness to the forefront with more individuals coming forward
with their own experiences of loneliness. Research has shown that the implications for
loneliness extend beyond emotional well-being and have implications for general health
outcomes.

Despite increased attention to addressing both social isolation and loneliness, there
is still a lack of strong evidence on appropriate interventions. While it appears group and
multi-modal approaches will yield the most positive benefits, there have not been
standardized programs developed or clear, specific interventions for clinicians to
implement. Additionally, many researchers use the term social isolation and loneliness
interchangeably and do not use assessments that specifically evaluate loneliness, further
complicating clear guidance.

Based upon currently available evidence, a multi-disciplinary approach to tackling
this complex issue would best meet the needs of individuals experiencing loneliness. No
specific profession has taken ownership or has identified profession-specific
interventions to address loneliness. Occupational therapy practitioners provide holistic
approaches to treating individuals and are therefore positioned to provide interventions to
address this complex issue. Occupational therapy practitioners have the skill set and
holistic approach to tackle this issue. Despite the excellent fit, occupational therapy

practitioners have not been empowered or provided with tools or education to address
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this problem.

Not in it Alone is a first step in identifying a possible role and intervention
strategies for occupational therapy practitioners. Furthermore, it provides a possible role
for occupational therapy practitioners in the area of community practice, which will be a
necessary area of expansion as the need for preventative health care services continue to
grow. Once it has been established that programs like Not in it Alone can decrease
loneliness, it can be more widely disseminated for use across Villages, and other
community organizations.

Beyond this specific program, occupational therapy practitioners should be
encouraged to screen for loneliness and encourage their interdisciplinary teams to create
interventions that address the unique needs of the populations they serve. Occupational
therapy practitioners can serve a central role in these interventions as their services are

holistic and consider both the individual and the community in which they live.
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Appendix B

Not in It Alone Schedule
Week 1. Where are we going, where have we been?
Week 2. Scoring a goal (goal setting)
Week 3. Thinking up and out (introduction to CBT)
Week 4. Getting in and out of my head (reinforce CBT)
Week 5. Finding the friend zone
Week 6. My next best job (aptitude tests)
Week 7. Trying on a new role (career fair)

Week 8. Reflect, grow, repeat
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Appendix C

Week 4: Thinking Up and Out

Program goal: By the end of the program participations will report feeling lower levels of loneliness based on the pre-
test/post-test results of the UCLA loneliness scale

Learner goal: By the end the program participants will demonstrate an understanding of the nature of loneliness as
well implement strategies they can use to decrease their own experience of loneliness which will result in a change in
their UCLA loneliness scale results.

Specific Learning activities and supporting | Method Time Resources Method of
learning learning theories of allotted evaluation
objective teaching | (in
minutes)

After 30-minute | Brief lecture on possible negative | Lecture, 30 Exert from a short story | talk-back,
discussion, the implications of loneliness. Independ about loneliness participant
participants will ent verbalizes 3
be able to Reading fiction to come up with reading MISS BRILL 1920 ways
verbalize 3 ways | new ideas (this allows participants | (participa (skillshare.com) loneliness
loneliness may | to begin with intellectualizing nts given may have
have a negative | loneliness but connecting it to option of White board/markers negative
influence on emotions) story read impact of
life. aloud) life

Social cognitive theory (Bandura, then
Domain: 1986): the use of a model to group
cognitive demonstrate the concept of discussion

loneliness.

Evolutionary theory of loneliness

(Cacioppo et al., 2014):

understand the impact of

loneliness on other areas of life
At the end of Brief review of value of Brief 20 Feelings wheel Teach-back
one facilitated understanding ei’notions for lecture https://cdn.gottman.co | method
group session improving emotional state. with case m/wp-
on feelings, study (Ms. content/uploads/2020/
participants will | Compare/contrast Ms. Brill story Brill) 12/The-Gottman-
be able to assert | to self-using language from followed Institute_The-Feeling-




69

participants will | Compare/contrast Ms. Brill story (Ms. Brill) Gottman-Institute_The-
be able to assert | to self-using language from followed Feeling-Wheel_v2.pdf
3 feelings they feelings wheel. by group
associate with discussio
their experience | Emotional intelligence theory n
of loneliness (Mayer at al., 2004): value of
understanding emotions to better
Domain: understand self and relate to
affective others
Social cognitive theory: use of
modeling from case study and
peers to understand material
After Introduction to CBT and Brief 25 CBT Learning tool Review of
completing the | orientation to PEM lecture learning
CBT learning followed tool once
tool, Social cognitive theory by group participants
participants will discussio complete it
be able to Cognitive behavioral theory n
identify 2
cognitive
behavioral
strategies they
can use to
address feelings
of loneliness
Domain:

cognitive
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Appendix D

6-item Revised UCLA loneliness Scale

(RULS-6)

Instructions:

The following statements describe how people sometimes feel. For each statement,
please indicate how often you feel the way described by writing a number in the space pro-

vided. Here is an example:

How often do you feel happy?

If you never felt happy, you would respond “never”; if you always feel happy, you would re-

spond “always”.

NEVER RARELY SOMETIMES ALWAYS

1 2 3

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

2. How often do you feel alone?

3. How often do you feel that you are no longer close to anyone?
4. How often do you feel left out?
5. How often do you feel that no one really knows you well?

6. How often do you feel that people are around you but not with you?

Wongpakaran N, Wongpakaran T, Pinyopornpanish M, Simcharoen S, Suradom C, Varnado P,
Kuntawong P. Development and validation of a 6-item Revised UCLA Loneliness Scale (RULS-6)
using Rasch analysis. Br J Health Psychol. 2020 Jan 30. doi: 10.1111/bjhp.12404.
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Appendix E

LUBBEN SOCIAL NETWORK SCALE — 6 (LSNS-6)

FAMILY: Considering the people to whom you are related by birth, marriage, adoption,
efc...

1. How many relatives do you see or hear from at least once a month?

0 =none 1 =one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more

2. How many relatives do you feel at ease with that you can talk about private matters?

0 =none 1 =one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more

3. How many relatives do you feel close to such that you could call on them for help?

0 =none 1 =one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more

FRIENDSHIPS: Considering alfl of your friends including those who live in your
neighborhood

4. How many of your friends do you see or hear from at least once a month?

0 =none 1 =one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more

5. How many friends do you feel at ease with that you can talk about private matters?

0 =none 1 =one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more

6. How many friends do you feel close to such that you could call on them for help?

0 =none 1 =one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
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Appendix F
Chart of Data Collection
>1 month prior | Immediately Mid-way Immediately post | 12 months
to program prior to program | through program after program
start start program end
Focus groups | Semi-structured | Semi- Semi-structured RULS-6
interviews structured interviews
interviews
RULS-6 RULS-6 LSNS-6
LSNS-6 LSNS-6 PHQ-9
PHQ-9 PHQ-9 SFQ question
SFQ question SFQ question
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APPENDIX G - Executive Summary
Executive Summary of Not in it Alone: A Program to Decrease Loneliness in Older
Adults
Introduction

There is an adage, “retirement kills.” This sentiment is based on truth. Following
retirement, older adults transition away from their routines, social positions, and old
social networks into an unfamiliar space with little support or guidance. As a result, older
adults are regularly left to navigate this important transition alone. As a result of the loss
of social networks, older adults may experience declines in their mental health (Beller &
Wagner, 2020) and social participation (Turcotte et al., 2019). This decline in mental
health and social participation has implications for the experience of loneliness (Kraav et
al., 2021). Loneliness can result in a large range of negative health outcomes including
depression (Luo et al., 2012) and even mortality (Holt-Lunstad, 2015).

Loneliness is a condition that is affecting a substantial number of older adults
(Chawla et al., 2021). Research suggests that occupational therapy interventions may be
effective for addressing social isolation in community-dwelling older adults, However,
while social isolation increases the risk of developing loneliness, creating interventions to
address social isolation does not directly address loneliness (Smallfield & Molitor, 2018).
In fact, Taylor (2020) found social isolation only accounted for 9% of loneliness.

While prevention is identified as within occupational therapy’s scope of practice,
occupational therapy practitioners often have limited access to settings in which

prevention takes place. Research suggests that occupational therapy interventions in the
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community setting can result in healthcare cost savings and a decreased need for medical
interventions (Rula, 2011; AOTA, 2020a).
Project Overview

Not in it Alone has been developed in collaboration with The Village Chicago, a
community organization dedicated to helping older adults remain vibrant parts of the
community. The organization hosts hundreds of events each year, even during the
pandemic using virtual platforms, and has developed a connector program to try to
engage members at risk of social isolation. However, they have not developed
programming specifically to address loneliness.

Based on existing research, the program is designed as a closed group with 8
sessions with each lasting an hour and a half. This novel and multifaceted program
includes utilizing cognitive behavior therapy strategies, building of self-efficacy, and
recognizing the value of new roles (Matuska, 2013; Heaven, 2013). During each session,
participants will work through a participant manual that includes work both within the
group and homework designed to apply the skills they are learning. In each session, there
will be time to reflect on prior sessions, homework, and personal observations on
individuals’ progress. This form of mindfulness can also work to address self-efficacy
and improve the skill of cognitive behavior therapy strategy use.

The program will be delivered primarily by an occupational therapist with
intermittent inclusion of a Village staff member who is a trained social worker. Given the
expansive resources of the Village and the importance of programs to interweave

community resources, the social worker’s support will reinforce this value. Additional
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support will come from other staff members as well as social work interns.
Key Findings

Research suggests that more interventions addressing loneliness need to be
theory-informed with more clearly laid out interventions and outcome measures
(O’Rourke, et al., 2018). With this in mind, Not in it Alone, the community-based group
intervention, is built on a foundation of the social cognitive theory (Bandura, 1986) and
the evolutionary theory of loneliness (Cacioppo & Cacioppo, 2018). The social cognitive
theory recognizes the dynamic interaction between individuals, their behavior and their
environment; while the evolutionary theory of loneliness recognizes that loneliness has
an impact on both the mental and physical health consequences. With these key concepts
in mind, a group model was identified to promote the interaction between the person and
their environment. Outcome measures include both mental and physical health
assessments.

Loneliness is more prevalent in older adults following retirement because of the
loss of social roles which can impact mental health and social participation (Kim et al.,
2022). Unfortunately, loneliness is connected with poor health outcomes and decreased
engagement in meaningful activities. Based on the underlying causes of loneliness, it is
possible to derive an intervention to decrease the risks of loneliness and possibly improve
health outcomes as well.

The evidence on interventions to address loneliness is far from decisive; however,
programs that include multiple components, like cognitive behavioral therapy and

community development approaches as well as programs that are connected to
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community resources, have been identified as most likely to have a positive impact on
loneliness (Smallfield & Molitor, 2018). Addressing mental health, social participation,
and engagement accounts for many of the factors that can mitigate loneliness.

Based on the literature and program goals, outcomes are expected to include
decreased loneliness, improved social network and a generally improved perception of
health. These outcomes will be measured using the Revised UCLA Loneliness Scale, the
Lubben Social Network Scale-6, the Patient Health Questionnaire-9 and a single question
short-form questionnaire. These measures will be taken before the start of the program,
immediately after the program and 1 year after the program concludes to see if any
changes were sustainable.

Recommendations

The Village Chicago will begin implementation of Not in it Alone in the fall of
2022 with self-selected members of The Village Chicago. Board members and other key
members of the community have been recruited to provide guidance on program
development and to encourage member participation in the program. Given the role of
physical isolation contributing to social isolation, Not in it Alone will initially be offered
over zoom so that physical disability or the perceived risk of infection from in-person
contact will not impact participation.

General Conclusions

Not in it Alone is an evidence-based program that has the potential to improve the

lives of older adults within the community. With a strong emphasis on reinforcing

community resources, developing cognitive skills, and improving self-efficacy, this
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program will serve as a valuable addition to the Village Chicago’s offerings. This group-
based occupational therapy intervention in the community setting may also serve as a
good jumping off point for greater involvement of occupational therapy practitioners in

community-based settings.
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APPENDIX H — Fact Sheet

BOSTON Not in it Alone: A program to address loneliness
UNIVERSITY in community-dwelling older adults

The Village Chicago

o A community organization with the mission to inspire connection, purpose, and well-being for older adults
and their families through the power of community.

o There are over 100 Villages in the United States.

The Village Chicago has over 450 members, around the Chicagoland area.

o The Village is funded through membership fees, fundraising, and project-specific grants.

@]

The Problem
- Loneliness is a prevalent issue impacting upward of one third of older adults (Chawla et al., 2021).

- Retirement is a major life transition where older adults are prone to lose their social networks and
important roles which increases risk of depression, social isolation and loneliness
(Shin et al., 2019; Beller & Wagner, 220).

- Loneliness has many possible negative health implications including depression, anxiety (Lee et al,
2019), risk of chronic health conditions (Collins et al., 2020) and mortality (Holt-Lunstad et al., 2015).

- Loneliness is a problem many retired older adults are facing, however there are no clear interventions
that directly address loneliness.

- Research rarely distinguishes social isolation from loneliness in both interventions and outcome
measures (Fakoya et al., 2020).

Figure 1

Explanatory visual model
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Theoretical Models

o The social cognitive theory (Bandura, 1986) recognizes the dynamic interaction between the person,
their behavior, and their environment.
o The evolutionary theory of loneliness (Cacioppo & Cacioppo, 2018) recognizes that loneliness has an
impact on both the mental and physical components and has health consequences.
e Postulates of theory suggest that loneliness has beneficial evolutionary purposes across species
however long-term consequences are negative
The Intervention
Who: 6-12 self-identified retired Village members who are experiencing loneliness
How: Village staff and board members will recruit possible participants using personal connections
What: Eight, 1 % hour sessions led by an occupational therapist with intermittent inclusion of social work staff

member
Where: Virtual or in office conference room depending on group preference
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Not in it Alone Schedule The Proposed Solution

- A Village program designed to improve self-efficacy,
decrease loneliness, and improve overall well-being

- A multi-modal approach that incorporates:

Week 2. Scoring a goal (goal setting) o cognitive behavioral therapy strategies

mindfulness

Week 1. Where are we going, where have
we been?

Week 3. Thinking up and out (introduction

o
to Cognitive Behavioral Therapy (CBT) o role identification
o

Week 4. G d f head connection to community resources
eek 4. Getting in and out of my hea
(reinforce CBT) Implications for OT

Week 5. Finding the friend zone - Occupational therapy practitioners can provide services
in the community setting to address loneliness
- Occupational therapy practitioners should screen for
Week 7. Trying on a new role (career fair) loneliness and social isolation
- Occupational therapists should screen for social isolation
and loneliness in patient populations as it has
implications for patient’s health and well-being

Week 6. My next best job (aptitude tests)

Week 8. Reflect, grow, repeat

Figure 2

Social Cognitive Theory with Components of Evolutionary Theory of Loneliness
Mechanism of Action
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