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We have probably all been familiar with loneliness at some time during our lives.  It may have 

been during our schooling, or at the workplace, or during patches in our personal lives; then 

possibly related to discrete and unpleasant life-events.  We may have also discerned loneliness 

in others, be they acquaintances or loved ones …or we may not have discerned it at all, when it 

was in fact present, as feelings of loneliness can be hidden or masked very well.

     

It is facile to assume that loneliness is relatively uncommon among convivial persons or within 

the more gregarious societies, and conversely more common among sombre persons and tra-

ditionally less demonstrative societies. Loneliness in fact transcends age-groups, socio-educa-

tional backgrounds and cultural milieux.

People who have plenty of friends and socialise extensively can still feel lonely and it is the 

quality rather than the quantity of relationships and networks that matter.  As the cliché goes, 

one can feel lonely in a crowd, and indeed one can be in the midst of a large gathering and feel 

unconnected, unable to trust or even talk to anyone.  Loneliness is often the result of unhap-

piness brought about by absences ...the absences caused by having nothing worthwhile to do, 

nothing to look forward to, and nothing to love.  To quote Mother Theresa; the most terrible 

poverty is loneliness, and the feeling of being unloved. 

The Faculty for Social Wellbeing at the University of Malta took it upon itself to address the 

problem of loneliness among the Maltese population, and the result of this considerable task 

is a population-based representative study of prevalence of this condition.  It is a landmark 

study on several counts.  The study breaks new ground in Malta-related sociological research 

and is characterised by relevance, scientific rigour and objective insights in what essentially are 

deeply personal feelings.

FOREWORD
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It is no surprise that the Faculty for Social Wellbeing assumed the initiative to undertake this 

important study.  The Faculty is at the forefront of social concern, responsibility and meaningful 

involvement in Maltese society and over a few years has established itself as a force in its own 

right, for sensitisation and change at national level.

The authors of the study, Marilyn Clark, Andrew Azzopardi and Jamie Bonnici are all eminent-

ly qualified researchers with excellent track records in designing and delivering pertinent re-

search work addressing specific niches of sociological importance within communities.  The 

Prevalence of Loneliness in Malta is one such investigative study, such that underlines the im-

portance of the topic of loneliness and its implications to individuals and to Maltese society 

at-large.  From a purely scientific standpoint, the study is an exemplar of stand-alone applied 

research of great academic worth.

The publication resulting from the study naturally falls into two segments; the introduction and 

the product of the field work itself. The introduction is truly a comprehensive and major essay, 

and at that, it is an authoritative exposition of loneliness, its determinants and its effects.  It is 

also a distillation of up-to-date research on loneliness and its ramifications. The results of the 

field work and their analysis represent a solid platform and rationale for effective action to mit-

igate this problem in the Maltese community.

The study on the prevalence of loneliness in Malta, sobering as it is, ends with clear recommen-

dations and therefore hope for possible practical solutions.  The conclusions and recommenda-

tions are themselves an excellent springboard for further studies, both tangential and targeted, 

into the cause and effect of loneliness. 

I have no doubt in my mind that the Faculty for Social Wellbeing is remarkably placed and able, 

to extend and add practical impact of this community-based study of loneliness in Malta into 

other avenues, both those of practical application as well as those of scholarship.
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MESSAGE FROM 
THE AUTHORS

Humans are social beings who need to feel a certain sense of connection to those around 

them.  The present study is testament to how important this sense of connection is for people’s 

wellbeing.  With research in other countries indicating that loneliness is on the increase (Beach 

& Bamford, 2014), and given the dearth of evidence on the existence of loneliness in Malta, the 

Faculty for Social Wellbeing felt obliged to assess and address the situation.  

The Faculty for Social Wellbeing is at the forefront of identifying trends on the Maltese Is-

lands that potentially affect both personal and social wellbeing.  Prior to the initial stages of 

this study, the Faculty organised a conference in November 2018 with the theme ‘Loneliness; 

Belonging and Community’, which received considerable interest from various scholars and 

professionals alike.  The Faculty also collaborated with Caritas Malta to produce a documentary 

entitled ‘Il-Ġerħa tas-Solitudni: Il-mixja lejn soluzzjonijiet’, which translates to ‘The Wound of 

Loneliness: The journey towards finding solutions’.  The response to both initiatives served as 

further confirmation that the phenomenon of loneliness deserves greater attention, in particu-

lar with reference to how it is experienced by the Maltese population.  The authors are keen 

to develop an evidence base on this issue that will inform policy and practice in coming years. 

In developing the questions that would accompany the standardised loneliness tool in this 

study’s survey, the authors attempted to include as many relevant socio-demographic varia-

bles as possible.  Likewise, attempts were made to include younger persons as well as adults 

amongst the sample.  Although it may be desired to ensure the representation of as many 

groups of people as possible, methodological constraints limit the possibility to accomplish this 

with a single survey.  

Whilst the results of this study – such as the finding that 43.4% of Maltese people experience 

some form of loneliness - are sobering, they also serve to provide data which can steer the di-

rection of future attempts to improve people’s social wellbeing.  These, and other findings from 

the present study, give us an indication of the state of communities within our society and are 

a core indicator on the state of people’s wellbeing on the Maltese islands.
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EXECUTIVE
SUMMARY

Background

The phenomenon of loneliness has been described as an epidemic in modern societies, given 

its detrimental effects on psychological and physical health.  Evidence also indicates that rates 

of loneliness are increasing, and that the phenomenon is closely linked to a number of struc-

tural variables. 

Although the experience of loneliness is a natural part of the human condition, studies show 

that prolonged or severe loneliness can have negative outcomes for those experiencing it.  

Whilst a dearth of empirical evidence exists regarding the prevalence of loneliness in Malta, 

there is an indication that loneliness is on the increase – such as the rising rates of calls to the 

national support line by persons suffering from loneliness, as well as the results of a study con-

ducted by Caritas Malta showing that half of the elderly residents in a rural town of Dingli are 

lonely.  

Project Purpose and Design

This study had the following objectives:

 • To assess the prevalence of loneliness amongst the Maltese population,

 • To explore any existing relationships between loneliness and particular 

  socio-demographic and structural variables, and

 • To contribute to the existing body of empirical research on the topic 

  of loneliness.

These objectives were attained through the use of a Computer Assisted Telephone Interview-

ing (CATI) procedure.  The questionnaire used included a standardised loneliness scale, the De 

Jong Gierveld Loneliness Scale, in addition to several socio-demographic questions.  The ques-

tionnaire was made available in either English or Maltese and data collection was carried out 

during the month of March 2019. 
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The Sample

This study surveyed a representative stratified random sample of all persons living in private 

households in the Maltese Islands, aged 11 years and older.  The sample was stratified to en-

sure adequate representation based on gender, age group, and district.  

Results

The results of this study show that a total of 43.3% of individuals residing in the Maltese Islands 

experience some degree of loneliness.  Of these, 41.3% are moderately lonely, 1.7% are severe-

ly lonely, and 0.5% are very severely lonely. 

A number of socio-demographic variables were significantly associated with loneliness 

amongst the Maltese population.  These are:

 • Age group

 • Level of education

 • Labour status

 • Household composition

 • Mortgage status

 • Perception of household income

 • Subjective physical health

 • Subjective coping ability

 • Subjective wellbeing

 • Presence of a disability

These significant associations reveal the factors which increase individuals’ likelihood of experi-

encing loneliness.  A person is more likely to be lonely if they: form part of an older  age group; 

have limited educational attainment; are unemployed, retired, or otherwise not in employ-

ment; are widowed, separated, divorced, or married; live alone; have not paid off the mort-

gage on their dwelling; perceive their household income to be low; rate their physical health 

as ‘bad’; have a poor self-rated coping ability and low subjective wellbeing; and are disabled. 



16

Likewise, a person’s risk of loneliness is reduced if they: form part of a younger age group; are 

highly educated; are in employment; are of a single marital status; live with their parent(s) or 

guardian(s), have paid off the mortgage on their dwelling; perceive their household income to 

be adequate or high; have good or very good self-rated physical health; rate their coping ability 

as good or very good; have a positive self-rated subjective wellbeing; and are not disabled. 

Recommendations

The above findings provide the basis for a number of recommendations for research, practice 

and policy.  Future research to periodically monitor the prevalence of loneliness amongst the 

Maltese population, as well as to explore the significantly associated demographic variables 

in greater depth, would be warranted.  Policy recommendations for national and local Gov-

ernment include the establishment of a national loneliness strategy, addressing the rising cost 

of living, as well as devising initiatives to foster an improved sense of community amongst 

the population.  Practical recommendations are also provided, including the provision of ev-

idence-based interventions and of loneliness-specific training for professionals working with 

the general population. 
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CHAPTER 1 
INTRODUCTION AND A 
REVIEW OF THE LITERATURE
1.1 Preamble

 “The I in illness is isolation, and the crucial letters in wellness are we”

      Guarneri, M. 2006, pp. 106–106.

Modern societies have experienced significant demographic changes over recent decades, 

with more people living alone, increased financial pressure leading people to work longer 

hours, high divorce rates, an ageing population, and couples having fewer children (Griffin, 

2010).  Many scholars note the potential influence of technology on our social relations, such 

as Dr Natalie Kenely of the Faculty for Social Wellbeing at the University of Malta who stated 

that “modern life, unfortunately, is making us more and more solitary because, although on a 

virtual level the world has shrunk, on a physical level… we’re further apart from each other” 

(cited in ‘Il-Ġerħa tas-Solitudni: Il-mixja lejn soluzzjonijiet’, 2018).  These changes are cited 

among the reasons for rising rates of loneliness, as the available evidence indicates that lone-

liness is increasing among individuals in contemporary societies and that it may be associated 

with particular structural variables (Griffin, 2010; Baker, 2012; Franklin & Tranter, 2008).  

The experience of loneliness is far from a new phenomenon; the earliest known reference 

was made in approximately 1785 by a Swiss philosophical writer and physicist, Johann Georg 

Zimmermann, who wrote a paper which translates into “About Loneliness”.  Scientific research 

into the topic of loneliness was first published in 1938, where it was deemed to result from 

negative experiences in childhood (Zilboorg, 1938).  Subsequently, in 1959, Reichman set 

out to define loneliness and came to the conclusion that psychological problems are caused 

by prolonged loneliness (De Jong Gierveld, Van Tilburg, & Dykstra, 2006; Perlman & Peplau, 

1984).  Perlman and Peplau, whose definition of loneliness is still predominant in today’s liter-

ature, initiated the first empirical study on loneliness in 1981, where they conceptualised the 

phenomenon and illustrated the importance of cognitive processes in moderating one’s expe-

rience of loneliness.  They defined loneliness as an “unpleasant experience that occurs when 

a person’s network of social relations is deficient in some important way, either quantitatively 

or qualitatively” (Perlman & Peplau, 1981, p.31).
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Given the complexity of the phenomenon, a number of definitions abound in the vast litera-

ture on the subject.  For the purposes of this study, the working definition adopted will be that 

proposed by De Jong Gierveld, which emphasises how loneliness is the subjective state faced 

when one perceives a discrepancy between what one desires out of social relations and what 

one experiences in reality:

This definition stems primarily from a cognitive model rooted in the belief that people actively 

evaluate their lives.  Thus, loneliness can be defined as an unpleasant emotional experience 

that occurs due to a person’s subjective evaluation of the discrepancy between the desired 

and actual quality or quantity of their social relations (Perlman & Peplau, 1982).  A person can 

experience loneliness in two ways - socially, where they are lacking opportunities for social 

relationships, or emotionally, where their emotional needs are not being met by existing close 

relationships (Weiss, 1973).  Both forms of loneliness are known to be destructive, having a 

negative impact on individuals’ subjective wellbeing, physical and mental health, amongst oth-

er consequences.  

According to Karnick (2005), loneliness, or the feeling of being alone, is universally experienced 

and is intrinsically tied with the experience of being human.  The transient experience of lone-

liness is considered to be a natural part of the human condition (Qualter et al., 2015) and it 

has been posited to serve as an evolutionary mechanism that encourages individuals to seek 

out social connections, which is necessary for society to function (Cacioppo, Grippo, London, 

Goossens, & Cacioppo, 2015).  Yet, when loneliness is experienced with a high frequency and 

intensity, or for prolonged periods, it becomes problematic due to ill effects on physical and 

mental health (Cacioppo et al., 2015). 

Loneliness is a situation experienced by the individual as one where 

there is an unpleasant or inadmissible lack of (quality of) certain re-

lationships. This includes situations in which the number of existing 

relationships is smaller than is considered desirable or admissible, as 

well as situations where the intimacy one wishes for has not been 

realized. Thus loneliness is seen to involve the manner in which the 

person perceives, experiences, and evaluates his or her isolation and 

lack of communication with other people. (De Jong Gierveld, 1998, 

pp. 73-74)
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1.2 Research Agenda

While this phenomenon has been extensively examined worldwide, little empirical research ex-

ists on loneliness as it is experienced in the Maltese context.  Although some available research 

explores loneliness amongst certain groups (eg. Friggieri, 2008 among University students; 

Zammit & Fiorini, 2015 among institutionalised older people in Malta; Bondin, 2017 among 

older widowed Maltese women and others), measuring the prevalence of loneliness among 

the general population has not yet been attempted.  The Maltese context poses particular 

challenges for wellbeing.  Located in the center of the Mediterranean Sea with an area of 316 

square kilometres, the Maltese Islands are one of the smallest archipelagos in the world.  Yet, 

they are also one of the most densely populated, with more than 475,700 people residing in 

either Malta, Gozo, or Comino (NSO, 2019).  Maltese society exists as a duality where modern 

forms of behaviour seek to coexist with traditional values and lifestyles (Baldacchino, 2016).

 

This study aims to gain a preliminary understanding of the scale of loneliness amongst a rep-

resentative sample of the general population in Malta aged 11+ years old up until the very old.  

Population surveys aim to obtain reliable information on the extent of loneliness among dif-

ferent groups in the population and the characteristics of lonely people in order to assess the 

situation, plan, and prioritise responses.  The collection of reliable and valid data informs stra-

tegic planning and allows policy makers to monitor progress towards policy targets.  Surveys of 

the general population can shed considerable light on changing patterns of loneliness, and it is 

anticipated that efforts will continue to monitor the situation in this regard and consequently 

continue to inform social policy in Malta.  

1.3 Theoretical Framework
Loneliness is a complex multidimensional and predominantly subjective phenomenon that has 

been defined by scholars in a number of ways.  The following review of the literature will ad-

dress the current state of loneliness research knowledge. 

Theories that have predominantly been used to understand loneliness can be divided into four 

main approaches, namely the interactionist approach, the cognitive approach, the psychody-

namic approach, and the existential approach (Tzouvara, Papadopolous, & Randhawa, 2015).  

It must be noted that none of the predominant theories relating to loneliness take cultural and 

social influences into account (Tzouvara et al., 2015) and this continues to constitute a major 
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limitation in the conceptualisation of this issue.  The present study adopts an interactionist as 

well as a cognitive approach to understand the experience of loneliness. 

The interactionist approach is based upon attachment theory, which holds that loneliness is 

caused by an individual lacking both an adequate social network and an intimate figure (Singh 

& Kiran, 2013).  Weiss, a leading proponent of this approach, argues that loneliness is com-

prised of social loneliness as well as emotional loneliness, which he considers as distinct from 

one another.  A person experiences social loneliness due to their perceived lack of social re-

lations - possibly as a result of becoming unemployed or excluded by other members of the 

community.  Emotional loneliness, on the other hand, may be experienced by a person whose 

intimate relationships are insufficient to meet their emotional needs - this form of loneliness 

may come about following the dissolution of a marriage, losing a loved one, or not having close 

friends (Tzouvara et al., 2015). 

The cognitive approach to theorising loneliness draws upon attribution theory, giving impor-

tance to an individual’s personality and behaviour in shaping their perceived sense of loneli-

ness.  This approach thus acknowledges the mediating effect of one’s cognitive appraisal, in 

line with the belief that loneliness occurs when an individual compares their desired social 

relationships with their actual social relationships and finds that a qualitative or quantitative 

discrepancy exists (Perlman & Peplau, 1982; De Jong Gierveld, 1998).  

The psychodynamic approach to theorising loneliness maintains that loneliness occurs due to 

an individual’s difficulties with attachment and the formation of healthy child-parent relation-

ships in early childhood (Tzouvara et al., 2015).  Researchers adhering to this theoretical ap-

proach view loneliness as a pathology which results from a person’s problems with regards 

to the formation of social relationships (Donaldson & Watson, 1996).  Critics of this approach 

argue that it does not take into account factors such as age, the experience of bereavement, or 

culture, which are important determinants of loneliness (Donaldson & Watson, 1996).  

An existentialist view of loneliness is based on the notion that our inherent separation as hu-

man beings forms the basis of experiencing loneliness (Tillich, 1952; Moustakas, 1972).  This 

approach constructs a dichotomy of ‘true loneliness’ and ‘anxiety loneliness’, where the for-

mer occurs due to the realisation that we go through life alone, and the latter occurring when 

individuals try to avoid the reality of their lonely existence (Perlman & Peplau, 1982).  The 

existentialist view, however, fails to distinguish between the objective and subjective nature of 

loneliness (Donaldson & Watson, 1996).  It also does not consider that certain individuals may 

be alone without experiencing loneliness (Tzouvara et al., 2015).
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The authors of this study subscribe to both the theoretical contributions of the interaction-

ist and cognitive approaches, with particular attention to the cognizance of one’s discrepancy 

between actual and desired social connections, and also to the importance of both social and 

emotional relational needs.  

1.4 Conceptualising Loneliness
1.4.1 Concepts related to loneliness.

The concept of loneliness is closely related to other, distinct, concepts of social isolation, alone-

ness, and solitude.  An individual is considered to be socially isolated when they do not have 

many meaningful social ties (De Jong Gierveld et al., 2006); In this way, social isolation is a more 

objective construct than that of loneliness, which does not take a person’s subjective percep-

tion of their experience into account (Swader, 2018).  Social isolation has been shown to be a 

predictor of loneliness (DiTommaso, Brannen, & Burgess, 2005; Lykes & Kemmelmeier, 2014), 

however, not all individuals who are socially isolated will necessarily experience loneliness (De 

Jong Gierveld et al., 2006).  In the Faculty for Social Wellbeing’s documentary on loneliness, 

the director of Caritas Malta, Mr Anthony Gatt, indicated the impact of social isolation with his 

comment that:

Solitude is another related concept, which tends to have more positive connotations than lone-

liness or social isolation (Bekhet, Zauszniewski, & Nakhla, 2008).  Authors have instead argued 

that solitude is important for self-fulfilment and spiritual reflection (Ishmuhametov, 2006), by 

providing a calming and freeing experience (Bekhet et al., 2008; Killeen, 1998).  Thus, the pri-

mary difference between loneliness and solitude is that loneliness is a result of a negative emo-

tional evaluation of one’s current state, whilst solitude occurs when one’s state is evaluated as 

a positive emotional experience (Tzouvara et al., 2015).   However, it must be noted that some 

languages, such as Maltese, do not have a distinct word for loneliness, with the most closely 

related Maltese term being ‘solitudni’, which translates to ‘solitude’.

 

Loneliness is a great source of human suffering. In fact, when one 

considers which is the worst punishment that a person can be given, 

we find that the worst punishment is what we call solitary confine-

ment. It is when one is completely cut off, when one is in prison, in 

a room on their own away from the others. (‘Il-Ġerħa tas-Solitudni: 

Il-mixja lejn soluzzjonijiet’, 2018)
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1.5 Measuring Loneliness
1.5.1 Global and multidimensional approaches. 

Attempts at measuring loneliness have taken the form of either a global or multidimension-

al approach (Shaver & Brennan, 1991).  The global, or unidimensional, approach adopts the 

assumption that loneliness can be measured using a single scale, since this approach views 

loneliness as taking on the same form, regardless of the situation.  The UCLA Loneliness Scale 

(Russell, Peplau, & Cutrona, 1980) is based on this global approach.  On the other hand, the 

multidimensional approach assumes loneliness to take on more than one form.  The loneliness 

scale devised by De Jong Gierveld (De Jong Gierveld & Kamphuis, 1985) and utilised for this 

research, adopts this approach, through its measurement of loneliness as it is experienced 

both socially and emotionally.  In this way, loneliness is considered to be emotional when an 

individual’s relationships are lacking in quality, whereas social loneliness is characterised by a 

limited quantity of social connections.  

1.5.2 Research instruments.

The inherently subjective nature of loneliness means that it is a difficult concept to measure 

in research studies.  Researchers assessing the prevalence of loneliness have predominantly 

assessed the phenomenon through one of two methods: through the use of a single question-

naire item that requires participants to rate their level of loneliness on a Likert scale (‘How of-

ten do you feel lonely?’), or through standardised tools designed to measure the experience of 

loneliness.  Of the latter, the De Jong Gierveld Loneliness scale (De Jong Gierveld & Kamphuis, 

1985) and the UCLA Loneliness Scale (Russell et al., 1980) have proved the most popular.  

The possible responses for single-item questions vary across studies, with researchers adopting 

different numbers of response options on a Likert scale – for instance, some studies allow a 

person to state whether they are lonely ‘never’, ‘some of the time’, or ‘almost always’, whereas 

others provide more response options.  Whilst this makes precise comparison difficult, it still 

allows for an understanding of the overall prevalence rates. 

Prevalence rates for loneliness studies typically group certain responses to provide a figure 

for the percentage of individuals who report feeling lonely ‘sometimes’ or ‘often’, in the case 

of self-report scales.  For standardised tools such as the De Jong Gierveld or UCLA Loneliness 

Scales, rates of people who are lonely are based on total scores that indicate a person is lonely 

– either moderately or severely.  
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1.6 Prevalence of Loneliness 
in the Lifespan

Research on loneliness over the life span shows that prevalence rates typically follow a nonline-

ar trajectory, with variation across countries. In the majority of Western nations, this trajectory 

resembles a shallow “U”-shaped curve, with the highest rates in late adolescence, gradual-

ly decreasing during middle adulthood and then increasing into late adulthood (Luhmann & 

Hawkley, 2016; Hawkley & Cacioppo, 2010; Yang & Victor, 2011).  In contrast, research from 

Australia has found that the prevalence of loneliness across ages forms a curve resembling a 

dome, with rates peaking among adults aged 25-45 and gradually decreasing for those above 

the age of 80 (Franklin & Tranter, 2008).

Studies assessing the prevalence of loneliness have predominantly focussed on particular pop-

ulations, with little attention being given to examining loneliness across all age groups (Victor 

& Yang, 2012).  The majority of existing research has taken the approach of examining the 

prevalence of loneliness among specific age categories, such as the young or the old (Patterson 

& Veenstra, 2010; Rokach & Neto, 2000; Victor, Scrambler, Bond, & Bowling, 2000).  Moreover, 

prevalence studies which include all ages are most often grouped into age ranges that are too 

broad to establish clear trends or make comparisons with other research (Victor & Yang, 2012).   

Nonetheless, a small number of studies have examined the prevalence of loneliness in the gen-

eral population.  Yang and Victor (2011) attempted to compare rates of loneliness among 25 

European countries using data from the European Social Survey.   The results of their analysis 

show that Eastern European countries have the highest rates of frequent loneliness for all age 

groups, in particular for people in Ukraine where over 10% of the younger population is lonely 

and more than 30% of the 60+ population experience loneliness.  In contrast, Northern Euro-

pean countries are considerably less lonely with less than 10% of populations being frequently 

lonely up until the age of 70.  Central Europeans show much lower rates of frequent loneliness 

than Eastern Europeans, yet the rates are slightly higher than Northern Europeans, particularly 

among the 60+ ages.

A nationally representative study assessed the prevalence of loneliness among Danish adults 

aged 16+ using a Three-Item Loneliness scale based on the UCLA loneliness scale.  The results 

show that 21% of people are lonely, with 16.4% moderately lonely and 4.6% severely lonely 

(Lasgaard, Friis, & Shevlin, 2016).  For the American population, Hyland and colleagues (2018) 

used a 6-item version of the De Jong Gierveld Loneliness Scale among a nationally 
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representative sample of adults aged 18-70.  They found that 17.1% of people were classified as 

lonely, with 26.6% scoring high on ‘emotional loneliness’, in contrast to 12.4% who score highly 

on both ‘social’ and ‘emotional’ loneliness, and 8.2% being predominantly ‘socially’ lonely.  

Studies assessing loneliness in childhood show that, whilst the need to belong to a peer group 

is not as pronounced as in adolescence (Parkhurst & Hopmeyer, 1999), children in kindergar-

ten may experience loneliness due to extreme exclusion by their peers (Kochenderfer-Ladd & 

Wardrop, 2001).  Prevalence rates of loneliness amongst children aged 7-12 years of age show 

that fewer than 20% experience loneliness “sometimes” or “often” (Bartels, Cacioppo, Hudziak, 

& Boomsma, 2008).  The reasons cited by children for their loneliness include problems with 

family relations, school-related issues, and bullying (Hutchison & Woods, 2010). 

Given that a number of existing studies assessing loneliness amongst different age groups have 

only reported on discrete age groupings, this means that it is difficult to differentiate between 

the prevalence of loneliness amongst adolescents and young adults.  For instance, the 2009 

New Zealand Quality of Life survey provides information about loneliness for those aged be-

tween 15-24 years old, along with other age groups.  Whilst this is problematic for understand-

ing how loneliness is experienced differently amongst adolescents compared to young adults, 

the data are nonetheless useful in allowing an understanding of how loneliness varies across 

the life span. 

Adolescence is a time where critical challenges occur with regards to one’s social and personal 

development (Laursen & Hartl, 2013).  Two such challenges faced by adolescents are the de-

velopment of one’s self-concept, and the establishing of intimate social relationships (Sippola 

& Bukowski, 1999).  The dilemma lies in the fact that these two challenges are essentially op-

posed to one another, with the desire to form intimate relationships being in conflict with the 

need to separate oneself from others, thereby creating a high possibility of becoming lonely 

(Sippola & Bukowski, 1999). 

Whilst a certain degree of loneliness is thus considered to be normative during the adolescent 

period, high or persistent levels of loneliness can nonetheless be problematic.  Studies show 

that adolescents who are unable to resolve their experiences of loneliness prior to moving 

out of adolescence face a higher risk of developing adverse health outcomes, including de-

pression, poor self-reported physical health, and increased alcohol consumption (McWhirter, 

Besett-Alesch, Horibata, & Gat, 2002; Qualter et al., 2013).  
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Many researchers have noted that evidence exists for loneliness peaking in early adolescence 

(Heinrich & Gullone, 2006; Van Roekel, Scholte, Verhagen, Goossens, & Engels, 2010).  Indeed, 

Hawkley and Cacioppo (2010) found that nearly 80% of adolescents report constantly feeling 

lonely.  Other studies have reported similar results of between 66-79% of adolescents report-

ing feeling lonely some of the time, and 15-30% of these experiencing loneliness that is painful 

and persistent (Brennan, 1982; Heinrich & Gullone, 2006).  Similarly, Biolcati and Cani (2015) 

measured loneliness using the UCLA Loneliness Scale among young people aged 14-22 in Italy 

and found that 26.8% were lonely.  In the Faculty for Social Wellbeing’s documentary on lone-

liness, a young Maltese woman shared her experience of loneliness throughout adolescence:

Furthermore, young people who experience sustained loneliness at high and moderate rates 

are more likely to suffer from depressive symptoms over time, when compared to their less 

lonely counterparts (Ladd & Ettekal, 2013).  This is exemplified by a quote from the Faculty for 

Social Wellbeing’s documentary, where another young Maltese woman described her experi-

ence of loneliness in conjunction with depression:

Following adolescence, loneliness tends to decrease into young adulthood, with different stud-

ies reporting various rates and age groupings.  Using data from the Australian Survey of Social 

Attitudes, Franklin and Tranter (2008) found that 30% of individuals aged between 18 and 24 

years reported feeling lonely in the previous week.   Prevalence rates of loneliness in middle 

adulthood have been reported as the lowest of all age groups in several studies, such as Flood’s 

(2005) estimates that 13% of those aged 35-54 experience loneliness.  Another study used data 

about the United Kingdom from the European Social Survey to reveal that 

Between Year 6 and Form 1, I think it was at that time, when you’re 

growing up and starting to understand better things about life and 

that sort of thing, that’s when I started feeling lonely.  But then I felt 

most lonely, I think, when was thirteen ... fourteen I think ... at that 

age. (‘Il-Ġerħa tas-Solitudni: Il-mixja lejn soluzzjonijiet’, 2018)

It is a phenomenon where, even if for example you are surrounded 

by people, you are on your own because no one can understand you, 

no one can enter your mind and understand what you are feeling, 

because it’s such a strong feeling, and it’s this black thing that is sur-

rounding you but you feel isolated, it is like a personal ghetto away 

from everyone and no one can reach you…. I have passed through a 

time when a specific event in my life … was so significant that it threw 

me into a depression for a long time. And it was that depression that 

then made me feel the loneliness. (‘Il-Ġerħa tas-Solitudni: Il-mixja 

lejn soluzzjonijiet’, 2018)
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only 5% of the 25-44 age group experienced loneliness all or most of the time (Victor & Yang, 

2012).  

Researchers have noted that, apart from the under-25 age group, loneliness levels are highest 

among individuals aged 55 years and above (Victor & Yang, 2012).  Substantial life changes that 

occur in later life, such as losing a loved one or experiencing limited mobility, can put people at 

increased risk of loneliness (Dykstra et al., 2005).  Prevalence rates of loneliness among adults 

over the age of 80 years are reportedly between 40% and 50% (Dykstra et al., 2005; Victor, 

Scambler, Bowling, & Bond, 2000; Demakakos, Nunn, & Nazroo, 2006).  In the Faculty for Social 

Wellbeing’s documentary on loneliness, Prof. Charles Scerri from the Department of Pathology 

at the Faculty of Medicine and Surgery, highlighted that loneliness:

A 2008 study of loneliness deployed two nationally representative surveys of the 60+ age group 

in the United Kingdom and the Netherlands who were living in urban neighbourhoods.  Both 

surveys used the 11-item De Jong Gierveld Loneliness Scale and found that 13% of people 

aged 60+ in the UK were severely lonely, whilst only four per cent of the same age group in the 

Netherlands were lonely.  The mean loneliness scores of participants in the UK also showed 

considerable variation between different neighbourhoods (Scharf & De Jong Gierveld, 2008).

… affects mostly people who very often are elderly, who have to spend 

a lot of time on their own for different reasons. Among these, we find 

physical illness, illness which in some way stops a person’s mobility, 

you cannot interact with society in general. (‘Il-Ġerħa tas-Solitudni: 

Il-mixja lejn soluzzjonijiet’, 2018)

1.7 Risk Factors of Loneliness
A large corpus of data exists for the various sociodemographic determinants and risk factors of 

loneliness.  However, the vast majority of prevalence studies have focused on late adulthood 

(Beutel et al., 2017).  The following literature will nonetheless discuss the main factors which 

have demonstrated links with loneliness.  
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1.7.1 Socio-demographic variables.

There is inconsistent empirical evidence with regards to the existence and/or nature of gender 

differences in the experience of loneliness (Pinquart & Sorensen, 2001; Cramer & Neyedley, 

1998).  Whilst some studies have reported that males are lonelier than females (e.g. Koenig, 

Isaacs, & Schwartz, 1994; Page, 1990), others have found that no significant difference exists 

between the genders (e.g. Archibald, Bartholomew, & Marx, 1995; Brage, Meredith, & Wood-

ward, 1993).  Researchers have noted that, regardless of age, females have a slightly higher 

likelihood of reporting, but not necessarily experiencing, loneliness than do males (Beutel et 

al., 2017; Victor & Yang, 2012; Borys & Perlman, 1985).  This was initially observed when ob-

serving results from studies which measured loneliness with a self-report item, compared with 

those using indirect measures of loneliness such as the UCLA and De Jong Loneliness scales.  

Prevalence rates for males were higher when the word ‘loneliness’ was not explicitly used, 

whereas males were less lonely than females when the word ‘loneliness’ was used (Borys & 

Perlman, 1985).  

Pinquart and Sorensen (2001) conducted a meta-analysis of loneliness in older adults and re-

ported higher rates of loneliness for women compared to men, however this effect was only 

significant for married persons and not significant for unmarried persons (e.g. widowed or sin-

gle persons).  Few studies have examined gender differences in loneliness across the lifespan, 

with the majority focussing on particular age groups such as adolescents and the elderly popu-

lations.  According to a meta-analysis by Maes and colleagues (2016), males experience slightly 

more loneliness than females amongst University students, however the effect size is small.  

One study of adults of all ages in the United Kingdom found that females of all age groups re-

ported greater rates of loneliness; The only notable gender difference in loneliness across the 

life-span was among individuals aged between 45-54 years, where more males reported feel-

ing ‘sometimes lonely’ on a self-reported loneliness item (Victor & Yang, 2012).  The research-

ers suggest that this finding may indicate that gender differences occur as a result of different 

timings of certain experiences, such as bereavement.  

Gender differences in self-reported loneliness have been hypothesised to occur due to an un-

willingness by men to report that they are lonely.  However, the similar rates of those expe-

riencing loneliness ‘sometimes’ reported by those in the same age group suggests that male 

participants’ reluctance to admit that they experience loneliness may only be partially true 

(Victor & Yang, 2012; Cramer & Neyedley, 1998).  An interesting gender difference exists with 

regards to being single or unmarried: results from Pinquart (2003) show that unmarried males 

experience higher rates of loneliness than do their unmarried female counterparts.  Similarly, 

widowers were found to be lonelier than widows and this finding was significant
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after controlling for factors such as contact levels with siblings, children, and friends.

Stokes and Levin (1986) used measures of social network structure and of perceived social sup-

port to examine whether loneliness predictions were influenced by gender differences.  They 

demonstrated that characteristics of one’s social network, with density being particularly im-

portant, were better at predicting loneliness amongst males than females.  Their results also 

suggest that there may be gender differences in how individuals evaluate their experience of 

loneliness, with men possibly focussing more of the quantity of their social network and wom-

en giving priority to the quality of relationships. 

Marital status has consistently been proven to predict loneliness amongst adults, with married 

individuals experiencing lower rates of loneliness (Beutel et al., 2017; Diener, Gohm, Suh, & 

Oishi, 2000).  A study of women aged 50 and above in America revealed that almost double 

the number of unmarried women reported feeling lonely very often, when compared to their 

married counterparts (Essex & Nam, 1987).  Other research has found marital status to be the 

strongest out of four other predictors in determining loneliness (Page & Cole, 1991).  However, 

research investigating individual variations of loneliness has found that the quality of a mar-

riage is more important than whether or not one is married (Whisman & Bruce, 1999; Hawkley 

et al., 2008).  

Research suggests that the presence of a chronic limiting illness or disability puts individu-

als at increased risk of experiencing loneliness, due to several factors such as having limited 

opportunities for social activities (Heckhausen, Wrosch, & Schulz, 2010; Hopps, Pepin, Arse-

neau, Frechette, & Begin, 2001).  Individuals with an intellectual or physical disability have 

been found to be at risk of loneliness because of negative societal expectations and not having 

independence in their social lives (Hopps, Pepin, Arseneau, Frechette, & Begin, 2001; Gilmore 

& Cuskelly, 2014).  Research also suggests that loneliness in persons with a physical disability is 

qualitatively different from that of the general population (Rokach, Lechcier-Kimel, & Safarov, 

2006).  Loneliness has also been shown to negatively affect perceptions of illness in individuals 

with a chronic disease (Özkan Tuncay, Fertelli, & Mollaoğlu, 2018).  

A clear link has been demonstrated between a person’s level of education and loneliness, with 

one study finding that only 3% of those with a tertiary education report severe loneliness - 

compared to 20% of those who had only obtained a primary level of education (Victor & Yang, 

2012).  Further research is needed to ascertain the mechanisms by which education acts as a 

protective factor against loneliness (Victor & Yang, 2012), however, researchers have offered 

two possible explanations for education’s role in loneliness.  Hensley et al. (2012) propose that 
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education functions through enhanced feelings of competence, which have been found to me-

diate the experience of loneliness.  Others have pointed to the fact that education provides for 

more social opportunities, which could in turn reduce one’s chances of experiencing loneliness 

(Hawkley et al., 2008).

Higher loneliness rates have been reported for the poor (Rubenstein, Shaver, & Peplau, 1979), 

as well as for individuals who are unemployed (Creed & Reynolds, 2001).  Marginalised groups, 

including minority ethnic groups and persons over the age of 75, have also been found to be 

at greater risk of loneliness (Scharf, Phillipson, & Smith, 2014).  One of the few studies explor-

ing the link between loneliness and poverty among younger age groups reported that lonely 

adolescents’ perceived poverty increased their chances of developing mental health issues, 

particularly for females (Shevlin, Murphy, Mallett, Stringer, & Murphy, 2013).

1.7.2 Psychosocial correlates.

Social relationships are a crucial element with regards to rates of loneliness.  Individuals who 

actively participate in social events, such as voluntary or community activities or religious at-

tendance, tend to experience lower rates of loneliness (Van Tilburg, De Jong Gierveld, Lecchini, 

& Marsiglia, 1998; Rote, Hill, & Ellison, 2013).  Having a confiding relationship is also important 

for determining loneliness, with research showing that single individuals and adults without 

children can alleviate their emotional loneliness by having a best friend (Dykstra, 1993; Pin-

quart, 2003).  Data reported in the Times of Malta in October 2018 revealed that a third of the 

calls received by the Maltese national support line in 2017 were due to people being lonely and 

not having anyone to talk to, with calls due to loneliness surpassing those related to drug or 

alcohol abuse problems (Caruana, 2018).  These figures also indicate that loneliness rates have 

increased amongst Maltese people, given that data from the support line in 2016 showed that 

one out of ten calls were due to loneliness (Martin, 2016).

Moreover, living alone has been found to be a major risk factor for experiencing loneliness 

(Beutel et al., 2017).  Whilst 2017 figures from Eurostat reveal that the Maltese population is 

made up of far fewer single individuals living alone than in other European Union countries 

(20.2% compared to an average of 33.1%), these figures have been on the rise in recent years 

(Caruana, 2017).  Moreover, a study of individuals residing in the Maltese rural village of Dingli 

discovered that half of the elderly persons interviewed were lonely and living alone (Martin, 

2016).  The effect of living alone on loneliness also presents different patterns depending on 

age and gender.  Beutel et al. (2017) found that middle-aged males and younger females who 

live without a partner are more likely to suffer from loneliness than other age or gender groups. 
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In addition to individual-level factors, the likelihood of being lonely may also be influenced by 

contextual factors, such as sociocultural and structural factors (De Jong Gierveld et al., 2006), 

although less research has been conducted in this area.  For instance, data indicate that social 

inequality can cause loneliness, amongst other factors such as social exclusion and a sense 

of distrust of others (Kawachi, Kennedy, Lochner, & Prothrow-Stith, 1997; Ross, Mirowsky, & 

Pribesh, 2001).  In a study of how the residential environment influences feelings of loneli-

ness, residents from a Glasgow town who rated their neighbourhood as of a lower quality 

also reported more loneliness than residents who rated their neighbourhoods more positively 

(Kearns, Whitley, Tannahill, & Ellaway, 2015).  In the Faculty for Social Wellbeing’s documenta-

ry, Mr Mark Caruana, a Maltese economist, pointed to the link between structural factors and 

loneliness by commenting that “an economy that is doing well can be used to address things 

like policies to reduce loneliness and to increase people’s wellbeing, but on its own it does not 

have any direct effect” (‘Il-Ġerħa tas-Solitudni: Il-mixja lejn soluzzjonijiet’, 2018).  

It has been postulated that demographic and structural changes in industrialised countries 

have influenced loneliness by their effects on individuals’ perceptions of how fair their society 

is (O’Rand, 2001).  This may occur due to the cognitive processes that govern social compar-

ison, leading people to feel deprived and disadvantaged (Wilkinson, 1994), which in turn has 

been shown to lower levels of trust in neighbourhoods (Ross, et al., 2001).  Finally, this sense 

of distrust may put people at higher risk of social isolation and loneliness (De Jong Gierveld et 

al., 2006).  Kearns and colleagues (2015) further support this correlation with their findings 

that aspects of neighbourhoods in deprived areas, such as reduced trust and other aspects of 

the physical environment, are important in either reducing or protecting against loneliness.   In 

Malta, recent demographic and structural changes were highlighted in the Faculty for Social 

Wellbeing documentary by Dr Andreana Dibben, who lectures in the Department of Social 

Policy and Social Work:

At the moment, we have a project and also local research here in Mal-

ta that shows that we are losing public spaces, this is having an impact 

on what we call wellbeing – citizens’ wellbeing, physical and psycho-

logical…. So, if in the past there was the street, the square where per-

haps older people would stay on the pavement, the children would 

be playing outside, perhaps the parents would go out for a chat while 

watching their children play. Nowadays, these spaces very often have 

been eaten up by parked cars, passing traffic, building so that some 

spaces may no longer be available, and I think there is a link that we 

are not looking at enough. (‘Il-Ġerħa tas-Solitudni: Il-mixja lejn soluzz-

jonijiet’, 2018)
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Societal patterning of social and economic resources can also have an effect on social integra-

tion by influencing people’s mutual concern for their neighbours’ wellbeing and the overall 

sense of community.  Such contextual-level factors were shown to be linked with individuals’ 

risk of loneliness (Thomése, Van Tilburg, & Knipscheer, 2003).  Moreover, societal norms about 

the obligations of family members and the optimal size for one’s social network may also in-

fluence people’s relationship standards, thereby affecting one’s perceived loneliness (De Jong 

Gierveld et al., 2006).   

Despite the importance of contextual-level factors, relatively few studies have attempted to 

investigate cultural variations in the experience of loneliness (Rokach, 2001).  An exception is 

Swader (2018), who looked into whether collectivism or individualism have an effect on loneli-

ness.  By analysing European Social Survey data from 21 countries, Swader demonstrated that 

societies that are individualistic may have lower prevalence rates of loneliness.  He also found 

that one’s personal orientation as a collectivist or individualist may moderate the effects of 

living alone or being socially isolated.  Based on these findings, Swader recommends that living 

in an individualistic society with a high degree of social integration is crucial for reducing lone-

liness - both among collectivists and individualists. 

1.8 Consequences of Loneliness
An expanding number of longitudinal research studies indicate that loneliness increases the 

risks of morbidity and mortality (Seeman, 2000; Caspi, Harrington, Moffitt, Milne, & Poulton, 

2006; Thurston & Kubzansky, 2009; Shiovitz-Ezra & Ayalon, 2010).  Whilst some research has 

not been consistent in determining the causality and directionality of associations with loneli-

ness and indicators of health, a growing body of longitudinal research indicates that loneliness 

precedes the experience of detrimental health effects (see Musich et al., 2015).  The conse-

quences of loneliness may be grouped into its effects on: physical health and mortality; mental 

health and cognitive functioning; quality of life; and social consequences.

1.8.1 Physical health and mortality.

Poor physical health has been strongly linked to loneliness (Rokach, 2004; Steptoe et al., 2013; 

Holt-Lunstad, Smith, Baker, Harris, & Stephenson, 2015; Holwerda et al., 2016), regardless of 

whether health is measured in an objective or subjective manner (Wenger, Davies, Shahtah-

masebi, & Scott, 1996; Havens & Hall, 2001).  Valtorta et al. (2016) found that people with 

poor social relationships have a 32% increased incidence of stroke and a 29% increase in the 

incidence of coronary artery disease, demonstrating that poor social relations are equivalent in 

effect to job strain and similar factors.   Loneliness has also been shown to lead to high 
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blood pressure (Hawkley, Thisted, Masi, & Cacioppo, 2010), difficulties sleeping (McHugh & 

Lawlor, 2013), and increased overall mortality rates (Luo, Hawkley, & Cacioppo, 2012; Taube, 

Kristensson, Sandberg, Midlöv, & Jakobsson, 2014).  Cacioppo and Hawkley (2007) revealed 

that individuals experiencing persistent loneliness have increased levels of stress hormones, 

weaker immune systems and more cardiovascular problems, meaning that being lonely has the 

same detrimental health effects as being a smoker.  

In addition, loneliness can affect physical health by making individuals less likely to exercise, 

eat healthily, take prescribed medication, visit their doctor, or take time to relax (Pérodeau & 

du-Fort, 2000; Mahon, Yarcheski, & Yarcheski, 2001).  A nationally representative study of lone-

liness in the German general population also reported that lonely individuals tend to smoke 

more and over-use healthcare services, further demonstrating the link between poor physical 

health and loneliness (Beutel et al., 2017).  Researchers have proposed three main pathways 

by which loneliness can affect health.  These are: engaging in risky health behaviours such as 

being physically inactive or smoking, effects on the immune system and blood pressure, and 

through psychological factors such as limited coping skills or low self-esteem (Valtorta, Kanaan, 

Gilbody, Ronzi, & Hanratty, 2016).

1.8.2 Mental health and cognitive functioning.

Mental health difficulties, such as anxiety, depression, and suicide or suicidal ideation have 

also been linked to loneliness (Cacioppo & Patrick, 2008; Beutel et al., 2017).  The data suggest 

that depression and loneliness share a reciprocal relationship, in which the two constructs are 

distinct but closely related (Cacioppo, Hughes, Waite, & Thisted, 2006).  Lonely individuals are 

also more likely to have reduced positive emotions (Victor & Yang, 2012; Heinrich & Gullone, 

2006) as well as lower life satisfaction and less resilience, in particular for males (Zebhauser et 

al., 2014).

Subjective wellbeing, which refers to the cognitive and emotional ways in which a person eval-

uates their life, has been shown to share a reciprocal relationship with loneliness (Vander-

Weele, Hawkley, & Cacciopo, 2012).  This association is further supported by evidence that 

social support has both indirect and direct effects on wellbeing, and can diminish loneliness 

(Gençöz, Özlale, & Lennon, 2004).

Loneliness can also lead to cognitive impairment and poses greater risks of developing de-

mentia for older individuals (Amieva et al., 2010; Ellwardt, Aartsen, Deeg, & Steverink, 2013; 

Holwerda et al., 2014; Wilson et al., 2007). 
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1.8.3 Quality of life.

Another outcome of loneliness is its impact on quality of life (QoL).  Whilst more research is 

needed on this topic, results indicate that loneliness reduces a person’s QoL (Dahlberg & Mc-

Kee, 2014; Golden et al., 2009; Lim & Kua, 2011; Taube et al., 2014; Van Beljouw et al., 2014).  

Studies have found that loneliness can be an influential mediator in the QoL of older adults 

with chronic illnesses (Musich, Wang, Hawkins, & Yeh, 2015) and people with visual impair-

ment (Brunes, Hansen, & Heir, 2019).  Loneliness is also an important predictor of QoL among 

caregivers and older persons in general (Ekwall, Sivberg, & Hallberg, 2005).

1.8.4 Social consequences.

Research has shown that loneliness has a negative impact on a person’s social interactions.  

Arpin and Mohr (2018) demonstrated that a person who is lonely may derive less enjoyment 

from social interactions that are usually regarded as positive, such as sharing good news with 

friends or family.  Such an effect has been postulated as possibly reducing the feeling of sup-

port and intimacy that might otherwise have been derived from the interaction, whilst leading 

to a cycle of loneliness involving fewer such interactions in the future. 

Experiencing marital dissatisfaction or poor marital quality has also been linked to increased 

loneliness, as well as depression and early mortality (Whisman & Bruce, 1999), with adverse 

health outcomes being more pronounced for women (Eaker, Sullivan, Kelly-Hayes, D’Agostino 

Sr, & Benjamin, 2007).

1.9 Interventions Targeting 
Loneliness

As may be expected with a phenomenon which is still relatively new in the area of academic 

research, the growing body of scientific literature on loneliness has been preoccupied with 

understanding the related factors and theoretical contributions.  Yet, Weiss (1982) was quick 

to caution researchers on the importance of considering practical implications of their work 

on loneliness.  He stated that, given the disturbing quality of the topic, scholars should con-

sider their responsibility to make efforts that can help those people suffering from loneliness.  

Loneliness interventions tend to have three broad aims, as described by Rook (1984): improv-

ing social integration, preventing loneliness from escalating into more serious problems, and 

preventing the initial occurrence of loneliness.  During her interview in the Faculty for Social 

Wellbeing documentary, the head of the Department of Social Policy and Social Work at the 

University of Malta’s Faculty for Social Wellbeing noted the importance of improving social 

integration in efforts to address loneliness:
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On a practical level I would really like to make a sort of proposal for 

initiatives that we can take to create a bridge between the genera-

tions and to create more inclusive communities, communities that 

are more open to others and people to each other and also a social 

policy that strengthens our community, encourages our involvement 

in society. (Kenely, cited in ‘Il-Ġerħa tas-Solitudni: Il-mixja lejn soluzz-

jonijiet’, 2018)

In their overview of existing systematic reviews of interventions that aim to alleviate loneliness, 

Victor et al. (2018) note that there is not a ‘one size fits all’ approach.  Rather, most researchers 

suggest that programmes should be designed so that they are tailored to the individual’s needs 

and circumstances in order to be more effective.  Whilst their review did not find any indication 

of interventions having a harmful effect on those people who took part, it was indicated that 

interventions based on technology could worsen a sense of social isolation among individuals 

who lacked sufficient capabilities to use such technological systems. 

Interventions that have been designed to tackle loneliness have taken various forms, with re-

cent attempts making use of animal assisted therapy (AAT) – including robotic dogs (see re-

view by Gilbey & Tani, 2015), social support interventions and befriending programmes (see 

Poscia et al., 2018; Siette, Cassidy, & Priebe, 2017; Hagan, Manktelow, Taylor, & Mallett, 2014), 

and physical exercise programmes (Shvedko et al., 2018).  The majority of these interventions 

were conducted with older individuals and it is thus difficult to generalise findings to other age 

groups.  Nonetheless, limited support was found for the effectiveness of such interventions in 

reducing loneliness.  Some interventions, such as those involving technology and animals, did 

show promise; However, the evidence is limited by methodological issues such as studies being 

under-powered and lacking a theoretical basis (Victor et al., 2018). 

Other studies have found that interventions which seek to address the maladaptive thought 

processes that might perpetuate loneliness, such as cognitive behavioural therapy, were more 

effective than interventions targeting social skills or increasing social contact (Masi, Chen, 

Hawkley, & Cacioppo, 2011).  This confirms the cognitive element in an individual’s experience 

of loneliness, as do other studies which found success from interventions aimed at retraining 

individuals’ attention to social stimuli in their environment (Qualter et al., 2015).

Community-based interventions designed to alleviate loneliness among older adults have been 

deemed effective because they allow individuals to develop meaningful relationships and fa-

cilitate an improvement in social connections (Victor et al., 2018).  A form of intervention that 
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relies on the benefits of the community is the practice of social prescribing, where individuals 

are encouraged to improve their access to peer interaction in the context of wider society, as 

opposed to offering such services in mental health facilities.  In this way, social prescribing aims 

to develop or re-establish social connectedness, whilst ameliorating the negative aspects of is-

sues such as loneliness or depressed mood (Davidson, Shahar, Lawless, Sells, & Tondora, 2006).  

One randomised controlled trial investigated the efficacy of a supported socialisation interven-

tion which connected participants who had a mental health issue with a volunteer partner and 

provided a small stipend to spend on a weekly social or leisure activity.  The authors found that 

such supported socialisation reduced social loneliness levels and depression whilst increasing 

functioning related to social recreation (Sheridan et al., 2015).  

Examples of interventions in community settings include volunteering, befriending pro-

grammes, and involvement in neighbourhood projects.  Neighbourhood projects in the United 

Kingdom have included ‘Men in Sheds’ and intergenerational projects, among others – and 

authors have reported significant improvements in loneliness scores as a result of such inter-

ventions (Leicester Ageing Together, 2017).  Other promising interventions consist of projects 

such as ‘Homeshare’ and ‘Shared Tables’ (Macmillan, Ronca, Bidey, & Rembiszewski, 2018; Care 

Connect, 2017).  ‘Homeshare’ projects identify people who require support or companionship 

in their households and connect them with other people who require affordable housing.  The 

latter are provided with an affordable home in return for providing companionship and helping 

with minimal practical support needs of the homeowner.  ‘Shared Tables’ consists of bringing 

together individuals who require companionship (due to living alone or being single) at local 

restaurants, with a volunteer hosting the event, which facilitates participants to develop mean-

ingful relationships.

Furthermore, government initiatives have also recognised the value of community through the 

practice of social prescribing, also known as community referrals.  Social prescribing enables 

general practitioners to refer patients experiencing loneliness to community workers and social 

operators.  These workers are then able to provide tailored support to the patient, which could 

involve participating in community activities, engaging in voluntary work, or engaging with 

other community infrastructure services.  An example of how a community’s infrastructure 

services can contribute to alleviating loneliness is by postal service workers agreeing to check 

up on persons who are particularly isolated as they go about their delivery route (HM Govern-

ment, 2018).



36

1.10 Conclusion
Theoretical perspectives and conceptualisations have been outlined in this chapter, along with 

the relevance of cognitive and interactionist definitions in understanding loneliness.  Similar 

but related constructs to loneliness, such as social isolation and solitude, were mentioned, 

along with notes on the scientific measurement of loneliness.  Prevalence rates for loneliness 

across the lifespan from various studies were presented, whilst considering the fact that exist-

ing research predominantly focuses on the younger or older age groups.  The literature above 

has also illustrated the pervasiveness of loneliness among several biopsychosocial, as well as 

wider cultural, risk factors and consequences.  Finally, this chapter summarised the interven-

tions designed to address loneliness and their potential effectiveness.
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CHAPTER 2  
METHODOLOGY
2.1 Research Agenda and 
Research Questions

This research study is the first attempt to investigate the prevalence of loneliness amongst a 

random representative sample of the Maltese population, aged 11 years and above.  The prev-

alence of loneliness was assessed according to the conceptualisation by Weiss (1973), which 

states that loneliness can be experienced on two levels – socially or emotionally – as well as 

the notion of loneliness as an unpleasant emotional experience that occurs due to a person’s 

subjective evaluation of the discrepancy between the desired and actual quality or quantity of 

their social relations (Perlman & Peplau, 1982).  

Drawing on a corpus of international research, this general population survey on loneliness 

consisted of the following aims:

 1. To assess the prevalence of loneliness amongst the Maltese population,

 2. To identify any existing relationships between loneliness and particular 

      socio-demographic and structural variables, and

 3. To make a contribution to the existing body of empirical research on the 

     topic of loneliness.

2.2 Research Tool

The present study used the De Jong Gierveld Loneliness Scale (De Jong Gierveld & Kamphuls, 

1985) to assess the prevalence rates of loneliness amongst the general population.  This scale 

contains eleven items, six of which measure emotional loneliness, and five which measure 

social loneliness.  Emotional loneliness measures whether the respondent lacks intimate rela-

tionships, whilst social loneliness measures whether they are lacking in social embeddedness 

and integration (Weiss, 1973).  Response options for all items are rated on a three-point Lik-

ert scale: ‘yes’, ‘more or less’, and ‘no’.  Responses are used to calculate a final score, with a 

higher final score indicating a greater degree of loneliness. The scores are classified as ranging 

between 0 (not lonely) to 11 (severely lonely), with a score of 2 being the cut-off point for de-

termining loneliness (De Jong Gierveld & Van Tilburg, 1999).

2.2.1 Survey measure.
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The final score indicates the degree of loneliness 

according to the following categories:

 • Not lonely (score of 0-2)

 • Moderately lonely (score of 3-8)

 • Severely lonely (score of 9 or 10)

 • Very Severely lonely (score of 11)

Scores for social and emotional loneliness can also be obtained from responses to the corre-

sponding questions on the scale.  An advantage of this research tool is that questions do not 

specifically mention the term ‘loneliness’, instead relying on several questions that indirectly 

measure loneliness.  This approach could thus reduce the likelihood of participants under-re-

porting their experience of loneliness, which may occur due to a fear of stigmatisation (De Jong 

Gierveld et al., 2006).  Using a survey which does not directly refer to the term ‘loneliness’ also 

has the added benefit of being applicable in Maltese, despite the lack of an equivalent term in 

the Maltese language.

The final questionnaire comprised the 11-item De Jong Gierveld Loneliness Scale and twen-

ty-one demographic questions.  The demographic questions requested data related to partic-

ipants’ age, gender, nationality, place of birth (Malta, EU, Non-EU), residential locality, level 

of education, employment status, marital status, relationship status, living situation, income, 

sense of belonging to neighbourhood, self-rated health, subjective coping ability and wellbe-

ing, tobacco use, presence of disability and whether such disability limits access to leisure and 

social activities or support services, and active citizenship.  In designing the demographic ques-

tionnaire items, consideration was also given to the fact that minors would be participating in 

the survey.  Such considerations took the form of omitting certain questions for participants 

under specified ages.  Participants under the age of 16 were not asked about their current em-

ployment status (which was automatically classified as ‘student’) or about their marital status 

(which was automatically classified as ‘single’).  Furthermore, participants under the age of 18 

were not asked about whether they were currently in a relationship, nor about whether the 

mortgage is paid on the dwelling in which they reside.  

2.2.2 Psychometric properties of the instrument.

The De Jong Gierveld Loneliness Scale (De Jong Gierveld & Kamphuis, 1985) is the most com-

monly used measure for loneliness in Europe (Delgado, Litago, & González, 2014).  The scale 

has been extensively validated for use with different populations, including adolescents (Gry-

giel, Humenny, & Rębisz, 2019) and the elderly (Penning, Liu, & Chou, 2014).  It was initially 

developed in Dutch, on the basis of content analysis of 114 lonely people’s 
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experiences with loneliness, and has subsequently been translated into several languages, in-

cluding English, Danish, Italian, German, French, Russian, Bulgarian, Georgian, Japanese, Chi-

nese, Polish (Grygiel, Humenny, Rebisz, Świtaj, & Sikorska, 2012), Turkish (Uysal-Bozkir, Fok-

kema, MacNeil-Vroomen, Van Tilburg, & De Rooij, 2017), and Spanish (Buz, Urchaga, & Polo, 

2014).  The scale has also found to be stable across cultures (Van Tilburg, Havens, & De Jong 

Gierveld, 2004).

The scale has been tested extensively and proven to be consistent and reliable with low meas-

urement invariance (Penning et al., 2014; Masi, Chen, Hawkley, & Cacioppo, 2011; Maes, Klim-

stra, Van den Noortgate, & Goosens, 2015; Dykstra & De Jong Gierveld, 2004).  Validity of the 

scale has been determined in previous studies by examining the construct validity, which refers 

to the extent to which the questions on the scale are measuring the underlying theoretical 

construct.  Moreover, structural validity of the scale has been confirmed by studies which in-

vestigate whether the scale demonstrates a high correlation with constructs that are conceptu-

ally similar, such as quality of life and emotional wellbeing (Iecovich, 2013; Luanaigh & Lawlor, 

2008; Uysal-Bozkir et al., 2017). 

2.3 Sampling
2.3.1 Coverage and response.

The target population for this survey consisted of all persons aged 11 years and over living in 

private households in the Maltese Islands.   This meant that a total of 428,967 persons were 

eligible to participate in the survey.  Identification of eligible participants occurred through the 

latest population register which is maintained by the National Statistics Office (NSO).  Tables 1 

and 2 below illustrate the distribution of persons by gender and age group and the distribution 

of persons by gender and district.

Table 1. Distribution of population by gender and age group
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Table 2. Distribution of population by gender and district

2.3.2 Sample.
This survey adopted a stratified random sampling process without replacement, which involves 

partitioning the population into sub-groups that are mutually exclusive.  An independent sim-

ple sample is then selected from each sub-group, ensuring that the sample is uniformly distrib-

uted in relation to the pre-selected population characteristics.  The sub-groups for this study 

were gender, age group, and district. 

In order to ensure that the required number of participants were selected from each sub-

group, quotas were also used throughout the data collection process.  The use of quotas is 

beneficial when some of the sub-groups are smaller than others, since this ensures that an 

adequate number of individuals are included in the final sample.  Moreover, the application 

of quotas does not introduce any significant bias since participants are selected in a random 

manner.

2.4 Ethical Considerations
The researchers of this study obtained ethical clearance from the Faculty Research Ethics Com-

mittee (FREC) within the Faculty for Social Wellbeing at the University of Malta.  Institutional 

approval for gaining access to participants was also sought from the Office of the Commis-

sioner for Children in Malta, given the planned involvement of participants who are minors.  

Potential participants were provided with details about the study, as well as their rights as a 

research participant and according to the General Data Protection Regulations (GDPR).  Prior to 

obtaining assent from potential minor participants, informed consent was obtained from the 

respective parental guardian of the minor. 
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Due to the nature of the study, the possibility of opting out at the stage of assent (in the case 

of minors) and consent (in the case of adults and parental guardians) was chosen to prevent 

sampling bias and to ensure a representative sample was obtained.  Participants were also pro-

vided with details for support services, should these be required as a result of completing the 

survey.  Information was also given for participants to learn more about the research findings, 

upon completion of the study.

2.5 Pre-Testing Procedure
2.5.1 Translation of instrument into 
the Maltese language.

Explicit permission to translate and use the De Jong Gierveld Loneliness Scale was not required 

for this study, given that the authors of the research tool have provided permission to do so 

for the purposes of academic research (De Jong Gierveld & Van Tilburg, 1999).  The scale was 

adapted to the Maltese language by an independent linguistic expert from the NSO creating 

a translated version, while another linguistic expert from the same office back-translated the 

scale from Maltese to English.  Following this, the back-translated version was found to be con-

ceptually identical to the original English version of the scale.  

2.5.2 Adaptation of instrument to 
the adolescent population.

During the translation process, the decision was taken to include an additional filter question 

to the original scale.  This additional question (“Do you have a really close friend?” Yes/no) was 

added prior to the original second question in the scale, “I miss having a really close friend” 

(yes/more or less/no) to ensure that the correct response was recorded for the original ques-

tion when adolescent participants completed the survey, at the request of the Office of the 

Commissioner for Children in Malta. 

Participants who provided a negative response to the additional question, to indicate that they 

do not have a really close friend, were subsequently asked the original second question on the 

scale.  Participants who provided a positive response were automatically classified as respond-

ing negatively to the original second question, i.e. indicating that they do not miss having a re-

ally close friend.  In this way, the additional filter question was not included in the final analysis 

of participants’ total loneliness scores. 
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2.6 Survey Procedure - CATI
Data collection was aided by means of Computer Assisted Telephone Interview (CATI) between 

20th and 27th March 2019.  CATI involves contacting participants over the telephone whilst 

using a computer to enter their responses to the questionnaire items.  An important aspect 

of CATI surveys is that each potential participant is randomly assigned to interviewers, which 

reduces interviewer bias to the bare minimum.

2.7 Quality Control
The present study employed a number of measures to ensure optimum quality of the ob-

tained data.  The CATI program contains in-built validation rules that are designed to limit any 

non-sampling errors from occurring.  Such validation rules allow skip patterns to be executed 

exactly as intended, as long as responses fall within a specified range.  

A hot-deck imputation method was also used to deal with missing data that occurs when par-

ticipants do not respond to a particular question.  This method involves filling in missing values 

with the most frequently occurring value of the respective category.  Treating missing data in 

such a way allows for the creation of a complete dataset which can subsequently be analysed 

to its fullest extent.

2.8 Weighting of Results
Survey data were weighted to correct for any biases present in the final sample of participants, 

arising from different rates of responses observed in different categories.  This served to align 

and gross-up sample estimates with the benchmark distribution in terms of gender, age group, 

and district.  

2.9 Errors
The survey data were potentially subject to two possible sources of errors, known as sampling 

and non-sampling errors.  Sampling errors are those which may arise due to probability.  In this 

respect, the margin of error provides a quantifiable indication of the degree to which sampling 

error can occur in the survey’s results, expressed as a percentage of the quantity to which it 

refers.  Moreover, the margin of error was associated with a statistical confidence level of 95%.  

Whilst it is possible to estimate the margin of error from the sample obtained, comparisons 

with estimated figures in the population should nonetheless be considered with caution.
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Precision estimates for a range of derived percentage rates (p), along with the corresponding 

(weighted) number of persons (N) for which the rates are computed, are illustrated in Table 3 

below.

Table 3. Estimates of precision

For example, the percentage of persons who experience some degree of loneliness stood at 

43.5%.  This is calculated out of the total number of 428,967 eligible persons.  In this case, if 

a precise calculation is carried out, the margin of error equals 3.0%*.  From Table 3, this may 

be estimated using data for p=40.  In this case, the margin of error equals 3.0%.  Thus, if the 

estimated value is considered, the 95% confidence interval is the range 40.5% to 46.5%, i.e. 

43.5% ± 3.0%.

It must be emphasised that figures based on a relative margin of error of 30 per cent or more, 

or which are calculated on a small number of reporting persons (for example 30 or less), must 

be treated with caution as they may not be statistically representative due to a large percent-

age of error assigned.  These occurrences are shaded in Table 3.

Non-sampling errors consist of human errors not attributed to chance.  A number of measures 

were taken during the data collection process in order to reduce the presence of any such er-

rors.  These measures included:
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 • Employing experienced interviewers under high-quality supervision 

  to collect the data, 

 • Implementing a number of validations in the data entry program to 

  reduce any errors due to data entry,

 • Testing the CATI program prior to commencing data collection to 

  identify any technical errors,

 • Conducting interviews outside of traditional school- or office-hours 

  to reach a wide range of participants and reduce the likelihood of 

  non-response bias, 

 • Making use of the CATI program to allow a large number of interview 

  attempts, in comparison to using alternative data collection methods.  

  This increased the chances of reaching a sufficiently broad sample, and

 • The CATI program allowing for instant recoding of responses to minimise 

  possible human errors.

2.10 Data Analysis
The Statistical Package for Social Sciences, version 25 (SPSS 25.0) was used to analyse the data 

obtained in the present study.  Analysis consisted of conducting Chi Square tests for the asso-

ciation between the loneliness scores and main demographic variables.  This involves testing 

whether the frequencies of a particular categorical variable differ across levels of another cat-

egorical variable.  In this way, it was possible to determine whether a statistically significant 

relationship exists between the two variables.  
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CHAPTER 3
RESULTS
3.1 Demographic Characteristics 
of the Sample

A total of 2,464 persons were contacted and invited to complete the survey.  Of these, 1,009 

participated, while another 1,341 persons were not reachable to participate.   Unreachable 

cases consisted of 886 persons who were contacted at least once to no avail, and who were 

eventually not contacted again due to exhausted quotas, as well as persons with incorrect 

telephone numbers.  This resulted in a net effective response rate of 89.8%.  Table 4 shows the 

distribution of the gross sample by type of response: 

Table 4. Distribution of effective gross sample by type of response

Table 5 illustrates the distribution of the net sample by gender and age group and Table 6 illus-

trates the distribution of the net sample by gender and district.

Table 5. Distribution of sample by gender and age group



46

Table 6. Distribution of sample by gender and district

The districts in Table 6 refer to the Local Administrative Units (LAUs) created by Eurostat, and 

the towns and localities making up each district is specified in Table 7 below.

Table 7. Towns and localities by district

The vast majority of participants were born in Malta (96%), with the remainder born in a non-

EU country (1%) or an EU country (1%) (Table 8).
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Table 8. Country of birth

The largest percentage of participants had completed a secondary level of education (36.5%), 

followed by close to a quarter who had completed a primary or lower level of education (24.5%).  

22.3% were educated at a tertiary level of education, with the lowest proportion completing a 

post-secondary non-tertiary level of education (16.7%) (Table 9). 

Table 9. Distribution of sample by highest level of education

Very few of the participants were unemployed (1%), reflective of the low unemployment rate in 

Malta which stood at 3.5% in March 2019 (Eurostat, 2019).  A further 16% of participants were 

retired.  Those aged 16 years or under, as well as persons who could not work due to illness or 

disability and those taking care of the house and/or family, made up the ‘other inactive’ labour 

status (29%).  Over half of the sample (54%) were employed, which includes individuals who 

were self-employed (Table 10).

Table 10. Main labour status
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Those participants aged 16 years or younger were automatically classified as being single in 

terms of marital status (Table 11).  The majority of participants (60%) were married, followed 

by 34% who were single (and never married) or whose marriages had been annulled.  A small 

percent of participants were either widowed (4%), or separated or divorced (3%).

Table 11. Marital status

Of the participants aged 18 years and above whose marital status was ‘single’, slightly more 

than half (54.4%) were not currently in a relationship.  The remaining 45.6% were currently in 

a relationship (Table 12).

Table 12. Relationship status

Most participants (61.3%) lived with a spouse or partner, followed by 28.7% who were living 

with their parent(s) or guardian(s), including foster parents.  Slightly fewer than a quarter of 

participants (23.2%) were living with their children, whilst 11.2% were living with other family 

members.  Only 1% were living with other persons who were neither a spouse/partner nor an-

other family member.  Participants were able to provide more than one response to describe 

their household composition, with the exception of those living alone who made up 5.5% of 

the sample (Table 13).
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Table 13. Household composition

Participants predominantly resided in a dwelling that is owned (either through freehold or with 

ground rent), with this group making up 89.3% of the sample.  7.5% were residing in rented 

accommodation, 2.7% were living in their home free-of-charge, and 0.4% were not able to re-

spond to this question (Table 14).

Table 14. Dwelling rented or owned

Table 15 displays the data for participants aged above 18 years old, excluding individuals who 

were living in rented accommodation or free-of-charge accommodation.  The great majority 

(79.1%) were living in a dwelling which did not have its mortgage paid off, with the remaining 

20.9% living in a dwelling on which the mortgage was already paid off.

Table 15. Mortgage paid on dwelling
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Most participants (71.3%) perceived their household income to be adequate, however 18.9% 

felt that their household income was low.  A relatively small number (6%) perceived their in-

come to be high, whilst 3.8% of participants did not know whether their income was sufficient 

to meet their financial needs (Table 16).

Table 16. Perception of household income

Participants were asked how strong they consider their sense of belonging to their neighbour-

hood to be, and most (43%) considered their sense of belonging to be moderately strong.  A 

quarter had a very strong sense of belonging, followed by 19.6% who had a slightly strong 

sense of belonging to their neighbourhood.  A smaller proportion (11.5%) did not consider 

themselves to have a strong sense of belonging to their neighbourhood at all, whilst 0.9% did 

not know (Table 17).

Table 17. Strength of sense of belonging to neighbourhood

More than half of the sample (53.7%) reported that their health in general was good, followed 

by almost a quarter (24.7%) who rated their health as fair and 17% who rated their health as 

very good.  Only a small number rated their general health as bad (3.5%) or very bad (1%) (Ta-

ble 18).  
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Table 18. Self-rated general health

Two questions were used to assess participants’ overall subjective wellbeing.  To assess partic-

ipants’ self-rated coping ability (Table 19), participants were asked how well they feel they can 

cope with stressful events and unpleasant emotions.  Most (40.9%) felt that their coping ability 

was good, and similarly 37.9% rated their coping ability as fair.  11.7% felt that their ability 

to cope was very good, whereas the remaining participants rated their coping ability as bad 

(6.7%) or very bad (2.8%).

Table 19. Self-rated coping ability

The second measure of subjective wellbeing asked participants whether, overall, they felt pos-

itive about their life (Table 20).  The overwhelming majority (90.1%) affirmed that they felt 

positive about their life overall, whilst 9.9% did not feel positive overall about their life.

Table 20. Subjective wellbeing
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When asked whether they smoked any tobacco products (excluding the use of electronic cig-

arettes), most replied that they do not smoke (82.2%) and 17.8% replied that they do smoke 

tobacco products (Table 21).

Table 21. Tobacco use

7.5% of participants had some form of disability, defined as problems with vision, hearing, 

communication, movement activities, learning difficulties, or intellectual disability.  The other 

92.5% of participants did not have any form of a disability (Table 22).

Table 22. Presence of a disability

Of those participants with some form of disability, Table 23 presents details of any limitations 

to their accessibility experienced as a result of their disability.  Close to half of the participants 

expressed that their disability limited access to socialising events (48.7%) and leisure activities 

(45%).  Access to support services, such as government, voluntary, or private support services 

was limited for 14% of participants.

Table 23. Limited accessibility due to disability
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A final sociodemographic question was used to determine the level of active citizenship of 

participants by asking whether they were currently a member of any organisation, such as a 

Non-Governmental Organisation, youth group, or culture or sports organisation.  Slightly over 

a quarter of participants (25.8%) were members of an organisation, whilst the remaining 74.2% 

were not (Table 24).

Table 24. Member of organisation
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3.2 Prevalence of 
Loneliness
3.2.1 Total loneliness scores.

 In order to provide an account of the data which is representative 

of the target population, the data below are presented according to 

the weighted sample of 428,967 persons (see section 2.8 ‘Weight-

ing of results’ of the methodology chapter for an explanation of the 

weighting procedure).

More than 1 in 3 

people in Malta 

experience some 

degree of loneliness.

Figure 1: Distribution of loneliness scores

Total Loneliness Scores amongst the sample ranged from 0 (not lonely) to 11 (extremely lonely) 

(Figure 1).  A total of 43.4% of participants reported some degree of loneliness (41.3% moder-

ately lonely, 1.7% severely lonely, and 0.5% very severely lonely).  

 Individuals aged between 20-34 years comprised the highest percentage of not lonely partici-

pants, at 74.9%.  Individuals aged 55 years or above made up the highest proportion of moder-

ately lonely participants, at 55.4%.  Participants aged between 35-54 years reported the highest 

rates of severe loneliness, with 3.2% of this age group obtaining a total loneliness score of be-

tween 3-8.  Figure 2 displays the prevalence of loneliness according to the different age groups 

surveyed. 

1 in 3 young

 people in Malta 

aged 11-19 are 

moderately lonely.  
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Figure 2: Prevalence of loneliness according to age group

3.2.2 Social and emotional loneliness scores.

The De Jong Gierveld Loneliness Scale is made up of questions which determine social loneliness 

and emotional loneliness as two distinct dimensions that make up the experience of loneliness.  

The social loneliness score is calculated by counting the number of negative responses to certain 

questions on the De Jong Gierveld Scale.  A person with a high social loneliness score would not 

always have someone to talk to about their day-to-day problems, would not have plenty of peo-

ple to lean on when they have problems, would not feel that there are many people that they 

trust or feel close to, and would not feel that they can call on their friends when they need them.

Figure 3: Social loneliness scores by gender
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As shown in Figure 3, a total of 18.3% of males, and 19.4% of females, scored 3 or above on the 

questions relating to social loneliness.  Whilst females therefore demonstrated higher scores re-

lating to social loneliness, it must be noted that more males (6.4%) than females (5%) obtained 

a score of 4 out of 5 with regards to social loneliness.

Figure 4: Emotional loneliness scores by gender

For the emotional loneliness score, a higher score indicates a higher likelihood that the person 

does not have a close friend, experiences a general sense of emptiness, longs for the pleasure 

of others’ company, has a limited circle of friends and acquaintances, and often feels rejected.  

Therefore, an individual with an emotional loneliness score of 6 would have agreed with all 

those statements.  Figure 4 above illustrates that females scored higher than males on emotion-

al loneliness, with 11.4% of females scoring 4 or above, whereas 8.1% of males obtained the 

same scores. 

3.3 Individual Item 
Analysis 
3.3.1 Mean item scores amongst the sample.

The individual items on the De Jong Gierveld Loneliness Scale have the following response op-

tions for each question: Yes (1), more or less (2), or no (3).  Table 25 displays the mean response 

value and standard deviation for each of the questions on the scale.  The highest mean score 

is found for “I miss having a really close friend”, indicating that the most frequently endorsed 

response was “no” to this item.  The lowest mean score for the item “There is always someone I 

can talk to about my day-to-day problems” indicates that participants most frequently respond-

ed that there is someone they can talk to about their day-to-day problems.
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Table 25. Individual item analysis amongst the whole sample

3.3.2 Individual item analysis 
amongst the age groups.

 The individual items on the De Jong Gierveld Loneliness Scale 

were further analysed in order to identify which responses 

were more commonly endorsed by different age groups.  As 

can be seen in Table 26, age differences are evident for several 

items.  As age increases, fewer people have someone to talk to 

about their day-to-day problems, have plenty of people to lean 

on when they have problems, find their circle of friends and 

acquaintances too limited, have many people they can trust 

completely, have enough people they feel close to, and can call 

on their friends whenever they need them.

The number of people 

one feels they can trust 

completely shows a steady 

decline with age amongst 

the Maltese population.

Responses to certain items, however, indicate a non-linear relation-

ship with regards to age.  The 20-34 age group fared better than the 

younger 11-19 age group for the following items: “I miss having a really 

close friend”, “I experience a general sense of emptiness”, “I miss the 

pleasure of the company of others”, “There are enough people I feel 

close to”, “I miss having people around me”, and “I often feel rejected”.  

Following this trend, indicators of loneliness increase for the 35-54 and 

55+ age groups, respectively.  

37.4% of young 

people in Malta 

aged 11-19 said that 

they miss the

 pleasure of other 

people’s company.
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Table 26. Individual item analysis amongst the age groups of the
 weighted sample
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Further analysis revealed a statistically significant relationship between most of the individual 

items and participants’ age group.  The only items which were not significantly associated with 

age group were “I experience a general sense of emptiness” and “I often feel rejected”.

3.3.3 Individual item analysis according 
to residential district.

Differences in individual item responses according to district were also analysed using a Chi-

square test of association.  A single item, “I miss having people around me”, was found to be sta-

tistically significant, χ² (10, N = 428,967) = 24.56, p < 0.006.  Individuals residing in the Southern 

Harbour (Cospicua; Fgura; Floriana; Ħal Luqa; Ħaż-Żabbar; Kalkara; Marsa; Paola; Santa Luċija; 

Senglea; Ħal Tarxien; Valletta; Vittoriosa; Xgħajra) were more likely to miss having people around 

them (Figure 5).

Figure 5: Responses to “I miss having people around me” according to district

3.3.4 Individual item analysis according to gender. 

Gender differences can also be seen when observing responses to individ-

ual items on the De Jong Gierveld Loneliness Scale (Table 27).  A Chi-Square 

test of independence was used to determine whether any significant as-

sociations were found for the individual items according to participants’ 

gender.  Only one item, “I often feel rejected”, was statistically significant, 

χ² (2, N = 428,967) = 7.12, p < 0.03.  Females were more likely to often feel 

rejected than were males.

Females in Malta 

struggle with feelings 

of rejection more 

than males.
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Table 27. Individual item analysis according to gender of the weighted sample
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3.4 Prevalence of Loneliness 
according to 
Sociodemographic Variables

The highest rates of severe or very severe loneliness can be found among individuals who rate 

their ability to cope with stressful events and unpleasant emotions as very bad (13.5%), those 

who live alone (11.6%), and widowed persons (10%).  Individuals who rate their general physical 

health as bad (8.6%) and feel negative about their lives overall also demonstrate relatively high 

rates of severe or very severe loneliness (8.4%)

Significant associations with marital status and loneliness reveal that individuals who are sepa-

rated or divorced are more likely to be lonely than married or single persons, with 53% of sep-

arated or divorced individuals experience some form of loneliness.  However, married persons 

are more likely to be lonely than those who are single, with 47% of married individuals being 

lonely compared to 31% of those who are single (never married) or whose marriage has been 

annulled.  

Maltese people who live 

alone experience higher 

rates of loneliness than 

those who live with others. 

The weighted sample data set was subjected to cross-tabulations to 

assess the prevalence of loneliness according to each of the socio-

demographic variables, as well as to identify any significant associ-

ations that were present.  A number of variables were significantly 

associated with loneliness scores (Table 28).  These are: age, level of 

education, labour status, marital status, living with one’s parent(s) 

or guardian(s), living alone, whether the mortgage is paid on one’s 

dwelling, perception of how adequate one’s household income is, 

subjective physical health, subjective coping ability, subjective well-

being, and the presence of a disability.

The presence of a disability was also found to significantly increase 

the likelihood that a person will experience loneliness.  Those with a 

disability experience higher rates of severe or very severe loneliness 

(6.1%) and moderate loneliness (51.5%) compared to those without 

a disability.  

Almost half of those with 

a disability (48.7%) have 

limited access to socializing 

events as a result of their 

disability.
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28. Prevalence of loneliness for sociodemographic and health variables
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Table 28: Prevalence of loneliness for sociodemographic and health variables 
(continued)
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Level of education was also significantly associated with loneliness, with rates of loneliness de-

creasing the higher one’s level of education is;  Those with a primary or lower level of education 

experienced the highest rates of severe or very severe loneliness (3.3%), followed by those with 

a secondary level of education (2.5%), post-secondary or non-tertiary education level (1.6%).  In 

contrast, less than one percent (0.8%) of tertiary-educated individuals were classified as severe-

ly or very severely lonely.

Living with one’s parent(s) or guardian(s) was also significantly associated with loneliness, with 

those living with their parents or guardians being less likely to be lonely.

Whether the mortgage is paid on one’s dwelling was significantly 

associated with loneliness, for those living in owned accommoda-

tion.  Individuals whose mortgage had not yet been paid are more 

likely to be lonely than those whose mortgage has been paid. 

Perception of household income was another variable that was 

significantly associated with loneliness.  Individuals who perceive 

their household income to be low are more likely to be lonely 

than those who perceive their household income to be high or 

adequate.   

People in Malta who perceive 

their household income to be 

low are lonelier than those 

who perceive their income to 

be high or adequate.

Labour status was another factor associated with loneliness.  Re-

tired individuals are more likely to be lonely, with over half of re-

tired persons (58.1%) experiencing some form of loneliness com-

pared to lower rates for those who are in employment (36.1%).  

Higher rates of loneliness are also experienced by persons other-

wise not in employment (including students, persons unable to 

work due to illness or disability, or those taking care of the house 

and/or family) (48.9%), as well as the unemployed (40%).

People who are in 

employment experience 

less loneliness than 

those who are retired, 

unemployed, or 

otherwise not working.
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CHAPTER 4
CONCLUSION AND 
RECOMMENDATIONS
4.1 Summary of 
Main Findings

The present study has revealed that a number of socio-demographic characteristics are signif-

icantly associated with the prevalence of loneliness amongst the Maltese population, for indi-

viduals aged 11 years and over.  Subjective wellbeing, living alone, self-rated physical health, 

marital status, presence of a disability, level of education, and labour status were all found to be 

associated with whether or not a person experiences loneliness.  In addition, variables related to 

a person’s financial situation – such as whether the mortgage on one’s dwelling is paid, as well 

as one’s perception of how adequate one’s household income is - were also significantly linked 

to loneliness.  

These significant associations indicate that individuals are more likely to be lonely if they have 

lower subjective wellbeing and coping abilities, live alone, are widowed, separated, or divorced, 

are disabled, or rate their general physical health as bad.  Individuals who have completed high-

er levels of education are less likely to be lonely than those who have completed lower levels of 

education.

The probability of experiencing loneliness is higher for people living in accommodation that 

is owned, but where the mortgage has not been paid off, and for people who consider their 

household income to be low.  Individuals who are engaged in employment have lower chances 

of being lonely than retired, unemployed, or otherwise inactive persons. 

4.2 Limitations of the Study
Notwithstanding the strengths of the present study, such as the use of a large and represent-

ative population-based sample in conjunction with a standardised measure of loneliness, the 

study is not without its limitations.  The cross-sectional nature of the study, where individuals 

were surveyed at a specific point in time, prevents the establishment of any causal relation-

ships between variables.  Longitudinal studies measuring any differences in loneliness over time, 

would redress this limitation.
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Another important limitation is that the target population for the present study consisted of in-

dividuals living in Maltese households, and this resulted in certain individuals not being included 

in the data; Those individuals residing in institutions such as homes for the elderly, or people 

residing in penal institutions or in care, are therefore missing from the present study’s data. 

There are also limitations present that are inherent to self-report surveys, whereby response 

bias may result in participants either under- or over-reporting their experiences related to lone-

liness.  Finally, this study used closed-ended questions to survey loneliness and relevant socio-

demographic variables amongst the Maltese population aged 11 years and above.  This means 

that participants were not given the opportunity to provide further in-depth information to 

accompany their responses.

4.3 Recommendations
This study recommends that a number of stakeholders undertake the following actions: 

4.3.1 For monitoring and research.
Government, with the support of the University of Malta, to establish a unit whose purpose is 

to monitor the phenomenon of loneliness in Malta.

The National Statistics Office (NSO), University researchers, and Government to include items 

on loneliness in their diverse monitoring activities. 

Government to allocate funding in the annual budget for the purposes of commissioning further 

research by the Faculty for Social Wellbeing into loneliness.

The Faculty for Social Wellbeing to replicate the loneliness prevalence study in the general pop-

ulation every five years in order to monitor trends. 

The Faculty for Social Wellbeing to engage in further research that explores the sociodemo-

graphic variables that are significantly associated with loneliness in greater detail.  

The Faculty for Social Wellbeing to engage in qualitative research with hard to reach popula-

tions, including individuals residing in institutions, and to produce thematic reports on the topic.

The Faculty for Social Wellbeing to conduct research which further investigates quality of life 

and subjective wellbeing which, in this study, was significantly correlated with the experience of 

loneliness.
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4.3.2 For policy.

4.3.3 For prevention and practice.

The Faculty for Social Wellbeing, in collaboration with Government and NGOs, to provide lead-

ership in the development of a national strategy to combat loneliness. 

Government to address rising cost of living rates given the impact that financial insecurity can 

have on loneliness and subsequently on physical health outcomes.

Government, in collaboration with Local Government, to engage in town planning that fosters 

a sense of community through the use of public spaces.

Government to support the creation of initiatives by Local Government and organisations that 

enable people’s relationships. 

Government to place loneliness higher on the public mental health agenda and build a culture 

that supports connected communities.

Government and NGOs to develop community infrastructure that empowers social connec-

tions.  This could involve improving areas which lack green spaces to benefit members of the 

community and supporting campaigns that encourage residents to improve green spaces whilst 

fostering a sense of connectedness. 

Government and NGOs to develop supported socialisation services which connect individuals 

experiencing loneliness with community services and groups, whilst paying particular attention 

to include the populations identified as being at risk of loneliness (e.g. persons with a disability, 

widowed persons, etc). 

NGOs to develop wider community groups to facilitate better integration into the community 

and reduce stigma. 

Government, through social care agencies, to provide evidence-based interventions for individ-

uals.  

The Faculty for Social Wellbeing to provide training on loneliness issues for professionals work-

ing with the general population.  



68

Professionals in primary care to engage in social prescribing, by referring patients experiencing 

loneliness to appropriate community services. 

NGOs to facilitate ‘Homeshare’ projects which connect homeowners requiring support or com-

panionship (such as older persons, widowers, and those living alone) with people in need of 

affordable housing. 

Government and NGOs, in collaboration with the Faculty for Social Wellbeing, to assess and 

improve initiatives that improve accessibility to social and leisure activities amongst persons 

with a disability.

4.4 Final Note

This study has provided empirical evidence of the prevalence of loneliness, as well as the signif-

icantly associated socio-demographic variables that are implicated in the experience of loneli-

ness, amongst a nationally representative sample of the Maltese population aged 11 years up 

until old age.  The findings underscore the importance of considering loneliness as an essential 

element in individuals’ wellbeing, encompassing social, emotional, and physical health.

The implementation of the proposed recommendations for research, policy, and practice pro-

vide a starting point from which the issue of loneliness can be better understood and addressed 

in the community.  An organised and concerted effort is required from relevant stakeholders at 

the levels of national and local government, as well as non-governmental organisations and the 

academic community.  Fostering improved collaboration across these entities is believed to be 

crucial in effectively tackling loneliness and improving social connectedness amongst members 

of Maltese society.
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