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Abstract

In recent years, loneliness has been receiving increasing attention, yet there remains a lot to learn about how older adults
cope with loneliness. In this study, the practices older adults consider for coping with loneliness and the relationship between
various types of coping practices, loneliness, and personal resources are examined. Several hypotheses about the relationship
between social and emotional loneliness, personal resources, and mentioning coping practices are formulated. Data was col-
lected in Gipuzkoa (Basque Country, Spain) through structured interviews using a telephone survey among a representative
sample of older adults aged 55 and over (N = 894). Results show that lonely and non-lonely respondents alike consider a
few coping practices and prefer active and individual coping practices over social and passive ones for coping with loneli-
ness. Experiencing emotional loneliness is related to mentioning more individual and active coping practices. Social coping
practices were considered less often by respondents who experienced better self-rated health and more often by respondents
with vision loss, a higher educational level and higher quality of life. In conclusion, while older adults differ in coping efforts
they mention, these differences are only explained to a small extent by their experience of loneliness and available resources.
For future research and practice development, a deeper understanding of the process of coping with loneliness is needed.
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Introduction

Across Western countries, between 10 and 50% of the older
adult population reports feelings of loneliness (Hansen and
Slagsvold 2016; Van Tilburg et al. 2004; Victor et al. 2005).
In Spain, these figures vary between 9 and 39% (Diez Nico-
las and Morenos Paez 2015; European Commission 2018);
in Gipuzkoa, the prevalence of loneliness is 5.5% in people
aged 55 years and over (Sancho et al. 2020). Studies show
no clear evidence of an increase in the individual risk for
loneliness among older adults over time (Dykstra 2009; Sua-
net and Van Tilburg 2019; Van Tilburg and Klok 2018), yet
with population aging, the total number of older adults who
feel lonely does increase. While some incidences of loneli-
ness are chronic, others—and perhaps most—are transient
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or situational (Shiovitz-Ezra and Ayalon 2010; Zhong et al.
2016). Prevalence of loneliness at any given time combines
both, suggesting that at any other given time, other individu-
als may experience transient loneliness. This implies that
more persons have felt lonely at one time or another and thus
have some experience in having to cope with this feeling.
The aim of this paper is to explore the strategies that older
adults mention for coping with loneliness and to study to
what extent feelings of loneliness are related to the coping
practices that older adults mention.

Loneliness is commonly defined as “a situation expe-
rienced by individuals as one where there is an unpleas-
ant or inadmissible lack of (the quality of) certain social
relationships” (De Jong Gierveld 1987). By this definition,
loneliness is a negative experience, even though there is a
range between ‘unpleasant’ and ‘inadmissible’. Furthermore,
loneliness is related to both quantity and quality of certain
relationships, which highlights the existence of two types
of loneliness, i.e., social loneliness originates from missing
a broader group of contacts or an engaging social network
and emotional loneliness, from missing an intimate figure
or close emotional attachment (Weiss 1973). Social and
emotional loneliness are distinct constructs (Dahlberg and
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McKee 2014; Hyland et al. 2019), one can be experienced
without the other. Studies show that there are risk factors
for both types of loneliness as well as for the separate types
(Dahlberg and McKee 2014; Hyland et al. 2019; McHugh
Power et al. 2020), e.g., being widowed and low well-being
are risk factors for both types of loneliness, male gender, and
low contact with friends and family are predictors of social
loneliness, and high activity restriction and non-receipt of
informal care, of emotional loneliness (Dahlberg and McKee
2014).

In recent years, many interventions with the goal to
reduce loneliness have been developed and evaluated. Unfor-
tunately, most have been found to be ineffective (Cattan et al.
2005; Cohen-Mansfield and Perach 2015; Masi et al. 2011;
Victor et al. 2018). A possible explanation for the lack of
success is that whilst loneliness is partly an intrapersonal
experience and highly dependent on individual characteris-
tics and preferences, most interventions are by nature generic
(Schoenmakers 2013), addressing a wide group of people,
both lonely and non-lonely to help them to solve a varied
range of problems, including loneliness. There are com-
mon situational factors that trigger loneliness like divorce,
widowhood, and loss of mobility (De Jong 1998; Heinrich
and Gullone 2006; Savikko et al. 2005), yet there remain
differences between individuals. One has to ask, why some
persons confronted with, for instance bereavement become
chronically lonely, while others do not. Part of the answer is
that different people have different expectations, preferences,
and resources that influence their experience of loneliness.

Coping with loneliness

People have different preferred and possible ways of coping
with loneliness. Coping is referred to as an integral process,
which includes all the efforts focused on managing external
or internal demands and pressures, which are appraised by
the individual as taxing or exceeding their own resources
(Lazarus and Folkman 1984; Murphy 1974; Schoenmak-
ers et al. 2012; Schoenmakers et al. 2015). During the life
course, life events may occur and their accumulation can
have negative effects on well-being and loneliness (Cacioppo
et al. 2002; Cacioppo et al. 2006). Being able to manage
these challenging situations requires the deployment of
coping strategies in a way that facilitates positive or bet-
ter outcomes. In this study, we set out to learn more about
practices people mention for coping with loneliness. The
research question of this study is: To what extent are feel-
ings of loneliness related to mentioning different practices
for coping with loneliness.

Research shows that there are many different ways of
coping that people select when confronted with loneliness,
obtaining diversity among the studies about the most used
coping practices. Decades ago, Rubenstein and Shaver
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(1982) found that behavioral coping strategies, such as read-
ing, listening to music, and contacting friends were the most
frequent answers when people were questioned about what
people do when they feel lonely. Additionally, they provided
a classification composed of four main types of responses
to loneliness, namely sad passivity (i.e., crying, sleeping,
thinking, doing nothing), active solitude (i.e., working, lis-
tening to music, exercising), spending money, and having or
seeking social contact. Rokach and Brock (1998) expanded
on this idea by asking college and university students as well
as the general population what ways of coping they used
when facing loneliness, resulting in six types of behavioral
and mental coping behaviour, i.e., ‘reflection and accept-
ance’, ‘self-development and understanding’, ‘social support
network’, ‘distancing and denial’, ‘religion and faith’, and
‘increased activity’. ‘Increased activity’ and ‘social support
network’ both emphasize an intention and effort to build
social bridges through which a lonely person may reconnect
to other people. Based on other studies (e.g., Carstensen
et al. 2003; Rubenstein and Shaver, 1982) it may be expected
that these are the most helpful ways for coping with loneli-
ness. However, Rokach and Brock (1998) found that ‘reflec-
tion and acceptance’ was the most successful coping strat-
egy by which people get to know themselves in solitude
and focus on understanding the causes and implications of
loneliness.

Others took a more conceptual perspective on coping
with loneliness, relating the definition of loneliness (De Jong
1998) with coping theory (Lazarus and Folkman 1984). In
coping theory a common distinction is made between prob-
lem-focused coping, i.e., all active efforts to manage stress-
ful situations and alter the troubled person-environment rela-
tionship to modify or eliminate the sources of stress through
one’s own behavior and emotion-focused coping, i.e., all the
regulative efforts to diminish the emotional consequences of
stressful events (Carver et al. 1989; Lazarus and Folkman
1984). With regard to loneliness, efforts to actively improve
or increase social relationships can be considered as prob-
lem-focused. Efforts oriented to diminish its emotional con-
sequences can be considered as emotion-focused (Bouwman
et al. 2017; Schoenmakers et al. 2012; Schoenmakers et al.
2015). Previous research has shown that more lonely older
adults considered emotion-focused coping more often than
non-lonely older adults of coping with loneliness (Schoen-
makers et al. 2012), but neither a preference for problem-
focused nor emotion-focused coping resulted in lower levels
of loneliness over time (Schoenmakers et al. 2015), nor in
the intervention (Bouwman et al. 2017).

A recent model developed by Kharicha et al. (2018)
about managing loneliness in older ages proposes that cop-
ing styles can be organized along two dimensions in which
strategies could be represented, i.e., from prevention and
action to acceptance or endurance, and from coping alone
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to coping with, or in reference to others. With regard to the
first dimension, one could argue that strategies focused on
prevention and action are more problem-focused, while strat-
egies focused on acceptance or endurance are more emotion-
focused. What they add in their model is the visual distinc-
tion that problem-focused and emotion-focused coping with
loneliness can be done individually and socially. Preven-
tive or active strategies to cope with loneliness individu-
ally include, for instance, strategies to stay active in order
to shift the focus away from oneself and onto the outside
world, maintain routines, and keep busy. Individual coping
strategies focused on acceptance and endurance include, for
instance, perceiving loneliness as inevitable, accepting lone-
liness, and acknowledging loneliness as a temporal state.
Examples of preventive and active strategies for coping with
loneliness with others are attempts to establish, maintain,
nurture, or repair relationships, efforts to plan arrangements,
and to position oneself in social situations. Lastly, social
coping strategies focused on acceptance and endurance
include, e.g., hiding loneliness, publically comparing oneself
with others who are worse off, and focusing on ‘collective
well-being’ rather than oneself (Kharicha et al. 2018).

Experiencing loneliness may influence the coping strate-
gies that people mention. Studies show that loneliness and
low social skills are related (Cacioppo et al. 2006; Jin and
Park 2013) and loneliness is known to make people with-
draw from social situations (Cacioppo et al. 2015), suggest-
ing that experiencing loneliness will result in mentioning
less social and active coping strategies and more individual
and passive coping practices. However, for emotional lone-
liness, one might argue that emotionally lonely individu-
als can still have a larger social network to participate in
and might mention employing it in social forms of coping.
Therefore, we hypothesize that older adults experiencing
social loneliness are less likely to mention social and active
coping practices (hypotheses 1a, b) and more likely to men-
tion individual and passive coping practices than those who
do not feel socially lonely (hypotheses 1c, d) and that older
adults who experience emotional loneliness are equally
likely to mention social coping strategies (hypothesis 2a),
less likely to mention active coping strategies (hypothesis
2b) and more likely to mention individual and passive cop-
ing practices than older adults who do not feel emotionally
lonely (hypothesis 2c, d).

In coping theory, there is a proposed relationship between
available resources and coping options (Bouwman 2019;
Lazarus and Folkman 1984). People with better resources
available will have more or better-coping options available
as well, which may result in more positive outcomes with
regard to the stressor. Heffer and Willoughby (2017) sug-
gest that having more resources allows people to be more
successful in alleviating their loneliness. In previous stud-
ies, results between different resources and loneliness have

been shown. For instance, better health, more or qualita-
tively better social resources, higher socio-economic status,
and experiencing more quality of life are known to have
a positive effect on the incidence of loneliness (De Jong
1998; Heffer and Willoughby 2017; Heinrich and Gullone
2006; Luanaigh and Lawlor 2008). We propose that the
relationships between resources and loneliness might partly
be explained by available coping options. It is argued that
active and social coping practices are better suited for cop-
ing with loneliness than passive or individual ones, as these
are aimed at removing the stressor, rather than diminish-
ing its effects (Carstensen et al. 2003). A previous study
shows that older adults’ favor active forms of coping for
others who feel lonely (Schoenmakers et al. 2012). In line
with these findings, we hypothesize those older adults with
better resources mention social and active coping practices
more often (hypotheses 3a, b) and individual and passive
coping practices equally often than older adults with poorer
resources (hypotheses 3c, d).

Methods
Sample

Data for this study was collected using a survey of a rep-
resentative sample of community-dwelling residents aged
55 and over in Gipuzkoa (Basque Country, Spain; 713018
inhabitants, 36% of the total population). Structured inter-
views were conducted through computer-assisted telephone
surveys based on a questionnaire. Sampling selection was
performed through stratified random sampling considering
geographic area and age group (55-64 years old, 65-69,
and 80 and over) as the main criteria of stratification. Sam-
ple distribution followed a proportional method for terri-
tory strata and quotas according to age group (55-64; 65-79
and 80 and over) and gender were applied. The households
in each stratum were chosen by random selection of those
with one person aged 55 and over, only interviewing one
person per household. Sample size was determined by the
required level of disaggregation. The sample consists of 894
individuals (384 men and 510 women) who completed the
questionnaire. The non-response rate was 42%. Anonym-
ity and confidentiality of the answers were guaranteed and
participation in the study was voluntary.

Measurements

Loneliness—loneliness was measured using the De Jong
Gierveld loneliness scale (DJGLS; (De Jong and Kamphuls
1985; De Jong and Van Tilburg 1999). In this version of the
scale, the eleven items have three response options: ‘Yes’,
‘More or less’, and ‘No’. The two response options indicative
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of loneliness were taken together. The number of loneliness
scores was counted, resulting in values from O to 11. The
DIJGLS has been found to be a reliable measurement for
loneliness in Spain (Buz and Adéanez 2013; Buz et al. 2014,
Tomas et al. 2017). For some analyzes, we categorized a
scale score from O to 2 as not lonely, a score from 3 to 8 as
mildly lonely, and a score from 9 to 11 as severely lonely
(De Jong and Van Tilburg 1999). The DJGLS distinguishes
between emotional loneliness (6 items) and social loneli-
ness (5 items). The correlation between the two subscales is
r = 0.47, which is between medium and large.
Coping—Respondents were asked ‘what do you usually
do when you feel lonely?’, followed by 31 practices (yes/
no) that one could pursue when feeling lonely. The coping
practices were selected a priori, based on a literature review
and questionnaires used to assess coping practices, mainly
based on the questionnaire used for the survey from “The
BBC Experiment” (Barreto et al. 2021). Based on the axes
proposed by Kharicha et al. (2018), these practices were
classified into categories, i.e., ‘individual coping practices’,
‘social coping practices’, ‘active coping practices’, and ‘pas-
sive coping practices’. This classification means that each

Table 1 Number of respondents considering different coping practices

option is labeled into two categories, for instance, ‘walking
alone’ is both an individual and active coping activity and
‘call someone’ is both a social and active coping activity.
The distribution of coping practices across the categories is
presented in Table 1.

Resources—Self-rated health was measured using the
question ‘How is your health in general?’ with response
options ranging from 1 ‘poor’ to 5 ‘excellent’. Two miss-
ing values were replaced with the mean score. Furthermore,
respondents were asked whether they experienced hearing
loss, vision loss, incontinence, and memory loss (1) or not
(0). Missings (N = 5 for vision loss, N = 6 for incontinence,
N =7 for hearing loss and memory loss) were recoded as
‘no problems’. As a measure of social resources, respondents
were asked ‘how many people normally live in your house
including you’ (range = 1-7). Four missings were replaced
by the mode, i.e., 2 persons. Two items were used to indicate
socio-economic status. Educational level was measured in
seven categories ranging from ‘cannot read or write’ to ‘uni-
versity or higher’ and recoded into four categories ‘no edu-
cation’ (0), ‘primary education’ (1), ‘secondary education’
(2) and ‘professional education/ university’ (3). Missings

Social/active N Social/passive N
Going for a walk (in company) 133

Go to a bar or cafe 23

Call someone 21

Physical activity (in company) 12

Go to retirement centres/centres for older adults 5

Go to church 4

Talk to neighbors 4

Visit somebody 4

Go shopping (in company) 2

Connect to a (online) social network 2

Invite somebody over 2

Call social services (e.g., tele-alarm) 1

Go to the General Practitioner 0

Individual/active N Individual/passive N
Reading or writing 256 Nothing (resignation) 6
Going for a walk (alone) 248 Wait for the sensation to pass 3
Listen to radio or watch television 198 Change my mind 3
Hobby 107 Talk with myself 2
Physical activity (alone) 40 Cry 1
Do domestic chores 28 Eat 0
Listen to music, sing, dance 22 Drink 0
Go shopping (alone) 14

Walk the pet 5

Pray 2

Play with mobile phone 2
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(N = 10) were replaced by the median, i.e., secondary edu-
cation. Satisfaction with household income was measured by
the question: “Taking into account all household income, as
well as other assets (housing, savings, car, second residence,
etc.), where would you economically place your household,
not you personally, on a scale of 0—10?°, where ‘0’ indicates
‘very low income household’ and ‘10’ ‘very high’. Missings
(N = 49) were replaced by the mean. Satisfaction with life
was measured using the direct question “Would you say your
satisfaction with life as a whole is...” with response options
ranging from 1 ‘poor’ to 10 ‘excellent’. Missings (N = 30)
were replaced by the mean. Age, gender (female vs. male)
and marital status, i.e., co-living (married and other co-liv-
ing), single, divorced, and widowed were used as control
variables. One missing for marital status is replaced by the
mode, i.e., co-living. Descriptive statistics are presented in
Table 2.

Procedure

Correlations between the subscales of the DJIGLS were
calculated. In order to test our hypotheses, logistic regres-
sions were used to test whether respondents used at least
one social, individual or active coping option (1) or not (0).
The category of passive coping practices was excluded as

Table 2 Descriptive statistics (N = 894)

N % M SD
Age (55-98) 69.5 9.9
Female (vs. male) 510 57
Educational level (0-3) 1.7 1.1
Co-living 520 58
Single 116 13
Divorced 40 5
Widowed 218 24
Household income (0-10) 5.9 14
Satisfaction with life (0-10) 7.5 1.6
Self-rated health (0-5) 3.8 0.8
Vision loss 393 44
Hearing loss 219 25
Incontinence 86 10
Memory problems 106 12
People living in the household 2.1 1.0

including yourself (1-7)

Loneliness (0-11) 1.9 2.2
Social loneliness (0-5) 0.9 1.2
Emotional loneliness (0-6) 1.0 1.4
Social coping practices (0-3) 0.2 0.5
Individual coping practices (0-5) 1.0 1.0
Active coping practices (0-6) 1.3 1.1
Passive coping practices (0-1) 0.0 0.1

these practices were not used often enough to conduct the
analysis (M = 0.0, SD = 0.1; N = 15). Hence the three ‘d’
hypotheses regarding passive coping could not be tested.
Each of the three logistic regression analysis consisted of
three models. In the initial model (not presented) age, gender
and marital status were entered. For marital status, separate
variables for ‘single’, ‘divorced’, and ‘widowed’ were com-
puted with the scores ‘yes’ and ‘no’ (0-1). Co-living is used
as a reference category. In order to test hypotheses la—c and
2a—c regarding the coherence between social and emotional
loneliness and coping practices, the scales for social and
emotional loneliness were added to the analysis (Model 1).
Because of the expected correlation between the two types
of loneliness, both were added firstly in separate steps, i.e.,
first social then emotional loneliness and vice versa. For
social and active coping practices this did not result in large
changes in significant estimates, but it did for individual
coping practices. We report this in the “Results” section.
For reasons of brevity, we present a version of the analy-
sis in Table 3, where both types of loneliness were added
simultaneously. In order to test hypothesis 3a—c resources,
i.e., health variables, social resources variables, and socio-
economic status variables were added to the analyzes in a
separate step (Model 2). Multicollinearity was checked and
no issues occurred (VIF < 3.0 with the largest VIF for ‘co-
living’, i.e., 2.7).

Results

The mean score on the loneliness scale (DJGLS) was 1.9
(SD = 2.2), respectively 0.9 (SD = 1.2) and 1.0 (SD = 1.4)
for social and emotional loneliness, indicating ‘not lonely’
(Table 2). Thirty percent of the respondents were ‘lonely’
(DIGLS > 2), 22% experienced social loneliness, respec-
tively 27% emotional loneliness (subscale for social, respec-
tively emotional loneliness > 1). There was a significant
positive correlation between the scales for social loneliness
and emotional loneliness (r = 0.47, p < 0.001), indicating
that if a respondent scores higher on one of the scales, he or
she scores higher on the other scale as well.

Regarding the coping practices mentioned, Table 1
shows how coping practices are categorized over two axes,
i.e., an individual-social axis and an active—passive axis.
This shows that respondents mainly mention active cop-
ing practices, either individually or socially. Separate cop-
ing practices were mentioned ranging from 0 to 256 times.
Five practices were mentioned more than hundred times,
four are individual practices, i.e., reading or writing, going
for a walk alone, listening to the radio or watching televi-
sion, and practicing a hobby, and one involves others, i.e.,
‘going for a walk in company’. On average, respondents
mentioned 1.5 coping practices. For social practices, this
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Table 3 Logistic regression on social, individual, and active coping practices (N = 894; odds ratios and confidence intervals)

Social coping practices

Individual coping practices

Active coping practices

Model 1

Model 2

Model 1

Model 2

Model 1

Model 2

Age (55-98)

Female (vs. male)

0.98 (0.96-1.00)
1.11 (0.79-1.56)

0.98 (0.96-1.00)
1.18 (0.83-1.69)

Single? 0.98 (0.60-1.63)  0.94 (0.55-1.61)

Divorced? 0.91 (0.40-2.05)  0.81 (0.34-1.91)

Widowed® 1.23 (0.81-1.99)  1.25 (0.77-2.03)

Social loneliness 0.81 (0.68-0.96)* 0.81 (0.68-0.97)*
(0-5)

Emotional loneliness
(0-6)

Selfrated health (0-5)

Vison loss

Hearing loss

Incontinence

Memory problems

People living in

1.01 (0.88-1.15)

1.04 (0.91-1.20)

0.81 (0.65-1.01)
0.67 (0.47-0.94)*
1.36 (0.90-2.04)
1.06 (0.58-1.94)
1.03 (0.59-1.79)
0.91 (0.74-1.11)

0.99 (0.98-1.01)
1.02 (0.77-1.37)
1.58 (1.01-2.46)*
0.98 (0.50-1.93)
1.35 (0.91-2.00)
1.06 (0.93-1.22)

1.15 (1.03-1.30)*

0.99 (0.98-1.01)
1.06 (0.79-1.42)
1.53 (0.95-2.25)
0.97 (0.48-1.95)
1.31 (0.87-1.97)
1.07 (0.93-1.23)

1.15 (1.02-1.30)*

0.97 (0.81-1.17)
0.99 (0.74—1.34)
1.18 (0.83-1.67)
0.92 (0.56-1.52)
0.89 (0.57-1.39)
0.95 (0.81-1.12)

0.99 (0.97-1.00)
1.07 (0.79-1.45)
1.92 (1.18-3.13)*
1.23 (0.59-2.55)

2.01 (1.31-3.09)**

1.00 (0.86-1.16)

1.14 (1.01-1.30)*

0.99 (0.97-1.00)
1.13 (0.83-1.55)
1.93 (1.15-3.24)*
1.23 (0.58-2.60)
2.02 (1.28-3.17)%*
1.00 (0.86-1.16)

1.15 (1.01-1.31)*

0.88 (0.72-1.08)
0.90 (0.66-1.23)
1.34 (0.92-1.95)
0.88 (0.52-1.50)
0.89 (0.55-1.44)
0.98 (0.82-1.17)

household (1-7)

Educational level 1.25 (1.06-1.48)**

(1-3)
Household income 0.99 (0.87-1.13)
(0-10)
Satisfaction with life 1.16 (1.03-1.31)*
(0-10)
Constant 1.01 0.72 2.06
Nagelkerke R? 0.02°* 0.06* 0.03%*

1.12 (0.89-1.17) 1.06 (0.92-1.23)

1.01 (0.96-1.20) 1.02 (0.91-1.15)
0.98 (0.89-1.09) 1.02 (0.92-1.14)

1.83
0.04

4.43%
0.04

5.08
0.05

*Reference category is ‘co-living’
Significance levels: *p < 0.05; **p < 0.01; ***p < 0.001

was 0.2 (SD = 0.5; range = 0-3; Table 2), 1.0 for individual
(SD = 1.0; range = 0-5), 1.3 for active coping (SD = 1.3;
range = 0-6), and 0.0 for passive coping practices (SD = 0.1;
range = 0-1). At least one social coping option was men-
tioned by 21% of the respondents, for individual, active and
passive coping practices this was 64, 71, and 2%.

Six hypotheses about the relationships of social and
emotional loneliness to the likelihood of mentioning social,
individual, and active coping practices were tested. Results
are shown in Table 3. Hypothesis 1a—c concerned the rela-
tionship between social loneliness and the likelihood of
respondents mentioning social, individual and active coping
practices. With regard to social coping practices, a negative
relation between experiencing social loneliness was found,
suggesting that experiencing social loneliness to a larger
extent results in a smaller likelihood of mentioning social
coping practices, thus accepting hypothesis l1a. Regarding
individual coping practices, a significant relation to social
loneliness (OR = 1.15, CI 1.01-1.30, p < 0.05) was found.
It disappeared when adding emotional loneliness to the
analysis, suggesting a larger impact of the latter. No rela-
tions between social loneliness and mentioned active coping
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practices were found. Hypotheses 1b and 1c are refuted.
With regard to emotional loneliness, we expected to find no
relationship to the likelihood of mentioning social coping
practices (hypothesis 2a), a negative relationship to men-
tioning active coping practices (hypothesis 2b), and a posi-
tive relationship to individual coping practices (hypothesis
2¢). Hypotheses 2a and 2c were confirmed. Hypothesis 2b is
contradicted, emotional loneliness increases the likelihood
of mentioning active coping practices.

Furthermore, hypotheses about the relationships of
resources to mentioning coping practices were made, i.e.,
having better resources was expected to be positively related
to the likelihood of mentioning social and active coping
practices (hypotheses 3a, b), and resources were expected
to have no relationship to the likelihood of mentioning indi-
vidual and passive coping practices (hypothesis 3c). In line
with hypothesis 3a, there is a significant negative relation-
ship to experience vision loss and a positive relationship to
educational level and satisfaction with life on mentioning
social coping practices. Other variables regarding resources
showed no significant relationships. Hypothesis 3a is partly
confirmed. No significant relationship of resources were
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found to the likelihood of considering individual and active
coping practices, thus refuting hypothesis 3b regarding
individual coping practices and confirming hypothesis 3c
regarding individual coping practices.

In addition to the variables regarding the hypotheses,
age, gender, and relational status were included in the
analysis. Compared to married respondents, being single
and being widowed increased the likelihood of mentioning
active coping practices. Furthermore, compared to married
respondents, single respondents considered individual cop-
ing practices more often (Table 3; Model 1), however, this
relation disappeared after adding resources to the analysis
(Table 3; Model 2). No other significant relationships of
age, gender, or relational status to the likelihood of men-
tioning coping practices were found. The logistic regression
analysis explained only a small part of the total variance in
the extent to which respondents mentioned social, individ-
ual, and active coping practices (Nagelkerke R = 0.06 for
social coping practices, respectively Nagelkerke R* = 0.03
and Nagelkerke R? = 0.05 for individual and active coping
practices).

Discussion

In this paper, we explored the extent to which feelings of
loneliness and availability of personal resources are related
to mentioning different practices for coping with loneli-
ness. Based on the work of Kharicha et al. (2018) we dis-
tinguished four categories in which coping practices were
classified, i.e., social, individual, active and passive. In
general, older adults prefer active coping practices for cop-
ing with loneliness, both individually and socially, although
there seems to be a slight preference for individual coping
practices, is in line with some previous studies (Kharicha
et al. 2018; Rokach and Brock 1998) and to some extent
in contrast to others that suggested that older adults would
mention diverse types of coping practices (Rook and Pep-
lau 1982; Schoenmakers et al. 2012; Schoenmakers et al.
2015). Overall, our models show low levels of explained
variance. Apparently, older adults’ mentioned practices for
coping with loneliness are not largely explained by expe-
riences of loneliness or individual resources. Our results
show that experiencing emotional loneliness is related to
mentioning more individual and active coping practices, but
not social coping practices. This suggests those older adults
with emotional loneliness are trying to cope with loneliness
by themselves, doing something active. While individual
coping practices are not wrong, coping involving others
is suggested to be better for addressing the experience of
loneliness (Carstensen et al. 2003). Most of the loneliness
interventions are based on the assumption that it is important
for lonely persons to interact with others. However, older

adults’ mentions for coping with emotional loneliness do
not seem to be in line with this idea. Feeling socially lonely
is related to a lower likelihood of mentioning social cop-
ing practices, but not individual or active coping practices.
While this result makes sense, i.e., those who feel socially
lonely may not perceive a fulfilling social network to apply
for social coping practices, it could also maintain the situ-
ation. Apparently, socially lonely older adults do not use
or want to, practices for coping with others. This may in
turn result in a continuation or worsening of their social
loneliness and a downward spiral where loneliness results
in more loneliness (Cacioppo et al. 2002; Cacioppo et al.
2015). Professionals working with lonely older adults should
be aware of their coping preferences, either to match in or
to question them.

Having better resources, i.e., no vision loss, a higher edu-
cational level, better self-rated health, and higher satisfac-
tion with life, is related to a higher likelihood of mentioning
social, but not individual or active coping practices for cop-
ing with loneliness. In other words, older adults with more
resources are more likely to involve others when addressing
their loneliness. While this makes sense in a way—those
who have poorer resources have less options of acting in
social ways and need a different approach for coping with
loneliness—it is also worrisome. Social ways of coping
are considered to be more effective than individual ways,
both in general (Carstensen et al. 2003) and by older adults
themselves when suggesting ways to cope with loneliness
for lonely others (Schoenmakers et al. 2012) and those with
poorer resources are less likely to consider social ways of
coping and more likely to become lonely (De Jong 1998;
Heffer and Willoughby 2017; Heinrich and Gullone 2006;
Luanaigh and Lawlor 2008). This implies that interventions
should support those with poorer resources in making social
ways of coping more accessible to them while supporting
them in individual ways of coping, keeping in mind that
older adults who prefer to cope with loneliness individually
might be less prone to ask for help (Kharicha et al. 2018).
Research is needed in order to study how older adults can
be supported to cope with loneliness in a better way and to
what extent this support can be effective.

Compared to those who are married, older adults who are
single or widowed are more likely to mention active cop-
ing practices. This may seem counter-intuitive. Having a
partner is often a resource and having better resources was
hypothesized to result in a higher likelihood of mention-
ing active coping practices (Bouwman 2019; Lazarus and
Folkman 1984). A possible explanation is that single and
bereaved older adults know they have to cope with loneliness
by themselves, they do not have a partner to help them, and
thus are more likely to become active themselves. Another
interesting result is that there were no relationships found
between relationship statuses and mentioning individual
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coping practices. Apparently, having a partner or not is
not related to preferences for coping with loneliness alone.
This indicates that loneliness can be a private feeling, also
among those with a partner, and is considered to be best
coped with by oneself. In line with the findings of Kharicha
et al. (2018), we suggest that when coping with loneliness,
some people seek out solitary practices.

It is important to note that mentioning coping practices
implies an intention for behavior, but the intention is not a
sufficient condition for behavior to occur (De Ridder 1997,
Sheeran 2002; Trafimow 2009). So, when confronted with
loneliness, older adults may show different behavior than
the practices they mention when asked. Possibly, in order to
translate intentions into behaviour, professionals address-
ing loneliness could discuss coping preferences with their
clients and try to support them in showing the preferred
behaviour. However, we propose that many of the coping
practices mentioned in this study may be not sufficient to
reduce loneliness and may serve as a distraction. Loneliness
is a complicated phenomenon and coping with it may require
more methodological interventions. While it is worth con-
sidering a wide arrange of coping practices (Bouwman et al.
2017; Kharicha et al. 2018; Schoenmakers et al. 2012) it is
important to tailor-make interventions that match the often
complicated needs of the lonely individual (Bessaha et al.
2020; Fokkema and Van Tilburg 2007; Schoenmakers 2013).

This study has some inherent limitations. Firstly, the
data for this study was collected in Gipuzkoa. Therefore, we
have to be careful with generalizing these results to Spain or
even larger still. Second, the coping practices included were
selected a priori, based on a literature review and question-
naires used to assess coping practices, and a range of them
were available to respond. However, this design has several
limitations, such as it is incomplete. There are many more
practices that can be used for coping with loneliness. Older
adults could add their own practices through the option
‘other practices’ included at the end of the list, but different
options were not often used. Moreover, no passive-social
coping practices and only a few passive-individual ones were
included in the questionnaire, limiting the options in the ana-
lyes. Furthermore, social desirability may have influenced
the responses in some coping practices such as crying and
drinking. Thirdly, due to the design of the study, i.e., tel-
ephonic interviews, the variables included in this study are
self-reported responses. Perceptions can influence results
(Fernandez-Ballesteros 2011). In other words, older adults
may present themselves in the way they want to see them-
selves, rather than in the way they truly are. A final limita-
tion is related to the cross-sectional design of the research
which does not permit establishing causal relationships
among variables. Longitudinal data should be gathered and
used to obtain better insight into the relationship between
coping and loneliness.

@ Springer

Despite the limitations described, this study can be con-
sidered a step forward in the research on loneliness and
coping, as these topics have scarcely been researched in
this country. Findings are in line with previous studies,
with regard to the preference for coping with feelings of
loneliness without involving other people (Kharicha et al.
2018), the relationship between resources and coping
practices mentioned (Schoenmakers et al. 2012), and the
lack of significant relationship between coping practices
and loneliness (Bouwman et al. 2017; Schoenmakers et al.
2015). The findings of the current and previous studies
suggest that the complexity of the experiences of loneli-
ness in older adults requires a more personalized and inte-
gral approach. In such an approach, there should be paid
attention to personal coping preferences and resources as
well as for the way a community can contribute to cop-
ing with loneliness by including older adults in societal
life and socially connecting them within the community
(Barke 2017; Kharicha et al. 2018).
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