1' frontiers ‘ Frontiers in Epidemiology

‘ '.) Check for updates

OPEN ACCESS

EDITED BY
Xuegiu Jian,

The University of Texas Health Science Center
at San Antonio, United States

REVIEWED BY
Wen Li,

University of Texas Health Science Center at
Houston, United States

Wenhao Li,

Edwards Lifesciences, United States

*CORRESPONDENCE
Chilot Kassa Mekonnen
chilotkassa.m@gmail.com

RECEIVED 14 December 2024
ACCEPTED 01 May 2025
PUBLISHED 21 May 2025

CITATION

Menewab Birhane D, Demessie NG,

Azagew AW, Abate HK and Mekonnen CK
(2025) Prevalence of loneliness and associated
factors among older adults at Yilmana Densa
District, West Gojjam Zone Amhara region,
Ethiopia.

Front. Epidemiol. 5:1545342.

doi: 10.3389/fepid.2025.1545342

COPYRIGHT

© 2025 Menewab Birhane, Demessie, Azagew,
Abate and Mekonnen. This is an open-access
article distributed under the terms of the
Creative Commons Attribution License (CC
BY). The use, distribution or reproduction in
other forums is permitted, provided the
original author(s) and the copyright owner(s)
are credited and that the original publication in
this journal is cited, in accordance with
accepted academic practice. No use,
distribution or reproduction is permitted
which does not comply with these terms.

Frontiers in Epidemiology

Original Research
21 May 2025
10.3389/fepid.2025.1545342

Prevalence of loneliness and
associated factors among older
adults at Yilmana Densa District,
West Gojjam Zone Amhara
region, Ethiopia
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Abere Woretaw Azagew, Hailemichael Kindie Abate and
Chilot Kassa Mekonnen®

Department of Medical Nursing, School of Nursing, College of Medicine and Health Sciences,
University of Gondar, Gondar, Ethiopia

Background: Loneliness is a growing public health issue, particularly among
older adults, owing to various internal and external factors related to ageing.
However; evidence regarding this segment of the Ethiopian population is
scarce. Therefore, this study aimed to assess the prevalence of loneliness and
its associated factors among older adults in Ethiopia.

Methods: This community-based cross-sectional study was conducted from
April 20 to May 20, 2023. A multistage systematic sampling technique, using
an interviewer-administered questionnaire, was used. Data were entered into
Epi Data version 4.6.0.0 and exported to the Stata version 14 software for
analysis. A binary logistic regression analysis was conducted. Variables with a
p-value<0.20 in the Bivariable analysis were entered into multivariable
regression and variables with a p-value < 0.05, with a 95% confidence interval
(Cl) were considered statistically significant.

Results: A total of 840 older adults took part with a 99.2% response rate. The
overall prevalence of loneliness among older adults was 48.69%, with 95%
Cl =45.31-52.07%. Living alone (OR=2.59, 95% Cl =1.11-6.05), the presence
of chronic illness (OR =1.69, 95% Cl =1.12-2.54), sleep time greater than 9 h
(OR =156, 95% Cl=108-2.22), impairment (OR=5.09, 95% Cl=3.17-8.19),
and poor social support (OR =4.38, 95% Cl=2.53-7.59) were positively, but
family size <5 (OR=0.62, 95% Cl=0.45-0.85) and good health status
(OR=0.43, 95% Cl=0.27-0.66) were negatively associated with loneliness
among older adults.

Conclusions: Nearly half of the participants felt lonely. Hence, every concerned
body should pay special attention to this sidelined segment of the population by
creating better social support networks, providing a conducive living
environment, and providing aid to impaired older adults.
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Introduction
Background

The global population aged 60 years or over numbered 962
million in 2017 and is expected to double again by 2050, when it
is projected to reach nearly 2.1 billion (1). This segment of the
population passes through different physical, mental and psycho-
social problems due to ageing. Of these problems, loneliness
takes a lion’s share and is becoming a growing public health
issue (1, 2). Its burden is growing, particularly among older
adults, owing to various internal and external factors related to
defined as a
unpleasantness,

ageing (3). It is subjective feeling which

encompasses sadness, emptiness, distress,
suffering, isolation, lack of meaning, unwanted feelings, non-
belongingness, and lack of companionship (4, 5). There is a
significant mismatch between actual and desired (or ideal) social
connections and not merely social isolation. In other words, one
might feel lonely despite enjoying a large social network and a
high number of social connections (6-8). Social isolation is an
objective description of a lack of social connections. Although
social isolation may lead to loneliness, these terms are not
interchangeable (7, 8). Loneliness is widely recognized as a public
health issue with a prevalence ranging from 10.5% to 34% in the
elderly global population (9, 10).

Loneliness may develop in individuals of all ages, but it is a
crucial issue in older adults and has become a serious public
health concern (11, 12). Multiple factors contribute to the
increased loneliness among older adults. In fact, due to changes
in their life cycle stages, such as retirement or age-related losses,
declining health status, and decreased physical activity, older
adults experience loneliness and social isolation (13). The
prevalence of loneliness in older adults (aged 60 years and older)
across European countries has shown: Ukraine (34.0%), Russia
(24.4%), Hungary (21.1%), and Poland (20.1%) (14). A study
conducted in the United Kingdom showed that over one million
older people (aged greater than 60 years) say they always or
often feel lonely, and half (49%) of all people aged 75 and over
live alone (15). A study in the United States showed that
approximately 17%-57% of people feel lonely, especially older
adults suffering from anxiety, depression, and dementia (16).
A study conducted in South African countries shows that
approximately 10% of older adults report being lonely (17).

Evidence shows that loneliness in older adults is a major risk
factor for broad-based morbidities, both psychological and physical,
including depression, physical health, anxiety, sleep disturbances,
unhealthy behaviour (smoking, excessive use of alcohol, and
substance abuse), cognitive impairment, and increased obesity and
diabetes challenges, as well as the risk of death in later life (13, 14,
16). In addition, chronic illnesses such as Alzheimer’s disease,
vascular resistance, and high blood pressure, as well as chronic

Abbreviations

AIDS, acquired immune deficiency syndrome; AOR, adjusted odds ratio; CKD,
kidney disease; CI, interval;  HIV,
immunodeficiency virus.

chronic confidence human
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diseases such as metabolic disorders, cardiovascular disorders,
hypertension, lung disease, eating disorders, obesity, and premature
mortality are associated with loneliness (15, 17, 18).

Several studies show that loneliness is influenced by a wide
range of factors, such as socio-demographic, and psychosocial,
with gender, age, marital status, living arrangement, education
level, family income, health-related behaviours, health status, and
so on and having little contact with significant friends or low-
quality friendship ties; worsening physical health (e.g., increased
chronic illness and impaired mobility); and lacking
socioeconomic resources (e.g., limited education and low income)
(8, 14, 17). In addition, a study conducted in Ireland showed
that loneliness is influenced by individual characteristics of the
social environment, such as having no children, reality/place of
residence, length of residence, and older age (19).

Despite older adults being highly vulnerable to loneliness, and
their global numbers having increased; less attention has been
given to them. However, loneliness contributes to multiple
morbidities and mortalities related to physical and mental
illnesses. Older adults are highly influenced by underlying factors
such as unemployment/retirement, age-related diseases, and loss
of relatives/friends; as a result, they are prone to loneliness.
Despite several studies being conducted in developed countries
and a few in African countries, there has been no documented
evidence of this problem at the time of this study. The results of
this study will help health administrators and policymakers
formulate interventions to provide need-based healthcare service
plans and budget allocation. They should also help service
providers to understand the factors that cause loneliness and
provide hints for intervention. This study serves as baseline
stakeholders.
Although numerous studies have been conducted among older

information for educators, researchers, and
adults in developed countries and a few in African countries,
only a limited number of studies have been conducted in
Ethiopia. In addition, it is influenced by sociocultural and
socioeconomic factors; therefore, it is necessary to study this
problem in this study area. Therefore, this study aimed to assess
the prevalence of loneliness and its associated factors among
older adults in the Adet District.

Methods
Study area, study design, and period

A community-based cross-sectional study was conducted from
April 20 to May 20, 2023, in the Yilmana Densa district of the West
Gojjam Zone in the Amhara Regional State. It is 42 km from Bahir
Dar, the capital city of Amhara National Regional State, and
524km from Addis Ababa, the capital city of Ethiopia.
According to the 2015 population projection in Ethiopia, the
total population of the Yilmana Densa district had 40 Kebeles
estimated to be 286,458 people. Among these, the study
population in the selected 10 kebeles had a total of 5,730
households. The district currently consists of 40 kebeles; it has
one primary hospital, 10 health centres, and 40 health posts.
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Source and study population

All older adults aged >60 years living in the Yilmmana Denssa
district were the source of the population. All older adults >60
years of age living in the selected kebeles of the Yilmmana
Denssa district were considered as the study population.

Inclusion and exclusion criteria

All older adults living in the Yilmana Densa district for at least
6 months and having residential identification cards were included
in the study. Participants who were not registered as permanent
residents and those who did not have residential identification
cards were excluded from this study.

Sample size determination and sampling
procedures

The sample size was determined by using a single population
proportion formula with the assumption of a 50% proportion,
95% confidence level, and 5% margin of error, and a 10%
nonresponse rate was added. Based on this, the actual sample
size for this study was 385 and, with the assumption of non-
response, 10% was added to generate an initial sample of 424.

Za]?
—| % P[1 —P]
2
m=— Ty
n = initial sample size
Zosn =196, the corresponding Z-score for the 95% CI
P = proportion = 50%
D = margin of error=5% = 0.05

[1.96]? * [.5 .5}
n=—0 27 38416 = 385
0.05

As per the steps taken to reach respondents, we used a 2-design
effect to obtain a final sample size of 847. The list of study
participants was obtained from the district health office using
health extension workers’ registration books. A simple random
technique was used to select ten kebeles; then, the calculated
sample size was proportionally allocated to each kebele based on
the number of households. Finally, study participants were
selected using a systematic random sampling technique at every
seventh interval using family folders from health extension
workers by the first participants selected using the lottery
method (Supplementary Figure S1).

Study variables

Dependent variable
Loneliness was the only dependent variable.
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Independent variables

Socio-demographic factors

These include age, marital status, educational level, occupational
status, monthly income, living arrangements, and residency.

Behavioural factors

These were alcohol wuse, regular exercise, smoking, and

sleeping time.

Health-related factors
The presence of chronic diseases, self-rated health status, mobility,
visual impairment, and hearing impairment.

Operational definition of variables

Loneliness

We the UCLA-3 measuring tool to measure loneliness with the
ratings (Never = 0) to (4 often) that contained 20 items with four
Likert scale response formats (0 = never feel lonely, 1 =rarely feel
lonely, 2 = sometimes feel lonely, and 3 = often feel lonely) using
the mean of the total score answered by the respondents. This
results, in a minimum of 0 (if all answers are “Never”) to a
maximum of 80 (if all answers are “Often”). The interpretation
of the total score (0-19 =very low loneliness,(20-39 = moderate
loneliness), (40-59 =high loneliness), and (60-80 =very high
loneliness). Thus, a code of “1” was given for older adults who
had loneliness equal to and above the mean (>24.73) and a code
of “0” was given for those older adults who were not classed as
having loneliness, with a score below the mean score (<24.73)
(20, 21). The mean was used because of data distribution in
which the sum was normally distributed and we used the mean
over the median. Although, the mean and median will be similar,
but making the mean a good representative measure in this case.
Moreover, the sum of loneliness was continuous and unbiased
data, hence we need to capture the overall magnitude of values
rather than just middle value.

Alcohol use

This was assessed by asking participants, “During the past
seven days, did you drink alcohol?” (Classified as “Yes” or “No”).
Those who responded “yes” were asked: “During the past seven
days, how many drinks of any alcoholic beverage did you have
each day?” Risky alcohol use was classified as >10 drinks
consumed in the past week (17).

Chronic disease

The presence of long-term illness (congestive heart failure,
respiratory disease, diabetes, renal disease, HIV/AIDS, HTN,
epilepsy) which is assured by a doctor. Self-report of one of these
illnesses was noted as “Yes”, while the absence of these

conditions was denoted as “No” (13).

Social support
This was measured using the Oslo-3 Social Support Scale
(OSSS-3) scores ranged from 3 to 14, with a score of 3-8
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indicating poor support, 9-11 indicating moderate support, and 2-
14 indicating strong support (22).

Regular exercise

Individuals who worked out or walked for 30 min a day or at
least 3 days a week were considered performers of physical
exercise (17).

Self-rate health status

This was measured using a 5-point scale on how participants
rated their current health: very good, good, moderate, bad, and
very bad. The five categories were collapsed into two categories,

0=“very good”, “good”, or “moderate” and 1=“bad” or “very
bad” (17).

Visual and hearing impairments/loss

These were assessed by asking, “Can you see things even with
glasses?” and “Can you hear sounds even with a hearing aid?” They
were classed as Yes, “with visual and/or hearing impairments”, or
No, “with no visual or hearing impairments” (23).

Smoking of cigarette

Smoking was assessed by asking, “Do you currently smoke
cigarettes?” The options were non-smokers and smokers,
respectively. Elderly individuals who smoked once a week were

considered smokers (24).

Data collection tool and procedures

A questionnaire pre-test was conducted before the main data
collection period to assess its clarity, relevance, and reliability.
For this purpose, 5% (42) of the total study population were
selected for the pretest. Based on the pretest, the necessary
modifications, such as language clarity and length of the
questionnaire, were corrected to ensure the questionnaire well
understood and contextually appropriate. The final version was
also validated and used for data collection in the main study.
Data collection was done by using a face-to-face interviewer-
administered questionnaire that was adapted from different
literature (20, 21). The questionnaire consisted of four parts
(socioeconomic and demographic characteristics, health-related
factors, and behaviour-related factors) and loneliness-related
questions. The outcome variable was measured using the UCLA
revised version-3 loneliness measurement tool (20, 21).

The questionnaire was translated into the local language of
Ambaric by language experts and translated back into English by
another person to ensure consistency and clarity. Before data
collection, a pre-test was performed to determine the consistency
of the information. Data were collected by eight BSc degree
nurses, and supervision was performed by two MSc nurses
during the control data collection process. Missing data was
managed through on-the-spot checking and cleaning throughout
the data collection period by the supervisors.
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Data quality control

To ensure the quality of data, a pre-test was done with a 5%
sample size (with 43 older adults) in East Gojjam, Motta Town,
before the actual data collection. Two-day training was provided
to data collectors and supervisors about the purpose of the study,
face-to-face interviews, interviewing techniques, and maintaining
the privacy and confidentiality of the respondents.

Data processing and analysis

The questionnaires were checked for completeness and
consistency. The data were entered into Epi data 4.6.0 versions
and then exported to Stata version 14 for analysis. Descriptive
and summary statistics are presented in the form of text, tables,
and graphs. Bivariable logistic regression analysis was performed
to select candidate variables for multivariable analysis. Then
those, variables with a P-value <0.20 were taken as candidates
for multivariable analysis. Finally, multivariable logistic regression
analysis was performed to control for the possible confounding
effect of the
P-value <0.05, taken as statistically significant association with

selected variables, and variables with a
loneliness; OR with a 95% confidence interval (CI) used to show
the degree of association between the independent and outcome
variables. Multicollinearity between independent variables was
assessed using the variance inflation factor (VIF). The Variance
Inflation Factor (VIF) was used to assess multicollinearity in the
regression model, indicating how much a coefficient’s variance is
inflated due to correlation with other predictors. VIF values
range from 1 (no multicollinearity) to 10 (serious
multicollinearity). In this study the VIF ranged from 1.01 to
4.87, the highest was observed in variables of age and having a
chronic illness with VIF of 4.64 and 4.87 respectively. But, the
mean VIF was 2.907 which indicate there was no severe
multicollinearity. For a finally fitted multivariable logistic
regression model, model fitness was checked using the Hosmer-
Lemeshow goodness-of-fit with a P-value of 0.83, which showed

the model fitted to the outcome variable.

Results
Socio-demographic characteristics

A total of 840 older adults participated in this study with a
response rate of 99%. Nearly half (49.17%) of the respondents
were within the age range of 65-69 years. More than half
(59.64%) of the respondents were male. Two-thirds (67.02%) of
respondents were married. In addition, the most of respondents
(86.07%) were orthodox followers. Nearly half, of the
respondents (47.98% and 48.93%) couldn’t read or write and
(82.86%) of
respondents lived with spouses. More than two-thirds (69.76%)

were farmers, respectively. The majority

of respondents had five or less than five family members.
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Moreover, one-fourth (25.71%) of respondents had poor social
support (Table 1).

Behavior-related factors

The majority (818; 97.38%) of respondents were not cigarette
smokers. Among smokers, more than half (12; 54.55%) smoked
three or more than three packs of cigarettes per day. In addition,
more than half of the older adults (499; 59.40%) drank alcohol,
and of those, more than one-third (39.07%) were drinking 10 or
more alcoholic drinks a week. Regarding sleeping time, more
than half (503; 59.88%) slept less than 8 h per night (Table 2).

Health-related factors

Less than one-third of older adults (32.26%) had chronic
illnesses. Among these, one-third of the older adults had two or

TABLE 1 Socio-demographic characteristics of older adults at Yilmana
Densa Adet District, West Gojjam, Ethiopia, 2023 (n = 840).

Variables Categories Frequency Percentage
Age in years 60-64 23 2.74
65-69 413 49.17
70-74 216 25.70
75-79 145 17.26
>80 43 5.12
Sex Male 501 59.64
Female 339 40.36
Marital status Married 563 67.02
Widowed 149 17.74
Divorced 118 14.05
Single 10 1.19
Religion Orthodox 723 86.07
Muslim 94 11.19
Protestant 23 2.74
Education level Can’t read and write 403 47.98
Can read and write 141 16.79
Primary school 133 15.83
Secondary school 92 10.95
College and above 71 8.45
Occupation Farmer 411 48.93
Housewife 305 36.31
Merchant 41 4.88
Retired 83 9.88
Residency Rural 394 46.90
Urban 446 53.10
Living condition Alone 48 5.71
With spouse 696 82.86
With child/children 96 11.43
Family size <5 586 69.76
>5 254 30.24
Monthly income in <15,000 108 12.86
ETB 15,000-50,000 619 73.69
>50,000 113 13.45
Social support Poor support 216 25.71
moderate support 361 42.98
Strong support 263 3131
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TABLE 2 Behavioral-related factors among older adults at Yilmana Densa
Adet District, West Gojjam, Ethiopia, 2023 (n = 840).

Variables Categories Frequency Percent (%)
Smoke cigarettes Yes 22 2.62
No 818 97.38
Strips per day <3 10 4545
>3 12 54.55
Drink alcohol Yes 499 59.40
No 341 40.60
Amount per week <10 304 60.92
>10 95 39.07
Exercise Yes 243 28.93
No 597 71.07
Sleeping time <7h 64 7.62
7-9h 439 52.26
>9h 337 40.12

more chronic illnesses. In addition, one-third of older adults
(32.38%) had a poor self-rated health status, and 8.21% had
physical mobility difficulty. Moreover, one-fifth (20.60%) of older
adults had hearing and/or visual impairments (Table 3).

Prevalence of loneliness

Among respondents, 409 (48.69%) of older adults were feeling
lonely, with a 95% CI of 45.31-52.07). The mean loneliness score
was 24.72, with a standard deviation (SD) of +13.00. Half of the
respondents (431; 51.31%) scored below the mean score.

Factors associated with loneliness

Sex, occupation, living conditions, education, residency, family
size, monthly income, self-rated health status, chronic illness,
sleeping time, impairment, and social support were entered into
multivariate logistic regression analysis. The analysis showed that
living conditions, family size, self-rated health status, chronic
illness, sleeping time, impairment, and social support were
significantly associated with loneliness.

In this regard, older adults who lived alone had 2.59 times
higher odds of feeling lonely compared to those who lived with
someone (OR=2.59, 95% CI=1.11-6.05). Respondents with five
or more family members had 38% lower odds of experiencing
loneliness compared to those with fewer than five family
members (OR = 0.62, 95% CI = 0.45-0.85).

Respondents with poor social support had 4.38 times higher
odds of feeling lonely compared to those with strong social
support (OR=4.38, 95% CI=2.53-7.59). Besides, older adults
with chronic illness had 1.69 times higher odds of experiencing
loneliness compared to those without chronic illness (OR = 1.69,
95% CI=1.12-2.54). In addition, older adults who self-rated
their health status as good were 57% times (OR=0.43, 95%
CI=0.27-0.66) fewer odds of being lonely as compared with
those who had poor self-rated health status. Respondents who
slept more than 9h per night had 1.56 times higher odds of
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TABLE 3 Health behavioral-related factors among older adults at Yilmana
Densa Adet District, West Gojjam, Ethiopia, 2023 (n = 840).

Variables Categories  Frequency | Percent
(%)
Yes 272

Chronic illness 32.26
No 568 67.74
Number of chronic illnesses | 1 191 70.22
>2 81 29.78
Self-rate Health status Good 575 68.45
Poor 265 31.55
Impairment of hearing/ Yes 173 20.60
vision No 667 79.40

experiencing loneliness compared to those who slept 7-9h
(OR=1.56, 95% CI=1.08-2.22). Moreover, older adults with
hearing and/or vision impairment had 5.09 times higher odds of
experiencing loneliness compared to their

(AOR =5.09, 95% CI =3.17-8.19). (Table 4).

counterparts

Discussion

The study revealed the prevalence of loneliness among older
adults in Yilmana Densa district was 48.69% with 95%
CI =45.31-52.07%. This finding is consistent with studies done
in India (48%) (25), Iran (51.77%) (13), five European
countries (46%) (26), and 11 European countries (50.50%)
(27). The reasons might be the similar study design, study
(age
measurement tools. However, this finding is higher than
studies conducted in the USA (range between 25% and 29%)
(14), 43.4% in Germany (28), Taiwan (10.5%) (23), Ireland
(33.7%), 17.7% in Australia (29), and South Africa (9.9%) (17).
A possible reason for this discrepancy might be due to the

population >60 years), and the wuse of similar

different study designs; the studies in Ireland and Taiwan were
longitudinal. In addition, it might be due to different
measurement tools; a study in India used a single-item
question to assess loneliness due to different study periods and
cultural variations. In another way, this finding is lower than
studies done in Indonesia (64%) (30), China (58.1%) (6), and
China (74%) (7). This may be due to variations in the sample
size, study setting, measurement tools, study period, and
socioeconomic and cultural variations in the study population.

The findings of this study showed that older adults who lived
alone had higher odds of experiencing loneliness than those who
lived with their children. This finding is consistent with studies
done in Indonesia, China, India, and Ireland (6, 19, 25, 30).
A reason might be that people who have no relationship with
others or live alone feel lonely, and it might be that people who
live alone are socially isolated and emotionally lonely. However,
this finding contrasts with those of previous studies conducted in
Taiwan, China (31), and Korea (32). This finding implies that
people living alone do not experience loneliness. This might be
due to sociocultural variation. In Ethiopia, living alone is valued
highly but leads to loneliness. Therefore, cultural value is a
possible reason for the differences in the magnitude of loneliness.
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Respondents with five or more family members had 62% less
odds of experiencing loneliness as compared with those with less
than five family members. In other words, older adults with
fewer children experienced loneliness than those with more
children. This finding is consistent with those of studies
conducted in Indonesia (30), China (9) and Turkey (33). One
possible explanation is that older adults with more children
experienced greater happiness and life satisfaction, as our
community culture values having many children as a sign of
wealth and provides more opportunities for receiving affection.
Consequently, those with fewer children may suffer from
loneliness. Respondents with poor social support had higher of
feeling were lonely than those with strong social support. This
result is consistent with studies conducted in India (25), Ireland,
and China (7, 9), possibly because social support is fundamental
for people. As a result, people with poor social relationships
develop social isolation which leads to loneliness.

Older adults with chronic illnesses had higher odds of
experiencing loneliness as compared to their counterparts. This
finding is consistent with studies conducted in Ireland (19), India
(25), China (9) and the USA (34). A possible reason might be
that people with chronic illnesses are physically incapable of
moving, physically compromised, and mostly dependent on
others. As a result, they experience loneliness compared to those
with no chronic illness.

In addition, older adults who self-rated their health status were 57
times less odds to feel lonely as compared with those with poor health
status. This finding is consistent with previous studies conducted in
South Africa (17), India (25), China (6) and Ireland (19).
A possible explanation might be that older people subjectively rate
poor health status as fear, stress, and low self-esteem, as a result of
anxiety and social isolation, leading to loneliness.

Older adults who sleep greater than 9 h a night had higher odds
of experiencing loneliness than those who sleep for 7-9 h. This
finding is consistent with studies conducted in Iran (13) and
Ireland (19). This implies the opposite of the line above, which
states that those who sleep less are less depressed. Moreover,
older adults with hearing and/or vision impairments had higher
odds of their
counterparts. This finding is consistent with studies done in the
USA and South Africa (23, 35). A possible reason might be that
hearing and visually impaired older adults require special

experiencing loneliness as compared to

attention for social connection, and their inability to respond to
sound and visual stimuli makes them emotionally lonely.
Therefore, district health managers can create better social
connections and strong social ties for older adults. Furthermore,
special attention must be given to the segments of the population
with hearing and visual impairments, those living alone, and
those who have no children.

Strengths and limitations of the study
One of the key strengths of this study is that it is the first of its

kind to assess loneliness among older adults in Ethiopia. This
pioneering effort provides valuable insights into an often-
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TABLE 4 Bivariable and multivariable regression analysis of factors for loneliness among older adults at Yilmana Densa Adet District, West Gojjam,
Ethiopia, 2023 (n = 840).

Variable Loneliness With 95% ClI
. . COR

No loneliness Loneliness
Sex
Female 140 (32.48) 199 (48.66) 1 1
Male 291 (67.52) 210 (51.34) 0.51 (0.38-0.67) 0.83 (0.57-1.20)
Occupation
Farmer 220 (51.04) 191 (46.70) 1 1
Housewife 144 (33.41) 161 (39.36) 1.28 (0.95-1.73) 1.24 (0.85-1.81)
Merchant 24 (5.57) 17 (4.16) 0.82 (0.42-1.56) 1.24 (0.56-2.76)
Retired 43 (9.98) 40 (9.97) 1.07 (0.66-1.72) 0.95 (0.52-1.75)
Education
Unable to read & write 212 (49.19) 191 (46.70) 1 1
Able to read & write 68 (15.78) 73 (17.85) 1.19 (0.81-1.74) 1.18 (0.55-1.91)
Primary school 74 (17.17) 59 (14.43) 0.88 (0.59-1.31) 0.96 (0.58-1.56)
Secondary 49 (11.37) 43 (10.51) 0.97 (0.62-1.53) 0.88 (0.50-1.57)
College & above 28 (6.50) 43 (10.51) 1.70 (1.01-2.85) 1.44 (0.76-2.74)
Residency
Rural 156 (36.19) 238 (58.19) 1 1
Urban 275 (63.80) 171 (41.81) 0.40 (0.30-0.53) 0.71 (0.48-1.06)
Living condition
With child/children 27 (6.26) 21 (5.13) 1 1
Alone 37 (8.58) 59 (14.43) 2.05 (1.02-4.14) 2.59 (1.11-6.05)
Spouse 367 (85.15) 329 (80.44) 1.15 (0.65-2.07) 1.38 (0.68-2.82)
Family size
<5 275 (63.81) 311 (75.04) 1 1
>5 156 (36.19) 98 (23.96) 0.52 (0.41-0.75) 0.62 (0.45-0.85)
Monthly income
<15,000 37 (8.58) 71 (17.36) 1 1
15,000-50,000 339 (78.65) 280 (68.46) 0.43 (0.28-0.66) 0.83 (0.47-1.47)
>50,000 55 (12.76) 58 (14.18) 0.54 (0.32-0.95) 1.80 (0.90-3.36)
Social support
Strong 175 (40.60) 88 (21.52) 1 1
Moderate 218 (50.58) 143 (34.96) 1.30 (0.94-1.84) 0.72 (0.43-1.13)
Poor 38 (8.82) 178 (43.52) 9.32 (6.04-14.37) 4.38 (2.53-7.59)
Alcohol
No 210 (48.72) 131 (32.03) 1 1
Yes 221 (51.28) 278 (67.97) 2.01 (1.52-2.67) 1.02 (0.68-1.55)
Chronic illness
No 325 (75.41) 243 (59.41) 1 1
Yes 106 (24.59) 166 (40.59) 2.09 (1.55-2.81) 1.69 (1.12-2.54)
Self-rated Health
Status
Poor 243 (56.38) 332 (81.17) 1 1
Good 188 (43.62) 77 (18.83) 0.29 (0.22-0.41) 0.43 (0.27-0.66)
Sleeping
7-9h 251 (58.24) 188 (45.97) 1 1
>9h 134 (31.09) 203 (49.63) 2.02 (1.52-2.69) 1.56 (1.08-2.22)
<7h 46 (10.67) 18 (4.40) 0.52 (0.29-0.93) 0.25 (0.18-0.58)
Impairment
No 395 (91.65) 272 (66.50) 1 1
Yes 36 (8.35) 137 (33.5) 5.52 (3.71-8.22) 5.09 (3.17-8.19)

Those bold results are statistically significant findings.
AOR, adjusted odd ratio; COR, crude odd ratio.
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overlooked public health issue. Additionally, the study employs a
statistically large sample size, enhancing the reliability and
generalizability of the findings. By shedding light on the
prevalence and magnitude of loneliness among older adults, this
research contributes to raising awareness about a critical but
under-recognized social and psychological concern. As a result,
the findings have significant implications for policymakers and
stakeholders, offering evidence-based guidance for interventions
aimed at improving the well-being of older adults.

However, the study also has certain limitations that should be
considered when interpreting the findings. One notable limitation
lies in the measurement of loneliness, which was assessed using a
mean score derived from participants’ responses. While this
approach offers a simplified and quantifiable method for analysis,
it may not accurately capture the full complexity and variability
of individual experiences of loneliness. Specifically, using a mean
score can mask important fluctuations or extremes in loneliness
levels, potentially leading to either an overestimation or
underestimation of the true prevalence and intensity of loneliness
among older adults. This methodological choice may therefore
limit the depth of insight into the nuanced emotional and
social realities faced by the study population. Therefore, we
recommended future researchers to go deep into the issue
using different measures to figure out the severity and true
prevalence of loneliness.

Conclusions

The study showed that nearly half of the participants felt
lonely. Living conditions, family size, self-rated health status,
chronic illness, sleep duration, impairment, and social support
were significantly associated with loneliness.

Data availability statement

The original contributions presented in the study are included
in the article/Supplementary Material, further inquiries can be
directed to the corresponding author.

Ethics statement

The studies involving humans were approved by Ethical
clearance and approval letters were received from the School of
Nursing Ethical Review Committee on behalf of the University of
Gondar Ethical Review Board with the IRB (S/N/172/2015). The
studies were conducted in accordance with the local legislation
and institutional requirements. The participants provided their
written informed consent to participate in this study.

Frontiers in Epidemiology

10.3389/fepid.2025.1545342

Author contributions

DM: Conceptualization, Data curation, Formal analysis,
Investigation, Methodology, Software, Validation, Visualization,
Writing - original draft, Writing - review & editing. ND:
Conceptualization, Formal analysis, Methodology, Supervision,
Validation, Visualization, Writing - original draft, Writing -
editing. AA: Data
Methodology, Software, Supervision, Validation, Visualization,

review & curation, Formal analysis,
Writing - original draft, Writing - review & editing. HA:
Methodology,
administration, Software, Supervision, Visualization, Writing -
draft, editing. CM:
Conceptualization, Data curation, Formal analysis, Investigation,
Methodology, Validation,

Visualization, Writing - original draft, Writing - review & editing.

Conceptualization, Investigation, Project

original Writing - review &

Resources, Software, Supervision,

Funding

The author(s) declare that no financial support was received for
the research and/or publication of this article.
Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Generative Al statement

The author(s) declare that no Generative Al was used in the
creation of this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed
or endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fepid.2025.
1545342/full#supplementary-material

frontiersin.org


https://www.frontiersin.org/articles/10.3389/fepid.2025.1545342/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fepid.2025.1545342/full#supplementary-material
https://doi.org/10.3389/fepid.2025.1545342
https://www.frontiersin.org/journals/epidemiology
https://www.frontiersin.org/

Menewab Birhane et al.

References

1. Newmyer L, Verdery AM, Wang H, Margolis R. Population ageing, demographic
metabolism, and the rising tide of late middle age to older adult loneliness around the
world. Popul Dev Rev. (2022) 48(3):829-62. doi: 10.1111/padr.12506

2. Tani M, Cheng Z, Piracha M, Wang BZ. Ageing, health, loneliness and wellbeing.
Soc Indic Res. (2022) 160(2):791-807. doi: 10.1007/s11205-020-02450-4

3. Cohen-Mansfield J, Hazan H, Lerman Y, Shalom V. Correlates and predictors of
loneliness in older adults: a review of quantitative results informed by qualitative
insights. Int Psychogeriatr. (2016) 28(4):557-76. doi: 10.1017/S1041610215001532

4. Lara E, Martin-Maria N, De la Torre-Luque A, Koyanagi A, Vancampfort D,
Izquierdo A, et al. Does loneliness contribute to mild cognitive impairment and
dementia? A systematic review and meta-analysis of longitudinal studies. Ageing Res
Rev. (2019) 52:7-16. doi: 10.1016/j.arr.2019.03.002

5. Tomstad S, Dale B, Sundsli K, Saevareid HI, Séderhamn U. Who often feels lonely?
A cross-sectional study about loneliness and its related factors among older home-
dwelling people. Int ] Older People Nurs. (2017) 12(4):e12162. doi: 10.1111/0pn.12162

6. Chow SKY, Wong FM, Choi EKY. Loneliness in old age, the related factors, and
its association with demographics and districts of residence. Int | Environ Res Public
Health. (2021) 18(17):9398. doi: 10.3390/ijerph18179398

7. Zhu Y, Liu J, Qu B, Yi Z. Quality of life, loneliness and health-related
characteristics among older people in Liaoning province, China: a cross-sectional
study. BMJ Open. (2018) 8(11):e021822. doi: 10.1136/bmjopen-2018-021822

8. Casabianca EJ, Kovacic M. Loneliness and health of older adults: the role of
cultural heritage and relationship quality. JRC Working Papers in Economics and
Finance. (2022). Available at: https://www.econstor.eu/handle/10419/268931
(Accessed April 04, 2022).

9. Chang H, Huang Y, Liu X. Loneliness Status and related factors among the Hakka
elderly in Fujian, China: based on the health ecological model. J Environ Public Health.
(2022) 2022:2633297. doi: 10.1155/2022/2633297

10. Simon MA, Chang E-S, Zhang M, Ruan ], Dong X. The prevalence of loneliness
among US Chinese older adults. ] Aging Health. (2014) 26(7):1172-88. doi: 10.1177/
0898264314533722

11. Abbas N, Abrar ul Haq M, Ashiq U, Ubaid S. Loneliness among elderly widows
and its effect on social and mental well-being. Glob Soc Welf. (2020) 7:215-29. doi: 10.
1007/s40609-020-00173-5

12. Newmyer L, Verdery AM, Wang H, Margolis R. Older adult loneliness on the rise
around the world. Available at: https://www.niussp.org/individual-and-population-
ageing/older-adult-loneliness-on-the-rise-around-the-world/?print=print ~ (Accessed
March 13, 2023).

13. Asadollahi A, Ghajari O, Yarelahi M, Abnoos AB, Charkazi A. Relationship
between health status and loneliness among kazak older adults in Iran: a cross-
sectional study on their sense of loneliness. Curr Psychol. (2023) 42:20824-32.
doi: 10.1007/s12144-022-03127-6

14. Ong AD, Uchino BN, Wethington E. Loneliness and health in older adults: a
mini-review and synthesis. Gerontology. (2016) 62(4):443-9. doi: 10.1159/000441651

15. McDaid D, Qualter P, Arsenault L, Barreto M, Fett A-L, Hey N, et al. Tackling
loneliness evidence review (2022). Available at: http://eprints.lse.ac.uk/id/eprint/
113578 (Accessed May 09, 2025).

16. Rostami Z, Abbasian M, Soleimanpour H, Mortezaei A, Sarbazi E, Ghasemi M, et al.
Quality of life in older adults, associated factors and its correlation with loneliness and
activities of daily living. [Preprint] (2022). doi: 10.21203/rs.3.rs-2258814/v1

17. Phaswana-Mafuya N, Peltzer K. Prevalence of loneliness and associated factors
among older adults in South Africa. (2017).

18. Somes J. The loneliness of ageing. J Emerg Nurs. (2021) 47(3):469-75. doi: 10.
1016/j.jen.2020.12.009

19. Ward M, Kenny R, Layte R. Loneliness, social isolation, and their discordance
among older adults. (2019).

Frontiers in Epidemiology

09

10.3389/fepid.2025.1545342

20. Kebede AA, Gessesse DN, Tsega NT, Aklil MB, Temesgan WZ, Abegaz MY,
et al. Prevalence and factors associated with maternal loneliness during the
postpartum period in Gondar city. Heliyon. (2022) 8(7):¢09891. doi: 10.1016/j.
heliyon.2022.e09891

21. Mekoya T, Hailu E, Serawit T, Tesfaye T. Loneliness among hospitalized patients
in Jimma Medical Centre, southwest Ethiopia 2021. Int J Afr Nurs Sci. (2023)
18:100529. doi: 10.1016/j.ijjans.2023.100529

22. Shifera N, Mesafint G, Sayih A, Yilak G, Molla A, Yosef T, et al. The
psychological impacts during the initial phase of the COVID-19 outbreak, and its
associated factors among pastoral community in West Omo zone, south-west
Ethiopia, 2020: a community-based study. Psychol Res Behav Manag. (2021)
14:835-46. doi: 10.2147/PRBM.S309194

23. Huang P-H, Chi M-J, Kuo C-L, Wu S-FV, Chuang Y-H. Prevalence of loneliness
and related factors among older adults in Taiwan: evidence from a nationally
representative ~ survey. | Health Care Provision Public Health. (2021)
58:00469580211035745. doi: 10.1177/00469580211035745

24. Marston L, Carpenter JR, Walters KR, Morris RW, Nazareth I, White IR, et al.
Smoker, ex-smoker or non-smoker? The validity of routinely recorded smoking status
in UK primary care: a cross-sectional study. BMJ Open. (2014) 4(4):e004958. doi: 10.
1136/bmjopen-2014-004958

25. Chokkanathan S. Prevalence of and risk factors for loneliness in rural older
adults. Australas ] Ageing. (2020) 39(4):e545-51. doi: 10.1111/ajag.12835

26. Tan SS, Fierloos IN, Zhang X, Koppelaar E, Alhambra-Borras T, Rentoumis T,
et al. The association between loneliness and health-related quality of life (HR-QoL)
among community-dwelling older citizens. Int | Environ Res Public Health. (2020)
17(2):600. doi: 10.3390/ijerph17020600

27. Vozikaki M, Papadaki A, Linardakis M. A philalithis, loneliness among older
European adults: results from the survey of health, ageing and retirement in
Europe. J Public Health. (2018) 26:613-24. doi: 10.1007/s10389-018-0916-6

28. Hajek A, Zwar L, Gyasi RM, Kretzler B, Kénig HH. Prevalence and determinants
of loneliness among the oldest old living in institutionalized settings: study findings
from a representative survey. Z Gerontol Geriatr. (2024) 57(3):214-9. doi: 10.1007/
s00391-023-02196-x

29. Gyasi RM, Aikins E, Hajek A, Opoku-Ware J, Osei BA, Kwabena-Adade J, et al.
Cross-sectional association of food insecurity with loneliness in older adults: the role
of sex, age, and psychosomatic factors. ] Nutr Health Aging. (2024) 28(9):100328.
doi: 10.1016/j.jnha.2024.100328

30. Susanty S, Chung MH, Chiu HY, Chi MJ, Hu SH, Kuo CL, et al. Prevalence of
loneliness and associated factors among community-dwelling older adults in
Indonesia: a cross-sectional study. Int ] Environ Res Public Health. (2022) 19
(8):4911. doi: 10.3390/ijerph19084911

31. Hsu H-C. Typologies of loneliness, isolation and living alone are associated with
psychological well-being among older adults in Taipei: a cross-sectional study. Int |
Environ Res Public Health. (2020) 17(24):9181. doi: 10.3390/ijerph17249181

32. Kil T, Yoon KA, Ryu H, Kim M. Effect of group integrated intervention
program combined animal-assisted therapy and integrated elderly play therapy on
live alone elderly. J Anim Sci Technol. (2019) 61(6):379-87. doi: 10.5187/jast.2019.
61.6.379

33. Hazer O, Boylu AA. The examination of the factors affecting the feeling of
loneliness of the elderly. Procedia Soc Behav Sci. (2010) 9:2083-9. doi: 10.1016/j.
sbspro.2010.12.450

34. Petitte T, Mallow ], Barnes E, Petrone A, Barr T, Theeke L. A systematic review
of loneliness and common chronic physical conditions in adults. Open Psychol J.
(2015) 8(Suppl 2):113-32. doi: 10.2174/1874350101508010113

35. Picou EM, Buono GH. Emotional responses to pleasant sounds are related to
social disconnectedness and loneliness independent of hearing loss. Trends Hearing.
(2018) 22:2331216518813243. doi: 10.1177/2331216518813243

frontiersin.org


https://doi.org/10.1111/padr.12506
https://doi.org/10.1007/s11205-020-02450-4
https://doi.org/10.1017/S1041610215001532
https://doi.org/10.1016/j.arr.2019.03.002
https://doi.org/10.1111/opn.12162
https://doi.org/10.3390/ijerph18179398
https://doi.org/10.1136/bmjopen-2018-021822
https://www.econstor.eu/handle/10419/268931
https://doi.org/10.1155/2022/2633297
https://doi.org/10.1177/0898264314533722
https://doi.org/10.1177/0898264314533722
https://doi.org/10.1007/s40609-020-00173-5
https://doi.org/10.1007/s40609-020-00173-5
https://www.niussp.org/individual-and-population-ageing/older-adult-loneliness-on-the-rise-around-the-world/?print=print
https://www.niussp.org/individual-and-population-ageing/older-adult-loneliness-on-the-rise-around-the-world/?print=print
https://doi.org/10.1007/s12144-022-03127-6
https://doi.org/10.1159/000441651
http://eprints.lse.ac.uk/id/eprint/113578
http://eprints.lse.ac.uk/id/eprint/113578
https://doi.org/10.21203/rs.3.rs-2258814/v1
https://doi.org/10.1016/j.jen.2020.12.009
https://doi.org/10.1016/j.jen.2020.12.009
https://doi.org/10.1016/j.heliyon.2022.e09891
https://doi.org/10.1016/j.heliyon.2022.e09891
https://doi.org/10.1016/j.ijans.2023.100529
https://doi.org/10.2147/PRBM.S309194
https://doi.org/10.1177/00469580211035745
https://doi.org/10.1136/bmjopen-2014-004958
https://doi.org/10.1136/bmjopen-2014-004958
https://doi.org/10.1111/ajag.12835
https://doi.org/10.3390/ijerph17020600
https://doi.org/10.1007/s00391-023-02196-x
https://doi.org/10.1007/s00391-023-02196-x
https://doi.org/10.1016/j.jnha.2024.100328
https://doi.org/10.3390/ijerph19084911
https://doi.org/10.3390/ijerph17249181
https://doi.org/10.5187/jast.2019.61.6.379
https://doi.org/10.5187/jast.2019.61.6.379
https://doi.org/10.1016/j.sbspro.2010.12.450
https://doi.org/10.1016/j.sbspro.2010.12.450
https://doi.org/10.2174/1874350101508010113
https://doi.org/10.1177/2331216518813243
https://doi.org/10.3389/fepid.2025.1545342
https://www.frontiersin.org/journals/epidemiology
https://www.frontiersin.org/

	Prevalence of loneliness and associated factors among older adults at Yilmana Densa District, West Gojjam Zone Amhara region, Ethiopia
	Introduction
	Background

	Methods
	Study area, study design, and period
	Source and study population
	Inclusion and exclusion criteria
	Sample size determination and sampling procedures
	Study variables
	Dependent variable
	Independent variables
	Socio-demographic factors
	Behavioural factors
	Health-related factors


	Operational definition of variables
	Loneliness
	Alcohol use
	Chronic disease
	Social support
	Regular exercise
	Self-rate health status
	Visual and hearing impairments/loss
	Smoking of cigarette

	Data collection tool and procedures
	Data quality control
	Data processing and analysis

	Results
	Socio-demographic characteristics
	Behavior-related factors
	Health-related factors
	Prevalence of loneliness
	Factors associated with loneliness

	Discussion
	Strengths and limitations of the study

	Conclusions
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Generative AI statement
	Publisher's note
	Supplementary material
	References


