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The COVID-19 pandemic has affected the mental and physical health of the general population at any age, but it is expected to have a protracted and severe consequences for younger populations. The pandemic has had several consequences on mental health including anger and irritability, depressive symptoms and somatic complaints, insomnia, lack of motivation, and loneliness. In particular, loneliness and its related negative feelings are thought to be particularly pronounced during young adulthood because of the many social changes that young people deal with during this period of life. Therefore, it is essential to evaluate the type of impact of the pandemic on the mental health of young people and their levels of loneliness experienced during the first phase of the lockdown. Based on the largest Italian study on the effects of the COVID-19 pandemic on the mental health of general population, in this paper we aim to: (1) describe the levels of loneliness in a national sample of Italian young adults aged 18–34 years, during the first wave of lockdown in 2020; (2) evaluate the clinical and socio-demographic differences in young adults reporting low vs. high levels of loneliness; (3) assess the role of clinical symptomatology, coping strategies, levels of resilience, and duration of lockdown as possible predictors of loneliness. The final sample consists of 8,584 people, mainly female (72.6%), single, with a mean age of 26.4 (±4.4) years. The mean score at the UCLA was 47.5 (±13.6), with 27% (N = 2,311) of respondents exceeding the cut-off for high levels of loneliness. High levels of loneliness were predicted by the presence of avoidant coping strategies, such as self-distraction (Beta coefficient, B = 0.369, 95% Confidence Interval, CI = 0.328–0.411), venting (B = 0.245, 95% CI = 0.197–0.293), denial (B = 0.110, 95% CI = 0.061–0.159), and emotional disengagement (B = 0.133, 95% CI = 0.080–0.185). Weeks of exposure to the pandemic were significantly associated with worsening of loneliness (p < 0.000). There is currently considerable interest in trying to reduce loneliness, both within the context of COVID-19 and more generally. Our results highlight that young people are at a higher risk of developing loneliness and suggest that more interventions and practical guidelines are needed.
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INTRODUCTION

The COVID-19 pandemic is a “new” form of trauma affecting different groups of individuals, communities, cities, regions at the same time, with no possibility to identify and limit the “enemy” (1–3). Although the pandemic has affected the mental and physical health of the general population at any age (4–6), it is expected that this global crisis can have protracted and severe consequences for younger populations (7). In fact, the pandemic is posing multiple challenges to young people, through the disruption of daily educational, academic, professional, social, and family life (8, 9).

Due to the rapid spread of the coronavirus, several preventive measures, including physical distance, face masks, home quarantine, and lockdown restrictions have been implemented in order to contain the transmission and the contagion of other people (10, 11).

On March 8, 2020, the Italian Prime Minister announced the “stay at home” order and entered the first national lockdown in response to the COVID-19 pandemic. Based on previous experience with infectious disease outbreaks, quarantine, lockdown, and physical distancing are unpleasant experiences, involving separation from loved ones, uncertainty, and unemployment (12), increased mental distress and post-traumatic symptoms (13–15), anger and irritability (11, 16), depressive symptoms and somatic complaints (17, 18), insomnia (19, 20), suicidal ideation (21, 22), lack of motivation and loneliness (11, 16, 23, 24). In the general population, the adoption of different coping styles (25), the levels of resilience (26) and familiarity with mental disorders (27) have been identified as the most relevant moderators of the impact of the pandemic on mental health (2).

Loneliness is defined as a negative emotion related with the discrepancy between desired and existing relations, and it can be either emotional and social (28, 29). Emotional loneliness is described as a subjective experience resulting from the absence of a close bonding with a person, whereas social loneliness reflects an objective lack of contacts and social networks (30, 31).

Loneliness represents a major public health concern, since it is associated with an increased risk of depressive disorders, anxiety disorders, and suicidal ideation (32), as well as of cardiovascular disease, stroke, coronary heart disease (33, 34), cognitive decline (35), and increased all-cause mortality risk (36–38).

Loneliness and its related negative feelings are thought to be particularly pronounced during adolescence and young adulthood (39) because of the many social and personal changes that young people deal with during this period of life (40–43). Loneliness itself has been referred to as an epidemic, and there have been heightened concerns about its effects during the COVID-19 pandemic (8, 44–46). Therefore, it is essential to evaluate the type of impact of the pandemic and the levels of loneliness experienced by young people (47). By disentangling such complex relationship between pandemic and loneliness, it would be possible to develop ad-hoc preventive strategies targeting the young people (48–50), which are expected to be the most severely hit by the long-term consequences of the pandemic (51–53).

Based on the largest Italian study on the effects of the COVID-19 pandemic on the mental health of general population (27), in this paper we aim to: (1) describe the levels of loneliness in a national sample of Italian young adults aged 18–34 years, during the first wave of lockdown in 2020; (2) evaluate the clinical and socio-demographic differences in young adults reporting low vs. high levels of loneliness; (3) assess the role of clinical symptomatology, coping strategies, levels of resilience, and duration of lockdown as possible predictors of loneliness.



MATERIALS AND METHODS

The COvid Mental hEalth Trial (COMET) is a national trial coordinated by the University of Campania “Luigi Vanvitelli” (Naples) in collaboration with nine university sites: Università Politecnica delle Marche (Ancona), University of Ferrara, University of Milan Bicocca, University of Milan “Statale,” University of Perugia, University of Pisa, Sapienza University of Rome, “Catholic” University of Rome, University of Trieste. The Center for Behavioral Sciences and Mental Health of the National Institute of Health in Rome has been involved in the study by supporting the dissemination and implementation of the project according to the clinical guidelines produced by the National Institute of Health for managing the effects of the COVID-19 pandemic. The COMET was conceived as a cross-sectional observational design using a snowball sampling method for the recruitment of the Italian general population. The full study protocol is available elsewhere (54).

The main outcome measure of the study is the DASS-21, evaluating the general distress on a tripartite model of psychopathology (55, 56). It consists of 21 items grouped in three subscales: depression, anxiety and stress.

The levels of loneliness have been evaluated by the UCLA scale short version, which includes 10 items rated on a 4-level Likert scale (57). Higher values indicate higher levels of loneliness. As reported by Morahan-Martin and Schumacher (58), participants in the highest 20% of responses were classified as “Lonely,” compared with all other participants (“Non-lonely”).

Respondents' socio-demographic (e.g., gender, age, geographical region, working, and housing condition, etc.) and clinical information (e.g., having a previous physical or mental disorder, using illicit drugs or medications, etc.) have been collected through ad-hoc schedules. Other validated and reliable questionnaires included in the study are: the General Health Questionnaire-12 items version (GHQ) (59); the Obsessive-Compulsive Inventory—Revised version (OCI-R) (60), the Insomnia Severity Index (ISI) (61), the Suicidal Ideation Attributes Scale (SIDAS) (62), the Severity-of-Acute-Stress-Symptoms-Adult scale (SASS) (63), the Impact of Event Scale—short version (IES) (64), the Connor-Davidson resilience scale (65), the brief-COPE (66), the short form of Post-Traumatic Growth Inventory (PTGI) (67), the Multidimensional Scale of Perceived Social Support (MSPPS) (68), and (only for healthcare professionals) the Maslach Burnout Inventory (MBI) (69). The present paper is based on a sub-analysis of the sample of young people. A previous survey promoted by the International Labor Organization in the UK, entitled “Youth and COVID-19,” has selected participants aged 18–34 years and therefore the same age group has been considered in the present paper (70).


Ethics and Dissemination

This study is being conducted in accordance with globally accepted standards of good practice, in agreement with the Declaration of Helsinki and with local regulations.

The participants provided their written informed consent to participate in this study. The study has been approved by the Ethical Review Board of the University of Campania “L. Vanvitellii” (Protocol number:0007593/i).



Statistical Analysis

Descriptive statistics were performed in order to describe the socio-demographic and clinical characteristics of the sample. T-test for independent samples and Chi-square have been performed to test differences between “lonely” vs. “non-lonely” participants, as appropriate.

In order to identify possible predictors of the levels of loneliness, a multivariate linear regression model, weighted for the propensity score, was performed, including as independent variables: adaptive and maladaptive coping strategies, having been infected by the COVID-19, having a pre-existing mental disorder, being a healthcare professional. Furthermore, in order to evaluate the impact of the duration of lockdown and of other containment measures on the primary outcomes, the categorical variable “Week” was also entered in the regression models. The models were adjusted for the rate of new COVID-19 cases and of COVID-related mortality during the study period, as well as for several socio-demographic characteristics, such as gender, age, occupational status, having a physical comorbid condition, hours spent on Internet, health status, number of cohabiting people, satisfaction with one's own life, with cohabiting people, and with housing condition. All variables have been managed as reported in detail elsewhere (27).

Missing data have been handled using the multiple imputation approach. Statistical analyses were performed using the Statistical Package for Social Sciences (SPSS), version 17.0 and STATA, version 15. For all analyses, the level of statistical significance was set at p < 0.05.




RESULTS


Global Sample

The final sample consists of 8,584 people, mainly female (72.6%, N = 6,232), single, with a mean age of 26.4 (±4.4). 58.2% of them (N = 5,000) have a university degree and 71.4% (N = 6,131) are single; 7.1% of respondents have lost their job or interrupted their studies during the pandemic.

The majority of participants reported to enjoy their living conditions (66.8%, N = 5,732) and to live with their co-habitants (70.5%, N = 6,055), while 24% of participants (N = 2,094) reported not to be satisfied with their own life. 5.4% (N = 461) participants reported to suffer from a mental disorder and 6.7% (N = 573) of a physical disorder.

The mean score at the UCLA was 47.5 (±13.6), with 27% (N = 2,311) of respondents exceeding the cut-off for high levels of loneliness (Table 1, Figure 1).


Table 1. Socio-demographic characteristics of the sample (N = 8,584).
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FIGURE 1. Distribution of the levels of loneliness.




Differences in “Lonely” vs. “Non-lonely” Respondents

Participants from the “lonely” group reported a higher severity of depressive, anxiety, and stress-related symptoms (DASS-Depression: 13.8 ± 6.8; DASS-anxiety: 8.7 ± 7.0; DASS-stress:17.2 ± 6.1), compared to the “non-lonely” sample (p < 0.0001) (Table 2).


Table 2. Differences in clinical features between lonely and not-lonely participants.
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Moreover, 15.8% (N = 365) of the “lonely” sample scored above the threshold for clinical relevance of obsessive-compulsive symptomatology, with a global severity of obsessive–compulsive symptoms of 12.5 ± 8.7 at OCI-R, significantly higher than the “non-lonely” group (p < 0.05). Suicidal ideation was reported by 13.8% (N =318) of the “lonely” group, with a mean score of 5.1 ± 7.1 at the SIDAS, compared to the 14.3% in the “not-lonely group” (4.7 ± 6.5).

The levels of resilience were significantly lower in participants from the “lonely” group, compared with the remaining sample (p < 0.0001).

People from the “lonely” group also reported to use maladaptive coping strategies very frequently. In particular, self-distraction was frequently used in 38% of cases (vs. 24% of cases in the “non-lonely” group, p < 0.0001), self-blame in 25% of cases (vs. 14.4%, p < 0.0001) and venting in 15.4% (vs. 8.4%, p < 0.0001). On the contrary, people from the “non-lonely” group more frequently used adaptive coping strategies, such as acceptance (47.7% of cases vs. 35.1%; p < 0.0001), planning (40.3 vs. 32%; p < 0.0001), and positive reframing (29% vs. 21.2%; p < 0.0001).



Predictors of Loneliness

According to the multivariate regression model, weighted for the propensity score, high levels of loneliness were predicted by the presence of avoidant coping strategies, such as self-distraction (Beta coefficient, B = 0.369, 95% Confidence Interval, 95% CI = 0.328–0.411), venting (B = 0.245, 95% CI = 0.197–0.293), denial (B = 0.110, 95% CI = 0.061–0.159), and emotional disengagement (B = 0.133, 95% CI = 0.080–0.185). Interestingly, the levels of loneliness were reduced by using adaptive coping strategies, such as search for information (B = −0.125, 95% CI = −0.184 to −0.066), planning (B = −0.106, 95% CI = −0.159 to −0.053) and positive reframing (B = −0.080, 95% CI= −0.127 to −0.034).

Weeks of exposure to the pandemic and to the related containment measures were significantly associated with worsening of loneliness, with Beta coefficient ranging from B = 0.4 (95% CI: 0.078–0.830) during the week April 16–22 to B = 0.323 (95% CI: 0.112–0.534) in the week April 30–May 4 (p < 0.000).

Being infected by COVID-19 and having a pre-existing mental or physical disorder did not impact on the levels of perceived loneliness, even after controlling for gender, age, living in the most severely affected areas, infection rate, and mortality rate for COVID-19 in Italy. We also found that the severity of depressive, anxiety or stress symptoms, of obsessive-compulsive symptoms, of insomnia, post-traumatic symptoms, and suicidal ideation did not have any influence on the levels of loneliness (Table 3).


Table 3. Predictors of the levels of loneliness.
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Finally, high levels of post-traumatic growth, such as appreciation for life (B = 0.160, 95% CI = 0.102–0.219) were a significant protective factor for levels of loneliness (Table 3).




DISCUSSION

The COVID-19 pandemic represents an unprecedent traumatic event, which has completely disrupted the daily routine of the general population worldwide for more than a year now (71). The mental health of young adults has not been fully considered during the first weeks of the pandemic, although it was clear already from the beginning that young people would have been a group at higher risk of developing long-term physical, mental and social problems (72). In particular, the enforced physical isolation due to the public health containment measures can be associated with a subjective feeling of loneliness, which represent a specific dimension to be carefully monitored for the prevention of mental health problems (73). In many individuals, especially the younger ones, the lockdown and physical distancing can have increased the perception of social isolation. Although social isolation—defined as the absence of social interactions, contacts and relationships with others—is conceptually distinguished from loneliness—that is the feeling that one's social needs are not being met by the quantity or quality of one's social relationships, these two dimensions appear to be strongly interrelated, with physical and social isolation being a risk factor for becoming “lonely” (74).

During the ongoing health crisis, there have been calls to ascertain how the pandemic has affected loneliness to ensure that at-risk individuals receive all the necessary support. Therefore, in our study we decided to describe the levels of loneliness in a national sample of Italian adults, during the first wave of the lockdown in 2020, as one of the considered outcome measures.

In the sub-sample of young people aged 18–34 years, the levels of loneliness were quite high, being particularly severe in a third of cases. This is an expected finding, in line with those from other studies carried out in Europe, which highlighted that younger adults, women, people with low income, and those with mental health problems are more likely to be in the highest loneliness class relative to the lowest (75, 76). According to the COVID-19 Psychological Well-being study, people of younger age reported more severe levels of loneliness and were four to five times more likely to report loneliness, compared with older adults (77). In a sample of US young adults aged 18–35 years, the prevalence of loneliness was estimated at 43% (78). In this sample, results indicated a trend toward moderate levels of loneliness, with women reporting significantly more feelings of loneliness compared to men. In our sample, we did not find gender differences in the levels of loneliness, but this finding could be due to the overrepresentation of female population compared to male.

Furthermore, young people in the highest loneliness cluster reported a higher severity of depressive, anxiety and stress symptoms, of obsessive-compulsive symptomatology, and a high rate of suicidal ideation, even compared with the global COMET sample (27). As expected, people belonging to the group with highest rates of loneliness were those with more severe levels of psychiatric symptoms, confirming that loneliness is strongly associated with depression and other mental disorders both in old (79) and young adults (80, 81). Although loneliness has been traditionally linked with older adults (32, 82, 83), even young adults up to the age of 25 may experience high levels of loneliness (55, 84). These data confirm the hypothesis that loneliness can represent a useful dimension to be carefully monitored in routine clinical practice by healthcare professionals working with adolescents and young people (85, 86).

Another interesting finding is that adaptive coping strategies, such as planning and positive reframing, work as protective factors against loneliness. This is a relevant finding considering that coping strategies may easily change following specific psychosocial interventions, such as psychoeducation (87, 88) and problem-solving oriented interventions (89) or by improving the levels of resilience (25, 81, 90, 91).

Furthermore, we also found that the levels of loneliness tend to increase over time, being more severe in the last weeks of the lockdown, as confirmed in our regression models controlled for all respondents' socio-demographic characteristics. This finding confirms the hypothesis that the duration of containment measures significantly influences mental health and well-being of the general population (27, 92, 93). The same trend in the levels of self-reported loneliness was reported by Bu et al. (76), who described a U-shaped trajectory in the levels of loneliness in the period June-November 2020, corresponding to the limitations to social activities due to the lockdown policies (94). In fact, young people aged between 18 and 29 reported higher levels of loneliness, but with a decrease in loneliness in the first period of the pandemic, from March to May 2020 (76, 95–97).

In addition, being employed and being a student were associated with a lower risk of loneliness during the pandemic. This is consistent with Arnett's theory (98) that working and education status might potentially be signs of age-specific personal achievements (99). Moreover, school and workplace may also help young adults to increase their social network and to reduce social disconnection (100–102). Prolonged school closures, strict social isolation from peers, extended family, and community networks, economic shutdown, and the pandemic itself may have contributed to the mental health problems of many adolescents and young adults (103–105). Being confined to home leads to disturbances in sleep/wake cycles and physical exercise routines, and promotes the excessive use of technology (106–109). Further studies are needed in order to evaluate the long-term effects of these conditions on the development of full-blown mental health disorders (110, 111).

The present study has some limitations which are hereby acknowledged. First, the snowball sampling methodology could have led to a selection bias, with only those interested in the psychological consequences of the pandemic willing to participate (112). Second, the cross-sectional design of the survey prevents us to delineate any causal relationship between the selected variables. Third, several variables which could have had an impact on the levels of perceived loneliness, such number of contacts with peers (prior and during the pandemic), time spent with friends/peer, quality of social relationship, number of social activities in which they are usually involved, desire for social contact (113–115), the quality of family communication styles, and the individual acceptance and attitudes toward restrictive measures related to the pandemic, have not been collected in our study. Fourth, it is very difficult to disentangle the complex relationship between the exposure to COVID-19 pandemic and other contextual factors contributing to the levels of loneliness. In this study, the proxy measure selected is represented by the variable “weeks of lockdown,” but it should be acknowledged that many other variables could have had an influence on the loneliness levels.

Finally, our sample cannot be considered fully generalizable of all young people because we could recruit only people aged 18 years or more.

Among its strengths, we should consider that this is one largest surveys carried out in Italy on the effects of the COVID-19 pandemic on the mental health and well-being of the general population. Moreover, given the large sample size, we could analyze differences and similarities between young and old people, but also between males and females (116). Finally, the large battery of used tests allowed us to test the effects of loneliness on several mental health dimensions and symptoms.

Overall, our findings suggest that the levels of loneliness during the weeks of the first strict lockdown were high in young adults. People using maladaptive coping strategies, such as self-blame or self-distraction, were at higher risk for reporting highest levels of loneliness. However, certain social factors such as having close friends, having strong perceived social support, having high levels of resilience and using adaptive coping strategies were protective factors. There is currently considerable interest in trying to reduce loneliness within society, both within the context of COVID-19 pandemic and more generally (117–121). Our results highlight that young people are at a higher risk of developing loneliness and suggest that more interventions and practical guidelines are needed.
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