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ABSTRACT
Menopause is a stage of the life cycle known for physical, mental, and emotional
changes. Many women report feeling isolated and lonely during this time due to changes
in hormones and physical appearance, lack of sleep, uncertainty about their role after
raising children, and cultural pressures to remain thin and beautiful. Due to the lack of
education and normalization of this life change, women often withdraw and become
increasingly depressed or anxious, as a result. Loneliness is associated with higher levels
of depression, anxiety, suicidality, premature death, and a variety of other physical
ailments. However, previous research suggests that the practice of solitude, faith,
perspective-taking, self-talk, and social connection are effective in reducing these
symptoms. In this phenomenological study, women who were identified as being of
menopausal age (40-60 years) were interviewed about their experience of loneliness and
subsequent coping skills during this life stage. The goal of this study was to learn from
the insight and practice of menopausal women in how they coped with loneliness and
altered their perspective of being alone. Participants sought relief through the practice of
solitude, faith, perspective-taking, self-talk, and social connection. Key factors that
enabled women to access these skills had to do with the normalization and validation of
their experience, which was needed from partners, peers, medical practitioners, and
therapists. This information was then conveyed to medical, spiritual, and mental health
practitioners to enhance their assessment and treatment of women presenting with
loneliness and other symptoms related to menopause.
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CHAPTER 1: INTRODUCTION TO THE STUDY
Introduction

The detrimental side effects of loneliness, including physical and psychological ailments,
have been well documented (Achdut & Refaeli, 2021; Arbuckle, 2022; Arimoto & Tadaka, 2021,
Brown & Munson, 2020; & Curran et al., 2019). McKenna-Plumley et al. (2021) observed that
the COVID-19 pandemic of 2020 taught us that physical distance contributes to individual
feelings of social isolation and disconnect, despite the advances in technology that allow for
virtual communication. In addition, they explained that loneliness is a subjective, and therefore
often hidden, experience that is based upon the disconnect between one’s expected and actual
social connections. Within this context, loneliness may occur and can contribute to a variety of
internalizing and externalizing symptoms, including hopelessness, isolation, suicidal ideation,
loss of purpose, relational problems, substance abuse, uncontrolled anger, conflict with friends
and family, and existential crisis (Adamczyk et al., 2022; Austin et al., 2018; Davis et al., 2019;

Maes et al., 2019; Mund et al., 2020; Trevino et al., 2019; Williams, 2022).

Although loneliness is a universal experience and occurs across the lifespan, certain
epochs seem to be especially vulnerable to loneliness and its negative side effects (Arimoto &
Tadaka, 2021; Augustijn, 2021). This holds true despite culture, as well. One of these specific
phases in the lifespan is menopause, which often coincides with physical changes, launching of
children from the home, and reevaluation of a woman’s purpose and meaning (East et al., 2017,
Gadban & Goldner, 2020; Guthrie-Gower & Wilson-Menzfeld, 2022; Lee et al., 2019; Ozcan et
al., 2022; Pineros-Leano et al., 2021).

Background



One of the factors that complicates loneliness among women, whether they are
experiencing post-partum depression, discontent with the sadness of being an empty nester, or
gaining weight due to menopause, is the stigma and pressure associated with disclosing this
experience and seeking validation and support. For example, Lee et al. (2019) explained that,
particularly in Western culture, there is pressure to appear happy, well adjusted, and radiant
following the birth of a baby. There is also the belief that women should be relieved their
children are grown and successfully out of the home (Yazdkhasti et al., 2019). When women
unexpectedly feel sad or lonely, therefore, they often choose not to disclose their feelings in
order to save face and avoid judgment.

Not only are pregnancy and delivery reported to be times of profound loneliness for
women, but menopause is often associated with these feelings, as well (Ozcan et al., 2022). With
an average age of onset at 51, Ozcan et al. found the menopausal stage to be fraught with
loneliness for many women. According to their study, most women (99%) did not view
menopause as a normal life process and expressed fears of losing their beauty, femininity, role,
and significance once they were no longer able to have children or had raised their children. In
tandem with various physical and sexual changes, Ozcan et al., Kaur & Kaur (2021), and
Yazdkhasti et al. (2019) also found that menopausal women felt increasingly lonely and suffered
from a displaced sense of self and purpose.

Given the risk of depression, anxiety, and disillusionment associated with loneliness,
symptoms which can also foster shame and make it difficult for women to seek help, it is
important this period of the lifespan not be overlooked. In keeping with Jovicic and McPherson’s
(2019) recommendation, it is essential to develop an individual and personalized understanding

of loneliness in order to treat it appropriately. While there exists a significant amount of research



that focuses on quantitative measures of loneliness, particularly among the elderly, there is still
so much to learn about how to prevent or overcome loneliness. In addition, we lack
understanding about how women can learn to cope positively with the myriad changes that occur
during the menopausal years. Although the physical aspects of menopause are often talked about
in medical journals, there is a lack of conversation and knowledge among mental health
practitioners about the internal experience of isolation and loneliness associated with this stage
of life, in part because women do not talk about it openly (Kaur & Kaur, 2021; Kent-Marvick et
al., 2022; Lee et al., 2019; McComb et al., 2020; Ozcan et al., 2022; Yazdkhasti et al., 2019). In
addition, the current literature seems more focused on the negative side effects of loneliness
versus learning which skills and coping mechanisms already exist to successfully abate

loneliness in its most detrimental forms.

In addition to the psychological research conducted on loneliness, the Bible also offers a
human and balanced perspective on this topic. In its portrayal of individual struggles and
victories, the Bible does not shy away from the experience of loneliness and solitude, providing
pictures of the isolation one can feel from others and God, while also encouraging individuals to
seek out moments of solitude to pray, reflect, and to be refreshed.

The Psalms written by David are one of the most recognizable acknowledgements of
loneliness. For example, David often wrote about feeling abandoned by God, asked if God had
forgotten him, and beseeched God to remember him. One instance of this can be found in Psalm
10:1 when David asked, “God, are you avoiding me? Where are you when I need you?” (The
Message, 2002/2010). On another occasion, he wrote “Why did you dump me miles from
nowhere? Doubled up with pain, I call to God all the day long. No answer. Nothing. | keep at it

all night, tossing and turning” (The Message, 2002/2010, Psalm 22:1-2). While these passages



coincided with David’s ongoing retreat from King Saul and his feelings of loneliness related to
God’s lack of tangible intervention, other passages addressed the loneliness he felt as a result of
his family’s rejection and the prolonged period he was running from Saul and hiding in caves.
Each of these accounts described the emotional and psychological agony of being alone, feeling
forgotten or rejected, isolated from society, and frustrated with the lack of change. Although
David had great faith, he was also a man who experienced the very real pain of loneliness. In
fact, on more than one occasion, David expressed depressed and suicidal thoughts: “God, God,
save me! I’'m in over my head, Quicksand under me, swamp water over me, I’'m going down for
the third time. I’'m hoarse from calling for help, Bleary-eyed from searching the sky for God”
(The Message, 2002/2010, Psalm 69:1-3). Again, this passage coincided with David’s exile from
home and the people he loved while fleeing King Saul, reflecting the gravity of the isolation and
loneliness he felt.

While David’s Psalms depicted a bleak picture of loneliness, separate accounts in the
Bible tell of Daniel’s daily habit of withdrawing to his room in order to pray (The Message,
2002/2010, Daniel 6:10), of Mary’s silent cherishing of all the things she witnessed surrounding
Jesus’ birth (The Message, 2002/2010, Luke 2:19), and Joseph’s demand to be left alone with his
conflicting emotions of sorrow and relief when reunited with his brothers in Egypt (The
Message, 2002/2010, Genesis 45:1-2). Each of these stories demonstrated an individual’s pursuit
of solitude to either grieve, reflect, or seek God’s presence and direction. Even Jesus sought
solitude to pray (The Message, 2002/2010, Matthew 14:23; 26:39) and grieve the death of his
cousin John (The Message, 2002/2010, Matthew 14:13).

One of the most straightforward admonishments for solitude in the Bible is found in

Lamentations 3:28-30: “When life is heavy and hard to take, go off by yourself. Enter the



silence. Bow in prayer. Don’t ask questions: Wait for hope to appear” (The Message,
2002/2010). This passage acknowledges the painful and overwhelming challenges of life, while

also offering a solution, which is solitude.

This study explored the skills of solitude, practicing faith, perspective-taking, self-talk,
and social connection to observe whether they helped to reduce the detrimental effects of
loneliness among women during the menopausal years. This included examining the coping
strategies women have adapted across social, cultural, and economic contexts that have allowed
them to navigate being alone and to thrive despite loneliness. According to Nelson et al. (2022),
it is important to recognize that loneliness may occur within specific contexts of gender, culture,
and race, the nuance of which quantitative studies often overlook. Conducting a qualitative
study, therefore, added to the existing knowledge about loneliness and its related coping
mechanisms by going directly to the individuals who have experienced it and learning from their
in-depth description of the thought processes, emotions, and behaviors related to loneliness and
their subsequent coping skills.

Problem Statement

Loneliness is a universal phenomenon that encompasses the entire lifespan and is
experienced across all cultures, genders, and age groups. It occurs when there is a disconnect
between an individual’s expected social interaction or experience of intimacy and their actual
experience (Mund et al., 2020). When this disconnect in qualitative or quantitative connection is
internalized as negative or deficient, then loneliness occurs (Arimoto & Tadaka, 2021; Franssen
et al., 2020). Salo et al. (2020) and Hemberg et al. (2021) observed there are two types of
loneliness: social and emotional. The former is a perception of being disconnected from friends

or social experiences, feeling left out, or sadness about not connecting with one’s peer group,



cohort, or activity-related group. This type can cause an individual to isolate even more out of
fear of being rejected (Pearce et al., 2022). The latter, known as emotional loneliness, is an
internalized feeling of sadness or loss due to a lack of connection with friends and family. This
type can lead to withdrawal, low self-esteem, or self-loathing. According to Hemberg et al. and
Salo et al., this does not necessarily signify the absence of relationships (quantity), but the lack
of or desire for interpersonal intimacy (quality).

The menopausal years are known to bring both social and emotional loneliness for many
women, which compounded with the vast physical and familial changes at this time of life, can
lead to high levels of depression and anxiety (Kaur & Kaur, 2021; Maes et al., 2019; Ozcan et
al., 2022). As such, Ozcan et al. (2022) advocated for a deeper understanding of the root cause of
women’s varying emotions and loneliness during the menopausal years so that prevention efforts
and appropriate interventions can be utilized as deterrents against debilitating loneliness. The
current gap in psychological and medical literature on this topic leaves women wanting for
validation and support. Ozcan et al. noted this lack of validation and normalization prevents
many women from disclosing their concerns and mental health struggles, which then perpetuates
their tendency to withdraw, feel isolated or ashamed, and to develop anxiety and depression as a
result.

The literature reviewed in this study demonstrates that the skills of practicing faith,
perspective-taking, positive self-talk, and social connection are highly effective in reducing
loneliness among a variety of populations (Arbuckle, 2022; Batcho, 2021; Bjgrge et al., 2019;
Fakoya et al., 2021; King, 2018; Nguyen et al., 2018; Oles et al., 2020; Pineros-Leano et al.,
2021; Preece et al., 2021; & Thomas, 2023). Furthermore, Nguyen et al. (2018) found that

people’s mood and ability to emotionally regulate decreased when alone, noting this was more



likely when alone time was unwanted or prolonged. However, they also found that for those who
understood the personal benefits of solitude, affective responses were more positive and being
alone was not considered an experience to avoid. These studies indicate that people possess
within themselves the ability to practice perspective-taking, self-talk, solitude, and social
connection when taught (Abedi et al, 2020; Batcho, 2021; Gadban & Goldner, 2020; Nelson et
al., 2022; Pineros-Leano et al., 2021; Ross et al., 2021; Tagomori et al., 2022; & Yazdkhasti et
al., 2019). In addition, it is worth noting the influence of accurate information in normalizing
feelings of loneliness, which is key to helping individuals feel less isolated in their experience
and more likely to talk with others. With this in mind, the author of this study questioned
whether menopausal women could benefit from these coping mechanisms if given the
opportunity to learn them. In order to know what education and training are necessary for
menopausal women, it is important to first understand the experience of loneliness among this
population, as well as factors related to reducing loneliness.
Purpose of the Study

The purpose of this qualitative phenomenological study was to explore the lived
experience of loneliness in menopausal women. Furthermore, factors related to reducing
loneliness in this life stage were examined.

Research Questions

Research Questions

RQ1: How do menopausal women describe their experience with loneliness?

RQ2: How do menopausal women describe the factors related to reductions in loneliness

during the menopausal years? For the present study, these factors were identified as the

practice of solitude, faith, perspective-taking, self-talk, and social connection.



Assumptions and Limitations of the Study

Anticipated limitations with this study had to do with the format intended to collect data,
which was through individual and group interviews. This type of data collection is inherently
time consuming and requires extremely thorough note taking, correctly working recording
devices or technology, and a very careful review of the information gathered in order to
accurately represent the participants’ lived experiences and categorize them into themes.
Retention could have also been an issue during the time elapsed between individual and group
interviews, although the author scheduled these interviews relatively close together and asked
participants to agree to both interviews upon providing consent to reduce attrition. Having said
that, participants were also informed that they could discontinue participation in the study at any
time for any reason without fear of retribution.

Another potential challenge had to do with the author’s own bias getting in the way in the
form of judgments or preconceived ideas. This is why it was essential for the author to practice
self-awareness and bracket herself from the information shared, as much as possible. It was also
important for the author to suspend judgment or personal beliefs regarding loneliness, its clinical
side effects, and best practices for resolving loneliness so that participants could shed light on the
coping mechanisms that worked best for them. Limitations to this study had to do with the
generalizability of participants to a larger menopausal population, especially across culture.
Although menopause and loneliness are joint phenomena reported across culture and
demographics (Kaur & Kaur, 2021; Ozcan et al., 2022; & Yazdkhasti et al., 2019), those who
choose to respond to the recruitment notice may have been more inclined to participate in

research studies, had some vested interest, or may have only represented a certain segment of



women. Finally, it was possible that participants’ recollection of events may have been distorted
by time and loss of memory.

As for assumptions, the author assumed that participants would describe their experience
of the menopausal years and loneliness accurately, which was facilitated by the open-ended
interview style of this study. In this type of phenomenological qualitative study, participants are
assumed to possess the knowledge to answer the author’s questions and to be experts in their
own experience.

Theoretical Foundations of the Study

According to the social evolutionary theory, loneliness is theorized to act as a protective
mechanism against possible rejection and increases one’s awareness of social connection (Pearce
et al., 2022). Mund et al. (2020) expanded on this idea by explaining that over time, humans have
come to rely upon social interaction as a form of support, thereby helping to ensure survival.
Having access to multiple relationships that are also diverse in nature is known to decrease the
likelihood of being isolated and therefore, reduces the risk of developing various negative
psychological, physical, and neurological problems associated with social isolation.

In their work with existential-humanistic self-development theory (EHSDT), DeRobertis
and Bland (2019) expand upon this idea of social development and how social connection
inhibits isolation and subsequent loneliness. They describe the theory as one that views the
development of a holistic self, occurring within the context of relationships. According to this
theory, development consists of an ongoing process known as “negotiation of paradox,” which
takes place within this social context (DeRobertis & Bland, 2019, p. 5). It involves the never-
ending development of the “person-in-process” who actively and intentionally grows in their

self-awareness within the system, or environment, in which they exist (DeRobertis & Bland,
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2019, p. 6). DeRobertis and Bland further explain that as part of their development, humans
strive to reduce stress related to their environment or certain life challenges (paradoxes) through
self-regulation, including emotional regulation. They also practice self-enriching activities, such
as engaging with others, because this act reduces the tension or stress mentioned above and
releases pleasure. In other words, EHSDT views humans as consistently making efforts to reduce
their isolation from others and to actively engage in connection with them out of an innate
awareness that this is good for physical and emotional well-being. DeRobertis and Bland also
note that because EHSDT pays attention to individuals’ lived experience, it prioritizes
phenomenological research, thus making it an appropriate fit for this present study.

Like DeRobertis and Bland (2019), Purswell (2019) explains that humanistic learning
theory views development as a holistic process which involves the emotional, social, and mental
aspects of every human being. Rather than focusing on the acquisition of knowledge, this theory
states that one’s unique way of interacting with the world shapes his/her application of abilities
and knowledge. Integral to this theory, Purswell explains, are Rogers’ tenets of empathic
understanding, unconditional positive regard, and transparency. In Rogers’ view, these elements
are necessary for healing within the therapeutic setting, as well as for respect and growth within
the academic one. Likewise, this present study was curious about how these elements of social
connection, imbued with empathy, transparency (which leads to normalization), and self-
knowledge, reversed the experience of loneliness during menopause and allowed women to feel
connected and supported.

The Bible also offers insight and instruction for addressing loneliness by embracing
solitude as an avenue for reflection, prayer, and perspective-taking (The Message, 2002/2010,

Psalm 3:7; Lamentations 3:29-30). Additionally, the biblical scriptures emphasize the importance
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of community and social connection with like-minded peers as a means of gaining support and
staying the course (The Message, 2002/2010, Luke 1:39, 56; Acts 2:42-47; James 3:18). These
constructs of loneliness, solitude, reflection, self-talk, perspective-taking, and social connection
were explored throughout this study as they pertained to women’s lived experience of loneliness
during the menopausal years.

Definition of Terms
The following is a list of definitions of terms that were used in this study:
Emotional Loneliness - An internalized feeling of sadness or loss due to a lack of connection
with friends and family. This type can lead to withdrawal, low self-esteem, or self-loathing. This
does not necessarily signify the absence of relationships (quantity), but the lack of or desire for
interpersonal intimacy (quality) (Hemberg et al., 2021; Salo et al., 2020).
Isolation - An absence of relationships, which is an objective experience observable by others
(Thomas & Azmitia, 2019; Williams, 2022).
Loneliness — A subjective, internal emotional interpretation and response to being alone
(Thomas & Azmitia, 2019). A phenomenon that occurs when there is a disconnect between an
individual’s expected social interaction or experience of intimacy and their actual experience
(Mund et al., 2020). When this disconnect in qualitative or quantitative connection is internalized
as negative or deficient, then loneliness occurs (Arimoto & Tadaka, 2021; Franssen et al., 2020).
Menopause — Signified by 12 months of amenorrhea, the absence of a menstrual cycle, with no
other explanation. This represents the end of a woman’s ability to reproduce (Minkin, 2019).
Social Loneliness - The perception of being disconnected from friends or social experiences and
feeling left out. It also includes sadness about not connecting with one’s peer group, cohort, or

other activity-related group (Hemberg et al., 2021; Salo et al., 2020).
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Solitude — May be intentional or unintentional. When solitude is not intentional it can lead to the
painful experience of longing for interaction and belonging, especially when an individual feels
he/she has been excluded from a particular social group (Teneva & Lemay, 2020). When it is
intentional, however, Thomas (2023) and Thomas and Azmitia (2019) noted that solitude is
distinguished from loneliness in that it is seen as a time to relax, pursue personal interests, and
reflect.

Significance of the Study

This phenomenological qualitative study was significant in that it allowed practitioners to
gain a broader understanding of participants’ lived experience of loneliness and the subsequent
coping mechanisms they have developed to alleviate the negative mental and emotional side
effects of loneliness during the menopausal years. By gathering first-hand information via semi-
structured interviews, this study highlighted participants’ differing experiences, perspectives of
loneliness, and ways in which they have learned to manage and cope throughout the menopausal
years. These first-hand accounts also helped to identify what other factors, if any, contributed to
the development or sustainment of loneliness during this period of the lifespan.

Given there is little research to date regarding the experience of loneliness for women
during the menopausal years due to their shifting roles, purpose, and physicality, this study also
had the potential to validate and normalize this experience for many women. Normalization is
key to seeking help for many individuals and when practitioners are made aware of the potential
for unique struggles during menopause, they can screen for depression, anxiety, and other mental
health issues related to this stage of life. Additionally, they can teach skills of coping and
resiliency that come directly from other women who have successfully navigated these

challenges by employing said skills. The author of this study intended to make this information
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available to mental health clinicians to enhance their understanding of loneliness, as well as their
ability to properly identify the needs and treatment interventions for this population. Ultimately,
the goal for this study was for menopausal women to feel validated in their experience and to
gain understanding and skills that will enable them to regain hope and perspective, eliminate
loneliness and its negative side effects, and finally, to embrace their life changes while
continuing to move forward in healthy and adaptive ways.

Summary

Loneliness can be a very isolating experience for many and when it occurs during certain
transitional times during the lifespan, it can be especially debilitating. Salo et al. (2020) found
that loneliness can cause anxiety, depression, low self-esteem, and withdrawal. In addition,
loneliness creates a very real sense of distress for many (Franssen et al., 2020), which can lead to
suicidality in some cases, as well as a sense of despair or questioning of one’s purpose (Achdut
& Refaeli, 2021; Williams, 2022).

The menopausal years (typically between the ages of 40 and 60), are often reported to be
years of isolation, a decreased sense of purpose or importance, lowered self-esteem due to
physical and sexual changes, and sadness related to the launching of children or inability to
physically have more children (Ozcan et al., 2022). However, some women across a variety of
cultures and socioeconomic situations have decided to find happiness or pursue hobbies or other
interests as a means of coping with these changes (Abedi et al., 2020; Gadban & Goldner, 2020;
Guthrie-Gower & Wilson-Menzfeld, 2022; Kaur & Kaur, 2021; Pineros-Leano et al., 2021,
Prinzing et al., 2023; Ross et al., 2021; & Yazdkhasti et al., 2019). The studies of Batcho (2021),
Bjarge et al. (2019), Fakoya et al. (2021), Kang et al. (2021), King (2018), McKenna-Plumley et

al. (2021), Nelson et al. (2021), Nguyen et al. (2018), Oles et al. (2020), Paredes et al. (2021),
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Preece et al. (2021), and Thomas (2023) have also shown that practicing faith, positive self-talk,
perspective taking, and engaging in solitude or social connection are known to reduce the
negative side effects of loneliness. This study utilized the information gained in semi-structured
interviews with women who have experienced loneliness in various stages of menopause to learn
about the coping skills they employed to help them navigate this life stage in healthier and less

lonely ways.
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CHAPTER 2: LITERATURE REVIEW
Overview

While there exists a significant amount of research that focuses on quantitative measures
of loneliness, particularly among the elderly, there is still so much to learn about how to prevent
or overcome loneliness. In addition, there is very little research (quantitative or qualitative) about
this topic as it pertains to women during the menopausal years. Although the physical aspects of
menopause are often talked about in medical or social circles, there is a lack of conversation and
knowledge about the internal experience of isolation and loneliness associated with this stage of
life. In addition, the current literature seems more focused on the negative side effects of
loneliness versus learning which skills and coping mechanisms already exist to successfully
abate loneliness in its most detrimental forms.

The literature reviewed in this chapter addresses the negative mental and emotional side
effects of prolonged or unwanted isolation, specifically how it contributes to feelings of
loneliness, anxiety, depression, and low self-esteem. It also sheds light on the ways these
symptoms are often exacerbated and uniquely experienced throughout the pre-, menopausal, and
post-menopausal years of the life span. Finally, the literature demonstrates how certain skills,
such as perspective taking, positive self-talk, practicing faith, and social connection, act as
moderating factors on the negative effects of loneliness (Brinthaupt, 2019; Jenkins et al., 2022;
Thomas & Azmitia, 2019).

Description of Search Strategy

The literature review for this study was conducted by using the electronic search engines

PsycINFO, ProQuest, and Google Scholar. These search engines were chosen in order to review

literature from a variety of disciplines, including psychology, sociology, medicine, and religion.
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Search terms included the constructs of loneliness and mental illness, loneliness and depression
or anxiety, solitude and mental health, loneliness and menopause, traits of practicing solitude,
and so forth. Each search resulted in new terms that were also pursued, including perspective-
taking and loneliness, reflection and solitude, and maternal loneliness. Both qualitative and
quantitative studies were reviewed, as well as meta-analyses. Only studies published since 2019
were reviewed. Other delimitations included only scholarly and peer reviewed articles, full text
articles, and articles written in or translated to English.

The biblical portion of this study was conducted through word study using Strong’s
concordance (1990), as well as the author’s own knowledge of the biblical scriptures.

Review of Literature

There is a high correlation between loneliness and depression, cognitive impairment, low
self-esteem, aggression, and apathy (Teneva & Lemay, 2020). In fact, according to Jenkins et al.
(2022), individuals who struggle with certain mental health issues are more likely to experience
loneliness, as their diagnosis may lead to further exclusion or isolation. In their meta-
ethnography of 20 qualitative studies regarding the experience of loneliness among cancer
patients, Raque-Bogdan (2019) found that loneliness is an internalized feeling, one that often
remains unseen or misconstrued by others. This is especially true when patients fear judgment
for their feelings of loss, grief, and loneliness. In the articles reviewed in this study, cancer
survivors described feeling increasingly isolated due to the lack of relatability to their experience
and subsequent emotions. To compound matters, they also struggled with the impersonal
healthcare system that was not designed to recognize or address their varying emotions. Raque-
Bogdan’s analysis highlighted three important contributions to the creation of loneliness, which

will also be recognized throughout the following examples from other literature. In addition, they



17

recommended these themes be kept in mind when designing interventions to help reduce
loneliness. These themes included shame, isolation, and a treatment system and social structure
ill-equipped to deal with the negative side effects of loneliness.
Components of Loneliness

There are various components to loneliness, including physical, mental, emotional,
relational, and spiritual. Depression, anxiety, suicidality, hopelessness, isolation, and loss of
purpose are known as internalizing symptoms, whereas romantic crisis, substance abuse, the act
of suicide, behavioral problems, withdrawal, and noncompliance with medical treatment are
considered externalizing symptoms (Adamczyk et al., 2022; Austin et al., 2018; Davis et al.,
2019; Maes et al., 2019; Mund et al., 2020; Williams, 2022).
Physical Component

Mund et al. (2020) and Williams (2022) noted that loneliness can increase the risk of
inflammation, high blood pressure, heart disease, stroke, and early death, particularly by suicide.
In her review of the physical and mental health effects of loneliness, Williams, who is a mental
health nurse and educator, referred to the United Kingdom and Wales’ conclusion that loneliness
was a greater contributor to premature death than obesity (Combating Loneliness One
Conversation at a Time, MP Jo Cox Commission on Loneliness, 2017). Additionally, she
observed that the Coronavirus pandemic of 2020, which forced people of all ages and
demographics into isolation, added significantly to the public health issue previously recognized
by the government in those countries. She further differentiated between “transient” and
“chronic” loneliness (Williams, 2022, p. 17). The former type, explained Williams, is one that is
experienced by all individuals and acts as a signal to address qualitative or quantitative needs for

social interaction, much like hunger or fatigue. If these needs are not met, however, then the
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second type of loneliness can occur. In this chronic type of loneliness, individual risk of heart
disease and stroke increase by 29% and 32%, respectively. King (2018) also provided
information about the physical side effects of loneliness, explaining it is related to higher blood
pressure and cholesterol rates, as well as weight gain. Furthermore, King noted that loneliness is
responsible for a 26% increase in premature death, which she compared to smoking 15 cigarettes
per day.
Behavioral Component

Behavioral problems, including smoking or other substance abuse and a sedentary
lifestyle, may also be bi-products of loneliness (Mund et al., 2020). In addition, Mund et al.
found loneliness may have trait-like characteristics, much like personality, suggesting some
individuals will be consistently lonelier than others. They reviewed research that took into
consideration interpersonal characteristics at various stages in the life span and their subsequent
impact on loneliness. For this meta-analysis, they reviewed 75 longitudinal studies that utilized
specific measurements of loneliness, in addition to meeting other criteria for empirical
psychological research. They also subdivided the research into age groups across the life span
from six to 80.1 years or older. Multiple potential moderators of loneliness were identified,
including cohort, gender, type of loneliness, geographic location, and type of assessment utilized
to measure loneliness.
Mental Component

When it comes to the mental component, loneliness can limit development of problem
solving and identity (Hemberg et al., 2021) and can also lead to hypervigilance and suspicion of
others (Williams, 2022). As part of a larger study on the experience of loneliness among

adolescents, Hemberg et al. (2021) recruited 15 participants between the ages of 17 to 30 from a
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Finnish university. They conducted semi-structured interviews focused on mental health,
loneliness, and childhood trauma. Per their hypothesis, Hemberg et al. found those individuals
who intentionally chose to spend time alone felt positive about this experience and were less
likely to report feeling lonely. Those who did not willingly seek out solitude, however, reported
higher levels of depression, anxiety, physical side effects, and stress. The first group welcomed
their solitude because it fostered creativity, rest, time to think, and a chance to focus on personal
needs. The second group felt increasingly left out, isolated, and ashamed, turning their loneliness
inward until it created a sense of self-loathing. Hemberg et al. suggested that normalizing alone
time as a developmentally appropriate and personally constructive experience could help to
change one’s perspective of loneliness.
Emotional Component

Emotionally, Salo et al. (2020) discovered that loneliness often leads to low self-esteem,
withdrawal from others and social activities, and heightened depression or anxiety. In their
longitudinal study of 318 Finnish children in the fourth through sixth grades, Salo et al. built
upon existing research that distinguished between social and emotional loneliness and examined
how generational patterns of loneliness may be affected by gender. Their aim with this two-
dimensional approach was to recognize the gender-specific influences on social and emotional
loneliness, as well as to identify evidence-based supports for the entire family system. The
children completed a self-report Likert scale questionnaire regarding their experience of social
and emotional loneliness five separate times over the course of a two-and-a-half-year period.
Parents (275 mothers and 246 fathers) of these children completed a separate assessment
regarding their experience of loneliness at the initial starting point. Salo et al. discovered that

both types of loneliness in children often lead to depression in later years. Since children develop
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both social and emotional attachment within their family context, Salo et al. concluded that
awareness and support during the early years is critical.

In her interactions with patients, Williams (2022) discovered that many individuals report
not wanting to burden others, so instead of connecting with friends, family, or co-workers, they
withdraw further and their symptoms of isolation worsen. Some of these symptoms, according to
Williams, include depression, sleeplessness, lack of personal care, avoidance of others, and even
suicidal ideation. Additionally, Williams observed these individuals often feel unsafe, suspicious,
anxious, or overly self-conscious because of their increased isolation and loneliness. Franssen et
al. (2020) explained that relationally, loneliness exists when there is a discrepancy between
actual and perceived relationships, which then creates distress for the individuals experiencing it.
Spiritual Component

Finally, the spiritual component of loneliness has been described as a sense of despair
and questioning of one’s purpose (Achdut & Refaeli, 2021; Williams, 2022). Achdut and Rafaeli
(2021) observed this is a direct result of undesired solitude, which can stem from discrimination,
social anxiety, or a lack of belonging to social networks, such as schools, athletics, church
organizations, or other age and peer related groups.

Social Monitoring, Emotional Intelligence, and the Loneliness Cycle

Ironically, loneliness often increases the behavior of social monitoring, which Pearce et
al. (2022) described as an awareness of one’s own emotions, as well as those of others through
reading social cues and facial expressions. Despite the increased ability of many individuals
experiencing loneliness to be better attuned to the social cues and emotions around them, they
often fail to make successful social connections because they “choke” under the anxiety

associated with initiating contact. As a result of this “choking,” individuals are prone to isolate
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themselves even further and continue to experience the cyclical pattern of loneliness and its
various components.

The studies of Davis et al. (2019) and Achterbergh et al. (2020) observed a similar
paradox when it comes to the relationship between loneliness and depression. Among their
results of studying emotional intelligence and its correlation with increased levels of depression
and anxiety resulting from loneliness, Davis et al. (2019) found that increased emotional
intelligence often maintained the feelings of depression and loneliness. They examined a sample
of 213 children in the United Kingdom with demographics representative of other children
across the UK and a mean age of nine years old. The children completed self-report assessments
about their experience of depression and loneliness on two separate occasions within a 12-month
interval. In addition to the above finding, Davis et al. also learned that when children are taught
emotional intelligence at an early age, it can help to reduce loneliness and its related feelings of
depression and anxiety. Emotional intelligence in this instance is defined as the ability to think
about and process one’s emotions and not to internalize the negative impact of certain life events,
including loneliness. Preece et al. (2021) refers to this practice as emotional regulation. When
these skills were modeled and taught during the early childhood years, Davis et al. noted fewer
instances of depression and loneliness later in the life cycle.

According to the Achterbergh et al. (2020), there is a cycle of mental health problems,
withdrawal, and loneliness that can fuel the symptoms of depression and loneliness further. They
conducted a meta-analysis of 14 qualifying studies of individuals between the ages of 11 to 30 in
order to gain a better understanding about this cycle. Among the studies they examined, there
were 388 total participants. Through a process of thematic analysis, Achterbergh et al. identified

four themes, which begin with an individual’s decision to withdraw from social interactions due
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to various mental health issues, including depression. Despite wanting social connection, these
individuals also often choose not to disclose their feelings to others, which leaves them feeling
further isolated and misunderstood in their experience. Thus, ensues the paradoxical interplay of
loneliness and a desire for social connection, a phenomenon described by Achterbergh et al. as a
“vicious cycle” (2020, p. 16).
Loneliness Across the Lifespan

Loneliness is a phenomenon that occurs across the lifespan and is strongly predicted by
the goals and expectations of each life stage (Franseen et al., 2020; Mund et al., 2020). Examples
include failure to bond or thrive in infancy, behavioral problems or separation anxiety in
childhood, self-doubt or suicidality in adolescence, empty nest syndrome in middle adulthood,
and isolation and loss of meaning among the elderly. In their cross-sectional study of 26,342
Dutch adults, ages 19 to 65, Franssen et al. (2020) asked participants to complete self-report
questionnaires about their experience of loneliness over the course of four months. During this
time, participants responded to questions about loneliness as it correlated to three other factors,
including demographics (education, gender, marital status, employment status, etc.), social
factors (frequency of interaction with family and friends, volunteer work, community
involvement, etc.), and a variety of physical health factors. Franssen et al. discovered that each
age group experiences social or emotional loneliness in ways that are specific to that stage of life
and development. Similarly, Kaur and Kaur (2021) noted that, particularly in middle adulthood,
feelings of loneliness can develop when one season or purpose has come to an end and
individuals are grieving this loss or transition. They explained there are a variety of significant
changes occurring during this stage of the lifespan which require special attention when it comes

to understanding how they contribute to feeling isolated and lonely. For example, in their study
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of 50 Indian parents who were between the ages of 45 to 65, participants had launched a child to
higher education or employment within the previous one to two years and rated high on
loneliness on their self-report assessment of Empty Nest Syndrome.

Ozcan et al. (2021) observed in their study of 197 women during the menopausal years
(40 to 55) that many women report physical changes (including menopause), may launch
children to college or professions (empty nesters), and often shift careers. They also begin to
reevaluate their roles, identity, and future goals, in addition to reflecting on their life
accomplishments thus far. According to Liu et al. (2022), Chinese parents of adult children who
had migrated to other Chinese cities, known as migrant elderly following children (MEFC), also
reported feeling lonely because of their changing role and separation from their friends and
community activities. Three stages of cluster random sampling were conducted in Jinan City and
656 adults over the age of 60 who had followed their children were selected. Loneliness and
sense of belonging were measured with Likert scale questionnaires and demographic details were
included as covariables. Liu et al. found that higher rates of loneliness were associated with a
decreased sense of belonging and the type of migration only acted as a moderator when
individuals relocated from one province to another and not within the same province.

Additionally, in their meta-analysis of 75 longitudinal studies conducted in Asia,
Australia, Europe, and North America, Mund et al. (2019) found that different stages across the
lifespan correlated higher with loneliness than others. Although many of the adults possessed
individual traits that remained somewhat stable in regards to loneliness over a one-year period,
this fluctuated more as time went on and was influenced by moderating factors, such as gender
(higher rates of loneliness reported among females), birth cohort, and location. These three

studies support Franseen et al. (2020) and Mund et al.’s (2020) above discovery that loneliness is
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largely determined by the life stage an individual is in, as well as the goals or expectations
associated with that specific stage.
Individual Factors of Loneliness

In addition to the above life stage changes, Mund et al. (2020) explained that cohort,
gender, personality, and geographic location can also affect loneliness. Individual variances for
loneliness often become increasingly stable from childhood into late adulthood, although
loneliness as a phenomenon is known to be stable throughout the lifespan. Additional factors
include what Salo et al. (2020) termed as the generational affect, which has to do with the
transference of loneliness between the generations as a result of social and emotional attachment
within the family context; the temporary nature or chronicity of loneliness (Williams, 2022), and
Smartphone or social media usage (Wetzel et al., 2021). According to Wetzel et al. (2021), this
last factor correlated with higher rates of feeling socially isolated and not fitting in, often causing
individuals to withdraw and feel lonely, depressed, or anxious. This study focused on the
connection between Smartphone app usage and self-reports of loneliness and well-being. They
collected data from 364 volunteers ranging in age from 18 to 78 through the CORONA
HEALTH APP. Participants completed questionnaires regarding their phone app usage, age,
gender, previous diagnosis of a mental health condition, and a variety of other demographic
variables. In comparison to data collected prior to COVID-19, self-reported incidence of
loneliness in this study was much higher, which the authors hypothesized could have been due to
the prolonged isolation of the pandemic. It is also worth noting that Wetzel et al. chose to collect
data from real time Smartphone app usage, as they noted that previous self-report studies have
often been conducted in retrospect, which can contain errors due to memory and recollection.

Individuals completing self-report assessments or surveys may also be concerned about having
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socially acceptable answers, thus creating potential response bias. To avoid these issues, Wetzel
et al. designed a study to collect data from Smartphones about usage of apps, such as Facetime or
texting, or duration of sleep. These observations about quantitative-only self-report studies
further support this author’s decision to conduct individual interviews with participants to better
understand their lived experience of loneliness during the menopausal years.

Finally, Maes et al. (2019) conducted a meta-analysis of the role of gender in loneliness.
They coded results based upon age, loneliness type, socioeconomic status, physical or mental
health problems, geographical location, ethnicity, and publication year. Many of these factors
were not significant predictors of loneliness; however, age, geographic location of the sample,
and year of publication did have significant effects on loneliness. An individual’s age was the
primary moderator of gender experience on loneliness.
Vulnerable Populations and Loneliness

Although loneliness is not unique to the present time, many researchers believe it has
reached epidemic proportions since the COVID-19 pandemic of 2020. Arbuckle (2022), Gibbes
(2022), and McComb et al. (2020) agreed that loneliness is a phenomenon experienced across
history and the lifespan, yet the combination of a global pandemic, political turmoil, war, racial
tensions, economic hardships, and opposing belief systems have created a crisis of loneliness.
Vulnerable populations are especially at risk for suffering the negative side effects of loneliness,
particularly when shame is attached or one’s cultural and family backgrounds do not recognize
or support the expression and treatment of this experience.

Black women have historically been part of these vulnerable populations. For instance,
Nelson et al. (2022) used path analysis to examine how social isolation and gender identity, or

schema, influenced loneliness and depression. In their study of social isolation and racial and
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gender discrimination among 271 Black women in America (ages 18 to 70), Nelson et al. found
that women who were socially isolated experienced higher levels of depression, as well as
negative emotions associated with a perceived obligation to help others. Conversely, women who
resisted vulnerability and emotional suppression (known as the Superwoman Schema) were less
likely to isolate and feel depressed. Participants completed self-report Likert-type questionnaires
designed to measure a variety of factors, beginning with the Superwoman Schema (S-SWS-Q,
2019), which included statements such as “I try to present an image of strength” and “I keep my
feelings to myself” (p. 4). In addition, the women in this study completed the Center for
Epidemiologic Studies Depression Scale Revised (CESD-R, 2004), the Connor—Davidson
Resilience Scale (CD-RISC-25, 2003), the UCLA Loneliness Scale (Version 3, 1996), and the
Multicomponent In-Group Identification Scale (2008), which measures gendered racial
centrality. Once descriptive statistics were conducted with the data, results of this study
suggested that a sense of self was central to overcoming the obstacles related to loneliness and
possibly served as a protective factor against the pervasiveness of loneliness.

The findings of Raque-Bogdan (2019) conferred with those of Brown and Munson (2020)
who commented on the correlation between social isolation and various mental, emotional, and
physical side effects, including a higher mortality rate. They explained that within the family
system, one individual’s experience of loneliness can affect others within the system. Luoma et
al. (2019) also observed that children of mothers who were lonely while pregnant were more
likely to experience internalization problems, such as anxiety, in adolescence. Additionally, they
found this loop of loneliness between the generations often reinforced itself when left untreated.

Pineros-Leano et al. (2021) found similar results in their study of Latina mothers, noting that
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children of depressed and lonely mothers were at higher risk of developing a variety of mental
and emotional difficulties.

Like Black women, Latina mothers in the United States are also considered especially
vulnerable to isolation and depression. According to Pineros-Leano et al. (2021), this is due, in
part, to their minority status and potential obstacles to care and support as a result of language or
education barriers and current discrimination against Latinx individuals. In their individual
interviews with 30 Latina women recruited through purposive sampling from a community WIC
office, Pineros-Leano et al. asked women five questions regarding their experience of loneliness
and depression. As a result of these interviews, they identified three themes centered around the
experience of being female in a society with certain expectations and pressures for women and
mothers. These included a tendency to downplay or normalize one’s experience of isolation,
depression, and sadness, as well as a lack of social support and gender roles that inhibited
disclosure of one’s feelings. The women in this study described feeling sad and lonely after
giving birth, being separated from their own mothers who lived far away, and feeling they were
unable to properly grieve the loss of family members due to their inability to travel home for
funerals. These events, in addition to limited social connections while living in a foreign country,
added to their sense of isolation and subsequent loneliness and depression. In fact, many of these
women, according to the interviews conducted by Pineros-Leano, were surprised to learn during
the study that they were indeed depressed because they had normalized their feelings in order to
cope and carry out their duties as mothers.

In their cross-sectional design of mothers with infants and young toddlers, Arimoto and
Tadaka (2021) studied support systems to reduce the negative side effects of loneliness and

isolation on young mothers. Specifically, they focused on how individual factors, such as mental
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health or feeling incompetent, impacted loneliness. Additionally, they examined how family
support and community connection either prevented or fostered loneliness and social isolation.
Arimoto and Tadaka administered anonymous surveys to 492 mothers with infants and young
toddlers visiting a community health clinic in Yokohama City. Participants answered Likert scale
questions regarding their experience of loneliness and social isolation. Based upon their response
to the isolation questionnaire, participants were then divided into two separate groups classified
as isolated and non-isolated. Demographic information, details about their internal support
systems, experience of motherhood and number of children, employment, and child care were
also studied as independent variables affecting loneliness and social isolation. Among the
isolated mothers, there was a higher prevalence of feeling inadequate or worrying as a mother. In
addition, these women were much less likely to engage with neighbors or to access community
resources. Overall, reports of higher loneliness correlated with social isolation. As far as
individual factors were concerned, those mothers who were uncertain about meeting daily needs
or who lacked supportive partners were also more likely to feel lonely.

Ross et al. (2021) found similar themes of social, familial, and cultural isolation among
wives of National Guard and Reserve service members. Due to prolonged deployments,
relocations, separation from family, and the unpredictable nature of recurring deployments since
the wars in Afghanistan and Iraq began in the early 2000s, many mothers of young children have
been negatively impacted by deployment-related stress (DRS). Ross et al. explained that one of
the key components to military families succeeding is the emotional health of the entire family
system. This is generally supported through social connection, which takes the form of tangible
help, empathy, social activities, suggestions for adapting to a new environment, and so forth.

Without this social support, therefore, these women become increasingly isolated and lonely.
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This is especially true for mothers of young children, as this tends to be a time where women
report feeling more isolated, in general.

In this way, the women studied by Ross et al. (2021) were not unlike the cancer patients
and Latina and Black women mentioned above in that social isolation was a key player in their
development of loneliness. This also rang true for the mothers in Gadban and Goldner’s (2020)
study of 80 Israeli Arab women living in polygamous families. According to Gadban and
Goldner, polygamy in Israel typically involves one man married to two women, although some
men may have three or four wives. These marriages, as observed by Gadban and Goldner, are
often known for their abusive nature, which leads to shame, isolation, depression, feelings of
inadequacy, and hopelessness for the women involved. Through the use of narratives and
drawings, the women were asked to express their feelings about five topics, including their
homes, the fathers in their relationships, and their current level of distress related to these things.
Out of the 80 women interviewed, 16 (20%) had positive reports of their experience, while 64
(80%) had negative reports. One of the themes that emerged through this process was the
sentiment that a woman’s husband no longer mattered, only the happiness and welfare of her
children. Many of these women felt powerless to form a healthy or loving relationship with their
husband and expressed feelings of jealousy toward the other wives, as well as feelings of fear,
confusion, and loneliness. Of note for the present research study, however, is how some of the
women in Gadban and Goldner’s study chose to cope amid their isolation and loneliness. In one
woman’s drawing, for example, she depicted a beautiful tree in bloom and shared that despite her
stressful life, she envisioned herself as a tree planted firmly and growing. She went on to
describe how the tree gave life and remained strong for her children. A similar drawing by

another woman expressed hope and the desire to continue living and being present for her
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children, despite the limitations of her marriage. Some of the Latina mothers in Pineros-Leano et
al.’s (2021) study shared a similar sentiment in that they did not want to spend their time being
sad and chose instead to focus on parenting and taking care of their home.

Menopause and Loneliness

When it comes to the population of interest for this research proposal, women during the
menopausal years often report feeling isolated and alone. During menopause, explained Ozcan et
al. (2022), many women grieve the loss of motherhood, physical looks, and years gone by. These
feelings of loss often present in the form of depression, self-loathing, low self-esteem, decreased
libido, withdrawal, inability to sleep, and a variety of other physical symptoms. Ozcan et al.
further explained that hormonal changes during menopause can create an increase in cortisol,
which is a stress-related hormone. This change, in addition to the physical and emotional
changes occurring during menopause, can wreak havoc on interpersonal relationships due to the
physical discomfort of sexual intimacy and lower self-esteem that is often a biproduct of these
changes. To make matters worse, Ozcan et al. noted that increased stress and depression
negatively impact menopausal symptoms.

Minkin (2019) observed that many of the physical changes experienced during this phase
of life are responsible for creating the stress, anxiety, and depression described by Ozcan et al.
(2022). For example, 20% of women in the United States experience severe vasomotor
symptoms, more commonly known as hot flashes or night sweats, which are caused by decreased
levels of estrogen that regulate temperature within the body. Another 60% of women will
experience moderate vasomotor symptoms and a remaining 20% report very little to no
discomfort in this regard. Additionally, a variety of urogenital symptoms can develop, which, in

turn, can affect a woman’s desire for (libido) and comfort with sexual intercourse. Libido, in
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general, is known to decrease during menopause, as well as weight gain and various hair and
skin changes, which Minkin and Ozcan et al. (2022) explained can lead to feelings of insecurity,
unattractiveness, self-blaming, and relational strain. Psychological and emotional problems are
also more likely to develop during this time due to the physical and hormonal changes, which
can lead to irregular moods, heightened emotionality, anger, and sadness. Memory fog, inability
to focus, muscle pain, bone loss, and cardiovascular issues are also prominent during the
menopausal years.

Added to the physical changes of menopause is the sensation that many women feel they
no longer have a significant purpose or that they have become invisible as their child-rearing
days come to an end and children are launched from the home. McComb et al. (2020) referred to
this phenomenon as a “double jeopardy” because of the simultaneous experience of loneliness
and feeling that one no longer matters to others. They found that feeling insignificant and
powerless to change one’s social situation contributes to loneliness and depression. Using the
General Mattering Scale (GMS), a five-item Likert-type self-report questionnaire, McComb et al.
measured participants’ perception of how much they mattered to others. The strongest predictor
of loneliness in this study was a perceived sense or fear of not mattering to one’s friends. It is
important to note that perception did not always match reality, a factor which is reiterated in
many studies of loneliness. In fact, McComb et al., Preece et al. (2021), and Oles et al. (2020)
each pointed out that it is possible to feel lonely when not actually alone and, conversely, to feel
satisfied in solitude. According to these authors, perception and self-talk are integral to
determining how individuals interpret being alone. Again, Ozcan et al. (2022) explained that
while a woman’s sense of loss due to role changes, launching of children, or physical differences

may not be life-threatening, it is her perception of how these phenomena affect her femininity
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that is most vital. When women during the menopausal years become fixated on these changes
and interpret them as signifying uselessness or irrelevance, then depression and loneliness are
more likely to occur to the point of manifesting in physically harmful and potentially deadly
effects.

According to Luoma et al., (2019), who conducted a longitudinal study of 356 Finnish
mothers recruited from maternal health clinics beginning in 1989, loneliness and depression are
separate phenomena that often co-occur throughout the lifespan of motherhood. By collecting
data at three distinct times over their child’s lifetime (during pregnancy, between ages 8 and 9,
and between ages 16 and 17), Luoma et al. discovered a higher incidence of loneliness and
depression at the final data collection stage among those mothers who had reported similar
feelings during pregnancy. However, while loneliness was often related to the physical
challenges of pregnancy during the first stage, it was later associated with the mother’s overall
dissatisfaction with life and her current romantic partnership. This finding is similar to those of
Ozcan et al. (2022) and McComb et al. (2020) who observed that many women during the
menopausal years suffer acute loneliness, anxiety, and depression due to the role changes
occurring during this stage of life and the feeling that their significance, or meaning, has
somehow diminished as their children age and prepare to launch from the home.

In their study of middle-aged Iranian women (age 40-60 years), Abedi et al. (2020)
observed that women who had launched their children from the home to college, careers, or
marriage experienced a high rate of loneliness, as measured by the UCLA Loneliness Scale. This
loneliness is often prolonged because the average life expectancy after menopause has increased,
leaving women without a sense of purpose for an even longer period. One of the ways in which

loneliness was exhibited for the women in Abedi et al.’s study was related to sexual desire and
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function. Sexual function and fulfillment had an inverse relationship with loneliness, in that they
increased as loneliness decreased. For these women, there was a significant correlation between
empty-nest, menopause, and loneliness. Additionally, Abedi et al. cited previous research noting
the susceptibility of this population of women to form brain lesions, experience cognitive
difficulties, develop major depression, and a variety of other physical or psychological disorders.
A few factors acted as mediators on the negative side effects of loneliness for these women,
however, which included economic stability and having a job that served as a social outlet and
offered purpose.

In a separate study of Iranian women aged 40 to 60, Yazdkhasti et al. (2019) found that
some women identified their own coping strategies to deal more positively with the inevitable
changes of menopause. In fact, some even reported a sense of relief at no longer having to deal
with the challenges associated with menstruation and gave themselves permission to embrace the
next season of life without the concerns of child-rearing. Additionally, Yazdkhasti et al. learned
that women found it helpful to redefine the definitions of femininity, self-care, and identity
through a process of self-retrieval. Self-retrieval in this context includes four elements: the
development of self-care, seeking empowerment, practicing cognitive strategies, and obtaining
treatment. The women in Yazdkhasti et al.’s study employed various methods to achieve these
elements, including completing their education, utilizing homeopathic remedies, and practicing
faith. These intuitive practices enabled the women to pivot their focus from the negative aspects
of menopause to one of empowerment and self-improvement.

Practices That Mitigate Loneliness
The idea that an individual may alter their experience of loneliness by changing their

perspective of current circumstances is one the present research study intends to explore further.
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For instance, what skills and coping mechanisms have these women employed to mitigate their
experience of loneliness and even to accept solitude as an alternative to feeling left out or
overlooked?
Solitude

There exist a variety of negative mental and physical side effects of prolonged and
unwanted loneliness and solitude. Teneva and Lemay (2020) noted the significant correlation
between loneliness and psychological distress, as well as the connection to social cognition in
that loneliness often influences individuals’ interpretation of and response to social interactions
and perceived isolation. In their study of 610 adults, ages 18 or older, who were recruited
through a convenience sample of individuals receiving peer-supported services. Jenkins et al.
(2022) examined the relationship between isolation and serious mental illness (SMI). They
discovered a higher prevalence of bipolar disorder, schizophrenia, and other affective or mood
disorders among those who were socially isolated. Unfortunately, this relationship was
bidirectional in that mental iliness may have caused individuals to withdraw socially and to be
shunned or excluded because of their mental illness. A key component to this experience,
according to Jenkins et al., had to do with one’s perception of these experiences. They clarified
that being alone does not necessarily equate to feeling lonely, a conclusion that was also
supported by Thomas and Azmitia (2019) and Arbuckle (2022). These studies suggest that an
individual’s perception of being alone and his/her willingness to engage in times of solitude act
as moderators on the negative experience of loneliness.

Elmer et al. (2020) designed a study to examine the directionality of depression related to
loneliness. To do this, they posed two steps of a longitudinal comparison. The first was to

examine whether baseline depression predicted later solitude inertia and the second examined
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whether baseline solitude inertia predicted depression at post-measurement. The authors of this
study defined solitude inertia as an individual’s tendency to linger in alone time. While
depressive symptoms were not found to be correlated with socialization, they were correlated
with time spent alone. Social isolation, which often resulted in solitude inertia, reinforced
depression, but not visa-versa, thereby determining the directionality of this relationship. The
authors concluded that a balance between social interaction and solitude was best for preventing
depressive symptoms from developing. In a separate study conducted by Birditt et al. (2019),
they decided to expand upon existing definitions of solitude and examined whether social
context had a bearing on subsequent well-being. Specifically, they asked if daily solitude was
associated with daily emotional well-being and whether the relationship between solitude and
emotional well-being varied by the quality of social networks. Like Jenkins et al.’s (2022)
findings, a key observation in Birditt et al.’s study of individuals over the age of 65 was that
one’s perception of solitude, whether wanted or not, was partly influenced by the overall quality
of his/her social connections and relationships. It suggested that if these connections were
positive, for example, then spending some time in solitude was more welcomed and did not
necessarily lead to negative affective symptoms. Birditt et al. also noted the opposite could be
true, however, in that feeling isolated or disconnected socially could make solitude more painful
and contribute to poor emotional well-being.

Thomas (2023) conducted a qualitative study of 14 adults whose median age was 49.5 to
learn what strategies enabled them to engage in solitude in ways that were deemed
psychologically and emotionally beneficial. The operational definition of solitude used by
Thomas is one this author applied to the present study. It defined solitude as an intentional

practice pursued for its inherent benefits, such as rest and the pursuit of individual interests. In
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this way, Thomas and Azmitia (2019) noted that solitude is intrinsically motivated. Thomas
(2023) clarified that constructive and healthy solitude is one that is enjoyed and meaningful to its
participant, whereas negative solitude is one that is not sought after, may be the result of
unwanted circumstances, and results in feelings of sadness, depression, and anxiety. In other
words, when solitude is chosen it is perceived positively (Mund et al., 2019). Leontiev (2019)
also explained that solitude is necessary for cognitive and emotional development. In addition, it
allows individuals to pause, reflect, and take ownership of their positive and negative responses
to various situations.
Social Connection

In addition to a healthy understanding of solitude and the perspective taking discussed by
Latina mothers (Pineros-Leano et al., 2021) and the wives in polygamous marriages (Gadban &
Goldner, 2020), creating a supportive community is also instrumental to breaking the cycle of
isolation and loneliness. For example, in a program designed to connect older individuals within
the LGBTQ+ community with “friendly callers” who checked in on them regularly and
functioned as a form of social support, Brown and Munson (2020) observed that isolation and its
many related components were reduced not only for the elders, but also for many of the callers
(p. 4). These findings led the authors to conclude that the reciprocity involved in social
interactions was also a critical component to addressing loneliness among those who were
isolated due to lifestyle, age, position in life, social or historical events, and so forth.

Reciprocity was also an element recognized in the study performed by Ross et al. (2021)
who found that wives of military personnel were more likely to feel lonely when they lacked the
support and interaction of other military families. This theme of reciprocity became especially

apparent during the COVID-19 pandemic of 2020, which impacted individuals and families
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across the world. Valliani and Mughal (2022) studied people living in societies affected by
COVID-19 and discovered that many expressed disbelief, denial, anger, and longing for previous
times. Additionally, they discovered that acceptance of the situation led to decreased anxiety and
eventual integration of the losses created by the pandemic into a new normalized reality. Valliani
and Mughal validated grief as a normal and appropriate response to change in general, which
often involves some type of loss, such as the loss of routine, identity, or a relationship (all of
which occurred during the pandemic). These losses, explained Valliani and Mughal, can result in
feelings of sadness, worry, doubt, uncertainty, and shifts in sleeping or eating habits. Pathology
develops when these normal emotional responses remain unprocessed and people become stuck,
thus putting them at greater risk for depression, anxiety, eating disorders, substance abuse,
academic difficulties, and suicidality.

The period of the COVID-19 pandemic is not unique to the experience of loneliness;
however, it is extremely helpful in allowing psychologists and researchers an opportunity to
examine the direct impact of social isolation and subsequent loneliness on the developing
emotions and psyche of children and adolescents. According to O’Shea et al. (2022) anxiety,
depression, suicidal ideation, and mental health-related hospitalizations were significantly more
frequent and had a longer duration among children and adolescents throughout the pandemic.
While much of this was attributed to the insecurities of health, food, employment, financial
resource, access to education, and so forth, O’Shea et al. noted the forced isolation also led to
fewer eyes and ears which would normally be looking for and recognizing the signs of mental
illness in schools or other public settings. Knopf (2020) also observed that the forced lockdown
and social distancing required during the pandemic acted as a sort of petri dish for uncertainty,

boredom, and lack of connection and routine. As a result, many children and adolescents who did
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not previously suffer from depression or anxiety, as well as those who did, were experiencing
heightened symptoms.

This data is significant in that it offers insight into the nature of loneliness, how it is
developed, and its possible negative side effects. For example, Knopf (2020) noted that in
previous health pandemics there was a fivefold increase in depression and post-traumatic stress
among children who were forced to endure social isolation. Knopf further observed that social
isolation in and of itself, however, did not necessarily equate to loneliness. It was when these two
components were present together for a sustained period that negative mental health side effects,
such as depression and anxiety, seemed to occur. Knopf concluded that among adolescents who
typically seek out increased alone time while also desiring greater social connection, the element
of being forced into isolation was significant. It was also the perception of isolation that affected
adolescents’ experience of loneliness. Because loneliness has to do with the perceived
differential between the social connection one desires and the actual quantity and quality of those
connections, adolescents suffered greater emotional pain when they had no control over the
isolation.

Like Knopf’s (2021) findings, O’Shea et al. (2021) also discovered an increase in mental
health related emergency room visits for children suffering from anxiety, depression, and
suicidality during the pandemic. Many parents reported a marked change in their child’s mental
health presentation during this time, with one study indicating that 31% of parents reported their
child’s mental and emotional well-being was significantly worse than before the pandemic.
Interestingly, Raw et al. (2021) found mixed results in the initial months of 2020 following
lockdown in the United Kingdom in which some adolescents reported an improvement in their

mental health while others experienced a decline. Although researchers are still investigating
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possible causes for this discrepancy, initial results showed that children and adolescents of
families who bonded and spent increasing amounts of quality time together during the pandemic
reported fewer incidences of mental health problems. For some, the separation from school
drama, bullying, and pressures to fit in were a welcomed reprieve in their experience of social
anxiety and stress. Furthermore, those individuals who relied heavily upon their social network
to feel accepted or connected felt increasingly isolated and depressed as a result of the lockdown.
This research is significant in allowing psychologists to better understand how loneliness can
develop into painful feelings of disconnection when the isolation that breeds it is not welcomed
or is sustained for too long. In fact, Knopf (2021) and Salo (2020) found that the duration of an
adolescent’s loneliness was a key factor in the development of depression and anxiety.
Reflection and Perspective Taking

Although some research has focused on the development of new interventions aimed at
alleviating loneliness, Tagomori et al. (2022) and McKenna-Plumley et al. (2021) discovered
that many people already possess the skills required to combat loneliness and its negative side
effects. In their study of socially and economically disadvantaged young people in London, for
example, Tagomori et al. observed that individuals utilized a variety of coping skills to deal with
loneliness based upon their perceived effectiveness and availability of supports. These included
social withdrawal and avoidance, seeking support from others, reflection or perspective-taking,
practicing faith or focusing on self-growth, and staying occupied. There were some gender
differences in these coping skills, yet most expressed that an authentic emotional connection with
another was most meaningful in reducing loneliness. In their study of individuals impacted by
the COVD-19 pandemic, McKenny-Plumley et al. interviewed eight individuals who recognized

that their feelings of loneliness were directly related to the constraint of lockdown and its
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associated emotions. Coping mechanisms for these individuals included recognizing that their
experience was shared across the globe, engaging in positive self-talk, and getting creative with
social connection and distractions. What these two studies had in common was their emphasis on
individuals being resourceful and identifying their own positive means of coping with loneliness.
Addressing thoughts and perspectives, adjusting daily habits, and brainstorming creative
ways to engage with others (despite one’s circumstances) gives hope that individuals can be
taught these skills and apply them in practical ways. The study conducted by Foster et al. (2020)
further demonstrated that loneliness can be alleviated in simple and time-saving ways. In this
mixed-methods study of 10,643 participants, Foster et al. examined whether a social prescribing
program would effectively reduce the negative symptoms of loneliness. Participants took part in
a 12-week program and the authors examined pre- and post-treatment data over a two-year
period as part of the quantitative component. The qualitative aspect consisted of examining semi-
structured interviews with participants and support persons regarding the efficacy of this
intervention, as well as the overall social impact of reduced loneliness. A significant reduction in
loneliness, as measured by the UCLA Loneliness Scale, was found in many participants who
received support. Additionally, many individuals changed their status from “lonely” to “not
lonely” due to the intervention received (Foster et al., 2020, p. 1443). This support was most
significant in helping participants to gain self-confidence, re-establish daily routines, engage
with their community or in a hobby, and feel energized. Although there were some inherent
challenges to the social prescribing method, as noted by Foster et al., such as inconsistency of
follow through with appointments and quality of support volunteers, the model demonstrated the
ability of social connection to reduce individual loneliness, which can then have profound effects

on a community at large.
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Building social connection to reduce loneliness was also observed in the study conducted
by Batcho (2021). Batcho sought to learn from the accounts of Ukrainians who were displaced
during World War Il and how they employed nostalgia to cope with the traumatic events related
to war. This included losing their home, culture, and identity, enduring all kinds of hardship, and
feeling separate and lonely in their displacement. Batcho was curious to see if this coping skill
could apply to similar modern experiences of loneliness, isolation, and disconnection and
conducted a narrative analysis of documentation, which in this case consisted of three memoirs
from Ukrainian individuals during World War II. Batcho’s goal was to access stories that had not
yet been shared with the world in order to learn from the storytellers’ inner coping strategies of
physical, emotional, and cultural survival. Each of the memoirs described how nostalgia created
a sense of cultural unification and helped these individuals to maintain their identity amid being
separated from loved ones, homes, culture, livelihoods, and so forth. This study asked four
different research questions, the first of which had to do with how nostalgia might help to
counteract disruptions to identity, cultural norms, and values. The second asked how nostalgia
sustains identity. The third research question focused on the role of nostalgia in building
community and finally, the fourth question focused on how nostalgia served as an adaptive
survival skill. This study is significant to the study of loneliness in that it describes a unique type
of loneliness: that of social and cultural separation and loss of community. To preserve their
common heritage, survivors of the war in this study talked about their homeland, their shared
experiences and values, and their hope for a return to peace by practicing nostalgia. This skill
allowed them to persevere despite the sense of loneliness and isolation they experienced.

Physical Exercise and Perception
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Lippke et al. (2021) expanded on this idea of social connection acting as a mediator on
loneliness in their study of friendship and physical exercise and how they functioned as coping
mechanisms against the isolation of lockdown during the COVID-19 pandemic. Utilizing a
mixed-methods approach of quantitative and qualitative elements, the participants completed a
self-administered self-report measure for the quantitative portion and participated in individual
interviews for the qualitative piece. This study posed six research questions having to do with the
impact and extent of said impact of exercise, sex, relationship status, living status, and friendship
on the experience of loneliness during the lockdown. The primary research question, however,
was whether physical activity related differently to loneliness prior to and during the pandemic.
The authors found that times of change were especially difficult for the age group studied, ages
18 to 29. Also of significance was the lack of meaningful interaction with others, with the
observation that virtual interaction was often not as meaningful as in-person. Physical exercise
provided an outlet for feelings of loneliness, which prior to the pandemic included going to work
for many participants. Perceived social support and quality of social interaction were also
significant factors in reducing or avoiding the development of loneliness altogether. Once again,
perception seems to be key when it comes to the development of depression and anxiety often
associated with loneliness.

Khan et al. (2021) found similar results to those of Lippke et al. (2021) in regards to the
impact of physical activity on loneliness. In their study of 12,133 youth, ages 12 to 17, 12% of
those teens who were considered overweight also reported feeling lonely. In fact, Khan et al.
observed an inverse correlation between the amount of physical activity, or sedentary lifestyle,
and loneliness. They also observed that many sedentary activities, such as watching television or

utilizing social media, increased the opportunity for cyber bullying, feeling left out or excluded
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from social functions, and the prevalence of comparison to one’s peers, all of which led to
increased feelings of loneliness. Additionally, Khan et al. referred to previous research that
demonstrates the many ways in which physical activity acts as a protective factor against social
isolation, low self-esteem, and loneliness by providing opportunities to build self-confidence and
social connection.

In Hwang et al.’s (2019) study, it was the combination of physical activity and perception
of positive social connection that helped to decrease loneliness and its associated side effects.
Hwang et al. conducted semi-structured interviews with 16 individuals (average age 76.6 years)
regarding their participation in the “Walk ‘n’ Talk for Your Life” program (WTL), a free
community-based program aimed at providing socialization and physical fitness for older adults.
Although there were a variety of reasons for participant loneliness, including retirement, living
alone, relocation to a new home, and difficulty forming a new community, one’s perception of
these factors and of other people’s experience of similar situations was improved upon
completion of the WTL program. Participants reported feeling increasingly motivated because of
this program, as well as less alone, more supported when in need of help, and healthier overall.
Of note was the perception that each of these things was better as a result of the WTL program.
Emotional Regulation, Mindfulness, and Self-Talk

Another key factor in addressing loneliness has to do with an individual’s ability to
practice emotional regulation. According to Galla et al. (2020), mindfulness is required to
regulate one’s emotions and is defined as “nonreactivity to difficult inner experiences” (p. 350).
They clarify that in Western culture, nonreactivity is interpreted as the ability to regulate one’s
thoughts and emotions, as well as to maintain a stable attitude. Lerner (2015) adds to this idea by

noting that within an individual’s person-context relations, self-regulation is occurring as he/she
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responds to and regulates his/her environment, which according to Relational Developmental
Systems theory (RDS), is also responding to the individual. Galla et al. provide an important
distinction to aid in understanding mindfulness. For example, mindfulness is not ignoring or

(134

avoiding one’s problems; rather, it is the ability to “’take a step back from’ difficult mental
experiences and view them from a wider, more dispassionate and objective perspective” (Galla et
al., 2020, p. 351). Furthermore, being mindful of events and emotions involves being
consciously aware of not becoming reactive to them. Being mindful is therefore a nuanced skill
learned through practice and successful navigation of stressful or difficult life events.

According to Preece et al. (2021), teaching individuals to regulate their emotional
response to loneliness is significant in the overall reduction of negative symptoms. Regulation in
their study included a decrease in blaming, rumination, withholding of emotions, and social
withdrawal. It also included an increase in reevaluating one’s circumstances, adjusting one’s
perspective of being alone, and engaging in meaningful social interactions. Preece et al. noted
that previous studies focused primarily on two main components of emotion regulation, which
are cognitive reappraisal and expressive suppression. The purpose of their study was to broaden
the examination of additional emotion regulation skills and their variance with symptoms of
loneliness. They did this by recruiting participants from an on-line research pool, known as
Quialtrics. The sample consisted of 501 adults, 8% of whom were college students at the time of
the study, with an overall mean age of 46.92 years. The sample was split nearly in half by gender
and represented a diverse population from every region of the country and a variety of
ethnicities. All participants completed demographic information as part of their anonymous on-

line surveys, designed to measure loneliness and emotion regulation. Participants then completed

four assessments designed to measure their perceived experience of loneliness and emotion
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regulation skills. These included the UCLA Loneliness Scale, the Emotion Regulation
Questionnaire (ERQ), the Cognitive Emotion Regulation Questionnaire (CERQ), and the
Behavioral Emotion Regulation Questionnaire (BERQ). All assessments were self-report Likert-
type scales. Using Pearson bivariate correlations, the researchers analyzed whether routine
emotion regulation predicted loneliness. There was a significant correlation (p < .05) between
loneliness and blaming others or self, ruminating, and catastrophizing, which were all classified
as cognitive emotion regulation. Loneliness was also correlated with social withdrawal, acting
out, and avoidance, which were classified as behavioral emotion regulation. There was not a
significant correlation between loneliness and gender, but it did exist for age and lower education
level. The researchers were surprised to find that those individuals who reported feeling lonely
also tended to cope with emotion regulation tactics which resulted in further isolation due to
withdrawal, suppression of emotions, and negative expression of emotions. These findings were
consistent with other research studies that show a high correlation between individuals who are
unhappy with their loneliness, yet participate in cognitive and behavioral strategies that often
perpetuate this experience. Preece et al. suggested utilizing this information to guide
interventions that teach individuals to decrease loneliness by decreasing negative behavioral and
cognitive regulation strategies, such as rumination or withdrawal, and instead increasing positive
emotion regulation strategies like reappraisal and seeking support.

Oles et al. (2020) added to the recommendations of Preece et al. (2021) by explaining the
importance of one’s inner dialogue, or self-talk. Oles et al. defined self-talk as “self-directed or
self-referent speech (either silent or aloud) that serves a variety of self-regulatory and other
functions” (p. 2). Self-regulation, they added, is an important component to this self-talk, as it

determines the tone of an individual’s self-talk, as well as their beliefs about their current
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situation and subsequent behaviors associated with being alone or lonely. Oles et al.’s study
focused on the relationship between self-talk and inner dialogue by comparing cross-cultural
samples of two existing measurements designed to assess these phenomena. The first
measurement was the Self-Talk Scale (STS), developed in the United States, and the second was
the Internal Dialogical Scale (IDAS-R), developed in Poland. The designers of this study
expected that those individuals who engaged in more frequent inner dialogue would also engage
in more frequent self-talk. The strength of this relationship, they hypothesized, would depend on
the type and subscale of both styles of interpersonal speech.

Oles et el.(2020) recruited two samples of college students, the first consisting of 181
master’s level Polish students, ranging in age from 18 to 34, and the second consisting of 119
undergraduate psychology students in the United States, ranging in age from 18 to 29. Both men
and women were represented in both samples. Participants completed the STS and IDAS-R
individually or in groups of five to ten. The STS is a 16-item inventory about self-criticism, self-
reinforcement, self-management, and social-assessment. The IDAS-R is a 40-item inventory
which measures the frequency of internal dialogue, as well as eight sub-types, such as
maladaptive or social dialogues. Data from both samples was compared and correlated. The
United States sample scored higher on both measurements, which the researchers suggested
could be a result of age and/or cultural differences. Correlations between the two types of
internal communication were consistently in the moderate to strong range. Results demonstrated
that self-talk is a significant component to inner dialogue, the first being defined as statements to
self, such as “Try again,” and the latter resembling more of a conversation between two parts of
the self, such as arguing both sides of an issue or attempting to weigh pros and cons. Of

additional importance was the finding that self-esteem helped to support internal dialogue and
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self-talk. Furthermore, different kinds of inner dialogue supported reflection, self-awareness, the
maintenance of social bonds, and the reduction of loneliness.
Spiritual Practice

Additional factors that help to reduce the negative mental and emotional side effects of
loneliness include spiritual connection, family support, and wisdom (Arimoto & Tadaka, 2021;
Paredes et al., 2021). French et al. (2022) cited multiple studies indicating a correlation between
religion and loneliness, noting that spiritual practice is one of the most effective coping skills in
combating the negative effects of loneliness. French et al. assessed 564 teenagers of both genders
in the 10" grade and reassessed 446 of the same individuals one year later in the 11" grade. They
collected self-report data from the participants regarding religious involvement or practice and
positive religious coping, which included prayer, asking for forgiveness, and perspective taking.
In addition, participants provided self-reports regarding their externalizing behaviors, such as
substance use or problems with peers, and their experience of loneliness. This study, which
focused on Indonesian Muslim adolescents, resulted in less negative self-report due to loneliness
when religious belief and practice were a regular part of their life habits. Furthermore, French et
al. (2022) found that regular practice of spiritual coping mechanisms was negatively correlated
with loneliness. Spiritual coping mechanisms in this study referred to emotional regulation,
prayer, and asking God to reveal his purpose in a particular situation or struggle. In addition, the
lack of this practice predicted the shift in experience of loneliness (and vice versa) from 10" to
11" grade. As the authors expected, those teens who possessed an active religious life were also
less likely to participate in externalizing behaviors. They acknowledged this was due, in part, to

the rules and expectations associated with Muslim religion and culture.
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French et al. (2022) suggested spiritual practice and coping mechanisms may help to
reduce loneliness in adolescents by helping them to accept hardship, teaching patience,
encouraging teens to express gratitude, teaching them to remain hopeful, and providing comfort
through a relationship with God. This is especially instrumental in that it creates an attachment
relationship, which Davis et al. (2019), French et al., and Salo et al. (2020) agreed is primary to
navigating periods of being alone throughout the life cycle.

Like French et al. (2022), Paredes et al. (2021) found that spirituality acted as a protective
factor for elderly individuals living in care facilities, particularly when their close friends and
peers passed away. Their study found that faith protected against loneliness by providing a sense
of purpose or meaning, not feeling threatened by solitude, and being content in one’s own
company. Additionally, wisdom, which was a bi-product of faith and life experience, acted as a
mediator on loneliness and allowed residents to reflect, feel gratitude, express compassion, and
maintain a balanced perspective of their situation and life, thereby decreasing their experience of
loneliness.

Borawski (2022) found that an individual’s positive orientation (POS) toward loneliness
allowed him/her to feel a greater sense of meaning in life (MIL). POS was defined as one’s
ability to assess him/herself and life circumstances and to feel positive about the future. After
collecting data from 304 Polish participants between the ages of 19 to 45, Borawski found that
participants expressed MIL when they possessed a positive perspective (POS) about being alone.
Hemberg et al. (2021) echoed this idea in their observation about solitude being positive,
constructive, and rejuvenating for those who intentionally seek it out and realize its benefits.
French et al. (2022) argued this sense of POS is shaped by one’s religious/faith views and

practice.
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Role of Normalization and Education

In addition to the above skills, normalization and education are also fundamental to
combatting loneliness. For instance, in their study of individuals acting as caregivers to family
members with dementia, Bjgrge et al. (2019) learned that normalization and education were
important components to the reduction of loneliness. Many of the caregivers in this study
reported feeling lonely in their newfound role and disconnected from their ailing loved one;
however, proper education helped to alleviate these feelings and allowed caregivers to connect
with their loved one in more meaningful ways. Although Bjerge et al.’s study focused on
dementia and not menopause, parallels can be drawn between the personal feelings and
manifestation of grief, loss, frustration, sadness, loneliness, and transition in the life cycle.

Minkin (2019) built upon the importance of targeted education for practitioners and
women alike in her educational article about menopause and its various side effects and possible
treatments. She cited a previous survey of obstetrics and gynecology students that found
formalized menopausal training in only 21% of their institutions and even less (16%) on-site
training in a clinic designed to treat menopausal women. In other words, Minkin noted, many
women are not receiving the validation and care they need for the unique symptoms they
experience during the menopausal years because the practitioners treating them are not aware of
the broad array of symptoms and do not assess these needs properly. The above-mentioned
studies of Abedi et al. (2020), Arimoto and Tadaka (2021), Gadban and Goldner (2020), Luoma
et al. (2019), Nelson et al. (2022), Pineros-Leano (2021), Ross et al. (2021), and Yazdkhasti et al.
(2019) also demonstrate that cultural mores and expectations may further limit a woman’s

comfort level with confiding her struggles to a practitioner and unless that practitioner is



50

knowledgeable on this topic and able to offer empathy, the likelihood of identifying a woman’s
loneliness and depression, as related to the multifaceted changes of menopause, may be missed.

The author of this research study explored with participants the role of education and
normalization to observe whether they, in addition to the above skills mentioned, also helped to
reduce the detrimental effects of loneliness during the menopausal years.

Biblical Foundations of the Study

Despite the abundance of research and concern about loneliness and its connection to
depression and anxiety, it seems there is still a lack of understanding as to a deeper spiritual
need, which may be driving loneliness. For instance, if humans understood they are never truly
alone because God is all present and sees human life on a continuum, perhaps the despair
experienced when alone or during life transitions would be less problematic and hopeless. What
if people could accept these inevitable periods of the lifespan with more grace and serenity, as
some have been able to successfully do through the practice of wisdom and faith?

According to Arbuckle (2022), the Bible demonstrates the universality of loneliness and
its associated feelings of abandonment and depression. For instance, David described the agony
of being alone (The Message, 2002/2010, Psalm 22:1-2; 25:16) and Elijah felt abandoned by God
and the Israelites and was even suicidal (The Message, 2002/2010, | Kings 19:19). The woman
with the issue of blood also experienced social isolation for a prolonged period (12 years) and
while it may not have been her choice to be isolated, the culture she lived in demanded it and she
was aware of being an outsider as “She slipped in from behind and touched his robe” (The
Message, 2002/2010, Mark 5:25-29). (It is important to note that the self-talk each of these

individuals engaged in was critical in forming how they interpreted loneliness.)



51

Trevino et al. (2019) observed that social isolation is one phenomenon that increases an
individual’s spiritual and religious struggle. In fact, they noted that loneliness plays a significant
role in how individuals cope with life stressors and their subsequent struggle with spiritual
beliefs. This belief, they explained, is rooted in one’s attachment style in that an individual’s
attachment to and sense of security in their relationship to God directly influences his/her
perception of being abandoned and alone or supported and connected during stressful events.
Trevino et al. arrived at these conclusions in their cross-sectional study of 2,115 U.S. adults, ages
18 or older. After being recruited through postal address lists provided by the United States
Postal Service or by recruiters sent to areas with no postal service, inclusion criteria for
participants were having experienced a stressful event within the previous 18 months and
completing the measure used to assess religious and spiritual (R/S) struggle. This study focused
on various components of the orienting system, which they defined as an individual’s approach
to stressful events. This system includes emotional, cognitive, spiritual, behavioral, and social
components, according to Trevino et al., and can act as a protective factor against increased R/S
struggle. However, results of this study showed no moderating effect of the cognitive, emotional,
and spiritual components on a participant’s ability to cope with stressful life events and
subsequent R/S struggle. Social isolation, on the other hand, along with one’s beliefs about the
stressor (cognitive component), did act as moderators. In fact, there was a stronger relationship
between stressful events and R/S struggle when participants reported having an insecure
attachment to God and feeling isolated from others. As for the cognitive and emotional
components, participants tended to experience greater distress when their perception was that
they had experienced a steady stream of stressful events, which had a negative cumulative

impact on their belief system and emotions.
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The Bible demonstrates that loneliness is something Jesus also experienced and can relate
to. Although he was surrounded by his disciples in the Garden of Gethsemane, for example,
Jesus felt deserted by them prior to his arrest (The Message, 2002/2010, Mark 14:32-42).
Following the death of his cousin John the Baptist, he also withdrew alone to pray and grieve
(The Message, 2002/2010, Matthew 14:13). The first passage is an example of social and
emotional loneliness, while the second represents an intention to seek out solitude to be alone
and process. Jesus was fully God and Man, meaning he was able to experience the vast array of
human emotion while living on earth. It is encouraging to know that he can relate to human
sorrow, disappointment, betrayal, grief, and sadness, while also modeling healthy ways of coping
with these experiences.

When it comes to designing psychological research, it is important to remember the
element of hope that Jesus provides and not solely focus on the negative aspects of experiences
like loneliness. While it is very real and overwhelming at times, loneliness does not have to leave
people feeling despondent and isolated. Empirical research can assist practitioners with
identifying effective interventions that not only alleviate symptoms of loneliness, but also help to
change the narrative about its function and permanency.

Summary

The literature reviewed in this chapter demonstrates the various negative physical,
emotional, cognitive, and spiritual side effects of loneliness, specifically during the menopausal
years in women. As noted by Ozcan et al. (2022), the menopausal years represent a time of
broadly significant changes in the lifespan, ones which are often exacerbated by the perception
of becoming meaningless to others and socially isolated. Ozcan et al. observed that when a

woman perceives that her role in the family, her femininity, attractiveness to her partner, or
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ability to reinvent her life’s purpose is irrevocably changed (and therefore lost), the likelihood of
developing depression, anxiety, and a myriad of other side effects is substantial. The Bible also
describes the profound pain that can result from feeling one’s purpose in life and subsequent
connection to others has been lost (The Message, 2002/2010, | Kings 19:19, Psalm 22:1-2; 25:16,
Matthew 14:13, Mark 5:25-29; 14:32-42).

Despite these dreary acknowledgements of loneliness, both the Bible and psychological
literature provide examples of people learning to cope and reframe their experience in positive
ways. For instance, Lamentations instructs its readers to embrace the quiet because it is
conducive to reflection and healing (The Message, 2002/2010, Lamentations 3:28-30). In
addition, Brinthaupt (2019), Jenkins et al. (2022), and Thomas and Azmitia (2019) found that
practicing faith, perspective taking, positive self-talk, and engaging in social connection help to
reduce the negative effects of loneliness by acting as moderators on this experience. The present
study expanded upon what is currently known about combatting loneliness by focusing on the
lived experiences of women currently in the menopausal stage of life. By building upon the
existing literature and learning directly from women through the mechanism of individual
interviews, this study benefitted from the personal experiences and wisdom gained from women
navigating menopause, which allowed the identification of themes and passing this information

along to practitioners in the field.
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CHAPTER 3: RESEARCH METHOD
Overview

The following chapter provides greater detail about the procedural methods of the present
study. Beginning with defining the specific research questions regarding the experience of
loneliness during menopause, an argument is made for a phenomenological approach, as well as
justification for the suggested sample size through use of data saturation. In addition, inclusion
and exclusion criteria are defined and a thorough description of participant recruitment,
interview questions, observational protocols, maintenance of criterion validity, and researcher
reflexivity is provided. Finally, this section describes the process of data analysis, to include the
identification of specific themes, and a description of delimitations, assumptions, and limitations.

Research Questions

Research Questions

RQ1: How do menopausal women describe their experience with loneliness?

RQ2: How do menopausal women describe the factors related to reductions in loneliness

during the menopausal years? For the present study, these factors have been identified as

the practice of solitude, faith, perspective-taking, self-talk, and social connection.

Research Design

A phenomenological approach was used for this qualitative study, as it allowed the author
to study the phenomenon of loneliness and collect data from multiple individuals (who were
preselected by criteria defined in the study). Participants were individuals who have experienced
loneliness during the menopausal years and have also been successful in identifying ways to
overcome its negative side effects. Creswell and Poth (2018) explained this is a transcendental

approach to phenomenology in that it focuses less on the researcher interpreting participants’
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experiences and relies more upon the participants’ interpretation and perception of their “lived
experiences” (p. 76). Furthermore, this approach, as described by Creswell and Poth, summarizes
the shared experience of a particular phenomenon (in this case, loneliness during menopause)
and identifies the essence or themes of that experience. According to Lowe et al. (2021), this
personalized approach to qualitative research is best when trying to understand an individual’s
inner world of loneliness. Ozcan et al. (2022) emphasized this point by recommending that
research delve deeper into women’s lived experience of menopause and loneliness, which is best
facilitated through personal interviews. Although self-report quantitative studies may offer some
insight into this experience, participants must respond to preselected criteria, which do not
provide the range or nuance required for obtaining individualized experiences and insight.
Participants

Women of any racial, ethnic, cultural, religious, or socioeconomic background were
invited to participate in this phenomenological study. The inclusion criteria were: Individuals
who were female, between the ages of 40 to 60, had at least one child, were currently in
perimenopause, menopause, or through menopause, and had experienced (or were currently
experiencing) loneliness during this time. Participants were also required to have access to a
computer and internet connection. Exclusion criteria included anyone who was currently
suffering from detrimental mental health conditions that were untreated, including suicidality or
active self-harm.

The ideal sample size for this study was ten to twelve women who fit the above criteria.
In their research of how many individual interviews are required to reach saturation in a
qualitative study, Guest et al. (2006) found that any more than 12 interviews start to become

redundant. In fact, it was after conducting 12 interviews that variability in responses had reached
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stability and no new codes or themes were identified. Guest et al. also cited previous research
that found smaller sample sizes to be appropriate when participants share knowledge of a
specific phenomenon, which was the aim of this present study. Guest et al. provided additional
insight for reaching saturation with this suggested sample size by recommending that participants
be interviewed separately to increase the likelihood of unique themes being presented and that
the research questions, even if open-ended, are guided with a predetermined common experience
of the phenomenon being studied. Without the presence of semi-structured questions, noted
Guest et al., saturation cannot be reached.

This author conducted one individual interview with each participant and one group
interview to learn about participants’ lived experience of loneliness during the menopausal years.
These interviews were conducted in a semi-structured format with the same open-ended
questions posed to each participant. Additionally, Guest et al. (2006) observed that greater
familiarity with a phenomenon, which in this case was loneliness during menopause, requires
fewer participants to achieve saturation because each participant is an expert in the phenomenon
being studied. Finally, Guest et al. found that there is a certain degree of homogeneity present in
purposive sampling because participants are preselected per the inclusion criteria designed by the
researcher(s). In other words, the likelihood of reaching data saturation with no more than 12
participants is higher because the similarities in lived experience of the phenomenon is also
higher.

Using the criterion purposive sampling described above, participants for this study were
recruited via an online survey posted on the Liberty University Doctoral Commons website. A
notification explaining the study, its purpose, scope, and inclusion criteria were posted on the

website, along with contact information for anyone who may have been interested (see Appendix
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A). Those who expressed interest were asked to complete an on-line screening survey (see
Appendix B). Upon receipt and determination of eligibility, participants were then asked to
complete an on-line consent form, which outlined the details and participant criteria for this
study (see Appendix D). Once the interviewer reviewed the surveys and selected candidates for
the study, each participant was contacted by phone to confirm acceptance into the study. A
follow-up email was sent to any candidates who expressed interest and met the inclusion criteria
in the screening survey but did not respond to the confirmation of acceptance (see Appendix F).
Study Procedures

Individuals who responded to the recruitment notice were emailed a screening survey to
determine their eligibility for the study, which included meeting the sampling criteria and being
agreeable to the web-based interview process (see Appendix B). Once participants were
determined to be eligible for the study, they were emailed a consent form (see Appendix D) and
demographic survey (see Appendix E). Demographic information included age, race or ethnicity,
cultural identification, number of children, age at onset of perimenopause or menopause, whether
any complications had been (or currently were) being experienced because of the onset of
menopause, and whether participants were currently being treated for any mental health
condition(s) via medication or therapy. The interviewer then scheduled an individual interview
with each participant which was conducted via a web-based communication format. The initial
individual interview did not exceed 60 minutes in length. This interview focused on the two
specific research questions and their specific components, beginning with asking participants to
describe their experience of loneliness during the menopausal years and ending with questions
about the factors identified in the above literature review regarding the reduction of loneliness

during this life stage, i.e., solitude, faith, perspective-taking, self-talk, and social connection. The
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interview itself was semi-structured with prepared questions serving as a guide and followed by
more probing questions as the participants discussed their experience of loneliness. Each
interview was audio recorded and the interviewer also took notes of her observations throughout
the interview. Upon completion of the individual interviews, a second interview was also
conducted with all participants simultaneously present via the same web-based format (hot
exceeding 60 minutes). The purpose of this second interview was to gain additional insights
about participants’ lived experience, as well as to give participants an opportunity to share advice
for other women experiencing loneliness during the menopausal years. The interviewer also used
this time to assess the need for any ongoing intervention among participants and to hear their
reflections on the information-gathering process (see Appendix H).

The justification for two 60-minute interviews was based upon previous qualitative
studies about the phenomenon of loneliness that also utilized in-person or web-based interviews
to learn about participants’ lived experience. For example, in their study of loneliness across a
culturally diverse sample of men and women, Heu et al. (2020) conducted semi-structured
interviews lasting 10 to 60 minutes in length per interview. Questions pertained to participants’
perception of loneliness, coping strategies they may have employed, and potential protective
factors against loneliness. Participants were also asked whether they had any suggestions to offer
other people experiencing loneliness, in addition to completing a demographic questionnaire.
Similarly, Hwang et al. (2019) conducted individual interviews with 16 older adults in a walking
community exercise program regarding their experience of social isolation. These interviews
lasted 30 minutes on average, were audio recorded, and then transcribed, as conducted in the
present study. Although Lee et al. (2019) chose to conduct one individual interview lasting 28 to

58 minutes each with the mothers in their study who reported experiencing prenatal loneliness
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and depression, they followed up by providing each participant with a debriefing information
sheet that also included possible referral sources should they need it. This author elected to
conduct a group interview to achieve this same purpose. Additional qualitative studies reviewed
above conducted individual interviews ranging from 26 to 46 minutes (McKenna-Plumley et al.,
2021), 30 minutes (Pineros-Leano et al., 2021), and 45 to 60 minutes (Ross et al., 2021). Each of
these studies also asked participants to complete a demographic questionnaire and audio or video
recorded interviews, followed by a detailed transcription of each. Interviews were conducted in a
semi-structured format with open-ended questions designed to elicit personalized details about
the experience of loneliness. This fits with Lowe et al.’s (2021) and Ozcan et al.’s (2022)
recommendation that a study of this nature be individualized and focused on a woman’s inner
world of loneliness during the menopausal years.
Instrumentation and Measurement

The materials for this study included a web-based form of communication (Zoom was
used for the present study), a computer to collect and store data, and emailed versions of the
initial screening and demographic surveys (see Appendices B and E). The interviewer also
utilized a phone to contact participants to confirm their acceptance into the study and schedule
the initial interview.
Measures

The measures for the present study were designed to screen participants, as well as to
assess any confounding or mediating influence of demographic factors. In addition, the measures
discussed below provided a guided format for conducting interviews and debriefing the entire
process with participants.

Consent Form
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Individuals who responded to the recruitment notice were emailed a screening survey to
determine their eligibility for the study (see Appendix B). This included meeting the inclusion
criteria and being agreeable to the web-based interview process. Inclusion criteria for the present
study were as follows: Individuals who were female, between the ages of 40 to 60, had at least
one child, were currently in perimenopause, menopause, or through menopause, and had
experienced (or were experiencing) loneliness during this time. Participants were also required to
have access to a computer and internet connection. Exclusion criteria was anyone who was
currently suffering from detrimental mental health conditions that were untreated, including
suicidality or active self-harm.

Demographic Survey

The purpose of the demographic survey was to provide information about the
participants’ age, race or ethnicity, cultural background, number of children, age at onset of
perimenopause or menopause, presence of complications due to menopause, and any mental
health diagnoses or treatment at the time of the study (see Appendix E). Although this
information was not utilized in a quantitative way, it shed light on any potential mediating or
confounding factors on participants’ lived experience of loneliness during menopause.
Individual Interview Questions

This study included semi-structured individual interviews with participants to gain
understanding about the phenomenon of loneliness during the menopausal years. As discussed
previously, Creswell and Poth (2018), Lowe et al. (2021), and Ozcan et al. (2022) recommended

this approach because it allows for a deeper exploration into the personal lived experience of a



61

particular phenomenon. Open-ended questions were utilized to facilitate the interviews, followed
up with more probing questions based upon participant responses (see Appendices G and 1).
Group Interview Questions

Upon completion of the individual interviews, a web-based meeting with all participants
was conducted for the interviewer and participants to share additional experiences or insights.
The interviewer also used this time of debriefing with participants to assess any need for ongoing
intervention (Appendix K) and to receive feedback about the data-gathering process (see
Appendix H). This group meeting was hosted as a webinar via Zoom, which allowed participants
to join with an invitation link while maintaining their anonymity.
Reliability and Validity

The validity of the above measurements was supported by the criterion specifically
addressed in the guided and debriefing interview questions. Furthermore, the open-ended format
of the interview process allowed for participants to describe their experience of the phenomenon
being studied without the limitations of quantitative assessments with pre-determined questions
and answers. The reliability of the present study was maintained by ensuring that all participants
met the inclusion criteria and had personal experience with loneliness during the menopausal
years. Additionally, reviewing the transcription of interviews and the author’s notes taken during
interviews allowed the author to record data in a streamlined fashion, after which recurring

themes and statements were identified (see Appendix J). Finally, the author bracketed her
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personal experiences and opinions from the experience, therefore allowing participants to
describe and interpret their lived experience of loneliness during menopause.
Credibility, Transferability, Dependability, and Confirmability

This study followed Stahl and King’s (2020) recommendation for maintaining credibility
in a qualitative study by virtue of the author becoming very familiar with the phenomenon over
the course of each interview and maintaining engagement with each participant. Additionally, the
author continuously bracketed herself from the information shared and reflected on participants’
comments and insights on a regular basis. As for transferability, Stahl and King recommended a
“thick description” of the entire research process, including a thorough explanation of the
phenomenon and population being studied, as well as a detailed description of the methods,
measurements, analysis, and so forth (p. 27). Dependability was ensured through a twofold
process of receiving direct feedback from the participants during the final debriefing interview
regarding their experience of the research process and the author’s interpretation of the
information shared. Furthermore, receiving peer feedback following data analysis created
accountability between participants’ testimony of their lived experience and the author’s own
interpretation or bias. Finally, Stahl and King noted that confirmability is somewhat limited in
qualitative research due to the limits of objective reality; however, objectivity was achieved by
adhering to the standards designed in this study and relying upon participants’ interpretation of
their own reality.

Data Analysis

Interviews and transcription were conducted via Zoom, a web-based format that

facilitates live telecommunications and recordings. Zoom also allowed for audio transcription to

occur while the interview was being conducted and included a timestamp for easier reference to
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certain portions of the interview later in the analysis process (Zoom Video Communications,
2023). Once interviews were completed, the interviewer read through the notes taken during
interviews and listened to the recordings to organize the data into meaningful statements or direct
quotes about participants’ experience of loneliness. These statements were then compiled into
themes to identify common experiences, perspectives, or coping mechanisms. Additionally, the
interviewer followed Creswell and Poth’s (2018) recommendation for developing a textural
description of participants’ experience, which described what they experienced, as well as a
structural description, which focused on how they experienced the phenomenon being studied.
Creswell and Poth explained that organizing participants’ statements and descriptions in this
fashion is the best way to accurately capture the participants’ lived experience. Finally, the
textural and structural descriptions were combined to communicate an overall essence of the data
collected.
Delimitations, Assumptions, and Limitations

The delimitations of this study were defined by the inclusion criteria and the decision to
study how a specific segment of the population, in this case menopausal women between the
ages of 40 and 60, experienced and coped with loneliness. It was recognized in the literature
review above that this population experiences loneliness in unique ways due to the convergence
of physical transformations because of menopause and additional changes as a result of
launching children and other familial transitions typified in this life stage. The author assumed
that participants described their experience of the menopausal years and loneliness accurately,
which was facilitated by the open-ended interview style of this study. In this type of
phenomenological qualitative study, participants are assumed to possess the knowledge to

answer the author’s questions and to be experts in their own experience.
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Some of the challenges anticipated with this study had to do with the format intended to
collect data, which was through individual and group interviews. This type of data collection is
inherently time consuming and requires extremely thorough note taking, correctly working
recording devices or technology, and a very careful review of the information gathered in order
to accurately represent the participants’ lived experiences and categorize them into themes.
Retention may have also been an issue during the time elapsed between individual and group
interviews, although the author scheduled these interviews relatively close together and asked
participants to agree to both interviews upon providing consent. Having said that, participants
were informed that they could discontinue participation in the study at any time for any reason
without fear of retribution.

Another potential challenge had to do with the author’s own bias getting in the way in the
form of judgments or preconceived ideas. This is why it was essential that the author practice
self-awareness and bracket herself from the information shared, as much as possible. It was also
important for the author to suspend judgment or personal beliefs regarding loneliness, its clinical
side effects, and best practices for resolving loneliness so that participants could shed light on the
coping mechanisms that worked best for them. Limitations to this study may have to do with the
generalizability of participants to a larger menopausal population, especially across culture.
Although menopause and loneliness are joint phenomena reported across culture and
demographics (Kaur & Kaur, 2021; Ozcan et al., 2022; & Yazdkhasti et al., 2019), those who
chose to respond to the recruitment notice may have been more inclined to participate in research
studies, had some vested interest, or may have only represented a certain segment of women.
Finally, it was possible that participants’ recollection of events may have been distorted by time

and loss of memory.
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Reflexivity

The interviewer was a female developmental psychology doctoral student with a master’s
degree in counseling and a bachelor’s degree in Spanish and international studies. There was no
prior relationship or interaction between the interviewer and the participants. Throughout the
interview process, the interviewer practiced self-awareness and bracketed herself from the
information shared, as much as possible, in order to gain new perspectives and learn from the
participants’ experiences and inherent wisdom regarding their familiarity with loneliness. The
interviewer also suspended judgment and personal beliefs regarding loneliness, its clinical side
effects, and best practices for resolving loneliness so that participants could shed light on the
coping mechanisms that worked best for them. This was deemed important because the goal of
this study was to enable mental health clinicians to teach their clients effective and personalized
skills of overcoming the negative mental and emotional side effects of loneliness.

Summary

The methods outlined in this chapter were guided by the present study’s research
questions regarding loneliness during the menopausal years. As such, a phenomenological study
was designed that utilized a series of individual and group interviews aimed at better
understanding participants’ personal and lived experience of loneliness during menopause.
Through the process of analyzing responses and identifying themes, the author was able to create
a textural and structural description of the data, which could then be used to communicate an
overall essence of this phenomenon.

Validity in the present study was maintained by adhering to the criterion specifically
addressed in the guided and debriefing interview questions. Likewise, reliability was retained by

ensuring that all participants met the inclusion criteria and had personal experience with
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loneliness during the menopausal years. The author bracketed herself throughout the research
process and also relied upon feedback from participants during the debriefing interview, as well
as peer review of the data gathered, to ensure the credibility and dependability of this study. Any
limitations due to a lack of generalizability to outside populations were taken into consideration

and addressed in the results portion of this study.
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CHAPTER 4: RESULTS
Overview

The purpose of this qualitative phenomenological study was to explore the lived
experience of loneliness in menopausal women. Furthermore, factors related to reducing
loneliness in this life stage were examined. Women of any racial, ethnic, cultural, religious, or
socioeconomic background were invited to participate in this phenomenological study. The
inclusion criteria were: Individuals who were female, between the ages of 40 to 60, had at least
one child, were currently in perimenopause, menopause, or through menopause, and had
experienced (or were currently experiencing) loneliness during this time. Participants were also
required to have access to a computer and internet connection. Exclusion criteria included
anyone who was currently suffering from detrimental mental health conditions that were
untreated, including suicidality or active self-harm. Women who met the inclusion criteria and
completed the screening survey then completed a brief demographic survey and participated in a
60-minute individual interview, as well as a 60-minute group interview. The following research
questions acted as a guide for this interview process:

RQ1: How do menopausal women describe their experience with loneliness?

RQ2: How do menopausal women describe the factors related to reductions in loneliness

during the menopausal years? For the present study, these factors were identified as the

practice of solitude, faith, perspective-taking, self-talk, and social connection.

Upon completion of the interviews, the interviewer read through the notes taken during
interviews and listened to the recordings to organize the data into meaningful statements or direct
quotes about participants’ experience of loneliness. These statements were then compiled into

themes to identify common experiences, perspectives, or coping mechanisms. These results are
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described in the following sections, including demographic information, descriptive results, and
overall relevant themes related to the experience of loneliness during the menopausal years. In
order to protect their confidentiality, pseudonyms were assigned to each participant.
Descriptive Results and Demographics

Ten women participated in this study, ranging in age from 44 to 60. Seven women
identified as White and three as African American. Five of these women were married at the
time of the study, four were divorced, and one was engaged. The number of children that each
participant had ranged from one to seven, eight of whom had been launched from the home at the
time of this study. The average age of onset of perimenopausal symptoms was 45.4 years, with
the youngest age of onset at 37 and the oldest at 55. Two women reported that they were in the
perimenopausal stage at the time of this study and the remaining eight had completed
menopause, although many still experienced various symptoms related to menopause. Of the ten
women interviewed, all reported that they intentionally sought times of solitude as a coping skill,
to be discussed in greater detail below.

Study Findings

The shortest individual interview was 45 minutes long and the longest was 83 minutes.
Only three participants were able to join the group interview, which lasted for 45 minutes. Once
interviews were completed, the interviewer read through the notes taken during interviews and
listened to the recordings to organize the data into meaningful statements or direct quotes about
participants’ experience of menopause and loneliness. These statements were then compiled into
themes to identify common experiences, perspectives, or coping mechanisms. Finally, the author

combined the textural descriptions (what participants experienced) and the structural descriptions



69

(how participants experienced it) to communicate an overall essence of the data collected.
Relevant statements and themes are organized by each research question below.

RQ1: How do Menopausal Women Describe Their Experience with Loneliness?
Physical Symptoms

A wide variety of physical symptoms were described by the participants in this study,
which, in many cases, began before women recognized they were in the perimenopausal stage
and endured well past they were medically declared to be post-menopausal (see Figure 1). These
symptoms included vasomotor effects, such as excessive sweating, hot flashes, and night sweats.
Heather described feeling a “constant internal burning” and Sally shared that the extensiveness
and intensity of her hot flashes led to a feeling of “desperation.” Thinning of hair, loss of hair,
and the growth of hair in “strange places,” such as on the face, were also reported. A variety of
gastrointestinal issues were commonly reported and included gastritis, nausea, bloating, frequent
urination, and bowl problems. Sleep problems, such as a disruption in the sleep/wake cycle, were
reported, as was extreme fatigue.

Every participant lamented weight gain during the menopausal years, particularly around
the stomach and hips, and the difficulty in losing this weight as opposed to their earlier years.
Even those women who described themselves as having been physically fit and regularly
exercising throughout their lives struggled with weight gain and loss of strength and motivation
to exercise. Evelyn had a blood issue that depleted her hormones. All of the women experienced
significant decreases in their estrogen and testosterone levels, one woman continued to
experience intermittent periods, and three continued to experience symptoms related to

menstruation even after they were no longer getting a regular period each month. In fact, Teresa,
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who was post-menopausal, explained that her emotions tended to match the menstrual cycle of
her two teenage daughters who were still living at home.

Other physical changes related to fluctuations in hormones were described, as well. These
included an increase in facial acne, thinning of hair and nails, unusual food cravings,
endometriosis, and adenomyosis. Vaginal dryness, discomfort during intercourse, and a decrease
in libido were also commonly reported. Six of the ten women were either married or engaged at
the time of this study and all six expressed distress about the sexual changes they had
experienced, stating they were worried about how this would affect (or had affected) their
marriage or romantic relationship. The decrease in sexual desire, along with pain or discomfort
during sex, and weight gain that caused women to feel unattractive, represented shifts in
romantic relationships and lower self-esteem for many women. Even those women who
described their husbands or partners as supportive were aware the men in their lives could not
relate to their experience and women were often at a loss for how to vocalize the many changes
occurring inside. Carrie shared that her husband had always viewed her as “tough,” which made
it difficult for him to understand her emotional experience during menopause. Evelyn, whose
husband had cancer and had lost sexual function as a result, found it challenging to disclose her
emotions and sense of isolation during this time. She explained that she wanted to remain
positive for her husband, yet felt lonely because she was not able to be intimate with him and
lacked the words to describe her experience. In addition, she launched two children during this
time and lacked support from other women and practitioners to help her recognize (and validate)
the changes that were occurring in her body. Overall, the women expressed a specific loneliness
that was related to their decreased libido and inability to connect sexually with partners with the

same ease or comfort level they had previously known.
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Three of the women interviewed had undergone a hysterectomy, two of whom retained at
least one ovary, meaning they were not forced into early medically-induced menopause. Carrie
had breast cancer and a brain tumor around the time of menopause, therefore complicating her
physical symptoms and sometimes making it difficult for her to know the exact cause of what
she was feeling. All of her life, she had received positive attention for her red curly hair, but after
losing her hair due to chemotherapy, it grew back in much different and took some getting used
to. Carrie’s loneliness was directly related to feeling “old and insignificant,” as if people were
looking “past” her, treating her like an “old lady,” once her hair and body changed. Katie
described a family trauma, including the loss of her husband, that took place around the time of
menopause. These traumatic events made it difficult for her to be fully aware of the physical and
emotional changes occurring in her body during that time. Nevertheless, she believed the trauma
induced an early menopause, which she completed by the age of 44.

A persistent theme among participants was the lack of motivation to exercise that came
along with menopause and the associated fatigue and weight gain due to hormonal changes.
While many women used to be strong and athletic, running marathons or lifting heavy weights,
for example, menopause depleted much of this strength and they had to work harder to maintain
physical wellness at this stage of life. Patty described a similar experience and suffered loss of
bone mass, as a result. Evelyn shared that she preferred to sleep instead of exercise and
experienced fatigue, weight gain, and intermittent periods, which, in turn, also affected her
motivation to exercise. Her experience was similar to Carrie’s in that she worried her physical
changes may affect her work identity and people would deem her as “obsolete.” Heather reported
that she had undiagnosed celiac disease for 28 years, which created a pattern of ignoring her

body and its various discomforts because she did not know what was causing them. This trend
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continued into her menopausal years, but eventually she obtained an accurate diagnosis and
began learning mind-body awareness, as well as self-compassion toward her physical self.
Additional medical conditions reported during the menopausal years included diabetes, cancer,
anemia due to excessive bleeding during menstruation, gastric sleeve surgery, miscarriage, still
birth, frozen shoulder, and joint pain.

Figure 1
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Cognitive Symptoms

In addition to the physical symptoms described above, the decrease in estrogen and
testosterone also coincided with various cognitive symptoms for women (see Figure 2). Four of
the women noted a shift in their thoughts and emotions during this time. Cognitive symptoms
included “brain fog,” loss of verbal fluency, short-term memory loss, distraction, and slower
processing speed. Taylor, who also had ADHD, found it much more difficult to find words and

easily lost her train of thought, which she described as frustrating. Carrie confided that people



73

tended to view her as strong, which made her wary of confiding in others about her experience
because she did not want to “shatter” their image of her or feel invalidated for her struggles. All
of the women shared that they played brain games or actively learned new things, including the
pursuit of an additional degree, to keep their brains challenged and engaged. Three women also
took a brain supplement to help with memory loss and brain fog.

Figure 2
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Emotional Symptoms

The emotional symptoms experienced by participants in this study were directly related
to the physical and cognitive symptoms described above (see Figure 3). Each participant talked
about a shift in their emotional state that occurred after perimenopause began and which
reflected the various unexpected changes and hormonal fluctuations that ensued. These
symptoms included depression, anxiety, low self-esteem, discouragement, anger, irritability,

sadness, self-consciousness, desperation, loneliness, guilt, grief, confusion, and rage. The way in
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which these emotions were expressed included decreased emotional regulation, mood swings,
lashing out, “stress cursing,” negative self-talk, rumination on past events or “lost opportunities,”
isolation, and reflection on life accomplishments. Two women also experienced suicidal
thoughts during this time.

Specifically, the discouragement was related to not receiving proper validation,
education, and treatment for menopausal symptoms. This also lent itself to confusion, as women
often questioned their own experience or sought explanations that remained unanswered. The
grief was associated with no longer being able to have children, which for some came naturally
and for others was forced by medically necessary hysterectomies. Three of the women reflected
that although they no longer intended to have children or were content with their existing
families, the idea of being fertile was still a significant part of their identity. After completing
menopause, for instance, Evelyn initially felt excited not to have a period anymore, but when the
full reality of this change set it, she felt she lost something. Due to fluctuating hormones, Serena
had to wean her youngest child before either of them was ready to do so. After experiencing the
still birth of her child, Heather had to have a hysterectomy, the finality of which made grieving
the loss of her child even more difficult. Going through menopause and losing the ability to
procreate created sadness and grief for these women, especially as they sought to redefine their
role in life and how they would derive meaning as mothers of children who were grown and no
longer dependent upon their care.

The desperation these women expressed was related to persistent vasomotor symptoms
and their lack of remediation. Low self-esteem and self-consciousness were a direct result of
weight gain and decreased libido, which at some point caused all the women to feel disdain

toward their physical bodies and concern about how this would affect their romantic
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relationships. Sally confided that looking in the mirror emphasized the physical changes she had
experienced and all women admitted to feeling unattractive because of weight gain, hair loss,
skin changes, and so forth, for at least part of their menopausal experience. Serena and Katie
experienced a crisis of faith during the menopausal years, questioning God’s design and purpose
for having women suffer, which sometimes resulted in anger and rage.

A dominant theme among all the women interviewed was feeling unheard and unseen
during this time, a feeling that was exacerbated by not having adequate information about
menopause, its symptoms, and possible treatments. Two women reported going through
menopause either before or after the majority of their peers, which created an absence in much
needed normalization and confirmation of symptoms. Another common theme was the confusion
and frustration that accompanied not understanding what was happening to their bodies or not
receiving proper treatment. Sally, for example, felt she had been “failed” by the medical
community, especially by her gynecologist, who misunderstood the source of her depression.
Her doctors urged her to take a variety of medication to alleviate her symptoms, but did not
validate what she was going through nor did they normalize it as typical of the menopausal
process. Instead, Sally described feeling she was “out on a limb” trying to navigate this life stage
and her body’s changes on her own. Teresa’s experience with the medical community resonated
strongly with that of Sally. She did not feel taken seriously by her doctor, which caused her to be
less inclined to advocate for herself because she felt she would not be heard or that her
symptoms would not be deemed “worthy of investigating.” She described the loneliness and
exhaustion of walking this journey alone, as well as the confusion of not understanding what was
happening to her body or knowing how to access the care she needed. Zoe had a prior history of

post-partum depression, which may have predisposed her to depression during the menopausal
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years. She was taking an anti-depressant at the time of this study to help manage these
symptoms. Patty also admitted to feeling depressed at times during the menopausal years,
especially when she felt lonely and missed her son who had launched from the home or her
parents who both passed away during this time. Sally reflected that it was more difficult for her
to maintain an “upbeat mood” because of the “up and down” affect her hormones had on her
emotions.

Figure 3
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Loneliness

For the women in this study, loneliness was the biproduct of having an empty nest,
misinformation about menopause, lack of validation and normalization, inappropriate treatment,
and an inability to vocalize their experience. For those women who had already launched a
child(ren) from the home, there was sometimes an uncertainty about what the future would hold

and a loneliness that settled in around the quiet and changing routines. As she thought about
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aging, Zoe stated that loneliness often felt like it would last forever. Evelyn said she could not
talk about her experience with her husband because she did not want to be perceived as negative
and was at a loss for words to describe how she felt. This led to her feeling increasingly lonely in
her marriage. One woman wondered if her menopausal symptoms were somehow her fault,
which led to a verbal and emotional withdrawal from her spouse and loved ones, also resulting in
profound loneliness. Taylor attributed her loneliness to feeling everyone else had moved on with
their lives, while she felt left behind and forgotten. Due to relocations that occurred during this
life stage, two women dearly missed girlfriends with whom they could talk and share their
experience with, which also added to their sense of being alone and contributed to feelings of
loneliness.

The women interviewed in this study expressed varying degrees of awareness about their
loneliness and the need for a renewed perspective to help alleviate the side effects of this
phenomenon. After her son moved out, for example, Patty, who was a single mom, chose to
embrace her alone time as an opportunity to engage in “single activities.” She started doing
“Patty’s Day Out” on a regular basis, choosing to reframe this stage of life as a time to focus on
herself and pursue individual interests instead of viewing it solely as a time of loss and
loneliness.

RQ2: How do Menopausal Women Describe the Factors Related to Reductions in
Loneliness During the Menopausal Years?

As discussed in the literature review above, multiple practices or coping skills have been

identified as fundamental to the mitigation of loneliness across all populations, stages of life, and

circumstances. Since the present study identified the practices of solitude, faith, perspective-
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taking, self-talk, and social connection as significant to the reduction of loneliness during the
menopausal years, participant responses have been organized according to those factors.
Solitude

Each of the participants in this study described feeling lonely at various times throughout
the menopausal life stage. As discussed above, this was often a result of feeling isolated in their
experience and lacking support from friends, family, and medical practitioners. It was also a
result of various changes occurring during this life stage, such as the launching of children.
Despite the sadness, depression, anxiety, and frustration that came with loneliness, each of the
women shared that they intentionally sought solitude as a way of coping through this time. Just
as Thomas (2023) and Thomas and Azmitia (2019) explained that solitude can be a healthy
practice when not unwanted or prolonged, the women in this study understood the merits of
embracing times of quiet to reflect, pray, practice mindfulness, and reframe their perspective. In
fact, each of the women developed their own solitude practices to cope with and reframe their
experience of loneliness.

Sally explained that in times of stress, she sought alone time to be quiet and present in
nature. She used this time to connect with God and to identify solutions to the problems she was
facing. Carrie also enjoyed being by herself, which allowed her to focus on her relationship with
God and decompress from work. She explained that her job took a lot out of her in order to be
fully engaged, which made seeking solitude essential. Carrie viewed her home as a retreat and
allowed the solitude to renew her. Like Carrie, Teresa always had to be “on” for her job and as a
mother of teenagers, thus being quiet was key for her to refresh and communicate with God. She

accessed these times of quiet by sitting in her yard, taking a hot shower, or going for walks.
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Evelyn also liked to enjoy a cup of coffee outside in her yard while alone. This gave her brain a
break and gave her the space to enjoy the quiet without having to focus on anything in particular.

Taylor described herself as a “loner” who preferred to be alone. Her reasons for
embracing solitude were somewhat different, however, in that she did not want to be surrounded
by “drama.” Solitude allowed her to feel peaceful and to hear from God about areas in her life
that needed growth or change. She explained that solitude allowed her to maintain the character
she desired to have and helped her to avoid expressing a temper. Whenever she felt lonely,
Taylor reminded herself that at least she was not “stuck” in “foolishness or drama” or a bad
relationship.

Serena also craved solitude, explaining that as a mom she required times of “sensory
deprivation.” She went for walks with her dog, ran or went to the gym, and took a hot bath every
night, during which time she read or scrolled on her phone. Heather also took regular baths in her
jacuzzi tub or swam laps at a local pool, referring to this practice as her “mermaid time.” As an
introvert, she needed times of quiet to be alone and rest and noted that when she was not able to
engage in these practices, her mental health was negatively impacted. Like Carrie and Teresa
whose careers required a high level of emotional engagement, Zoe needed times of solitude to
cope with the demands of being a social worker. She described feeling refreshed when she
separated herself from the “pack.” Without this time to “disassociate” from people and other
people’s emotions, Zoe noticed that she felt lonely or unable to be fully present with her son.
Although she enjoyed being with people and entertaining, Patty also liked her alone time. She
found the quiet and stillness to be therapeutic, embracing the time to do what she wanted to do.
Katie acknowledged that she had become more comfortable with solitude with age. Although she

did not necessarily want the quiet and solitude that functioned as a trauma response for her, she
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also became used to it. She reflected that there was no way of knowing what another person’s
experience was and found it very difficult to communicate her own experience, which led to an
increasing sense of isolation for her.

An overwhelming theme to the practice of solitude for each of the participants in this
study was that without it, the practices of faith, perspective-taking, and self-talk were non-
existent. In other words, it was understanding the benefits of solitude and how it created a space
for reflection that allowed women to focus on these additional coping skills. Furthermore, it was
important that times of solitude were a frequent occurrence so that these positive coping skills
could be maintained. As evidenced in this section, each of the women developed their own
unique approach to engaging in times of solitude according to their personal needs and interests.
Faith

Although it was not a required criterion for this study, each of the participants
interviewed claimed to have a personal relationship with God that was exercised through daily
faith practice, including prayer, Bible reading, devotionals, and corporate worship. While many
women attended church services, volunteered at church, or participated in church-organized
activities, their primary development of faith took place within times of solitude. Two of the ten
women described experiencing a crisis of faith during which time they questioned God’s
goodness and his design for women. This resulted from tremendous physical and emotional
struggle during the menopausal years, including multiple traumas for both women and their
families. For Serena, resolving her anger toward God involved reminding herself that she was
never truly alone with God and that he had purpose for her life. Additionally, when she felt
lonely in her marriage, she reminded herself that her marriage was a “spiritual covenant” and that

her husband was not trying to make her feel lonely. This reminder motivated Serena to do
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whatever she could to improve her marriage instead of further isolating or telling herself that
God and her husband did not care. Katie, on the other hand, admitted that she still was not sure
where she stood in regards to her faith, noting that she and her son had experienced very little
healing or improvement despite her persistent prayers.

Evelyn shared that her husband did not attend church with her, so she often sat alone
during church services and lacked appropriate support from age-appropriate women’s groups.
However, she decided to make a point of trying something new or volunteering in her church
each month as a way of connecting with other people. Despite feeling alone at church at times,
Evelyn stated that attending services helped her to feel closer to God, thereby reducing the
overall loneliness she felt. Remembering she was never truly alone because of her relationship
with God helped Patty to address her loneliness. She explained that she had to learn to trust
God’s timing and used her time of solitude to allow God to reveal things she could work on in
her life. Heather reminded herself that Jesus also went through times of being alone and was
encouraged that He was with her whenever she read the Bible. Similarly, Taylor utilized her
“prayer closet” to pray and read the Bible, which helped her to remember God had a plan for her
life. This typically helped her to feel better and to move on from the loneliness she was feeling.
In addition, Taylor noticed that as she became more adept at recognizing her negative self-talk
about being alone, she was quicker to address those thoughts with prayer and Bible verses. She
noticed a significant difference in how this practice “freed” her up sooner from her negative self-
talk and reduced the frequency of this chatter.

Not only did spiritual practice reenergize Teresa, but being connected to other “spiritually
aware” people also reduced her feelings of sadness. On good days, she was able to practice

positive self-talk such as “You have purpose, God is faithful and has a plan, stay listening.” On
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bad days, however, her self-talk took on a more negative tone. However, recalling scripture
verses and remembering how she wanted to behave as a mom helped her to “snap out of” this
mentality quickly. Carrie also emphasized the importance of knowing the truth about herself and
her situation, which she found through prayer and Bible reading. Whenever she felt old or lonely,
these practices enabled her to reframe her experience. She spoke Bible verses out loud to herself,
told the intrusive thoughts to stop, affirmed herself, and utilized a sense of humor to address her
loneliness. Like many of the other women, Sally’s relationship with God allowed her to
remember that her life had purpose and she was not alone. She also recognized that other women
were going through the same experience, which helped her to avoid self-pity. Zoe utilized prayer
and spirituality, as well, to help her take perspective and remind her of life’s temporality. She
held an “existential” view of humanity, which allowed her to see something more special and
bigger than her experience. She found purpose in her loneliness, primarily as a time to develop
her character. By recognizing and practicing “agency,” she was able to do something about her
loneliness when she chose to.
Perspective Taking

As mentioned previously, perspective-taking for the women in this study was a skill
developed through the practices of solitude and faith. It was in these quieter times of
contemplation and reflection that women were able to adjust their perspective of the menopausal
life stage and the loneliness that accompanied it. Changing one’s perspective involved
recognizing they were not alone, that God was with them, that other women were going through
a similar experience, and that their lives held purpose. The concept of purpose was one repeated
by every participant and functioned as a positive reframe for the overwhelm of emotions and

loneliness the women often experienced. Practicing gratitude and remembering their life stage
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was temporary were also helpful perspective shifts. Instead of engaging in negative self-talk and
calling herself a “dork,” Heather tried to be positive. She and her husband also started using a
daily communication tool to help them better communicate their feelings to one another. When
she was feeling lonely or experiencing fluctuating emotions due to hormonal changes, Evelyn
asked herself what would bring her “joy.” She also counteracted negative thoughts about herself,
such as feeling unattractive due to weight gain, with statements of affirmation.

Self-Talk

Self-talk was related to perspective-taking in that if negative, it led to reevaluation of
one’s perspective and a shift to healthier and more affirming self-talk. Negative self-talk often
centered around the physical changes experienced during menopause, as well as the loneliness
participants felt during this life stage. Katie explained that her loneliness and subsequent
negative self-talk were partially a result of not being able to tell her own side of the story
regarding her family’s trauma. She sometimes questioned whether she allowed the trauma to
occur or if it was a result of not being worthy of love. She started writing a book about her
experience to process what occurred and to give a voice to her family’s story.

Instead of telling herself she was unattractive, Evelyn reminded herself she had not
exercised recently and identified methods of self-care to improve her self-image. Similarly, Patty
sometimes wondered if her boyfriend would still be interested in or attracted to her because of
her decreased libido and weight gain. She learned to talk gently to herself and to be patient with
the process as a means of overcoming this negative self-talk and doubt. Instead of isolating in
their narratives about being alone, Heather and Taylor reminded themselves they could reach out
to someone if they chose to. When she was lonely, Taylor sometimes questioned whether people

had forgotten about her, but then she reminded herself they had lives too and that it was not “all
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about [her]’.” Sally sometimes missed her more athletic body when she looked in the mirror and
instead of focusing on the negative, she decided to engage in self-care and asked herself what she
could do about her weight or body image. Additional tools utilized by these women to alter their
self-talk included praying, reading the Bible to remind themselves of God’s perspective, asking
for guidance, distracting themselves, recognizing their accomplishments, and practicing
gratitude.
Social Connection

Although each of the women in this study reported feeling isolated in their experience of
menopause at times, they also testified to the importance of social connection. Because all the
participants felt unprepared for and uneducated about the physical, emotional, and cognitive
changes that occurred in their bodies, talking to other women about their shared experience
served to answer questions, relieve fears, and assuage guilt about having lost motivation or
gaining weight. Zoe described the act of connecting socially as the “antidote” to being lonely.
This resonated with Sally who found that as she talked more about her experience, other women
were inclined to open up about theirs. She tried to be “authentically present” with people, which
for Sally meant that she actively listened and heard what they had to say. As a result, she
reported feeling much more connected and less lonely. It also helped her to get out of the house
and her self-imposed isolation by connecting with girl groups that “[got] it.” Heather also
gathered with a group of girlfriends on a regular basis to talk about their mutual experience of
menopause and the loss of her son, which she called the “loss of what should be.” She also
posted requests for prayer on Facebook as a way of gaining support and connecting with others.
Serena and Patty maintained connection with their military friends who were able to empathize

with their experiences in a unique way. Specifically, Patty shared that as a veteran, she
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participated in a military sorority, through which she felt connected and less alone. Attending
church also provided important social connection for both of these women.

While seven women actively sought social connection, three lacked it or chose to limit it.
For example, Teresa described herself as an “ambivert” and explained that while socializing
helped to “fill her up,” too much of it could be draining. In other words, she had to be aware of
becoming overstimulated with social connection. When in balance, however, Teresa stated that
interacting with others socially allowed her to feel encouraged and capable of doing anything.
Like Teresa, Serena also benefitted from social connection, stating it filled her “cup” and felt
good. However, at the time of this study, her family had relocated to a smaller town where she
was far away from familiar friends and family and she was also pursuing a PhD, all of which
resulted in less socialization. Despite these changes, Serena made it a priority to volunteer at
church to meet new people and joined a PE class at a local community college, as well. These
activities helped her to feel she was part of a group and not alone. Carrie expressed awareness
about her need for more social connection, but explained that her job required long days, which
did not leave a lot of time for socializing. She preferred to spend her free time with family,
adding that she did not know very many females to talk to.

Finally, Taylor, Katie, and Evelyn reported a lack in social connection and missed the
support this could have offered. Evelyn stated that she had female friends, but they did not make
time for each other. As a result, she had not talked to anyone about her experience of menopause.
Following a relocation and the closure of her church, Katie also lacked friends to talk to about
her experiences with menopause and family trauma. She talked to her parents on the phone and
occasionally reached out to friends from college. Taylor admitted that she did not seek

socialization with her friends very often and had made it a point not to isolate so much at the
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time of this study. She set a goal of getting together more often with female friends and went out
with some other women from church. In addition, Taylor participated in a group text with other
women in which they talked about menopause and validated one another.

Other Coping Skills: Medical Treatments, Diet, Exercise, Validation, and Normalization

Sally’s approach to coping with the emotional ups and downs of menopause was to “suck
it up.” She described feeling frustrated because there seemed to be “no solution” for the
symptoms she was experiencing and it took more effort to achieve and maintain an “upbeat
mood.” Hormonal supplements did not work for Sally, although she later started taking a natural
supplement that yielded some positive results.

Of the ten women interviewed for this study, six sought medical treatment at some time
during menopause to help remediate the physical, cognitive, and emotional symptoms they
experienced. This treatment included a variety of hormonal supplements, as well as natural
supplements, such as Estroven. One of these women reported no improvement with treatment,
while the remaining five testified a reduction in negative symptoms, such as anxiety or weight
gain, as well as an increase in energy, focus, and motivation. Several women also incorporated
regular exercise and/or weight training and monitored their diet in order to avoid foods that
exacerbated weight gain and other symptoms. Physical exercise was also cited as a positive
outlet for the wide range of emotions experienced during this time.

Each of the women emphasized the importance of opening conversations about
menopause and loneliness, noting it is a topic lacking in depth and accurate information. Instead
of remaining quiet about their experience and isolating, they urged women to talk to their
friends, mothers, sisters, daughters, and co-workers about their symptoms and related emotions.

Each of these women shared stories of how doing so helped them to feel less alone and they
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expressed gratitude for this study, stating that the topic of loneliness during menopause needs to
be researched and discussed further so that women can receive the normalization and validation
they need.

Summary

A variety of physical, cognitive, and emotional symptoms were commonly experienced
among participants throughout the menopausal years. These included, but were not limited to,
vasomotor symptoms, fatigue, weight gain, decreased libido, foggy brain, anxiety, frustration,
anger, isolation, and loneliness. The women in this study also talked about their disillusionment
with the medical community who often minimized or overlooked the source of their symptoms
or did not help them access appropriate treatment. In addition, every participant described feeling
alone in her experience at some point during menopause, if not during the entire process. This
was most often attributed to a lack of education and awareness about what was going on in their
bodies, lack of spousal support and validation from doctors, and a lack of normalization from
other women who were going through (or had gone through) menopause.

As discussed in the literature review in chapter two, menopause often coincides with
significant life events and transitions that are germane to this stage of life. This proved to be true
for the participants in this study, as well. For example, several participants relocated or launched
children to college, professions, or marriage during this time. Two women also became
grandmothers. In addition, they experienced significant changes in their careers or relationships.
For instance, one woman lost her husband during this time, four others went through a divorce,
and one lost both of her parents. All ten of the women interviewed were either in the middle of
pursuing a PhD or had recently completed their doctoral program, with hopes of changing

careers or expanding their current expertise. Serena’s husband was assigned a new station in the
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military during this life stage, which meant the entire family had to relocate to a smaller town far
away from friends and family. Her husband also deployed during the COVID-19 pandemic after
she had taken a full-time job, making it extremely challenging to care for their five children
without support nearby. As mentioned previously, several women also went through significant
physical changes, including hysterectomies, miscarriages, still birth, and cancer, which altered
their ability to have more biological children even though not all had planned on being done with
child bearing at the time these medical issues occurred.

As a result of these changes and experiences, all participants experienced loneliness and
developed coping skills to address it. These skills ranged from seeking solitude and times of
quiet to socializing with other women in their cohort who could relate to their experience and
validate the myriad of symptoms experienced. In the chapter that follows, these coping skills are
discussed in further detail, along with suggestions as to how they may be applied to the fields of
medicine and counseling for the improvement of intervention and treatment. A discussion of

limitations and recommendations for additional research is also provided.
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CHAPTER 5: DISCUSSION
Overview

The purpose of this qualitative study was to explore the phenomenon of loneliness and
related coping skills during the menopausal years, as defined by the lived experience of
participants involved. As discussed previously, the specific coping skills of practicing solitude,
faith, perspective-taking, self-talk, and social connection were explored, as were additional skills
identified by participants, including hormonal replacement, diet and exercise, and mindfulness.

The following sections summarize these findings and discuss their implications and
meaning for this topic, as well as for the broader fields of medicine, psychology, counseling, and
spirituality. In particular, the author provides recommendations for practitioners who may
encounter women presenting with loneliness, and its related symptoms, during the menopausal
life stage. Effective treatment of these individuals requires properly informed and compassionate
physicians, therapists, and pastors who assess and treat them. Applying the results of this study
to these fields will be discussed in the Implications section below, as well as limitations to the
study and recommendations for additional research.

Summary of Findings

A variety of physical, cognitive, and emotional symptoms were commonly experienced
among participants throughout the menopausal years. These included, but were not limited to,
vasomotor symptoms, fatigue, weight gain, decreased libido, foggy brain, anxiety, frustration,
anger, isolation, and loneliness. The women in this study also talked about their disillusionment
with the medical community who often minimized or overlooked the source of their symptoms
or did not help them access appropriate treatment. In addition, every participant described feeling

alone in her experience at some point during menopause, if not during the entire process. This
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was most often attributed to a lack of education and awareness about what was going on in their
bodies, lack of spousal support and validation from doctors, and a lack of normalization from
other women who were going through (or had gone through) menopause.

As a result of these changes and experiences, all participants experienced loneliness and
developed coping skills to address it. These skills ranged from seeking solitude and times of
quiet to socializing with other women in their cohort who could relate to their experience and
validate the myriad of symptoms experienced. Specifically, the women in this study identified
the following coping skills to address their loneliness during the menopausal years: embracing
solitude, practicing faith and perspective-taking, engaging in positive self-talk and social
connection, obtaining medical treatment, monitoring diet and exercise, and seeking validation,
normalization, and support from other women.

Discussion of Findings

One of the most important conclusions from this study has to do with the correlation
between loneliness during the menopausal years and the practice of solitude, faith, perspective-
taking, self-talk, and social connection. According to each of the participant’s account of these
phenomena, loneliness was a direct result of their menopausal experience when these coping
skills did not exist, in addition to the lack of education, normalization, and validation received.
Conversely, regular practice of solitude, faith, perspective-taking, self-talk, and social connection
acted as a moderator on the development or continuance of loneliness in each case. This finding
resonates strongly with the observations discussed in the literature review of chapter two, which
demonstrated how these specific skills enabled individuals to reduce their experience of
loneliness and its associated symptoms, such as depression, frustration, anxiety, negative self-

talk, and withdrawal. Additionally, these skills were demonstrated in the Biblical Foundations
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portion of this study where biblical characters embraced solitude and counteracted loneliness
through prayer, community connection, gratitude, self-talk, and perspective-taking. Recall the
admonition from Lamentations 3:28-30 which states “When life is heavy and hard to take, go off
by yourself. Enter the silence. Bow in prayer. Don’t ask questions: Wait for hope to appear” (The
Message, 2002/2010).

While the loneliness experienced during the menopausal years was very real and painful
at times, the women in this study also appreciated the value of counteracting their loneliness.
Intuitively, they understood that neglecting their physical, cognitive, and emotional selves would
only increase or exacerbate these symptoms and that not talking to other women about their
experience would cause them to feel more isolated and alone. Because of their willingness to
acknowledge this truth, they each sought ways of coping and improving their perspective of the
life stage they were in. Although none of these women knew each other, they each reported
similar experiences and identified comparable means of coping, utilizing the strengths and
insights they already possessed. The key to accessing these skills was education about their
menopausal symptoms, normalization about the universality of their experience among women,
and validation about the many changes they endured.

Implications

This study demonstrates that there is no need to reinvent the wheel when it comes to
treatment of the many physical, cognitive, and emotional symptoms resulting from loneliness
during menopause; rather, teaching women to access the skills that have already been shown by
other women to effectively reduce loneliness during the menopausal years is recommended. For
medical, spiritual, and psychological practitioners working with these women, it is essential to

begin by actively listening to their experience and obtaining a thorough understanding of the
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context of their symptoms. Not taking the time to do this increases the likelihood of a
misdiagnosis, mistreatment, or invalidation of symptoms. Secondly, it is important for
practitioners to ask women what skills they already possess or what they have found to be
helpful, if anything, in addressing their symptoms. This can lead to a more detailed conversation
about the role of solitude, faith, perspective-taking, self-talk, and social connection in reducing
the negative side effects of menopause.

Given that the first point of contact for many women during the menopausal years is their
gynecologist or primary care doctor, having access to this information and being willing to
actively listen to their female patients will allow physicians to provide appropriate referrals to
psychological or spiritual practitioners. It is equally important for counselors and other mental
health practitioners to be knowledgeable about how loneliness can lead to depression, anxiety,
suicidality, and a variety of other cognitive and emotional side effects. As this study
demonstrates, it is the convergence of menopausal symptoms with other significant life events
unique to this time of life that often leads to the development of loneliness. This is an important
distinction from depression or anxiety resulting from other events or psychopathology.

For spiritual counselors and mentors who may talk to women who are struggling with
feeling lonely or disconnected from their spouses, partners, family, and community, it is
important to ask more probing questions as to the context of this loneliness, such as menopause,
launching of children, empty nest syndrome, redefinition of role and identity, and so forth.
Obtaining this information will allow those in spiritual roles to normalize and validate women’s
feelings, while also encouraging them to seek intervention from a medical and/or psychological

practitioner. Additionally, a spiritual mentor or counselor can provide insight about how the
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Bible normalizes loneliness and addresses it with specific responses, including prayer,
community connection, gratitude, self-talk, and perspective-taking.
Limitations

Limitations to this study have to do with the generalizability of participants to a larger
menopausal population, especially across culture. Although menopause and loneliness are joint
phenomena reported across culture and demographics (Kaur & Kaur, 2021; Ozcan et al., 2022; &
Yazdkhasti et al., 2019), those who chose to respond to the recruitment notice may have been
more inclined to participate in research studies, had some vested interest, or may have only
represented a certain segment of women. Additionally, the participants possessed a high level of
education, with each woman enrolled in or having just completed a PhD. Again, the data
gathered from this demographic may not be generalizable to all populations. Another possible
limitation to generalizability has to do with the fact that each participant described herself as
Christian and actively practiced her faith. Having said that, two of the participants did experience
a crisis of faith during the menopausal years, one of whom was still uncertain as to her spiritual
beliefs at the time of this study.

Additional limitations pertain to retention, the author’s bias, and time elapsed. To begin
with, retention was an issue during the time elapsed between individual and group interviews.
Although the author scheduled these interviews relatively close together and asked participants
to agree to both interviews upon providing consent, only three of the ten women were present at
the group interview.

Another potential challenge was the possibility of the author’s own bias getting in the
way in the form of judgments or preconceived ideas. This is why it was essential that the author

practice self-awareness and bracket herself from the information shared, as much as possible. It
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was also important for the author to suspend judgment or personal beliefs regarding loneliness,
its clinical side effects, and best practices for resolving loneliness so that participants could shed
light on the coping mechanisms that worked best for them. Finally, it was possible that
participants’ recollection of events may have been distorted by time and loss of memory. It is
this author’s belief that recollection of events was fairly accurate, however, due to the fact that
all participants were either in the middle of menopause or still experiencing related symptoms
even if medically declared to be post-menopausal.
Recommendations for Future Research

The topic of loneliness during the menopausal years is one that can benefit greatly from
additional research. While gquantitative studies add value, it is recommended that qualitative
studies be conducted so that research may benefit from first-hand accounts of women’s lived
experience of this phenomenon. The three women who participated in the group interview, for
example, preferred the qualitative design, stating it allowed them to tell their stories to someone
who cared and was interested in their experience. In each of the individual interviews and
especially in the group interview, women emphasized the cruciality of continuing this
conversation and making the results accessible to others, especially to practitioners. They valued
being given an opportunity to vocalize their experience and reported feeling seen and heard,
which for several women was the first time they had experienced this type of validation and
normalization since embarking on their journey through menopause. Each of the women stated
this is a relevant topic that many of their peers are currently discussing and that having this
information before menopause would have greatly helped to reduce the development of

loneliness and its related symptoms.
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Since each of the participants in this study claimed to have an active faith, it is also
recommended that future studies go into greater depth about how faith and religious practice help
to moderate the development or continuance of loneliness during the menopausal years.
Specifically, future research could explore whether the pre-existence of faith allows women to
access coping skills sooner or more easily, or whether the experience of loneliness and its related
symptoms inclines women toward faith and other related coping skills.

Finally, there were some unintended results to this study, specifically the presence of
other life events during the menopausal years that may have contributed to the development of
loneliness. These included divorce, physical issues such as a blood disorder, cancer, Celiac
disease, and a brain tumor, military relocations, job relocations, family trauma, the loss of a
spouse and children, and the loss of parents. It is recommended that additional research focus on
how unanticipated life events or traumatic losses also affect women during the menopausal years
and whether those women suffer more from loneliness as opposed to a control group who has not
experienced these types of losses or stressors.

Summary

The menopausal years are known to bring both social and emotional loneliness for many
women, which compounded with the vast physical and familial changes at this time of life, can
lead to high levels of depression and anxiety (Kaur & Kaur, 2021; Maes et al., 2019; Ozcan et
al., 2022). Menopause often coincides with physical and sexual changes, launching of children
from the home, and reevaluation of a woman’s purpose and meaning (East et al., 2017; Gadban
& Goldner, 2020; Guthrie-Gower & Wilson-Menzfeld, 2022; Kaur & Kaur, 2021; Lee et al.,
2019; Ozcan et al., 2022; Pineros-Leano et al., 2021, & Yazdkhasti et al., 2019). In fact, Ozcan et

al. (2022) found that 99% of women did not view menopause as a normal life process and
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expressed fears of losing their beauty, femininity, role, and significance once they were no
longer able to have children or had raised their children. Their study also revealed that
menopausal women felt increasingly lonely and suffered from a displaced sense of self and
purpose.

Given the risk of depression, anxiety, and disillusionment associated with loneliness,
symptoms which can also foster shame and make it difficult for women to seek help, it is
important this period of the lifespan not be overlooked. Understanding the root cause of
women’s varying emotions and loneliness during this life stage is essential for effective
prevention and intervention. While the women in this study described significant physical,
cognitive, and emotional side effects of menopause, they also sought relief through the intuitive
practice of solitude, faith, perspective-taking, self-talk, and social connection. Key factors that
enabled women to access these skills had to do with the normalization and validation of their
experience, which was needed from partners, peers, medical practitioners, and therapists. By
being educated and well-versed about menopause, its many side effects, and its propensity for
being a catalyst for the development of loneliness, medical, spiritual, and psychological
practitioners can help to more quickly identify the source of loneliness and advocate for

appropriate treatment.
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Appendix A
Recruitment Notice
Dear Potential Participant,

As a doctoral candidate in the Developmental Psychology Department at Liberty University, |
am conducting research as part of the requirements for a PhD. The purpose of my research is to
better understand women’s experience of loneliness during the menopausal years, as well as to
learn which coping skills they have utilized to help reduce loneliness, and | am writing to invite
you to join my study.

Participants must be:

Female

Between the ages of 40 and 60 years old

Have at least one child

Currently be in perimenopause, menopause, or through menopause
Experiencing (or have experienced) loneliness during this life stage

In addition, you must have access to a computer and internet connection. Please refrain from
participation in this study if you are currently suffering from any detrimental mental health
condition(s) which remains untreated, including suicidality or active self-harm. Taking part in
this research project is voluntary.

Participants will be asked to:

1. Complete an online demographic survey that will take five minutes.

2. Participate in an individual tele-video, audio-recorded interview that will take no more
than 60 minutes.

3. Participate in a second tele-video, audio-recorded group interview with all other
participants in the study that will take no more than 60 minutes.

Names and identifying information will be requested as part of this study, but participant
identities will not be disclosed.

If you are interested in being a participant in this study and meet the above participant criteria,
please respond to me by email at | 2 d | will email you a screening survey to
determine your eligibility for this study. Once eligibility is determined, I will follow up by
emailing you a consent form and demographic survey. Upon completion of these steps, | will
contact you by phone to schedule an individual interview.

Thank you for your time and consideration of this study.

Sincerely,
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Sarah Groff
Doctoral Candidate, Developmental Psychology, Liberty University Online
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Appendix B
Screening Survey
Dear Potential Participant,

Thank you for expressing interest in my doctoral study about menopause and loneliness. If you
meet the criteria listed below, please click on this link to complete the screening survey:
https://forms.gle/QB8M3i3MZ3WIWEB8G9. Once | have received your results and if you are
determined eligible, I will be in touch with the consent form and demographic survey. Following
these steps, your individual interview will be scheduled.

Participants must be:
e Female
Between the ages of 40 and 60 years old
Have at least one child
Currently be in perimenopause, menopause, or through menopause
Experiencing (or have experienced) loneliness during this life stage

In addition, you must have access to a computer and internet connection. Please refrain from
participation in this study if you are currently suffering from any detrimental mental health
condition(s) which remains untreated, including suicidality or active self-harm.

Thank you for your time and consideration. I look forward to working with you!
Sincerely,

Sarah Groff
Doctoral Candidate, Developmental Psychology, Liberty University Online


https://forms.gle/QB8M3i3MZ3WiWE8G9
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Appendix C
Follow-up Email with Consent Form and Demographic Survey
Dear Participant,
You have been selected to participate in my doctoral study about the experience of loneliness
during the menopausal years. According to your screening survey, you meet the participant
criteria for this study and the next step is for you to complete the consent form and demographic

survey.

Please click here https://forms.gle/49YbolbCK7FSuem89 to complete the demographic survey.

The consent form is attached to this email and contains additional information about my
research. After reading it thoroughly and addressing any questions you may have directly with

me, please sign and return it by email to |GG -

I will need to receive both the above documents prior to scheduling your individual interview.
Thank you so much for your time. | look forward to working with you!

Sincerely,

Sarah Groff
Doctoral Candidate, Developmental Psychology, Liberty University Online


https://forms.gle/49Ybo1bCK7FSuem89
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Appendix D
Consent Form

Title of the Project: Perspective-taking, Self-talk, and Social Connection: A Phenomenological
Study of how Individual Practices Reduce Loneliness During the Menopausal Years

Principal Investigator: Sarah Groff, Doctoral Candidate, School of Developmental
Psychology, Liberty University Online

You are invited to participate in a research study. To participate, you must be:

Female

Between the ages of 40 and 60 years old

Have at least one child

Currently be in perimenopause, menopause, or through menopause
Experiencing (or have experienced) loneliness during this life stage

In addition, you must have access to a computer and internet connection. Please refrain from
participation in this study if you are currently suffering from any detrimental mental health
condition(s) which remains untreated, including suicidality or active self-harm. Taking part in
this research project is voluntary.

Please take time to read this entire form and ask questions before deciding whether to take part
in this research.

What is the study about and why is it being done?
The purpose of this study is to better understand women’s experience of loneliness during the
menopausal years, as well as to learn which coping skills they have utilized to help reduce
loneliness.

What will happen if you take part in this study?

If you agree to be in this study, I will ask you to do the following:

=

Complete an online demographic survey that will take five minutes.

2. Participate in an individual tele-video, audio-recorded interview that will take no more
than 60 minutes.

3. Participate in a second tele-video, audio-recorded group interview with all other

participants in the study that will take no more than 60 minutes.

How could others benefit from this study?

The direct benefits participants should expect to receive from taking part in this study include
the opportunity to talk about their lived experience, to receive validation about many of the
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feelings and changes associated with this stage of life, and to have these feelings normalized as
part of a larger group of women who have gone through similar experiences.

Benefits to society include an increased understanding of the experience of loneliness during the
menopausal years and subsequent validation and normalization of this experience. The
information gained in this study will also contribute to the existing body of literature on this
topic. Furthermore, the information gained in this study will be made available to medical and
mental health practitioners to improve their assessment and treatment of women who present
with symptoms related to this experience.

What risks might you experience from being in this study?

The expected risks from participating in this study are minimal, which means they are equal to
the risks you would encounter in everyday life. The risks in this study include psychological
stress from being asked to recall and discuss your experience of loneliness during the
menopausal years and any related symptoms of depression or anxiety associated with this
experience. To reduce risk, | will monitor your emotional response during interviews,
discontinue the interview if needed, and provide referral information for counseling services.

How will personal information be protected?

The records of this study will be kept private. Published reports will not include any information
that will make it possible to identify a subject. Research records will be stored securely and only
the researcher will have access to the records.

e Participant responses to the online demographic survey and responses during interviews
will be kept confidential by replacing names with pseudonyms and interviews will be
conducted via a web-based platform to ensure privacy and the inability of others to
overhear the conversation.

e Confidentiality cannot be guaranteed in group settings. While discouraged, other
members of the group interview may share what was discussed with persons outside of
the group.

e Data will be stored on a password-locked computer and external hard drive stored in a
locked and coded safe. After seven years, all electronic records will be deleted.

e Recordings will likewise be stored on a password-locked computer for seven years and
then deleted. The researcher and members of her doctoral committee will have access to
these recordings.

Is study participation voluntary?
Participation in this study is voluntary. Your decision whether to participate will not affect your
current or future relations with Liberty University. If you decide to participate, you are free to

not answer any question or withdraw at any time without affecting those relationships.

What should you do if you decide to withdraw from the study?
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If you choose to withdraw from the study, please exit the online demographic survey and close
your internet browser. Your responses will not be recorded or included in the study. If you
choose to withdraw from the study following completion of the online demographic survey,
please contact the researcher at the email address included in the next paragraph. Should you
choose to withdraw, data collected from you, apart from the group interview data, will be
destroyed immediately and will not be included in this study. Group interview data will not be
destroyed, but your contributions to the group interview will not be included in the study if you
choose to withdraw.

Whom do you contact if you have questions or concerns about the study?

The researcher conducting this study is Sarah Groff. You may ask any questions you have now.
If you have questions later, you are encouraged to contact her at | Y ou may
also contact the researcher’s faculty sponsor, Dr. Busarow, at || RN -

Whom do you contact if you have questions about your rights as a research
participant?

If you have any questions or concerns regarding this study and would like to talk to someone
other than the researcher, you are encouraged to contact the IRB. Our physical address is
Institutional Review Board, 1971 University Blvd., Green Hall Ste. 2845, Lynchburg, VA
24515. Our phone number is 434-592-5530 and our email address is irb@liberty.edu.

Disclaimer: The Institutional Review Board (IRB) is tasked with ensuring that human subjects
research will be conducted in an ethical manner as defined and required by federal regulations.
The topics covered and viewpoints expressed or alluded to by student and faculty researchers
are those of the researchers and do not necessarily reflect the official policies or positions of
Liberty University.

Your Consent

By signing this document, you are agreeing to be in this study. Make sure you understand what
the study is about before you sign. You can print a copy of this document for your records. The
researcher will keep a copy with the study records. If you have any questions about the study
after you sign this document, you can contact the study team using the information provided
above.

| have read and understood the above information. I have asked questions and have received
answers. | consent to participate in the study.

[_] The researcher has my permission to audio-record me as part of my participation in this
study.


mailto:irb@liberty.edu
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Printed Subject Name

Signature and Date
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Appendix E
Demographic Survey
Please fill in the blanks.

1. What is your age (in years)?

2. What is your race or ethnicity?

3. What is your cultural identity? (Optional)

4. How many children do you have?

5. Have any of your children launched from the home?

6. What was your age (in years) at the onset of perimenopause or menopause?

7. Briefly describe any physical, mental, or emotional side effects associated with

perimenopause or menopause.

8. List any current physical or mental health diagnoses and whether (and what type) of

treatment you receive for these conditions, including medication or talk therapy.
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Appendix F
Follow-Up Recruitment Email
Dear Potential Participant,

As a doctoral candidate in the Developmental Psychology Department at Liberty University, |
am conducting research as part of the requirements for a PhD. Two weeks ago an email was sent
to you inviting you to participate in a research study. This follow-up email is being sent to
remind you to complete the survey if you would like to participate and have not already done so.
The deadline for participation is

Participants must be:

Female

Between the ages of 40 and 60 years old

Have at least one child

Currently be in perimenopause, menopause, or through menopause
Experiencing (or have experienced) loneliness during this life stage

In addition, you must have access to a computer and internet connection. Please refrain from
participation in this study if you are currently suffering from any detrimental mental health
condition(s) which remains untreated, including suicidality or active self-harm.

Participants will be asked to:

1. Complete an online demographic survey that will take five minutes.

2. Participate in an individual tele-video, audio-recorded interview that will take no more
than 60 minutes.

3. Participate in a second tele-video, audio-recorded group interview with all other
participants in the study that will take no more than 60 minutes.

Names and identifying information will be requested as part of this study, but participant
identities will not be disclosed.

To participate, please click here https://forms.gle/49YbolbCK7FSuem89 to complete the
attached demographic survey and return it by email to |- ' you meet my
participant criteria, I will contact you to schedule an interview and email you potential questions
to help you prepare for the interview.

A consent document is provided in the first several pages of the survey attached to this email.
The consent document contains additional information about my research.

If you choose to participate, you will need to sign the consent document and return it to me prior
to scheduling your first individual interview.
Sincerely,


https://forms.gle/49Ybo1bCK7FSuem89
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Sarah Groff
Doctoral Candidate, Developmental Psychology, Liberty University Online
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Appendix G

Individual Interview Questions

Describe your experience of the menopausal life stage.

Tell me about a time you experienced loneliness during this life stage.

Describe a skill(s) that has helped you to cope with loneliness during this stage of life.
Describe your experience with solitude and how you benefit from this time, if applicable.
Describe your faith and spiritual practice. How does this help address loneliness for you?
How does perspective-taking help you to alleviate loneliness?

Describe your self-talk when alone and/or when you are feeling lonely.

Describe your engagement in social connection? How does this help address loneliness
for you?



1)

2)

3)

4)

5)
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Appendix H

Group Interview Questions
Describe how your perspective of yourself and your role in life changed during this life
stage?
What additional insights have you gained from your experience?
What suggestions, if any, do you have for other women who are going through
menopause or who are approaching this stage of life?
Please describe your experience of the data gathering process during this study.
If you require additional intervention to help manage the symptoms of loneliness, please
feel free to contact me privately at | 2nd | will be happy to discuss

possible treatment options with you.
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Appendix I

Semi-Structured Interview Protocol

Participant ID: Interview #:

Date: Time:

Prior to the interview make sure all recording and transcription devices are functioning
properly.

Introduction to interview (The following is a script for the interviewer to use with participants):

Hello (insert participant’s name), my name is Sarah Groff. It is so nice to meet
you and | appreciate your time and willingness to participate in this interview today. As a
reminder, | am a doctoral student in the developmental psychology program at Liberty
University. | want to make sure you have my contact information in the event we have any
interruptions today or you have future questions or concerns regarding the research process. This
information is also outlined in your consent form. (Provide contact information.)

Before we begin, | want to give you a better idea of what to expect. We will spend approximately
60 minutes together today, during which time I will be asking questions like those you received
in the email | sent you upon acceptance into the study. As stated previously, the purpose of this
research study is to better understand women’s experience of loneliness during the menopausal
years, as well as to learn which coping skills they have utilized to help reduce loneliness.

During today’s interview, [ will be asking you questions about your personal experience and I
invite you to be as transparent as possible. Keep in mind there are no right or wrong answers, as |
am hoping to learn from you. | will be taking notes while we talk, as well as audio recording our
conversation for additional reference later. | recognize this conversation may trigger emotions at
times, which is completely welcomed; however, if you feel uncomfortable or upset at any time,
please let me know so that we can either pause or move on to a different question. You are under
no obligation to complete or participate in this study, so please let me know if you wish to take a
break or terminate the interview at any time. | am also a licensed clinical therapist, so | am
available to offer emotional support, as well, should you desire my assistance during this
interview. (Allow for any questions or clarification.)

Thank you again for choosing to participate in this study. | am looking forward to learning more
during this interview. At this time, | will begin recording.

Start the recording/transcription device and begin interview
1) Describe your experience of the menopausal life stage.

2) Tell me about a time you experienced loneliness during this life stage.
3) Describe a skill(s) that has helped you to cope with loneliness during this stage of life.
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4) Describe your experience with solitude and how you benefit from this time, if applicable.

5) Describe your faith and spiritual practice. How does this help address loneliness for you?

6) How does perspective-taking help you to alleviate loneliness?

7) Describe your self-talk when alone and/or when you are feeling lonely.

8) Describe your engagement in social connection? How does this help address loneliness
for you?

Termination of Interview

Thank you so much for your time today, (insert participant name), and for sharing
your story with me. It may be necessary for me to contact you again in the event | have any
points that need clarifying. Would that be okay? | will also be talking with you once more in our
group interview (to be scheduled). As stated previously, you are more than welcome to reach out
to me with any questions or concerns you may have regarding this research study.

(This final statement may be included, if necessary): If you know of anyone else who may be
interested or eligible to participate in this study, please feel free to pass my information on to
them.

End recording and transcription
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Appendix J
Transcription Protocol
(Mack et al., 2005)
Transcribe all tapes verbatim (that is, word-for-word, exactly as words were spoken).

Indicate all nonverbal or background sounds in parentheses. This includes laughter, sighs,
coughs, clapping, snapping of fingers, pen clicking, car horn, birds, etc. For example: (short
sharp laugh), (group laughter), or (police siren in background).

Do not “clean up” the transcript by removing foul language, slang, grammatical errors, or mis-
used words or concepts.

Transcribe any mispronounced words exactly as the interviewer or participant pronounced
them. If a transcribed mispronunciation risks causing problems with the reader’s comprehension
of the text, use the following convention: [/word as it would correctly be pronounced/]. (For
translation, mispronunciations will be ignored and only the correct translation will be provided.)
For example:

| thought that was pretty pacific [/specific/], but they disagreed.

Standardize the spelling of key words, blended or compound words, common phrases, and
identifiers across all interview and focus group transcripts.

Transcribe both standard contractions (e.g., contractions of the following words: is, am, are,
had, have, would, or not) and nonstandard contractions (e.g., betcha, cuz, ‘em, gimme, gotta,
hafta, kinda, lotta, oughta, sorta, wanna, coulda, couldn’ve, couldna, woulda, wouldn’ve,
wouldna, shoulda, shouldn’ve, or shouldna).

Transcribe all fillers, sounds that are not standard words but that do express some meaning. For
example: hm, huh, mm, mhm, uh huh, um, mkay, yeah, yuhuh, nah huh, ugh, whoa, uh oh, ah, or
ahah.

Transcribe repeated words or phrases.
| went to the clinic to see, to see the nurse.

Transcribe truncated words (words that are cut off) as the audible sound followed by a
hyphen.
For example:

He wen- he went and did what I told him he shouldn’ve.

Unclear Speech
Indicate tape segments that are difficult to hear or understand on the transcript. For words
or short sentences, use [inaudible segment]. For example:
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The process of 218 identifying missing words in a tape-recorded interview of poor
quality is [inaudible segment].

For lengthy segments that are difficult to hear or understand, or when there is silence because no
one is talking, record this information in square brackets. Also provide a time estimate for the
information that could not be transcribed. For example:

[Inaudible: 2 minutes of interview missing]

Overlapping Speech

Indicate overlapping speech (when multiple participants are speaking at the same time) that is
difficult to separate and assign to individual speakers by typing [cross talk]. Resume
transcription with the first speech that can be attributed to an individual.

Pauses
Mark brief pauses with periods or ellipses (. . .). Brief pauses are breaks in speech lasting two
to three seconds. They often occur between statements or when the speaker trails off at the end of
a statement. For example:
Sometimes, a participant briefly loses . . . a train of thought or . . . pauses after making a
poignant remark. Other times, they end their statements with a clause such as but then . . .

Mark pauses longer than 3 seconds by typing (long pause). For example:
Sometimes the individual may require additional time to construct a response. (long
pause) Other times, he or she is waiting for additional instructions or probes.

Questionable Accuracy
Indicate that a word or phrase may not be accurate by typing the questionable word between
question marks and parentheses. For example:
##L.L004_1## | went over to the ?(clinic)? to meet with the nurse to talk about joining up
for the study.

Sensitive Information
When an individual uses his or her own name during the discussion, replace the name with the
appropriate Participant ID. For example:
##1L1L.008 2## My family always tells me, “LL008 2, think about things before you open
your mouth.”
#LLLOOS 4## Hey LLO08 2, don’t feel bad; I hear the same thing from mine all the time.

If an individual uses the names of people, locations, organizations, etc., identify them by typing
an equal sign (=) immediately before and after the sensitive information. For example:
##LL0O01 _1## We went over to = John Doe’s= house last night and we ended up going to
= O’Malley’s Bar = over on =22nd Street= and spending the entire night talking about the
very same thing.

Proofreading and Reviewing for Accuracy
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Proofread (read through for errors) and check the accuracy of all transcripts against the audio-
tape, then revise the transcript computer file accordingly. Check each transcript while listening to
the tape three times before submitting it.

Check transcripts for accuracy. If the transcriptionist is not the same person who led the inter-
view or focus group, then the interviewer or focus group moderator who did lead the session
must also check every transcript for accuracy against the tape.

Removal of Sensitive Information

Replace sensitive information in the transcript with generic descriptive phrases enclosed
within brackets. Sensitive information includes incidental mention of names of individuals,
organizations, or locations that may compromise the identity of the participant or another person,
such as a family member, friend, partner/spouse, coworker, doctor, study staff, clinic, hospital,
social service agency, public figure, religious leader, entertainer, print media, restaurant,
educational facility, or place of employment. The use of generic descriptions for names, places,
groups, and organizations permits analysts to retain important contextual information while
protecting the identity of the individual, place, or group.

Transcriptionists will have already identified sensitive information in the transcript by enclosing
it within equal signs (=). To locate these easily, do a “search” for equal signs (=) in the text file.
However, it is important for the interviewer or focus group moderator also to review the entire
transcript in order to catch any sensitive information that the transcriptionist may have missed.
For example:

[counselor’s name omitted]

[name of local AIDS service organization omitted]
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Appendix K
Mental Health Resources
American Counseling Association: Find a Counselor

https://www.counseling.org/aca-community/learn-about-counseling/what-is-counseling/find-a-
counselor

Employee Assistance Program: Explore your company’s EAP benefits for participating providers

HealthyWomen
https://www.healthywomen.org/your-health/how-partners-can-support-women-during-
menopause

National Menopause Foundation
https://nationalmenopausefoundation.org/

National Suicide Hotline: Dial 988

Psychology Today: Find a Therapist
https://www.psychologytoday.com/ca/therapists/

U.S. Department of Health and Human Services, Office on Women’s Health: Menopause
Resources
https://www.womenshealth.gov/menopause/menopause-resources



https://www.counseling.org/aca-community/learn-about-counseling/what-is-counseling/find-a-counselor
https://www.counseling.org/aca-community/learn-about-counseling/what-is-counseling/find-a-counselor
https://www.psychologytoday.com/ca/therapists/
https://www.womenshealth.gov/menopause/menopause-resources



