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ABSTRACT 
Loneliness is a common experience for people living with a mental illness (SANE Australia 
2011); perhaps so common it has become an accepted part of illness.  Anecdotal clinical 
experience and research (Masi, Chen, Hawkley and Cacioppo, 2011) indicates that the 
experience of loneliness is not a result of poor social skills; rather it reflects the complex 
interplay between the symptoms of psychosis, social cognition and stigma.  Ensuring 
appropriate, multi-layered support options to challenge loneliness is a social justice issue 
that acknowledges the right of all to have a rich life of connection to others (social inclusion) 
and to have a sense of wellbeing that promotes mental and physical health. 
 
INTRODUCTION 

Loneliness is the discrepancy between a person’s desired and actual social relationships 
(Masi et al 2011) and is therefore a uniquely defined experience for each person.  While 
most people experience loneliness, it is more commonly experienced by people living with a 
mental illness.  A 2011 survey by SANE Australia found that a quarter of responders 
reported being lonely – almost half reported no close friends and one in eight reported 
having no friends at all.  These figures can be contrasted to about five to seven percent of 
the general population in the middle to older age range experiencing severe loneliness (Masi 
et al). 
 
Loneliness relates to the experience of the quality, rather than the quantity, of relationships 
and thus is not a measure of social isolation (although being isolated can make a person 
more vulnerable to loneliness).  De Jong Gierveld and Tilburg (2000) also note that the 
presence or absence of an intimate partner, participation in volunteer work, personality traits, 
gender and health can impact on the experience of loneliness.  They distinguish between 
emotional and social loneliness.  Emotional loneliness refers to a deficit of intimate 
relationships (people who are trusted and valued) and social loneliness refers to a person’s 
wider social network. 
 
Impact of Loneliness 
Loneliness can impact on people’s mental and physical health (Romm, Melle, Thoresen, 
Andreassen and Rossberg, 2012; Masi et al 2011; Hawkley and Cacioppo, 2010; Perese 
and Wolf, 2005; Frese 1993) which in turn impacts on a person’s quality of life (or wellbeing).  
These impacts can be related to the stigma experienced by people living with mental illness 
and the symptoms they experience.  For instance, it can be more difficult to interact in social 
groups when a person is experiencing distressing symptoms such as lethargy, paranoia, a 
poverty of speech, or problems with concentration and memory.  Similarly, a person who has 
experienced the negative impacts of stigma about mental illness may be less likely to 
engage in social activities, have a poor sense of self-worth, be more cynical or avoid social 
situations due to emotions such as anxiety and anger.  Perhaps too commonly such 
experiences are mislabelled (for example, social phobia), without an appropriate exploration 
of the person’s very real and understandable social experience of exclusion. 
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PROJECT OUTLINE 

Fernhill Place is part of the Illawarra Shoalhaven Mental Health Service, situated south of 
the capital of NSW (Australia).  The community mental health rehabilitation service uses a 
recovery orientated model of care.  Fernhill’s client group is drawn from people living in quite 
different areas, including rural and remote locations. 
 
Collaborative care planning highlighted loneliness as a significant issue for the service’s 
client group.  However, no appropriate programme to address loneliness for people living 
with severe mental illness was found in a literature search.  The literature highlights four 
strategies to address the issue of loneliness – improving social skills, enhancing social 
supports, increasing opportunities for social interaction and addressing social cognition.  
Masi et al’s 2011 meta-analysis found that addressing social cognition (or how a person 
views themselves and their social networks) was the most effective strategy to a sustained 
decrease in the distressing experience of loneliness. 
 
Initially the project developed around a series of informal conversations with Consumers, 
Carers and Service Providers, and was driven through the efforts and passion of a student 
on placement (who had a lived experience of mental illness).  These conversations 
highlighted the importance of open dialogues about loneliness, taking time to listen to 
individual stories (without any expectation of solutions), distinguishing between loneliness 
and aloneness, emphasising mutual relationships and the need to support resiliency to 
assist people to take risks. 
 
An action research model was used in the project.  Discussions about a response to 
loneliness raised questions that informed the development of a three year project to explore 
individual, group and community initiatives – 

 Are conversations happening to allow people to explore their experience of loneliness? 

 What is the impact of not hearing a person’s profound experience of loneliness 
(balancing the risk of increased depression or perhaps suicidal ideation)? 

 How can we create meaningful and respectful strategies to incorporate personal 
narratives into the development of effective services? 

 Knowing one size never fits all – what mix of services are needed to challenge 

loneliness? 
 
Key Themes 

The experience of loneliness was connected to many people’s hopes or expectations about 
having a partner or children, and often invoked grief about the losses associated with living 
with a mental illness.  Many of the people involved in the project had made protective 
decisions to not develop an on-going intimate or sexual relationship.  It was important to give 
people the time to voice these decisions without any judgement or expectations about what 
opportunities ‘should’ be available to people.  Similarly people had made decisions about 
how many people they wanted in their life – which sometimes conflicted with the psycho-
education provided about resilient social networks.  Discussions were encouraged within a 
framework of curious exploration – using the question of whether decisions were helpful or 
unhelpful to living a ‘happy and satisfying life’ (Anthony 1993). 
 
Mutuality of relationships was an important theme of discussions.  The chance to share 
stories about loneliness (with the service and then in the person’s wider social network) 
became a first step in assisting people to move from being ‘the person who is helped’ to a 
member of a social group, one who has something to offer as well as having support needs.  
The discussion of a person’s influence over their experience of loneliness was related to an 
exploration of values and beliefs.  Importantly, people were given a chance to discuss 
‘mistakes’ and trauma’s – often associated with their acceptance of poor behaviour from 
others in the hope of reducing the impact of loneliness. 
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The ‘dignity of risk’ and the fear of being vulnerable when trusting others were significant, 
and conflicting, themes in discussions about loneliness.  The tension between these two 
themes was explored in the context of resiliency and self-confidence (or self-worth), using 
psycho-education and shared experiences.  Psycho-education focused on safe and healthy 
strategies, drawing on people’s past experiences to inform discussion.  Unsafe and 
unhealthy options (including unsafe sex, drug or alcohol misuse, heavy smoking, over-eating 
and gambling) were also discussed. 
 
Project Evolution 
The project evolved into a series of groups, using an action research model to build on the 
themes discussed.  The groups utilised the theoretical frameworks of Narrative Therapy and 
Cognitive Behavioural Therapy. 
 
Individual options for support included a ‘take home’ booklet, and simply creating a safe 
space to ask the question about whether loneliness was an issue for the client.  Different 
group formats were developed – including an informal group in the community, one off 
psycho-educational groups that could be run in community locations and a nine week 
(closed) group format for people ready to both challenge themselves and support their 
peers.  In addition, encouragement was provided to establish a separate, peer led, support 
group.  The multi-levelled nature of these options has been essential in ensuring a client 
centred approach. 
 
An exciting and unexpected outcome of this process has been a greater engagement with 
the wider community.  Taking our own ‘dignity of risk’, the informal Women’s group is run at 
a local coffee shop.  The group targets women who are experiencing a high level of distress 
from their illness (including sometimes unusual behaviour), many of them needing frequent 
hospital admissions.  As the coffee shop is close to the hospital, people are often granted 
leave to attend.  The group is run in partnership with the Community Mental Health Team; 
and staff from Non-Government Services or Carers will also attend the group.  People who 
mostly meet in stressed and difficult environments have instead been able to meet each 
other over a coffee - and see much more than any one person’s illness.  The coffee shop 
staff and regular customers have become valuable and supportive allies in providing a 
community response to supporting people in their recovery journey, providing a sense of 
acceptance and inclusion that is highly valued by group members. 
 
SUMMARY 
Loneliness is a significant issue for many people who live with mental illness and one that 
needs a caring and supportive response.  This paper has detailed the efforts of one service 
to address an identified need; and attempts to use the combined wisdom of people with lived 
experience, research into the issue, and the experience of service workers to provide a 
collaborative response within a mental health recovery framework. 
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