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Abstract 

 

Background: Loneliness is a significant public health problem in the elderly population that affects 

mental and physical well-being. It is influenced by socio-demographic, economic, and health 

conditions. In Bangladesh, geriatric loneliness is less researched, and future studies are required to 

establish the prevalence and determinants of loneliness. 

Objective: The study aims to identify the prevalence and risk factors of loneliness in older adults in 

Bangladesh. 

Methodology: A cross-sectional survey of 475 older people was conducted using structured 

questionnaires. Socio-demographic profiles, lifestyle factors, and health status were collected, and 

statistical analysis was performed to evaluate the prevalence and key determinants of loneliness. 

Results: Our study found that 22.32% of the subjects were high in loneliness, 58.95% were moderate 

in loneliness, and 18.74% were low in loneliness. Factors most strongly linked to loneliness were age, 

marital status, family income, educational level, and residential area. Urban residents, divorcees or 

widows, and lower educational levels were at risk, while physical activity and social interaction were 

protective factors. 

Conclusion: The results indicate a high prevalence of loneliness among the elderly in Bangladesh, and 

socio-economic and demographic variables play an important contribution. Intervention programs, for 

example, social activity programs and schemes of allowances, are recommended to be adopted to 

reduce loneliness and enhance well-being among older persons. 

Keywords: Loneliness, geriatric population, cross-sectional survey. 
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Chapter 1: Background 

 
1.1 Conceptual Framework of Loneliness  

 
Loneliness is a subjective feeling of social isolation or lack of significant connections, regardless of 

the number of social contacts (Hawkley, 2025). Loneliness exists in a different form than being alone 

because it can occur to any person even with numerous surrounding people. Recent research 

identifies loneliness as a major concern for public health particularly among elderly adults because 

it heavily affects their health condition both mentally and physically. Loneliness raises the chances 

that someone will die early. According to a peer review in 2018 by Rico-Uribe, the link between 

loneliness and mortality rate affects men more intensely than women (Rico-Uribe et al., 2018). 

Loneliness in the geriatric population is not just a concern for emotional well-being but also a 

significant contributor to the burden of disease, particularly in LMICs where the healthcare system 

is already under trouble (Meng et al., 2024). This makes it an extremely important problem for 

healthcare systems globally. 

 

A systematic review and meta-analysis of longitudinal observational studies from BMJ journals 

establish through their research that loneliness creates a 29% greater possibility for developing 

coronary heart disease and a 32% elevated stroke risk comparable to risks from smoking and obesity 

problems (Valtorta et al., 2016). This research demonstrates that loneliness acts as an important 

predictor which leads to development of depression and anxiety particularly in older adult 

populations. The problem of feeling alone affects elderly people across the world on a large scale. In 

2011, Cambridge University Press Published a study where they determined that 10-20% of elderly 

individuals in high-income countries suffer loneliness (Yang & Victor, 2011). The prevalence levels 

in low- and middle-income countries (LMICs) surpass those of high-income nations because of 
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inadequate social networks and fast urban development.  

 

Studies show that loneliness creates multiple adverse health results which affect older adults such as 

depression together with cognitive decline and cardiovascular diseases and impaired immune 

function (Committee on the Health and Medical Dimensions of Social Isolation and Loneliness in 

Older Adults et al., 2020). The research conducted in America showed that loneliness afflicted 40% 

of senior adults specifically affecting women and individuals who lived by themselves (Perissinotto 

et al., 2019). Older adults face decreased life quality through these health consequences while 

healthcare systems need to handle the resulting substantial care needs. The proper assessment of 

loneliness requires analyzing how someone values life together with their desired needs and 

emotional state. Late life age-related problems and consequences create functional limitations while 

also affecting psychological disorder along with altering social status and causing loss of confidence 

as well as physical health decline which may result in feelings of loneliness. Research studies show 

that being single combined with advancing age, sex, education level, place of residence, hearing and 

vision impairment, widowhood, and depressive conditions or co-existing illnesses create a high 

chance of loneliness in senior adults (Kabir et al., 1998).  

 

1.2 Prevalences and Consequences  

 
United Nations (2019) reports that the worldwide elderly population of 60 years and above will 

increase to almost 2 billion through 2050 because of rapid population aging (WHO, 2019). A research 

study in Perspectives on Psychological Science (2015) found that loneliness exists in 10% to 40% of 

older adults depending on which area the data comes from and how researchers measure loneliness. 

Research indicates that widespread loneliness exists in LMICs but people rarely report it because of 

cultural taboos and insufficient awareness (Holt-Lunstad et al., 2015) indicates this phenomenon 
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impacts 20 -30% of older adults. The problem of loneliness reaches its peak in Bangladesh.  In LMICs 

the growing aging population expands at a higher rate compared to high-income countries. Numerous 

factors such as weakened traditional family arrangements along with urban growth and younger 

family members' employment-based displacements are responsible for the elevated isolation among 

elderly people. The absence of social support networks and community programs intensifies elderly 

loneliness in Bangladesh until it becomes a major silent epidemic (Morgan, 1993; Trask, May 22).  

 

The effects of social isolation on senior citizens produce multiple complications which damage their 

physical condition as well as their mental state and drive up social expenses. Scientists at PLoS 

Medicine published research showing that both loneliness and social isolation increase death risks at 

levels similar to those of smoking and obesity (2010) (Holt-Lunstad et al., 2010). Research by Holt-

Lunstad (et. al. 2010) shows that loneliness increases the risk of suffering cardiovascular diseases 

(Holt-Lunstad et al., 2010). Studies conducted by Heart (2016) confirmed that persons who feel 

lonely face dual health risks of coronary heart disease elevation by 29% while the threat of stroke 

intensifies to 32% especially in cases of unfavorable social bonding. The immune system decreases 

in strength when people experience long term loneliness so older adults become more vulnerable to 

illnesses and infections. The health problems caused by isolation significantly affect the life quality 

of older individuals while placing substantial pressure on healthcare infrastructures throughout 

LMICs especially in Bangladesh (Valtorta et al., 2016).  

 

The psychological effects which arise from feeling lonely create equal harm to mental health. Being 

alone contributes powerfully to depression and anxiety development in seniors who are aging. 

Research in the Journals of cross- cultural Gerontology demonstrated that persons facing loneliness 

experience increased risks for developing depression (Kabir et al., 1998). The medical evidence 
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shows that feelings of loneliness contribute to mental deterioration and the development of dementia 

(Lara et al., 2019). The Lancet Psychiatry (2020) study shows that elder adults experience a 40% 

increased chance of developing dementia due to feelings of loneliness(Sutin et al., 2020). Lonely 

individuals experience increased healthcare utilization because they tend to make frequent visits to 

healthcare providers to report non-specific health concerns while their mental health conditions 

further intensify their suffering. The healthcare systems maintain additional pressure because of this 

situation particularly in resource-limited conditions like Bangladesh. 

 

The social effects alongside behavioral results of loneliness tend to exacerbate this issue. Research 

published in (Kim et al., 2020) reveals that feeling lonely relates directly to diminished life 

satisfaction combined with diminished social involvement. People who feel lonely among senior 

demographics tend to abstain from community events thereby creating an isolating environment that 

decreases their overall health state. The medical expenses increase when older adults experience 

loneliness because they need more hospital stays as well as extended hospitalizations. The financial 

impact of loneliness is believed to be substantial in LMICs despite limited data because these regions 

possess scant resources. 

 

1.3 Sex-Specific Vulnerabilities Significantly Among Women 

 
The health impact of elderly loneliness in Bangladesh increases due to rapid population aging and 

urbanization trends and family relational changes (WHO, 2019).  Traditional sex factors influence 

how loneliness affects different groups of older adults although it impacts women and men with 

similar intensity. The cultural norms and socioeconomic status and urban versus rural population 

composition in Bangladesh function to intensify vulnerabilities among elderly adults. The 

relationship between loneliness presents distinctive manifestations between men and women in both 
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urban and rural settings where specific sex-related challenges affect elderly women uniquely.  

 

Cultural and social norms of Bangladesh define how its older male and female population 

experiences loneliness later in life. Men play a dominant role in Bangladesh’s patriarchal system 

because they maintain their position as primary wage earners while women exclusively fulfill 

caregiver and homemaker responsibilities (Carrim, 2017). Social positions assigned to older people 

create complex conditions that deepens the feeling of loneliness in women specifically. Single older 

women face increased risks of social isolation because they lack financial independence and receive 

societal disapproval in conjunction with having constrained social activities. In Bangladesh widows 

encounter severe social stigma that causes them to be separated from local activities resulting in 

social isolation (Sultana & Rahman, 2024). Older men commonly experience loneliness because of 

retirement when they lose their position as financial providers. Dreams of masculinity which depend 

on family financial responsibility bring feelings of worthlessness and isolation to men whose earning 

ability ends (Ron, 2004).  Social ties outside the household keep men less lonely since they participate 

in religious events along with community-based groups (Ellison & George, 1994) 

 

The economic situation of older women stands as a primary contributor to their feelings of loneliness. 

According to Amin (I. ,2017) most senior women in Bangladesh remain without financial autonomy 

because they need support from their spouses or children.  The financial difficulties post-spousal 

death create participation limitations in social activities while raising a person's chances of 

experiencing loneliness (Amin, 2017). The financial situation differs between older male and female 

populations since men typically have retirement funds but loneliness still affects those without 

savings to support their families. Older women experience greater loneliness because their health 

problems together with restricted mobility act as additional risk factors. The combination of health 
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ailments and disabilities leads older women to face limitations in their social life and mobility 

activities (Giddings et al., 2007). The cultural standards which limit women from receiving 

healthcare services make them even more susceptible to experiencing loneliness. Older men typically 

get the same health challenges as women yet they seek medical help and stay connected with people 

outside their home environment thus minimizing their experience of loneliness.  

 

The psychological condition of loneliness shows different patterns among elderly people between 

rural and urban regions while women endure specific isolation concerns in both areas. The population 

of rural Bangladesh maintains stronger traditional family and community bonds yet women 

experience notable loneliness according to (Rahman et al., 2024). Men and women in rural areas 

experience home confinement because of cultural expectations and physical circumstances. Widows 

encounter strong social isolation and count on their children to provide financial backing. Younger 

people who move from rural areas to urban workplaces for employment worsen the feeling of being 

disconnected from family and community. Older rural men commonly feel lonely after losing their 

family-providing role yet they actively participate in community-based religious meetings and 

council events to obtain social support systems (Ellison & George, 1994). 

 

The fast pace of urban modernization together with changes in family structures determine the nature 

of loneliness that affects city dwellers. The process of urbanization has destroyed traditional social 

networks thus putting older adults at higher risk of facing social isolation. The trend shows that urban 

aging women reside individually or with their extended family members since many of their kinfolk 

seek employment opportunities in different cities or relocate overseas (Speck, 2017). Urban settings 

contain weakened social bonds which elevate the possibility of feelings of loneliness in their 

inhabitants. Women living in urban settings usually face more societal judgment regarding their 
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widowed status since cities have weaker traditional support networks. Urban senior men deal with 

loneliness because retirement leads to the breakdown of their social connections. Through religious 

institutions and social clubs as well as community centers older men living in cities tend to find ways 

to combat social isolation. 

 

A successful plan to reduce loneliness for elderly Bangladeshis demands attention to both male and 

female age-related risks. Public services should offer special help for seniors with programs that 

support widows through money and social meetings (Silverman, 2004). Health systems should 

connect older female patients with their services even when living in rural areas. Groups made up of 

neighborhood women and community spaces give older women platforms to find emotional help 

plus income possibilities (Li, 2022). Family education programs teach families how to beat prejudice 

against senior adults and lead them to support their elders. Older adults bond better with young people 

when they take part in alternating-generation programs according to a group research report (Zhong 

et al., 2020).  

 

1.4 Importance of Studying Loneliness Among Geriatric Population in 

Bangladesh 

 
Due to its distinctive socio-cultural background Bangladesh requires thorough study of loneliness 

among elderly persons. World Bank in 2020 predicts a significant growth of Bangladesh's geriatric 

population from its current 7% total population level in 2020 to reach 22% by 2050 (World Bank, 

2020). Bangladesh faces an accelerated population transformation because its citizens are living 

longer and having fewer children thereby resulting in more older adults  (Kabir et al., 2003). The 

traditional support network for older adults that family units provided disappeared due to the 

combined effects of urbanization along with population movements and new social beliefs that 



20 | Page  

emerged in the society. Older adults now face higher exposure to loneliness together with social 

isolation. Socio-cultural aspects of Bangladesh influence how older individuals experience feelings 

of loneliness. The traditional practice in South Asian cultures together with Bangladesh demands that 

older adults depend on family members for financial aid and emotional embrace. Current economic 

problems together with family members who move away to cities and distant locations have 

effectively broken traditional support systems.  

 

The health risks of loneliness become larger when older adults experience poverty and find it hard to 

get medical treatment. The analysis done by Hossain and colleagues in 2021 revealed that 35% of 

rural Bangladesh's elderly population feels lonely with women and single residents at higher risk 

(Kabir et al., 2003). The rural healthcare environment demands special programs that aid older adults 

since these areas offer weak access to medical treatment and social services.  

 

The number of older people continues to rise throughout the world and Bangladesh faces the same 

trend. Researchers predict that aging will become a significant challenge for Bangladesh because this 

country will have 22% senior citizens among its population by 2050. Due to its regular nature it 

cannot be skipped by advanced age groups. Learning which factors make people feel lonely helps 

researchers better understand and address the difficulties faced by elderly citizens to form effective 

elderly care plans. A similar investigation about this subject had not been done in Bangladesh before. 

We conducted this research to find out what triggers loneliness in senior citizens of Bangladesh. 

 

1.4. Knowledge Gap :  

 
Scientists analyze loneliness mainly as a health concern in wealthy nations while investigating this 

subject at lower rates in developing countries. Studies within European and North American 
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geographical areas establish that elderly people encounter health complications through depression 

which leads to increased mortality from social isolation. Social systems and family traditions in South 

Asian countries with low and middle incomes experience isolation differently than more prosperous 

nations since these nations receive insufficient research study. A systematic review focused on 

loneliness in LMICs analyzed 24 qualitative studies which originated from 15 different countries yet 

Bangladesh lacked any research in this field (Akhter-Khan et al., 2024). Research reports confirmed 

both rejection alongside excessive worrying together with findings explaining the mutual impact of 

depression and loneliness and displaying regional variations. The research studies provided evidence 

of various distinctions across different geographic areas.  

 

Research conducted in African nations showed that people experience social separation unlike other 

Asian nations where loneliness and being alone are connected. The resistance to form meaningful 

connections resulted from living poor conditions under social pressure. Research on loneliness in 

Bangladesh remains limited because this country's healthcare system plus its social and economic 

conditions differ distinctively from other Low-Middle-Income Countries. The lack of research data 

undermines the development of suitable programs to help older adults in Bangladesh deal with 

solitude. 

 

Depending on their geographical location between urban areas and rural areas as well as the 

difference in sex between men and women, older individuals in Bangladesh experience loneliness 

differently Young people from urban areas are frequently leaving their elderly parents behind when 

they move for job or study, therefore resulting in great loneliness among the older adult population. 

Older people who live in rural areas have financial difficulties as they live alone and their community 

lacks beneficial medical facilities. The social stigma around widows and their economic background 
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combined with greater life expectancy make women more prone to experiencing loneliness than 

others. Current research doesn't investigate how these social aspects affect loneliness among different 

communities at their respective locations. To succeed with support programs experts need to analyze 

what makes urban and rural seniors and older women lonely to make solutions that target them 

specifically. 

 

Research about loneliness in Bangladesh needs to become stronger to effectively solve the growing 

public health problem in the country. Studies done in other Low and Middle-Income Countries 

provide helpful information yet cannot be directly used in Bangladesh because its conditions vary 

from these countries. The important role of filial piety in Bangladeshi culture likely affects how 

people experience and show loneliness but no one has researched this factor at length. Longitudinal 

research should come first because it can show us how loneliness builds over time while outlining 

which important events change it for seniors in Bangladesh. Research on how Bangladesh specific 

cultural expectations affect loneliness in seniors should guide us in creating effective supportive 

programs for this community.  

 

Rationality and Objectives of the Study 

The research rationality for this study is to tackle a major public health problem that researchers have 

not fully investigated in Bangladesh. This study examines loneliness among older people in different 

settings between cities and rural areas to represent distinct social and economic situations in 

Bangladesh. The study matches important global health needs because it studies the special 

challenges older women in Bangladesh face including being widowed and having less money plus 

healthcare access. Our study objective to research the elements of loneliness faced by older adults in 

Bangladesh and develop suitable cultural-specific solutions for this problem. This research adds new 
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regional data from Bangladesh to world discussions about loneliness and fills knowledge gaps in 

Bangladesh.     
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Chapter 2: Method 

 
2.1  Study Design and Study Population 

 
A cross-sectional offline survey design was used to measure loneliness rates together with their 

determining factors among the geriatric group residing in urban and rural areas of Bangladesh. 

Structured survey forms collected data between January 12th, 2025 and February 14th, 2025 across 

six weeks. Among the 475 participants surveyed 42.1% or 200 people came from Dhaka Mirpur and 

57.9% or 275 participants lived in Purnamati village, Cumilla. The study featured 21.1% male 

participants (100 people) and female participants who made up 21.1% (101 people) from their urban 

location and 24.8% males (118 people) and 32.2% females (253 people) from their rural settlement. 

The study participants were exclusively individuals with ages 60 years or older.  

 

In order to include diverse experiences I developed a sampling approach for urban and rural areas. I 

have selected urban participants from Dhaka Mirpur which has a dense population and 

socioeconomically blended mix. At the same time, I chose rural participants from Purnamati village 

in Cumilla featuring family values and sparse healthcare access. The study included an equal 

representation of both genders to analyze the distinctive risks of loneliness that affect older women 

because being widowed or economically dependent leaves them isolated or vulnerable from society. 

All participants received clarification about objectives followed by eligibility criteria and procedures 

before data collection began and after obtaining signed informed consent. I have completed offline 

questionnaires using structured forms that incorporated valid measurement scales for loneliness and 

associated psychosocial elements. The program relied on me to assist until respondents gave correct 

answers throughout the process. The research included participants who met these requirements aged 

60 years or older as well as living in urban or rural areas. People with both severe cognitive 
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impairments and communication difficulties were excluded from research participation. 

I chose a cross-sectional approach because I wanted to collect fast data on loneliness prevalence and 

related characteristics among participants.  The variety of the participants allowed me to investigate 

further into how men and women see their vulnerabilities differently.  This study has its primary 

advantages, like accurate representation and ethical strictness by me, however, its cross-sectional 

approach may limits causal association results and the possibility of flaws of information provided 

by the respective respondents.  The analysis constraints should be addressed utilising mixed-

methodologies approaches in conjunction with longitudinal study methods. 

 

 2.2 Detailed Questionnaire 

The pre-structured questionnaire I developed provided information to evaluate the extent and 

vulnerability factors of loneliness experienced by aged individuals across urban and rural areas in 

Bangladesh. The first language version of the questionnaire used English before professional 

translators rendered it into Bangla to provide clear understandable materials to participants. Two 

versions of the questionnaire existed in English and Bangla form which enabled participants of 

different literacy backgrounds to understand the survey. The clarity and appropriateness of the 

questionnaire were confirmed through a preliminary test conducted with urban area participants 

from Dhaka Mirpur. The test data from this initial stage helped me to arrange the questionnaire 

which then served as the basis for collecting widespread data. 

The questionnaire consisted of two main parts which gathered sociodemographic data and 

loneliness evaluation information. The questionnaire's sociodemographic portion required 

information about participants' age along with their urban or rural residence, marital status, living 

situation, smoking behavior, chronic diseases, financial status, vitamin and food consumption 
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patterns, practice of religion, work status, and availability of social support systems. Two validated 

scales based on cultural context adopted for Bangladesh appeared in the loneliness assessment 

segment. The scales contained emotional loneliness definitions that measured relationship loss as 

well as social loneliness questions regarding social interaction absence to give full participant 

understanding. 

I have conducted personal data collection through face-to-face interactions where questions were 

posed directly to the participants before recording their responses. Research participants had the 

choice between self-responding to questionnaire forms or choosing interviews depending on their 

comfort level and literacy skills. The method allowed participants regardless of their literacy 

abilities to give answers that accurately expressed their thoughts. The research collected information 

from multiple locations to analyze any differences in loneliness prevalence and risk elements 

between urban and rural environments. 

 

2.3  Scale of Questionnaire: UCLA Loneliness Scale (Version 3) 

 
The study employed the UCLA Loneliness Scale (Version 3) as its measurement tool because this 

instrument maintains trusted credibility among researchers for evaluating subjective perceptions 

involving loneliness and social isolation within elderly populations. Reported by Russell and his 

colleagues in 1980, the UCLA Loneliness Scale received modifications resulting in Version 3 which 

represents a streamlined version of the tool. The current scale version asks three questions to 

determine how subjects feel about companionship needs and their social isolation and social 

connections status. The UCLA-3 shows excellent efficiency in research investigations that study 

older adults through its brief and dependable measure particularly when used in large-scale surveys. 
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The UCLA-3 uses a three-pointer Likert-type scale to measure responses at three rating points: 

“Hardly ever” for zero points and “Some of the time” for one point and “Often” for two points. The 

measurement scale starts at 0 and goes up to 6 so that elevated numbers show an increased sense of 

loneliness in individuals. The scale proves valuable in loneliness assessment because it shows strong 

reliability together with consistency across research settings involving different populations and 

cultural backgrounds. Studies using UCLA-3 have validated its ability to measure loneliness which 

strongly associates with mental health declines such as depression and anxiety and brain functions 

deterioration along with increased risks of heart diseases and death (Rico-Uribe et al., 2018). The 

modified UCLA-3 format provides a convenient experience for users by decreasing survey length 

which maximizes both understanding and response quality especially when tested among elderly 

groups with diminished cognitive abilities. 

 

  2.4 Recruitment and Data Collection Process 

 
The data collection initiative started by gathering participants in the urban region of Dhaka Mirpur 

through personal networks that involved family members and their friends and known acquaintances. 

The community-based recruitment method delivered trust and familiar relationships that were 

essential to obtain genuine honest responses from senior participants. The collection of sensitive 

information about loneliness demanded that research participants feel secure before they would share 

their personal situations. Individual interactions made it possible to explain the study purpose to 

participants along with extensive dialogue which helped them grasp the study's intent and provided 

a safe environment for responses. The diverse study group was enriched because the research took 

place in urban areas where respondents who lived independently and with relatives and resided in 

elderly care facilities could participate. 
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Research data collection at urban sites led me to expand my work by studying Purnamati village in 

Cumilla as well as other rural areas. The collection of information from rural residents demonstrated 

specific obstacles because senior citizens lacked experience with formal surveys and showed 

reluctance to participate in academic research. Elderly participants became available to the study 

after community leaders together with religious figures and influential village elders vouched for the 

project's authenticity. Word-of-mouth referrals became essential for participant identification 

because villagers referred potential participants based on trusted networks to assure elderly 

respondents about survey legitimacy. Approaching participants through local leaders proved 

successful for reaching elderly women because traditional cultural practises maintain elderly 

women's hidden status. 

 

The survey directed toward universal participation through applications of cultural sensitivity that 

included language choices as well as comfort and traditional practise considerations. The rural elderly 

participants wanted to conduct interviews in familiar locations such as residential houses and 

community meeting areas instead of structured research facilities. The survey process started with 

longer informal sessions by me to establish free communication with respondents who could share 

their opinions freely during this stage. The data collectors who received training provided verbal 

question clarifications to participants who displayed poor literacy levels to prevent confusion in rural 

areas. A combined strategy combining personal referrals in cities and community involvement in 

rural regions led to obtaining a broad and properly representative set of older adults. 

 

2.5 Statistical Analysis 
 

The research analysis utilised Microsoft Excel 2019 together with Statistics Package for the Social 

Sciences(SPSS) as the primary analysis tools. Data organisation and calculation and the construction 
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of tables together with graphs took place through Microsoft Excel software. The study team used 

SPSS for performing its complex statistical evaluations. The Chi-square test was used to analyse 

relationships among categorical variables while Cramer's V provided the measurement of their 

strength. The statistical tests generated the p-value with <0.05 indicating statistical significance. 

The study centering on loneliness sought to evaluate the linkages between different demographic, 

lifestyle and health-related statistical factors and high, moderate and low loneliness levels. I have 

employed Chi-square to establish variance among loneliness levels between different variables 

including age, living area, marital status, and health behaviours. The analysis determined the 

relationship power between loneliness and different variables by using Cramer's V statistical measure. 
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Chapter 3: Result 

3.1 Description of Study Population 

This study investigates the prevalence of loneliness among the geriatric population in both urban 

and rural areas of Bangladesh. This research surveyed 475 elderly adults who included 258 female 

participants that made up 54.3% and 217 male participants who composed 45.7% of the total 

group. The research population includes men and women between 60 and 92 years old whose 

majority belong to the 65-75 years age group. 

A majority of participants are married but numerous fall into the categories of widowed or 

divorced thus marital status plays an important role in loneliness development. The research 

respondents exhibit different educational backgrounds where many participants finished primary 

and secondary education but a minority completed higher studies. Most elderly citizens reside with 

family but the population split shows a smaller minority lives on their own or in institutional care 

facilities. Participants from the study exhibit common chronic health conditions such as 

hypertension together with diabetes and cardiovascular diseases and arthritis. Among the 

evaluation factors were lifestyle aspects that included physical exercise and smoking behaviour 

and diet and social involvement. 

 

 

 

 

 



31 | Page  

3.2 Prevalence Rate of Loneliness 

 

 

 

Figure 1: Comparison of Loneliness Levels Between Males and Females 

 

From figure 1, we can determine, the high levels of loneliness is more familiar to the geriatric females 

compared to geriatric males. However, man also feels more about low to moderate level of loneliness 

compared to women. Where in both cases, most of them suffer from moderate levels of loneliness, 

which is really concerning.  

Prevalence of Loneliness Among Males 

In below, Table 1 indicates that loneliness affects elderly males significantly since a high number of 

participants rated their loneliness level as moderate to high. A total of 217 male participants showed 

6.45% with high loneliness symptoms while 61.29% had moderate loneliness and 33.26% had low 

loneliness signs. The survey results show that male participants experience moderate or high levels 

of loneliness to the extent of exceeding 50%. This underscores the requirement to establish social 

and psychological treatment programmes for this demographic. The analysis showed highly lonely 

male participants had a distribution of 85.7% in urban areas while their rural area presence was at 

merely 14.3%. The data showed that urban males exhibited moderate loneliness at a rate of 50.4% 

rather than rural males who exhibited moderate loneliness at 49.6%. Rural regions show stronger 
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community connections because an overwhelming 70% of low lonely males reside there and benefit 

from robust social support networks found in such environments. 

In term of marital status, widowed and divorced males demonstrated the strongest levels of loneliness 

according to the results. Among highly lonely male respondents 21.4% were widowed while 14.3% 

were divorced although only 5.3% of married males reported such severe loneliness issues. Spousal 

support functions as protection against loneliness while the loss of a partner results in heightened 

emotional suffering. The degree of education established an average correlation with feelings of 

isolation. High loneliness scores were present in 14.3% of uneducated males yet 7.1% of graduates 

showed low levels of loneliness. Males who pursued higher education levels demonstrated lower 

loneliness because they acquired better social networks together with improved ways of coping with 

life's challenges. Male loneliness rates directly depended on the level of physical activity they 

practised. Regular exercisers showed a low prevalence of high loneliness at 25.7% and recorded 

72.9% experiencing low loneliness rates. In comparison, 53.3% of non-active guys experienced 

moderate to high feelings of loneliness. The practice of being socially active proved essential because 

males who engaged in hobbies or social activities demonstrated significantly reduced instances of 

loneliness. Research indicates that males who have chronic illnesses are more likely to experience 

loneliness since 64.3% of highly lonely men have these health conditions. Health challenges which 

restrict movement and require caregiver help and diminish independence seem to drive up feelings 

of loneliness in individuals. 
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Table 1: Loneliness Categories (High, Medium, Low) for Males by Variables with p-values 

Variable Category 
High Loneliness 

(n, %) 

Medium 

Loneliness (n, %) 

Low Loneliness 

(n, %) 

p-

value 

Age 60-above 14 133 70 0.028 

Living Area 
Urban 12 (85.7%) 67 (50.4%) 21 (30.0%) 

<0.001 
Rural 2 (14.3%) 66 (49.6%) 49 (70.0%) 

Living Arrangement 

With Family 10 (71.4%) 117 (88.0%) 62 (88.6%) 

0.194 Without 

Family 

4 (28.6%) 16 (12.0%) 8 (11.4%) 

Family Type 
Nuclear Family 13 (92.9%) 82 (61.7%) 39 (55.7%) 

0.033 
Joint Family 1 (7.1%) 51 (38.3%) 31 (44.3%) 

Marital Status 

Married 9 (64.3%) 109 (82.0%) 65 (92.9%) 

0.004 Widowed 3 (21.4%) 22 (16.5%) 4 (5.7%) 

Divorced 2 (14.3%) 2 (1.5%) 1 (1.4%) 

Education 

Graduate 5 (35.7%) 33 (24.8%) 31 (44.3%) 

0.079 

Secondary 6 (42.9%) 46 (34.6%) 20 (28.6%) 

Primary 1 (7.1%) 28 (21.1%) 13 (18.6%) 

No Formal 

Edu. 

2 (14.3%) 26 (19.5%) 6 (8.6%) 

Profession 

Currently 

Working 

7 (50.0%) 70 (52.6%) 57 (81.4%) 

<0.001 

Not Working 7 (50.0%) 63 (47.4%) 13 (18.6%) 

Physical Exercise 
Yes 9 (64.3%) 70 (52.6%) 51 (72.9%) 

0.029 
No 5 (35.7%) 63 (47.4%) 18 (25.7%) 

Spending Time on 

Hobbies 

Yes 7 (50.0%) 79 (59.4%) 45 (64.3%) 
0.671 

No 7 (50.0%) 53 (39.8%) 23 (32.9%) 

Smoking Habit 
Smoker 12 (85.7%) 93 (69.9%) 47 (67.1%) 

0.383 
Non-Smoker 2 (14.3%) 40 (30.1%) 23 (32.9%) 

Fast Food 

Consumption 

>2x Month 6 (42.9%) 25 (18.8%) 27 (38.6%) 
0.004 

<2x Month 8 (57.1%) 108 (81.2%) 43 (61.4%) 

Chronic Disease 
Yes 9 (64.3%) 63 (47.4%) 27 (38.6%) 

0.171 
No 5 (35.7%) 70 (52.6%) 43 (61.4%) 

BMI Category 

Normal 7 (50.0%) 69 (51.9%) 36 (51.4%) 

0.600 Overweight 6 (42.9%) 57 (42.9%) 26 (37.1%) 

Obese 1 (7.1%) 7 (5.3%) 8 (11.4%) 

Prevalence of Loneliness Among Females 

Among the 258 female respondents the prevalence of loneliness exceeded male participants 

significantly. The results from Table 2 show that 35.66% (n = 92) of female participants reported 

high loneliness whereas 56.98% (n = 147) experienced moderate loneliness and 7.36% (n = 19) had 

low loneliness. Research indicates elderly females showed increased tendencies to deal with intense 

loneliness despite the impact of widowhood and reduced independence and increased familial 

obligations. The characterization of loneliness varied noticeably according to where participants 

resided. A large percentage (64.1%) of females who experienced high loneliness chose urban 
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residence whereas rural residents who felt this way numbered at 35.9%. The percentage of females 

with moderate loneliness proved higher among urban residents than among their rural counterparts 

with 50.4% and 49.6% respectively. Rural females showed less tendency to experience severe 

loneliness because they maintain strong community relationships and cultural practises that uphold 

family assistance networks. 

The marital status of females proved highly relevant to their feelings of loneliness since widowed 

and divorced women experienced the most loneliness. Highly lonely female participants consisted of 

29.3% widowed individuals and 5.4% divorced individuals but the married female participants 

showed only 5.3% reported high loneliness levels. The loss of a spouse creates major social isolation 

and emotional susceptibility which stresses the need for social support systems in elderly women's 

lives. A significant relationship exists between education levels and loneliness for female subjects. 

The statistics show high loneliness affected 20.7% of uneducated individuals whereas only 5.4% of 

college graduates showed similar results. Graduates experienced better mental health resource 

knowledge and stronger connections in their local network which seemed to reduce their loneliness 

risk. The same as male respondents physical activity turned out to affect how many females 

experienced loneliness. Thirty-six point eight percent of women who exercised regularly reported 

low levels of loneliness but this reduced to fifty-three point three percent for inactive females. Social 

event participation together with hobby and community involvement led to decreased loneliness 

levels since social activities serve as protective elements against feelings of loneliness. The presence 

of chronic diseases substantially increased female loneliness as discovered through the assessment 

of 57.6% of highly lonely females affected by these conditions. Physiological limitations together 

with health conditions that require family dependence and long-term medical care both hinder social 

involvement and create emotional anguish which intensifies feelings of loneliness. 
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Table 2: Loneliness Categories (High, Medium, Low) for females by Variables and p-values 

Variable Category High Loneliness 

(n, %) 

Medium Loneliness 

(n, %) 

Low Loneliness 

(n, %) 

p-

value 

Age 60-above 92 (35.66%) 147 (56.98%) 19 (7.36%) 0.270 

Living Area 
Rural 33 (35.9%) 110 (74.8%) 12 (63.2%) 

<0.001 
Urban 59 (64.1%) 37 (25.2%) 7 (36.8%) 

Living Arrangement 

With Family 76 (82.6%) 127 (86.4%) 18 (94.7%) 

0.361 Without 

Family 

16 (17.4%) 20 (13.6%) 1 (5.3%) 

Family Type 
Joint Family 25 (27.2%) 65 (44.2%) 13 (68.4%) 

0.003 
Nuclear Family 67 (72.8%) 80 (54.4%) 6 (31.6%) 

Marital Status 

Married 60 (65.2%) 94 (63.9%) 11 (57.9%) 

0.743 Widowed 27 (29.3%) 46 (31.3%) 8 (42.1%) 

Divorced 5 (5.4%) 7 (4.8%) 0 (0%) 

Education 

Graduate 5 (5.4%) 17 (11.6%) 2 (10.5%) 

0.162 

No Formal 

Edu. 

19 (20.7%) 33 (22.4%) 1 (5.3%) 

Secondary 21 (22.8%) 33 (22.4%) 3 (15.8%) 

Primary 42 (45.7%) 63 (42.9%) 13 (68.4%) 

Profession 

Currently 

Working 

13(14.1%) 24(16.3%) 3(15.8%) 

0.901 
Not working 79(85.9%) 123(83.7%) 16(84.2%) 

Physical Exercise 
No 49 (53.3%) 97 (66.0%) 7 (36.8%) 

0.056 
Yes 43 (46.7%) 49 (33.3%) 12 (63.2%) 

Spending Time on 

Hobbies 

No 52 (56.5%) 59 (40.1%) 5 (26.3%) 
0.011 

Yes 40 (43.5%) 88 (59.9%) 14 (73.7%) 

Smoking Habit 
Non-Smoker 92 (100%) 146 (99.3%) 18 (94.7%) 

0.058 
Smoker 0 (0%) 1 (0.7%) 1 (5.3%) 

Fast Food 

Consumption 

<2x Month 89 (96.7%) 136 (92.5%) 16 (84.2%) 
0.108 

>2x Month 3 (3.3%) 11 (7.5%) 3 (15.8%) 

Chronic Disease 
No 39 (42.4%) 75 (51.0%) 10 (52.6%) 

0.395 
Yes 53 (57.6%) 72 (49.0%) 9 (47.4%) 

BMI Category 

Normal 21 (22.8%) 57 (38.8%) 11 (57.9%) 

0.023 Overweight 51 (55.4%) 72 (49.0%) 7 (36.8%) 

Obese 20 (21.7%) 17 (11.6%) 1 (5.3%) 

 

3.3 Determinants and Associations of Loneliness 

Associations Among Males 

Table 3 establishes the correlation between loneliness levels in males when analysing different 

demographic, social, and lifestyle variables through Cramér's V statistical measurement. Cramér's V 

enables researchers to measure the categorical variable connection strength because it produces 

values between 0 and 1. The Cramér V scale shows no association with a value of 0 and identifies 
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perfect association by a value of 1. Statistical interpretation shows that very weak or negligible 

associations have values from 0 to 0.10 and weak associations fall between 0.10 and 0.20 while 

moderate associations range from 0.20 to 0.30 and 0.30 to 0.40 reflects relatively strong associations 

and values from 0.40 to 0.50 represent strong associations followed by very strong associations that 

exceed 0.50. The association between age and loneliness proved to be the most powerful relationship 

among variables (Cramer's V = 0.430) showing strong to very-strong strength. People experience 

increasingly heightened loneliness risks as they age because poor health conditions and reduced 

social engagement and heightened care needs accumulate during the ageing process. 

Living area (CramerV = 0.281) and occupation (CramerV = 0.280) are relevant with moderate 

loneliness (p<.01) that shows urban are more likely to feel loneliness than rural and unemployed are 

more than employed. Family type (Cramer's V = 0.177), Education (Cramer's V = 0.161) and 

Marriage status (Cramer's V = 0.189) revealed weak relationship; those are less educated people, 

men become divorced/widowed and reside in nuclear family in greater extent are more likely to be 

lonely, less significantly when compared to characteristic such as residential location and age. 

Among lifestyle variables, physical activity (Cramer's V = 0.157) and consumption of food/nutrition 

supplements (Cramer's V = 0.204) were weak-to-moderate correlate, indicating that physical 

inactivity and poor diet are associatated with loneliness. Fast food consumption (Cramer's V = 0.227) 

had a moderate association with being light of, suggesting that what people eat could have the ability 

to impact loneliness in some way or another. Health measures such as chronic morbidities (Cramer's 

V = 0.128), and BMI category (Cramer's V = 0.080) produced weak or extremely weak associations, 

indicating that while health status is a determinant of general well-being, the direct contribution of 

health status on loneliness is very insignificant in relation to social and environmental determinants. 

Smoking status (Cramer's V = 0.094) had the smallest correlation, that is smoking was not the 



37 | Page  

significant predictor of loneliness in older men. In general the findings suggest that with age, place 

of residence and work situation being the most associated factors with loneliness, and with illness 

and some of the lifestyle factors having a smaller influence. Research points to the importance of 

social support networks, getting the community involved and working for the sake of reducing 

loneliness in older men. 

Table 3: Association Between Loneliness of  male and Variables (Cramer's V Test) 

 

Variable Cramer's V 

Age 0.430 

Living Area 0.281 

Living Arrangement 0.123 

Family Type 0.177 

Marital Status 0.189 

Education 0.161 

Profession 0.280 

Physical Exercise 0.157 

Smoking Habit 0.094 

Fast Food Consumption 0.227 

Food or Nutrition or Vitamin Suppliment 0.204 

Chronic Disease 0.128 

BMI Category 0.080 

 

Associations Among Females 

The Cramér's V test confirmed the intensity of female loneliness associations with the described 

demographic and lifestyle characteristics shown in the table. Family income correlation with 

loneliness stands exceptionally high based on a Cramér's V value of 0.987 which categorises this 

relationship as very strong association. The way economic status affects women's loneliness can 

mostly be explained by the fact that financial security lets women maintain freedom in their social 

circle and access therapeutic care and maintain good health. The relationship between age and 
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loneliness shows strong variation demonstrated by the 0.482 correlation value. The variation emerges 

from natural growth processes alongside societal changes and life changes which people experience. 

Statistics show that living area (0.373) links strongly to potential loneliness perceptions among 

female respondents. Family composition (0.247), education (0.235) and BMI category (0.238) 

exhibit moderate correlation levels because these variables contribute to loneliness yet their impact 

remains weaker than family income and age. The research findings show that physical exercise 

lifestyle variable (0.189) and spending time on hobbies or interests (0.187) contribute to loneliness 

to a small degree. The associations between smoking behaviour and fast food intake with female 

loneliness levels (0.149 and 0.131 respectively) prove to be minimal according to the research. This 

setting demonstrates minute connexion between loneliness and living situation (0.089) and marital 

status (0.087) and food/nutrition/vitamin supplementation (0.072) and chronic illness (0.085). These 

variables show no significant contribution to loneliness in this particular environment. The finding 

indicates that occupation shows no meaningful relation to loneliness in this study setting of female 

participants. The determinant factors of loneliness between men and women demonstrate different 

relations where occupation is moderate only for men according to study results. 
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Table 4:  Association Between Loneliness of Females and Variables (Cramer's V Test) 

Variable Cramer's V 

Age 0.482 

Living area 0.373 

Living Arrangement 0.089 

Family Type 0.247 

Marital Status 0.087 

Education 0.235 

Profession 0.029 

Physical exercise 0.189 

Spending time in Hobby or Interest 0.187 

Smoking Habit 0.149 

Consumption of fast food 0.131 

Food or Nutrition or Vitamin 

Suppliment 

0.072 

Family Income 0.987 

Having Chronic Disease 0.085 

BMI Category 0.238 

 

 

In general, the findings suggest that widowhood, increased urbanization, decreased physical activity 

have substantial effects on loneliness in both genders, with a saying in risk factors for the two 

genders. Appropriate social engagement programs, support programs based in the community, and 

encouragement of active lifestyles can all play a crucial part in the prevention of loneliness among 

older adults. 
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Chapter 4: Discussion 
 

The research explores the frequency of loneliness alongside determining factors that affect this state 

in Bangladesh's elderly residents while examining how demographic elements together with social 

and economic elements along with health elements create this relationship. The medical community 

now treats loneliness as a critical public health challenge which affects both mental and physical 

fitness of ageing adults (Holt-Lunstad et al., 2015). This study establishes that personal and 

environmental factors such as age and residential location as well as family structure influence the 

extent of loneliness in elderly individuals together with marital status, education level, employment 

status, physical activity levels and dietary habits and BMI and their existing chronic diseases. The 

study outcomes conform to existing literature and expand knowledge about the complex nature of 

older adults' feelings of loneliness (Yang & Victor, 2011).  

 

Study results show that loneliness exists at different levels among male and female participants. A 

total of 5.3% of elderly men identified as highly lonely while 50.2% maintained moderate feelings 

and 44.5% described their loneliness as low. The prevalence rates of high and moderate loneliness 

among older women were higher than men as 14.1% experienced high loneliness and 28.7% 

experienced moderate loneliness while 57.2% reported low loneliness. A higher prevalence of 

loneliness emerges in elderly women than in men according to survey results which validate previous 

international studies about women being socially isolated after widowhood and lacking social 

engagement and financial independence (Srivastava et al., 2021).  Women also form more 

emotionally deep interactions with the people they know, making the loss of these relationships more 

significant. The study also finds major differences in loneliness by where one lives.  
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The results indicated that urban population demonstrated more feelings of loneliness than the rural 

population. The study revealed that 85.7% of male extremely lonely participants and 64.1% of female 

extremely lonely individuals lived in urban areas yet only 14.3% of males lived in rural areas together 

with 35.9% of females. Multiple studies have confirmed that rural communities provide protection 

through stronger social connections and bigger family support systems and higher social engagement 

levels (Cattan et al., 2005). Malfunctions of urbanisation result in romantic isolation among senior 

citizens because family bonds break down along with community supports. Age demonstrates the 

strongest link to loneliness for men at V = 0.430 and women at V = 0.482. 

 

According to the association older people experience greater risks of loneliness primarily because of 

friend death and health problems and decreased mobility (Moeyersons et al., 2022). The statistical 

data shows family income plays the most significant role for elderly women (Cramer's V = 0.987) 

because it affects their social involvement and emotional satisfaction (Chemaitelly et al., 2013). 

Marital status was discovered to create a meaningful connection with loneliness. 

 

The majority of males who experienced extreme loneliness were widowed at 21.4% while 14.3% 

were divorced. Additionally, 29.3% of female loners were widowed with 5.4% being divorced. 

Previous studies show that widowhood creates the biggest vulnerability for emotional distress while 

isolating individuals completely from social contact. People who are married experience less 

loneliness because they have the support of their spouse for emotional connexion and partnership 

alongside shared management of responsibilities (Vedder et al., 2024). The education level of 

participants showed moderate correlation with their reported feelings of loneliness for men (Cramer's 

V = 0.161) and women (Cramer's V = 0.235) according to statistical calculations. Research indicates 

that higher educated individuals develop strong coping mechanisms while increasing social 
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understanding and obtaining multiple interaction options (Deasy et al., 2014). The data shows that 

uneducated or primary-school educated older males experienced higher levels of loneliness yet 

educational status did not affect female loneliness rates (Hajek et al., 2024). Physical activity 

combined with social participation acted as protective elements against loneliness among both male 

and female participants. The link between physical activity and loneliness showed increased strength 

among older women (Cramer's V = 0.189) than among older men (Cramer's V = 0.157). 

 

The relationship between female participants spending time on hobbies and interests showed only a 

weak connection to their feeling of loneliness (Cramer's V = 0.187). Stress reduction and enhanced 

social connections from physical activity and social interactions explain these results according to 

Smith et al. (2017). Loneliness did not show any significant relationships with the variables under 

analysis. The three factors of smoking history (Cramer's V = 0.094), BMI (Cramer's V = 0.080) and 

medical conditions (Cramer's V = 0.128) demonstrated low association in the male population. 

 

The relationships between women's loneliness and their living conditions (Cramer's V = 0.089), 

marital status (Cramer's V = 0.087), and chronic disease status (Cramer's V = 0.085) were all very 

weak. The particular relation between health status and lifestyle variables to loneliness effects is 

weaker when compared to socioeconomic and social conditions according to research findings. The 

research offers essential knowledge on the extent of loneliness experienced by elderly people in 

Bangladesh. A large survey participant number (n = 475), offline data collection and bilingual 

questionnaire (Bangla and English) availability reinforce the dependable nature of this research. By 

analyzing BMI and food habit alongside their relationship to loneliness the investigation adds to 

existing educational understanding. The analysis comes with several important restrictions that need 

attention. The survey process lasted too long and self-report assessments likely introduced memory 
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distortion throughout the research. Since the study focused on Bangladesh older adults only the 

results fail to generalize to other populations. Survey participants might have underreported feelings 

of loneliness because social customs and negative prejudices relating to loneliness exist in the 

community. The study proves we need specialized interventions targeting elderly loneliness because 

of its importance in society. 

 

Economic status has shown a powerful connection with loneliness thus policymakers should establish 

financial assistance programs and pension systems alongside making health care accessible for 

elderly citizens. Community-based programs creating opportunities for physical exercise and social 

involvement together with intergenerational contact programs need implementation to reduce senior 

loneliness (Hsueh et al., 2022). Medical staff need to adopt standard procedures for detecting 

loneliness during assessments and they should provide guidance to patients who face isolation risks 

(Perissinotto et al., 2019). Longitudinal research studies are essential to understand how permanent 

loneliness affects both health status and human well-being. The research would benefit from 

extending its boundaries to diverse geographic areas and cultural environments to obtain worldwide 

statistical patterns. Using open-ended interviews with participants allows for better understanding of 

how people handle loneliness in their lives. The research requires an investigation of digital-based 

intervention strategies like online support groups and telemedicine counseling to deal with loneliness 

in modern times (Santini et al., 2020). 
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Chapter 5: Conclusion 

 
In conclusion, it can be stated that , this study offers a thorough evaluation of lonely encounters and 

causal factors influencing older people in Bangladesh. Feeling loneliness is much influenced by age 

combined with socioeconomic level, marriage status, and social contact points in the process. Those 

with insufficient high school education as well as those who had divorce or widowerhood connected 

with those who live in urban areas exhibited more likelihood of feeling lonely. According to the 

study, social contacts and physical exercise guard elderly people against loneliness. The survey 

demonstrates the necessity of creating specific intervention approaches through financial aid 

programs and community welfare plans and budget-friendly mental health services for senior 

citizens. Monitoring for loneliness in elderly patients and organising social activities for different 

generations are helpful ways to avoid this condition. Combining policy change with clinical 

treatments and community involvement represents the necessary approach to fight this phenomenon. 

Future scientific papers must concentrate on three main study designs, which include an emphasis on 

e-interventions, analytical research in various cultural circumstances, and a dedication to long-term 

approaches. These research areas will advance knowledge of complex loneliness systems to create 

effective evidence-driven strategies for worldwide improvement of older adult lifestyles. 
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Appendix A  

 

A study on the prevalence and associated risk factors for mental health problems among 

Geriatric Population in Bangladesh 

[বাাংলাদেশি প্রবীণ জনসাংখ্যার উপর মানশসক স্বাস্থ্য এবাং তার কারণ শনদে একটি গদবষণা] 

[এই গদবষণাটি বাাংলাদেদির প্রবীণ জনসাংখ্যার মানশসক স্বাস্থ্য এবাং তার কারণ মূলযােন করার জনয 

করা হদেদে। এই গদবষণা কার্ যক্রমটি একটি ইনশিটিউিনাল শরশিউ ববার্য 

(SEU/Pharm/CECR/021/2024) বেদক ননশতক অনুদমােন বপদেদে। এটি সমূ্পণ যরূদপ একটি 

অজ্ঞাতনামা/নামশবহীন জশরপ বর্খ্াদন আপনাদক সনাক্ত করা র্াদব না শকাংবা আপনার প্রোনকৃত 

সকল তেয িতিাগ বগাপন ও সুরশিত োকদব। আপনার বেওো সকল তেয শুধুমাত্র গদবষণা কাদজ 

এবাং একাদর্শমক উদেদিয বগাপনীেতা বজাে বরদখ্ বযবহার করা হদব।এই গদবষণাে অাংিগ্রহদণর 

জনয সম্মশত খ্ুব গুরুত্বপূণ য। এই মহৎ উদেযাদগ আপনার সহদর্াশগতার জনয অশগ্রম ধনযবাে।] 

Express your consent to participate in the research and processing of anonymous data for scientific 

purposes [এই নামশবহীন/অজ্ঞাতনামা নবজ্ঞাশনক সমীিাে অাংিগ্রহদনর জনয সম্মশত প্রকাি করুন] 

*I am a Bangladeshi senior citizen and have no objection to the privacy policy of this survey and 

the information collected. I voluntarily agree to take part in this study. [আশম একজন বাাংলাদেশি 

প্রবীণ বযক্তক্ত এবাং এই সমীিার বগাপনীেতা নীশত এবাং সাংগৃহীত তেয শনদে আমার বকান আপশি 

বনই। আশম বস্বচ্ছাে এই গদবষণাে অাংি শনদত সম্মত।] 

 I do agree (আশম একমত) 

 I do not agree (আশম একমত নই) 

 

স্বাির:                                                                                                                      তাশরখ্: 

 

Please tick one box for each statement [প্রশতটি উক্তক্তর জনয বর্ উিরটি আপনার মতামতদক 

সবদেদে িাদলািাদব বণ যনা কদর তা শেশিত করুন] 

 

Section 1: Demographic Questions 

১. বেস বেদর (Age in years): __________ 

২. ওজন বকক্তজদত (Weight in kg): __________ 

৩. উচ্চতা (Height): __________                  

৪. শলঙ্গ (Sex): 

 পুরুষ (Male)      

 মশহলা (Female)  
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 অনযানয (Others) 

৫.বসবাদসর স্থ্ান (Living Area) 

 গ্রাম (Rural Area) 

 িহর (Urban Area) 

৬.নববাশহক অবস্থ্া (Marital Status): 

 অশববাশহত (Unmarried) 

 শববাশহত (Married) 

 শবধবা/শবপত্নীক (Widowed) 

 তালাকপ্রাপ্ত (Divorced) 

৭. বসবাদসর অবস্থ্ান (Living Arrangement): 

 পশরবার োডা (Without Family) 

 পশরবাদরর সাদে (With Family) 

৮. পশরবাদরর ধরন (Family Type): 

 বর্ৌে পশরবার (Joint Family) 

 একক পশরবার (Nuclear Family) 

৯. আপনার সাদে বসবাসরত মানুদষর সাংখ্যা (Number of people living with you): __________ 

১০. শিিার স্তর (Level of Education): 

 পডাদলখ্া কশর নাই (No formal education) 

 প্রােশমক (Primary) 

 মাধযশমক (Secondary) 

 স্নাতক/স্নাতদকাির (Graduate/above) 

১১.বপিা (Profession):  

 বতযমাদন কাজ করদেন (Currently working) 

 কাজ করদেন না (Not working) 

১২. মাশসক পাশরবাশরক আে (Monthly Family Income): __________ 

১৩.আপনার শক বকাদনা েীর্ যস্থ্ােী বরাগ বা অবস্থ্া রদেদে? (Do you have any chronic disease or 

conditions)? 

 হযা াঁ (Yes)  

 না (No) 

১৪.আপনার শনদজর নেনক্তিন কাদজ অদনযর সাহাদর্যর প্রদোজন হে শক না? (Do you need any help 

to perform your regular activities)? 

 হযা াঁ (Yes)  

 না (No) 
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১৫. সামাক্তজক কম যকাদে অাংিগ্রহণ করবার প্রবণতা (How often do you participate in social 

activities? 

 নেশনক (Daily) 

 সাপ্তাশহক (Weekly) 

 মাশসক (Monthly) 

 শবরলিাদব (Rarely) 

 কখ্দনা না (Never) 

১৬. আপশন শক সামাক্তজক বর্াগাদর্াগ মাধযম বযবহার কদরন? (Do you use social media to 

communicate with others): 

 হযা াঁ (Yes)  

 না (No) 

 

১৭. আপশন শক ধমীে আোর-শবশধ পালন কদরন? (Do you follow any religious or spiritual practices)? 

 হযা াঁ (Yes)  

 না (No) 

১৮. আপশন শক শনেশমত িরীরেেযা (বযাোম) কদরন? (Do you perform regular physical exercise)? 

 হযা াঁ (Yes)   

 না (No) 

১৯. আপনার শক বকাদনা িখ্ বা আগ্রহ আদে, বর্খ্াদন আপশন প্রশতশেন শকেু সমে বযে কদরন? (Any 

hobby or interest where you spend some time daily): 

 হযা াঁ (Yes)  

 না (No) 

২০. ধূমপাদনর অিযাস (Smoking Habit):  

 ধূমপােী (Smoker) 

 ধূমপান মুক্ত (Non-smoker) 

২১.ফাি-ফুর্ খ্াওোর অিযাস (Frequent Consumption of Fast-foods): 

 মাদস েুইবার বা তার ববশি (Two or more in a month) 

 মাদস েুইবাদরর কম (Less than twice in a month) 

২২.আপশন শক শনেশমত শিিাশমন/শমনাদরল/ফুর্ গ্রহণ কদরন? (Do you take any 

Food/Nutritional/vitamin supplements): 

 হযা াঁ (Yes)  

 না (No)  
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Loneliness: UCLA-3 

১. আপশন শক আপনাদক সঙ্গ বেোর বলাদকর অিাব ববাধ কদরন? [How often do you feel left out?] 

 কোশেৎ (Hardly ever) 

 মাদে মাদে (Some of the time) 

 প্রােই (Often) 

২. আপশন শক শনদজদক অবদহশলত/অনযদের বেদক বাে পদড শগদেদেন বদল মদন কদরদেন? [How 

often do you feel isolated from others?] 

 কোশেৎ (Hardly ever) 

 মাদে মাদে (Some of the time) 

 প্রােই (Often) 

৩. আপশন শক শনদজদক অনযদের বেদক শবক্তচ্ছন্ন হদে শগদেদেন বদল মদন কদরন? [How often do you 

feel that you lack companionship?] 

 কোশেৎ (Hardly ever) 

 মাদে মাদে (Some of the time) 

 প্রােই (Often) 

অন্য ক োন্ মন্তব্য:……………………………………………………………………………………… 

গদবষদকর নাম:                                                        স্বাির:                                                      তাশরখ্: 

 


