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In recent years there has been heightened interest 
in the linkages between loneliness, social isolation, 
and health. A highly cited meta-analysis deter-

mined that social isolation, loneliness, and living alone 
increased the risk of premature death by an order of 
magnitude that was comparable to the well-recognized 
risk factors of smoking and obesity.1 In addition, a 
data analysis from the Health and Retirement Study 
reported that loneliness was significantly associated 
with increased physician visits, but not hospitaliza-
tions, in community-dwelling older adults.2

It’s unclear if a critical mass of research1,2 or dissem-
ination of this work in the media3 has led to a tipping 
point, as evidenced by the appointment of a Minister 
of Loneliness in the United Kingdom.3 

Prevalence estimates of loneliness range from 
approximately 10% in the general population5 to one-
third to one-half of older adults.6 Existing research has 
focused on examining the effects of loneliness and social 
isolation on health outcomes and health care utilization.

Loneliness and social isolation are conceptually 
related and are often studied in tandem1; loneliness is 
usually defined as a subjectively painful experience due 
to the absence of social contact while social isolation 
refers to the objective lack of social contact.1,5

This issue of the Annals includes a practice-based 
study from Aoki and colleagues, and a reflection essay 
by Frey, contributions that provide signposts to an 
emerging cartography of loneliness, social isolation, 
and health.7,8 In a population of community-dwelling 
elderly patients from Japan, social isolation was associ-
ated with a less favorable experience of primary care, 
as measured by an adapted version of the validated 

Primary Care Assessment Tool (PCAT).7 Patients who 
were socially isolated reported a poorer experience of 
primary care in the areas of longitudinality (ie, contin-
uous, ongoing care), comprehensiveness (ie, availability 
of wide range of services), and community orientation 
(ie, concern with health needs of community), when 
compared with patients who were not isolated.7

Social connectedness—the inverse of loneliness 
and social isolation—has been included with health 
behaviors, biomarkers, and medical treatment adher-
ence in causal pathways that depict plausible factors 
influencing morbidity and mortality.9 The Aoki study 
introduces the idea that there may be medical encoun-
ter–level factors at play, too. Although social isola-
tion may be lessened by gaining new acquaintances, 
ameliorating loneliness generally takes longer and can 
only be eased by forming an intimate connection with 
someone else.10 For patients, this close relationship may 
include their personal physician. If continuity of care is 
associated with the improved receipt of preventive ser-
vices and reduced hospitalizations,11 could the primary 
care environment and the tenor of continuity visits be 
mediators of health outcomes in lonely or socially iso-
lated patients? Indeed, generalist physicians report that 
caring for lonely patients evokes feelings of powerless-
ness and frustration, which may contribute to less time 
spent during encounters.12

The Frey essay directs attention to the experience 
of loneliness and isolation in physicians,8 a phenom-
enon that is minimally mentioned in the ongoing 
conversation on burnout and professional dissatisfac-
tion.8,13 There are 3 categories of physician isolation; 
professional, structural, and social.14 Professional isola-
tion is not uncommon in rural practice and can be due 
to barriers in accessing clinical information and deci-
sion support, the varied availability of specialty con-
sultation, and hampered networking with colleagues.14 
Structural isolation refers to the physical design fea-
tures of health care settings (eg, examination rooms) 
that impede communication with team members, and 
which constrain consultation with colleagues.14 Social 
isolation is described as a form of loneliness and, as 
noted earlier, is mitigated by establishing meaningful 
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connections with others.10 Through his reminiscence 
of the doctors’ dining room, Frey illustrates the physi-
cal and relational components of safe spaces that facili-
tate meaningful conversation and relationship-building, 
important counterweights to structural isolation.8 In 
addition, he offers both empiric and wisdom-based 
approaches for physicians who may be seeking to rem-
edy their own professional and social isolation.8

The activity of developing and maintaining rela-
tionships with patients is a core component of primary 
care, one that gives meaning to the everyday work of 
generalist physicians.15 Sustaining meaningful relation-
ships, however, can be emotionally draining and pro-
fessionally hazardous, often confronting clinicians with 
their sense of self as a doctor.15 Balint groups16 and vir-
tual communities of practice14 are a few of the interper-
sonal and organizational-level strategies that have been 
used with primary care physicians to address these 
occupational challenges. Findings from a series of 
studies on social exclusion and life meaning17 provide 
insight and guidance to future work in this area. First, 
individuals who were socially excluded were less likely 
to view their current work as tied to a desired future 
state.17 The second finding was that exclusion lessened 
self-efficacy, or the perception that an individual had 
control over their life.17 Being socially excluded also 
reduced one’s perceived self-value, or the belief that 
the individual was a moral being.17 And finally, social 
exclusion diminished one’s self-worth in a way caused 
an individual to see their own abilities and strengths 
less favorably.17 The takeaway from these studies is 
that when a sense of belonging is threatened—by lone-
liness or through social isolation—people perceive less 
meaning in their lives.17

The Aoki study and Frey essay provide a primary 
care perspective that adds new ways of thinking about 
loneliness, social isolation, and health. For primary care 
investigators who may be seeking to develop and test 
interventions for lonely patients, for medical directors 
looking to adopt programs that can promote social 
connectedness in the workplace, and for physicians 
who may be struggling with their own professional 
isolation, it is our connectedness with others that mat-
ters. The social activist Dorothy Day captured this 
best decades ago when she observed that, “we have all 
known the long loneliness, and have learned that the 
only solution comes with community.”18

To read or post commentaries in response to this article, see it 
online at http://www.AnnFamMed.org/content/16/5/388.
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