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b a c k g r o u n d . Recent studies indicate that loneliness is a significant risk factor for many ailments from colds to 
heart disease. If lonely patients are at greater risk for illness, then we might expect that they would use the emer­
gency department (ED) more often and incur greater medical costs than those who are not lonely. Our goal was to 
determine the prevalence of loneliness in patients in an ED and to evaluate it as a predictor of ED use, hospital 
admission, and chronic illness.

METHODS. We evaluated a convenience sample of 164 ED patients with the University of California-Los Angeles 
Loneliness Scale, Version 3 and a survey of patient characteristics. Using medical record review and patient self- 
report, we determined total ED visits, the presence of chronic illness, and discharge diagnoses during a 1-year ret­
rospective period. We evaluated data with least mean square regression and a 2-tailed f test.

RESULTS. We found a statistically significant correlation between loneliness score and total hospital ED visits (P 
<.001). The mean loneliness score (39) was equal to that of normal populations. Patients scoring higher than the 
mean used the ED 60% more per year than patients who scored lower (P = .008). There was no association 
between a patient’s loneliness score and baseline chronic illness or severity of current illness (P = .56). Spanish­
speaking patients had higher loneliness scores than English-speaking patients (P = .001).

CONCLUSION. Loneliness is a predictor of hospital ED use independent of chronic illness and is potentially very 
expensive to society. We recommend further studies be done to examine if allocating resources for preventing, 
diagnosing, and treating loneliness would be cost effective.
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M
any recent studies indicate that people who 
are lonely are at a significant health risk. 
Lonely people are 4 times1 more likely to suf­
fer a heart attack and 4 times2 more likely to 
die from such an event than those who are 

not lonely. They have been shown to be twice as likely to 
suffer from colds.3 Even the old wives’ tale that a partner’s 
life expectancy diminishes with the death o f a spouse has 
been proved true.4 A  person’s perceived interaction with 
others within a community may be a better predictor o f 
health than smoking, cholesterol, or even genetics.

We studied 164 patients who received treatment at the 
Lawrence General Hospital emergency department (ED). 
Our goals were to determine the prevalence o f loneliness 
in an ED population and to evaluate it as a predictor o f ED 
use, hospital admission, and chronic illness.

METHODS
Study Population and Data Collection
The Greater Lawrence Family Health Center research 
team administered the University o f  California-Los
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Angeles (UCLA) Loneliness Questionnaire (Figure 1) to 
182 patients seen at the Lawrence General Hospital ED. A  
second brief questionnaire was administered to address 
potentially confounding factors (ie, primary medical 
provider, preferred language, age, sex, and self-reported 
ED visits). We used a convenience sample o f consecutive 
adult patients seen by 3 physicians during varying week­
day shifts in the ED over a 1-month period beginning 
March 8, 1998. Readers were provided to assist the illiter­
ate segment o f the population in responding to the ques­
tionnaire. Material was available in English and Spanish. A  
total o f  180 questionnaires were collected. This represents 
approximately 11% o f the 1624 patients seen during that 
time.

Comprehensive data were collected from hospital 
records to verify each patient’s number o f ED visits, admis­
sions following an ED visit, and direct admissions during a 
1-year period. We performed a blinded review o f medical 
records to establish discharge diagnoses and the number 
o f chronic illnesses per patient. Because loneliness scale 
results were tabulated at the end o f the 1-month data col­
lection period, the research team was unaware o f those 
scores at the time o f admission or discharge diagnosis.

Definitions
Loneliness. The loneliness associated with health risk is 
related to a person’s perception o f his or her personal sup­
port system.6 Women tend to overreport loneliness, while 
men traditionally underreport it.6 Self-report is usually a
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.  FIGURE 1 ____________________________________________________________________________________

UCLA Loneliness Scale, Version 3.

Instructions: The following statements describe how people sometimes feel. For each statement, please indi­
cate how often you feel the way described by writing a number in the space provided. Flere is an example: 

How often do you feel happy?

If you never felt happy, you would respond “never”; if you always feel happy, you would respond “always.” 
NEVER RARELY SOMETIMES ALWAYS

1 2 3 4
*1. How often do you feel that you are “in tune” with the people around you?
2. How often do you feel that you lack companionship?
3. How often do you feel that there is no one you can turn to?
4. How often do you feel alone?

*5. How often do you feel part of a group of friends?

*6. How often do you feel that you have a lot in common with the people around you?
7, How often do you feel that you are no longer close to anyone?

8. How often do you feel that your interests and ideas are not shared by those around you?
* 9. How often do you feel outgoing and friendly?
*10. How often do you feel close to people?
11. How often do you feel left out?

12. How often do you feel that your relationships with others are not meaningful?
13. How often do you feel that no one really knows you well?
14. How often do you feel isolated from others?

*15. How often do you feel you can find companionship when you want it?
*16. How often do you feel that there are people who really understand you?
17. How often do you feel shy?

18. How often do you fee! that people are around you but not with you?
19. How often do you feel that there are people you can talk to?
*20. How often do you feel that there are people you can turn to?

Scoring: Items that are asterisked should be reversed (ie, 1 = 4; 2 = 3; 3 = 2; 4 = 1) and the scores for each 
item then summed together. Higher scores indicate greater degrees of loneliness.

Note: Copyright 1994 by Daniel W. Russell. Reprinted with permission.

poor indicator o f  a person’s actual loneliness,5 therefore 
w e felt a previously tested standardized questionnaire was 
most desirable for interpreting data. The UCLA Loneliness 
Scale, Version 3 was chosen because o f its brevity, sensi­
tivity, and specificity, as well as its continuous numerical 
result.5 Scores range from 20 (little loneliness) to 80 (great 
loneliness). The mean loneliness score for a general popu­
lation is 40.5 The questionnaire also has excellent 
test/retest reliability (r  = 0.73) over a 1-year period, and is 
negatively associated with social isolation, so it can be 
used to study loneliness as an independent risk factor.5 A  
version was translated into Spanish and translated back 
into English. Both versions were tested on a bilingual 
blinded group o f 20 nurses and nurses aides at the Greater 
Lawrence Family Health Center. There was almost an 
exact correlation between scores (mean = 39.5 vs 39.0).

For the purposes o f analysis, we categorized patients 
with a loneliness score higher than the mean as “lonely.” 
We called subjects with a loneliness score lower than or

equal to the mean “non- 
lonely.”

Total Hospital 
Visits. We determined 
the total number of hos­
pital visits by using a 
combination o f patient 
self-report and medical 
record data analysis. 
We obtained self-report 
information from the 
questionnaire. The 
computerized medical 
records listed the num­
ber o f ED visits, admis­
sions after an ED visit, 
and direct admissions to 
the hospital with­
out being processed 
through the ED. We 
determined total hospi­
tal visits by adding the 
number o f  ED visits 
and direct admissions. 
When patients indicated 
that they used more 
than one hospital, we 
used the higher number 
o f self-reported visits or 
m edical-record-deter­
mined visits as the total 
hospital visit score. If 
a patient indicated 
that they only use 
the Lawrence General 
Hospital, we used that 
medical record to deter­
mine total hospital vis­

its. We collected data in a blinded fashion, using medical 
record numbers only to indicate patient identity.

Reason for Visit. We performed a blind review of 
medical records to obtain the chief complaint and dis­
charge diagnosis from the ED. We categorized the patients 
according to the organ system involved (eg, cardiac, 
obstetric, pulmonary, and so forth).

Chronic Illness. We reviewed the medical records 
for past medical history. We noted any illness that might 
contribute to increased ED use identified it by organ 
system.

Statistical Analysis
We examined loneliness score, total visits, and hospital 
admission with least mean square linear regressions to 
evaluate for a relationship among loneliness, total hospital 
visits, and hospital admissions. We compared these char­
acteristics o f lonely and nonlonely subjects using a 2-tailed 
t test for significance. We used chi-square analysis to com-
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pare patient characteristics in the lonely and nonlonely 
groups (P  <.05 was considered significant).

Baseline Characteristics of Patients
One hundred eighty-two patients were enrolled in our 
study; 164 participated. Eighteen were excluded because 
of language other than English or Spanish, dementia, delir­
ium, psychosis, age younger than 14 years, or failure to 
answer at least 17 o f the 20 UCLA survey questions. 
Twenty additional people refused enrollment.

Of the 164 patients studied, 42% were men. The mean 
loneliness score was 39.06 with a standard deviation o f 12, 
which is the same as in a normal population. There was no 
statistical association between the sex o f a patient or pres­
ence o f a primary physician and being lonely (P  >.20). 
Patients who were lonely did not have increased underly­
ing chronic illness (P  = .56) or major differences in their 
reasons for the visit. Twenty-five percent o f the patients 
spoke Spanish. There was a statistical significance

between having a preference for the Spanish language and 
increased loneliness score (P  = .001).

Hospital Use
Figure 2 shows the statistically significant association 
between loneliness score and total hospital visits ((3 
coefficient = 0.063; standard error = 0. 01475; correlation 
coefficient = 0.32; P  <.001; 95% confidence interval, 0.034 
- 0.093). There were 74 patients with loneliness scores 
above the mean o f 39 who used the hospital an average 
o f  3.6 times a year. The remaining 90 patients with lone­
liness scores low er than or equal the mean used the hos­
pital an average o f 2.2 times a year (P  = .009). There was 
no significant association between loneliness score and 
number o f  hospital admissions (P  = .52).

DISCUSSION

We found a significant association between a patient’s 
loneliness score and total hospital visits. We do note, 
however, that there were 5 outlying data points repre­

senting subjects who used 
the ED more than 9 times in 
a year. These can have a 
large effect on the regression 
output. All o f  these patients 
fe ll into the category o f  
“lonely” by our definition, 
which seems significant. To 
further explore the effect o f 
these outliers on our results, 
w e excluded them and per­
form ed another linear 
regression on our data 
(Figure 3). We found that 
though our (3 coefficient was 
low er (0.037), it was still sta­
tistically significant (P  = 
.003).

Two surprising results 
emerge from  our data. First, 
we had expected that there 
would be more chronic ill­
ness in those who were lone­
ly, given the recent studies 
associating loneliness with 
increased illness. Second, 
w e expected that our ED 
population would be lonelier 
than the population at large. 
Neither o f  these expecta­
tions proved true. Thus, it 
seems that although lonely 
people use the ED more 
often, they are not necessar­
ily m ore ill. The second 
finding is more difficult to

_ FIGURE 2 _______________________________________

Total visits versus loneliness score regression (P<.001)
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explain. It is possible that our study sample contained 
a population o f  people who w ere less lonely but more 
ill. E lderly people score low er than younger people 
when they are given the loneliness questionnaire.6 The 
older population (aged >60 years) in our study had 
low er loneliness scores, though this was not statisti­
cally significant (P  = .12). E lderly people also tend to 
be m ore ill.8 We might interpret our data to indicate 
that though an ED has an increased number o f  lonely 
patients, it also has an increased number o f  less lonely 
elderly patients. The net result is a prevalence o f  lone­
liness in the ED that equals that o f  a normal popula­
tion.

When our study population was divided into lonely 
and nonlonely groups, there was a significant associa­
tion between preference for Spanish language and lone­
liness (P  = .001). This may be because the communica­
tion barrier makes a person perceive a lack o f social 
support. Speaking Spanish, however, was not statisti­
cally associated with increased total visits to the ED 
(P  = 0.15). This may in part be because o f  the relatively 
small number (40 ) o f  Spanish-speaking patients 
enrolled in our study. There may also have been some 
undetected change to the questionnaire when it was 
translated into Spanish.

L imitations
The patients represented in our study reflect an ED 
population. Nevertheless, a recent study showed that 
patients who are lonely visit their primary doctors 
more often,9 which suggests that our results may be 
m ore generally applicable. The use o f  the UCLA 
Loneliness Scale creates limitations as well. It does not 
measure social isolation, and since some people may 
assume that loneliness is defined by social isolation, 
there may be confusion.

CONCLUSIONS
Our study population o f ED patients was not lonelier 
than the population at large. Lonely people did not have 
more chronic disease, hospital admissions, or different 
reasons for visiting the ED, yet they visited more often. 
Patients with a preference for Spanish may have been 
lonelier than English-speaking patients, but they did not 
use the ED more often. The average lonely patient used 
the ED 60% more than the average nonlonely patient. 
Loneliness, therefore, seems to be a meaningful inde­
pendent predictor o f  ED use. Further studies to discover 
other associations with loneliness could be beneficial to 
our understanding o f its social and medical implications.
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