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Preface

On December 15, 2014, I began my tenure as the Nineteenth Surgeon General of the United States. I expected that my focus as the “nation’s doctor” would encompass issues like obesity, tobacco-related disease, mental health, and vaccine-preventable illness. That’s what I’d told the US Senate at my confirmation hearings some ten months earlier, and there was plenty of data to support these as important focus areas. But the surgeon general’s position, which oversees more than six thousand uniformed Commissioned Corps officers working throughout the federal government to protect, promote, and advance the health of the nation, comes with high expectations. For more than a century, the physicians holding this office have addressed national health crises ranging from yellow fever and influenza outbreaks to the aftermath of hurricanes and tornados to the terrorist attacks on 9/11. Over the past few decades, the nation’s doctor also has become America’s most trusted voice on public health issues such as smoking and HIV/AIDS. It mattered to me that the issues I selected as focus areas also mattered most to the people I served.

I hadn’t grown up in the public eye or as a creature of politics. I was a child of medicine. Much of my youth was spent in my father and mother’s medical office, where my father practiced medicine and my mother managed everything else. My sister and I spent many afternoons after school helping out with paperwork, filing charts, cleaning the office, and greeting patients as they came and went. It was there that I found my inspiration to go into medicine. I saw the way people arrived looking anxious and left more peaceful and reassured, with my parents as partners in their healing. Medicine for my parents was all about relationship, and they built those connections by listening. Insurance companies would protest their spending more than the approved fifteen minutes with their patients, but my parents understood that to truly listen, you have to meet people where they are, emotionally and physically, however long that takes.

That was the kind of medicine I strived to practice. That was the kind of leader I wanted to be. And so, as I began my tenure, I decided to listen before setting my agenda and laying out my plans. That meant taking time. And it meant showing up where Americans lived. “Let’s go talk to people and see what they need,” I told my new team.

We spent the next few months on a listening tour of America. We were welcomed into communities from Alabama to North Carolina, from California to Indiana. We sat down in small group meetings and large town halls, spending time with parents, teachers, pastors, small business owners, philanthropists, and community leaders.

Everywhere we went, we asked a simple question: How can we help? The answers in some cases confirmed what I suspected were major pain points: the opioid epidemic and rising rates of obesity, diabetes, and heart disease, to name a few. Other responses took me by surprise. Teachers in Washington State, for example, told me that children were vaping during class. Kids weren’t allowed to chew gum or smoke in class, yet there were no rules prohibiting the use of e-cigarettes in school. It turned out, the schools were waiting for guidance from the local government, which in turn was waiting for the federal government.

These conversations played a central role in guiding the agenda I pursued during my time in office and beyond. They moved me to produce the first surgeon general’s report on the addiction crisis and to launch a national campaign to address the opioid epidemic. And it was those teachers, along with parents, scientists, and policymakers, who inspired me to issue in 2016 the first federal report on e-cigarette use by youth.

But one recurring topic was different. It wasn’t a frontline complaint. It wasn’t even identified directly as a health ailment. Loneliness ran like a dark thread through many of the more obvious issues that people brought to my attention, like addiction, violence, anxiety, and depression. The teachers and school administrators and many parents I encountered, for example, voiced a growing concern that our children were becoming isolated—even, or perhaps especially, those who spent much of their time in front of their digital devices and on social media. Loneliness also was magnifying the pain for families whose loved ones were struggling with addiction to opioids.

One of the first times I recognized this connection was a chilly morning in Oklahoma City when I met a couple named Sam and Sheila, who had tragically lost their son Jason to an opioid overdose. We met at their local treatment facility more than a year after Jason’s death. The pain that both carried was visible in their exhausted faces. Once they started talking about their son, it didn’t take long for their eyes to well up. Their wounds were still raw. Losing Jason had been unimaginably painful. But what made it even worse was that, at their hour of greatest need, they found themselves without the people they’d counted on for years.

“When bad things happened to our family before,” Sheila said, “our neighbors would show up to help or express their support. But when our son died, no one came by. They thought we might be embarrassed that he died of a disease they believed was shameful. We felt so alone.”

Sam and Sheila were far from alone in their loneliness. In Phoenix, Anchorage, Baltimore, and many other cities, I listened to men and women who told me that the hardest part of addiction to alcohol and drugs was the profound loneliness they experienced when they felt like their family and friends had given up on them. This loneliness, in turn, made it harder for them to stay on the path of treatment and recovery. It’s not easy handling a substance use disorder, they would tell me. “Everyone needs some support.”

The people of Flint, Michigan, felt much the same way, though for different reasons. I went to Flint at the height of their water crisis and visited the home of a couple whose daughters had toxic levels of lead in their bodies from the city’s contaminated water. It was bad enough that they felt they’d failed to protect their daughters, but as the weeks went by with no agreement on how to fix the city’s water supply, they also felt forgotten by their government and their country. This was loneliness as abandonment; the feeling of being left behind, cast out, ignored by society.

In some cases, loneliness was driving health problems. In others, it was a consequence of the illness and hardships that people were experiencing. It wasn’t always easy to tease out cause and effect, but clearly there was something about our disconnection from one another that was making people’s lives worse than they had to be.

As much as I learned about how prevalent loneliness is, I also learned a great deal about the healing power of human connection. In Oklahoma, for example, I met a group of Native American teenagers who felt lost in their identity and forgotten by the outside world, so they developed the “I Am Indian” program to strengthen a sense of culture and belonging among their peers and reduce their risk of alcohol and drug addiction. I saw the power of connection in a support network formed by parents in New York whose children struggled with addiction. Having a community of fellow parents who truly understood what they were going through made it easier to cope when a child relapsed or when they blamed themselves for what was happening. In Birmingham, Alabama, where obesity and chronic disease were on the rise, I met a community of people who gathered to run, walk, and swim together. Even those who felt too ashamed and discouraged to exercise alone came out because their friends were participating. In Flint, too, human connection became part of the solution when community members organized to go door-to-door to educate neighbors about how to properly install filters and avoid the lead in their city’s drinking water.

In these instances and so many others, I could see the vital role that social connections can play when individuals, families, and communities face difficult problems. While loneliness engenders despair and ever more isolation, togetherness raises optimism and creativity. When people feel they belong to one another, their lives are stronger, richer, and more joyful.

And yet, the values that dominate modern culture instead elevate the narrative of the rugged individualist and the pursuit of self-determination. They tell us that we alone shape our destiny. Could these values be contributing to the undertow of loneliness I was witnessing? In Baltimore, a couple expressed joy at having young children, but they also confided that so much of their time was devoted to child care that they felt cut off from their friends. In Los Angeles, a successful hospital executive reluctantly told me he had just spent his birthday alone at home because his intense work schedule had caused him to lose touch with his friends. People didn’t easily volunteer these stories. Many were embarrassed to admit how alone they felt. This shame was particularly acute in professional cultures, like law and medicine, that promote self-reliance as a virtue.

Deeply committed doctors, nurses, and medical students I met in Boston, Nashville, and Miami said they felt emotionally isolated in their work, but they didn’t tell anyone for fear of repercussions from colleagues and patients. Some even worried the medical licensing boards might question their fitness to practice medicine if they even remotely admitted having mental health concerns. Nevertheless, they knew that their loneliness was contributing to their burnout and emotional exhaustion. They just weren’t sure what to do about it.

Others didn’t even realize that loneliness was what they were feeling. But once one person in the room broke the ice by naming loneliness, I’d see hands go up with more stories to share. Men, women, children. Highly trained professionals. Tradespeople. Minimum-wage earners. No group, no matter how educated, wealthy, or accomplished, seemed to be exempt.

Many people described what they were feeling as a lack of belonging. They’d tried to do things about it. Many had joined social organizations and moved to new neighborhoods. They worked in open-office settings and went to happy hours. But the sense of being “at home” remained elusive. They missed the foundation of home that is genuine connection with other people.

To be at home is to be known. It is to be loved for who you are. It is to share a sense of common ground, common interests, pursuits, and values with others who truly care about you. In community after community, I met lonely people who felt homeless even though they had a roof over their heads.

Sitting in my hotel room late at night at the end of a packed day of town halls and community meetings, I would reflect on these stories with a mix of curiosity and concern. I was no stranger to loneliness myself. During my early years in grade school, when my parents dropped me off in front of my school each morning, I’d have this sinking feeling in the pit of my stomach. It was like first-day jitters, except that it repeated every day of the school year. I wasn’t scared about exams or homework. I was worried about feeling alone. And I was too ashamed to tell my parents that I was lonely. Making that admission would have amounted to much more than saying I didn’t have friends. It would feel like admitting I wasn’t likable or worthy of being loved. The shame that accompanied loneliness intensified that familiar pain for years until I eventually found a group of friends in high school with whom I felt I truly belonged.

In spite of my personal bouts of loneliness, however, I’d never considered this issue as a potential public health priority. It certainly wasn’t on the agenda I’d shared with the US Senate during my confirmation hearings less than a year earlier. But suddenly it loomed very large indeed.

The question was how to address it. Many of the people I was meeting assumed I had billions of dollars in discretionary spending and a staff of tens of thousands. I often had to tell them this was off by a few orders of magnitude. Despite this, my new position gave me a bully pulpit from which to raise public awareness about loneliness, to convene conversations with key stakeholders, and to make the case for shifts in everything from research and policy to infrastructure and individual lifestyles.

The more I studied the seesaw relationship between loneliness and togetherness, the more convinced I became of the great power of human connection. So many of the problems we face as a society—from addiction and violence to disengagement among workers and students to political polarization—are worsened by loneliness and disconnection. Building a more connected world holds the key to solving these and many more of the personal and societal problems confronting us today.

Social connection matters to an office worker who wishes to be seen and appreciated, or a CEO who wants to connect with employees. It matters to parents of young children who need more support from friends but wonder how to ask. Or to citizens who see a way to make their community better but wonder who’d care if they spoke up. And yes, social connectedness matters to a doctor who wants to help patients get better but doesn’t know how to heal their loneliness—or the doctor’s own.

To my surprise, the topic of emotional well-being, in general, and loneliness in particular, received the strongest response from the public of any issues I worked on as surgeon general. There were few issues that elicited as much enthusiastic interest from both very conservative and very liberal members of Congress, from young and old people, or from urban and rural residents alike. After my presentations to city mayors, medical societies, and business leaders from around the world, it was what everyone seemed to want to talk about. I think this is because so many people have known loneliness themselves or have seen it in the people around them. It’s a universal condition that affects all of us directly or through the people we love.

The irony is that the antidote to loneliness, human connection, is also a universal condition. In fact, we are hardwired for connection—as we demonstrate every time we come together around a common purpose or crisis. Such was the collective action of the Parkland high school students in South Florida after the 2018 mass shooting at their school claimed seventeen lives. We also see this instinct in the outpouring of aid and assistance by volunteers that follows major hurricanes, tornados, and earthquakes around the globe.

One of the most dramatic demonstrations of community in the wake of tragedy occurred on September 11, 2001. When the twin towers of the World Trade Center fell that terrible morning in New York City, thousands of people in lower Manhattan fled south in search of escape from the growing inferno behind them. When they reached the Hudson River and realized they had no way to cross, panic mounted. Recognizing they had no way to rescue so many people in time, the US Coast Guard made an unprecedented decision. It issued a radio call asking civilian boats to help.

The response was swift. Scores of boats pierced the dense cloud of dust and debris and ferried their frightened, soot-covered passengers to safety. In nine hours, the 9/11 Boat Lift rescued nearly half a million people, becoming the largest boat rescue in the world’s history—even larger than the Dunkirk evacuation of WWII.

Vincent Ardolino, the captain of the Amberjack, said his wife thought he was crazy for wanting to take his boat toward Manhattan that morning after the call. But he knew that he had to go. “Never go through life saying you should have,” he said later, reflecting on the decision.1

Our community instincts remain alive and well. When we share a common purpose, when we feel a common urgency, when we hear a call for help that we are able to answer, most of us will step up and come together.

My own desire to heed this call continued beyond my tenure as surgeon general. So did the persistent questions around loneliness that arose from the people and experts I’d met. What exactly has led to the fraying of relationships in communities and such high levels of loneliness? What other aspects of health and society are affected? How can we overcome the stigma of loneliness and accept that all of us are vulnerable? How can we create stronger, more enduring and compassionate connections in our own lives and communities, and a more unifying sense of common ground in our larger society? How do we shift the balance of our lives from being driven by fear to being fueled by love?

These are just a few of the questions that launched my journey to write this book. Many more unfolded as I absorbed the research that’s shaping our understanding of the critical roles that both loneliness and connection play in every one of our lives. Beyond the facts and data are the people you will meet throughout the pages of this book—scientists, philosophers, doctors, cultural innovators, community activists, and people from all walks of life—whose stories continually remind us that, truly, we’re better together.

The first section of the book is focused on the underpinnings of loneliness and social connection—the reasons why loneliness evolved in our highly social species and the ways in which different aspects of culture may help or hinder our efforts to bond with others and establish a sense of communal belonging. The second section addresses the process of connection that each of us individually must navigate in our own lives, beginning with our relationship with ourselves and moving outward through family and friends to ultimately build a more connected world for coming generations. My hope is that the stories you are about to read will deepen your awareness of your own place in our social universe and also inspire and encourage you to reach out to those around you with a renewed sense of the vital role we all play in one another’s lives. As you’ll see, when we strengthen our connection with one another, we are healthier, more resilient, more productive, more vibrantly creative, and more fulfilled.

In the writing of this book, I’ve come to realize that social connection stands out as a largely unrecognized and underappreciated force for addressing many of the critical problems we’re dealing with, both as individuals and as a society. Overcoming loneliness and building a more connected future is an urgent mission that we can and must tackle together.





Section I

Making Sense of Loneliness





Chapter 1

Under Our Noses

The whole conviction of my life now rests upon the belief that loneliness, far from being a rare and curious phenomenon, peculiar to myself and to a few other solitary men, is the central and inevitable fact of human existence.

—Thomas Wolfe, God’s Lonely Man

My first day as a doctor began one bright June morning when I walked through the doors of Boston’s Brigham and Women’s Hospital. I was wearing a pressed white coat and my best shirt and tie. I smiled at the security guards and passing staff. For them, this was just another day at a busy urban hospital, but for me, it was a day I’d remember for the rest of my life.

My head was stuffed full of medical facts and trivia that I’d gathered from medical school. My pockets were overflowing with tools, including a stethoscope, ophthalmoscope, tuning fork, reflex hammer, Pocket Medicine handbook, three black ballpoint pens, blank index cards for recording patient details, a list of phone numbers for key hospital services, and laminated cards filled with algorithms for everything from cardiac resuscitation to the treatment of diabetic ketoacidosis. Yet none of those cards and manuals mentioned the most common ailment I was about to encounter among my patients.

In the days ahead, as I went on bedside rounds with my team of medical residents and senior physicians, I focused my attention on getting the right diagnosis and prescribing the right medications, treatments, and tests. It was overwhelming at times, but as the months wore on, I got more and more comfortable managing common illnesses like diabetes and cancer and unusual ones that I had only read about in textbooks. As I slowly ascended the steep learning curve of medical training, I began to notice other aspects of the people I was caring for, including their social lives—or lack thereof.

Some patients always had a visitor in their room to keep them company in the unfamiliar hospital setting. If they took a turn for the worse or were nearing the end of life, they had an entourage of family and friends who traveled from near and far to be with them and to explain to the doctors and hospital staff how much their loved one meant to them. But other patients went days and even weeks with no visits, no phone calls, no one from the outside world asking how they were doing. Some of them died alone with nobody but me and my hospital colleagues to witness their last moments.

It wasn’t just the physical presence or absence of friends and family that I noticed. It was the hunger for companionship that was evident in so many of the men and women who came through our hospital doors. While most patients were eager to get out of the hospital and resume their lives, a sizable minority turned to the medical staff for a long-missed friendly ear. They shared lengthy stories of their lives with anyone willing to bear witness to their existence. I often found myself torn between wanting to be there for those patients and knowing that I had many other patients who were waiting for me.

My focus as a physician was medical. The social issues, as wrenching as they were, seemed outside the domain of doctoring. It would take a patient named James to teach me just how wrong I was about this.

I only met James once, on the afternoon he walked into our clinic for help with his diabetes and high blood pressure, but this middle-aged gentleman taught me a profound and indelible lesson about loneliness and connection that day.

James was stocky, with brown hair and red, rugged skin that bore the signature of many New England winters. His face was set in a grim look of frustration, which I assumed was related to the health problems I saw noted in his chart.

“It’s good to meet you,” I said. “Tell me how I can help.”

James described the challenges of dealing with diabetes, high blood pressure, his weight, and the accompanying stress he often felt. He looked tired as he spoke. His gestures were listless. He seemed defeated by life.

Then, out of the blue, he delivered what seemed to me at the time a complete non sequitur. “Winning the lottery was one of the worst things that ever happened to me,” he said.

“Really?” I’m sure my bewilderment showed in my voice. “Why?”

Given this invitation, James poured out his whole story. It turned out he was being quite literal: he actually had won the lottery. Prior to that, he told me, he’d been a baker. He was good at his craft, and his customers appreciated his talent. He enjoyed his work and was gratified that the food he prepared gave people happiness and pleasure. Although he was single, he had a community of people he liked. They worked alongside him at the bakery, so he never felt alone. When he won the lottery, all that changed.

Suddenly, he was “rich,” so he thought he should upgrade his life. Taking his cue from the messages he’d absorbed from television and movies and advertising and other cultural media, he decided to enter the world of luxury and leisure. He assumed this would make him happier than slaving away in the kitchen. It was as if his new status compelled him to become a different person.

James quit his job and moved to an upscale neighborhood in an oceanside community. There, with all his needs met and a constant stream of money coming in, he was living the proverbial dream. Yet despite his new trappings, this dream felt like a nightmare. Instead of being fulfilled, he was sick and miserable. Previously good-natured, humorous, and outgoing, James grew increasingly withdrawn, isolated, and angry. He put on weight and eventually was diagnosed with the diabetes and high blood pressure that brought him in to see me. Instead of spending time with his bakery colleagues and regular customers, he now visited doctors and otherwise sat alone at home.

Too late, James realized that it had been a terrible mistake to do what he thought a lottery winner ought to do, instead of heeding his own heart. “I traded in my friends and a job I loved and moved to a neighborhood where people keep to themselves in their giant houses. It’s lonely.”

James’s experience was an example of how what we seem to value most in modern society—status, wealth, achievement, and fame—doesn’t guarantee happiness. With more money, we can purchase more privacy, we can live on secluded estates, we can even travel exclusively on our own boat or plane. While all of these privileges have their appeal, there can be a hidden human cost. If we’re not vigilant, such success can lead to a life that feels increasingly lonely as the distance between the individual and other people grows.

If James could find a way to break out of his gilded cage and strengthen his human connections, I suspected his health would improve dramatically. He’d likely become more active, engaged, happier, and more himself. After all, he’d had community and connection before he won the lottery. But that would mean bucking the prevailing assumptions about success and redefining his own ambitions in social, rather than financial terms. He seemed to understand this, but the process of change was daunting, especially now that his health was in jeopardy. How could I, as his doctor, help him?

In our one session together, I did my best to serve James. I listened carefully and asked questions. I recommended adjustments to the doses of his diabetes and blood pressure medication to bring his readings into a healthier range. And I offered to refer him to our hospital social worker, who might be able to help him make some community connections. Beyond that, though, I honestly had no idea how to address the loneliness that seemed to be driving his medical problems. It saddens me even now to think about it, but as a fledgling doctor, I learned far more from James on this subject than I was able to offer him.

My medical education did not prepare me to recognize the impact of social connection on health, and it certainly didn’t give me tools to help my patients who were struggling with loneliness. Instead, my training had been focused almost entirely on the physical body. When we did discuss emotions, it was primarily in the context of managing a psychiatric illness like depression or building a trusting doctor-patient relationship so that patients would feel comfortable to participate in the healing process.

This was simply not enough when meeting patients like the young woman I took care of who had a bacterial infection on her heart valve related to her intravenous drug use. I could counsel her on the dangers of future intravenous drug use and the precautions she needed to take going forward. I knew how to discuss the complexities of treatment pathways, antibiotic courses, and the timing of follow-up imaging studies. I could empathize with the stress and emotional toll of being seriously ill, and I could listen to her and her family as they shared their worries. All of this was very important, but it failed to address the critical need for healthier connections in her life. Her relationships or lack thereof were an important factor in both causing addiction in the first place and determining whether or not she would return to drugs again. I was never trained to assess or address loneliness, and now when confronted with it, I didn’t know where to start.

One Isn’t Always the Loneliest Number

What is loneliness, anyway? This seemingly simple question becomes unexpectedly complex upon closer examination.

Many people think of loneliness as isolation, but the difference between these two terms is substantial. Loneliness is the subjective feeling that you’re lacking the social connections you need. It can feel like being stranded, abandoned, or cut off from the people with whom you belong—even if you’re surrounded by other people. What’s missing when you’re lonely is the feeling of closeness, trust, and the affection of genuine friends, loved ones, and community.

Researchers1 2 3 have identified three “dimensions” of loneliness to reflect the particular type of relationships that are missing. Intimate, or emotional, loneliness is the longing for a close confidante or intimate partner—someone with whom you share a deep mutual bond of affection and trust. Relational, or social, loneliness is the yearning for quality friendships and social companionship and support. Collective loneliness is the hunger for a network or community of people who share your sense of purpose and interests. These three dimensions together reflect the full range of high-quality social connections that humans need in order to thrive. The lack of relationships in any of these dimensions can make us lonely, which helps to explain why we may have a supportive marriage yet still feel lonely for friends and community.

Because everyone’s level of need for social connection is different, it’s impossible to say how many friends are required to prevent loneliness. The level varies not only throughout life, but also by personality. People who are more extroverted tend to crave human contact and social activity, feeling energized by networking with strangers. Those who are more introverted need more time by themselves and feel drained by too much interaction, preferring to socialize in smaller groups or one on one. Both introverts and extroverts can experience loneliness, however, and both need strong relationships in order to feel a secure sense of belonging. What often matters is not the quantity or frequency of social contact but the quality of our connections and how we feel about them.

Unlike the feeling of loneliness, which is subjective, isolation describes the objective physical state of being alone and out of touch with other people. Isolation is considered a risk factor for loneliness simply because you’re more likely to feel lonely if you rarely interact with others. But physically being alone doesn’t necessarily translate into the emotional experience of loneliness. Many of us spend long stretches by ourselves when we’re so involved in our work or creative pursuits that we don’t feel at all lonely. On the other hand, we can feel lonely and emotionally alone even when we’re surrounded by other people. What defines loneliness is our internal comfort level.

This is what makes loneliness distinct from solitude. When we feel lonely, we’re unhappy and long to escape this emotional pain. Solitude, by contrast, is a state of peaceful aloneness or voluntary isolation. It is an opportunity for self-reflection and a chance to connect with ourselves without distraction or disturbance. It enhances our personal growth, creativity, and emotional well-being, allowing us to reflect, restore, and replenish. For millennia, monks and ascetics from various spiritual traditions have sought out solitude as an opportunity for introspection and to renew their connection with the divine. Unlike loneliness, solitude is not burdened with shame. Rather, it can be a sacred state.

Solitude also can feel a bit daunting, even scary, since it allows both positive and negative thoughts and emotions to surface. The space where we confront our demons is not always a space we enter willingly. But it’s in the grappling that we work through issues, gain clarity about our feelings, and build comfort with ourselves. Developing comfort with solitude, then, is an essential part of strengthening our connection to ourselves and by extension enabling our connection with others. Solitude, paradoxically, protects against loneliness.

The Loneliness Question

According to a 2018 report by the Henry J. Kaiser Family Foundation, 22 percent of all adults in the US say they often or always feel lonely or socially isolated.4 That’s well over fifty-five million people—far more than the number of adult cigarette smokers and nearly double the number of people who have diabetes. A 2018 AARP study using the rigorously validated UCLA loneliness scale found that one in three American adults over the age of forty-five are lonely.5 And in a 2018 national survey by the US health insurer Cigna, one-fifth of respondents said they rarely or never feel close to people.6

Studies in other countries echo these findings. Among middle-aged and elderly Canadians, nearly one-fifth of men and around a quarter of women said they feel lonely once a week or more.7 One-quarter of Australian adults reported being lonely as well.8 More than two hundred thousand seniors in the United Kingdom “meet up with or speak on the phone with their children, family and friends less often than once a week”;9 13 percent of Italian adults report having no one to ask for help;10 and in Japan, over 1 million adults meet the official government definition of social recluses, or hikikomori.11 12

What prevents all these people from simply joining a club, making new friends, or reconnecting with family and old friends? In a word, loneliness itself.

When we already feel lonely and then see others having fun together, enjoying the company of those around them, there’s a natural tendency to withdraw instead of approaching the group. We fear being labeled and judged as social outcasts. (To understand this worry, just spend some time in a grade school cafeteria or playground.) So we hide our true feelings even from those who may try to connect with us. Shame and fear thus conspire to turn loneliness into a self-perpetuating condition, triggering self-doubt, which in turn lowers self-esteem and discourages us from reaching out for help. Over time, this vicious cycle may convince us we don’t matter to anyone and that we’re unworthy of love, driving us ever inward and away from the very relationships we need most.

This emotional spiral also contributes to the stigma that surrounds loneliness. Because people tend to hide and deny their loneliness, others who might help—including friends, family, and doctors—shy away from probing what seems like a sensitive emotional issue. Then the risk of self-destructive behaviors increases. Many people use drugs, alcohol, food, and sex to numb the emotional pain of loneliness. In this way, the combination of loneliness and stigma creates a cascade of consequences that affect not only our personal health and productivity, but also the health of society.

As intractable as the cycle of loneliness may seem, however, it can be interrupted. By learning to recognize and address the signals early, we can intervene to forge connections when loneliness strikes, instead of allowing it to become a constant in our daily lives. A first step is to acknowledge the vital need that all humans have for social connection.

Quite simply, human relationship is as essential to our well-being as food and water. Just as hunger and thirst are our body’s ways of telling us we need to eat and drink, loneliness is the natural signal that reminds us when we need to connect with other people. There’s no cause for shame in that. Yet hunger and thirst feel much more acceptable to acknowledge and talk about than loneliness. To combat this silencing effect, then, we need to more deeply appreciate the relationship between loneliness, social connection, and physical and emotional health. In so doing, we can lift the burden of shame, blame, and criticism that fuels the stigma around loneliness.

We’ve seen this approach work with conditions like depression. For a long time, depression has been so stigmatized that most people would suffer in silence rather than admit they felt depressed. Now, professional athletes like twenty-three-time Olympic gold medalist Michael Phelps13 and cultural figures like Lady Gaga,14 Dwayne “The Rock” Johnson,15 and J. K. Rowling16 have opened up about their depression. Schools and workplaces have begun to recognize how widespread the problem is, and many now are setting up programs to get people help. We are seeing a similar evolution in how we think about addiction. While there still is much work to be done to ensure that people with depression and substance use disorders do not feel shamed or discriminated against because of their illness, a great deal of progress has been made. There’s every reason to believe that the stigma around loneliness also will decline if and when we’re willing to speak openly about our experiences and understand loneliness for what it is: a near-universal human condition.

A Matter of Life or Death

Dr. Julianne Holt-Lunstad learned the power of social connection firsthand growing up in Saint Paul, Minnesota. The fourth of six children, she came from a clan that prided itself on hard work and sticking together. Her father’s four siblings all had large families of their own, which meant there were many cousins, aunts, and uncles, and everyone spent a whole week together every year. This tradition was encouraged by her grandparents, staunch believers in the importance of family.

“Growing up, we always had family around, and my family were often my closest friends,” Julianne told me. The power of these social connections was destined to inform her career path. After college in Utah, where she developed a fascination for the biological processes of mental health, Julianne pursued a PhD in health and social psychology focusing on the impact of our relationships on everything from our behavior to our cellular function.

By the time she’d joined the faculty at Brigham Young University, there was good data supporting the connection between relationships and health, but Julianne still found that many inside and outside academia were skeptical about her whole area of inquiry. They thought it was fluff. Julianne wanted to change their minds. So she and her collaborators spent more than a year painstakingly analyzing 148 studies with over three hundred thousand participants from around the world.17

The team pored through study details and wrote countless lines of computer code for the analytics software—all in an effort to answer one simple but profound question: Do social relationships reduce our risk of dying early?

Finally, in the summer of 2009, Julianne had her answer. As the long-awaited analysis was pulled up on her computer, she stared in disbelief. “This is going to be huge,” she said to herself. And she had good reason to think so.

Julianne’s study showed that people with strong social relationships are 50 percent less likely to die prematurely than people with weak social relationships. Even more striking, she found that the impact of lacking social connection on reducing life span is equal to the risk of smoking fifteen cigarettes a day, and it’s greater than the risk associated with obesity, excess alcohol consumption, and lack of exercise. Simply put, Julianne had found that weak social connections can be a significant danger to our health.

On the surface, this might seem hard to believe. What if the real issue driving more heart disease and early deaths was obesity or poverty, and people with these conditions just happened to be lonely? In statistical terms, what if loneliness was just a confounder and not the culprit? Julianne had been concerned about this, too. So she’d designed her study to also analyze a broad range of risk factors among participants, including age, sex, initial health status, and cause of death, that would help clarify what was responsible for the health effects she was seeing. The protective effect of social connection remained consistent across these variables, as did the contribution of loneliness to premature death.

Public reaction to Julianne’s study was swift. Newspaper reporters began writing articles about her curious findings. Television and radio producers invited her to their studios to speak with their audiences about this previously neglected condition that might be as dangerous as smoking. Organizations in the UK and Australia reached out for her counsel as they worked on plans to address loneliness in their countries.

Five years later, Julianne published another massive analysis of data confirming the higher risk of early death among the lonely.18 By that point, a growing number of research papers were reporting that loneliness was associated with a greater risk of coronary heart disease, high blood pressure, stroke, dementia, depression, and anxiety. Studies were also suggesting that lonely people were more likely to have lower-quality sleep, more immune system dysfunction, more impulsive behavior, and impaired judgment.19

Calls from mainstream media and organizations around the world quickened, all asking the same question: Why is loneliness so dangerous to our health?

The Missing Link

By this time, many physicians were noticing loneliness among their patients. In a 2013 poll, 75 percent of general practitioner physicians in the United Kingdom reported that they saw between one and five patients each day whose visit was primarily driven by loneliness.20

One of these doctors was Dr. Helen Stokes-Lampard, a primary care physician in Lichfield, about twenty miles from Birmingham, England. Helen is as enthusiastic and excited about caring for her patients as if she were just out of medical school. When we met in her office, she greeted me warmly and set about making me tea as we spoke. There was no pretense with Helen. She’s compassionate, brilliant, and down-to-earth.

But Helen is not only a practicing physician, she’s also the chair of the Royal College of General Practitioners, one of the largest medical associations in the UK, representing over fifty-three thousand British family physicians. When she assumed her position as head of the Royal College, she took the surprising step of giving her inaugural speech on her patients’ struggles with loneliness. More than three decades earlier, a series of studies had found an association between loneliness and the rate at which people utilized British medical services, yet the medical profession had made little effort to address loneliness. Helen, who wanted to make loneliness a high priority for the Royal College, was determined that this time would be different.

She focused her speech on a patient named Enid, who’d fallen into a deep spell of loneliness after losing her husband late in life. Helen could have simply prescribed antidepressants and moved on to the next patient. Instead, she did something increasingly difficult to do in modern medicine’s highly regulated checkbox culture: she listened closely to Enid and allowed the patient’s needs to guide the session.

As Helen put it in her speech:

I didn’t follow the rules. I chatted to her, I listened. I did what all good GPs [general practitioners] do—I saw the world through Enid’s eyes for our precious few minutes together. I prioritised what Enid wanted over [the] guidelines . . . sometimes I offered advice about a new class, group, or a charity that I thought might suit her, might benefit her health and well-being.

In the end, Enid connected with a local primary school that is linking mature women with young mums who are a long way from their own families. [It] was exactly what Enid needed. A couple of hours, twice a week where she has purpose, is needed and appreciated. Where she can use a lifetime of experiences to help others.

Enid isn’t making GP appointments as regularly anymore—she is not taking up space in a hospital bed for a hip replacement she didn’t really need. She’s not taking anti-depressants, and actually, she’s not taking much medication at all . . . I noticed that Enid has started to wear makeup again. She’s had her hair done properly for the first time since Brian died. Social isolation and loneliness are akin to a chronic long-term condition in terms of the impact they have on our patients’ health and well-being . . . they must be addressed if we are to be patient-centred in our approach.

Talking about loneliness to the leading medical organization in the country was unconventional. “But the reaction was overwhelming,” Helen told me. “Everyone in the audience could think of patients who struggled with loneliness.”

What these doctors were beginning to grapple with was the link between social and emotional health that often shows up in the physical health of medical patients. If neglected, loneliness can have long-term health implications, yet it is not a state that can be fixed with a pill or a procedure. It is a human condition that reminds us of our need for the love, compassion, and companionship of fellow human beings.

Helen’s approach to helping Enid followed a practice known as social prescribing. Clinicians recommend—or “prescribe”—resources and activities in the community that can help patients forge healthy social connections. This practice reflects a recognition that loneliness affects our health, and we have a universal need to connect with one another.

Dr. Sachin Jain, too, has come to this conclusion, and like Helen, he’s been working on ways to focus on social connection at scale among his patients in the United States. Sachin is CEO of CareMore, a health care delivery system that primarily serves the elderly and poor. In 2017, Sachin and his team launched the Togetherness Program to identify and assist patients who are lonely. Within a short time, they’d enrolled six hundred patients in the program, which included home visits, weekly phone calls, and connection to existing social programs in the community. One of CareMore’s participants was a woman in her late fifties named Virta.

When I first met Virta in 2019, at the CareMore Care Center in Downey, California, I could tell it had taken a lot of effort for her to come see me. Struggling with the debilitating effects of diabetes, she spent much of her day confined to a wheelchair. Neuropathy caused excruciating pain in her legs and feet. Yet Virta seemed optimistic for the future. She told me I was meeting her at a major turning point in her life.

Originally from Memphis, Virta’s parents had moved the family to Long Beach, California, when she was just a baby. After high school, Virta worked many odd jobs before landing a position as a security guard at the Port of Long Beach. She enjoyed the work and kept the job for fifteen years.

Although I’d only just met her, I could tell that Virta had had a big personality in her youth and a highly social lifestyle to match it. “When I was healthy,” she told me, “you couldn’t catch me.” But she also lived on a diet of fast food and sugary sodas, and eventually, she developed diabetes and resulting complications, which made it difficult for her to walk and left her with chronic pain. Soon, she could no longer work, and she found herself housebound. That changed everything.

“I got so lonely,” she told me. “I was too sick to go out and too sick to have people over.” Although she shared an apartment with her adult daughter, they rarely interacted, and when they did, they fought. Other family members didn’t show any interest in talking with her, either. Unable to sustain the relationships that nourished her, Virta began to lose hope.

She vividly remembers the day she got a postcard in the mail touting the services available at CareMore’s Togetherness Program. These included counseling, an exercise program, social engagement opportunities, and health care services. The center even provided transportation. “I read the letter and I started crying,” she said. “I felt like it was talking to me.”

Virta signed up for the services, and a few days later she got a call from one of CareMore’s Togetherness Program “Phone Pals.” He said his name was Armando, and that he was calling to check on her and see how she was doing.

“He just listened to me,” she said. She found Armando’s voice soothing. He promised to call again the next week, and he followed through. Sometimes he’d tell her about his children’s busy schedules, his daughter’s soccer game the day before. Virta soon began looking forward to Armando’s calls.

But without being able to work and with bills piling up, Virta couldn’t pay rent. She eventually lost her home and was forced to live out of her car in the parking lot of a city park. It was a scary place at night. Her legs were causing her pain, and her health was declining.

CareMore had assigned Virta a social work intern named Ruby, who desperately wanted to help, but rents in Southern California were impossibly high for people on low incomes. Then one day Ruby spotted an in-law unit on Craigslist for $700 a month, utilities included, a steal in the rental market. “I wanted to take a shower first,” Virta recalled, “but Ruby said, ‘No, no, just go!’”

The homeowners, Sonya and Earnest, were waiting for Virta when she arrived. Ruby had already told them about her situation and her ill health, and the couple was eager to make it work. All they needed to find out was if Virta would hit it off with their dog, a pit bull named Protector. With huge jaws and a massive chest, the dog leapt up and licked Virta’s face. “When Sonya called later to say I got the place, I cried.”

Sonya and Earnest welcomed Virta like family, and their friendship helped her open up and start connecting with other people again. Armando continued to call every week, and he often asked her what she was doing to take care of herself. He encouraged her to try to get out of the house.

Sometimes Virta worried that she was taking too much of Armando’s time. Afraid of letting him down, she tried to show him she could do better. “Armando would call, and I’d say, ‘I got cleaned up,’ or ‘I put makeup on today.’” She started losing weight.

It was the human connection that made the difference. Even though theirs was a phone relationship, Virta found it easy to be open and vulnerable with Armando because he listened without judgment and seemed to genuinely care about her well-being. When Virta finally got the opportunity to meet Armando in person at the Togetherness Program’s holiday party, she was surprised to learn that he was not middle-aged, as she’d pictured him, but in his early thirties. “Young man, you’re Armando?” Virta asked, unable to contain her surprise. “You’re such an old soul on the phone.”

When I spoke with Virta, she was still getting weekly calls from Armando and proudly told me she’d lost thirty-nine pounds. “Without Mr. Armando calling, I wouldn’t have made it.”

Virta is grateful to have a place to live that’s quiet and safe and close to her new friends. She still has more work to do on her health, and she still finds herself feeling very alone at times, particularly at night. But she’s determined to keep working to rebuild her health and start living a fuller life. And she intends to reach out to share the power of connection that’s changed her life.

“There are so many lonely people out there,” she said. “I want to help somebody else.”

Virta’s right. There are so many lonely people, and among those who are struggling with illness, the health care system too often compounds their sense of isolation. Particularly in hospitals, patients may feel that they’re reduced to their illness—a problem to be diagnosed and treated rather than a person with hopes, yearnings, dreads, and a terrifyingly immediate need for solace. The pain of this experience also can extend to patients’ loved ones.

Mychele spent most of the last year of her husband’s life at Ronald Reagan UCLA Medical Center. Her husband, Vincent, had myelodysplastic syndrome, or MDS, a disease where your bone marrow stops making the healthy blood cells you need to survive. He’d endured chemotherapy, constant blood transfusions, and a stem cell transplant from his brother. But by Christmas Day, 2017, Vincent was in the intensive care unit (ICU). Nothing seemed to be helping him. Mychele had never felt so alone.

When we spoke two years later, Mychele recalled her husband as “the most loving, hugest man you ever met. He was six foot one, a big Samoan man who loved everyone.” Vincent had been an active duty member of the US Navy when he was diagnosed. But by that Christmas, he’d already been in the ICU for over a month. His face was half-hidden behind the ventilator tube in his mouth, and he was surrounded by machines keeping him alive. He was a shadow of the man Mychele had married.

Mychele knew things were bad, and she was terrified of losing him. The medical staff paid attention to what was of immediate concern, but it felt impersonal to Mychele. With little to guide her as Vincent’s fiercest defender and decision-maker in his incapacity, she was scared and frustrated and didn’t know where to turn.

And that is how things might have stayed had it not been for Dr. Thanh Neville, a pulmonary and critical care doctor who is known for her laser-like focus on making sure patients’ wishes are honored. Thanh is self-deprecating, hardworking, and fiercely protective of her patients. She had recently started a program modeled on the work of a Canadian physician Dr. Deborah Cook. The 3 Wishes Project granted wishes to patients who were dying in the ICU. Their goal was to shift the experience from what can be an impersonal and alienating experience into something that honors the dying and their loved ones.

Mychele remembers how skeptical she was when she first met Thanh and her team that Christmas Day. “I was such a Negative Nancy given the situation we were in. She talked to me about the program, and I looked her in the eye and said, ‘I want the truth and I want it now. Is he dying?’ She took my hand and said, ‘I will be honest with you. Your medical team told me, as they have shared with you, that they don’t believe he will survive this hospital stay. We are here to honor him in his remaining time and to help you prepare.’” Vincent was indeed dying, and there was nothing the medical team could do to change that. “At first, I was angry. I was rude. ‘You don’t know me. How much is this going to cost me?’ It took a minute to believe that she was there only because she cared.” But that was the whole point of 3 Wishes.

When Mychele realized this, her guard came down. “I said to Thanh with tears in my eyes and a whole family of frogs in my throat, ‘I’m afraid to be alone.’ She embraced me and said, ‘We won’t let you be alone.’ Her colleague took my hand with tears in her eyes and said, ‘We’re going to be here with you the whole way.’”

Mychele paused. “Honestly, when I realized I didn’t have to go through this alone, there was a sense of acceptance and gratitude that I’m not going to have to watch the machines get turned off alone.”

The team made good on their promise for the remaining three days of Vincent’s life. He requested to be moved to the cancer floor, where he knew the nurses so well he had nicknames for many of them. He wanted his wife to be around the people who had journeyed with them through the last year. And even though the cancer unit wasn’t equipped for patients on ventilators, Thanh’s team was able to get approval for an exception and honor Vincent’s wish.

“Without me even asking,” Mychele recalled, “they brought in fresh flowers. I’m Hawaiian, and my husband is Polynesian, so flowers are important to us. They brought in as many Polynesian flowers as they could. That small detail meant so much.”

And when the time came to let Vincent go, Thanh’s team was there for them. “Till today,” Mychele said, “I’m dumbfounded that anyone would even care to stand with me for the half hour it took for me to decide that it was time to pull out my husband’s tube. It made such a difference to have someone sit with me as we were removing my husband’s life support even though it wasn’t the doctor’s duty.”

For Thanh, the basic premise and power of the program is simple: “The goal of 3 Wishes is to stop asking what’s the matter with the patient and start asking what matters to them.”

In less than two years, the program has helped over two hundred patients and their families. They have performed two weddings, set up a final date night complete with a tablecloth over the bedside table and a Netflix movie, arranged for a local arts school to perform a patient’s favorite musical live in her bedroom, decorated a woman’s room with photos of Hawaii because that was her favorite vacation spot, and created numerous keepsakes for bereaved families, including hand molds—castings of couples holding hands for the last time.

Part of the program is sending a sympathy card a few weeks later signed by ICU doctors, nurses, and other members of the care team. Thanh is always surprised at the response: “I’m shocked at how much it means to people. So many families during interviews say the card shows that ‘we haven’t been forgotten, that we mean something.’ One person wrote us a letter that said, ‘A few weeks after I lost my mom, I thought I lost everything, but your card showed me that people still care.’”

Medicine and technology may fail us at times, but human connection grounded in love and compassion always heals. Perhaps the sense of loneliness and disconnection that comes with death can’t entirely be prevented, but it can be eased. Helping patients and their families feel known, helping them feel seen and loved, is perhaps the most powerful medicine we have.

How much, I wondered, is a program like 3 Wishes worth? It’s not easy to put a price on fulfillment, peace, and connection for patients and their families during one of life’s most stressful moments. Which makes it all the more striking that the average cost of Thanh’s 3 Wishes program has been just $30 per patient. Not $30,000. Just $30. When you consider the additional impact on the doctors, nurses, and staff involved in the care of each of the patients, this represents a staggering return on investment. Mychele, for example, now aspires to start a program to support caregivers in the hospital. One of the reasons that family members are afraid to leave the bedside is fear of missing the doctor’s brief visit, so one of the things Mychele wants to do is give caregivers a break by sitting with the patient and calling family members if the doctor shows up. These are the kinds of priceless gifts that connect us as human beings, that help reassure us and remind us we’re not alone.

These and many other stories I’ve encountered over the years leave no doubt in my mind that loneliness can wreak havoc on our physical and emotional lives, yet the very same stories persuade me just as compellingly that social connection is the bigger subject here. We all have a deep and abiding need to be seen for who we are—as fully dimensional, complex, and vulnerable human beings. We all need to know that we matter and that we are loved. These are the deep-seated needs that secure relationships satisfy, and when they are met, we tend to live healthier, more productive and more rewarding lives. When they go unmet, we suffer.

When we’re in the throes of such suffering, it’s difficult to imagine that this misery is part of some evolutionary design. Yet it’s clear that loneliness serves a vital function by warning us when something essential for our survival—social connection—is lacking. The scientists who first recognized this vital function thought that perhaps, if we could learn to respond to loneliness (like we do to hunger and thirst), instead of surrendering to it, we might be able to reduce both its duration and negative effects and actually improve the overall quality of our lives. The first step was to study the tandem evolution of social connection and loneliness.





Chapter 2

The Evolution of Loneliness

With every true friendship, we build more firmly the foundations on which the peace of the whole world rests.

—Mahatma Gandhi

If we have no peace, it is because we have forgotten that we belong to each other.

—Mother Teresa

One warm fall afternoon in 2017, while visiting my parents in Miami, I joined Iowa Public Radio by phone to speak with callers about loneliness. I was pacing outside on the driveway as I listened and talked, and my feet were bare, an old habit from childhood, when I would run through this very yard feeling the earth between my toes. The combination of my bare feet, my childhood home, and the discussion topic unexpectedly brought back memories of the times I had struggled with loneliness during elementary and middle school. When we moved to our neighborhood, we were the only immigrants and we didn’t have anyone who shared, much less understood, our culture or traditions. It was what we expected, but it took me a long time to feel that I belonged here.

The radio station had reached out to me in response to a Harvard Business Review article about loneliness that I’d written a few months earlier. Truth be told, the response to the piece surprised me. I hadn’t expected many business journal readers to be interested in the topic of social connection, yet week after week, messages poured in from all corners of the globe. Some came from reporters who wanted to know why a
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