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Abstract 
Health consequences of social isolation and loneliness include worsened 
morbidity and mortality. Despite wide recognition of this fact, little is 
understood about how to intervene successfully. “Social prescribing” is 
one approach by which clinicians can intervene on social determinants 
of health, which include social isolation and loneliness. This commentary 
on a case defines social prescribing and suggests how to integrate it into 
practice. 

 
Case 
Dr J is a family medicine physician who has become aware of greater frequency and 
severity of physical and psychological symptoms (eg, depression, anxiety, treatment 
resistance, poor sleep, abnormal blood pressure) in patients who are socially isolated. 
Dr J notices that these symptoms occur in a wide range of patients, including aging 
patients in residential care facilities, adolescents struggling to find friends, single 
parents, and recent immigrants. During encounters with patients, Dr J observes that 
some symptoms improve when patients interact more with fellow community members. 
But Dr J struggles to help enhance patients’ social connectedness via actionable care 
plans that have measurable health outcomes. Dr J wonders how to proceed in a 
clinically rigorous way. 
 
Commentary 
The phenomenon described in this case is commonly encountered by clinicians and 
increasingly identified as social isolation and loneliness, which can occur throughout a 
patient’s lifespan.1,2 Social isolation and loneliness are related but distinct: social 
isolation is an objective measure defined as a complete or near-complete lack of 
contact with society3 and loneliness is a subjective feeling of being alone, which can be 
experienced even when an individual is surrounded by others.4 In one study, 43% of 
Americans over age 60 reported feeling lonely (defined as reporting one of the 
loneliness items at least some of the time) and 18% reported feeling socially isolated at 
least some of the time.5 Loneliness and social isolation can co-occur, but each is 
typically measured separately. 
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Both loneliness and social isolation can have adverse health effects. Loneliness is 
associated with cardiovascular disease,6 functional decline, worse sleep and health 
behaviors,7,8,9 and increased risk of death.5 Similarly, social isolation is associated with 
coronary heart disease,10 cognitive impairment,11 functional decline,12 and poorly 
controlled diabetes.13 Moreover, the strength of the association between social isolation 
and mortality is comparable to that between cigarette smoking or obesity—2 risk factors 
widely recognized as health threats in public health campaigns—and mortality.14 We 
suggest that “social prescribing” to mitigate negative downstream effects of loneliness 
should be a clinical and public health priority. Ultimately, “treating” social isolation and 
loneliness could improve patients’ overall health and quality of life.2 
 
Yet clinicians like Dr J have not traditionally had a framework by which to assess their 
patients’ social connectedness. More commonly, physicians rely on social workers 
(when available) to refer patients to known or available social programs. We suggest, 
however, that there is a need for a structured framework that physicians can use to 
assess patients’ social needs as a basis for reliably and routinely responding with what 
we describe as “social prescribing.” 
 
Social Prescribing 
Social prescribing is a systematic approach to addressing patients’ social needs by 
referring them to or implementing community-based interventions and facilitating social 
connection based on individual need.15 One goal of social prescribing is to address the 
social determinants of an individual patient’s loneliness, given their available resources. 
Social prescribing can be initiated by any member of the patient’s care team and need 
not be done exclusively by physicians. Ultimately, social prescribing is most successful 
when clinicians consider a patient’s individual needs and incorporate them in shared 
decision making with that patient about a prescription’s costs and benefits. For 
example, an individualized approach to a social prescription for a new immigrant might 
incorporate interventions that account for language barriers and cultural needs specific 
to forging social connection within their particular community. Alternatively, an older 
adult with limited mobility might need home-based virtual activities (popularized during 
the pandemic) and telephone-based companionship programs, in addition to needing a 
clinician who could help identify opportunities to improve mobility.16 In both examples, 
clinicians’ awareness of local community programs and resources available to each 
patient, as well as local demographics, is key to successful social prescribing. We 
encourage clinicians to involve all team members when considering what it means for a 
patient to achieve a “best fit” for a social intervention.17 
 
Social Prescribing Framework 
Here, we propose a 4-step framework to help clinicians with social prescribing. 
 
Distinctions and drivers. Clinicians must first identify whether and to what extent the 
patient experiences loneliness, social isolation, or both and then evaluate those 
experiences’ severity, frequency, and potential contributing factors. Just as clinicians 
use Patient Health Questionnaires-9 to assess depression,18 so they might use tools to 
assess loneliness. One such tool is the UCLA-3-Item Loneliness Scale, which is highly 
reliable and correlates with other measures of loneliness and of health and well-being.19 
The scale produces a score from 3 to 9 points, with at least 4 points representing 
occasional loneliness and at least 6 points representing frequent loneliness.5 Although 
there is no consensus on which measure to use for social isolation, commonly used 
scales in the United States include the Berkman-Syme Social Network Index and the 
Duke Social Support Index.2 

https://journalofethics.ama-assn.org/article/how-should-organizations-be-held-accountable-promoting-environments-foster-social-connection/2023-11
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After assessing a patient with an established tool, a clinician should engage in more in-
depth questioning to determine how to tailor an intervention based on specific factors 
contributing to an individual’s social needs. These include structural features (eg, 
marital status or social network size) and functional features (eg, emotional or 
informational support) of social relationships, as well as the perceived quality of social 
relationships.14 For example, a clinician might start by asking the patient about recent 
loss (structural) or experiences of loneliness (functional). Awareness of demographic 
and clinical subgroups at risk for loneliness and isolation might inform more targeted 
assessments. Lack of instrumental support following partner loss, for instance, is 
related to increased loneliness.20 

 
Goals. Focusing on known risk factors for loneliness (eg, living arrangements, social 
support14) aids prevention, and regular reassessment of patients already experiencing 
loneliness (using the tools listed above) aids intervention and management.21 We 
suggest offering social interventions to all who are lonely, regardless of loneliness 
severity. Dr J, for example, has patients expressing feelings of loneliness, so social 
prescribing should aim to treat loneliness, and assessment and monitoring should be 
routine follow-up. 
 
Collaboration. Critical steps in social prescribing are identifying available and effective 
interventions, whether the patient wants help, and how to share decision making with a 
patient about an intervention type. Addressing social isolation or loneliness does not 
always require a referral to a community-based social program; it might involve creative 
engagement with family or considering how patients might enhance their participation in 
social activities.22 Some patients might just want to share their experience of loneliness 
and might not want clinical intervention. For other patients, community partners, 
counselors, health navigators, link-workers (coordinators between health care 
organizations and community programs), nurse practitioners, occupational therapists, 
physician assistants, psychologists, social workers, and kindred colleagues might be 
recruited to help investigate the drivers of loneliness or social isolation. In some cases, 
interprofessional collaboration is critical23,24,25 and can reduce the burden on 
physicians.26 For example, interprofessional clinic staff might integrate assessment for 
social connection into previsit screens with patients, provide supportive counseling, and 
help address patients’ coexisting psychosocial needs. 
 
Funding social prescribing. Unlike in single-payer health care systems or in countries 
with robust social initiatives, social prescribing is largely excluded from payment models 
in the United States.27 Some for-profit programs are fee based and inaccessible to 
patients with low incomes, who are at higher risk of social isolation and loneliness28 and 
their negative health outcomes. 
 
Interventions and Evidence 
Because there might be ceiling effects of current assessment and measurement tools, a 
patient’s score on a standard tool might not change, despite the patient reporting 
feeling more social connection. If, on a more holistic assessment, social prescribing is 
indicated, clinicians should use evidence-based interventions whenever possible. 
Evidence of the efficacy of social prescribing is largely derived from single-payer health 
care systems in which social prescribing protocols are already in place.27 Just because 
an intervention lacks evidential support should not be taken to mean that clinicians 
should do nothing if a patient expresses a desire to feel more connected. Clinicians 
might work to improve a patient’s social connectedness through peer mentorship, which 
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has been shown to reduce loneliness and decrease barriers to socializing.22 In addition, 
there is promising evidence of the efficacy of interventions such as befriending or peer 
mentoring,22 phone-based support,29 cognitive-behavioral therapy,30 animal-based 
therapy,21 and leisure or hobby-based interventions.31 Some social prescribing programs 
not only improve patients’ anxiety and depressive symptoms,32 but also reduce the 
number of general practitioner consultations.33 In addition, social prescribing has been 
found to be effective in reducing social isolation in the short-term,34,35 increasing self-
confidence, and improving management of long-term conditions, self-reported physical 
health, and perceptions of resilience.35 Patients33 and clinicians36 tend to have positive 
feelings about and value social prescribing, even when consistent engagement in 
programs is challenging.37 

 
Conclusion 
There is a need to grow the evidence base for social prescribing in the United States and 
to improve understanding of how social prescribing can be integrated into clinical 
workflows.38 More research is needed on utilization and health outcomes of social 
prescribing. Evidence of effective social interventions in the United States is limited to 
older adults,39 but some evidence suggests that social interventions might be effective 
in decreasing loneliness in people aged 25 and younger.40 With regard to workflows, the 
role of link workers is essential for successful implementation of social programs,41,42 
since link workers bridge health care organizations by implementing community 
programs, supporting patients, and helping maintain patient participation after finding a 
best-fit program.24,34,43 
 
When clinicians prescribe a new medication for a patient, they must consider a wide 
variety of factors that might affect the patient, including side effects, cost, efficacy, and 
others. Social prescribing requires a similar approach that can range from a clinician 
simply listening and acknowledging that social isolation and loneliness are real to 
involvement of a broad interdisciplinary team. The intervention chosen, however, should 
be tailored to the needs and available resources of each individual.23 A prescription will 
be most successful if clinicians like Dr J use a systematic approach that can be 
replicated and used with all patients. 
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