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Opinion


This article reviews the experience of loneliness and how it
is influenced, and influences, the ill person and the hospitalized
individual. Social ties enhance the immune system and help
individuals cope with stress and illness. Loneliness has physical,
emotional, and cognitive negative effects. Loneliness, which can
involve both excruciating physical and mental suffering, is an
ancient nemesis. Loneliness is implicated in numerous somatic,
psychosomatic, and psychiatric diseases [1]. It is a mundane yet
arcane human affliction that is often hazardous to health and
hostile to happiness [2]. In this article, I review the experience of
loneliness as it affects us when we are not doing well, such as when
we are ill or hospitalized.


Sullivan [3] observed that, “For the past 200 years, medicine
has pursued the positivist goal of erasing the subject from medical
perception. A fully objective view of disease was made possible
when the autopsy was integrated into clinical medicine through
clinico-pathological correlation...The observed body became the
project of modern medicine” (p. 1596). An autopsy is done not for
the deceased's sake but for the disease's and the cure's sake. Death
has provided medicine with a clear “enemy.” Medical research has
focused on conquering death-causing diseases. That goal gave
medicine social prestige and almost unending funds. Physicians
are perceived as possessing supernatural abilities in their fight
against serious diseases and death [3]. It is only lately that are we
becoming more aware of the importance of considering who the
patient is. Mijuskovic [4] maintained that No one is completely selfsufficient
and, thus, could not exist without the society in which he
lives, and that his happiness is closely related to the community to
which he belongs. Loneliness is a universal experience shared by all
humans. Being a uniquely subjective experience, it is caused by the
individual's personality, environmental and social changes, and his
history [5]. That history includes, of course, the illnesses and the
cultural context of those illnesses that one may have been afflicted
with.


Illness


Leventhal et al. [5] suggested that there are five components to
how people conceptualize illness:


1. The identity of the disease is very important for the
patient's behavior, since the symptoms themselves are not
sufficient to initiate help-seeking behavior, but labeling could
make the difference. For instance, chest pains that are labeled
“heartburn” will cause a very different behavior than those
labeled “heart attack.” Needless to say, that an individual will
experience less emotional arousal when the label of their illness
indicates a minor physical problem than if it is a more serious
illness. The label is, thus, very important since it carries with it
information about the problem, a projection as to the length of
sickness, and the possible treatment course.


2. The timeline of the illness may not always correspond
with the diagnosis. For instance, people with hypertension, a
chronic condition, tend to view it as an acute condition, and as
such their adherence to treatment and the manner in which
they will cope with the illness, will be affected.


3. After a diagnosis, most of us would want to know the
cause of the problem, which will affect how we seek treatment
and how we will comply with the instructions of the health
care professional, and consequently determination of cause is
significant. For instance, being told the pain in our leg is a result
of a fall would generate a completely different reaction than if
we are told it might be bone cancer.


4. Consequences of the disease would probably be clear
once a diagnosis is made, although people may incorrectly
understand the diagnosis and that may affect the treatment
they seek. For instance, many consider a diagnosis of cancer a
death sentence, so they will assume the situation is hopeless
and will not seek treatment. And actually, if they can be assisted,
in many cases they can enjoy more years and possibly good
ones.


5. The controllability of a disease has to do with how people
view the possibility of treating and controlling the disease. If
they, for instance, view the situation as beyond hope, they may
not seek treatment, while those who believe medical science
can help them will take much more interest in their course of
treatment. 


Examining first the effects of loneliness on the body and the
immune system, Cohen [6] observed that life events, including
separation, loss, and feelings of hopelessness, that are associated
with the experience of loneliness affect the endocrine system
through abnormal secretion levels from the pituitary and adrenal
glands. That may adversely affect the immune system and decrease
the body's ability to fight illness and/or result in an increased risk of
cancer. That example of deteriorating health through such a process
is most probable in people with already compromised immune
functioning, especially people with Acquired Immune Deficiency
Syndrome (AIDS), an immunosuppressive disease [7]. Research has
found that high loneliness scores are associated with significantly
lower levels of natural killer cell activity, which are the lymphoid
immune cells that play a role in cancer protection and appear to
have antitumor and antiviral capabilities [8].


Psychological variables, including loneliness, have been
associated with changes in immune functioning and may weaken the
body's capacity to fight disease [8]. Kiecolt-Glaser et al. [7] pointed
out that more and more research now indicates that psychological
factors are clinically significant and are correlated with immunerelated
health outcomes, including infectious diseases, cancer,
autoimmune diseases, and HIV. People's interconnections with
others and their perceptions of such relationships can have a
strong influence on physical and mental health [9]. Glaser et al. [10]
found that those with social support systems were much healthier
whereas those with fewer social ties had increased susceptibility
to illnesses [11]. In general, when close relationships are troubled,
they are often associated with immune dysregulation [7].


It is now acceptable that people who have well-established
social supports seem to be better able to cope with stress and chronic
pain. Moreover, social isolation rivaled other well-established risk
factors such as cigarette smoking, high blood pressure, obesity,
and sedentary lifestyle, as factors in poor health [12]. People with
higher rates of social support have better health and lower rates
of mortality. It was observed that participants who had the fewest
social ties were two to four times more likely to die than those who
were well supported [13].


Lynch [14] who wrote extensively on the interface of loneliness
and illness, described a study carried out by two researchers at
Johns Hopkins University between 1948 and 1964. The researchers
followed 1,185 healthy and relatively young medical students and
asked them a variety of questions about their families, health,
and lifestyle. Later, when those students became physicians,
some started to develop serious health problems and others
died prematurely. The investigators went back to their data and
discovered that the medical students who had developed various
cancers prematurely had described their parents as cold and aloof.
Another study indicated that people who rated their parents as
cold and their relationships with them as strained experienced
significant increases in poor health. Results indicated that an
astonishing 91% of those who reported they were not close to their
mothers while growing up, developed serious medical problems inmidlife, including coronary heart disease, hypertension, ulcers, and
alcoholism. Even more remarkable was the finding that 100% of
those who reported that both of their parents were cold and aloof
had developed medical problems by midlife. And interestingly,
those who reported that they were close to their parents, only 47%
had serious medical problems by the same age [15].


Hospitalization


When we are sick, in pain, in a medical emergency, or in need
of immediate and extensive medical attention, we head to the
hospital. Upon entering the health care system, patients in the
Western hemisphere benefit from the most contemporary care
available, enhanced by modern technology and the expertise of
medical staff who have been trained long and hard in regards with
the most current information about the human body and the variety
of treatments that are available [16]. Despite that, hospitalization
can be one of the most distressing events people experience in
their lifetime [17]. Brannon & Feist [12] observed, “When a person
enters the hospital as a patient, that person becomes part of a
complex institution and assumes a role within that institution. That
role includes some difficult aspects: being treated as a ‘nonperson,’
tolerating lack of information, and losing control of daily activities”
(p. 64). It is well known that when people enter the hospital as
patients, they become identified by their illness. It is not uncommon
to hear a physician telling the nurse to “attend to the multiple
fractures in room....” [18].


Illness is a major stressor in one's life [19]. Symptoms put
the body into a state of continuous stress that may include pain,
fatigue, and, in more severe cases, immobility and even loss of
bodily functions and control [20-22]. Additionally, there are factors
that negatively affect the patient's psychological state as well.
These include perceived threat to one's life, the uncontrollable
and unpredictable nature of one's condition, and the state of
apprehension and hopelessness, which can have a considerable
effect on the patient's thoughts, emotions, and behaviors
 [23-25]. Indeed, the lingering, long-term psychological effects such as
anxiety, depression, and post-traumatic stress disorder commonly
occur in response to critical illnesses [26,27]. In addition, simple
features inherent in the design of hospital environments may
negatively influence the process of the patients' recovery, as per
[16].


In general, adapting to a hospital environment and routine is
often stressful. Having to eat hospital food or having to sleep on
different beds may bring about emotional discomfort, as patients
no longer “feel at home,” and as such have minimal personal control
over their choices [28]. There is uncontrollable noise in most
hospitals, and it is a significant source of stress for most people.
Research has demonstrated that the continuous noise and activity
in most hospitals can lead to increased sensitivity to pain and
increased need for painkillers in patients and disruptions in the
quality of sleep [29]. Inadequate lighting or the absence of welldesigned
windows to allow exposure to adequate natural sunlight
is yet another factor that has been shown to get in the way of the patients' recovery by increasing the occurrence of depression,
agitation, and sleep disruptions. Other factors which may be quite
disruptive are related to the design of the hospital. Examples are
double occupancy rooms that impede the patients' privacy and
quality of rest, and the lack of fresh air and poor ventilation systems,
can increase the patients' physical and emotional discomfort
[16,28].


Lack of social contact is another factor that alienates patients
[31]. This is essentially due to the fact that, with the exception of the
(limited) visiting time of their family and friends, the hospitalized
patients' social contact is limited to interaction with the medical
staff. These interactions are obviously unbalanced. On one side,
there is the patient, who is powerless, passive, weak, and dependent,
and on the other side, are the doctors, nurses, and supporting staff,
who are in complete control of almost every aspect of the patient's
care, with all the knowledge, authority, and power to influence his
life and healing [17].


As a consequence of this enormous gap in power and control in
relation to the medical staff, patients may feel even more hopeless
and emotionally distressed [31]. One indicator of such a power
differential is the frequent use of complex medical jargon by the
medical staff that patients are unable to understand [32]. Many
patients may experience, in such situations, heightened levels of
anxiety as they feel deprived of control over and knowledge about
their health and recovery [33]. Data on a sample of hospitalized
women indicate that between 10% and 40% were subjected to
stress at times when the hospital staff disregarded their need
for communicating about many aspects of their care [34]. Such
perception can result in considerable distress and feelings of
helplessness and loneliness in patients [34].


Emotional distance and depersonalization of the patients might
be the medical practitioners' natural reactions in dealing with the
harsh reality of the hospitalized patients' ill fate and the enormous
demands of their responsibilities; it is the only way for them to
do their job without feeling burned out or becoming unable to
concentrate on treatments [35]. To conclude, medical personnel
need to realize that patients are hospitalized for the sake of their
bodies, but their needs extend much more than that. They feel
frightened, disoriented and powerless in hospitals, and frequently
complain about loneliness, which the nursing staff can be trained
to help alleviate.
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