ORIGINAL ARTICLE

2025, Volume 57, Issue 10, 690-695, e-ISSN 1938-3800

Medicine

The Loneliness of the Family Medicine Chair. A CERA Study

Elisabeth Wilson, MD, MPH, MS-HPEd’; Jehni Robinson, MD"; Kimberly Schiel, MD‘; Kelly M. Everard, PhD‘; Mia St. Angelo,

MPH’; Cathleen Morrow, MD*

“Department of Community and
Family Medicine, Geisel School of
Medicine, Dartmouth College,
Lebanon, NH

"Department of Family Medicine,
Keck School of Medicine, University
of Southern California, Los Angeles,
CA

‘Department of Family and
Community Medicine, School of

Medicine, Saint Louis University, St.

Louis, MO

dThe Dartmouth Institute for Health
Policy and Clinical Practice, Geisel
School of Medicine, Dartmouth
College, Lebanon, NH

Elisabeth Wilson, Department of
Community and Family Medicine,
Geisel School of Medicine,
Dartmouth College, Lebanon, NH,
Elisabeth.B.Wilson@Hitchcock.org

Wilson E, Robinson J,
Schiel K, et al. The Loneliness of the
Family Medicine Chair: A CERA
Study. Fam Med.
2025;57(10):690-695.
doi: 10.22454/FamMed.2025.247011

November 20,
2025
academic medicine,

department chair, family medicine,
isolation, leadership, loneliness

© Society of Teachers of Family
Medicine

Background and Objectives: Leadership roles may increase symptoms of
loneliness that negatively impact health outcomes and job performance. This
study examined loneliness among family medicine department chairs and
explored mitigating factors.

Methods: We conducted a cross-sectional survey of family medicine chairs in
the United States and Canada within the Council of Academic Family Medicine
Educational Research Alliance (CERA) survey. The survey assessed loneliness
symptoms in respondents’ professional lives, professional relationships,
organizational engagement, and demographics. Loneliness scores ranged from 3
(least lonely) to 9 (most lonely), with scores of 6 or greater indicating loneliness.

Results: Of 227 eligible chairs, 114 (50.2%) responded. The mean loneliness score
was 4.77, with 35.8% of respondents classified as lonely. While 56.1% reported
no change in loneliness since becoming chair, 29.4% reported increased feelings
of loneliness. The number of trusted colleagues within the chair’s institution was
significantly correlated with decrease in loneliness symptoms. Chairs reporting
no trusted institutional colleagues had a mean loneliness score of 7 compared
to lower scores among those with one or more trusted colleagues. External
professional relationships and organizational engagement were not significantly
associated with loneliness. No significant differences in loneliness were found
based on age, gender, or underrepresented in medicine status.

Conclusions: More than one-third of family medicine chairs experience
loneliness in their professional lives. Having trusted colleagues within one’s
institution is associated with less identified loneliness and may be a mitigating
factor. This study demonstrates the importance of identifying and mitigating
loneliness in family medicine chairs and other leaders in academic medicine.

Loneliness rates among Americans range
from 44.%—67%, with younger generations
experiencing more loneliness.’ The impact
of loneliness on health and well-being
has been extensively documented in the
literature, with negative effects noted
for physical functioning”® and mental
health.” People who are lonely have higher
overall mortality’ and higher rates of
depression, sleep difficulty, and suici-
dality. Employees who are lonely are
less engaged with their jobs, have lower
commitment to the organization,’ exhibit
higher stress-related absenteeism, and

indicate higher intention to leave their job
within 12 months.°

In general, those who assume a
leadership position experience an increase
in negative emotions, including loneli-
ness.” Research shows that rising to
a higher position within an organiza-
tion results in fewer perceived work-
place friendships.® Substantial loneliness
is reported among family medicine
clinicians, with a recent survey showing
that 28% of family physicians scored high
on a loneliness scale. This number was
higher among women and underrepresen-
ted minorities.’
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Loneliness in health care executives also has been
described.’ Given the impending leadership crisis in family
medicine, and the difficulty in filling vacant chair roles,"
promoting longevity and satisfaction in the role of chair is
important. Loneliness and burnout have been cited as reasons
for shorter terms in the chair position among anesthesiol-
ogy chairs.”

The experience of loneliness is a common yet underre-
cognized challenge for many department chairs. Roundtable
discussions were held on the “Loneliness of the Chair” at
the Association of Departments of Family Medicine (ADFM)
national conferences in 2020 and 2022. During these sessions,
we explored shared challenges as chairs and strategies to
overcome them, including how to find mentors, develop
allies, and engage in regional or national collaboration.
These sessions generated questions and prompted us to
conduct a nationwide survey on loneliness among family
medicine chairs.

The purpose of this study was to measure loneliness
among family medicine department chairs and explore
possible mitigating factors, such as internal and external
relationships and participation in national organizations.

Recruitment

This binational survey invited all family medicine depart-
ment chairs from both the United States and Canada. All
family medicine department chairs, as identified by ADFM,
were eligible to participate in this study. Email invitations
to participate were delivered with the survey utilizing the
online program SurveyMonkey (SurveyMonkey Inc). After the
initial email invitation, five follow-up emails to encourage
nonrespondents to participate were sent weekly, and a sixth
reminder was sent the morning the survey closed.

Survey Design

We submitted 10 loneliness-related questions for the Council
of Academic Family Medicine Educational Research Alliance
(CERA) annual department chair survey (Appendix A). We
used CERA’s survey framework and distribution methods to
facilitate data collection. The methodology of a CERA survey
has been described previously in detail.”

We assessed loneliness using three items from the Revised
UCLA Loneliness Scale: relational connectedness, social
connectedness, and self-perceived isolation.” Respondents
answered questions about their professional lives as
department chairs and not their personal lives. Questions were
rated on a 3-point scale: 1 = hardly ever; 2 = some of the
time; and 3 = often. Items were summed to produce a total
score ranging from 3 (least lonely) to 9 (most lonely). Some
researchers have defined scores of 3 to 5 as “not lonely” and
6 to 9 as “lonely.”®° Additional questions were elucidated
during our roundtable discussion about loneliness with chairs.
The survey also assessed demographic characteristics, which
were included in our analysis. This project was approved by the
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American Academy of Family Physicians Institutional Review
Board in August 2023. Data were collected from August 8 to
September 15, 2023.

Analysis Plan

We produced descriptive statistics (frequencies, means, and
standard deviations) to summarize the study variables. We
used independent samples t tests to determine associa-
tions between demographic variables and loneliness. We
used analysis of variance to determine whether loneliness
is mitigated by having trusted colleagues and/or engaging
with national networks. Analysis of variance also determined
relationships between the amount of loneliness experienced
and intention to leave the role. We dichotomized loneliness
and ran several logistic regression analyses. These analyses
failed to provide additional insight into the experience of
loneliness, nor did they shed new light on mitigating factors.

Participants

At the time of the survey, 213 US department chairs and 17
Canadian department chairs were identified. One US email
was undeliverable. One person in the United States and one
person in Canada indicated they were no longer a depart-
ment chair, and no replacement chair was identified. The
survey was delivered to 227 department chairs (211 US and
16 Canadian). A total of 114 department chairs responded to
the survey invitation. The overall response rate for the survey
was 50.22%.

Demographics
Participant demographics are shown in Table 1. Most
participants were in their 50s (36.8%) or 60s (34.2%). The
majority (71%) were White, located in New England (55.3%),
and had spent less than 5 years in the role of department
chair (49.1%).

Survey Results

The overall mean loneliness score was 4.75 (SD: 1.70). Of the
respondents, 34.2% were considered “lonely,” with loneliness
scores greater than or equal to 6 out of 9. We noted a bimodal
effect of the loneliness scale with rates of loneliness increasing
from 11.9%-23.9% between a score of 5 (not lonely) and a
score of 6 (lonely). Distributions of responses to each question
on the UCLA Loneliness Scale are shown in Figure 1.

Most (56.1%) respondents experienced no change in
feelings of loneliness since becoming a chair. Of the 43.9%
who did report a change, 29.4% reported that their feelings
of loneliness increased, compared to 11.9% who reported a
decrease and 58.7% who reported that their feelings stayed the
same. Loneliness was not found to be associated with intention
to leave the role of chair.

We found no significant differences in loneliness scores
by age, gender, or among respondents who self-identified as
underrepresented in medicine versus those who did not.
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Participant Demographics, N=114

Characteristic n (%)
Age
30-39 years 4 (3.6)
40-49 years 17 (14.9)
50-59 years 42 (36.8)
60-69 years 39 (34.2)
70 + years 9 (7.9)
Missing 3(2.6)
Gender
Male/man 70 (61.4)
Female/woman 38 (33.3)
Missing 6 (5.3)
Race/ethnicity
White 81(71)
Asian 10 (8.8)
Hispanic/Latino 6 (5.3)
Black or African American 3(2.6)
Other/chose not to disclose 3(2.6)
Missing 1(9.7)
Underrepresented in medicine status® 23 (20.2)
Location of department
New England 63 (55.3)
Middle Atlantic 22 (19.3)
South Atlantic 11 (9.7)
West South Central 7 (6.1)
East South Central 2 (1.7)
Other 9(7.9)
Total years served as department chair
Less than 5 years 56 (49.1)
5-15 years 36 (31.6)
15-25 years 13 (11.4)
25 + years 9(7.9)
Participants considered lonely (score 6-9) 39 (34.2)

? Participants self-identified.

However, the distribution of loneliness scores by age
bracket were positively skewed (Figure 2).

Mean loneliness scores were significantly negatively
correlated with the number of trusted colleagues that
respondents reported as part of their institution (Figure 3).
No such correlation was found for trusted colleagues outside
of the respondent’s institution, participation in professional
organizations or meetings, or active engagement in ADFM.

This study found that more than half of family medicine
department chairs are experiencing at least one symptom
of loneliness, and more than one-third are lonely in their
professional lives. The study also found that having trusted
colleagues at their home institutions helped to mitigate
symptoms of loneliness. In contrast, having trusted colleagues
outside the institution or attending national conferences did
not mitigate loneliness. Enhancing opportunities for chairs to

network locally and strengthen relationships with colleagues
at their institution may be a helpful strategy to combat
loneliness and its negative consequences. Given the well-
studied connection between social isolation and poor health
outcomes,"” these opportunities may be especially important
for chairs who have no contacts.

We found no differences in loneliness based on gender or
self-reported underrepresented in medicine status (Table 2).
This finding is in contrast to a similar study’ that showed
higher rates of loneliness among women and underrepresen-
ted minorities. However, that study did not include physi-
cians in positions of leadership. A future study might explore
whether women and underrepresented minorities who rise to
positions of leadership are less vulnerable to loneliness, or
whether they find resources to lessen loneliness.

This study found that loneliness is highest in the 40 to 49
and 50 to 59 age groups, with lower rates after age 60 (Table
2). In contrast to population trends, which show increasing
loneliness with age,' the implication is that a more experi-
enced chair may fare better than their younger colleagues.
The decrease in loneliness with age may reflect that with
increasing professional experience, chairs gain more trusted
colleagues and therefore are better able to mitigate symptoms
of loneliness.

In this study, we found no relationship between loneliness
and intention to leave the chair role. Intention to leave
the role of chair may be better indicated by burnout.”* The
rates of burnout are high among family physicians,”' and
the syndrome of burnout shares several characteristics with
loneliness, especially feelings of isolation. Therefore, studying
the unique characteristics of loneliness, which are not already
accounted for by studying burnout, may be helpful.

Limitations

This study is based on a fixed number of questions (10) added
to the CERA survey. Our capacity to fully explore the impact
of loneliness and mitigating factors was therefore limited. To
explore potential outcomes, we asked about intention to leave
the role, a question that could have been difficult to answer for
chairs with term-limited appointments. We did not ask about
whether chairs were recruited from their own institutions or
externally, a distinction that could impact the experience of
loneliness. External factors may exist that mitigate feelings of
loneliness, such as whether this is their first chair position,
they were recruited locally or nationally, they have immedi-
ate family members with them, and they identify personal
support from friends or colleagues. Distinctions between
friends and colleagues, and the relationship of loneliness to
burnout require further investigation.

In this study, we found that the majority of family medicine
chairs who participated in the CERA survey were experiencing
at least one symptom of loneliness in their professional lives
and that having trusted colleagues at their home institutions
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FIGURE 1. Distribution of Revised UCLA Loneliness Scale Responses

Legend

M often

M some of the time
[ Hardly ever

100%

90%

80%

70%

60%

Percent

50%

40%

30%

20%

10%

0%

How often do you feel isolated from  How often do you feel left out?  How often do you feel that you lack
others? companionship?

Abbreviation: UCLA, University of California, Los Angeles

FIGURE 2. Mean Loneliness Score by Age
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FIGURE 3. Mean Loneliness Score by Number of Trusted Colleagues
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