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ABSTRACT
More than 10 million Americans over age 65 live alone in community rather than
in independent retirement communities, assisted living, nursing facilities, or in the
same household with younger family members. According to the 2005 census,
57% of those age 85 and older live alone. By 2020, the number of persons over
age 85 who live alone is expected to double to 2.3 million. Little is known about
how live-alone oldest old adults view daily challenges such as access to health
care, social interaction, and assistance with meeting their daily needs. The
purpose of this case study (face-to-face interview) was to understand what it is
like to be a woman over age 85 and living alone in community. A timeline
approach was used to capture the experience of living alone from the moment
the decision was made, through the present time, and including speculation
about what will be in the future. Themes that emerged from the interview data
included (1) being self-reliant, (2) maintaining social support, (3) controlling
emotions, (4) expecting disappointments and moving on, (5) planning for the
future, and (6) choosing to be positive. During the interview process, the
participant came to a new decision about her plans for the future as a result of
speaking about, and thinking through her choices.
Keywords: oldest old, case study, live alone, older women
Living Alone In Community and Over 85 Years Old: A Case Study

According to the US Census Bureau, the older adult population (those over age
65) will experience a surge in growth during the period from 2000 to 2030,
doubling from 35 million to 74 million.1 The same census reported that those over
age 85, termed oldest old adults (OOAs) are the fasted growing segment of the
older adult population in the United States. In terms of life expectancy, in 2000,
Arias2 found that OOAs who were age 85 had a life-expectancy of approximately
6.3 years, and even centenarians could expect to live an average of 2.2 more
years. These numbers are expected to continue to improve due to advances in
medical technology. For reasons that are not yet clear, life expectancy varies by
gender and race after age 90, with women and blacks outliving men and whites. 1
It is important to note that 80% of centenarians and 75% of those over 85 are
women.1
With advancing age and widowhood, an increasing proportion of older adults are
living alone in the community.3 More than 10 million Americans over age 65 live
alone in community including the oldest old.1 Far more women aged 85 and over
live alone than men. For instance, from 1980 to 2003 the number of oldest old
women living alone increased from 508,000 to 1.3 million, representing a 12%
increase, while the percentage increase for oldest old men was less than 3%.1,3
A review of the literature reveals that an accurate picture of the physical and
mental health status of live-alone OOAs is unclear at this time and certainly
needs attention, considering the demographic growth in this area.
Resnick found that those who live alone, are oldest, have fewer social
connections, and have more than two chronic health problems may be at higher
risk of not receiving proper health screening.4 Oldest adults who live alone are
also more likely to live in poverty,1,5 are more prone to social isolation,6 and are
less likely to receive help with their functional limitations than are persons who
are married.1 Additionally, studies show that women who live alone in community
and are over 85 tend to have increased risk for poor health and worse functional
status than men.4,7 These latest demographic data are cause for concern for
nurse researchers, the home health care industry, and primary care clinicians
who should be aware of the increased health risks for older women who live
alone - whether they are healthy, safe, and coping well with daily life.
Living alone in community over age 85 can be challenging in the areas of access
to health care, social interaction, and meeting one’s daily needs. Some OOAs
seem to thrive in this setting and most desire to live in community for as long as
possible. The purpose of this case study was to understand what it is like to be
an 86 year-old woman living alone in community. This pilot study, precedes
further work aimed at examining a larger group of live-alone OOAs to explore the
following questions: what are the daily stressors or worries that live-alone OOAs
contend with? How do they deal with them? And, what factors allow some OOAs
to stay in their communities longer than others? Answers to these questions will
increase knowledge about this underserved population, allow health care
providers to craft individual health care plans, and may uncover unknown health

care needs that can be addressed to improve quality of life, and extend
independent living in community.
Literature Review
Few studies were found that examined the health status of OOAs who live in
community. The majority of extant research on older adults living in community is
on all older adults over age 65. Furthermore, previous studies of the elderly
tended to focus on long-term care settings and more recently on assisted living
and retirement community settings.4,9,10 The good news is that researchers are
beginning to differentiate the unique psychosocial differences of nested age
groups within the older adult population. Not all gerontologists agree, but one
possible grouping is as follows: the young old (65-74), the old old (75-84), and
the oldest old (85+)1,11. New knowledge is essential to explicate the unique
differences in biopsychosocial states, attitudes, and health behaviors of each old
age subgroup so that nurses can better understand their needs.
Currently, the prevalence of diagnosed health problems for the oldest old must
be extrapolated from US census data on persons over age 65. Common chronic
health problems include hypertension, heart disease, and arthritis respectively,
followed by cancer, diabetes and stroke12. These demographics reveal that the
typical OOA has an average of at least one or two chronic illnesses. There is also
evidence that OOAs tend not to speak out to close relatives about their health
care needs and that they become complacent in self-management of chronic
illnesses.13 This lack of concern about their condition may extend to other areas
such as dietary adequacy. Callen and Wells14 reported that declining overall
health was a major reason given by OOAs for not consuming a healthier diet.
However, other factors such as eating alone, also affect vitality and health. 15
Evans16 reported that the nutritional risk of malnutrition increases in communitydwelling elderly who are sick, poor, homebound, or have limited access to
medical care. While rates for malnutrition are well documented in hospital and
nursing home settings, data on this important issue for live-alone oldest adults
was not found. However, living alone may exacerbate multiple health problems
and represents an area that has not been adequately explored.
Almost all OOAs must face the challenges of functional decline, which often
leads to difficulties in completing their Instrumental Activities of Daily Living
(IADLs), such as shopping for groceries, paying bills, and self-management of
medications. Little is known about the functional status of community dwelling
live-alone OOAs. According to Munson17 most OOAs depend on family, friends,
and neighbors for IADL assistance. However, qualitative and descriptive studies
aimed at providing more insight into how these systems operate for this age
group are lacking. Although OOAs are less likely to be found in nursing homes
today than twenty years ago,18 they still represent the highest users of support
services and the highest expenditures in health care dollars.11 For example,
Hastings, George, Fillenbaum, Park, Burchett, and Schander (2008) completed a

large secondary analysis of the live-alone elderly (n = 1663) and found that they
were 60% more likely to visit the emergency room than those living with a spouse
or other relatives.19 This is a community health problem that has yet to be
addressed by researchers and health care providers in geriatric community
health care.
Lack of transportation represents a very significant barrier to maintaining health
in the oldest-old, leading to a reduced number of health care visits and overall
mobility.20 Loss of driving privileges also limits access to social networks and
social support, which has been shown to be a significant contributor to better
health in OOAs.20-23 The percentage of live-alone oldest old who are currently
driving was not found in the review of the literature, however it has been reported
that dependence of the oldest old on driving or riding in cars rather than using
public transportation, has increased from 3 out of 4 trips in 1983, to 9 out of 10
trips in 1995.24 The oldest old who lose driving privileges must find ways to get
out and shop for necessities to be able to stay in community, yet another area for
further exploration.
Higher rates of depression and suicide in OOAs may be the result of an
accumulation of losses, including close family and friends, as well as the
cessation of driving privileges.25,26 In a longitudinal qualitative study, Dunkle,
Roberts, and Haug21 explored the effects of stress on physical functioning. They
followed 200 OOAs for nine years and found that worrying over daily stressors
had a larger impact on the deterioration of health than responding to a major
single-event stressor such as the loss of a spouse. You and Lee27 found that
older people who live alone had lower self-ratings for emotional health
(happiness, well-being, contentment, and morale) than those who lived as a
couple or with family. Thus, OOAs who live alone in community may be at higher
risk for depression and the effects of daily stressors.
Cheng completed a comprehensive qualitative literature review of studies about
older women (women over age 65) living alone.28 Although these studies were
not specific to oldest old women, and at least two were in rural settings, they form
a background for comparison with this case study. Five major positive themes
included (1) a sense of enjoying independence, (2) sharing life experiences with
family and friends, (3) giving to others, (4) faith in God and religion, and (5) belief
in self. Major negative themes experienced by older women living alone included
coping with loneliness, fears for personal safety, and feelings of being
vulnerable.29-34 Standford7 completed a phenomenological study exploring how
13 women aged 75-91 thrived in community. By using multiple interviews,
projective inventories, and focus groups, the researcher identified six group
patterns of resilience: (1) vital involvement and service, (2) desire to learn, (3)
appreciation of basic life components such as family, friends, health, home, and
financial security, (4) valuing honesty and responsibility, (5) positive attitude, and
(6) reliance on faith. Interestingly, the studies above found that live alone older
women (in some cases, including the subgroup of those over age 85) were

relatively happy and that independence superceded the negative aspect of
dealing with loneliness. By contrast, Porter and Lasiter studied six live-alone
women aged 82-93, who “dreaded” the return of unwanted, unscrupulous
persons, whom they knew, whom they viewed as being “troublesome”, and who
made the women feel “vulnerable” living alone in community.33
Methods
A phenomenological conceptual framework was utilized as the foundation for
analyzing this case study. As Husserl noted in 1952, the phenomenologist must,
“grasp what is momentarily perceived in faithful conceptual expressions, of which
the meaning is prescribed purely by the object perceived or in some way
transparently understood.”.35p218 Hence, the goal for the interviewer is to seek a
clear and honest picture of the ontological, emic (inner) essence of the
participant’s experience of living alone in community. Munhall calls this essence
a mystery that may never be answered by phenomenology, but nevertheless she
asserts, as did Heidegger before her, that phenomenologists must still ask the
question, “What is the meaning of being human?” The answer is to understand
the meaning of being human.36,37
Inclusion Criteria
Criteria for study participation included female gender, over age 85, and living in
community. Living in community was defined as living by oneself in a house,
condominium, or apartment, within an urban or suburban setting. Persons living
in independent retirement communities were excluded from consideration
because these facilities often closely resemble assisted living facilities: they are a
closed, protected environment, often providing cooked meals, housekeeping and
other amenities such as easily accessible social support and even an onsite
nurse who promotes the health and well-being of the residents.6 Resnick found
that older adults in retirement communities tended to be more interested in health
promotion and had higher levels of health promotion activities (e.g., flu shots
provided on-site) than those living in other settings.7 Thus, retirement
communities represent a significantly different environment than urban or
suburban communities. This case study participant also was selected because
she was able to express herself verbally and had been living alone for a
significant number of years (over 10).
Recruitment and Procedures
The local Institutional Review Board granted human subjects approval for the
study before recruitment was initiated. Potential participants were recruited by
“word of mouth” by an OOA who lived in a neighborhood in which several other
OOAs resided. This woman was highly social and interacted with many of the
older adults in the neighborhood. Of three individuals who indicated interest in
the study, one met the inclusion criteria and agreed to be interviewed. She was

informed of the purpose of the interview and gave verbal consent (per project
requirements).
The interview was conducted by the first author in the participant’s home. See
Table 1 for a time-line table of the interview questions. Originally, the interviewer
planned to format the interview questions and data analysis according to major
life events. However, the questions seemed to fall naturally into past, present,
and future orientation. Data analysis and coding confirmed the appropriateness
of this procedural design. The main interview was audiotaped and completed in
approximately one hour. During the interview, observations of nonverbal behavior
were also jotted in field notes. The interviewer considered nonverbal
communication (field notes) an essential process in validating verbal
communication.
At the conclusion of the interview, the participant (whom we shall call “Mary”)
asked if she did “ok”. She was reassured that her responses were very helpful
and provided the interviewer with insights about her experiences. Mary appeared
pleased about having participated in the study and was thanked for her
participation with a follow-up card. The interviewer completed a second shorter
interview (lasting approximately 45 minutes) to share preliminary findings with
Mary. She stated that the conclusions were accurate and that she would make
no changes.
Data Analysis
The audiotape was transcribed verbatim by the interviewer. In accordance with
Cohen, Kahn, & Steeves’38 process of phenomenological analysis, the transcript
was reviewed multiple times to begin the process of data immersion. Next, key
phrases, sentences, and ideas were identified by line-by-line coding. On the lefthand side of the transcript first level coding was completed and in the body of the
transcript the main topics were underlined or circled in pencil. On the right hand
side of the transcript non-verbal behaviors and the interviewer’s impressions
were noted. Like codes were combined and collapsed to create the six themes.
Tools to promote study trustworthiness included use of pre-understanding,
participant review of the findings, and peer review. The primary author identified
and reflected on her preconception that live-alone OOAs are a remarkably
resilient group of individuals. This statement is based on over 20 years of home
health care visits with hundreds of live-alone OOAs. To counteract this
preconception, she worked to maintain an attitude of open-mindedness during
the interview, reviewed the data repeatedly to get a sense for the essence of the
participant’s experiences, presented raw data and study findings to a group of
nurse peers for feedback, and reviewed her findings with her participant.
The Participant

The participant (pseudonym Mary) was an 86 year-old woman who was a native
Texan. She was interviewed in her home in a quiet mixed-age, well-kept,
suburban neighborhood of Central Texas. No other persons were present at the
time of the interview and the radio played softly in the kitchen. Mary stated she
had been widowed for over 25 years and had two grown children who lived in
another Texas city, at least three hours driving distance from her home. At one
time she raised a great grandson from age four, until he was age 14, at which
time he returned to live with his mother. Mary did not seem to have regular
contact with him now that he had reached adulthood. At the time of interview, she
had no other relatives living nearby, however, she had an extensive social
network of friends and neighbors. She reported being very healthy for her age,
with no reported chronic illnesses. She had lived in the same house for over 50
years.
Findings/Themes
Self-Reliance and Social Interactivity
Several themes became apparent after reflection and review of the data
(summarized in Table 2). Mary spoke repeatedly about being self-reliant, but at
the same time she very much enjoyed the social ties she had built in her life. She
seemed to have an excellent balance of aloneness and togetherness. The social
ties that Mary had built for herself over the years were impressive. She had
joined an AARP travel group, a local women’s exercise group, and she interacted
at regular local neighborhood events. She also drove by herself to visit her
children. She stated, “I go see them when I want to see them… they don’t come
to see me very often.” The relationship with family was not explored further
because it was clear to the interviewer that Mary’s main source of socialization
was with her friends and neighbors. Mary traveled several times per year as well
as weekly out into her neighborhood. She was alone, but by no means isolated
or inactive. It is hypothesized by the authors that social connectedness with
others was a very important contributor to Mary’s overall wellbeing. She talked
about her relationships with other neighbors and reported that she was literally
surrounded by people who would help her if she needed help. She also revealed
that more than one neighbor knew where her house key was – a sign of great
trust for a single older woman.
Expecting Disappointments and Controlling Emotions
Mary talked about the two great losses (her spouse and her great grandson) in
her life very candidly. Although she did not display visible outward emotion, the
interviewer felt intuitively, the presence of inner pain and struggle with these
previous life losses. They were not forgotten. She continued to deal with them,
but for this interview she would not break down. For example, she stated that
other women seemed to need to discuss their “woes”, but she did not see any
use in this practice and did not participate in it. She stated that she usually

became the listener to others who did. At one point, Mary related, in a very
matter-of-fact way, an intense episode of driving herself to the emergency room
with chest pain and having to park far from the entrance of the emergency room
door to avoid having her car towed away. She looked at me almost defiantly
about this feat. She reacted to disappointments and emergencies with the same
stoic pragmatism. Yet, she seemed to balance this lack of emotional weakness
with an emphatic display of her opinions and attitudes towards topics other
women might have become emotional over.
Mary seemed to always be prepared for hardships and loss. Mary said that she
“knew” her husband was not going to make it ahead of time. This attitude may
help to form psychological resilience in recovering from great personal loss.
Regarding presence of depressive symptoms Mary stated, “I’ve got my blue days
and my feel-sorry-for-me days, but you have to carry on!” When asked if it was
difficult to go on after these losses she exclaimed with determination, “I didn’t let
it be!” At one point, Mary relayed that she avoided a certain restaurant. She
became quieter and stated that she didn’t go there anymore because – “it’s
different, you know, once you’ve been happy with a certain place and your
situation…” she may have been referring to a time in the past when she and her
husband had frequented this restaurant. The author did not ask Mary how many
years they had been married, but she seemed not to have forgotten previous
feelings of closeness.
Planning for the Future and Choosing to be Positive
When asked if she wished for anything more, Mary said, “If I ever can’t drive, I’ll
be stuck!”, thus showing anticipation of possible future difficulties. Only once did
she voice, “I do wish somebody would help me”. This one-time call for
assistance, was not repeated and she returned to themes self-reliance and being
thankful to be able to rely on neighbors and friends. The process of counterpoint
thinking aloud seemed to help Mary come to self-formed conclusions and
increased her confidence in the plans she had set for the future. For example,
Mary had several photographs of a Chihuahua whom she was very happy with
for many years. She shared that as soon as she stopped traveling, she would
purchase another Chihuahua for the next part of her life (future planning).
Early in the interview Mary stated that she had been thinking about moving to a
retirement community or assisted living facility. When questioned about
continuing in her current living situation, she said emphatically, “Well, I have to!
But I don’t worry about it… I think I’ll know when I need to move or get out.”
Later, she concluded the interview by announcing that she had decided she
would stay in her current living position instead of seeking the above alternative
options. It was clear that the interview process had facilitated the decision
making process. Whether or not this decision was permanent may depend on
many variables such as a continuation of Mary’s current very good health status.

Mary’s nonverbal behavior was rich in communicating a theme of determination
and stoicism– especially notable was the absence of what might be thought of as
“weak” emotions such as crying or self-pitying statements. Instead she often
laughed and chuckled – especially when referring to friends and neighbors.
When referring to the losses in her life she looked off to the side, staring, but
without tears. At her most “emotional” time, when she talked about losing her
great grandson, with whom she had traveled with and been close to for 10 years,
she was quiet for a moment or two.
At the follow-up meeting, Mary mentioned one concern that she had not
previously discussed with the interviewer. She was worried about dying alone
and not being found “in time”. She admitted that she use to call a neighbor
regularly, but had not continued this practice since that neighbor had passed
away. She stated she would try to start this practice again with another friend and
the interviewer supported her in this decision. She did not mention worries or
concerns about her future again.
Discussion
As compared with other study findings, this case study of an oldest old woman
who lives alone in community revealed both similarities and differences.
Independence appears to be greatly valued by both the oldest old as well as the
young old.25 The importance of social interaction and a strong sense of selfreliance were previous themes confirmed by this case study. In comparing the
outlook of the study participant with the findings from the Standford study, one
sees that vital involvement, appreciation for close contacts, and a positive
attitude were shared themes. Both the Standford study and Cheng’s literature
review list reliance on faith or religion as an important source of coping for older
women. This participant did not discuss spirituality at all, but did state that she
attended a local church where her exercise group met. She expressed
appreciation for this contact. However, it was unclear whether this gathering
provided the spiritual support found in other studies. Religious affiliation may
have been something Mary simply chose not to share during this interview.
When Mary admitted she was worried about dying alone and not being found,
this concern paralleled the findings of Dunkle et al.18 in their study of community
dwelling oldest old adults and daily worries. However, in Mary’s case, her very
stable and secure neighborhood provided an elevated level of trust. The safety
and security of “good neighbors” enabled her to enjoy freedom from certain fears
that other women who live alone may not share.
Another important variable that was not found in the literature reviewed for this
study was socioeconomic status. One can infer that Mary had adequate financial
resources since she traveled regularly and was able to afford lawn service (she
did her own mowing up until last year, and it is not a small lot!). Although financial

issues were not discussed during this short interview, the role of socioeconomic
status could be investigated in future studies.
Finally, knowing the socio-cultural or life span growth and development of the
oldest old is an important facet that was not explored in this interview but is
useful for a better understanding of what the current cohort of OOAs are like.
Many of America’s OOAs experienced the hardships of the Great Depression
during the 1930’s era, which logically helped to shape their personality
development. They often do not spend more-than-adequate savings for
necessities, preferring to “go without”. Emotionally they tend to be tough on the
outside but have a big heart on the inside because they have lived through hard
times and shared what little they had with others (M. Nichol, age 85, personal
communication, August 11, 2008). It will be very interesting to see how the
younger old generations who have never had to go without, handle the
challenges of very old age.
Conclusion
This case study serves as a starting point for designing larger similarly designed
explorations into the attitudes, behaviors, and health status of the oldest old living
alone in community. Primary care physicians, gerontologists, and home health
nurses can utilize the results of this study as an impetus to become better
informed about the concerns and needs of their oldest old patients who live alone
in community. An ideal time to assess these needs is at each point of care, such
as during routine visits or the annual flu vaccination appointment. Assuming that
persons who live alone in community are naturally resilient, regardless of age, is
not conducive to providing holistic healthcare. Nurses should ask their oldest
clients how they are getting along and what their daily concerns are. A
comparison of persons from diverse cultures and socioeconomic levels, and
urban versus rural settings are areas for further study. The aspect of the
sufficiency of neighborhood social support in the absence of family involvement
is another intriguing area. Future studies could also investigate the dietary
adequacy and the effects of functional limitations on IADLs. The oldest old are a
distinct subgroup of older adults that are worthy of focused studies aimed at
improving the quality of their remaining years.
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Table 1. Interview questions divided into past, present, and future focus.

Past

Present
1. How long have
you lived here
in this area?
2. How many
years have you
lived alone?
3. Can you
describe what it
was like when
you first had to
decide to live
alone?
4. Have you ever
had a very
difficult
challenge that

Future
5. What is it like to
be 86 years old
and living alone
in the
neighborhood?
6. What is
currently the
most
challenging part
of living alone
in community at
your age?
7. Do you have
any concerns
about managing
your health or

11. Do you ever
wonder if you
will be able to
continue like
this?
12. Any doubts or
worries about
the future
(living here
alone)?
13. What would
happen if you
needed help in a
pinch? Or you
can no longer
drive?

made you
wonder if you
would come out
ok?

illness?
8. What do you
like the most
about your
living
arrangement?
What is your
quality of life
like?
9. What are your
best resources
(people or
other)?
10. Are you very
satisfied with
your current
life?

14. Is there
anything else
you would like
to share?

Table 2. Six major themes of an oldest old woman living alone in
community
1. Being self-reliant
2. Controlling emotions
3. Expecting disappointments & moving on from them
4. Maintaining high social interactivity
5. Planning for the future
6. Choosing to be positive

