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Home Alone, and in Danger
For anyone who has ever worked in an emergency room, the presentation is all too familiar. The ambulance brings in a patient who is stuporious and dehydrated, often with decubitus ulcers and covered with feces and urine. No one knows of any family members, and the only accompanying medical information is "found at home." At times physicians seem to dislike caring for such patients. Their feelings range from embarrassment to hostility. Sometimes the patient is referred to demeaningly as "goner," "failure to thrive," "social problem," or worse. 
These reactions are not only unprofessional but also sad and ironic. As a report in this issue documents,1 helplessness is a true medical emergency. It is so common that it will probably happen to someone in our own families, or perhaps even to us if we manage to live far enough into old age. 
In a study based on data from the San Francisco emergency-services department and hospital records, Gurley et al. determined the outcomes of patients who lived alone and were "found down" — that is, found on the floor, immobilized and unable to get up or even to reach a telephone. The three-month study, reported in this issue of the Journal,1 identified 367 such patients seen by the emergency-medical-services personnel. the authors summarized some grim facts (see their Table 2). Some people were on the floor for several days. 
Ninety were found dead. Some of these had been terminally ill, but they spent their final hours isolated and helpless. Some of the deaths may have been inevitable, but many were due to dehydration, hypothermia, and infection that could have been prevented or treated. Altogether, the most common precipitating events for being "found down" were stroke, acute cardiac disease, and physical injury, mainly from falls.
 In about a quarter of the patients, there were underlying problems involving alcoholism, illicit-drug use, or major psychiatric illness. Although poverty clearly increases the risks of disease and disability, most of the patients in this study were not impoverished but in the middle class. Many lived in comfortable neighborhoods. 
Seventy percent of those over 65 years old had supplemental private health insurance in addition to Medicare. In the emergency room all these patients may look similar, and there is a tendency for health professionals wrongly to attribute human misery to social deviancy. In fact, only a minority of the emergencies described resulted from self-destructive behavior. Most of the patients were guilty of nothing more than being ill and weak and living alone. 
The consequences of being "found down" are serious. Most of the patients were admitted to the hospital, and half required intensive care. Only a third of those who were hospitalized survived to return home. Slightly over half were discharged instead to nursing homes or other forms of long-term care. Ten percent died in the hospital. Although it is hard to find in textbooks or the medical school curriculum, this clinical problem is remarkably common. 
For those 65 or older who live alone, the risk of being found helpless or dead in the home is 3.2 percent per year, which is about the same as the combined risks of myocardial infarction and stroke.2 Since in this country 9.5 million older people live alone, one can estimate that each year about 300,000 older Americans have a crisis at home of the type this study describes. If anything, the data of Gurley et al. underestimate the magnitude of the problem. For case finding they relied on calls to emergency services. 
Sometimes, immobilized people eventually get help without a call for an ambulance. Even those who live with family members are at risk, since for many hours they too may be home alone. The three-month study began in March, so it did not include the months when the danger is even greater owing to extremes of hot or cold weather. Also not included were persons who were found only after they had been dead so long that the call was not for an ambulance but for an undertaker. 
What can be done to reduce the complications, expense, and suffering that result when vulnerable people who live alone become unable to function? For problems such as cardiopulmonary arrest or addictive, self-destructive behavior, effective intervention is very difficult, but those conditions account for only a minority of the cases. Critics are quick to recommend that chronically ill and elderly people should live with their families. Such recommendations can be naive. 
The constraints of work, finances, and location limit what families can do, and many patients have no close family members. Moreover, many who live alone cherish their independence and want to remain in their own homes. Home care can help, but it is expensive and usually means no more than a few hours of care per week. All impaired or elderly patients who live alone need a plan to protect their safety. 
A home visit by a nurse or physical or occupational therapist is a good way to begin. People can check on each other. Physicians should encourage preventive measures and help patients recognize the need for them, especially when depression and denial interfere. For physically frail patients, programs of vigorous exercise can improve both function and safety.4 Well-designed interventions can reduce the risk of falls.5 
What about those small, portable, electronic-alert devices? Only a single patient in the San Francisco study had one. These systems cost money and require some planning before there is a crisis. The device must be kept in reach, and the patient must remain alert and functional enough to use it. But this simple device can help, and physicians should be recommending it for more patients.  
Isolation can be dangerous. Each year over a quarter of elderly people have at least one fall.6,7 In 90 percent of the falls there is no major injury, but half the time the person is unable to get up. And 3 percent of the time, the person remains on the floor for over 20 minutes. Getting help is easier for those who live in special housing for the elderly because there is more surveillance for people in trouble. Those who live alone in single-family homes are at the most peril. Their cries may not be heard. Help is distant. Even a telephone can be far from reach. Sometimes it is the letter carrier who first suspects that something is wrong. 
The best solution to the dangers of isolation is the obvious one: being part of a community that will respond. Assisted-living facilities that are designed for functionally impaired people encourage communication and promote both independence and safety. 
What we need is not more nursing homes but well-designed communities that work and that people want to join and can afford. Intercoms, call systems, communal meals and recreation programs, and systems for checking on people lead to responses to problems before they become medical emergencies. 
Our best models are from the hospice movement and life-care communities. Physicians should become advocates for the development of living facilities that can help those who are weak and alone and in danger. Our primary motivation should be not to save society money but to offer better alternatives for those in need.8 No one should have to live life alone. And no one should face death alone. 
Edward W. Campion, M.D. 
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