
Aranguren S, Castañeda-Porras O26

ISSN 2616 - 6097, Rev Peru Investig Salud, 2021, 5(1), january - march: 17-22

Colombia, 2013. Bogotá, D.C.: Instituto Nacional 
de Salud; 2014. 23 p.

32. Colombia., Ministerio de la Protección Social, 
Ministerio de Ambiente Vivienda y Desarrollo 
Territorial. Resolución por medio de la cual se 
señalan características, instrumentos básicos y 
frecuencias del sistema de control y vigilancia 
para la calidad del agua para consumo humano. 
Resolución 2115 de 2007 (junio 22).

33. Instituto Nacional de Salud. Consolidado anual 
de los parametros f ís icas,  químicas y 
microbiológicas. Reportes IRCA Consolidado 
anual  por  caracter ís t icas:  S is tema de 
Información para la Vigilancia de la Calidad del 
Agua para Consumo Humano SIVICAP;  [citado 
24 de septiembre de 2020]. Disponible en:
http://aplicacionespruebas.ins.gov.co/sivicap_n
ew/Reports/Irca/WaterQualityByMunicipality/Wa
terQualityByMunicipality.aspx.

34. Pérez Parra JC, Useche Castro LM, Isea León 
FR, Cuello Pérez MC, Canchingre Bone E. 
Evaluación de la Hepatitis A como enfermedad 
transmitida por alimentos en Ecuador durante el 
2015. Cumbres. 2017;3(1):25-32.

35. Colombia., Presidencia de la República de 

Colombia. Decreto por el cual se establece el 
Sistema para la Protección y Control de de la 
Calidad del Agua para el Consumo Humano. 
Decreto 1575 de 2007 (mayo 9). 

36. Báez PA, Jaramillo CM, Arismendi L, Rendón 
JC, Cortés-Mancera F, Peláez D, et al. Evidencia 
de circulación del virus de la hepatitis A, 
subgenotipo IA, en muestras ambientales en 
Antioquia, Colombia. Biomedica : revista del 
Instituto Nacional de Salud. 2016;36(2):135-47.

37. Naciones Unidas. Objetivos de Desarrollo 
Sostenible 2015 [citado 21 de septiembre de 
2020]. Disponible en:
https://www.un.org/sustainabledevelopment/es/
objetivos-de-desarrollo-sostenible/.

38. Organización Panamericana de la Salud. Plan 
de acción para la prevención y el control de las 
hepatitis virales. Washington, D.C.2016. 38 p.

39. Pichardo Prieto B, González Sáez Y, Brizuela 
Pérez S, Díaz Rodríguez E, Brizuela Pérez A, 
Estevez Licea Y. Intervención educativa a 
estudiantes de noveno grado para elevar 
conocimientos sobre la hepatitis A. Revista 
Archivo Médico de Camagüey. 2011;15:284-98.

Factors related to living alone in people over 60 years in Bogotá, Colombia

Factores asociados a vivir solo en personas mayores de 60 años en Bogotá, Colombia
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Abstract

Objective: To identify the factors related to living alone and the magnitude of its effect on the adult population over 
60 years old living in community in the city of Bogotá. Methods: Cross-sectional study with secondary analysis of 
the Health, Well-being, and Aging Survey (SABE) - Bogota 2012. Measurements of central tendency were 
calculated, the means were compared with Student's t-test, the final model was adjusted for age, gender, and the 
odds ratios (OR) and their CI 95% were calculated to estimate the power of the relation. Results: Out of the 2,000 
people who participated in the SABE survey, 252 (12.6%) lived alone. The average age was 71.32 years; 64.68% 
were women (n = 163). The average schooling was 6.19 years (SD 0.31). When making the bivariate analysis, a 
statistically significant relation was found between living alone and being independent for basic and instrumental 
activities of daily living, absence of dementia, and good self-perception of health condition. In the logistic regression 
model, not having a partner (OR 4.91 CI 95% [3.61-6.68]), absence of dementia (OR 2.77 CI 95% [1.94-6.16], poor 
self-perception of nutritional condition (OR 1.7 CI 95% [1.24-2.33] and female gender (OR 1.37 CI 95% [1.03-1.91] 
were significantly associated with the possibility of living alone in people over 60 years. Conclusions: This 
research found that in people living alone there is not only an association with not having a partner, but also with 
having a good cognitive state, being a woman, and a poor self-perception of the nutritional condition. 

Keyword: family characteristics, aged, health of the elderly.

Resumen

Objetivo: identificar los factores asociados a vivir solo y la magnitud de su efecto en la población adulta mayor de 
60 años que residen en comunidad en la ciudad de Bogotá. Métodos: Estudio de corte transversal con análisis 
secundario de la encuesta Salud, Bienestar y Envejecimiento (SABE) - Bogotá 2012. Se calcularon medidas de 
tendencia central, las medias se compararon con la prueba t de Student, el modelo final se ajustó por edad, sexo y 
se calcularon las odds ratios (OR) y sus IC95% para estimar la fuerza de la asociación. Resultados: De las 2000 
personas que participaron en la encuesta SABE, 252 (12,6%) vivían solas. El promedio de edad era de 71,32 años; 
el 64,68% eran mujeres (n=163). La escolaridad promedio fue de 6,19 años (DE 0,31). Al realizar en análisis 
bivariado, se encontró asociación estadísticamente significativa entre vivir solo y ser independiente para las 
actividades básicas e instrumentales de la vida diaria, la ausencia de demencia, tener buena autopercepción del 
estado de salud. En el modelo de regresión logística no tener pareja (OR 4,91 IC 95% [3,61-6,68]), ausencia de 
demencia (OR 2,77 IC 95% [1,94-6,16], mala autopercepción del estado nutricional (OR 1,7 IC 95% [1,24-2,33] y el 
sexo femenino (OR 1,37 IC 95% [1,03-1,91] se asociaron de forma significativa con la posibilidad de vivir solo en 
personas mayores de 60 años. Conclusiones: Este estudio encontró que vivir solo se asoció con no tener pareja, 
tener un buen estado cognoscitivo, ser mujer y con mala autopercepción del estado nutricional.

Palabras clave: composición familiar, anciano, salud del anciano.
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Introduction

Over time, a very important population change has 
been observed worldwide, especially in the 
population over 65 years of age and today, around 
the world they correspond to 6.9% of the total, which 
is approximately 7 billion inhabitants. (one). 
According to population projections, by 2020 most 
developed countries will have twice the older 
persons population than today.

The Population aging as a global phenomenon has 
brought about changes in the family composition 
(2). In Colombia, family composition has been 
characterized by extended families that include 
grandparents, uncles, and cousins, a situation that 
has progressively changed, increasing the 
presence of single-parent, incomplete nuclear, or 
single-person families. (3)

In Latin America and the Caribbean, the number of 
people aged 60 and over living alone is increasing 
every day and the figures reported by the United 

Nations, with varying dates between the different 
countries, show that 29.6% of the Older Adults (AM) 
lived alone, compared to Nicaragua where that 
figure was only 5.2% and in Colombia in 2000 it was 
7.1%. (4)

Living only in older adults is a global phenomenon 
related to demographic changes and population 
aging. The reasons for living alone in an older adult 
are diverse and it has not always been related as a 
risk factor (5, 6). It has been described that these 
people are more functional and have fewer health 
problems (7), however it is also mentioned in the 
literature that they are exposed to great emotional 
difficulties (8), poor control of chronic diseases (9) 
and in some cases deterioration in their quality of life 
(10). To date, it has not been explored in Colombia 
what are the particular characteristics of older 
people who live alone and the possible risks to 
which they are exposed.

This research aims to identify the factors associated 
with living alone in the adult population over 60 
years of age who reside in the city of Bogotá.

http://revistas.unheval.edu.pe/index.php/repis/
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Materials and methods

This study is cross-sectional with secondary 
analysis of the Health, Well-Being and Aging Survey 
(SABE) - Bogotá 2012. Said survey has a 
representative sample made up of 2000 people 
aged 60 years and over residing in private homes in 
urban and rural areas of the city. When expanding it, 
based on the population projections for the year 
2012 (11), there are 779,534 people over 60 years 
of age. The total coverage was 81.9%, which allows 
it to be defined as clearly representative and with a 
rejection of less than 20%.

For this survey, the study design was probabilistic 
sampling, by conglomerate (housing segments) 
with complete stratification of the blocks, to which a 
design correction factor was made, to obtain a level 
of reliability of 95%.

The SABE Survey instrument applied in Bogotá in 
2012 was based on the international questionnaire 
from other SABE surveys conducted in 7 Latin 
American capitals between 1999 and 2000 (12) and 
the experience of Ecuador where the survey was 
carried out. survey in the period 2009-2010 (13). 
The questionnaire was adapted and adjusted to the 
characterist ics of the city, without losing 
comparability. For this analysis, the protocol was 
approved by the joint Research Ethics Committee of 
the Pontificia Universidad Javeriana and the 
Hospital Universitario San Ignacio. Each person 
who participated signed an informed consent. To 
validate the questionnaire, a pilot test was carried 
out with people from the city of Bogotá who met the 
characteristics of the study. In the field work teams, 
previously trained by the researchers, they were 
made up of 1 supervisor, 3 or 4 interviewers and an 
anthropometrist. The collected data were entered 
and recorded in Excel for Windows. A proxy 
informant was necessary in 11.7% of the elderly 
selected in the SABE Bogotá sample to answer the 
survey.

Variables:
Dependents:
The number of people with whom the person lives, 
which is used in a dichotomous way to determine 
the prevalence of people who live alone and those 
who live with someone.

Independent: 
Socio-demographic variables were included such 
as: age (years), sex (male or female), schooling 
(measured in  years  o f  educat ion 0-26) , 
socioeconomic stratum that in Colombia is 
categorized into 6 levels (one to six) of social class 
the lowest to the highest social class, depending on 
the level of income and the characteristics of the 
dwelling (14) and the marital status as a 
dichotomous variable (with a partner, people in 
common union and married, and without a partner, 
single, divorced and widowed).

The functional state that refers to the activities of 
daily living, was measured taking into account the 
basic activities of daily living (ABVD), which allow 
the most elementary level of function, being 
essential for self-care and the last to be lost, Using 
the Barthel scale (15) includes these activities: 
feeding, bathing, washing, chair-bed transfer, 
dressing, ambulation, toilet, steps, stool and 
urination. Each activity is scored from 0 to 5, 10, or 
15 (where 0 is dependent and the others are 
degrees of transition to independence). The score 
ranges from 0 to 100, where the highest value 
means the greatest functional independence; and 
the instrumental activities of daily living (IADL), 
allow the person to live autonomously in society, 
which were measured using the Lawton scale. 
Lawton's index (adapted from original- (16)) 
includes these instrumental activities: Can you use 
the telephone? Can you prepare your own food? Do 
you manage your own money? Can you go 
shopping a lone? Do you take your  own 
medications? Are you able to walk around the 
neighborhood and come home alone? Can you do 
light work at home, like washing dishes? Can you do 
heavy work around the house, like washing the floor 
or walls? Zero is dotted when it doesn't and 1 when it 
does. The total score ranges from 0 to 8, where a 
h ighe r  sco re  means  g rea te r  f unc t i ona l 
independence.

Depressive symptoms were evaluated with the 
Geriatric Depression Scale (score 0-15, where a 
high value means more depressive symptoms) 
(17).

In the cognitive sphere, the abbreviated Mini Mental 
test (MMSE) (score 0-19; a high score is better 
cognitive state) (18).

Nutritional status was measured with the self-
perception of good (excellent / very good / good) or 
bad (fair / bad) nutritional status; the state of health 
with the self-perception of the state of health where 
it was used as a dichotomous variable as good 
(excellent / very good / good) or bad (fair / bad).

Memory self-perception (excellent / very good / 
good or fair / bad) and current memory status 
compared to a year ago (better or worse).

Nutritional status, using the Mini Nutritional 
Assessment (MNA) screening tool that classifies 
into three groups: satisfactory nutritional status, risk 
of malnutrition or malnutrition (19)

Chronic diseases such as Arterial Hypertension 
(HBP), Diabetes Mellitus (DM), heart attack 
(coronary heart disease / angina), arthritis, cancer, 
Chronic Obstructive Pulmonary Disease (COPD), 
and Stroke Vascular (CVA) registered in those who 
had them.

Statistical analysis: A descriptive analysis was 
carried out estimating the general prevalences of 

the population living alone versus accompanied, 
including the independent variables of interest. 
Subsequently, bivariate analyzes were performed 
with the dependent variable of interest (living alone) 
and the independent variables using chi-square. 
Finally, multivariate analyzes with binary logistic 
regressions were performed to determine which 
were the main risk factors for living alone.

Results

Of the 2,000 people who participated in the SABE 
survey, 252 (12.6%) lived alone. The average age 
was 71.32 years in the group of people who live 
alone and 71.15 in the group of those who live with 
someone. 64.68% (n = 163) of those who live alone 
were women and their average schooling was 6.19 
years with a standard deviation (SD) 0.31 vs 5.42 
(SD 0.10) of those who live accompanied.

People over 60 years of age who live alone perform 
more basic activities of daily life measured with the 
Barthel scale (97.67 SD 0.52 vs 94.92 SD 0.38), 
more instrumental activities of daily life (7 , 31 v 
6.35), better score on the Minimental scale (16.03 
SD 0.17 vs 12.19 SD 0.90) compared to people who 
live accompanied.

Regarding the presence of depressive symptoms 
evaluated with the Yesavage geriatric depression 
scale, people who lived alone had more depressive 
symptoms (4.15 SD 0.23) than those who lived with 
someone (3.76 SD 0.07) . (see table 1).

When performing bivariate analysis, a statistically 
significant association was found between living 
alone and being independent for the basic activities 
of daily life (having a higher score on the Barthel 
scale), being independent in instrumental activities 
of daily living (measured with the scale of Lawton), 
the absence of dementia (measured with the 
Minimental scale), with a good self-perception of the 
state of health and the presence of heart disease.

When performing the analysis stratified by age and 
education, no statistically significant association 
was found. Just as no difference was found 
between the female sex, the presence of 
depression, having a good self-perception of the 
state of health, the presence of HT, type 2 DM, 
diseases of the digestive tract, stroke, joint diseases 
and pulmonary diseases (See table one).

In the logistic regression model not having a partner 
(OR 4.91 95% CI [3.61-6.68]), absence of dementia 
measured with a score greater than 12 on the 
MMSE scale (OR 2.77 CI 95 % [1.94-6.16], poor 
self-perception of nutritional status (OR 1.7 95% CI 
[1.24-2.33] and female sex (OR 1.40 95% CI [1.03- 
1.91] are significantly associated with the possibility 
of living only in people older than 60 years (see table 
2).

Discussion

The aging of the population, cultural changes, as 
well as the new dynamics and conformation of 
families have led to an increasing number of elderly 
people living alone. The prevalence of people older 
than 60 years who lived alone in the city of Bogotá in 
this study was 12.6%, higher than that reported in 
Latin America, according to United Nations data, for 
the year 2000 7.1% of those older than 60 years 
lived alone (4) and similar to that reported worldwide 
of 13% (20).

Not having a partner was found associated with 
living alone, when single, divorced or widowed, if it 
is by personal decision, has been related as a 
positive vision of aging (21), as well as an 
opportunity to experience the freedom of being able 
to do so ( 22, 23).

In relation to functionality, it was found that older 
people who live alone have a high score on the 
Barthel scale (97.67 SD 0.52), which indicates that 
they carry out self-care activities and a high score 
on the scale of Lawton Lawton (7.31 SD 0.73) which 
indicates that they have the ability to perform 
instrumental activities that allow a basic social role, 
a situation similar to that found in most studies, 
which constitutes one of the characteristics 
generally described for that an older adult lives 
alone (24-26).

From the point of view of differences by sex, women 
survive longer (24, 27) so they are the most frequent 
group, similar to how it was found in this study. 
Additionally, it is associated with having more 
depressive symptoms as is usually reported in the 
literature (6, 8, 28, 29) and is a point to intervene.

An important characteristic in the population studied 
was the high prevalence of self-report of poor 
nutritional status both in the group that lived alone 
and in the group that lived with someone (71.26% vs 
79.32%), an aspect that is reported in other studies 
and it is associated with people who live alone (30, 
31).

In relation to cognitive ability, it was found that most 
of the people who lived alone had a good cognitive 
ability measured with the MMSE scale (score 
greater than 12) compared to people who did not 
live alone (93.6% vs. 86.5%), remaining as one of 
the factors positively associated with living alone. 
Having good cognitive ability allows living alone 
since it favors the maintenance of self-care (32-34). 
This study has limitations since, being cross-
sectional, the causal and temporal determination 
between living alone and the cognitive state and the 
other associated factors was not possible, however, 
it is the first study in Latin America that seeks to 
address  the  s tudy  o f  th i s  demograph ic 
phenomenon about living only in older people.
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Materials and methods

This study is cross-sectional with secondary 
analysis of the Health, Well-Being and Aging Survey 
(SABE) - Bogotá 2012. Said survey has a 
representative sample made up of 2000 people 
aged 60 years and over residing in private homes in 
urban and rural areas of the city. When expanding it, 
based on the population projections for the year 
2012 (11), there are 779,534 people over 60 years 
of age. The total coverage was 81.9%, which allows 
it to be defined as clearly representative and with a 
rejection of less than 20%.

For this survey, the study design was probabilistic 
sampling, by conglomerate (housing segments) 
with complete stratification of the blocks, to which a 
design correction factor was made, to obtain a level 
of reliability of 95%.

The SABE Survey instrument applied in Bogotá in 
2012 was based on the international questionnaire 
from other SABE surveys conducted in 7 Latin 
American capitals between 1999 and 2000 (12) and 
the experience of Ecuador where the survey was 
carried out. survey in the period 2009-2010 (13). 
The questionnaire was adapted and adjusted to the 
characterist ics of the city, without losing 
comparability. For this analysis, the protocol was 
approved by the joint Research Ethics Committee of 
the Pontificia Universidad Javeriana and the 
Hospital Universitario San Ignacio. Each person 
who participated signed an informed consent. To 
validate the questionnaire, a pilot test was carried 
out with people from the city of Bogotá who met the 
characteristics of the study. In the field work teams, 
previously trained by the researchers, they were 
made up of 1 supervisor, 3 or 4 interviewers and an 
anthropometrist. The collected data were entered 
and recorded in Excel for Windows. A proxy 
informant was necessary in 11.7% of the elderly 
selected in the SABE Bogotá sample to answer the 
survey.

Variables:
Dependents:
The number of people with whom the person lives, 
which is used in a dichotomous way to determine 
the prevalence of people who live alone and those 
who live with someone.

Independent: 
Socio-demographic variables were included such 
as: age (years), sex (male or female), schooling 
(measured in  years  o f  educat ion 0-26) , 
socioeconomic stratum that in Colombia is 
categorized into 6 levels (one to six) of social class 
the lowest to the highest social class, depending on 
the level of income and the characteristics of the 
dwelling (14) and the marital status as a 
dichotomous variable (with a partner, people in 
common union and married, and without a partner, 
single, divorced and widowed).

The functional state that refers to the activities of 
daily living, was measured taking into account the 
basic activities of daily living (ABVD), which allow 
the most elementary level of function, being 
essential for self-care and the last to be lost, Using 
the Barthel scale (15) includes these activities: 
feeding, bathing, washing, chair-bed transfer, 
dressing, ambulation, toilet, steps, stool and 
urination. Each activity is scored from 0 to 5, 10, or 
15 (where 0 is dependent and the others are 
degrees of transition to independence). The score 
ranges from 0 to 100, where the highest value 
means the greatest functional independence; and 
the instrumental activities of daily living (IADL), 
allow the person to live autonomously in society, 
which were measured using the Lawton scale. 
Lawton's index (adapted from original- (16)) 
includes these instrumental activities: Can you use 
the telephone? Can you prepare your own food? Do 
you manage your own money? Can you go 
shopping a lone? Do you take your  own 
medications? Are you able to walk around the 
neighborhood and come home alone? Can you do 
light work at home, like washing dishes? Can you do 
heavy work around the house, like washing the floor 
or walls? Zero is dotted when it doesn't and 1 when it 
does. The total score ranges from 0 to 8, where a 
h ighe r  sco re  means  g rea te r  f unc t i ona l 
independence.

Depressive symptoms were evaluated with the 
Geriatric Depression Scale (score 0-15, where a 
high value means more depressive symptoms) 
(17).

In the cognitive sphere, the abbreviated Mini Mental 
test (MMSE) (score 0-19; a high score is better 
cognitive state) (18).

Nutritional status was measured with the self-
perception of good (excellent / very good / good) or 
bad (fair / bad) nutritional status; the state of health 
with the self-perception of the state of health where 
it was used as a dichotomous variable as good 
(excellent / very good / good) or bad (fair / bad).

Memory self-perception (excellent / very good / 
good or fair / bad) and current memory status 
compared to a year ago (better or worse).

Nutritional status, using the Mini Nutritional 
Assessment (MNA) screening tool that classifies 
into three groups: satisfactory nutritional status, risk 
of malnutrition or malnutrition (19)

Chronic diseases such as Arterial Hypertension 
(HBP), Diabetes Mellitus (DM), heart attack 
(coronary heart disease / angina), arthritis, cancer, 
Chronic Obstructive Pulmonary Disease (COPD), 
and Stroke Vascular (CVA) registered in those who 
had them.

Statistical analysis: A descriptive analysis was 
carried out estimating the general prevalences of 

the population living alone versus accompanied, 
including the independent variables of interest. 
Subsequently, bivariate analyzes were performed 
with the dependent variable of interest (living alone) 
and the independent variables using chi-square. 
Finally, multivariate analyzes with binary logistic 
regressions were performed to determine which 
were the main risk factors for living alone.

Results

Of the 2,000 people who participated in the SABE 
survey, 252 (12.6%) lived alone. The average age 
was 71.32 years in the group of people who live 
alone and 71.15 in the group of those who live with 
someone. 64.68% (n = 163) of those who live alone 
were women and their average schooling was 6.19 
years with a standard deviation (SD) 0.31 vs 5.42 
(SD 0.10) of those who live accompanied.

People over 60 years of age who live alone perform 
more basic activities of daily life measured with the 
Barthel scale (97.67 SD 0.52 vs 94.92 SD 0.38), 
more instrumental activities of daily life (7 , 31 v 
6.35), better score on the Minimental scale (16.03 
SD 0.17 vs 12.19 SD 0.90) compared to people who 
live accompanied.

Regarding the presence of depressive symptoms 
evaluated with the Yesavage geriatric depression 
scale, people who lived alone had more depressive 
symptoms (4.15 SD 0.23) than those who lived with 
someone (3.76 SD 0.07) . (see table 1).

When performing bivariate analysis, a statistically 
significant association was found between living 
alone and being independent for the basic activities 
of daily life (having a higher score on the Barthel 
scale), being independent in instrumental activities 
of daily living (measured with the scale of Lawton), 
the absence of dementia (measured with the 
Minimental scale), with a good self-perception of the 
state of health and the presence of heart disease.

When performing the analysis stratified by age and 
education, no statistically significant association 
was found. Just as no difference was found 
between the female sex, the presence of 
depression, having a good self-perception of the 
state of health, the presence of HT, type 2 DM, 
diseases of the digestive tract, stroke, joint diseases 
and pulmonary diseases (See table one).

In the logistic regression model not having a partner 
(OR 4.91 95% CI [3.61-6.68]), absence of dementia 
measured with a score greater than 12 on the 
MMSE scale (OR 2.77 CI 95 % [1.94-6.16], poor 
self-perception of nutritional status (OR 1.7 95% CI 
[1.24-2.33] and female sex (OR 1.40 95% CI [1.03- 
1.91] are significantly associated with the possibility 
of living only in people older than 60 years (see table 
2).

Discussion

The aging of the population, cultural changes, as 
well as the new dynamics and conformation of 
families have led to an increasing number of elderly 
people living alone. The prevalence of people older 
than 60 years who lived alone in the city of Bogotá in 
this study was 12.6%, higher than that reported in 
Latin America, according to United Nations data, for 
the year 2000 7.1% of those older than 60 years 
lived alone (4) and similar to that reported worldwide 
of 13% (20).

Not having a partner was found associated with 
living alone, when single, divorced or widowed, if it 
is by personal decision, has been related as a 
positive vision of aging (21), as well as an 
opportunity to experience the freedom of being able 
to do so ( 22, 23).

In relation to functionality, it was found that older 
people who live alone have a high score on the 
Barthel scale (97.67 SD 0.52), which indicates that 
they carry out self-care activities and a high score 
on the scale of Lawton Lawton (7.31 SD 0.73) which 
indicates that they have the ability to perform 
instrumental activities that allow a basic social role, 
a situation similar to that found in most studies, 
which constitutes one of the characteristics 
generally described for that an older adult lives 
alone (24-26).

From the point of view of differences by sex, women 
survive longer (24, 27) so they are the most frequent 
group, similar to how it was found in this study. 
Additionally, it is associated with having more 
depressive symptoms as is usually reported in the 
literature (6, 8, 28, 29) and is a point to intervene.

An important characteristic in the population studied 
was the high prevalence of self-report of poor 
nutritional status both in the group that lived alone 
and in the group that lived with someone (71.26% vs 
79.32%), an aspect that is reported in other studies 
and it is associated with people who live alone (30, 
31).

In relation to cognitive ability, it was found that most 
of the people who lived alone had a good cognitive 
ability measured with the MMSE scale (score 
greater than 12) compared to people who did not 
live alone (93.6% vs. 86.5%), remaining as one of 
the factors positively associated with living alone. 
Having good cognitive ability allows living alone 
since it favors the maintenance of self-care (32-34). 
This study has limitations since, being cross-
sectional, the causal and temporal determination 
between living alone and the cognitive state and the 
other associated factors was not possible, however, 
it is the first study in Latin America that seeks to 
address  the  s tudy  o f  th i s  demograph ic 
phenomenon about living only in older people.
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Table 1. Characterization of the population and bivariate analysis with living alone

ABVD: basic activities of daily living, AIVD: instrumental activities of daily living; MMSE: Minimental scale; 
HT: arterial hypertension; DM: Diabetes mellitus; CVA: cerebrovascular attack.

Table 2 Adjusted analysis using multivariate logistic regression (living alone)

MMSE: Escala de Minimental

Conclusions

The aging of the population, cultural changes, as 

well as the new dynamics and conformation of 
families have led to a greater number of elderly 
people living alone. To live alone, it is expected to 
have mater ia l ,  func t iona l  and cogn i t i ve 

prerequisites that allow the independence of the 
individual, however, in some contexts it has been 
related to aspects that put the individual at risk to 
feelings of loneliness, isolation, malnutrition and 
poor control of chronic diseases. This study found a 
high association between living alone and not 
having a partner, having a good cognitive state, 
being a woman, and a poor self-perception of 
nutritional status. Longitudinal studies and an 
interdisciplinary approach are required in order to 
better understand this phenomenon and provide 
comprehensive solutions from public policy.

Funding Source

The present investigation was funded by the 
authors.

Contribution of the authors

All authors participated in the entire research 
process.

Interest conflict

We declare no conflict of interest

References

1. Shin SH, Sok SR. A comparison of the factors 
influencing life satisfaction between Korean older 
people living with family and living alone. 
International nursing review. 2012;59(2):252-8.

2. Parodi G. JF. La atención primaria de salud como 
estrategia para el bienestar de las personas 
mayores. Acta Médica Peruana. 2009;26:267-70.

3. Valdivia C. La familia: concepto, cambios y 
nuevos modelos: La revue

du REDIF; 2008.
4. Saad PM. Transferencias informales de apoyo de 

los adutos mayores en América latina y el Caribe: 
Estudio comparativo de encuestas SABE: 
CEPAL.;  [Available from:
http://www.cepal.org/publicaciones/xml/0/14200/
lclg2213_p6.pdf.

5. Huang LH, Lin YC. The health status and needs 
of community elderly living alone. The journal of 
nursing research : JNR. 2002;10(3):227-36.

6. Kharicha K, Iliffe S, Harari D, Swift C, Gillmann G, 
Stuck AE. Health risk appraisal in older people 1: 
are older people living alone an "at-risk" group? 
Br J Gen Pract. 2007;57(537):271-6.

7. Chen Y, Hicks A, While AE. Quality of life and 
related factors: a questionnaire survey of older 
people living alone in Mainland China. Quality of 
life research : an international journal of quality of 
life aspects of treatment, care and rehabilitation. 
2014;23(5):1593-602.

8. Lin PC, Wang HH. Factors associated with 
depressive symptoms among older adults living 

alone: an analysis of sex difference. Aging & 
mental health. 2011;15(8):1038-44.

9. Del Brutto OH, Tettamanti D, Del Brutto VJ, 
Zambrano M, Montalvan M. Living alone and 
cardiovascular health status in residents of a rural 
village of coastal Ecuador (The Atahualpa 
Project). Environmental health and preventive 
medicine. 2013;18(5):422-5.

10. Lin PC, Yen M, Fetzer SJ. Quality of life in elders 
living alone in Taiwan. Journal of clinical nursing. 
2008;17(12):1610-7.

11. Colombia - Population projections of Bogotá and 
the major demographic indicators 2005 - 2020. 
Based on data from the 2005 National Population 
Census [Internet]. Available from:
http://www.dane.gov.co/index.php/poblacion-y-
demografia/proyecciones-de-poblacion.

12. Albala C, Lebrao ML, Diaz EML, Ham-Chande 
R, Hennis AJ, Palloni A, et al. The health, well-
being, and aging ("SABE") survey: Methodology 
applied and profile of the study population. 
Revista Panamericana De Salud Publica-Pan 
American Journal of Public Health. 2005;17(5-
6):307-22.

13. Freire W. Ecuador Encuesta de Salud, 
Bienestar y Envejecimiento 2010 [Available from: 
http://www.gerontologia.org/portal/archivosUplo
ad/Ecuador-Encuesta-SABE-presentacion-
resultados.pdf.

14. Estratos y Metodología, (1994).
15. Mahoney FI, Barthel DW. Functional Evaluation: 

The Barthel Index. Md State Med J. 1965;14:61-
5.

16. Lawton MP, Brody EM. Assessment of older 
people: self-maintaining and instrumental 
activities of daily living. Gerontologist. 1969; 
9(3):179-86.

17. Yesavage JA, Brink TL, Rose TL, Lum O, Huang 
V, Adey M, et al. Development and validation of a 
geriatr ic depression screening scale: a 
p r e l i m i n a r y  r e p o r t .  J  P s y c h i a t r  R e s . 
1982;17(1):37-49.

18. Peláez M, Palloni A, Albala C, Alfonso J, Ham-
Chande R, Hennis A. SABE - Encuesta Salud, 
Bienestar y Envejecimiento 2004 [Available from: 
http://www.ssc.wisc.edu/sabe/docs/informeFinal 
EspaNol noviembre 2004.pdf.

19. Guigoz Y, Lauque S, Vellas BJ. Identifying the 
elderly at risk for malnutrition. The Mini Nutritional 
Assessment. Clin Geriatr Med. 2002;18(4):737-
57.

20. Abellán AV, J; Pujol, R  Un perfil de las personas 
mayores en España, 2013. Indicadores estadís 
14/02/20142014 [updated 23/10/2014. Available 
from:
http://digital.csic.es/bitstream/10261/101819/1/e
nred-indicadoresbasicos14.pdf.

21. Tamminem N, Kettunen T, Martelin T, 
Reinikainen J, Solin P. Living alone and positive 
mental health: a systematic review. Syst Rev. 
2017 Apr;70(2):235-241. doi: 10.1590/0034-
7167-2016-0398.

22. Perseguino MG, de Moraes AL, Ribeiro CA. The 
family in face of the elderly´s reality of living alone. 

They live alone

n = 252

n (%) or mean 

(SD)

Age (60-100 years) 71,32 (0,46) 71,15 (0,19) 1,01 (0,98-1,01) 0,750

Female gender 163 (64,68) 1105 (63,22) 1,06 (0,80-1,40) 0,651

High socioeconomic stratum 

(3,4,5,6)
133 (52,78) 829 (47,43) 1,23 (0,95-1,61) 0,112

Health or nutritional status

HT 133 (52,78) 1032 (59,07) 0,77 (0,59-1,009) 0,059

DM 36 (14,29) 313 (17,92) 0,76 (0,52-1,10) 0,157

Digestive tract diseases 82 (32,54) 602 (34,44) 0,91 (0,69-1,21) 0,552

CVA 11 (4,37) 87 (4,98) 0,87 (0,45-1,65) 0,674

Joint diseases 86 (34,13) 547 (31,29) 1,13 (0,86-1,50) 0,368

Heart diseases 23 (9,13) 255 (14,59) 0,58 (0,37-0,92) 0,020

Lung diseases 58 (23,02) 343 (19,62) 1,22 (0,89-1,68) 0,209

Functional status

MMSE 0 <=12, 1 >=13 236 (93,65) 1512 (86,50) 2,30 (1,36-3,89 0,002

Depressive symptoms 

(Yesavage 6-15)
77 (30,56) 437 (25) 1,22 (0,994-1,51) 0,056

AIVD measured with the 

Lawton scale (1-8)
7,31 (0,73) 6,75 (0,04)

1,317 (1,003-

1,72)
0,0047

ABVD measured with Barthel 

scale (0-100)
97,67 (0,52) 94,92 (0,38) 1,57 (0,90-2,71) 0,106

Good self-perception of 

health status
124(49,21) 931(53,26) 1,17 (0,90-1,53) 0,228

Poor self-perception of 

nutritional status
176(71,26) 1369(79,32) 1,17 (0,90-1,53) 0,228

Marital status without a 

partner (Single, Divorced and 

widowed)

175 (69,44) 633 (36,21) 4,00 (3,00-5,32) 0,000

Variable

Accompanied 

n = 1748 n (%) 

or mean (SD)

OR p

OR tight p

Not having a partner

(Single, Divorced and

widowed)

4,91 (3,61-6,68) 0,00

MMSE >12 3,46 (1,94-6,16) 0,00

Poor self-perception of

nutritional status
1,70 (1,24-2,33) 0,001

Female gender 1,40 (1,03-1,91) 0,028

Age (0 <=70, 1 >70) 1,10 (0,83-1,468) 0,491



31

ISSN 2616 - 6097, Rev Peru Investig Salud, 2021, 5(1), january - march: 27-32

Factors related to living alone in people over 60 years in Bogotá, ColombiaChavarro-Carvajal DA, Cano-Gutierrez CA, Carrasquilla G30

ISSN 2616 - 6097, Rev Peru Investig Salud, 2021, 5(1), january - march: 27-32

Table 1. Characterization of the population and bivariate analysis with living alone

ABVD: basic activities of daily living, AIVD: instrumental activities of daily living; MMSE: Minimental scale; 
HT: arterial hypertension; DM: Diabetes mellitus; CVA: cerebrovascular attack.

Table 2 Adjusted analysis using multivariate logistic regression (living alone)

MMSE: Escala de Minimental

Conclusions

The aging of the population, cultural changes, as 

well as the new dynamics and conformation of 
families have led to a greater number of elderly 
people living alone. To live alone, it is expected to 
have mater ia l ,  func t iona l  and cogn i t i ve 

prerequisites that allow the independence of the 
individual, however, in some contexts it has been 
related to aspects that put the individual at risk to 
feelings of loneliness, isolation, malnutrition and 
poor control of chronic diseases. This study found a 
high association between living alone and not 
having a partner, having a good cognitive state, 
being a woman, and a poor self-perception of 
nutritional status. Longitudinal studies and an 
interdisciplinary approach are required in order to 
better understand this phenomenon and provide 
comprehensive solutions from public policy.
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Telemonitoring of patients with advanced non-curable diseases: A narrative review and 
initial experience in the home visit program of the National Center for Pain Control and 

Palliative Care during the national emergency related to COVID-19

Telemonitoreo de pacientes con enfermedades avanzadas no curables: Revisión narrativa y 
experiencia inicial en el programa de visita domiciliar del Centro Nacional de Control del 
Dolor y Cuidados Paliativos durante la emergencia nacional relacionada con COVID-19

1, a 1,aGabriel Carvajal-Valdy  Marco Ferrandino-Carball , Sandra Maykall-Mor , Catalina Saint-Hilaire Arcea,* 1, 1,a, o a

Abstract

Telemedicine describes the electronic delivery of medical data for diagnosis, treatment, and 
medical education to the patient at home through the use of information and communication 
technologies. In just a few weeks, the current global situation related to COVID-19 has placed 
unprecedented pressures on the healthcare system and transformed the practice of palliative 
care. The home visit program of the National Center for Pain Control and Palliative Care 
adopted the teleconsultation modality in March 2020 and a pilot plan for the evaluation of 
telemonitoring technology was established. During the initial evaluation period between March 
and July 2020, a doctor specializing in Palliative Medicine reviewed vital signs within 24 hours 
after transmission and carried out a teleconsultation to the patient, allowing the data received to 
be analyzed. In total 14 patients were monitored for an average of 10.2 ± 3.7 days for a total of 
143 days of multiparametric monitoring and 3432 hours of monitoring. Preliminary results from 
this study suggest a positive effect on symptom control, patient satisfaction, staff education, and 
communication between team members.

Keyword: telemedicine, remote consultation, patient monitoring, COVID-19, palliative 
medicine

Resumen

La telemedicina describe la entrega electrónica de datos médicos para diagnóstico, 
tratamiento y educación médica al paciente en el hogar mediante el uso de tecnologías de 
información y comunicación. En pocas semanas, la situación mundial actual relacionada con 
COVID-19 ha generado presiones sin precedentes en el sistema de salud y ha transformado la 
práctica de cuidados paliativos. El programa de visita domiciliar del Centro Nacional de Control 
del Dolor y Cuidados Paliativos adoptó la modalidad de teleconsulta en marzo 2020 y se 
estableció un plan piloto de evaluación de la tecnología de telemonitoreo. Durante el periodo 
inicial de evaluación comprendido entre marzo y julio 2020, un médico especialista en Medicina 
Paliativa revisó los signos vitales dentro de las 24 horas posteriores a la transmisión y realizó 
una teleconsulta al paciente permitiendo analizar los datos recibidos. En total 14 pacientes 
fueron monitorizados durante un promedio de 10.2 ± 3.7 días para un total de 143 días de 
monitoreo multiparamétrico y 3432 horas monitoreo. Los resultados preliminares de este 
estudio sugieren un efecto positivo en el control de síntomas, la satisfacción del paciente, la 
educación del personal y la comunicación entre los miembros del equipo.

Palabras clave: telemedicina, consulta remota, monitoreo de pacientes, COVID-19, medicina 
paliativa
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Introduction

The World Health Organization has defined 
Telehealth (including telemedicine) as the delivery 
of health services using information and 
communication technologies, specifically when 
distance is an obstacle to health services, this 
allows providing medical care outside of traditional 
healthcare facil i t ies (1). These telehealth 
technologies have been used in different disease 
states with the goal of reducing morbidity, mortality, 
and cost of care, while employing an innovative 
design. Palliative care has previously shown 
promising results using video calls in pilot studies. In 
just a few weeks, the current global situation related 
to COVID-19 has placed unprecedented pressures 
on the healthcare system and transformed the 
practice of palliative care.

This exceptional global situation has generated the 
need for adaptations in order to give continuity to 
health services avoiding risk exposures for patients, 
their families and health personnel (2). For health 
centers, strict limitations on visitors have meant that 
some palliative care programs are practicing 
virtually and it is increasingly necessary to preserve 
limited resources such as personal protective 
equipment, generating the current challenge of 
finding an effective way to offer effective health care 
to this fragile population while minimizing the 
burden about health care resources. Telemedicine 
has become an alternative to meet this objective: 
The use of technological platforms can play a role in 
the follow-up of highly complex cases and although 
its adoption by doctors who treat patients with 
advanced diseases has not been wide, there is 
potentially an opportunity to help critically ill patients 
through these innovative resources (3).
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