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ABSTRACT
Objectives: Loneliness and social isolation are associated with signifcant negative impacts on physical and mental health. Living
alone increases one’s risk for loneliness and social isolation. Many older adults live alone, including individuals withmild cognitive
impairment (MCI) and subjective memory decline. Living alone with a diagnosis of MCI or subjective memory decline adds greater
complexity, stress, and difculty in navigating daily life due to loneliness, social isolation, and negative mental and physical health
outcomes. Despite these concerns, there is a dearth of support interventions for older adults who live alone with memory decline.
Home Alone is a new support program created for this unique population of older adults in continuing to live independently and
safely while engaging in social andmeaningful activities. This pilot study evaluated the feasibility of the novel HomeAlone support
program.
Methods: Home Alone is a seven-session psychosocial and psychoeducational intervention that provides one-on-one, tailored
coaching in person or via telehealth. Home Alone focuses on promoting home safety strategies and modifcations and encouraging
personally meaningful activity and social engagement through behavioral activation-based tasks. Fifteen older adults who live
alone and have MCI or subjective memory decline enrolled in the 3-month feasibility study to evaluate the initial program and
inform its refnement. Mixed methods data were collected from 1- and 3-month follow-up surveys. Additional qualitative data on
participants’ experiences of the Home Alone intervention were collected at post-intervention interviews.
Results: Results demonstrated preliminary feasibility, utility, and acceptance of Home Alone. Qualitative analyses of participant
interviews identifed useful aspects of the intervention, including home safety, meaningful activity, and socialization, as well as
recommendations for program refnement.
Discussion: The Home Alone program was well-received and viewed as valuable by participants. Participant feedback and
recommendations were incorporated to further improve the intervention. The refned Home Alone intervention is now being
evaluated in a larger pilot trial.
Trial Registration: ClinicalTrials.gov identifer: NCT05746390
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1 | Introduction

Loneliness and social isolation are common phenomena for older
adults [1]. Loneliness is the subjective feeling of dissatisfaction
with the quantity and quality of one’s relationships, while social
isolation is an objective lack of a support network [2]. The ex-
perience of loneliness and/or social isolation is associated with
a wide range of negative physical and mental health outcomes,
including cardiovascular disease, mortality, depression, and
decreased quality of life and cognitive function [1–3]. In fact,
socially isolated individuals face health risks comparable to those
of smokers and obese individuals [1].

Individuals with mild cognitive impairment (MCI), character-
ized as observable cognitive defcits that are greater than ex-
pected for a person’s age but do not signifcantly impact
functioning [4], are at greater risk for experiencing social iso-
lation and loneliness. This risk is exacerbated for individuals with
MCI who live alone, a large and growing population. One in four
Americans over the age of 55 who have cognitive impairment
lives alone [5]. This number includes those with MCI [6]. Ad-
ditionally, nearly 14% of adults aged 45 and older living alone in
the United States report subjective cognitive decline [7]. Taken
together, a sizable number of older adults who have some degree
of memory concerns live alone.

Living alone in itself is associated with adverse health outcomes,
including increased hospital admissions for respiratory disease
and elevated mortality in older adulthood [8, 9]. In fact, older
adults who live alone are at increased risk for cognitive im-
pairment or dementia compared to those who do not live alone
[10–14]. Unsurprisingly, individuals who live alone are also more
likely to experience loneliness and social isolation [15].

Living independently in the presence of MCI or subjective
memory decline adds complexity. Nearly half of older adults
living alone with memory concerns or MCI struggle with at least
one basic activity of daily living (ADL) or instrumental activity of
daily living (IADL), and most do not receive assistance to address
these challenges [6]. Individuals with MCI and subjective
memory decline endorse greater levels of subjective stress,
anxiety, depression, and difculties in daily life [16–19], as well
as reduced quality of life [18, 19]. People with MCI often ex-
perience challenges with driving safety and managing fnances
and medications [20], which present obstacles to social en-
gagement and activity.

In contrast to the range of support designed for individuals with
dementia, which typically incorporates family caregivers [21–23],
there is a dearth of support interventions for older adults with
MCI who live alone and often do not have caregiver support. To
our knowledge, there has only been one feasibility-tested in-
tervention designed to support older adults living alone withMCI
[24]. “Services To Age in Your Home” was noted to focus on
increasing use of services, such as healthcare and social services,
through 12 weekly in-person sessions of a social worker-guided
care management intervention [24].

Given the desire many people have to age in place [25] and the
rising number of individuals with MCI living alone [26], the lack
of behavioral support programs for individuals living alone with
MCI is a critical intervention gap. Evidence-based programs that
promote social engagement, activity, and safety are needed to
help mitigate the profound health risks associated with isolation

and cognitive decline. Furthermore, these programs can promote
lifestyle strategies that may delay the need for signifcant as-
sistance, ultimately leading to fewer transitions to residential
care. To address this serious unmet need, the novel Home Alone
support program was created.

Home Alone is a psychosocial and psychoeducational in-
tervention designed specifcally for older adults who live alone
with MCI or subjective memory decline. This new intervention
employs one-on-one tailored coaching conducted at home or via
telehealth to support this unique population in continuing to live
independently and safely while engaging in meaningful activi-
ties. Steeped in the theory of environmental press [27, 28], Home
Alone strives to alleviate the demands and challenges imposed by
one’s physical and social environment by reducing risk and
confusion in the home through home safety strategies and or-
ganization and expanding problem-solving and planning skills,
particularly regarding social engagement and activity planning.
To do so, Home Alone incorporates intervention elements from
two evidence-based programs: Skills2Care [29] and Brief Be-
havioral Activation for Improving Social Connectedness [30–32].
Home Alone follows the person-centric approach featured in the
Tailored Activity Program (TAP) [21, 33].

This pilot study employed a mixed-methods approach to evaluate
the appropriateness, acceptability, feasibility, and utility of the
Home Alone intervention for older adults living alone with MCI
or subjectivememory decline and to gather feedback to adapt and
refne the intervention for subsequent testing.

2 | Methods

The Home Alone study was approved by the University of
Minnesota Institutional Review Board (STUDY00017313). The
study was registered in advance on ClinicalTrials.gov.

2.1 | Intervention Design

The Home Alone intervention seeks to relieve environmental
stress in this unique population by (1) decreasing home safety
risks and sources of environmental confusion and (2) increasing
engagement in values-aligned activities. The intervention was
designed in collaboration with an occupational therapist spe-
cializing in dementia supports (author JC), a geropsychologist
with expertise in behavioral activation for social connectedness
(author RP), and a sociologist/intervention scientist (author LG)
who developed the evidence-based dementia support in-
terventions, Skills2Care [29] and TAP [21, 33].

Home Alone incorporated components of three well-established
mental health and dementia care intervention models: Skills2-
Care [29], which emphasizes home safety and organization, and
behavioral activation [32, 34, 35], and TAP [21, 33], which
emphasize engagement and personalized activity. These
evidence-based programs align with Home Alone’s purpose, as
they aim to reduce sources of environmental stress [36] and
promote engagement in personally meaningful activities to
improve social well-being and maintain cognitive function.

2.1.1 | Home Safety

Building on Skills2Care’s focus on home safety, the intervention
includes a home safety audit to increase awareness of risks and
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reduce potential confusion in the home environment [29]. Home
Alone also provides resources, psychoeducation, and support
tailored to each participant’s individual needs and living
circumstances.

2.1.2 | Behavioral Activation

To target socialization and activity engagement, we implemented
key elements of Brief Behavioral Activation for Improving Social
Connectedness [30–32], including psychoeducation, exploration
of values, activity monitoring and planning, and intentional
scheduling. In line with TAP’s person-centric focus on identi-
fying benefcial activities, participants strengthen their un-
derstanding of their personal values and then identify
meaningful, values-aligned activities to engage in.

Notably, social connectedness is a crucial element of the Home
Alone intervention, which aims to address the increased risk of
isolation and loneliness among older adults living alone [30–32].
Home Alone also works with participants to increase their
awareness of existing social supports and promote the discovery
of new social opportunities. Motivational strategies, goal-setting,
and varied approaches for managing negative thinking are in-
corporated to helpminimize barriers and improve engagement in
meaningful activities.

2.2 | Intervention

Home Alone is a semistructured intervention comprising
seven one-on-one psychoeducational coaching sessions de-
livered by an interventionist holding a doctoral degree in
clinical psychology. Session discussions are tailored to address
each participant’s individual concerns and needs regarding
program content while adhering to the curriculum’s guide-
lines. Specifc program content is detailed below (see Table 1).
General agendas for each session are available in Supporting
Item 1. Of note, these materials were used for piloting pur-
poses, and the intervention has been modifed and refned
since this phase of development. Sessions 1–2 were semi-
structured, focused on home safety and resource provision.
Sessions 3–7 focused on behavioral activation and thus were
structured. Sessions were typically 45–60 min long and were
held weekly, except for scheduling conficts. Based on par-
ticipants’ preferences, sessions were conducted by phone, via
secure video conferencing, or in person (if participants lived
within an hour’s drive of the University of Minnesota). Par-
ticipants could use a mix of delivery modes based on their
continuing availability and preferences during the study pe-
riod. At any time during the intervention or after intervention
completion, participants could request additional ad hoc
sessions or email communications. This ad hoc support was
designed to address emerging participant issues or concerns
by providing resources and/or facilitating collaborative
problem-solving outside of regularly scheduled coaching
sessions.

Prior to the study’s start, the coach (corresponding author RB)
completed 20 hours of behavioral activation training with the
author, RP, and continued to meet via Zoom for approximately
45min biweekly for ongoing consultation and fdelitymonitoring
(Months 1–24). The coach also completed 10 additional hours of
environmental assessment training with the author, JC, to ensure
appropriate delivery of the Home Alone Intervention.

The participant workbook was also designed in collaboration
with author RP to include materials for participants to review in
support of behavioral activation-related learning occurring in
session (e.g., information about the purpose of behavioral acti-
vation, values exploration and identifcation, and motivational
strategies). Daily living strategies, including SMART goal-setting,
were also shared as a resource in the workbook. Additionally, the
workbook included activity logs and intentional scheduling logs
for participants to complete as homework, based on Lejuez et al.’s
(2011) Brief Behavioral Activation Treatment for Depression:
Revised Treatment Manual [35]. The home safety audit was
created by adapting items from standard home safety checklists
available on the AARP and Alzheimer’s Association websites to
apply to individuals living alone withmemory impairment, while
incorporating recommendations from author JC, an occupa-
tional therapist. The audit was conducted as a semistructured
interview tailored to each individual’s home environment. Ad-
ditionally, the coach visually inspected participants’ homes for
safety risks during in-home visits. Other participants either
showed their home as best they could via video conferencing or
provided descriptions. All participants were referred to their
websites to view the publicly available home safety checklists and
resources. Session notes included sections suggested by author
RP to properly document behavioral activation-related
session tasks.

2.3 | Recruitment

Recruitment took place from May 2023 to November 2023.
Participants were recruited via informal and formal dementia
caregiver registries, newspaper articles, educational events, so-
cial media platforms, the Home Alone study website, partner-
ships with local memory clinics, and word-of-mouth
communication. Additionally, the study team promoted Home
Alone through outreach with community aging organizations
and independent living communities.

2.4 | Eligibility Criteria

Participants were at least 55 years old and living alone in the
United States. Participants were eligible if they met one or more
of the following criteria: (1) had a provider diagnosis of MCI or
other cognitive impairment; (2) scored between 13 and 18 out of
22 points, indicative of MCI [37], on the Blind/Telephone
Montreal Cognitive Assessment (B/T-MoCA) administered
during a screening call [38]; or (3) self-identifed with subjective
memory decline. Notably, the initial inclusion criteria did not
include self-identifcation of subjective memory decline. This
criterion was added in mid-May 2023 after our frst wave of
recruitment brought many individuals with subjective memory
decline requesting help, but no one diagnosed with MCI had
been reached. Therefore, a decision was made to allow in-
dividuals with subjective memory decline to enroll to meet their
needs and facilitate recruitment for the study. Individuals were
excluded from the study if they: (1) lived in an assisted living
community, group care home, or similar residential setting that
provided care and services; (2) scored 12 or less on the B/T-MoCA
administered by study staf at the time of screening; (3) did not
speak English; (4) were participating in a coaching or counseling
program specifc to independent living; (5) had a new or
worsening mental health condition and were not receiving on-
going treatment; (6) had a change in dosage of psychotropic
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medications in the last three months; (7) were unable to pass an
adapted University of California, San Diego Brief Assessment of
Capacity to Consent (UBACC) at the time of consent [39]; or (8)
were not willing/interested/able to participate actively in the
intervention, per researcher discretion.

Study staf established contact with 68 interested individuals, and
31 were formally screened. Fifteen of those screened consented
and enrolled, an appropriate n for a pilot feasibility study [40, 41].
Participants who were formally screened but did not fully con-
sent and enroll either did not meet eligibility criteria during the
screening process (n= 12) or were lost to follow-up (n= 4).
Participants provided verbal consent by phone after passing the
UBACC. Ineligible individuals were ofered resources, including
the Alzheimer’s Association website and 24/7 helpline, contact
information for their Area Agency on Aging, and individualized
resources to address specifc concerns. See Figure 1 for
participant fow.

2.5 | Measures

This study employed a convergent parallel mixed-methods ap-
proach to evaluate the feasibility, appropriateness, acceptability,
and utility of the Home Alone intervention and to refne in-
tervention elements (session number, length, and mode of de-
livery) for future study phases.

2.5.1 | Evaluating Administrative Feasibility:
Recruitment, Retention, and Fidelity

Study staf utilized secure contact logs to track recruitment ef-
forts and timelines for participant correspondence. The research
team met regularly to discuss progress, ensure accountability,
and maximize coordination eforts.

The Home Alone coach maintained a contact log with session
dates for all participants. The coach also kept individual contact
logs for each participant, documenting the date of each com-
munication, its length and mode, session topics, and purpose.
After each session, the coach also completed notes refecting the
key topics discussed, activities engaged in, homework assigned,
and plans for the next session. These records served to promote
and track treatment fdelity in conjunction with biweekly su-
pervision and review with author RP.

2.5.2 | Acceptability, Feasibility, Appropriateness,
and Utility of the Intervention

In addition to participant retention and intervention completion,
we also evaluated the acceptability, feasibility, appropriateness,
and utility of the intervention, assessing these domains in follow-
up surveys at one and 3months, as well as a semistructured
interview at the end of each participant’s study period.

2.5.3 | Survey and Interview Administration

Study staf administered the baseline survey to participants via
telephone (n= 14) and mail (n= 1). In addition to collecting
sociodemographic information, specifc measures were selected
to evaluate social interactions and networks; sensory impairment
and aids; cognitive impairment; help or assistance with activities
of daily living; utilization of unpaid and paid support services;
participation in meaningful activities; physical activity; and
emotional health. Of note, these measures were included in this

phase solely to assess their feasibility and acceptability with this
population to inform their ft for inclusion in a subsequent phase
II evaluation. Detailed descriptions of the survey measures and
their references are available in Supporting Item 2.

Follow-up surveys were administered approximately 1 and 3
months after the baseline survey was completed. Follow-up
surveys included the baseline measures, except for sociodemo-
graphic items. As this pilot study was focused only on feasibility,
appropriateness, acceptability, and utility of the novel Home
Alone intervention, the follow-up surveys included three brief
measures assessing the acceptability, appropriateness, and fea-
sibility of the intervention: the acceptability of intervention
measure (AIM), the intervention appropriateness measure
(IAM), and the feasibility of intervention measure (FIM), re-
spectively [42]. Each measure consists of four items, each with
a 5-point Likert scale (1 = completely disagree, 5 = completely
agree). All three measures have demonstrated validity, with
high internal consistency (AIM α= 0.85, IAM α= 0.91, and FIM
α= 0.89) and high test-retest reliability (AIM= 0.80, IAM= 0.73,
FIM= 0.88). The fourth measure, a 10-item treatment receipt
checklist (TRC), was adapted for this study from other dementia
care interventions delivered by the research team [43, 44]. The
TRC used a 5-point Likert scale (1 = strongly disagree to 5 =

Interested
individuals
n = 68

Baseline
complete
n = 15

One-month
complete
n = 15

Discontinued
intervention/

study
n = 0

Interview
complete
n = 15

Completed
study
n = 15

Intervention
complete
n = 15

Three-month
complete
n = 15

Enrolled
n = 15

Assessed for
eligibility/
screened
n = 31

FIGURE 1 | Participant fow.
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strongly agree, with an option to indicate “not applicable to me/
my situation”). Nine items assess receipt of intervention content
(such as discovery of personal values, scheduling activities, home
modifcations, and goal-setting) and acceptability, utility, and
inclination to recommend the intervention to others in similar
situations. The TRC also included an open-ended question
seeking participants’ feedback on whether the intervention was
helpful to them.

Study staf administered the frst follow-up survey via telephone
(n= 14) and mail (n= 1), and the second follow-up survey by
telephone (n= 9), mail (n= 3), or electronically via Qualtrics,
a secure online survey platform (n= 3). In addition to mail or
phone completion, surveys were also ofered online via Qualtrics
beginning in January 2024, based on participant feedback that
completing over the phone with study staf or via mail took too
much time and was burdensome, particularly after having to
complete the consent process, UBACC, and B/T-MoCA before
each assessment time point. This new online method of survey
completion was ofered late in the study to determine whether it
would be a feasible approach for Phase II.

The average duration for survey completion of the 1-month
survey, including the outcome measures, was 68 min (SD =
10.06, range 46–80 min, n = 14, as one survey was completed
by mail). For the 3-month survey, also including outcome
measures, the average duration of survey completion was
53 min (SD = 22.59, range 20–85 min, n = 12, as two surveys
were completed by mail and the recorded timing for one was
an error). The duration of Qualtrics surveys completed directly
by the participant (n = 3) was considerably shorter (range:
20–41 min) than that of surveys completed with study staf
over the phone. Since the implementation measures (AIM/
IAM/FIM/TRC) were included in the full survey with the
piloting of the outcome measures, it is unclear how long they
took to complete. However, it is likely that they were com-
pleted in approximately 5–10 min, as the measures are short
and the items are not complicated.

After completing the intervention, participants engaged in an
individual audio-recorded, semistructured interview via phone
or video conference with a graduate research assistant (author
GS) to share their experiences of the Home Alone study. The
interview focused on participant impressions; target outcomes
(i.e., participation in meaningful activities, socialization, impacts
on mood and health, awareness of or utilization of supports and
services, confdence in living alone, and home safety modifca-
tions); current needs; program delivery; and future recommen-
dations. The 19-question interview guide is available in
Supporting Item 3. The study ended after the 15 participants had
completed the intervention, all follow-up surveys, and the
interview.

2.6 | Data Analysis

2.6.1 | Quantitative

The data from the three surveys (baseline, 1-month, and 3-month
follow-up) were collected using Qualtrics and downloaded to
a secure server upon completion of the study. The data were
cleaned and compiled on SPSS. Frequency tables andmeans were
created to summarize participant demographics (Table 2). For
themeans and SDs of sum scores of the behavioral, cognitive, and

health measures, included in the assessment to evaluate the
feasibility of using those measures for future RCT evaluation, see
Supporting Item 4. Data analysis included all enrolled partici-
pants and focused solely on empirical descriptions of feasibility,
appropriateness, and acceptability. Tables for frequencies and
means for the FIM, AIM, and IAM measures (Table 3) and item-
level responses for the TRC (Table 4) were also created. The
percentage of participants who selected either agree or strongly
agree (percent agreement) for each item in the feasibility, ac-
ceptability, and appropriateness measures (FIM/AIM/IAM) at
the 1- and 3-month surveys was also calculated. The few “not
applicable to me/my situation” responses were not included in
the calculations. See Table 4 for additional details.

2.6.2 | Qualitative

Transcripts (n= 15) of the semistructured interviews and the
open-ended item responses from the study surveys were quali-
tatively analyzed by the analysis team (authors SI, RB, GS, AH).
Thematic analysis was conducted using Braun and Clarke’s
framework [45]. A detailed record documenting the qualitative
research plan, including the review process andweekly transcript
assignments, was kept. The analysis team independently read
two diferent and randomly assigned transcripts to generate
initial codes. Following independent code generation, the team
held an in-depth group discussion on code relevance and drafted
an initial codebook. Team members independently coded ad-
ditional transcripts using the initial codebook and met sub-
sequently to review transcripts, revise the codebook for accuracy,
and add detailed descriptions for each code. Team members met
after each round of coding. Discrepancies were discussed and
resolved as a group at each meeting. After six rounds of pre-
liminary coding, saturation was met, and the codebook was f-
nalized. The fnal codebook includes 25 codes: 17 codes related to
the perceived impacts of the intervention, fve codes related to
the intervention structure and delivery, two codes regarding
participants’ recommendations and suggestedmodifcations, and
one code regarding participants’ concerns for their future (see
Supporting Item 5). Each transcript was then coded individually
on NVivo 14 by three coders (authors SI, RB, and AH) to allow for
investigator triangulation and to evaluate inter-rater reliability.
Supporting Item 6 illustrates the qualitative analysis process.

TABLE 2 | Demographics.

N % (SD)
15 100

Age (mean) 73.33 (8.59)
Diagnosis of cognitive impairment 6 40
Female 11 73.3
White 14 93.3
Married 0 0
Number of living children (mean) 2.5 (1.7)
Education: bachelors or higher 13 86.7
Employed 1 6.7
Household income 40Kþ 7 46.7
N (of those that have children) 11 73.3
Talk with children 1/week or more 9 81.8
Visit with children 1/week or more 5 45.5
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TABLE 5 | Theme exemplar quotes.

Participant (age) Quote
Home safety
Home safety—implementation
Laura (65 yo) “I picked up the ‘I’ll trip on it’ rugs.”
Sandi (72 yo) “I kind of rearranged some areas that I used constantly because it was cluttered.

I needed to organize.”
Marsha (55 yo) noted how the intervention led her to install a grab bar in her bathroom,

explaining, “I’m a fall risk [standing] in my bathtub.”

Home safety—planning
Jessica (80 yo) “I got a new handrail to put on the lower half of my stairs. I haven’t put it up

yet.”
Eloise (86 yo) “For safety, [my coach] suggested that I get one of those fexible shower heads,

so I plan on doing that.”

Meaningful activity
Values identifcation
Phyllis (68 yo) “I thought it was very useful. It gave me kind of a totally diferent framework to

look at the stuf I do, what has value, what has meaning to me, and the things I
do, and what I fnd pleasure in doing. So yeah, I thought it was awesome. In
particular, the tools for fguring out…what bringsmeaning tome, what’s fun at

the same time.”
Jessica (80 yo) “…it has made me step back and take a look at what I have been doing or, more

importantly, what I have not been doing to make my ability to stay in my
house and live alone successfully. And a lot of the things like the [Values
Identifcation] exercises have pointed out places where I could easily…make
some modifcations to how I’m living my life that will enrich it and make it
better for me…and anything you can do to improve your quality of life is a good

thing in my estimation.”

Importance and identifcation of meaningful activities
Rich (74 yo) “I think it’s where you set up— it’s like a chart or a spreadsheet of activities that

add value to your life. What are they?Well, frst of all [for me], it’s your family,
it’s your faith, it’s basically what are the activities you do like, which ones you
don’t like, but have to be done every day? That’s, I think, the most important
thing I got from it.” He continues to use the values-aligned activity list daily, “I
took [the Home Alone] spreadsheet, and I use it also on my calendar and my

3 × 3 post-it notes.”
Jessica (80 yo) “I am not doing any more activities than I did before, but I have identifed some

areas that, especially through the cold winter months, will be indoor activities
that I will begin to participate in…I sort of knew that the [local] senior center
had a lot of activities going on, but I’d never really looked at them, but Home
Alone pointed some of them out to me, and so now I have looked more deeply
into what they ofer and pinpointed some of the ones that I think I might be

interested in participating in.”

Implementation of meaningful activity
Jenny (79 yo) “It encouraged me to take more initiative to do fun activities…That is a valuable

skill, not waiting for someone else to organize things, but to get going.”
Dan (66 yo) “I live at an over 55 apartment complex, and they have activities in there too. I

started doing things.”
Phyllis (68 yo) “I went and tried out a couple of diferent pinochle groups in the area. And I also

volunteered at a new place, a diferent food pantry in town.”

Intentional scheduling
(Continues)
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TABLE 5 | (Continued)

Participant (age) Quote

Margaret (68 yo) It reminded me to schedule some fun activities, sharing that she started to do
things “…out in nature. That’s very useful to me, and I went to the movies…
which I haven’t done in, I don’t even know how long…” She added that she
started talking to someone at themovies and invited him to lunch, relating, “so
that was a reminder to do some fun things, and then something else fun came

out of that.”

Did not impact activity level
Phil (80 yo) “…I do have some plans for some fun activities for the future…I don’t want to

overload myself. I have a lot of activities.”
Mary (88 yo) felt that Home Alone’s focus on activity engagement “wasn’t particularly

useful…I think that it was aimed at trying to get people to be more active, and
I’m already active.”

Socialization
Impact on socialization
Jenny (79 yo) “It helps to make it clear … the importance of getting with other people and

being social and staying in contact so that when the opportunity arises to join
an activity or be with other people, you’re more encouraged to do that, to be

with other people.”
“…there’s one particular relationship I have now with another woman….we got
to know each other, and then normally I probably wouldn’t have really tried to
stick with it or get to know her more. I would just let whatever happen,

happen. But I was more forthcoming with her, and I invited her to do things,
and she invited me to do things, and now, we’re best buds or whatever.”

Jessica (80 yo) “I’m seeking other new activities that will…maybe overcome my natural
inclination to be a hermit…If I want to successfully continue to live alone, I
have to work on overcoming that habit that has built up badly since COVID.”

Did not impact socialization
Eloise (86 yo) “I actually think I spent quite a bit of time with other people already.”

Implementation of daily living skills and motivational strategies
Beth (76 yo) When asked to share the most useful part of the program, Beth stated, “making

goals. I made a goal to go to an activity…I went today, and I intend to go
tomorrow.”

Sandi (72 yo) Sandi appreciated the tips on “what to improve on and having some structure in
my day,” further elaborating that routine and organization were sometimes

challenging to establish on her own.

Initiation of services and supports
Marsha (55 yo) shared that her coach “sent me some kind of link that connected me to updated

programs, and I found a senior companion through Catholic Social Services.”
She continued, “It’s a lifesaver to know about these things, because it’s not just

me. I’ve been able to share it with other people.”
Laura (65 yo) “I know what supports are out there…but to get it done for a person with my

situation—I guess I need another human being to actually help me do it.”
Mary (88 yo) received a senior housing guide from her coach after talking “a little bit about

housing options as I aged… and that, in some ways, was helpful.” She added
that, “I’ve gone with my daughter-in-law, and we’ve toured a couple of the
places, which was informative, the senior living ones, so [I have] a feel for

what they are.”

Impact on mood and health
Impact on mood
Phyllis (68 yo) “I always felt better after I had talked to [my coach], and I do feel better when I

get out and do stuf. So yeah, I think it did improve my mood.”
(Continues)
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3 | Results

3.1 | Sample Characteristics

The average age of participants was 73.3 years (range: 55–88
years, SD = 8.59). Forty percent of the participants had a di-
agnosis of some type of cognitive impairment, while the rest self-
reported subjective cognitive decline or had scored within the
range suggestive of MCI on the B/T-MoCA screening procedures.
The average B/T-MoCA score was 18.81 (range: 14–22, SD=
2.55). Twelve participants lived in the Midwest (67%), two in the
West, and one in the South. See Table 2 for additional de-
mographics. Demographics did not appear to vary by cognitive
status (MCI diagnosis, B/T-MoCA score within the MCI range,
and subjective cognitive decline). See Supporting Item 7 for the
table of demographics by cognitive status.

Every participant completed the seven-session intervention.
There were no diferences in engagement with the intervention,
regardless of the delivery method. In addition, most engaged in
ad hoc support, primarily via email, which frequently involved
resource provision. None of the participants opted to engage in
an ad hoc session. There were no signifcant or unexpected
adverse events. There were some adverse events that could be
expected, given the age of the study sample, including hip re-
placement surgery, falls (no signifcant injuries), and gastroin-
testinal issues. Session and ad hoc communication data are
available in Supporting Item 8.

3.2 | Implementation Outcomes

All participants completed the intervention, indicating strong
feasibility and acceptability. Results from the three imple-
mentationmeasures, assessing participant ratings of intervention
acceptability (AIM), feasibility (FIM), and appropriateness
(IAM), administered at 1 month and 3months, also revealed
positive perceptions of the intervention (see Table 3). Each
participant (N= 15) completed all items for each implementation
measure at both time points. At the 1-month survey (adminis-
tered prior to intervention completion), the average scores for
acceptability, feasibility, and appropriateness were 4.33 (SD=

0.61), 4.08 (SD = 0.50), and 4.08 (SD= 0.83), respectively, with 5
representing the highest possible score.

Mean scores were higher at the 3-month survey once the in-
tervention was complete: acceptability M= 4.45 (SD = 0.54),
feasibility M= 4.10 (SD= 0.54), and appropriateness M= 4.18
(SD = 0.57). At both time points across the three measures, most
individual items demonstrated high agreement (indicated by
responses of agree and strongly disagree). Additionally, at both
time points, all 15 participants approved the intervention, and no
individual item received less than 80% agreement.

Each participant also completed all items on the TRC at 1 and
3 months as well. Similarly, participants showed high levels of
agreement on the TRC (see Table 4), with a higher percentage of
agreement at the 3-month follow-up compared to the 1-month
administration. At 3 months, the majority of participants agreed
or strongly agreed with most questions, indicating that they
valued the intervention content, found the program useful, and
would recommend Home Alone to others in a similar situation.
Notably, at both time points, all participants agreed or strongly
agreed with the item, “The Home Alone Intervention was ac-
ceptable to me.” In contrast, approximately two-thirds of par-
ticipants disagreed that “Home Alone helped me learn how to do
things I enjoy” at both follow-up surveys. At 3 months, this was
the only survey item with less than 50% agreement among
participants. This discrepancy is likely the result of a poorly
worded item. Home Alone did not teach participants how to do
activities they would enjoy, as one might have believed the item
was asking. A better-worded item would read, “Home Alone
helped me identify activities I enjoy or fnd meaningful.”

3.3 | Qualitative Results

Themes from the participant interviews identifed aspects of the
intervention that participants either found appropriate or useful,
particularly in home safety, meaningful activity, socialization,
daily living skills, motivational strategies, resource provision, and
mood. Exemplar quotes for each theme are listed in Table 5.
Additionally, participants shared recommendations for refning
the intervention. Combined, the identifed themes and

TABLE 5 | (Continued)

Participant (age) Quote

Dan (66 yo) “It defnitely improved my mood…What I liked [was the coach] wasn’t real
pushy or anything, and it just made my mood better overall.”

Richard (74 yo) “It taught me one thing, because every day you go up and down in your moods.
It’s just normal. But it taught me to not let those moods, negative ones, afect

me all the time.”

Impact on health
Jessica (80 yo) “It has focused my attention on the things that I can and should be doing

to—both from a physical health [perspective]—like going to the ftness center
and working out, and seeing my counselor to help on the emotional side.”

Laura (65 yo) Noted that afrmation from her Home Alone coach helped motivate her to visit
the doctor to check her blood pressure, update prescriptions, and develop

a healthy walking routine.
Jenny (79 yo) “It encouragedme to be a little more proactive, I would say that it contributed to

my deciding to reach out to somemedical personnel about issues I was having
rather than to just let them go.”
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recommendations will serve as guides for determining which
program aspects to maintain and which to change for the next
phase of evaluation. The average coding agreement was 96.6%.
To protect anonymity, participants are referred to by
pseudonyms.

3.4 | Home Safety

The importance of discussing home safety emerged as a key theme
in participants’ refections on the Home Alone intervention. Many
participants described making concrete changes to their living
spaces to make them safer due to Home Alone, such as installing
grab bars in their bathrooms. Some participants found decluttering
recommendations helpful. Others were actively planning to im-
plement the home safety recommendations but had not followed
through at the time of the interview. While these participants had
not yet fully implemented the changes, they refected that the
program identifed immediate needs and introduced practical so-
lutions they planned to adopt in the future.

3.5 | Meaningful Activity

Participant interview responses often centered on the importance
of meaningful activities in the intervention, including identifying
values, determining value-aligned activities, increasing aware-
ness of opportunities for meaningful activities, and engaging in
meaningful activities.

3.5.1 | Values Identifcation

To defne what constituted a personally meaningful activity, each
participant engaged in a component of behavioral activation
centered on value identifcation. Participants explored their core
beliefs and sense of self to identify their unique values and
subsequently determined activities that align with these values.
Participants found this novel exercise valuable, particularly for
helping them pinpoint and refect on what matters to them. They
connected the idea that exploring their values and identifying
activities that refect those values could improve their quality of
life and help maintain their ability to live independently.

3.5.2 | Importance and Identifcation of
Meaningful Activities

Participants often described how Home Alone highlighted the
importance of identifying and engaging in meaningful activities.
They noted that HomeAlone helped them discover opportunities
for meaningful engagement aligned with their identifed values
and interests.

3.5.3 | Implementation of Meaningful Activity

Many participants noted increased engagement in meaningful,
values-aligned activities during the study. These participants
often described engaging in new activities or trying new ap-
proaches to an existing activity. Other participants described
resuming meaningful activities they had previously put on hold.
Participants also appreciated the program’s emphasis on in-
tentionally scheduling pleasant activities into one’s daily routine.

Not all participants engaged inmore activities. Those who did not
increase their activity engagement reported that they were al-
ready engaged in enough activities and were hesitant to addmore
to their already full plate.

3.6 | Socialization

Across interviews, it was evident that many participants found
the coaching discussions heightened their awareness of the need
for socialization, particularly to curb loneliness and isolation.
Participants not only described increased awareness of the im-
portance of socialization but also illustrated how they translated
that awareness into greater social engagement.

3.7 | Implementation of Daily Living Skills and
Motivational Strategies

When discussing the daily living skills, memory aids, and mo-
tivational strategies shared during the intervention, participants
named goal-setting and organizational strategies as the most
useful.

3.8 | Initiation of Services and Supports

Participants appreciated that Home Alone provided personal-
ized, local resources to help support them. The coach found
resources for a range of services and supports tailored to each
participant’s needs and requests. The provision and discussion of
resources also encouraged participants to consider or initiate
service use that they might not have otherwise.

3.9 | Mood and Health

The majority of participants felt that Home Alone sessions may
have afected their mood, often highlighting the impact of the
session content and the conversational nature of coaching.
Others specifcally discussed how they acquired skills for prac-
ticing emotional regulation. Several participants also discussed
how the Home Alone program provided tools to bolster their
confdence and even promoted self-advocacy.

Some participants reported a renewed, more targeted focus on
healthy lifestyle choices and practices during the study. A few
spoke about how the program motivated them to seek out
medical care. On the other hand, some participants expressed
that Home Alone did not afect their mood or health.

3.10 | Participant Feedback for Phase II

The majority of participants found the number of sessions,
session length, and mode of delivery options appropriate. Several
participants appreciated how the workbook helped facilitate the
adoption of lifestyle skills and strategies. These aspects will re-
main unchanged for subsequent testing in a Phase II study.
However, participants suggested content they felt should be
included in future iterations of the Home Alone intervention,
including a more thorough discussion of food security and an
exploration of wearable technology and its applications. Multiple
participants suggested additional time to discuss more personal
concerns. A few participants agreed that the intervention seemed
to follow a set agenda, with little leeway to hold additional
conversations.

4 | Discussion

As noted in prior National Institute on Aging’s Dementia Care
and Caregiving Summits, a critical gap in dementia care science
is not only to describe the challenges that face people living alone
with dementia but also to develop and evaluate rigorous support
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programs for such individuals [46, 47]. To our knowledge, there
are no psychoeducational support interventions that provide
much-needed support to older adults living alone with MCI or
subjective cognitive decline. To meet this need and contribute to
the literature on this unique and growing population, the novel
Home Alone intervention was created. The principal goal of the
current study was to assess the feasibility of the Home Alone
intervention (based on behavioral activation and environmental
press principles) and to determine whether the intervention
required refnement/adaptation for a subsequent Phase II
pilot study.

Overall, participants found the content and structure of Home
Alone acceptable, useful, and feasible, supporting the initiation
of a Phase II pilot study with minor modifcations. These results
are notable and ofer preliminary evidence that Home Alonemay
be a viable option to help fll a critical need for a unique pop-
ulation that currently lacks established support. The fndings of
feasibility and acceptability were evident in practice and in-
dicated that overall, the intervention was designed at an ap-
propriate cognitive level and required an acceptable amount of
efort for participants. Participants thoughtfully engaged with the
coach, understood the behavioral activation-oriented program
material, and initiated meaningful activities independently. For
any programmatic elements they found challenging, they shared
constructive feedback and ofered recommendations for future
modifcations. Their suggested modifcations were incorporated
into the refned intervention for use in a Phase II study.

In regard to intervention utility, the majority of participants
reported that Home Alone’s Behavioral Activation components
emphasized the importance of engaging in activities and helped
them discover activities that brought them enjoyment. These
fndings align with other studies that have found behavioral
activation increases meaningful activity engagement [30, 31, 48].

A few participants felt they were already engaging in an ap-
propriate number of activities or even too many. Similarly,
multiple participants reported being satisfed with their pre-
intervention social activity levels and did not feel the need to
change them in response to the program. This fnding is in
contrast with much of the existing literature that suggests that
living alone, memory concerns, and/or being an older adult are
all associated with loneliness and social isolation [1–3]. However,
as Clare et al. posit, living alone does not ipso facto mean one
experiences a lack of social support [49]. Based on this participant
feedback, the subsequent phase of the Home Alone pilot testing
places less emphasis on increasing activity and social engage-
ment for all participants. Instead, the focus is on personalized
goals for socialization and activity, including for those who are
more socially involved, improving the quality of their social
activities, or for those overwhelmed with activities, prioritizing
and reducing less personally meaningful ones.

Although there exist few, if any, interventions to support
people living alone with cognitive impairment to serve as
comparators to Home Alone, the multilevel focus of Home
Alone on both behavioral activation and preferred activities is
in keeping with socioecological models of dementia care [50].
Much of the dementia care intervention literature has adopted
an individual-level focus (e.g., on either the person living with
dementia or the caregiver), which has in part led to in-
consistent fndings of efcacy or efectiveness of many

dementia care intervention types. However, those dementia
care interventions that target multiple levels of potential in-
fuence on key outcomes (e.g., individual, caregiver/care re-
cipient dyad; home/built environment) appear to hold
promise in achieving health benefts for people living with
dementia [51, 52]. In this regard, Home Alone represents
a dementia care intervention that adopts a multilevel ap-
proach (person, environment) to achieve perceived beneft for
people living alone with cognitive impairment.

This study has several limitations. The sample size, although
appropriate for a pilot feasibility study, was small. The 3-month
follow-up period limited our understanding of the intervention’s
possible long-term efects. Another limitation is that participants
willing to join the study were more likely to be proactive, socially
engaged, and higher-functioning, which may limit generaliz-
ability to lower-functioning individuals with MCI. Participants’
activity and social engagement were based on self-report.
Moreover, for three participants who participated by phone, the
coach relied on their perspectives on the safety and condition of
their home. There is a chance that participants exaggerated their
level of activity or that self-audits of home safety understated or
underappreciated the home’s safety risks. Finally, there was also
only one coach for the intervention. As such, it is possible that
results of the study may be more strongly associated with the
coach’s performance than the intervention.

The Phase II study is currently underway. Phase II, along with
future testing, will continue to gather in-depth participant
feedback to inform ongoing refnement and adaptation of the
intervention in alignment with the NIH Stage Model for be-
havioral intervention development [53–56]. In addition to
continued refnement of program content and delivery, sub-
sequent testing will identify and test the intervention’s
mechanisms of action—including those that informed its
development (behavioral activation and environmental ft
principles)—as well as any unintended mechanisms. Results
will be used to adjust and refne the outcome domains,
measures, and instruments for assessing program beneft.
Additionally, future testing will further defne the in-
tervention’s target population by identifying characteristics of
older adults with MCI or subjective memory decline who live
alone and are most likely to beneft from the Home Alone
program. Depending on how well the refned Home Alone
intervention is received in Phase II, a subsequent randomized
clinical trial will be necessary to evaluate its treatment efect.

5 | Conclusion

Together, the fndings of this pilot study demonstrate the early
feasibility, acceptability, and utility of the Home Alone program.
This novel, evidence-based intervention shows promise for
addressing a critical and growing unmet need: helping older
adults with memory concerns who live alone to age in place with
purpose, quality of life, and sustained engagement in meaningful
activities.
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