
INTRODUCTION

1. Background

Society is currently witnessing a growth in the number of 

elderly individuals who live alone either by choice or due to 

circumstances such as population aging, bereavement of a 

spouse, an increase in divorce at a later age, and a weakened 

sense of responsibility among younger people to support their 

elderly parents, all of which increase the risk of senior citizens 

living alone in difficult conditions and being physically and 

socially isolated from support systems [1]. The term “elderly 

living alone” refers to single elderly people who live apart from 

their children (if they have any). These individuals need public 

support or social welfare services due to changes in their social 

and economic capacities. Older people living alone experience 

distress due to social isolation, economic hardship, the risk of 

chronic disease, and the death of people close to them [2], and 

become more vulnerable to anxiety regarding death due to the 

difficulties associated with living alone in later life [3]. Ng et 

al. [1] demonstrated an association between living alone and 

mortality among the elderly, and the interest in “how” to face 

death, the last phase of life, has been on the rise; however, 

most elderly living alone fail to prepare for situations related to 

death with specific thoughts or plans. Death is an unavoidable 

part of human life, and regardless of the circumstances, the 

meaning of death should be sought, dignity should be main-

tained, and the desire for dying well should be met [4]. Dying 

well encompasses the avoidance of meaningless life-sustaining 

treatment, preparation for death, and the maintenance of dig-
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nity and comfort as a human being until the moment of death, 

which is an essential stage of human life [5]. Research into 

the concept of dying well has included studies [6,7] involving 

senior citizens aged 65 years or older living in the community 

[6,7] or bereaved seniors [8], but no study in Korea has yet 

focused specifically on senior citizens who live alone.

An advance directive (AD) is a manifestation of an indi-

vidual’s right to self-determination to preserve his or her per-

sonal autonomy and dignity by documenting his or her desires 

regarding unwanted medical practices in case it is impossible 

for the individual to make his or her own decisions or express 

preferences related to medical treatment [9].

Older people often receive life-sustaining treatment irrespec-

tive of their own wishes due to the exacerbation of underlying 

conditions or a loss of decision-making capacity during the 

end-of-life period [10]. Chang et al. [11] reported cases in 

which medical treatment decisions or plans could not be made 

due to a lack of medical information on the patient’s condi-

tion, and some researchers noted that the awareness of ADs 

among the community-swelling elderly was low [12,13].

For most elderly people approaching the end of life, deci-

sions related to life-sustaining treatment or ADs are not made 

by themselves, but by their caregivers [14], who may face an 

ethical dilemma caused by disagreement with medical person-

nel on the initiation or discontinuation of life-sustaining treat-

ment [15]. Therefore, it is necessary for the elderly to make 

decisions that reflect their own values when their decision-

making capacity is intact and to complete ADs based on an 

independent determination of whether to consent to or refuse 

life-sustaining treatment [16].

An AD reflects an individual’s dignity and decision regard-

ing dying well; thus, it is necessary to investigate how many 

elderly living alone, many of whom are highly anxious about 

death due to their solitary living situation, have ADs. The lit-

erature on ADs among community-dwelling seniors is exten-

sive [3,12,17,18]; however, no previous studies focused on the 

elderly living alone.

Most elderly individuals hope to be fully in charge of making 

life-sustaining treatment decisions [3]. Although the percep-

tions and value of dying well among the elderly living alone 

should be given much consideration, the importance of per-

ceptions of dying well has been neglected, as death at an old 

age is considered a natural process or taken for granted by 

society. Therefore, it is necessary to investigate these percep-

tions among the elderly living alone in order to help them pre-

pare for dying well and make their own decisions about life-

sustaining treatment.

As the population of elderly people living alone in the com-

munity is increasing, we sought to identify the relationships 

between perceptions of dying well and attitudes and prefer-

ences regarding ADs among the elderly living alone in order to 

provide basic data for programs to help the elderly living alone 

make their own decisions while accepting and preparing for 

death.

2. Purpose 

This study aimed to obtain insights into the perceptions of 

dying well and attitudes and preferences regarding ADs among 

senior citizens (65 years or older) living alone in the commu-

nity. The specific objectives were as follows:

1) To characterize the perceptions of dying well among the 

participants.

2) To identify differences in perceptions of dying well ac-

cording to participants’ general characteristics.

3) To identify participants’ attitudes and preferences regard-

ing ADs.

METHODS

1. Study design

This descriptive research study aimed to identify the percep-

tions of dying well and attitudes and preferences regarding 

ADs among elderly individuals (aged 65 or older) living alone 

in the community.

2. Study participants

The participants in this study were 173 elderly people (aged 

65 years or older) living alone in Gwangju. They indicated that 

they understood the purpose of the study, had no communi-

cation problems, and voluntarily agreed to participate in the 

study. The inclusion criteria were as follows: 1) male or female 

seniors aged 65 years or older, 2) residents who lived alone (i.e., 

not with children or a spouse), and 3) seniors with adequate 
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Korean proficiency for reading and communication, who in-

dicated that they understood the study purpose and voluntarily 

agreed to participate in the study.

The size of the study sample was estimated using the 

G*Power 3.1.9 program. The power analysis was conducted 

using an alpha of 0.05, a power (1-β) of 0.80, and a me-

dium effect size of 0.50 for a two-tailed test. The desired total 

sample size for detecting differences between two groups was 

130. Considering a 30% dropout rate, the questionnaires were 

distributed to a total of 180 participants. Excluding seven par-

ticipants with insincere or incomplete responses, 173 question-

naires were used in the final analysis.

3. Research tool

1) Sociodemographic characteristics of participants

The sociodemographic characteristics of the participants 

were assessed with nine questions regarding age, sex, duration 

of living alone, religion, education level, subjective financial 

status, main source of income, subjective health status, and 

awareness of dying well. Financial status and health status 

were assessed in a subjective manner based on the respondents’ 

self-reporting. 

2) Perceptions of dying well

A tool developed by Schwartz et al. [19] and adapted by 

Jeong [20] was used in this study to assess perceptions of dying 

well. The tool has a total of 17 questions scored on a 4-point 

scale and consists of three subcategories: nine questions on 

closure, three questions on personal control, and five ques-

tions on clinical symptoms. The answers to each question were 

scored from 1 point (not important at all) to 4 points (very 

important), and higher scores indicated higher perceptions of 

dying well. The reliability of the tool evaluated using Cron-

bach’s α was 0.87 at the time of development and 0.83 in the 

current study.

3) Attitudes and preferences regarding ADs

The participants’ attitudes and preferences regarding ADs 

were assessed using a tool that was developed by Akabayashi 

et al. [21] and adapted by Yun [22] into a 13-item question-

naire with permission of the original authors after translation 

and expert validity testing.

The following items has responses of “yes/no/don’t know”: 

awareness of ADs; making medical treatment decisions in 

advance in the event of an unexpected situation; intention 

to complete an AD; complete an AD through a surrogate; 

consent to life-sustaining treatment; treatment methods for a 

painful, incurable, terminal illness; and provision of informa-

tion on the painful, incurable, terminal illness. The respondents 

were asked to choose all that applied among the given answer 

choices for reasons for consenting to ADs, content of ADs, 

and reasons for refusing ADs.

4. Data collection

Data were collected for approximately 3 months, from July 

1, 2019, to September 31, 2019, after receiving approval of 

the Institutional Review Board. The researchers visited 12 

senior centers and 10 welfare centers to explain the purpose 

and intention of the study. The study was conducted using a 

questionnaire to obtain self-reported data and the survey took 

about 25 minutes to complete. The completed questionnaires 

were collected in an envelope by the researchers and small gifts 

were provided to the participants.

5. Ethical considerations

This study was conducted after receiving approval from 

the Institutional Review Board of Mokpo National Univer-

sity (MNUIRB-20181030-SB-011-01). After explaining 

the purpose and method of the research, we obtained written 

informed consent from those who voluntarily chose to par-

ticipate in the study. We explained that they could voluntarily 

participate in or withdraw from the study without any disad-

vantage and that the collected data would be kept confidential, 

as they would be evaluated anonymously for statistical analy-

sis, and used for research purposes only. The collected data 

will be handled anonymously and stored in a locked cabinet 

for 3 years after the completion of the research report, after 

which all data will be shredded.

6. Data analysis

The statistical analysis of the collected data was conducted 

using SPSS for Windows version 23.0 (IBM Corp., Armonk, 

NY, USA).

1) The general characteristics, perceptions of dying well, and 
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attitudes and preferences regarding ADs were analyzed by de-

scriptive statistics including number, percentage, and mean and 

standard deviation.

2) Differences in perceptions of dying well according to par-

ticipants’ general characteristics were analyzed with the t-test 

and analysis of variance, and the Scheffé test was used for post 

hoc analysis.

RESULTS

1. General characteristics of the participants

The mean age of those surveyed was 74.67 years. There were 

121 women (69.9%) and 52 men (30.1%). The average dura-

tion of living alone was 10 years, and 53 respondents (38.7%) 

had lived alone for 1~5 years. There were 63 elementary 

school graduates (36.4%), and the financial status was moder-

ate for 104 respondents (60.1%). The main source of income 

was a private pension for 71 respondents (41.0%), followed by 

support from children for 49 (28.3%). A total of 130 people 

(75.1%) reported that they had not heard of the concept of 

dying well (Table 1).

2. Perceptions of dying well among participants

The mean score for participants’ perceptions of dying well 

was 3.02±0.42 points. Among the subcategories, the mean 

score for personal control was the highest with 3.06±0.64 

points, followed by 3.04±0.50 points for clinical symptoms 

and 3.00±0.64 points for closure. The item with the high-

est score was “the ability to communicate until the moment 

of death” for personal control, “to die naturally without rely-

ing on medical equipment” for clinical symptoms, and “to die 

peacefully” for closure (Table 2). 

3. Differences in perceptions of dying well according 

to participants’ general characteristics 

The mean score for perceptions of dying well in the elderly 

living alone was highest among those in their 60s (3.14±0.49 

points, F=3.49, P=0.032). The mean score for perceptions of 

Table 1. Characteristics of Participants (N=173).

Characteristics Categories n (%) Mean±SD

Age (yr) 60∼69 58 (33.5) 74.67±7.20

70∼79 69 (39.9)

≥80 46 (26.6)

Sex Male 52 (30.1)

Female 121 (69.9)

Duration of living  

alone (yr)

1∼5 67 (38.7) 10.02±8.71

6∼10 53 (30.7)

11∼20 36 (20.8)

≥21 17 (9.8)

Religion Yes 88 (50.9)

No 85 (49.1)

Education No formal education 42 (24.3)

Elementary school 63 (36.4)

Middle school 36 (20.8)

≥High school 32 (18.5)

Financial status High 4 (2.3)

Moderate 104 (60.1)

Low 65 (37.6)

Income Pension 71 (41.0)

Government support 43 (24.9)

Children’s support 49 (28.3)

Others 10 (5.8)

Health status Good 24 (13.9)

Moderate 106 (61.3)

Poor 43 (24.8)

Information about 

dying well

Yes 43 (24.9)

No 130 (75.1)

Table 2. Perceptions of Dying Well (N=173).

Items Mean±SD

Total 3.02±0.42

Personal control 3.06±0.64

   That the ability to communicate be present until death 3.13±0.72

   That there be control of bodily functions until death 3.10±0.75

   That there be mental alertness until the end 2.97±0.78

Clinical 3.04±0.50

   That it be painless or largely pain-free 3.16±0.69

   That it occur naturally, without technical equipment 3.18±0.79

   That the dying period be short 3.08±0.79

   That death occurs during sleep 3.03±0.91

   That it be sudden and unexpected 2.76±0.85

Closure 3.00±0.64

   That it be peaceful 3.49±0.69

   That loved ones be present 3.34±0.78

   That family and doctors follow the person’s wishes 3.04±0.74

   That the person’s spiritual needs be met 3.04±0.83

   That the person had an opportunity to say good-bye 3.01±0.85

   That the person be able to accept death 2.97±0.83

   That the person had a chance to complete important tasks 2.80±0.85

   That the person was able to remain at home 2.71±0.96

   That the person lived until a key event 2.67±0.85
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dying well was statistically significantly higher among high 

school graduates than those who did not have any formal 

education (3.23±0.29 points vs. 2.92±0.38 points, F=3.71, 

P=0.012) (Table 3).

4. Attitudes and preferences regarding ADs

1) Attitudes and preferences regarding ADs

Fifty-five of the participants (31.8%) reported they had 

heard of ADs, whereas 118 (68.2%) did not know the meaning 

of ADs or had never heard of them. A total of 133 participants 

(76.9%) reported that they agreed with the need to “put medi-

cal treatment decisions into writing in advance in the event of 

an unexpected illness or accident”, but only 76 (43.9%) said 

they were willing to complete ADs. Eighty-three participants 

(48.0%) agreed that they would complete an AD through a 

surrogate, 106 respondents (61.3%) reported that they would 

“refuse life-sustaining treatment other than pain manage-

ment when there is no hope for recovery and facing imminent 

death”, and 45 respondents (26.0%) stated that “they would 

undergo life-sustaining treatment irrespective of pain”. Eighty-

five respondents (49.1%) indicated that “they would want to 

have all the information on the symptoms and progression of a 

disease when there is no hope for recovery and death is immi-

nent”, whereas 78 (45.1%) reported “they would not want full 

disclosure” (Table 4).

2) Reasons for consenting to ADs and content of ADs 

The number of people who were in favor of completing an 

AD was 133, and the most common reason was “not to bur-

den families with end-of-life decisions”, as indicated by 108 

respondents (82.1%), which was followed by “due to the pos-

sibility of differences in opinions between themselves and the 

Table 3. Perceptions of Dying Well by General Characteristics (N=173).

Characteristics Categories
Perceptions of dying well

Mean±SD t or F P (Scheffé)

Age (yr) 60∼69 3.14±0.49 3.49 0.032

70∼79 2.96±0.38

≥80 2.97±0.36

Sex Male 2.98±0.31 -1.15 0.250

Female 3.05±0.46

Duration of living alone (yr) 1∼5 3.06±0.35 0.46 0.707

6∼10 3.03±0.35

11∼20 2.97±0.53

≥21 2.97±0.59

Religion Yes 3.03±0.42 0.12 0.908

No 3.02±0.42

Education No formal educationa 2.92±0.38 3.71 0.012

Elementary school 3.02±0.41 (a＜b)

Middle school 2.97±0.53

≥High schoolb 3.23±0.29

Financial status High 2.88±0.18 0.69 0.500

Moderate 3.05±0.44

Low 2.99±0.39

Income Pension 3.12±0.50 2.30 0.079

Government support 2.98±0.24

Children’s support 2.93±0.39

Others 2.96±0.49

Health status Good 3.08±0.52 0.39 0.681

Moderate 3.03±0.42

Poor 2.99±0.36

Information about dying well Yes 3.10±0.31 1.58 0.117

No 3.00±0.45
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other family members” in 105 (78.9%) and “due to the aware-

ness of the risk of losing decision-making capacity in the event 

of an unexpected accident or serious illness” in 101 (75.9%). 

The content that respondents wanted to include in ADs was 

“decisions on pain management such as the use of painkill-

ers in terminal stages” in 104 (78.1%), followed by “decisions 

on whether to received life-sustaining treatment in the case 

of becoming terminally ill” in 103 (77.4%) and “end-of-life 

treatment decisions” in 92 (69.1%) (Table 5).

3) Reasons for refusing ADs 

Participants were opposed to completing ADs because they 

expected “their family members to make decisions instead” (32 

participants, 80.0%) and that “their physicians will make deci-
Table 4. Advance Directives and Perceptions of Dying Well (N=173).

Characteristics Categories n (%)

Awareness regarding ADs Know about ADs 55 (31.8)

Not heard of ADs 118 (68.2)

Preference for ADs Agree 133 (76.9)

Disagree 40 (23.1)

Intention to complete an AD Yes 76 (43.9)

No 97 (56.1)

Would allow a surrogate to 

complete an AD

Yes 83 (48.0)

No 90 (52.0)

Preferred treatment if there is  

no hope of recovery

Life-sustaining treatment 45 (26.0)

Pain management 106 (61.3)

Unknown 22 (12.7)

Preference for information 

disclosure

To disclose information 85 (49.1)

Not to disclose information 78 (45.1)

Unknown 10 (5.8)

ADs: advance directives.

Table 5. Reasons for Completing an Advance Directives and Content to be Included (N=133). 

Reasons n (%)*

I hope to not burden my family with end-of-life decisions 108 (82.1)

There may be differences in opinions between family members 105 (78.9)

I am aware that I could possibly lose my decision-making power as a result of becoming seriously ill or injured 101 (75.9)

I want to undergo the treatment of my choice 99 (74.4)

I want to decide for myself 89 (66.9)

I want to seriously consider my end-of-life decisions 79 (59.3)

An acquaintance has spoken about this issue 45 (33.8)

This issue has become a topic in the mass media 41 (30.8)

I want to make known my wishes regarding being a donor 39 (29.3)

I do not trust the current medical profession 25 (18.7)

Content n (%)*

Treatment-related decisions regarding pain during terminal stages (e.g. whether or not you wish to be treated with painkillers) 104 (78.1)

Treatment-related decisions in the case of becoming terminally ill (e.g. whether or not you wish to receive life-extending treatment) 103 (77.4)

Treatment-related decisions regarding end-of-life decisions (e.g. whether you would like to die in the hospital) 92 (69.1)

Whether or not you would like to be informed of your diagnosis and prognosis (e.g. whether or not you would like all information to be 

directly disclosed to you)

90 (67.6)

Treatment-related decisions in the case of brain death or long-term comatose status 83 (62.4)

Expressing whether or not you would like to be a donor for transplantation 67 (50.3)

Expressing whether or not you would like to donate your body for educational purposes 38 (28.5)

*Multiple responses.

Table 6. Reasons for Refusing to Complete an Advance Directive (N=40).

Reasons n (%)*

My family will make such decisions when the time is needed 32 (80.0)

My physician will make such decisions when the time is 

needed

24 (60.0)

I do not want to think that I will eventually die or lose my 

memory

22 (55.0)

It is impossible to think of such decisions as it is impossible  

to imagine oneself in such a situation

20 (50.0)

I am currently healthy and there is no need to consider  

such decisions

17 (42.5)

I feel that I will never be in situation where I would need an AD 14 (35.0)

I have no information about ADs 13 (32.5)

At my present age, there is no need to consider such decisions 6 (15.0)

* Multiple responses.
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sions instead” (24 participants, 60.0%), while 22 participants 

(55.0%) said they did not want to think about losing their 

cognitive capacity or eventually dying (Table 6).

DISCUSSION

We conducted this study to establish basic data for the de-

velopment of interventions to help the elderly aged 65 years or 

older living alone in the community prepare for dying well by 

identifying their attitudes and preferences regarding ADs. Here, 

we provide a further discussion based on our findings.

The majority of the study participants (75.1%) had not heard 

of the concept of dying well, and 68.2% stated that they had 

not heard about ADs, which indicates a lower level of per-

ceptions of ADs among the elderly living alone in the present 

study than among community-dwelling seniors in a previous 

study, for whom the corresponding percentage was 34.5% [23]. 

This can be attributed to social isolation, which is a general 

characteristic of seniors living alone, and the lack of com-

munication resulting from inevitable isolation due to the death 

of their spouses and their children’s independence. In order to 

raise awareness of dying well and ADs, an environment should 

be created where these concepts are naturally introduced 

through activities such as household visits and media coverage.

In the current study, we found that dying well was perceived 

among the participants as communicating well (i.e., without 

assistance) with their loved ones until the end of life and fac-

ing a peaceful death without relying on mechanical devices. A 

previous study also reported that dying well was considered as 

a comfortable death and maintaining consciousness until the 

moment of death among elderly individuals living alone after 

the death of a spouse [8], and seniors aged 65 years or over 

living in a nursing home were found to consider death as a law 

of nature [24]. These findings seem to indicate that older peo-

ple do not want to passively wait for death, but instead wish 

to spend the rest of the time with loved ones and reflect on life, 

preparing for a happy closure. Among the subcategories used 

to assess the perception of dying well, personal control had 

the highest score, followed by clinical symptoms and closure. 

Personal control refers to an individual’s capacity to stay con-

scious until the last moment, to communicate with others, and 

to control one’s physical functions [19]. In a previous study 

involving senior citizens aged 65 years or older living in the 

community, the seniors also expressed their desire to maintain 

personal control until the moment of death [25]. Therefore, it 

appears that the elderly wish to maintain personal control until 

they die. By contrast, other studies showed that closure may be 

more valued among seniors [26], and clinical symptoms may 

be more appreciated among elderly nursing home residents 

[27]. Judging from these reports, perceptions of dying well 

seem to depend on the presence of a disease or an individual’s 

beliefs, living circumstances, culture, and financial status.

Perceptions of dying well were associated with age and edu-

cation. This may be because aging negatively affects an indi-

vidual’s understanding of the term “dying well” and restricts 

access to medical information, whereas relatively younger 

people have more opportunity to access education or infor-

mation on death and thus are more likely to think about dying 

well. In terms of education, high school graduates and above 

had significantly higher perceptions of dying well than those 

who had no formal education. This may be because higher 

education levels correspond to a better ability to understand 

and use information on dying well. Therefore, it is advised to 

review the content and methods of education on dying well in 

order to evaluate the practicality of current educational ma-

terials and to develop appropriate educational programs and 

systematic application methods with due consideration of age 

and educational background by moving away from the current 

one-size-fits-all approach. In a prior study, elderly people 

living alone were found to have a considerable fear of pain-

ful death [28]. Therefore, positively changing the perceptions 

of dying well among the elderly living alone according to their 

age or education level will allow them to have dying well and 

increase the likelihood of a comfortable end-of-life experi-

ence.

In our survey on attitudes and preferences regarding ADs, 

68.2% of those surveyed stated that they had never heard of 

ADs. This finding is line with previous studies, which dem-

onstrated a lack of awareness of ADs among seniors living 

in the community [12] and institutionalized seniors [13], and 

another study showing that seniors residing in a nursing home 

avoided talking about death [24]. These findings are testament 

to the fact that those who should express their right to self-

determination regarding unwanted treatment do not have suf-
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ficient education and support to do so. Recently, various me-

dia outlets have expanded their coverage on death, including 

issues such as death with dignity and discontinuation of life-

sustaining treatment, and interest in death has also grown in 

society as a whole; nonetheless, more aggressive education and 

awareness- raising initiatives are needed regarding ADs among 

the elderly living alone. Education that takes into account the 

individual characteristics of the elderly living alone should be 

provided to help them understand the meaning and necessity 

of ADs from their perspective and then to make independent 

end-of-life treatment decisions before they actually engage in 

completing ADs.

Among the questions on attitudes and preferences regard-

ing ADs, 76.9% of the participants agreed with the idea that 

“they should express their opinions on medical treatment in 

advance in case they lose decision-making capacity in unex-

pected circumstances”, but only 43.9% reported they intended 

to complete ADs. In a prior study of community-dwelling 

senior citizens, 86.7% reported being willing to complete ADs 

after receiving a sufficient explanation of the document [28]. 

Despite low levels of awareness, attitudes toward ADs seem 

to change positively after individuals receive an explanation 

about the need for ADs, which underscores the need to pro-

vide education on ADs. In the same vein, a previous study of 

institutionalized seniors demonstrated that perceptions of ADs 

influenced their intention to complete ADs [18]. Therefore, it 

is thought that if the value of ADs is well established among 

the elderly by providing information or education with an ap-

propriate consideration their level of understanding, it may 

be possible to reduce confusion and difficulty associated with 

ADs.

When asked which treatment they would opt for when there 

is no hope for recovery from a disease inflicting severe pain 

and death is imminent, 61.3% of the participants stated that 

they would only wish to undergo treatment for controlling 

pain, not life-sustaining treatment. Several previous studies 

also showed that seniors living in a community were against 

life-sustaining treatment [4,7,17,23]. Instead of the prolonga-

tion of painful life caused by meaningless life-sustaining treat-

ment for intractable diseases, they seemed to wish to die with 

dignity. Furthermore, they appeared to have a positive view of 

their right to self-determination and the choice to withdraw 

life-sustaining medical treatment.

As for whether participants wanted information on their 

prognosis when severe pain is present, there is no hope for 

recovery, and death is imminent, 49.1% reported that they 

would want to be fully informed of their symptoms and prog-

nosis. In a study of community-dwelling senior citizens, 80.5% 

wanted information related to their symptoms and prognosis 

[23]. These findings indicate older people have a strong will 

to be aware of what will happen to their body based on ac-

curate information and to dictate specifically their preferences 

regarding the suspension of meaningless life-sustaining treat-

ment or death. Otte et al. [29] suggested that medical person-

nel should regularly verify ADs written when patients were 

healthy, depending on the progress of the underlying disease or 

overall health condition. This could be understood as an effort 

to allow patients to face dying well with dignity by exercising 

their right to self-determination. Given the rapid increase in 

aging of the population and the prevalence of chronic diseases, 

interest in ADs and awareness-raising programs about ADs 

are essential in various fields, including public health, medi-

cine, welfare, and culture.

Among the reasons for which participants agreed to state 

their preferences for medical treatment in advance in case they 

are unable to make decisions in unexpected situations, “I do 

not want to burden families with treatment decisions” was the 

most commonly cited reason. In a previous study, communi-

ty-dwelling senior citizens were in favor of ADs for the same 

reason [23], and a similar finding was confirmed in another 

study of community-dwelling elderly participants, who stated 

they did not want to burden other people [21]. Likewise, se-

niors seem to think that decisions related to end-of-life care 

should be made by themselves [3]. We believe that articulating 

medical treatment decisions through ADs will reduce conflict 

and anxiety among family members and disagreement among 

medical personnel by enabling them to proceed with treatment 

according to patients’ stated wishes. The content that the re-

spondents most wanted to include in the ADs was “decisions 

on pain management such as the use of painkillers in a termi-

nal condition”, followed by “decisions on whether to receive 

life-sustaining treatment in a terminal condition”.

Among the reasons for opposition to put decisions related 

to medical treatment in writing in advance in case they lose 
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decision-making capacity in an unexpected situation, “family 

members will decide in such a situation” was the most com-

mon reason. This is consistent with the results of previous 

studies among community-dwelling seniors [21,23], and in 

another study, seniors aged 65 years or older indicated that 

they wanted their children to complete ADs [24]. Based on 

these results, it appears that seniors become anxious about 

death as they undergo repeated medical treatments, have 

worsening symptoms, and approach closer to death, and 

they tend to depend on family members or medical person-

nel regarding the end-of-life treatment decisions. Moreover, 

these findings also reflect the reality of the elderly; specifically, 

they do not think about the last moments of their lives de-

spite needing to confront life-and-death issues independently, 

and they lack sufficient information on ADs. Considering 

that people who completed ADs showed higher acceptance 

of death [30], healthy elderly people will also be able to re-

lieve family members or caregivers of the guilt or burden of 

decision-making by completed ADs on medical treatment 

decisions according to their own wishes and values after ap-

propriate education. Furthermore, medical personnel should 

be able to provide sufficient explanations when their patients 

are engaging in the decision-making process, as they play an 

important role of accompanying their patients all the way to 

the deathbed.

In this study, we demonstrated the necessity of continuing 

to provide education on ADs based on a sufficient knowl-

edge and understanding of characteristics of the elderly living 

alone to ensure accurate recognition of and judgments about 

ADs among this population. Furthermore, it is also essential to 

manage and support the decision-making process related to 

death with dignity to ensure that the families are involved in 

the process, as well as the elderly who reflect on their life and 

make decisions based on their wills and beliefs. In order for the 

elderly living alone to spend the rest of their life meaningfully 

and to make dignified and voluntary decisions for ADs, society 

must take the responsibility of creating a culture of dying well, 

providing professional education and awareness-raising ini-

tiatives regarding ADs, and verifying individuals’ intention to 

complete ADs.

Preparing for death in old age is a chief major in life and also 

a prerequisite for successful aging. To popularize ADs based 

on their ethical basis, and thereby to facilitate dying well for 

the elderly living alone, it is necessary to devise education and 

counseling programs that take into account individuals’ level 

of education and understanding. The elderly will then be able 

to rethink their goals and priorities in life, spend the rest of 

their lives meaningfully, and take the initiative regarding future 

health plans, all of which will contribute to an improved qual-

ity of life and death with dignity.

This study has some limitations. First, the study participants 

were elderly people living alone who visited a local senior cen-

ter and a welfare center located in the community, and 69.9% 

of them were women; thus, caution is needed to generalize the 

results to the entire elderly population living alone. Second, the 

financial status and health conditions of the participants were 

subjectively identified, and an objective assessment was not 

possible. In particular, considering that health conditions have 

a significant impact on perceptions of dying well and attitudes 

and preferences regarding ADs, further research should objec-

tively evaluate the health conditions of the elderly living alone. 

Third, the tool used to assess attitudes and preferences regard-

ing ADs has proven expert validity, but each question has 

multiple responses or “yes/no/don’t know” answer choices, 

which limited the analysis of the relationships of attitudes and 

preferences regarding ADs with perceptions of death. It is nec-

essary to develop reliable tools that enable distinct assessments 

of attitudes toward and preferences for ADs in the future.

Despite these limitations, this study is significant in that it has 

practical and policy implications based on the identification 

of perceptions of dying well among elderly individuals living 

alone in the community and their attitudes and preferences re-

garding ADs.

CONFLICT OF INTEREST

No potential conflict of interest relevant to this article was 

reported.

ORCID

Eun-Jin Ryu, https://orcid.org/0000-0003-0958-8501

So-Eun Choi, https://orcid.org/0000-0003-4805-3446



Eun-Jin Ryu and So-Eun Choi 

250 www.kjhpc.org https://doi.org/10.14475/kjhpc.2020.23.4.241

AUTHOR’S CONTRIBUTIONS

Concept, definition of intellectual content: EJR. Literature 

search: EJR, SEC. Formal analysis: SEC. Manuscript draft 

preparation: EJR. Manuscript editing, review and Final prepa-

ration: EJR, SEC.

SUPPLEMENTARY MATERIALS

Supplementary materials can be found via https://doi.

org/10.14475/kjhpc.2020.23.4.241.

REFERENCES

1. Ng N, Santosa A, Weinehall L, Malmberg G. Living alone and mortality among older people in västerbotten county in sweden: a survey and 

register-based longitudinal study. BMC Geriatr 2020;20:7.

2. Kim YS. The study of the impact of the family type on the health promoting behavior and physical and mental health of elderly people. 

Health Soc Welf Rev 2014;34:400-29.

3. Smith J, Borchelt M, Maier H, Jopp D. Health and well-being in the young, old and oldest old. J Soc Issues 2002;58:715-32.

4. Proulx K, Jacelon C. Dying with dignity: the good patient versus the good death. Am J Hosp Palliat Med 21:116-20.

5. Min DL, Cho EH. Concept analysis of good death in the Korean community. J Korean Gerontol Nurs 2017;19:28-38.

6. Lee MS, Kim YJ. Good death recognized by the elderly. J Korea Contents Association 2013;13:283-99.

7. Han NY, Park EW, Cheong YS, Yoo SM, Yoon HJ. Perception of a good death in the elderly. Korean J Fam Med 2002;23:769-77.

8. Yoo YS. A phenomenological study on the good death recognized by the bereaved elderly. J Community Welf 2017;62:1-31.

9. Brinkman-Stoppelenburg A, Rietjens JA, van der Heide A. The effects of advance care planning on end-of-life care: A systematic review. 

Palliat Med 2014;28:1000-25. 

10. Zaros MC, Curtis JR, Silveira MJ, Elmore JG. Opportunity lost: end ofälife discussions in cancer patients who die in the hospital. J Hos Med 

2013;8:334-40.

11. Chang WK, Ahn KJ, Kim MY, Kim YR, Han YJ. The role of a patient’s family when the withdrawal of life-sustaining treatment is expected: a 

narrative analysis. Korean J Med Ethics 2015;18:172-89.

12. Hong SW, Kim SM. Knowledge regarding advance directives among community-dwelling elderly. J Korean Acad Soc Nurs Edu 2013;19:330-

40. 

13. Park J, Song JA. Knowledge, experience and preference on advance directives among community and facility dwelling elderly. J Korean 

Gerontol Soc 2013;33:581-600.

14. Ryu GH. Consideration on the life-sustaining treatment decision system. Legal Theory Prac Rev 2019;7:191-211.

15. Flannery L, Ramjan LM, Peters K. End-of-life decisions in the Intensive Care Unit (ICU) - Exploring the experiences of ICU nurses and doc-

tors - A critical literature review. Aust Criti Care 2016;29:97-103.

16. Lee SB. Issues and tasks of the sog. well-dying act. Kookmin Law Rev 2017; 29:311-40.

17. Kim HS, Shin SR. The influence of social support among community dwelling elderly and their attitude towards the withdrawal of life-sus-

taining treatment : a mediating effect of self-esteem. Korean J Adult Nurs 2017;29:373-81.

18. Kim MS, Gang MH, Kim YO. Completion and related factors of advance directives in old adults. J Korea Contents Association 2018;18:240-7.

19. Schwartz CE, Mazor K, Rogers J, Ma Y, Reed G. Validation of a new measure of concept of a good death. J Palliat Med 2003;6:575-84.

20. Jeong HS. Recognition towards good death among physicians and nurses in an area ［master´s thesis]. Busan: Catholic Univ. of Pusan.; 

2010. Korean.

21. Akabayashi A, Slingsby BT, Kai I. Perspectives on advance directives in Japanese society: A population-based questionnaire survey. BMC 

med ethics 2003;4:E5.

22. Yun ES. Knowledge, experience, attitudes and preferences toward advance directives among patients and their family members who are 

visiting the general hospital [master’s thesis]. Seoul: Hanyang Univ.; 2009. Korean.

23. Jeong EO. Local community seniors’ attitude toward and preference of advance directives [master´s thesis]. Seoul: Chung-Ang Univ.; 

2018. Korean.

24. Lee HT, Dai YT, Cheng SC, Hu WY. Chang M. Cultural perspectives of older nursing home residents regarding signing their own DNR direc-

tives in Eastern Taiwan: a qualitative pilot study. BMC Palliat Care 2016;15:45.

25. Kim CG. Factors influencing perception of good death among the community-dwelling elderly. Korean J Hosp Palliat Care 2014;17:151-60.

26. Kim MH, Kwon KJ, Lim YO. Study on ‘good death’ that Korean aged people recognize- blessed death -. Korean J Soc Welf 2004;56:195-213.

27. Kim EJ, Lee YJ. Good death awareness, attitudes toward advance directives and preferences for care near the end of life among hospitalized 

elders in long-term care hospitals. J Korean Acad Fundam Nurs 2019;26:197-209.

https://doi.org/10.14475/kjhpc.2020.23.4.241
https://doi.org/10.14475/kjhpc.2020.23.4.241


Advance Directives among Elderly Living Alone

251Vol. 23 • No. 4 • December 2020 www.kjhpc.org

28. Kwon YE, Kim SY. Factors influencing the death anxiety of the elderly living alone. J Korea Academia-Industrial coop Soc 2016;17:262-9. 

29. Otte IC, Elger B, Jung C, Bally KW. The utility of standardized advance directives: the general practitioners’ perspective. Med Health Care 

Philos 2016;19:199-206.

30. Lynn T, Curtis A, Lagerwey MD. Association between attitude toward death and completion of advance directives. Omega (Westport) 

2016;74:193-211.


