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Abstract

Background: Confinement during the COVID-19 pandemic has placed great stress on older adults, which may be
affecting their quality of life. Thus, this study aims to describe the changes in mental and physical health, isolation
and loneliness, residence and socioeconomic resources in a national cohort of Chilean older adults before and
during the COVID-19 outbreak. It also analyzes the changes in depressive symptoms by changes in the other
quality of life indicators before and during the COVID-19 outbreak. Possible methodological biases of telephone
surveys in older adults living in non-developed countries are also discussed.

Methods: Between June and September 2020, a random subsample of 720 people who had participated in the
face-to-face V National Survey on Quality of Life in Older Adults in Chile conducted at the end of 2019 was
followed up by telephone. Descriptive bivariate analyses were performed using t-test and non-parametric tests for
independent variables, comparing the baseline sample with the current 2020 follow-up sample during the peak of
the pandemic outbreak in Latin America. Furthermore, descriptive bivariate analysis through t-test and non-
parametric test for paired samples compared the follow-up subsample at baseline with the not-included sample,
examining possible biases of the telephone interview compared with the face-to-face interview.

Results: In the panel, there was no variation in self-rated health. The health symptoms that worsened were
memory, stomach, and mood problems. Depressive symptoms and anxiety increased; similarly, smartphone users,
social contacts, intergenerational co-residence and resilience increased. The telephone follow-up sample had a
higher educational level and greater smartphone use than those not included in the subsample.

Conclusions: Although some physical and mental health indicators have worsened during the pandemic, older
adults mobilized resources that could allow them to maintain their quality of life, such as improved resilience. Thus,
these findings can guide future research and the development of efficient strategies to improve these resources
among older adults to ensure wellbeing.

Keywords: COVID-19, Confinement, depressive symptoms, resilience, connectedness, loneliness, Health problems,
Smartphone
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Introduction
Chile is a middle-developed Latin American country that
has a rapidly aging population. In 2019, the population
aged 65 and above was more than 2,260,222 people, cor-
responding to 11.9% of the Chilean population. By 2035,
this group is projected to reach 18.9% of the population,
surpassing the population aged 0–14 years by 16.1% [1].
Villalobos et al. [2] summarized the key events of the

COVID-19 pandemic in Chile up to June 2020. The first
confirmed case of COVID-19 was on March 3, 2020,
and 15 days later, a state of constitutional exception was
declared due to the national catastrophe. This gave the
government the power to restrict freedom of movement
and association, thereby establishing a mandatory home
quarantine for people older than 80 years (changed to
75 years on May 15) through the restriction of visits to
long-term care centers and the closing of all daily cen-
ters, clubs, and organizations for older adults. Many
health checks, scheduled procedures, and surgeries were
also restricted and suspended. A dynamic quarantine
system was established, based on sanitary criteria,
with a special permit needed for food and other be-
longings to be supplied to older adults, although this
was restricted to only twice a week in some areas. By
the end of October 2020, half a million of Chilean
people had been infected, and almost fourteen thou-
sand people had died from COVID-19 (https://paho-
covid19-response-who.hub.arcgis.com/).
Media channels pointed out that older adults would be

the most affected by the pandemic, not only because
they are the group with the highest mortality risk from
the disease [3], but also because of the conditions of
forced or voluntary confinement, which would have
physical and mental health consequences [4, 5]. For ex-
ample, confinement restrictions were the main stressful
event mentioned in an online survey of 825 U.S. adults
aged 60 years and older [6].
Some studies conducted during the COVID-19 pan-

demic have reported worsening quality of life indicators
among older adults. In a cross-sectional survey con-
ducted in Italy, France, and Spain, Arpino et al. [7]
found that approximately 50% of individuals aged 50+
felt sad or depressed more often than usual during the
lockdown. Furthermore, in a panel study of a Dutch
older sample, Van Tilburg et al. [8] found that social and
emotional loneliness increased during a seven-month
period that began before the pandemic and ended during
confinement due to COVID-19. They also found an in-
crease in depression and anxiety. Similarly, Krendl and
Perry [9] found that older adults had higher levels of de-
pression and loneliness during the COVID-19 outbreak
than before the pandemic, according to a follow-up
study of older adults in the United States. Furthermore,
perceived closeness to network members, but not social

engagement, moderated the relationship between loneli-
ness and depression.
However, other studies have found no significant

changes in the wellbeing of older adults during the pan-
demic. To illustrate, Whitehead and Torossian [6] found
no correlation between confinement, as one of the most
stressful events of the pandemic, and three indicators of
psychological wellbeing: perceived stress, negative affect,
and positive affect. Kivi et al. [10] concluded that
COVID-19 had exerted few adverse effects on wellbeing
among older adults in Sweden. Instead, most people
rated their wellbeing just as high or even higher than
they did in previous years.
Studies have found that for the population aged 75

years and above, the lockdown can also have conse-
quences on their image, intensifying the occurrence of
ageism [11–15] . Furthermore, during the confinement
period, older adults were restricted from actively partici-
pating in various aspects of everyday life, such as
through working and other means of contributing to so-
ciety, thus highlighting older adults’ view as being an in-
active segment of society in need of help. In summary,
many studies show the risks of ageism on the wellbeing
and health of older adults [15–17].
In a literature review, Tripathy [18] noted a scarcity of

research articles focused on older adults. The concern
for older adults’ mental health during the pandemic has
been mostly expressed in letters to health journal edi-
tors. Furthermore, most studies monitoring mental
health indicators during the pandemic have been con-
ducted with the younger population and have used on-
line surveys [19–21]. Although some research has
included older populations, the majority have been
cross-sectional or longitudinal studies that began during
the pandemic [7, 22–24].
In this context, the present study aims to monitor

some quality of life indicators in a representative na-
tional cohort of older adults in Chile from during and
before the pandemic COVID-19.
The first contribution of the present study is the longi-

tudinal (panel) design with a baseline measure just be-
fore the pandemic in Chile. To date, our research team
found only four published studies explicitly conducted
with older adults based on a panel sample with a base-
line before the pandemic [8–10, 25]. Like the present
study, the variables included social networks, loneliness,
anxiety, depression, self-rated health, and financial satis-
faction. Nevertheless, they were placed only in developed
countries.
So, the second major novelty of the present study is

that it is the first to report comparative results using a
set of quality of life indicators in a national panel sample
of older adults in a Latin American middle-income
country as Chile.
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The third contribution would be to discuss possible
methodological biases of telephone surveys in older
adults living in non-developed.

Methods
Participants
This study is based on data from the V National Survey
on Quality of Life in Older Adults (Quality of Life Survey
- QLS) and the COVID-19 Panel Survey. The first survey
was conducted face-to-face with a representative sample
of 2132 60-year-old adults living in the community during
November 28, 2019, and January 19, 2020. The respon-
dents were selected by systematic randomization of
blocks, private dwellings, and older adults inside their se-
lected dwellings. Furthermore, people over 80 years were
oversampled through compulsory inclusion if they lived in
the selected dwellings. The study only included people
who were not suspected of having cognitive deterioration
screened with the Mini-Cog [26, 27].
A computer-assisted standardized telephone interview

was used to administer the COVID-19 Panel Survey to a
random sample of 721 older adults (60+ years) selected
from the cases that participated in the first wave of the
QLS in 2019. The sampling frame included participants
with valid telephone numbers who agreed to be inter-
viewed again (69.09% of the total sample). Furthermore,
individuals living alone in 2019 were included in the se-
lected sample (16.90% of the sampling frame). The
COVID-19 sample was selected by utilizing systematic
random sampling from the eligible cases remaining, or-
dered by gender and age. The COVID-19 Panel Survey
would include two additional waves from October to
December 2020 and January to March 2021.
All respondents gave their informed consent. The pro-

ject was subject to ethical review at all stages and was
approved by the Ethical Committee of the Pontificia
Universidad Católica de Chile (ID Protocol: 200514003,
May 27, 2020).

Measures
Physical and mental health measures
Self-rated health was evaluated with the following ques-
tion: Do you consider your health: Excellent, good, regu-
lar, or bad? which was dichotomized into bad/regular
and excellent/good.
Since 2007, the QLS has regularly measured thirteen

health symptoms in Chile: back pain, knees, hips, or
other joint pains; choking when walking or chest pain;
persistent cough or shortness of breath; headache; mem-
ory problems; swollen legs; fall or fracture; dizziness or
fainting; stomach or bowel problems including constipa-
tion, gas, and diarrhea; incontinence or involuntary loss
of urine; feeling down; alcohol abuse; and illicit drug use
[28]. Thus, it is considered a valid measure and was

utilized in the current study to measure older adults’
health symptoms.
The Patient Health Questionnaire (PHQ-9) for depres-

sive symptoms [29] consisted of nine items that were
scored as follows: 0 = never, 1 = several days, 2 =more
than half of the days, 3 = almost every day; the total scores
ranged from 0 to 27. This questionnaire has been vali-
dated in Chile in a sample of adults from primary care
centers [30]. It has shown high internal consistency, sig-
nificant factor loadings, 80% sensitivity, and 77% specifi-
city for a cut-off score of 7 for major depressive disorder.
The Geriatric Anxiety Inventory - Short Form (GAI-

SF) [31] was composed of five dichotomous items, which
ranged on a scale from 0 to 5, with a suggested cut off
point of > = 3 for the detection of anxiety, a sensitivity of
75%, and a specificity of 87 and 86% for correctly classi-
fied individuals; Cronbach’s alpha was 0.81 for this scale.
The Brief Resilient Coping Scale (BRCS) had four

items with five response alternatives, ranging from 0 to
16 [32]. It has already been adapted and validated in
Spain’s older adult population [33], and has shown ad-
equate internal consistency and positive correlations
with coping resources and psychological wellbeing.

Social and economic measures
The Abbreviated Brief Lubben Social Network Scale for
isolation LSNS-6 is an instrument designed to measure
social isolation in older adults, based on the amount and
frequency of social contact they have with their family
and friends and the perception of social support and
closeness received from these sources. It consists of six
Likert-type questions with six response options ranging
from 0 = none to 5 = nine or more. So, the range is from
0 (total isolation) to 30 (no isolation). The scale demon-
strated high internal consistency levels, stable factor
structures, and high correlations with criterion variables;
score less than 12 indicates social isolation [34].
The revised UCLA Three-Item Loneliness Scale [35]

had three items with three possible responses from 0 =
hardly ever, 1 = some of the time, or 2 = often, with total
scores ranged between 0 and 6. As the scale is positively
skewed, it was dichotomized in those who reported never
being lonely (score of 3) and those who reported being
lonely some or all of the time (scores greater than 3) [36].
For the family structure, questions were asked to de-

termine if the respondents lived alone or together with
others, and if they lived with their children and/or
grandchildren.
To determine whether participants were smartphone

users, we inferred the response from the questions about
the respondent’s activities via their mobile phone: chat,
video calls, information search, and online procedures. If
the respondent participated in at least one of these activ-
ities, they were codified as a smartphone user.
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For working, the question was “during the last month
and not counting housework at home, have you done
any paid work, even for a few hours?” (yes/no). For the
perception of income sufficiency, the following question
was asked: Is the money that you have enough to satisfy
your needs? with options for answers including Yes,
more than enough; Yes, just enough; or No.

Socio-demographic variables
Socio-demographic variables included gender, age (60–
74 or 75 and over), education (primary: eight or fewer
years of education, secondary: from nine to 12 years of
education, higher: at least 1 year of university or profes-
sional studies), marital status (single, married/cohabitant,
separated/divorced, widowed).

Statistical analyses
The first analysis included a comparison of the COVID-
19 sample before the pandemic (November 2019–Janu-
ary 2020) and during the peak of the first wave of
COVID-19 in Chile (June–September 2020). All vari-
ables likely to vary between the two waves were in-
cluded, excluding variables relatively fixed in time such
as gender, age, marital status, and educational level. A
detailed analysis of the differences in each of the items
of the scales was also conducted. Paired t-tests of means
were used for the scales and paired non-parametric tests
for the dichotomous variables. Stata 14.2 software was
used to conduct all analyses.
To jointly analyze how these changes affect the quality

of life of older adults, change variables were calculated
on the measured scales (for each individual, it was calcu-
lated as the value of a variable during the pandemic
minus the value of the same variable before the pan-
demic). A multiple regression model was calculated on
the changes in depressive symptoms, predicted by
changes in the scales of resilience, isolation, loneliness
and sum of health problems.
The final analysis included a comparison of the base-

line data for the COVID-19 sample with two other sam-
ples: i) the cases not selected for this COVID-19 study
(QLS 2019/1 sample), either because they did not have a
valid telephone number to be able to contact them or
because we determined that we would have a sufficient
sample size without including them; ii) the selected cases
that could not be contacted or who refused to partici-
pate in the study (QLS 2019/2 sample). This analysis
allowed us to infer possible biases of a telephone survey
administered in a country where approximately half of
older adults have complete or incomplete primary edu-
cation. The statistical differences between these three
samples were tested by conducting a t-test of means and
a z-test of proportions for independent samples.

Results
Main differences in quality of life indicators before and
during the COVID-19 outbreak
Table 1 and Table 2 compare the differences over time
observed in the COVID-19 sample before the pandemic
and during the first confinement peak in Chile. Table 1
includes the physical and mental indicators, and Table 2,
the social and economic indicators.
There were no statistically significant changes in the

global health indicators: self-rated health and sum of
health symptoms. However, there were several changes
in specific health problems. For example, memory prob-
lems increased from 27.06 to 38.19%; stomach problems
increased from 21.44 to 33.47%; feeling down increased
from 34.50 to 44.58%. The percentages of people newly
reporting these problems were 22.47, 23.15, and 24.58%,
respectively (results not shown).
It should be noted that four health symptoms im-

proved: participants reported fewer falls or fractures at
follow-up (10.05 and 3.74% at baseline and follow-up, re-
spectively), fewer headache (from 34.91 to 29.26%), less
dizziness (from 16.64 to 12.48%), and fewer swollen legs
(from 33.70 to 20.80%). The latter result may be due to
seasonal changes in both surveys, since the first was
done in summer and the second in winter. Reports of
urinary incontinence, alcohol abuse and illicit drug use
increased at follow-up, but the result could be due to a
sensitive question effect, given that the first survey was
conducted face-to-face and the second by telephone.
Problems that did not change were bone pain, heart
pain, respiratory pain, self-reported excessive alcohol
and illegal drug use.
Depressive symptoms increased from baseline to

follow-up, from an average of 4.25 to 5.05 on the PHQ-9
scale (p < .001), with the item concerning sleep problems
more than half the days being the most affected (from
17.19 to 28.71%). Furthermore, 19.97% of people de-
clared sleep problems during COVID-19, although they
did not declare this type of problem at baseline.
Anxiety symptoms also increased, with the GAI-SF

scale score increasing from 2.04 to 2.26 (p < .05), and the
item that increased the most was “I think of myself as a
worrier.” (from 51.17 to 64.07%). In addition, 26.35% of
the COVID-19 sample became a person of concern dur-
ing the pandemic (not shown).
The Brief Resilience Coping scale score increased from

11.11 to 13.26 (p < .001), and all items increased, with the
highest category of each item (“describes me very well”)
being the one that increased the most significantly. For ex-
ample, at baseline, between 14.93 and 19.57% of people
answered this category, while at follow-up, between 55.38
and 60.60% answered this category.
Regarding social indicators (Table 2), the UCLA-3

scale of loneliness did not show significant variations,
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Table 1 Changes in Indicators of Physical and Mental Health between Baseline and First Follow-up

COVID-19 sample in
the 2019 baseline

First COVID-19
sample follow-up

p
(two-tailed)

Health % Bad/ regular 55.49 54.58 .72

Health symptoms Scale (0–13) Mean 2.82 2.96 .15

Back pain, knees, hips, or other joint pains % Yes 63.09 64.77 .50

Choking when walking or chest pain % Yes 16.48 17.05 .76

Persistent cough or shortness of breath % Yes 14.26 11.65 .14

Headache % Yes 34.91 29.26* .02

Memory problems % Yes 27.06 38.19*** .00

Swollen legs % Yes 33.70 20.80*** .00

Fall or fracture % Yes 10.05 3.74*** .00

Dizziness or fainting % Yes 16.64 12.48* .02

Stomach or bowel problems including constipation, gas,
and diarrhea

% Yes 21.44 33.47*** .00

Incontinence or involuntary loss of urine % Yes 12.98 21.52*** .00

Feeling down % Yes 34.50 44.58*** .00

Alcohol abuse % Yes 3.32 9.84*** .00

Illicit drug use % Yes 5.68 10.81*** .00

PHQ-9 for depressive symptoms (0–27) Mean 4.25 5.05*** .00

Dichotomous PHQ-9 > =7 (30) % suspicious
depression

23.80 30.18** .00

Little interest or pleasure in doing things % More than half the
days

9.84 14.42** .00

Feeling down, depressed, or hopeless % More than half the
days

14.97 20.38** .00

Trouble falling or staying asleep, or sleeping too much % More than half the
days

17.19 28.71*** .00

Feeling tired or having little energy % More than half the
days

18.16 20.24 .31

Poor appetite or overeating % More than half the
days

10.81 16.08** .00

Feeling bad about yourself — or that you are a failure or
have let yourself or your family down

% More than half the
days

7.90 9.29 .34

Trouble concentrating on things, such as reading the
newspaper or watching television

% More than half the
days

7.21 7.48 .84

Moving or speaking so slowly that other people could
have noticed? Or the opposite — being so fidgety or
restless that you have been moving around a lot more
than usual

% More than half the
days

3.74 8.59*** .00

Thoughts that you would be better off dead or of hurting
yourself in some way

% More than half the
days

3.46 1.94 .07

Geriatric Anxiety Inventory GAI-SF (0–5) Mean 2.04 2.26** .00

Dichotomous GAI-SF > =3 (31) % with anxiety 40.00 42.85 .27

I worry a lot of the time % Yes 44.10 47.71 .16

Little things bother me a lot % Yes 24.82 28.57 .10

I think of myself as a worrier % Yes 51.17 64.07*** .00

I often feel nervous % Yes 43.55 46.18 .31

My own thoughts often make me anxious % Yes 36.06 39.80 .14
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although the Lubben scale of social networks increased
from 12.93 to 14.53 between baseline and follow-up
(p > .001). The percentage of people who saw or heard
about three or more friends and relatives varied the
most, increasing from 42.06% at baseline to 58.71% at
follow-up for friends, and from 75.00 to 87.84% for rela-
tives. The perception of support availability (“you could
call on them for help”) from family members increased
from 49.72 to 56.52%, and from friends from 23.88 to
30.72%. Closeness with friends and family members did
not change.

Changes were observed in residential configurations,
with a decrease in those who lived alone from 21.67 to
16.64%, and 10.07% of the living arrangement for the
COVID-19 sample changed from living alone to accom-
panied in 2020 (not shown). Those who lived with chil-
dren increased from 43.07 to 50.90%, and those who
lived with grandchildren increased from 24.89 to 31.94%.
There were no statistically significant differences in

the perception of income sufficiency at the 95% confi-
dence level, despite the significant decrease in the pro-
portion of people who work from 28.11 to 22.53%.

Table 1 Changes in Indicators of Physical and Mental Health between Baseline and First Follow-up (Continued)

COVID-19 sample in
the 2019 baseline

First COVID-19
sample follow-up

p
(two-tailed)

Brief Resilient Coping Scale (BRCS) (0–16) Mean 11.11 13.26*** .00

I look for creative ways to alter difficult situations % Describes very well 14.93 55.38*** .00

Regardless of what happens to me, I believe I can control my
reaction to it

% Describes very well 18.15 55.64*** .00

I believe that I can grow in positive ways by dealing with
difficult situations

% Describes very well 19.57 60.60*** .00

I actively look for ways to replace the losses I encounter in life % Describes very well 17.57 58.30*** .00

N = 721 older adults; *p < .05, **p < .01, ***p < .001

Table 2 Changes in Indicators of Social and Economic Quality of Life between Baseline and First Follow-up

COVID-19 sample in
the 2019 baseline

First COVID-19
sample follow-up

p
(two-tailed)

Brief Lubben Social Network Scale (0–30) Mean 12.93 14.53*** .00

Dichotomous Brief Lubben Social Network <=12 Scale (34) % Isolated 50.76 38.61*** .00

How many relatives do you see or hear from at least
once a month?

% > =3 75.00 87.84*** .00

How many relatives do you feel at ease with that you can
talk about private matters?

% > =3 49.51 50.20 .79

How many relatives do you feel close to such that you
could call on them for help?

% > =3 49.72 56.52** .00

How many friends do you see or hear from at least once
a month?

% > =3 42.06 58.71*** .00

How many friends do you feel at ease with that you can
talk about private matters?

% > =3 24.47 22.36 .34

How many friends do you feel close to such that you
could call on them for help?

% > =3 23.88 30.72** .00

UCLA-3 Loneliness Scale (0–6) Mean 1.06 1.11 .49

Dichotomous UCLA-3 Loneliness Scale <=3 (36) % Alone 43.31 47.75* .04

How often do you feel that you lack companionship? % Some of the time/often 37.04 42.31* .04

How often do you feel left out? % Some of the time/often 21.45 19.97 .48

How often do you feel isolated from others? % Some of the time/often 21.14 20.31 .69

Live alone % Alone 21.67 16.64* .01

Live with children % Yes 43.07 50.90** .00

Live with grandchildren % Yes 24.89 31.94** .00

Smartphone % User 45.90 54.78*** .00

Working % Working 28.11 22.53* .01

Income % Not sufficient 34.10 29.34 .05

N = 721 older adults; *p < .05, **p < .01, ***p < .001
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Furthermore, 14.45% of people abandoned their work. In
addition, the percentage of smartphone users increased
from 45.90 to 54.78%, with 21.07% of new smartphone
users.

Main changes in depressive symptoms by changes in the
other quality of life indicators
Table 3 contains a multiple regression analysis on
changes in depressive symptoms. The increase in depres-
sive symptoms is explained mainly by three observed
changes: the increase in the sum of health problems
(β = .295, p = .000), in the Gai-SF anxiety scale (β = .261,
p = .000), and the UCLA-3 loneliness scale (β = .187, p =
.000). Changes in resilience and social networks did not
affect the changes in depressive symptoms. Neither did
the control variables (gender, age, education, income
and smartphone).

Main differences between the follow-up subsample and
the not-follow-up sample at baseline
Table 4 shows the comparison between the COVID-19
sample at baseline with respect to the non-selected cases
(QLS 2019/1 Sample) and those that did not respond to
the follow-up study (QLS 2019/2 Sample). The COVID-
19 sample had a slightly higher proportion of women
(69.76%) than QLS 2019/1 (65.11%) but similar to QLS
2019/2 (64.93). Also, the COVID-19 sample had a
slightly lower mean age (71.59 years) than QLS 2019/1
(72.65 years) and QLS 2019/2 (72.89 years). There were
no differences in marital status. The COVID-19 sample
had a lower percentage of people with primary education
(43.55%) than the other two samples (49.61 and 56.10%

in the QLS 2019/1 and QLS 2019/2 samples,
respectively).
There were no significant differences in health (self-

rated health and sum of health symptoms) between
the three samples. Furthermore, there were no statis-
tically significant differences in the average scores of
the PHQ-9 for depressive symptoms. The GAI-SF
scale score was slightly higher (2.04) in the COVID-
19 sample than in the QLS 2019/1 sample (1.80),
with no statistically significant differences with QLS
2019/2 sample. The average score of the Resilience
Scale was also slightly higher in the COVID-19 sam-
ple (11.10) than in the QLS 2019/1 (10.29) and QLS
2019/2 samples (10.33).
Among the social and economic variables, the Lubben

Scale score was slightly higher in the COVID-19 sample
(12.93) than in the QLS 2019/2 sample (11.81). However,
there were no large differences with QLS 2019/1 sample
(12.47). There were no differences in the UCLA-3 loneli-
ness scale, sufficiency of income, and labor participation.
Regarding residence, the COVID-19 sample at baseline

included all people who lived alone in the 2019 survey,
as their frequency was low in Chile. Therefore, the
COVID-19 sample had a higher percentage (21.67%) of
people living alone in 2019 than the total percentage of
older adults who lived alone that year (17.70%) [28].
However, there was no difference in the percentage of
older adults living with children and/or grandchildren
between the samples.
Also, smartphone use was higher (45.90%) in baseline

than for the 2019/1 and 2019/2 samples (36.10 and
29.92%, respectively).

Table 3 Multiple regression analysis on change in depressive symptoms

Beta Coefficient Standardized Beta Standard Error P > |t|

Change in Geriatric Anxiety Scale (mean: .224; st.dev.: 1.994; range: −5 to 5) .219 .322 .024 0.000

Change in Brief Resilient Coping Scale (mean: 2.152; st.dev.: 4.113; range:
− 16 to 16)

−.020 −.062 .011 0.075

Change in Brief Lubben Social Network Scale (mean: − 1.593; st.dev.: 6.794;
range: − 30 to 30)

−.005 −.026 .007 0.459

Change in UCLA-3 Loneliness Scale (mean: .047; st.dev.: 1.872; range: −6 to 6) .150 .207 .026 0.000

Change in Health Problems (mean: .143; st.dev.: 2.676; range: −9 to 9) .149 .295 .017 0.000

Female −.023 −.007 .100 0.816

Age .007 .040 .105 0.947

Age2 .000 −.015 .000 0.979

Secondary Education (vs. Primary) .016 .005 .107 0.882

Superior Education (vs. Primary) −.031 −.009 .130 0.811

Sufficient income (0–1) .020 .006 .102 0.841

Smartphone user (0–1) −.083 −.030 .101 0.410

Constant −.189 3.850 0.961

R2 = .2229; N = 663
Note: the change variables are calculated as the COVID-19 value (during the peak of the COVID-19 pandemic) minus the baseline value (before the pandemic)
The variable “change in depressive symptoms” has a mean of .156, standard deviation of 1.348 and a range from −4 to 4
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Discussion
The COVID-19 pandemic has resulted in some adverse
effects on quality of life, especially in older adults. As
there is a scarcity of research investigating the effects of
the confinement imposed by government restrictions to
curb the spread of the virus, this study aimed to com-
pare the results of a set of quality of life indicators be-
fore and during the peak of the lockdown period. Thus,
this article reported the main changes in some quality of
life indicators in a heterogeneous cohort of older adults
in a developing Latin American country, Chile, between
the end of 2019 and early January 2020 (Chilean winter,
before COVID-19) and the middle of 2020 (during Chil-
ean winter, the lockdown of the majority of the country,
and the peak of the pandemic’s first wave).
Overall, there were changes in almost all indicators, al-

though not necessarily in the direction of worsening
quality of life. On the one hand, confinement resulted in

great stress and concern for older adults, increasing their
levels of anxiety, depressive symptoms, and other health
problems such as memory problems, stomach or bowel
problems, feeling down and sleeping problems. The in-
crease in health problems and anxiety feelings was asso-
ciated with increased depressive symptoms during the
COVID-19 confinement. To our knowledge, this is the
first study to document the association between changes
in psychosocial variables and change in depressive symp-
toms in older people, with a starting time just before the
pandemic.
On the other hand, older adults improved resilience

resources and social networks. Nevertheless, it is inter-
esting to note that there was no association between in-
creased resilience and decreased depressive symptoms.
At the cross-sectional level, the variables were correlated
(Table S1). Also, there is so much evidence in the litera-
ture of the association between greater resilience and

Table 4 Characteristics at baseline: Comparison of COVID-19 Sample with QLS 2019/1 (not selected) and QLS 2019/2 (no response)

Quality of Life Survey
Samples for 2019a

Differences at Baselineb

QLS 2019/1
(not selected)

QLS 2019/2
(no response)

COVID-19 sample
in the 2019
baseline

Difference between
QLS 2019/1 and
COVID-19 sample 2019

Difference between
QLS 2019/2 and
COVID-19 sample 2019

Gender % Female 65.11* 64.93 69.76 −4.64 (p = .04) −4.80 (p = .07)

Age Mean 72.65** 72.89** 71.59 1.06 (p = .00) 1.30 (.00)

Marital status % Widow 30.44 27.57 29.41 1.03 (p = .65) −1.83 (p = .48)

Education % Primary 49.61** 56.10*** 43.55 6.06 (.01) .12(p = .00)

Health % Bad/
regular

52.00 53.67 55.49 −3.49 (p = .16) − 1.81 (p = .53)

Health symptoms Scale (0–
13)

Mean 2.79 2.97 2.82 −.01 (p = .87) .15 (p = .29)

PHQ-9 for depressive
symptoms (0–27)

Mean 3.83 4.16 4.25 −.42 (p = .07) −.09 (p = .72)

Geriatric Anxiety Inventory
GAI-SF (0–5)

Mean 1.80** 1.95 2.04 −.23 (p = .00) −.08 (p = .41)

Brief Resilient Coping Scale
(BRCS) (0–16)

Mean 10.29*** 10.33*** 11.10 −.81 (p = .00) −.77 (p = .00)

Brief Lubben Social Network
Scale (0–30)

Mean 12.47 11.81** 12.93 −.45 (p = .13) −1.11 (p = .00)

UCLA-3 Loneliness Scale (0–
6)

Mean 1.22 1.16 1.06 .16 (p = .05) .10 (p = .26)

Live alone % Live
alone

16.21** 18.61 21.67 −5.45 (p = .00) −3.06(p = .19)

Live with children % Yes 46.23 43.08 43.07 3.15 (p = .20) 0.00 (p = .99)

Live with grandchildren % Yes 27.05 26.67 24.89 2.155 (p = .32) 1.78 (p = .48)

Smartphone % User 36.10*** 29.92*** 45.90 −9.80 (p = .00) −15.98 (p = .00)

Working % Working 25.41 25.00 28.11 −2.69 (p = .22) −3.11 (p = .22)

Income % Not
sufficient

31.69 29.97 34.10 −2.39 (p = .31) −4.11 (p = .13)

aN of QLS 2019/1 sample = 903; N of QLS 2019/2 sample = 508; N of COVID-19 sample = 721
bPaired t-test of means for scale variables and paired non-parametric test of proportions for dichotomous variables
*p < .05, **p < .01, ***p < .001
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less depression [37–39]. Maybe, the increase in resilience
could be a moderating or mediating variable in the rela-
tionship between other stressors and the increase in de-
pressive symptoms. For example, between the increase
in illnesses or decreased functioning and the impact on
depressive symptoms [40, 41], or between isolation or
loneliness and depressive symptoms [42, 43].
The number of connections with relatives and friends

also augmented, probably through digital technologies,
because smartphone users also increased. The reported
number of social support members (Lubben Scale item:
“How many relatives/friends do you feel close to such
that you could call on them for help?) also increased.
Furthermore, there were changes in family configura-
tions whereby older adults lived with their children and
grandchildren.
Nevertheless, there was no association between con-

nectedness changes and changes in depressive symp-
toms. At the cross-sectional level, these variables were
correlated (Table S1), as has been shown in other studies
[44–47]. This could be because the present research did
not distinguish between in-person meetings and remote
connectedness as the study by Xie et al. [47]. In Chile, as
in other Latin American countries, in-person relation-
ships are meaningful, and older people are not used to
digital mediated relationships. Therefore, the increase in
remote contacts was not able to replace the decrease in
face-to-face contacts for diminishing depressive symp-
toms. However, the remote contacts seem to be protect-
ing against the increase in depressive symptoms.
One unexpected result was that the subjective loneli-

ness did not change. These results were not entirely con-
sistent with other longitudinal panels. In an older Dutch
panel, van Tilburg et al. [8] found an increase in social
and emotional loneliness.
The increase in remote social connectedness with family

and friends, partly related with the increase in smartphone
use and changes in residential configurations, could have
moderated the possible negative impact of the pandemic
lockdown on loneliness. Some studies have documented
the relationship between internet use and greater satisfac-
tion with family and friends’ contact [48].
Although the loneliness did not change significantly,

there was a significant association between increased
loneliness and increased depressive symptoms. In a U.S.
older panel, Krendl and Perry [9] also found increased
loneliness associated with increased depressive symp-
toms, which was moderated by social ties’ strength.
Considering the cut-off point for loneliness proposed by

Perissinotto (2012), 35.40% of the sample remained not
lonely, 25.25% remained lonely, 22.43% acquired loneliness
during the pandemic, and 16.93% stopped feeling lonely.
This represents the enormous heterogeneity in the Chilean
older adult population, as reported in other studies [28, 49].

However, in a panel study in North American
adults before and during the pandemic, Luchetti et al.
[50] found results similar to the present study, but
for a sample of adults of all ages. Furthermore, there
were no significant mean-level changes in loneliness,
and there was an increase in perceived support. Al-
though they reported lower levels of loneliness in the
sample of older adults compared to younger people,
they were the only group that showed a slight in-
crease in loneliness.
Van Tilburg et al. [8] also found lower mental health

due to the pandemic (more anxiety and depression).
Contrastingly, Kivi et al. [10] found no adverse effects on
wellbeing during the pandemic’s early stage. However, as
in the present study, they found that worried people re-
ported lower wellbeing levels. The authors interpreted
these results in terms of resilience and showed hetero-
geneity among older adults during the pandemic. Al-
though some traumatic events are highly prevalent
stressors among older adults, many individuals report
high psychological wellbeing [23]. Furthermore, some
studies have shown that the pandemic had a lower im-
pact on stress, depression, and anxiety in older adults
than in younger people [51, 52].
Finally, similar to the results by Röhr et al. [24],

our results did not support the common ageist ste-
reotypes of ‘the weak and vulnerable elderly’ during
the pandemic. These results have confirmed that
older adults have social and psychological resources
that allow them to face adversity. Older people have
overcome past stressful experiences that could be en-
couraging them to overcome the confinement prob-
lems [53, 54].

Limitations and future research
Despite their relevance, these results should be inter-
preted with caution [55], since most of the studies on
older adults in developed countries were online surveys,
which may have representativeness biases in favor of the
more educated, especially in the older adult population.
Similarly, in the present sample, telephone surveys may
have overrepresented more highly educated people, as
other telephone surveys do [56]. Therefore, telephone
studies in Chile’s older adult population may present
biases in favor of the most educated and digitally
connected.
The present study had the advantage of including in-

formation about the non-included sample in the follow-
up study. The COVID-19 sample had more education
and smartphone user experience than the non-selected
cases. In another panel study of older adults in Chile,
conducted through in-person interviews, there were no
differences in attrition rate based on educational level
[57]. One could infer that the educational differences
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between the COVID-19 sample at baseline and the
follow-up sample are most likely due to the modality of
the survey administration (by telephone) in the follow-
up sample. Nevertheless, this was the only alternative
during the pandemic. Furthermore, online studies in a
Latin American country as Chile could practically not be
conducted in older adults. This is because less than a
third of older Chileans reported that they could use the
internet themselves [28].
It should be noted that this study is still ongoing.

Two additional measurements will be carried out on
this same sample between October and December
2020 and January and March 2021. From the first de-
scriptive analysis presented in this article, the need to
continue delving into the following topics emerged.
Firstly, the role of other variables that mediate the re-
lationship between exposure to confinement and lone-
liness and its effect on depressive symptoms must be
explored, e.g., proactive coping [58], resilience [59,
60], and residential change (living alone, living with
others, intergenerational co-residence). Secondly, a
possible explanation for the increase in observed con-
nectedness in this study might be increased connect-
edness by smartphone use. Therefore, controlling for
smartphone use might show differences in observed
connectedness. Thus, further investigation is required
to understand the relationship between smartphone
use and loneliness, mediated by connectedness [61,
62]. Thirdly, further research should also investigate
differences in social connections and how they might
affect wellbeing during the COVID-19 pandemic. For
example, it could be hypothesized that people who
maintained low connectedness levels before the pan-
demic would be less affected by the lockdown than
someone whose connectedness decreased after the
outbreak due to less participation in social activities.
That is, contact loss may negatively impact the qual-
ity of life [7, 63]. Finally, the results indicated an in-
crease in intergenerational co-residence, and people
living alone may be an object of detailed future re-
search due to a possible significant negative impact
on the feeling of loneliness compared to people living
with others [64].
Overall, these findings have confirmed that older

adults have social and psychological resources that
allow them to face adversity, such as the COVID-19
pandemic, and have provided important insights into
possible future research directions when investigating
the impact of COVID-19 on older adults’ health. Fur-
thermore, important resources that enable older
adults to better cope during anxious times can guide
the use of effective strategies to ensure older adults’
health is not negatively affected by adverse situations,
such as COVID-19.
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