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KEY POINTS

� Social isolation has a significant negative impact on the both physical and mental mealth
of older adults.

� Pre-existing health disparities and inequities in our communities were severely exacer-
bated by the pandemic.

� Physical inactivity in older adults led to worse physical and mental health outcomes.
INTRODUCTION

The twenty-first century has seen a resurgence of infectious diseases causing epi-
demics and pandemics. Initially seen as a regional disease, the coronavirus disease
2019 (COVID-19), caused by the severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2), quickly and relentlessly spread across the globe. Unlike other recent
viral diseases, COVID-19 was not circumscribed to a particular population or region.
It affected everyone and caused unprecedented changes in day-to-day life for the
entire world. As a new disease, it also brought with it a tremendous amount of uncer-
tainty about how it spreads, who is more susceptible, and the possible harms it could
cause.
Much has been learned about the virus since it first appeared in 2019. According to

the World Health Organization (WHO), there have been more than 200 million
confirmed cased of COVID-19 and more than 5 million deaths from the disease.1 Ac-
cording to the Centers for Disease Control and Prevention (CDC), the United States
has had almost 40 million cases and more than 600,000 deaths.2 Older adults and
those with comorbid medical disorders have higher mortalities. As older adults tend
to have more chronic illnesses than younger adults, they have been significantly
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impacted by COVID-19. Eight out of 10 deaths from COVID-19 in the United States
occurred in adults aged 65 years and older.3

Meeting the mental health needs of older adults has always been challenging, and
coupled with the pandemic, it became very difficult. Previously sound and clinically im-
pactful recommendations for mental and physical well-being, such as regular socializ-
ation, group exercises, adult day programs, and so forth, were no longer available and
placed this population at increased risk of infection. Telepsychiatry was adopted as a
way of maintaining treatment relationships with patients. However, this supposes that
older adults have access to an Internet-capable device (eg, computer, tablet, or smart-
phone), live in an area with reliable broadband connectivity and are able to afford it,
and that theyare able to navigate the different telehealth services usedby their providers.
The challenge moving forward is to continually adapt to the changing landscape of care
while simultaneously providing quality care for patients and support for their loved ones.

EPIDEMIOLOGY

Age has been shown to be the strongest risk factor for severe COVID-19 disease. Data
from the CDC show that older adults have significantly higher rates of hospitalization
and death when compared with children and younger adults even if the risk of infection
is about the same.3 Hospitalization rates range from 40� in those 65 to 74 years old to
65� in those 75 to 84 years old, to 95� in those older than 85 years. The calculated
mortalities are even more astounding at 1300� (65–74 years old), to 3200� (75–
84 years old), to 8700� (>85 years). More than 80% of COVID-19 deaths occurred
in people older than 65 years of age.4,5

Long-term care facility residents were an exceptionally vulnerable population. They
had a disproportionate number of cases spurred on by their communal nature, high
percentage of residents with chronic illnesses, as well as the close proximity required
for many of their care needs. Long-term care facilities had high rates of severe cases,
hospitalization, and death. This population makes up less than 1% of the US popula-
tion but accounted for more than 35% of all COVID-19 deaths.6,7

SOCIAL ISOLATION

One of the most notable changes during the COVID-19 pandemic for the older adult
population with or without preexisting mental health problems has been the significant
increase in social isolation. Social isolation relates to the lack or deficits seen in the
objective characteristics of an individual’s social network or relationships,8 whereas
loneliness refers to the negative feeling derived from the discrepancy between the
desired and actual social network or relationships.9

For many older adults, social isolation happened swiftly with little or no warning as
countries suddenly implemented nationwide lockdowns. Because older adults expe-
rienced worse COVID-19 morbidity and mortality outcomes, national disease control
centers focused much of their education and messaging on the importance of estab-
lishing and maintaining physical distance from others. As a result, unless they lived in
the same household as other family members, older adults were separated from their
families and friends for long periods of time regardless of whether they lived in their
own homes or in a long-term care facility. Before the pandemic, certain underserved
older adult populations (black, indigenous, and other people of color; those living in
poverty; those being homebound; and those living in rural communities) were at higher
risk of social isolation with the impact only worsening with the pandemic.10

Social connectedness plays an important role in maintaining health and quality of life
and has been shown to help reduce both morbidity and mortality.11
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A meta-analysis completed by Holt-Lunstad and colleagues12 revealed a 50%
increased likelihood of survival in individuals with strong social relationships and
remained steady across several variables, including age, sex, and health status (odds
ratio [OR]5 1.5). The association was found to be higher with more complex measures
of relationships (OR5 1.9) than with binarymeasures of social relationships (OR5 1.19).
The investigators conclude that the effects of social relationships on mortality are com-
parable to the effects seen on well-established risk factors for mortality, such as smok-
ing and alcohol use, and more than is seen with lack of physical activity and obesity.
In an ongoing study started before the pandemic, Rolandi and colleagues13

assessed baseline use of social networks. Those in the intervention group received
training in social network sites use, including smartphone use, Facebook and What-
sApp use, privacy rules, and fraud risk prevention using Facebook. Participants 81
to 85 years old were contacted during the pandemic, a year following the initial post-
evaluation assessments. Participants that had received social network site training
had higher usage of such sites, had fewer feelings of being left out, and had a smaller
reduction in their social network contacts. This provides evidence of the benefits of
training older adults in the use of available and new technologies and continually
combating ageism related to such trainings.
Other helpful strategies to combat social isolation and loneliness include old-

fashioned letter writing, phone calls, video calls, pet therapy, and self-guided or
clinician-guided remote psychological interventions, including cognitive behavioral
therapy, problem-solving therapy, and life review.14–17 It is important to keep in
mind that the technological limitations discussed earlier will affect the feasibility and
quality of implementing some of these interventions.
MENTAL HEALTH

The proportion of older adults worldwide is increasing and doing so rapidly. According
to the WHO, the population of people 60 years of age and older is estimated to in-
crease from 12% in 2015 to 22% by 2050.18 More than 20% of people 60 years of
age and older suffer from a mental or neurologic disorder, whereas 6.6% of all
disability in this age group is due to these disorders.18 Depression and dementia
are the most common disorders affecting 7% and 5% of the population, respec-
tively.18 Anxiety affected 3.8% and substance use disorders affected 1%.18 Of suicide
deaths worldwide, 25% was in people 60 years of age and older.18

Social isolation has been associated with increased risk of depression and anxiety in
older adults.19 However, many studies showed a more significant impact on the mental
health of younger people (<35 years), on women, on those with low income, and in the
unemployed than in older adults.20–22 These studies were carried out earlier during the
pandemic and involved completing online surveys. Surveys completed during the later
stages of the pandemic showed significant negative impact on mental health, high-
lighting the difference in impact of acute versus chronic stress on older adults.23 One
multinational study involving 33 countries showed that being separated from family
and close friends predicted depression and anxiety.24 Having conflicts with other adults
in the home was the largest predictor of anxiety and the second largest predictor for
depression. Living in a higher-income country was the biggest predictor of depression
and the second biggest predictor of anxiety. Geographic differences emerged, with
Europe and Central Asia having the highest levels of depression followed by North
America, Sub-Saharan Africa, East Asia and Pacific, and Latin America and the Carib-
bean. For anxiety, the top 3 regions remained the same as seen in depression, but Latin
America and the Caribbean had higher levels than East Asia and the Pacific.
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Not having a partner and receiving treatment for COVD-19 were positively associ-
ated with depression, whereas increased workload responsibility was negatively
associated with depression. Other factors associated with depression and anxiety
include prolonged separation from social networks, female gender, trans/nonbinary
identification, and difficulty with work transition.
The COVID-19 Coping Study25 showed a high prevalence of anxiety, depression,

and loneliness when compared with prepandemic levels. There were strong associa-
tions between these 3 and increased alcohol consumption in the past week when
compared with prepandemic levels.
According to the National Poll on Healthy Aging,26 most of the respondents (59%)

had no changes in their alcohol consumption, whereas 27% reported a reduction in
alcohol consumption when compared with prepandemic levels. Those who reported
lack of companions were more likely to have increased their alcohol consumption dur-
ing the pandemic (19% vs 12%) as were those who reported feeling isolated
compared with those who did not (19% vs 10%).
Suicide is a major public health issue. There has been an increase in suicide idea-

tion, attempts, and death in at-risk populations in time of crises.27 Loneliness is a
known risk factor for suicide and has been associated with worse health outcomes.12

Hobfoll and colleagues28 identified empirically supported strategies that could be
used for mass trauma intervention and management. They recommend promoting a
sense of safety, calming, a sense of self and community efficacy, connectedness,
and hope. Many studies emphasize the importance of finding new ways to establish
and maintain connections with a great deal of focus on telehealth. Telephone and
video-based interventions have been shown to be effective in the management of
depression, anxiety, posttraumatic stress disorder (PTSD), and adjustment disorder.29
PHYSICAL HEALTH

National and local lockdowns put in place as a result of the COVID-19 pandemic nega-
tively affected the physical health of older adults in multiple ways. The lockdowns
imposed a significant restriction on what, when, where, and how much physical activ-
ity older adults could do. In older adults, physical inactivity has been found to
contribute significantly to disability and is the fourth highest risk factor for mortality
in this age group.30,31

Reduced physical activity increases the risk of falls and all its ensuing complica-
tions. Maintaining physical activity is important in preserving independence, mental
health, and physical health in older adults.32 Researchers have found significant
decline in physical activity in older adults during this pandemic. Older adults who
were hospitalized during the pandemic, either with COVID-19 or for other reasons,
had even more severe physical effects.32,33

Researchers have recommended walking, exercise games on video game con-
soles, interactive rehabilitation technologies, or exercise DVDs that require no Internet
connection but do require a DVD player.34,35 A major concern has been the ability of
older adults to complete these exercises safely while unsupervised by a health care
provider, which is pertinent during this pandemic. The Preventing Loss of Autonomy
by Treatment Post-Hospitalization tool, a home-based intervention, can be individu-
ally tailored based on a person’s balance and strength profile and has been shown
to be safe and efficient in older adults after hospitalization.36

Malnutrition is commonly found in older adults, especially when hospitalized.37

There was increased concern about malnutrition in older adults during the pandemic,
especially in those who had little or no support systems. This concern was worsened
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by increased food insecurity with the economic impact of the pandemic, food supply
issues, and shortages especially at the beginning of the pandemic, and changing
eating habits.38,39 The effect of malnutrition on older adults hospitalized with
COVID-19 was even worse. Malnutrition impairs the immune system and increases
risk of infections along with its associated increased risks of morbidity and mortality.40

Infections themselves can also worsen malnutrition, creating a vicious cycle in which
cause and effect become difficult to differentiate.
Another way that lockdowns have affected physical health is in delay of treatment of

physical ailments especially if there were preexisting medical conditions that put them
at higher risk of infection of the virus.39 Anxiety about being infected with COVID-19
led many to avoid hospitals entirely. Routine surveillance for chronic disorders, can-
cers, and such was delayed; routine vaccinations were skipped.
COVID-19 affected sleep in older adults. The National Poll on Aging found that 64%

of people aged 50 to 80 years old had difficulty falling or staying asleep at least once
the previous week. This was double the percentage of a 2017 poll conducted in a com-
parable group of older adults.41 Impaired sleep can have a negative impact on cogni-
tion, including attention, working memory, long-term memory, and decision making.42

COGNITIVE IMPACT OF CORONAVIRUS DISEASE 2019

COVID-19 is associated with neurologic disorders, including encephalopathy and
anosmia. Greater than 80% of those infected have some form of neurologic manifes-
tation.43 The neurologic symptoms observed included cerebrovascular accidents
(ischemic and hemorrhagic), delirium, encephalopathy, agitation, and seizures.43 Pa-
tients with more severe neurologic disease as a result of infection tended to be older.44

People with dementia are vulnerable to infection because of they may be unable to
understand the significance or impact of the disease and thus are less able to comply
with public health recommendations for minimizing spread, such as wearing masks
and maintaining distance from others. Dementia patients who require assistance
with activities of daily living are limited in their ability to minimize their social contacts,
thus increasing risk. A significant proportion of persons with dementia reside in long-
term care facilities, which had high rates of severe cases, hospitalization, and death
from COVID-19 and accounted for more than 35% of all COVID-19 deaths.6,7 There
are data to suggest that increased mortality is associated with dementia, cerebrovas-
cular accidents,45,46 and ApoE4 homozygosity.47

HEALTH CARE DISPARITIES

As with other patient populations, the COVID-19 pandemic highlighted chronic racial
and ethnic health care disparities. One’s ZIP code has been shown to have a greater
effect on health than genetics.48,49 Nursing homes with higher nonwhite residents
experienced 3.3-fold higher death rates when compared with those with the highest
percentages of white residents and were associated with larger nursing home size
and the local COVID-19 prevalence rates.50,51

Health care disparities between rural and urban populations persisted. Rural popu-
lations tend to have reduced access to health care, lower capacities in health care fa-
cilities with greater distances to travel to these facilities, a higher percentage of older
adults, more chronic illnesses, lower access to reliable broadband technology, lower
use of smartphones and so forth, and fewer economic resources.52 Geographic dis-
tance initially spared rural populations from the full brunt of the pandemic when
compared with high-density urban areas. However, once the virus was detected in
the community, the toll was just as severe.53
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Rural areas with higher proportions of ethnic minorities, including black and indige-
nous peoples, experienced higher rates of severe illness and death from COVID-
19.54–56 Older adults living in long-term care facilities had the worst outcomes from
COVID-19, and this was found in numerous studies across the globe. They accounted
for most of the mortality associated with the disease, with mortalities ranging from
19% to 72% of all deaths.57

ELDER ABUSE

The pandemic caused significant social, interpersonal, and financial distress that cut
across the entire population. Caregiving is associated with worse mental and physical
health outcomes.58 The added stress from the pandemic has led to reports of
increased rates of abuse.59–61 The social isolation engendered by the pandemic meant
that avenues that caregivers would have used to help alleviate stress were no longer
available to them or there was very limited availability. At the same time, the isolation
meant that any older adult being abused was less likely to be noticed by an outside
person or agency, such as Adult Protective Services. Other ways the pandemic could
increase risk include increased demand on caregiver resources, such as time and
money, increased caregiver substance use, and increased purchase of weapons.62

Elder abuse can be physical, psychological, sexual, or financial. Before the pandemic,
the estimatedyearly prevalenceofpeople60yearsandolderwhohadexperienced some
formof abusewas10%.63 In thepandemic era,Chang and Levy64 found the overall prev-
alenceofelderabuse tobe21.3%,an83.6%increasewhencomparedwithprepandemic
levels. The rate of reported physical abuse went from 1.6% to 5.4%, an astounding in-
crease of 237.5%, and financial abuse increased from 3.5% to 7.5%, an increase of
114.3%. The study did not find significant increase in verbal abuse (9% vs 9.2%, an in-
crease of 0.02%). Of note, this study did not include older adults with poor health condi-
tions and limited resources, including those living with dementia. It is, therefore, possible
that these estimates lean on the more conservative side. Societal connectedness and
stronger sense of community were associated with reduced risk.
To help mitigate elder abuse, increased awareness is key. Screening for elder abuse

should be a regular part of the assessment of older adults regardless of the specialty
and will require appropriate education and training of everyone involved in caring for
older adults. Telemedicine can play an important role, as videos can provide the clini-
cian with an insight into the patient’s home and living situation. Changes on the indi-
vidual level will likely not be enough for long-term changes and will require societal and
structural changes, including providing more resources for at-risk older adults and
their families, for example, for housing, food, reliable broadband access, providing
Adult Protective Services with adequate funding.64,65

IMPACT OF CORONAVIRUS DISEASE 2019 ON GERIATRIC PSYCHIATRY WORKFORCE

Older patients were not the only ones affected by the COVID-19 pandemic. The
pandemic affected everyone everywhere in one way or another. There was uncertainty
about this new virus, the overwhelming number of deaths, fear of contracting the virus;
shortages of hospital beds, ventilators and other equipment, and personal protective
equipment (PPE); and lack of knowledge about which PPE were appropriate to use
and when. Coupled with the seemingly shifting recommendations from national health
bodies that were working with incomplete knowledge of the virus, these circum-
stances created an environment rife with uncertainty and anxiety.
In epidemics, such as the severe acute respiratory syndrome, Middle East respira-

tory syndrome, Ebola, and H1N1 epidemic, health care workers have been shown to
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have high prevalence rates of anxiety (45%), depression (38%), acute stress disorder
(31%), burnout (29%), and PTSD (19%) during and after the epidemics.66,67 These sig-
nificant negative mental health outcomes were found to be associated with female
gender, younger age, nurses, less job security, and frontline work.
Results from cross-sectional surveys completed during the current COVID-19

pandemic show worse outcomes in nurses and physician trainees with more impact
on their mental health.68,69

Physicians and nurses are more often exposed to traumatic events in the course of
their work and in prepandemic times have been shown to have higher rates of PTSD
than non–health care workers (14.8%70 and 18%,71 respectively, vs 7%–8%72). Long-
term care facility workers also experienced substantial negative outcomes during the
COVID-19 pandemic. There was inadequate staff education about infection control,
inadequate access to PPE, significant staff turnover rates owing to safety concerns,
staff COVID infections, and burnout.73

A survey of 653 health careworkers conducted byBassi and colleagues69 in the early
days of the pandemic in the hardest hit region in Italy showed that 39.8%of the respon-
dents met the criteria for provisional PTSD. They posit that taking preemptive action to
train andprotect vulnerable health careworker categories aswell as promoting positive
mental health may help reduce the negative mental health impact of this pandemic and
serve as a roadmap in allaying these effects in future disaster events.

TELEMEDICINE AND CORONAVIRUS DISEASE 2019

There were swift shifts to telemedicine in many health care systems with the an-
nouncements of lockdowns. Nonemergent procedures were canceled, and staff
was diverted to frontline work when possible. Telemedicine was one of the bigger
health care shifts during this pandemic.
Before the pandemic, Psychiatry was among the medical specialties that used tele-

medicine the most.74 Changes in Centers for Medicare and Medicaid Services75

regarding reimbursement and certain easing or waivers of legal restrictions allowed
physicians in the United States to bill for telemedicine services on par with in-
person visits. State health departments provided temporary licensing or waivers to
physicians in nearby states to provide telemedicine services.
Geriatric psychiatrists and other geriatric clinicians were able to provide care while

minimizing viral exposure to this particularly affected group of patients. Medical care
was also possible for patients who were in quarantine via telemedicine services.
It should be noted that telemedicine is not a universal remedy. Other previously

identified barriers to telemedicine, such as technological challenges for health care
staff and patients, older age, rural setting, lack of equipment or outdated equipment,
inadequate broadband services, and computer literacy, persisted.76 Telemedicine has
the potential to promote health equity and reduce health disparities but only if the cur-
rent barriers are removed. It is telling that most of the research on telemedicine in older
adults has been conducted in high-income countries.77 The quick uptake in telemed-
icine usage in the United States during the COVID-19 pandemic was facilitated by pol-
icy changes on state and federal levels. In order to maintain the benefits we have seen
from using telemedicine during the pandemic, long-term policy decisions and careful
implementation that takes into account everyone involved are essential.

SUMMARY

The COVID-19 pandemic led to numerous changes in health care. As a newly defined
disease, it brought with it a significant amount of apprehension about all the unknowns
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regarding its origin, infectivity, transmission, susceptibility, as well as the long- and
short-term outcomes associated with it. It has been learned that older adults and those
with comorbidmedical disorders, ofwhich older adults also formamajority, have signif-
icantly highermorbidities andmortalities.3 Thiswas especially true in long-term care fa-
cilities thatwere shown tohavehigh rates of severe cases, hospitalization, anddeath.6,7

Social isolation increased in the older adult population as a direct result of the miti-
gation strategies recommended by national disease control centers to help reduce
infectivity rates. Social connectedness is important in maintaining health, improving
quality of life, and reducing morbidity and mortality in older adults11; with older adults
accounting a quarter of all suicide deaths worldwide,18 implementing strategies that
reduce social isolation will promote positive health outcomes. Studies looking at po-
tential strategies for mass trauma interventions have recommended interventions that
promote a sense of safety, calming, a sense of self and community efficacy, connect-
edness, and hope with many focusing on telehealth.27 As with other health outcomes,
the impact of social isolation during the COVID-19 pandemic has been worse in under-
served older adult communities.
Physical inactivity resulting from lockdowns and other social distancing measures

and malnutrition has directly contributed to an increase in disability in older adults.
Anxiety about contracting the virus led many older adults to postpone routine screen-
ings for chronic disorders or cancers, resulting in worse health outcomes. Older adults
have also reported worse sleep14 and are more likely to have severe neurologic
sequelae of the disease.44

The increased caregiver stress during the pandemic resulted in an increase in phys-
ical and financial elder abuse.64 Regrettably, this may be an underestimation of the
true prevalence, as older adults with poor health conditions and limited resources
were not included in the study.
Protecting the geriatric workforce is also an important part of caring for the older

adult population. Health care workers have higher exposure to traumatic events
with subsequently worse mental health outcomes.70,71 Reducing these negative out-
comes requires protecting vulnerable health care worker categories, providing appro-
priate training for all health care workers, and promoting positive mental health.69

The COVID-19 pandemic presented the health care field with the challenge of
continuously adapting to the changing health care landscape while ensuring the pro-
vision of needed quality care for patients and support for the loved ones in their lives.
In the United States, the rapid and widespread adoption of telemedicine was encour-
aged by key regulatory changes at federal and state levels.75 Access to care remained
inequitable, was exacerbated by the pandemic, and highlighted the already present
and long-standing health disparities seen in racial, ethnic, and gender minority popu-
lations as well as in rural communities. Individual and systemic changes in addition to
innovations in strategy and implementation will be critical in meeting the current and
future mental health needs of all older adults.
CLINICAL PEARLS

� Long-term care facilities had high rates of severity and hospitalizations and ac-
counted for more than 35% of deaths in the United States6,7 and 19% to 72%
of deaths worldwide.57

� Social connectedness is important in helping older adults maintain good health,
improve quality of life, and reduce morbidity and mortality.11

� There is a higher prevalence of anxiety, depression, and loneliness in older adults
when compared with prepandemic levels.25
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� Older adults who reported social isolation were more likely to report increased
alcohol consumption.26

� Physical inactivity contributes significantly to disability and is the fourth highest
risk factor for mortality in older adults.29,30

� Older adults had significant decline in physical activity, and those that were hos-
pitalized for any reason had even more severe physical effects.32,33

� The postponement of routine surveillance for chronic disorders or cancers re-
sulted in worse health outcome.

� Patients with more severe neurologic disease were more likely to be older.44

� The COVID-19 pandemic highlighted chronic racial, ethnic, rural health care
disparities.

� There was an 83.6% increase in elder abuse when compared with prepandemic
levels.64

� Health care workers had worse mental health outcomes in prepandemic times
and only worsened with the pandemic.69–73

� State and federal regulatory changes helped spur on the use of telemedicine dur-
ing the pandemic.75

RECOMMENDED INTERVENTIONS

Social Isolation: training in the use of available and new technologies13 as well as
low-tech strategies, such as letter writing, phone calls, pet therapy.14–17

Mental Health: telephone and video-based interventions are effective in the man-
agement of depression, anxiety, PTSD, and adjustment disorder.28

Physical Health: walking, exercise games on video game consoles, interactive reha-
bilitation technologies, or exercise DVDs that require no Internet connection but
do require a DVD player.32,34

Elder Abuse: increased awareness and screening should be a regular part of the
assessment of older adults in any health care setting.

Health Care Workers: training and protecting vulnerable health care worker cate-
gories and promoting positive mental health may help reduce negative mental
health outcomes.69

Systemic and Structural Changes: societal and structural changes, including
providing more resources for at risk older adults and their families, policy updates
and changes, infrastructure development.
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