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Abstract

Background: Public health measures to control the COVID-19 pandemic have led to feelings 

of loneliness among older adults, which, prior to COVID, has been associated with subsequent 

morbidity and mortality. We sought to identify differences in feelings of loneliness, sadness, and 

social disconnection early in the pandemic across racial groups, and possible mitigating factors.

Corresponding author: Louisa Holaday, MD, MHS, Instructor, Division of General Internal Medicine, Mount Sinai School of 
Medicine, 1 Gustave Levy Place, New York, NY 10029, louisa.holaday@mountsinai.org, 212-824-7462, Twitter: @louisaholaday.
Author Contributions: Dr. Holaday had full access to all of the data in the study and takes responsibility for the integrity of the data 
and the accuracy of the data analysis.
Concept and design: All authors.
Acquisition, analysis, or interpretation of data: Holaday, Oladele, Ross.
Drafting of the manuscript: Holaday.
Critical revision of the manuscript for important intellectual content: All authors.
Statistical analysis: Holaday.
Supervision: Ross.

Conflict of Interest Summary: All authors report no conflicts of interest.

Sponsor’s Role: No funder/sponsor had any role in the design and conduct of the study; collection, management, analysis, and 
interpretation of the data; preparation, review, or approval of the manuscript; and the decision to submit the manuscript for publication.

HHS Public Access
Author manuscript
J Am Geriatr Soc. Author manuscript; available in PMC 2023 February 01.

Published in final edited form as:
J Am Geriatr Soc. 2022 February ; 70(2): 329–340. doi:10.1111/jgs.17599.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Methods: We performed a cross-sectional analysis using the weighted nationally-representative 

Medicare Current Beneficiaries Survey COVID-19 supplement, collected summer 2020. We 

included all Medicare beneficiaries over 65 who did not respond by proxy. We examined changes 

in loneliness, sadness, or feelings of social disconnection. Multivariable logistic regression models 

accounted for sociodemographic variables, access to primary care and the internet, and history of 

depression or dementia.

Results: Among 8,125 beneficiaries, representative of 43.7 million Medicare beneficiaries, 

22.6% reported loneliness or sadness, and 37.1% feeling socially disconnected. In fully-adjusted 

models, Hispanic/Latinx beneficiaries were most likely to report loneliness or sadness (OR=1.3, 

CI: 1.02–1.65; P=0.02) and Black beneficiaries were least likely to report feeling socially 

disconnected (OR=0.55; CI: 0.42–0.73; P<0.001). Internet access was associated with increased 

odds of both (OR=1.29, 95 CI: 1.07–1.56; P=0.009; and OR=1.42, 95 CI: 1.24–1.63; P<0.001, 

respectively). Access to primary care was associated with lower odds of both (OR=0.77, 95 CI: 

0.61–0.96; P=0.02; and OR=0.72, 95 CI: 0.61–0.87; P<0.001).

Conclusions: Loneliness, sadness, and feelings of social disconnection were common among 

older Medicare beneficiaries early in the COVID-19 pandemic. Differences by race/ethnicity may 

be driven by different living structures and social networks, and warrant further study. Policy 

makers and clinicians should consider facilitating connection by phone or in person, as internet 

access did not diminish feelings of loneliness, particularly for those living alone. Access to 

primary care, and tools for clinicians to address loneliness should be prioritized.

Introduction:

Efforts to control the COVID-19 pandemic have included distancing measures and stay-at-

home orders. While effective for infection control, there is evidence that following these 

orders has led to increased feelings of loneliness.1–5 Older adults who feel lonely or perceive 

themselves to be socially isolated are at increased risk of morbidity and mortality,6–8 

including from cardiovascular disease,9 mental health,10,11 and dementia.6,12 Even before 

COVID-19, 20–40% of US adults over 65 years old reported feelings of loneliness.8,13–16 

Among older adults, feelings of loneliness and perceived social isolation are more common 

among women, those who live alone, have low socioeconomic status, or limited English 

proficiency.13,17,18 Older adults who are women or have low socioeconomic status were also 

more likely to report sadness.19

Prior to the pandemic, Black and Hispanic/Latinx older adults were less likely to be 

objectively socially isolated compared with White older adults.14 However, research on 

racial differences in the subjective feelings of loneliness and social disconnection has been 

mixed.19–21 Black individuals are most likely to live in multigenerational homes, which 

could be protective against loneliness and feelings of disconnection.22–25 However, Black 

and Hispanic/Latinx communities have had higher rates of sickness and death secondary 

to COVID-19,26,27 which could lead to greater loneliness, sadness, and feelings of social 

disconnection.

During the COVID-19 pandemic, opportunities to form or reinforce social connections 

are of particular importance.28,29 Access to the internet may facilitate tangible social 
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connections,6 but studies conducted prior to the pandemic suggest that internet may 

exacerbate the subjective feeling of loneliness.30,31 Access to primary care may play an 

important role in identifying and countering isolation.32 The healthcare team itself may 

serve as a social connection, and physicians can recommend interventions to preempt or 

address loneliness, sadness, and feelings of social disconnection, such as phone calls with 

loved ones.6,16,33 However, not all adults have equal access to the internet or primary care, 

with known disparities by race and ethnicity.34,35

Accordingly, our objective was to characterize self-reported increases in loneliness, sadness, 

and feelings of social disconnection among Medicare recipients 65 and over since the onset 

of COVID-19. We sought to determine whether feelings of loneliness, sadness, or social 

disconnection differed by race or ethnicity, and whether access to the internet or primary 

care was associated with less loneliness or feelings of disconnection. Given the ongoing 

COVID-19 pandemic and need for distancing measures, identifying whether modifiable 

factors such as access to primary care and the internet improve loneliness, sadness or 

feelings of social disconnection could encourage policy makers to ensure access.

Methods:

Data Source and Population:

We conducted a cross-sectional analysis using publicly-available data from the COVID-19 

supplement as part of the Medicare Current Beneficiary Survey (MCBS).36 The MCBS is 

a rotating panel survey of a nationally representative sample of the Medicare population 

that has been carried out since 1991 by the non-partisan and objective research organization 

NORC (formerly the National Opinion Research Center) at the University of Chicago, with 

oversampling of beneficiaries who are Hispanic/Latinx or over 85 years old. The COVID-19 

summer supplement includes data for 11,114 community-dwelling Medicare beneficiaries 

weighted to be nationally representative of 56,094,955 beneficiaries enrolled in Medicare 

in 2019 continuously through the Summer of 2020. The overall response rate was 78.9. 

Interviews were conducted by telephone in June and July of 2020. We excluded beneficiaries 

under 65 years old and those who responded by proxy, which included beneficiaries whose 

primary language was neither English nor Spanish. Because these data were publicly 

available and de-identified, IRB review was not required by Yale University. This study 

followed the STROBE guideline for reporting for cross-sectional studies.37

Variables:

Our dependent variables were responses to two questions, which both assessed Medicare 

beneficiaries’ feelings and were similar to questions asked on the 20-item UCLA Loneliness 

Scale:38 “Since the coronavirus outbreak began, have you felt more lonely or sad, less 

lonely or sad, or about the same?” and “Since the coronavirus outbreak began, have you 

felt more socially connected to family and friends, less socially connected to family and 

friends, or about the same?”. Beneficiaries were asked to choose one of the three options 

for each question. We included all answers in descriptive analyses, and for regression 

models collapsed these into dichotomous variables: “more lonely or sad” vs. not and “less 

socially connected” vs. not. Beneficiaries who used a proxy were not asked these questions. 
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Because the question asking about loneliness also addressed sadness, we examined the 

correlation between reporting feeling “more lonely or sad” and a history of depression to 

determine whether this question measured loneliness or sadness distinctly from depression. 

The correlation coefficient was 0.12 so we treated “more lonely or sad” as a distinct 

measure.

Our independent variables of interest included race/ethnicity, access to the beneficiary’s 

regular primary care since COVID-19 started, and access to the internet. Race/ethnicity was 

determined by respondent self-report, and NORC grouped these into “Black”, “Hispanic”, 

“Other”, and “White”. We defined beneficiaries not able to access their regular primary care 

as those who said they were “unable to get ‘Treatment for an Ongoing Condition’ or ‘A 

Regular Check-up’ because of the coronavirus outbreak”. We defined internet access as a 

“yes” answer to “Do you have access to the internet?”.

Additional covariates of interest included: age, sex, Medicaid eligibility, living in a 

metropolitan area, limited English proficiency, and living alone. Age was available as two 

categories: 65–74 years old, and 75 and over. Sex was self-reported as one of two categories: 

female or male. Medicaid dual-eligibility was used as a proxy for socioeconomic status 

(SES), because income is a less reliable marker for SES in older, retired individuals.39 

Residence in a metropolitan area was categorized as yes or no, using Core Based Statistical 

Area (CBSA) guidelines: metropolitan statistical areas have at least one urbanized area 

of 50,000 or more population, plus adjacent territory that has a high degree of social 

and economic integration with the core as measured by commuting ties. Beneficiaries 

with limited English proficiency were identified by completing the survey in Spanish. We 

identified people who lived alone through a response of “beneficiary lives alone” to a 

question asking if anyone else in the house has been told they have COVID. We also 

included self-reported history of either dementia or depression.

Data Analysis:

We calculated descriptive statistics on the overall sample, and compared responses 

to the questions about loneliness or sadness and feeling socially disconnected across 

sociodemographic characteristics, medical history, and primary care and internet access 

using chi-squared tests. Next, we constructed two sets of logistic regression models: one 

to evaluate our dependent variable of increased loneliness or sadness, and one to evaluate 

increased feelings of social disconnection. To control for the differential rates of COVID-19 

throughout the country by region, time and different local government responses, we 

included the region of the country and interview week in all models. In order to determine 

which covariates to include in our multivariable models aside from our variables of interest, 

we first tested each variable independently with our dependent variables. Our multivariable 

models added all covariates that had a P value of <0.2 in bivariate analysis.

Interactions:

Most public health measures early in the pandemic focused on limiting interactions with 

people outside of one’s own household.40 Thus, Medicare beneficiaries living alone may 

have relied more heavily on access to the internet, or may have found change to their 
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regular primary care more disruptive. We tested whether living alone moderated associations 

between internet access or primary care access and feelings of loneliness, sadness, or social 

disconnection using interactions in our fully-adjusted models. Specifically, we included 

interaction terms between living alone and: 1) internet access and 2) primary care access. 

Finally, given the high proportion of illness and death among Black and Hispanic/Latinx 

Americans in the Northeast early in the pandemic, we tested an interaction between race/

ethnicity and region in our fully-adjusted models.

Sensitivity Analysis:

Beneficiaries with internet access may not use it for social connection. We performed a 

sensitivity analysis using a yes/no answer to the question “Since the start of the pandemic, 

have you participated in video or voice calls or conferencing over the internet, such as with 

Zoom, Skype, or FaceTime?” in place of the internet access variable. Fifty-seven percent of 

those with internet access responded “yes” to this question.

All analyses accounted for the complex survey design and weighted sampling probabilities 

of the data source, and were performed using Stata 16.

Results:

Characteristics of MCBS beneficiaries

After excluding beneficiaries under 65 years of age (n=1,901), those who answered 

questions by proxy (n=1,054), and those missing responses to questions about loneliness or 

sadness and feeling socially disconnected (n=34), our analysis included 8,125 beneficiaries, 

weighted to be representative of approximately 43.7 million Medicare recipients. Overall, 

79% were White, 21% lived alone, 91.8% were not dual-eligible for Medicaid, 84% 

reported access to the internet, and 12% did not have access to primary care because of 

the COVID-19 pandemic (Table 1).

Loneliness or Sadness

Since the pandemic began, 22.6% of beneficiaries reported increased loneliness or sadness, 

74.9% reported no change, and 2.5% reported decreased loneliness or sadness. Rates of 

loneliness or sadness were higher among women (27.8% vs. 15.7% men), those with lower 

SES (25.9% with full Medicaid eligibility vs 22.5% without Medicaid), who live alone 

(29.9% vs. 20.5% who live with others), and with a history of depression (33.4% vs. 19.6% 

without) (Table 1).

In unadjusted analyses, Hispanic beneficiaries had the highest odds of feeling lonely or sad 

(28.1% vs. 17.1% Black, 21.6% other, and 22.7% White; OR=1.28 vs. White; 95% CI: 

1.03–1.60) to the internet was associated with higher odds of feeling lonely or sad (23.2% 

vs. 19.2%; OR=1.23; 95% CI: 1.04–1.45; p=0.02), whereas access to regular primary care 

during the pandemic was associated with lower odds of feeling lonely or sad (21.8% vs. 

28.2%; Odds Ratio [OR]=0.73, 95% confidence interval [CI], 0.59–0.90; P=0.004) (Figure 

1; Table 2).
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In the fully-adjusted model, beneficiaries who identified as Hispanic/Latinx had higher odds 

of feeling lonely or sad (OR: 1.30; CI: 1.02–1.65; P value for joint test of race/ethnicity 

= 0.02). Those with access to the internet also had higher odds (OR: 1.29; CI: 1.07–1.56; 

P=0.009), whereas those with access to regular primary care had lower odds of feeling 

lonely or sad (OR=0.77; 95% CI, 0.61–0.96; P=0.02). Several other characteristics were 

associated with higher odds of loneliness or sadness, including female gender (OR: 1.89; 

CI: 1.63–2.19; P<0.001), living in a metropolitan area (OR: 1.33; CI: 1.15–1.55; P<0.001), 

living alone (OR: 1.61; CI: 1.38–1.88, P<0.001), and having a history of depression (OR: 

1.86; CI: 1.57–2.19), P<0.001) (Table 3).

Feelings of Social Disconnection

Overall, 37.1% of beneficiaries reported feeling more disconnected since the start of 

the COVID-19 pandemic, 51.1% reported no change, and 11.9% reported feeling less 

disconnected. Feeling socially disconnected was more common among younger people 

(39.1% ages 65–74 vs. 33.4% of >75-year-olds), women (41.1% vs. 31.9% of men), those 

with higher socioeconomic status (37.9% of those with no Medicaid eligibility vs. 26.9% 

with full Medicaid), those whose primary language is English (37.4% vs. 24.9% with limited 

English proficiency), and those with a history of depression (42.1% vs. 35.7% without) 

(Table 1).

In unadjusted analyses, Black beneficiaries had the lowest odds of feeling socially 

disconnected (23.4% vs. 33.6% Hispanic, 35.8% other, and 38.9% White; OR=0.51 vs. 

White; 95% CI: 0.38–0.67) access to the internet was associated with higher odds of feeling 

disconnected (39.0% vs. 26.4%; OR=1.75; 95% CI: 1.54–2.00; P<0.001), whereas access to 

primary care during the pandemic was associated with lower odds of feeling disconnected 

(35.9% vs 45.6%; OR=0.68, CI: 0.58–0.81, P<0.001) (Figure 1; Table 2).

In the fully-adjusted model, Black beneficiaries had lower odds of feeling disconnected (OR: 

0.55; CI: 0.42–0.73; P value for joint test of race/ethnicity <0.001). Those with access to 

their regular primary care also had lower odds of feeling disconnected (OR: 0.73; CI: 0.61–

0.87, P=0.001), and those with access to the internet had higher odds of feeling disconnected 

(OR: 1.42; CI: 1.24–1.63; P<0.001). Several other sociodemographic characteristics were 

associated with higher odds of feeling disconnected, including younger age (OR for 65–74 

years old: 1.19; CI: 1.08–1.32; P=0.001), female gender (OR: 1.52; CI: 1.36–1.71; P<0.001), 

living in a metropolitan area (OR: 1.22; CI: 1.04–1.44; P=0.02), and having a history of 

depression (OR: 1.23; CI: 1.05–1.43); P=0.01). (Table 4).

Interactions

In the fully-adjusted models, those who lived alone were significantly more likely to report 

loneliness or sadness if they had access to the internet (P<0.001). There was no association 

between internet access and loneliness or sadness for those who did not live alone. This 

interaction was not significant for feelings of social disconnection. Living alone did not 

moderate the association between primary care access and feelings of loneliness, sadness, or 

social disconnection. There was no significant interaction between race and region.
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Sensitivity Analysis:

In our full models for loneliness or sadness and feelings of social disconnection, substituting 

use of internet for video or voice calls for our internet access variable did not change our 

findings. In addition, the interaction between living alone and using internet for video or 

voice calls was not significant.

Discussion:

In this analysis of data from the nationally-representative Medicare Current Beneficiary 

Survey, our findings support prior research demonstrating increases in loneliness and feeling 

socially disconnected since the start of the COVID-19 pandemic.1–5 We expand upon 

previous findings by looking specifically at those 65 and over using nationally-representative 

data. We find differences across racial groups, further contextualize associations with 

internet access, and offer new insights related to access to regular primary care.

Research conducted prior to the COVID-19 pandemic has been inconsistent regarding racial/

ethnic differences in loneliness and feeling socially disconnected.19–21 A study conducted 

during the pandemic using a nationally-representative sample over 50 years old found 

that Black and Hispanic/Latinx respondents were less likely than White respondents to 

report loneliness.1 Our findings were consistent with regard to Black Americans, who were 

least likely to report loneliness, sadness, or feelings of social disconnection. Prior work is 

consistent in the finding that Black Americans are more likely to live in multigenerational 

homes,21–25 and there is evidence that older Black Americans are most likely to participate 

in religious activities,41,42 which may have been an important social network during 

the pandemic and protective against feelings of loneliness. In contrast, Hispanic/Latinx 

beneficiaries in our sample of over 65-year-olds were most likely to report loneliness or 

sadness, which differs from findings in the over 50 age group.1 Prior to the COVID-19 

pandemic, one study found that Hispanic/Latinx older adults were least likely to report their 

mental health as good, and most likely to have negative mental health effects from objective 

social isolation compared with White and Black older adults.21 Thus, our findings of more 

loneliness or sadness among Hispanic/Latinx beneficiaries could be related to the high 

prevalence of SARS-CoV-2 infections and mortality among Hispanic/Latinx communities.26 

One pre-pandemic abstract suggested that social ties to friends were more important for 

preventing loneliness in older Hispanic/Latinx adults than ties to family,43 and ties to friends 

may have been more disrupted by COVID-19 precautions.

Internet access was associated with more loneliness and feelings of disconnection, which is 

in line with several studies conducted prior to the pandemic.30,31 Interestingly, this finding 

was driven by Medicare beneficiaries who lived alone. Internet access was not associated 

with a difference in loneliness for those who did not live alone. This is in contrast to findings 

from a pre-pandemic cross-sectional study among a large European sample, which found 

that internet access mitigated loneliness in adults over 50.44 It may be that older adults in 

particular benefit from guidance on using it for social connection. For example, a study 

conducted prior to the pandemic that introduced internet to older adults living in assisted 

living facilities for the explicit purpose of social connection found that those taught to 

use the internet were less likely to report both loneliness and perceived social isolation.45 
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Guidance on appropriate internet use may also be helpful as older adults increasingly rely on 

technology for health information.46 Other studies conducted during the pandemic suggest 

that internet is inadequate to replace in-person contact.2,5 Indeed, phone calls appear to be a 

more effective way of facilitating feelings of social connection.47,48

Those who had access to their regular primary care provider during the pandemic were 

less likely to report increased loneliness or sadness and feelings of disconnection than 

those who had to forego their regular care. Prior work has shown that lonely people are 

more likely to utilize health care.33,49,50 Thus, having to forego primary care appointments 

during the pandemic may have exacerbated loneliness and feelings of disconnection for 

those who rely on this outlet for connection. It is also possible that those who retained 

access to their PCP during the pandemic had earlier interventions to mitigate loneliness 

or feelings of disconnection. For example, the care team could encourage safe ways of 

remaining connected.32 Finally, it may be that this finding is the result of confounding, 

for example due to barriers to access to care that also increase risk of loneliness, such as 

geographic or transportation barriers or residual confounding from SES. Those who were 

able to maintain their regular primary care may have had better social connections in the first 

place. Nonetheless, clinicians should ask patients about feelings of loneliness, particularly 

older adults.32

Limitations

Our study has several limitations. First, our results may not be generalizable to Medicare 

beneficiaries who live in nursing homes or who have severe dementia. The survey only 

included Medicare beneficiaries who live in the community and not nursing homes, and 

we limited analyses to beneficiaries who did not require a proxy. Second, beneficiaries 

were asked about their experiences of “loneliness or sadness” in one question, but the low 

correlation between responses to this question and depression suggests this is measuring 

a distinct phenomenon. Further, both domains, loneliness and sadness, reflect important 

aspects of patient experience, and these findings were broadly consistent with feelings of 

social disconnection. Third, we could not control for factors related to living situation, 

including family structure, because those data were not available. We did account for 

living alone, which is associated with loneliness and social isolation. Fourth, this study was 

conducted early in the pandemic, and one study demonstrated attenuation of feelings of 

loneliness as time progressed from initial shelter in place orders.2

Conclusions

Loneliness, sadness, and feelings of social disconnection are increasing among older 

adults in the United States as a result of the COVID-19 pandemic. Surprisingly, Black 

Americans, who have had the highest rates of sickness and death from COVID-19, are 

least likely to report feelings of loneliness and social disconnection. This may be the result 

of multigenerational households or religious networks. Hispanic/Latinx older adults were 

most likely to report loneliness or sadness, and this finding warrants further exploration. 

Internet access is not a universal solution, and policy makers should consider telephone-

based interventions to build community and decrease loneliness. Access to regular primary 

care may help to alleviate loneliness and feelings of social disconnection. Health systems 
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should provide tools to clinicians to address loneliness and prioritize maintaining access to 

primary care. This may include ongoing support for telehealth or video visits, which would 

be helpful for patients with limited access to care. Patients report a desire to speak with their 

physicians about loneliness,20 and clinicians should prompt these discussions by asking their 

patients about these feelings.32
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Key points:

• Feelings of loneliness and social disconnection differed by race

• Those with internet were more lonely

• Access to primary care mitigated loneliness
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Why this paper matters?

Loneliness and feelings of disconnection are risk factors for morbidity and mortality; 

maintaining access to primary care may help
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Figure 1: 
Self-reported loneliness or sadness and feelings of social disconnection among Medicare 

beneficiaries >65 years old since the start of the COVID-19 pandemic

* p<.05

** p<.001
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Table 1:

Loneliness, sadness, and feelings of social disconnection in Medicare recipients 65 and older during the covid 

pandemic who did not respond by proxy.

Weighted % (95% CI)

Loneliness or Sadness Feelings of Social Disconnection

Characteristic

All 
beneficiaries 
included in 
MCBS 
COVID-19 
supplement* 
no. (weighted 
%)

Increased
About 

the 
Same

Decreased

P 
value 

for 
group

Increased
About 

the 
Same

Decreased

P 
value 

for 
group

All 
beneficiaries

8,159 (100) 22.6 (21.6–
23.6)

74.9 
(73.9– 
75.9)

2.5 (2.2–
3.0)

37.1 (35.5–
38.6)

51.1 
(49.5–
52.6)

11.9 (10.9–
12.9)

Age group 0.049 <0.001

65–74 years 3,756 (64.7) 23.3 (21.9–
24.7)

74.0 
(72.5–
75.4)

2.7 (2.1–
3.3)

39.1 (37.0–
41.1)

48.7 
(46.6–
50.7)

12.3 (10.7–
13.8 )

75+ years 4,403 (35.4) 21.2 (19.9–
22.5)

76.5 
(75.2–
77.9)

2.3 (1.8–
2.8)

33.4 (31.9–
34.9)

55.4 
(53.7–
57.2)

11.2 (10.1–
12.3)

Gender <0.001 <0.001

Female 4,667 (56.5) 27.8 (26.4–
29.3)

69.5 
(68.0–
71.0)

2.7 (2.1–
3.3)

41.0 (39.1–
43.0)

48.3 
(46.5–
50.0)

10.7 (9.4–
12.0)

Male 3,492 (43.5) 15.7 (14.2–
17.2)

81.9 
(80.4–
83.5)

2.3 (1.8–
2.9)

31.9 (30.0–
33.8)

54.7 
(52.5–
56.9)

13.4 (12.0–
14.8)

Race/Ethnicity <0.001 <0.001

Black, non-
Hispanic

643 (8.5) 17.1 (13.9–
20.3)

78.7 
(75.6–
81.9)

4.2 (2.6–
5.7)

23.4 (18.5–
28.2)

59.2 
(53.5–
64.8)

17.5 (13.7–
21.2)

Hispanic 698 (6.9) 28.1 (24.1–
32.0)

67.9 
(63.8–
72.0)

4.1 (2.4–
5.7)

33.6 (29.0–
38.2)

52.4 
(47.7–
57.1)

14.0 (10.1–
17.8)

Other/Unknown 401 (5.8) 21.6 (17.2–
25.9)

74.4 
(69.8–
78.9)

4.1 (1.9–
6.2)

35.8 (29.6–
42.0)

49.7 
(43.9–
55.4)

14.5 (10.1–
18.9)

White, non-
Hispanic

6,417 (78.8) 22.7 (21.5–
24.0)

75.1 
(73.9–
76.4)

2.1 (1.7–
2.6)

38.9 (37.1–
40.1)

50.2 
(48.4–
51.9)

10.9 (9.8–
12.0)

Medicaid 
eligibility

<0.001 <0.001

Full 508 (5.1) 25.9 (21.3–
30.5)

67.4 
(62.5–
72.3)

6.7 (4.1–
9.3)

26.9 (21.8–
32.0)

58.0 
(52.9–
63.2)

15.1 (11.2–
18.9)

Partial 359 (3.2) 19.1 (14.3–
24.0)

77.7 
(72.7–
82.7)

3.1(0.9–5.4) 27.8 (22.1–
33.4)

58.9 
(52.4–
65.4)

13.3 (8.8–
17.9)

None 7,292 (91.8) 22.5 (21.4–
23.6)

75.2 
(74.1–
76.3)

2.3 (1.9–
2.7)

37.9 (36.3–
39.6)

50.4 
(48.8–
52.0)

11.7 (10.6–
12.7)
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Weighted % (95% CI)

Loneliness or Sadness Feelings of Social Disconnection

Characteristic

All 
beneficiaries 
included in 
MCBS 
COVID-19 
supplement* 
no. (weighted 
%)

Increased
About 

the 
Same

Decreased

P 
value 

for 
group

Increased
About 

the 
Same

Decreased

P 
value 

for 
group

Live in 
metropolitan 
area

0.004 0.003

Yes 6,307 (80.9) 23.5 (22.4–
24.6)

73.8 
(72.7–
74.9)

2.7 (2.2–
3.1)

37.8 (36.0–
39.5)

49.9 
(48.1–
51.8)

12.3 (11.1–
13.5)

No 1,847 (19.2) 18.7 (16.5–
20.9)

79.4 
(77.0–
81.8)

1.9 (0.8–
3.0)

34.0 (30.9–
37.2)

55.9 
(52.8–
58.9)

10.1 (8.6–
11.6)

Limited 
English 
Proficiency 
(LEP)

<0.001 <0.001

Yes 333 (2.7) 22.6 (21.5–
23.6)

70.4 
(65.3–
75.4)

7.2 (3.4–
10.9)

24.9 (19.6–
30.1)

57.1 
(50.8–
63.5)

18.0 (12.9–
23.1)

No 7,826 (97.3) 22.6 (21.5–
23.6)

75.0 
(74.0–
76.1)

2.4 (2.0–
2.8)

37.4 (35.8–
39.0)

50.9 
(49.3–
52.5)

11.7 (10.7–
12.7)

Live alone <0.001 0.06

Yes 2,012 (21.5) 29.9 (27.5–
32.4)

67.5 
(64.9–
70.2)

2.5 (1.6–
3.5)

34.6 (32.0–
37.1)

54.2 
(51.3–
57.0)

11.3 (9.5–
13.0)

No 6,132 (78.5) 20.5 (19.4–
21.7)

76.9 
(75.7–
78.1)

2.5 (2.1–
3.0)

37.8 (36.0–
40.0)

50.2 
(48.4–
52.0)

12.0 (10.8–
13.2)

Prior 
depression 
diagnosis

<0.001 0.001

Yes 1,667 (21.5) 33.4 (30.7–
36.1)

63.1 
(60.3–
65.8)

3.6 (2.4–
4.7)

42.1 (39.2–
45.1)

45.6 
(42.5–
48.7)

12.2 (9.9–
14.6)

No 6,472 (78.6) 19.6 (18.4–
20.8)

78.2 
(77.0–
79.3)

2.3 (1.9–
2.7)

35.7 (33.9–
37.5)

52.5 
(50.8–
54.3)

11.8 (10.6–
12.9)

Prior dementia 
diagnosis

0.21 0.008

Yes 162 (1.5) 26.5 (18.5–
34.6)

69.2 
(61.1–
77.3)

4.3 (0.9–
7.7)

30.0 (21.8–
38.2)

63.2 
(54.9–
71.4)

6.8 (3.8–
9.8)

No 7,985 (98.5) 22.5 (21.5–
23.5)

75.0 
(74.0–
76.0)

2.5 (2.1–
2.9)

37.2 (35.6–
38.8

50.9 
(49.3–
52.4)

12.0 (10.9–
13.0)

Internet access 0.01 <0.001

Yes 6,437 (84.5) 23.2 (22.1–
24.3)

74.4 
(73.3–
75.5)

2.5 (2.0–
2.9)

39.0 (37.4–
40.7)

48.8 
(47.2–
50.5)

12.1 (11.0–
13.3)
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Weighted % (95% CI)

Loneliness or Sadness Feelings of Social Disconnection

Characteristic

All 
beneficiaries 
included in 
MCBS 
COVID-19 
supplement* 
no. (weighted 
%)

Increased
About 

the 
Same

Decreased

P 
value 

for 
group

Increased
About 

the 
Same

Decreased

P 
value 

for 
group

No 1,682 (15.6) 19.2 (16.8–
21.6)

77.7 
(75.0–
80.3)

3.1 (2.2–
3.9)

26.4 (24.0–
28.7)

63.2 
(60.2–
66.1)

10.5 (8.5–
12.4)

Access to 
primary care 
during COVID 
pandemic

0.007 <0.001

Yes 7,253 (88.3) 21.8 (20.7–
22.8)

75.8 
(74.7–
76.8)

2.5 (2.1–
2.9)

35.9 (34.3–
37.5)

52.3 
(50.7–
53.9)

11.8 (10.7–
12.9)

No 871 (11.7) 28.2 (24.2–
32.2)

69.0 
(64.7–
73.3)

2.8 (1.1–
4.5)

45.6 (41.6–
50.0)

41.9 
(37.7–
46.1)

12.5 (9.8–
15.3)

*
Weighted percentages reflect MCBS complex survey weighting and do not perfectly match the raw numbers
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Table 2.

Unadjusted logistic regression models, by primary variables of interest*

Characteristic (P value for group) Increased loneliness or sadness
Odds Ratio (CI) N = 8,117

Increased feelings of social disconnection
Odds Ratio (CI) N = 8,122

Race/Ethnicity P=0.002 P<0.001

Black, non-Hispanic 0.74 (0.57–0.96) 0.51 (0.38–0.67)

Hispanic 1.28 (1.03–1.60) 0.80 (0.64–1.00)

Other/Unknown 0.91 (0.69–1.21) 0.88 (0.67–1.16)

White, non-Hispanic ref ref

Internet Access P=0.02 P<0.001

Yes 1.23 (1.04–1.45) 1.75 (1.54–2.00)

No ref ref

Access to primary care during COVID-19 pandemic P=0.004 P<0.001

Yes 0.73 (0.59–0.90) 0.68 (0.58–0.80)

No ref ref

*
All models control for region and interview week.
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Table 3

Fully adjusted logistic regression models showing odds of increased loneliness or sadness, by beneficiary 

characteristics*

Characteristic (P value for group) Odds Ratio (CI)
N= 8,011

Race/Ethnicity P=0.02

Black, non-Hispanic 0.78 (0.60–1.02)

Hispanic 1.30 (1.02–1.65)

Other/Unknown 1.02 (0.75–1.39)

White, non-Hispanic ref

Access to internet P=0.009

Yes 1.29 (1.07–1.56)

No ref

Access to primary care during COVID-19 pandemic P=0.02

Yes 0.77 (0.61–0.96)

No ref

Age group P=0.06

65–74 years ref

75+ years 0.89 (0.80–1.00)

Gender P<0.001

Female 1.89 (1.63–2.19)

Male ref

Medicaid eligibility P=0.22

Full 1.06 (0.80–1.43)

Partial 0.76 (0.53–1.08)

None ref

Live in metropolitan area P<0.001

Yes ref

No 0.75 (0.64–0.87)

Live alone P<0.001

Yes 1.61 (1.38–1.88)

No ref

Prior depression diagnosis P<0.001

Yes 1.86 (1.57–2.19)

No ref

*
All models control for region and interview week.
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Table 4.

Logistic regression models showing odds of increased feelings of social disconnection, by beneficiary 

characteristics*

Characteristic (P value for group) Model 2c Odds Ratio (CI) N = 8,016

Race/Ethnicity P<0.001

Black, non-Hispanic 0.55 (0.42–0.73)

Hispanic 1.01 (0.73–1.40)

Other/Unknown 0.92 (0.70–1.21)

White, non-Hispanic ref

Internet access P<0.001

Yes 1.42 (1.24–1.63)

No ref

Access to primary care during COVID pandemic P=0.001

Yes 0.73 (0.61–0.87)

No Ref

Age group P=0.001

65–74 years Ref

75+ years 0.84 (0.76–0.93)

Gender P<0.001

Female 1.52 (1.36–1.71)

Male Ref

Medicaid eligibility P=0.17

Full 0.80 (0.59–1.08)

Partial 0.79 (0.57–1.08)

None Ref

Limited English proficiency P=0.05

Yes 0.63 (0.40–1.00)

No Ref

Live in metropolitan area P=0.02

Yes Ref

No 0.82 (0.69–0.97)

Live alone P=0.05

Yes 0.87 (0.75–1.00)

No Ref

Prior depression diagnosis P=0.01

Yes 1.23 (1.05–1.43)

No Ref

Prior dementia diagnosis P=0.40

Yes 0.83 (0.54–1.28)

No Ref
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*
All models control for region and interview week.
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