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Abstract: The COVID-19 health emergency and restrictive measures have increased psychological
problems, particularly anxiety and depression, in the general population. However, little is known
about mental health conditions and the possible risk and protective factors of specific population
groups, such as institutionalized vs. community-dwelling elderly. We investigated the abovemen-
tioned aspects in a sample of 65–89-year-old people during the third wave of COVID-19 in Italy.
We employed a sociodemographic survey and four questionnaires on health-related quality of life
(SF-36), loneliness (UCLA), spirituality (FACIT-Sp), and anxiety/depression (HADS). Our findings
suggest that the physical, psychological, and spiritual well-being of the elderly had not been seri-
ously impaired by the events related to the pandemic, although most of the participants reported a
worsening of their social life and a moderate/high fear of COVID-19. In regression analyses, these
two latter aspects turned out to be predictors of higher anxiety, while spiritual well-being and the
possibility to get out of the house/institution emerged as protective factors against anxiety and for
preserving quality of life, respectively. Our findings help refine the picture of the condition of the
elderly in the aftermath of the pandemic, giving some hints about how to continue supporting their
well-being and quality of life.

Keywords: COVID-19 pandemic; health-related quality of life; older people; loneliness; anxiety;
depression; spirituality; community-dwelling elderly; institutionalized elderly

1. Introduction

Since December 2019, the world has been experiencing the challenge of a new coro-
navirus disease (SARS-CoV-2). Several preventive measures have been taken by govern-
ments, such as quarantine, physical distancing, and travel restrictions that, nevertheless,
appeared to have impacted on the psychophysical well-being of individuals, increasing
their risk of mental health problems. It is indeed known from the previous literature that
the reduction of social contact, the excess of information, and the apprehension about the
spreading of the virus, could all be factors of depression, anxiety, and emotional instability,
also acting as amplifying factors of pre-existing clinical conditions [1–4]. It is estimated that
between one-third and one-half of the population will develop or increase psychopatholog-
ical disorders during the pandemic period if preventive measures are not taken to reduce
its possible negative effects [5]. However, to date, much of the literature has focused on the
immediate effects of the first pandemic wave, while the effects of the subsequent waves
have been much less studied; thus, it is not clear how individuals are responding and adapt-
ing to the long-lasting emergency situation. Moreover, large inter-individual differences
exist, and for future pandemics, there is a clear need to comprehensively assess individuals’
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resilience from the start to provide personalized help and interventions tailored to the
specific needs of, in particular, vulnerable groups [6].

Although the virus can affect people of any age, older people appeared as the most
vulnerable population group and the most severely affected [7]. In an attempt to redefine
vulnerability in the era of COVID-19, a recent study described the elderly as a group
“disproportionally exposed to risk” [8], not only because of the direct contact with the
virus, but also because of indirect effects of social isolation, loneliness, and lack of access to
healthcare resources [9,10], deriving from the difficulty to cultivate social relationships and
be part of the community life.

Considering the importance of reflecting on the critical points and lesson learnt from
the COVID-19 pandemic to develop effective strategies and actions and increase prepared-
ness to other future emergency situations, we decided to explore the impact of the stressful
COVID-19 pandemic on older people’s mental health condition. We focused particularly
on this population group since the previous literature had mainly addressed the effects of
COVID-19 pandemic on young and middle-aged people [11–16]. However, populations are
growing older all over the world, and this demographic trend will have a great impact in
terms of needs to be answered to, services to be reorganized, and resilience to be promoted;
thus, further research is needed on this population target.

More specifically, we wanted to investigate, in an elderly population, the possible
changes in the conditions of health-related quality of life, anxiety, and depression as a
consequence of the stress experienced during the pandemic. As it is known that older
people had experienced conditions such as sickness, loneliness, anxiety, panic, stigma, and
death anxiety in previous epidemic periods [17], it is likely that similar problems could
be experienced also during the COVID-19 pandemic [18–20]. However, the prevalence
of anxiety and depression in the elderly is controversial. In some studies, anxiety and
depression increased particularly due to reasons such as physical problems, movement
limitations, and dependency on others [21–23]. Some studies, on the contrary, showed
lower levels of anxiety and depression, and they motivated this result with a possible higher
resilience and coping mechanisms in older people in comparison to the younger population
or with a greater acceptance of death with maturity developed by age [24,25]. Moreover,
when one considers resilience in the context of the COVID-19 pandemic, a few studies
have shown that older people seem to better manage their emotional and psychological
consequences [26–29].

Alongside the impact of the COVID-19 pandemic on older people’s physical and
mental health, we intended to investigate the role and possible influence of loneliness,
healthy lifestyles, and spirituality.

Loneliness, together with social isolation, has a great impact on well-being [30–33]
and may result in a lowering of mood and cognitive stimuli, altering the regulation of
inflammatory responses in the body, thus damaging the immune system, the ability to
concentrate, and sleep habits [34–36]. In older age, social isolation and loneliness increase
the risks of cardiovascular disease, stroke, diabetes, cognitive decline, dementia, depression,
anxiety, and suicide [37–40]. However, they are still largely neglected social determinants
of health and public health concerns in the elderly, although the COVID-19 pandemic and
the physical-distancing measures have increased the salience of these issues [8,41–44]. As
an example, in the general population, a recent study involving 1006 Italians during the
first COVID-19 lockdown showed that a longer isolation correlated with a worse mental
health status (e.g., depression) [45]. However, many questions and uncertainties remain to
be addressed by the research community since still little evidence is available on this topic
and effective interventions are needed [46,47].

Another important aspect which could play a role as a protective factor during the
pandemic was the possibility of maintaining healthy lifestyles, intended primarily as contin-
uing engaging in physical and recreational activities of different kinds (i.e., leisure moments,
music, painting, reading, playing, etc.). We know from the previous literature, carried out
both within the current health emergency [48–50] and before it began [51,52], that a physi-
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cally and intellectually active lifestyle has a positive impact against internalizing problems,
especially in favor of depressive symptoms. For example, in a sample of healthy adults,
Crescentini et al. [14] suggested the importance of not giving up physical activity even
during periods of isolation and social confinement, possibly underlining its importance
through targeted support interventions. Other studies confirmed that changes in lifestyle
factors, including nutrition, exercise, smoking, alcohol consumption, screen time, and sleep,
may be able not only to contribute to shifting the risk distribution for COVID-19 [53], but
also appear to play a role in the management of mental disorders [54], which are commonly
observed in pandemics such as the current one [55,56]. However, considering that most of
the previous literature addresses young and middle-aged people, we wanted to explore if
our sample corroborated these findings.

Spiritual support may also be a strategy for individuals to cope with life stressors,
helping in the search for meaning and in overcoming loneliness and coping with reality.
Spirituality is one of the most valid tools for the elderly to interpret and make sense of what
has happened during the pandemic [57], as well as to cope with difficulties and overcome
loneliness, stress, depression, death anxiety, and similar problems [58–60], besides being an
essential part in certain medical fields such as the palliative care [61]. Faith and spirituality
are not strictly connected with religious beliefs but could also be expressed by spending
time in meditation, listening to inspirational programs, reading uplifting literature, and
caring for others in need [62], especially in the sense of staying active in the community by
delivering care/help for frail people [63]. For these reasons, we also aimed at exploring
if spirituality had a protective role against the effects of the COVID-19 pandemic on
older people.

Finally, among the elderly, those institutionalized are worth higher attention, due to
the risk of loneliness and social isolation, deriving from the closure of healthcare facilities
and the ban of visits by parents, relatives, and friends. For this reason, institutionalization
could have contributed to worsening older people’s mental health problems, such as
internalizing symptoms, and their physical and psychological well-being [64–66]. Thus, in
the present study, we also compared the living conditions of community-dwelling versus
institutionalized older people.

To sum up, the aim of this study was to investigate the status of physical and mental
health of a sample of older people during the third wave of COVID-19 in Italy. This might
be of special interest also due to the fact that Italy was the first country in Europe to
implement a nationwide lockdown and to introduce the most stringent restrictive measures
to contain the spreading of the virus. We assessed older people’s health-related quality
of life and levels of anxiety and depression, and we explored as possible predictors their
levels of loneliness, healthy lifestyles, and spirituality. A structured survey was designed
and administered to both home-dwelling and institutionalized elderly people to provide a
comprehensive picture of the effects of the health emergency and restrictive measures in
this age group (65–89 years). Conducting research on these issues could be useful to better
understand older people’s perceived care needs and psycho-emotional concerns and to
invest in interventions and strategies aimed at responding to these needs [67,68]. A better
understanding of the complex interactions of cognitive, emotional, physical, and social
aspects of older people’s mental health will also help to offer more effective services and
develop intervention programs for the elderly [3].

2. Materials and Methods
2.1. Overview of Procedure

This study involved a sample of older people living in the community and in health-
care facilities. As the data were collected in 2021 and referred to a period (April–July 2021)
of variable restrictive measures, from strict lockdown and semi-lockdown to minimum
pandemic-related restrictions, the questionnaire was administered online for people in the
community and by health professionals in healthcare facilities. The research was proposed
via a link with access to the questionnaire sent by e-mail to people living in the commu-
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nity through the involvement of voluntary associations and neighborhood networks. In
healthcare facilities, the researchers met the health professionals willing to co-operate and
explained to them the aims and methodology and gave indications on how to submit
the survey to participants. Before starting to complete the questionnaires, all participants
read the aims of the study, the topics proposed, and the informed consent stating that
participation was voluntary and that they could withdraw at any time during the survey.
The completion of the questionnaires was anonymous and lasted on average 30 min per par-
ticipant. The survey consisted of a sociodemographic section focused on different aspects
of personal characteristics, lifestyles, social relationships, and four validated questionnaires
on the physical and psychological status of health, anxiety and depression, loneliness, and
spirituality. The procedures were approved by the local Ethics Committee of the University
of Udine and were in accordance with the Helsinki Declaration guidelines.

2.2. Participants

A total of 400 older people was firstly contacted to participate in the study, both within
the community and in healthcare facilities. Six of these structures were contacted, including
nursing homes, residential facilities, and long-term care facilities in the city of Udine. In
these facilities, we conducted the research thanks to the co-operation of health professionals
which helped the researchers in recruiting participants and in submitting the survey. Over-
all, we excluded people who were diagnosed with severe psychiatric or neurodegenerative
conditions and people who refused to take part in the survey (94 participants) and people
over 90 years of age (24 participants). The inclusion of these last subgroups of participants
would have made difficult any comparison with the previous literature and normative
data. Our final sample was composed of 282 respondents aged 65–89, including both
home-dwelling and institutionalized elderly people (76.6% and 23.4% of the total sample,
respectively) coming from both urban and rural areas; 163 were women and 119 were men
(57.8% and 42.2% of the total sample, respectively).

2.3. Measures
2.3.1. Sociodemographic Questionnaire

A sociodemographic questionnaire was developed for the purpose of this study,
adapted from the questionnaire used in the study by Crescentini et al. [14] and Fer-
uglio et al. [69]. The first part included some demographic questions (10 items) about
participants’ age (possible answers: between 65 and 74 years or between 75 and 89 years),
sex, nationality, level of education, marital status, job (or job before retirement), and the
number of people with whom they were living. The second group of questions (8 items)
focused on changes in their lifestyles during the pandemic, e.g., the amount of time they
spent every day practicing physical or recreational activities (range of possible answers:
0–>6 h per day) and if the pandemic modified these habits (increased, decreased, inter-
rupted, or remained the same), and how often they left home during the pandemic (never
to every day). The third group of questions (4 items) regarded participants’ family and
social network before and during the pandemic: how good they evaluated their relation-
ships with family and friends to be, how often they used to meet their friends before the
pandemic (never to always), and if the pandemic modified this habit (increased, decreased,
interrupted, or remained the same). The fourth group of questions (5 items) regarded
their direct experience with the COVID-19 infection: if they had been tested with swab,
if they were positive, if they experienced COVID-19 symptoms, how much they feared
being infected (no fear—much fear of contracting the virus), and the amount of time they
spent inquiring about the pandemic in the media since COVID-19 breakdown in China on
January 2020 (<1–>2 h per day).

2.3.2. Short-Form Health Survey 36 (SF-36)

The SF-36 questionnaire was used to measure the health-related quality of life (HRQOL),
being the most popular generic health status measure used in research, due to its com-
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prehensiveness, shortness, and high levels of reliability and validity [70–72]. The SF-36
contains 36 questions, which take, on average, 10 min to be answered. It includes 8 health
concepts and subscales: physical functioning (PF), role limitations due to physical problems
(RP), bodily pain (BP), general health perceptions (GH), vitality (VT), social functioning
(SF), role limitations due to emotional problems (RE), and mental health (MH). Each con-
cept is assessed by using a multi-item scale; items scores are summed for each scale and
transformed on a scale of 0 to 100, so that higher scores represent better health. The eight
subscales design a health profile which is a useful and intuitive tool to describe the HRQOL
of a sample. It is also possible to calculate two summary measures which reassume the two
major domains of the SF-36: the physical component summary (PSC-36) and the mental
component summary (MCS-36). In the present study, as a global measure of health-related
quality of life, we considered only the total SF-36 score in the analysis. The Italian version
of the SF-36 was elaborated and validated in the IQOLA project, at the end of which it was
tested in a large representative sample of the Italian general population (N = 2031) [73].
Cronbach’s alpha for the SF-36 total score in the present study was 0.95.

2.3.3. UCLA Loneliness Scale—Version 3 (UCLA)

The UCLA is a 20-item scale designed to measure one’s subjective feelings of loneliness,
as well as feelings of social isolation. Participants rate each item on a scale from 1 (never)
to 4 (often). Version 3 [74] is a revised version of both the original UCLA (1978) [75]
and the Revised UCLA [76]. The original measure aimed at developing a simple and
reliable assessment technique to facilitate the research on loneliness. However, the initial
tool was mainly used with college students’ samples, but the reliability of the measure
decreased when the scale was used to assess loneliness among other populations, such as
the elderly [77]; for this reason, we used version 3 of the scale. Most research on loneliness
has been based on the UCLA which has become the “standard” scale in the area (see
discussion by Shaver and Brennan [78]). Cronbach’s alpha for the UCLA score in the
present study was 0.89.

2.3.4. Hospital Anxiety and Depression Scale (HADS)

The HADS is a frequently used self-rating scale developed to assess psychological
distress in non-psychiatric patients (e.g., cancer, coronary heart disease, etc.). It consists of
two subscales, Anxiety and Depression [79]. The HADS scale consists of 14 items, 7 for the
anxiety subscale (HADS Anxiety) and 7 for the depression subscale (HADS Depression).
HADS Anxiety is focused mainly on symptoms of generalized anxiety disorder and HADS
Depression is focused on anhedonia, the main symptom of depression. Each item is
scored on a response-scale with 4 alternatives ranging between 0 and 3. Overall, it has
demonstrated satisfactory psychometric properties in different groups: in primary care
patients [80], cognitively intact nursing home patients [81], cancer inpatients [82], and in
general populations [79,83]. Djukanovic et al. [84] demonstrated that the HADS scale can be
recommended to assess psychological distress among a general population of 65–80 years
old, with acceptable internal consistency. Iani et al. [83] confirmed that the HADS has
good psychometric properties in an Italian community sample, and that the HADS scores,
especially the general psychological distress one, can be reliably used for assessing age and
gender differences. Cronbach’s alphas for the HADS Anxiety and Depression scores in the
present study were 0.82 and 0.80, respectively.

2.3.5. Functional Assessment of Chronic Illness Therapy—Spiritual Well-Being (FACIT-Sp)

The FACIT-Sp is the most widely used instrument in research to measure spiritual
well-being. It is a 12-item scale. Answers are scored on a 5-point Likert scale from 0 to 4.
Total scores range from 0 to 48, with higher scores indicating higher spiritual well-being.
High spiritual well-being was defined as a FACIT-Sp total score ≥ 36, as proposed by
McClain [85], considering the labels corresponding to the scores: a score of 3 on the Likert
scale indicates “quite a bit”, while scores below this indicate “somewhat” or lower. The
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FACIT-Sp has been translated into Italian by the FACIT Organization, using a process of
translation-back translation (http://www.facit.org (accessed on 15 January 2021)). We used
this tool, although some previous studies [86] suggest that the FACIT-Sp may underesti-
mate spiritual well-being in older patients and, despite having acceptable psychometric
properties, may present some limitations for measurement of spiritual well-being in hospi-
talized elderly patients. Cronbach’s alpha for the FACIT-Sp total score in the present study
was 0.86.

2.4. Statistical Analysis

Statistical analysis was performed by using R version 3.6.3. Relationships between
the measures obtained with the study questionnaires (SF-36, UCLA, FACIT-Sp, HADS
Anxiety, and HADS Depression) were performed with Pearson product-moment corre-
lation coefficients. Predictors of the three main study outcomes (HADS Anxiety, HADS
Depression, and SF-36 scores) were examined by means of three separate forced-entry
multiple regression analyses, using both categorical and continuous variables. Categorical
variables (dichotomized as shown in Table 1) that were included in all the three regression
models were age, sex, residence, frequency of leaving home in the previous two weeks,
change in the amount of physical activity from before to during the pandemic, change in
the amount of recreational activities from before to during the pandemic, change in the
amount of meetings with family/friends from before to during the pandemic, and the level
of fear of COVID-19. Continuous variables that were included in the regression models for
HADS Anxiety and HADS Depression scores were the UCLA, FACIT-Sp, and SF-36 scores.
Continuous variables that were included in the regression model for SF-36 scores were the
UCLA, FACIT-Sp, HADS Anxiety, and HADS Depression scores.

Table 1. Characteristics of study participants (N = 282).

Variable N %

Sex
female 163 57.8
male 119 42.2

Age
65–74 years 171 60.6
75–89 years 111 39.4

Residence
in own home 216 76.6
in nursing home 66 23.4

Frequency of leaving home in the previous 2 weeks
never or sometimes 140 49.6
often or daily 142 50.4

Physical activity during the pandemic
interrupted or diminished 108 38.3
unchanged or increased 174 61.7

Recreational activities during the pandemic
interrupted or diminished 45 16.0
unchanged or increased 237 84.0

Meetings with family/friends during the pandemic
interrupted or diminished 221 78.4
unchanged or increased 61 21.6

Fear of COVID-19
none or low 79 28.0
moderate or high 203 72.0

3. Results

The study sample consisted of 163 women and 119 men (57.8% and 42.2%); 171 of
them were between 65 and 74 years old (57.8%), and 111 were between 75 and 89 years
old (60.6% vs. 39.4%). The sample consisted of 216 older people living in their own home

http://www.facit.org
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(76.6%) and 66 people living in nursing homes (23.4%). Most of the participants were
married (56.4%) or widowed (29.8%), and the remaining were single or divorced. The
most frequent level of education was high school (41.8%), and the most frequent job before
retirement was employee (43.6%). Most of the sample lived alone (44.7%) or with another
person (40.4%). As to health problems, more than half of the participants declared not to
have any problem (55.3%). As to their social network, most of the participants judged their
relationships to be excellent/good (67.0% compared to 33.0% who considered it poor/very
bad) and declared that they frequently met with their family and friends (often/always
74.1% vs. rarely/sometimes 25.9%), but during the pandemic, most of them were forced
to drastically reduce or interrupt their contacts (78.4% reduced/interrupted vs. 21.6% un-
changed/increased). We also considered if they had taken swabs to check for contagion
(55.3% answered yes), but few of them resulted in being positive (14.5%) or had symp-
toms (12.4%). We explored also how much time they spent per day reading or watching
the news about the health emergency on TV, newspapers, or the internet: the majority
spent less than 2 h per day (85.1%). As to the participants’ daily life during the pandemic,
we investigated how often they went out in the previous two weeks (never/sometimes
at 49.6% vs. often/daily at 50.4%) and the changes that occurred due to the COVID-19
outbreak in their pre-pandemic habitual physical, social, and recreational activities. As
to physical activity, 48.2% of the participants reported 0–2 h of physical activity per day,
while the remaining 51.8% reported >2 h of physical activity per day; most of them main-
tained or improved their practice during the pandemic (61.7% unchanged/increased vs.
38.3% diminished/interrupted). The same can be said for recreational activity: 29.4% of the
participants reported 0–2 h of recreational activity per day, while 70.6% reported >2 h of
recreational activity per day; this habit was also mostly maintained or improved (84% un-
changed/increased vs. 16% diminished/interrupted). Finally, we explored their fear to
be infected: most of them were moderately or much afraid (72%), while the others were
somewhat or not afraid at all (28%) of being infected. The characteristics of the study
sample for the variables included in the regression models are shown in Table 1.

Descriptive statistics of the measures obtained with the study questionnaires (SF-36,
UCLA, FACIT-Sp, and HADS), both for the whole sample and for the sample parti-
tioned according to the study variables included in the regression analysis, are shown in
Tables 2 and 3. As portrayed in Figure 1, the distribution of scores was positively skewed
for UCLA and HADS (with more frequent scores for the lower levels of loneliness and
anxiety/depression) and negatively skewed for SF-36 and FACIT-Sp (with more frequent
scores for the higher levels of health-related quality of life and spiritual well-being; for
all, p < 0.005 in the Shapiro–Wilk normality test). Scores found in the present study on
the four questionnaires were generally similar (i.e., remaining within 1 standard devia-
tion from the mean) to those obtained on elderly samples before the pandemic (UCLA:
M = 38.6 ± 8.7 in Adams et al. [87]; FACIT-SP: M = 29.6 ± 7.8 in Monod et al. [86]; HADS
Anxiety: M = 8.0 ± 4.5, HADS Depression: M = 6.3 ± 4.1 in Iani et al. [83]), except for SF-36
scores, which, in the present study, were lower than those found in the general population
in the validation study in Italy (SF-36: M = 73.0 ± 7.7 in Apolone et al. [88]), but higher
than those found in a more recent study on older people in Italy (SF-36: M = 48.5 ± 8.8 in
Gatti et al. [89]).

The correlation matrix of the measures obtained with the study questionnaires (SF-36,
UCLA, FACIT-Sp, and HADS) is shown in Table 3 and Figure 1. The correlation analyses
revealed that HADS Anxiety and Depression scores were positively associated with UCLA
scores (r = 0.53 and r = 0.65 respectively, for both p < 0.001) and negatively associated
with FACIT-Sp scores (r = −0.47 and r = −0.49, respectively, for both p < 0.001) and SF-36
scores (r = −0.57 and r = −0.67, respectively, for both p < 0.001). SF-36 scores, in turn, were
positively associated with FACIT-Sp scores (r = 0.45, p < 0.001) and negatively associated
with UCLA scores (r = −0.52, p < 0.001). Finally, UCLA scores were negatively associated
with FACIT-Sp scores (r = −0.58, p < 0.001).
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Table 2. Mean and standard deviation scores of the questionnaires employed in the study by function
of the main study variables. * Asterisks denote a significant difference (p < 0.01 obtained after
Bonferroni correction for multiple comparisons across the five questionnaires) in the questionnaire
means obtained from the two levels of each study variable.

Variable Level SF-36 UCLA FACIT-Sp HADS
Anxiety

HADS
Depression

Sex
female 61.5 ± 20.3 41.4 ± 10.5 29.4 ± 10.1 6.3 ± 3.7 4.7 ± 3.7
male 67.5 ± 20.5 39.7 ± 9.0 30.5 ± 9.1 5.3 ± 3.7 4.0 ± 3.6

Age
65–74 years 68.1 ± 19.7

*
39.5 ± 9.7 30.7 ± 9.3 5.9 ± 3.6 4.0 ± 3.5

75–89 years 57.7 ± 20.4 42.5 ± 9.9 28.6 ± 10.1 5.8 ± 4.0 4.9 ± 3.8
Residence

home-dwelling 67.2 ± 19.7
*

39.6 ± 9.6
*

30.5 ± 8.9 5.8 ± 3.8 4.1 ± 3.6
nursing home 53.8 ± 20.2 44.2 ± 10.0 27.9 ± 11.7 6.0 ± 3.7 5.3 ± 3.7

Frequency of leaving home in the previous 2 weeks
never or sometimes 55.9 ± 21.3

*
43.1 ± 10.7

*
28.1 ± 10.8

*
6.5 ± 4.0

*
5.2 ± 4.1

*often or daily 72.1 ± 16.3 38.3 ± 8.4 31.7 ± 8.0 5.2 ± 3.3 3.5 ± 3.0
Physical activity during the pandemic

interrupted or diminished 63.1 ± 19.0 41.5 ± 9.5 30.3 ± 8.9 6.5 ± 3.9 4.7 ± 3.6
unchanged or increased 64.7 ± 21.5 40.2 ± 10.2 29.6 ± 10.2 5.4 ± 3.6 4.1 ± 3.6

Recreational activities during the pandemic
interrupted or diminished 52.8 ± 21.9

*
44.8 ± 8.0

*
28.6 ± 8.5 7.2 ± 4.0 6.3 ± 4.2

*unchanged or increased 66.2 ± 19.6 39.9 ± 10.0 30.1 ± 9.9 5.6 ± 3.6 4.0 ± 3.4
Meetings with family/friends during the pandemic

interrupted or diminished 63.7 ± 20.5 40.5 ± 9.9 30.1 ± 9.4 6.1 ± 3.7 4.5 ± 3.7
unchanged or increased 65.4 ± 21.0 41.2 ± 10.0 29.0 ± 10.6 4.9 ± 3.6 4.0 ± 3.4

Fear of COVID-19
none or low 66.0 ± 20.5 41.0 ± 10.9 29.8 ± 10.7 4.5 ± 3.5

*
3.7 ± 3.6

moderate or high 63.3 ± 20.6 40.6 ± 9.5 29.9 ± 9.3 6.3 ± 3.7 4.6 ± 3.7

Table 3. Descriptive statistics of the questionnaires employed, both for the present study and for
reference studies.

Questionnaire Present Study
M ± SD

Reference Study
M ± SD

SF-36 64.0 ± 20.6 73.0 ± 7.7 [88]
48.5 ± 8.8 [89]

UCLA 40.7 ± 9.9 38.6 ± 8.7 [87]
FACIT-SP12 29.9 ± 9.7 29.6 ± 7.8 [86]

HADS Anxiety 5.8 ± 3.7 8.0 ± 4.5 [83]
HADS Depression 4.4 ± 3.6 6.3 ± 4.1 [83]

The three multiple regression analyses that evaluated the predictors of anxiety (HADS
Anxiety score), depression (HADS Depression score), and health-related quality of life
(SF-36 score) met the assumptions of no perfect multicollinearity (all Variance Inflation
Factors, VIFs, were between 1.06 and 2.35) and independence of errors (all Durban–Watson
statistics between 1.83 and 2.09). The three models showed that the three sets of predictor
variables were significant contributors to the models (see Table 4). The models of HADS
Anxiety and HADS Depression explained 50.0% and 59.8% of the variance in HADS Anxiety
and HADS depression scores, respectively (R2 = 0.500, F (11, 270) = 24.5, p < 0.001 for HADS
Anxiety; R2 = 0.598, F (11, 270) = 36.5, p < 0.001 for HADS Depression). The model of
SF-36 scores explained 57.7% of the variance in SF-36 scores (R2 = 0.577, F (12, 269) = 30.6,
p < 0.001). In particular, HADS Anxiety levels were predicted by interrupted or diminished
meetings with family/friends during the pandemic (β = −0.10, p = 0.026), higher fear of
COVID-19 (β = 0.15, p = 0.002), lower SF-36 scores (β = −0.39, p < 0.001), lower FACIT-Sp
scores (β = −0.18, p < 0.001), and higher UCLA scores (β = 0.25, p < 0.001). Interrupted or
diminished physical activity during the pandemic was a marginally significant predictor of
HADS Anxiety scores (β = −0.09, p = 0.058), and a trend was observed for the age variable
in predicting HADS Anxiety scores (β = −0.09, p = 0.066, younger individuals with higher
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scores than older ones). HADS Depression levels were instead predicted by higher UCLA
scores (β = 0.38, p < 0.001) and lower SF-36 scores (β = −0.08, p < 0.001). Finally, health-
related quality-of-life SF-36 scores were predicted by lower age (β = −0.13, p = 0.004),
having gone out of the home often or daily in the two weeks before completing the survey
(β = 0.18, p < 0.001), and by lower HADS Anxiety and Depression scores (β = −0.23 and
β = −0.40, respectively, for both p < 0.001).
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Table 4. Multiple linear regression models of anxiety symptoms (HADS Anxiety score), depression
symptoms (HADS Depression score), and health-related quality of life (SF-36 score); * p < 0.05,
** p < 0.01, and *** p < 0.001.

HADS Anxiety Score HADS Depression Score SF-36 Total Score

Predictor B
(SE) β p B

(SE) β p B
(SE) β p

Sex
(0 = female,
1 = male)

−0.30
(0.33) −0.04 0.374 0.09

(0.29) 0.01 0.766 2.10
(1.70) 0.05 0.216

Age
(0 = 65–74 years;
1 = 75–89 years)

−0.68
(0.37) −0.09 0.066 −0.20

(0.32) −0.03 0.530 −5.35
(1.84) −0.13 0.004

**

Residence
(0 = home-dwelling;
1 = nursing home)

−0.55
(0.48) −0.06 0.250 −0.08

(0.42) −0.01 0.856 −3.51
(2.43) −0.07 0.151

Frequency of leaving home in the previous 2 weeks
(0 = never or sometimes;
1 = often or daily)

0.14
(0.39) 0.02 0.728 0.35

(0.34) 0.05 0.301 7.24
(1.94) 0.18 <0.001

***
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Table 4. Cont.

HADS Anxiety Score HADS Depression Score SF-36 Total Score

Predictor B
(SE) β p B

(SE) β p B
(SE) β p

Physical activity
during the pandemic
(0 = interrupted or diminished;
1 = unchanged or increased)

−0.66
(0.35) −0.09 0.058 −0.20

(0.30) −0.03 0.519 −1.48
(1.77) −0.04 0.401

Recreational activities
during the pandemic
(0 = interrupted or diminished;
1 = unchanged or increased)

0.14
(0.47) 0.01 0.762 −0.51

(0.41) −0.05 0.222 2.95
(2.40) 0.05 0.220

Meetings with family/friends during
the pandemic
(0 = interrupted or diminished;
1 = unchanged or increased)

−0.91
(0.41) −0.10 0.026

*
−0.28
(0.36) −0.03 0.432 −0.99

(2.09) −0.02 0.638

Fear of COVID-19
(0 = none or low;
1 = moderate or high)

1.22
(0.39) 0.15 0.002

**
0.56

(0.34) 0.07 0.103 −2.13
(2.01) −0.05 0.290

SF-36 Total score −0.07
(0.01) −0.39 <0.001

***
−0.08
(0.01) −0.45 <0.001

*** − − −

UCLA score 0.09
(0.02) 0.25 <0.001

***
0.14

(0.02) 0.38 <0.001
***

−0.01
(0.12) −0.00 0.949

FACIT-Sp score −0.07
(0.02) −0.18 0.001

**
−0.03
(0.02) −0.08 0.088 0.18

(0.11) 0.08 0.108

HADS Anxiety score − − − − − − −1.24
(0.31) −0.23 <0.001

***

HADS Depression score − − − − − − −2.24
(0.34) −0.40 <0.001

***

R2 = 0.500 R2 = 0.598 R2 = 0.577
adjusted R2 = 0.479 adjusted R2 = 0.582 adjusted R2 = 0.559

p < 0.001 *** p < 0.001 *** p < 0.001 ***

4. Discussion

This study investigated a sample of older people (65–89 years old) during the third
wave of COVID-19 in Italy, with the aim of exploring the contributing factors of their mental
health in relation to the pandemic. A structured survey was designed and administered
to both home-dwelling and institutionalized elderly people (76.6% and 23.4% of the total
sample, respectively), to both women and men (57.8% and 42.2% of the total sample,
respectively), in order to provide a comprehensive picture of the mental health conditions
in this age group. This survey was composed of a sociodemographic section (focused on
different aspects of personal characteristics, lifestyles, and social relationships) and four
validated questionnaires on the health-related quality of life (SF-36), loneliness (UCLA),
spirituality (FACIT-Sp), and anxiety/depression (HADS). Each measure was filled in by
participants with reference to the last two weeks of their life during spring/summer 2021.

The sociodemographic section of the survey revealed that 49.6% of the elderly included
in the study usually remained all day in their home/institution, which appears to be much
higher than the pre-pandemic picture in the same age group [90]. This could probably
be related to the fact that 72% of the total sample of participants declared a moderate or
high fear of COVID-19, which is a much higher value than that obtained in other Italian
elderly people during the pandemic: for example, in a survey on more than 20,000 people
older than 60 years in April–June 2020, it was found that 61.0% of participants did not
fear COVID-19 for themselves and 43.1% did not fear COVID-19 for their family mem-
bers [91]. The sociodemographic section of the survey of the present study also provided
some insightful information on the impact of the pandemic on older people’s lifestyles,
which was seen to be worse for the social and physical aspects of daily life than for the
recreational aspects. Indeed, only 16.0% of the respondents declared that the COVID-19
pandemic caused an interruption/diminishment of their usual pre-pandemic recreational
activities, but a higher number of them declared that the COVID-19 outbreak caused an
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interruption/diminishment of their usual pre-pandemic physical activities (38.3%) and
of the meetings with their family and friends (78.4%). These data should be interpreted
while bearing in mind the pre-pandemic lifestyle of Italian elderly vs. citizens of other
European states: in comparison with European people older than 65 years in 2019, the
Italian elderly showed below-average levels in participation in cultural/sporting events
and in tourism and of physical activity, while above-average levels were reported with
reference to frequency of contacts with family, relatives, or friends [92].

The second part of the survey consisted of four validated questionnaires on health-
related quality of life, loneliness, spirituality, and anxiety/depression. The scores obtained
with these four measures were all related to each other in the expected direction [93–97]:
for example, health-related quality of life and spirituality were positively associated to
each other, and so were loneliness and anxiety/depression scores; moreover, the first pair
of variables was negatively associated to the second pair of variables. Furthermore, the
data obtained in these questionnaires revealed that the scores obtained by our sample of
Italian elderly during the third wave of the COVID-19 pandemic in 2021 were generally in
line with those obtained on elderly samples before the pandemic [83,86,87]. This suggests
that the psychological and spiritual well-being of the elderly sample studied in the present
research had not been seriously impaired by the events related to the COVID-19 pandemic.
Although elderly people have been affected by the pandemic in some way since 2020 in
terms of loneliness or emotional well-being [98–101], several other studies highlighted that
older people reported levels of loneliness, distress, and well-being that appeared to be
less deteriorated and more stable in time than those provided by young and middle-aged
respondents [102–108]. This could also be due to the fact that we investigated the sample
during the third COVID-19 pandemic wave and individuals could have had the possibility
to become more resilient. In fact, other previous research has shown that the increase in
mental health symptoms was largest among studies that sampled participants in the early
stages of the pandemic (March–April 2020), but then their severity decreased significantly
over the following months (May–July 2020) [109]. This pattern may represent an acute and
normal response to an unforeseen and distressing traumatic event [110], which was then
followed by a period of psychological adaptation and resilience [111–113]. Similarly, in a
large sample of UK adults recruited after the pandemic outbreak in 2020, both anxiety and
depressive symptoms showed a trajectory of recovery from the beginning of April 2020
onward [114].

In addition to the descriptive and correlational analyses of the data obtained from the
survey, the present study tried to identify the predictors of the levels of anxiety, depres-
sion, and health-related quality of life of elderly participants by means of three multiple
regression models. As predictors of these models, a selection of variables employed in the
sociodemographic section and the loneliness and spirituality scores were used, as well as
the health-related quality-of-life scores in the models for anxiety and depression, and the
anxiety and depression scores in the model for health-related quality of life. For all three
models, predictors explained more than half of the variance of the respective outcome.
In particular, the model for anxiety revealed that higher anxiety scores were predicted
by lower quality-of-life and spirituality scores, as well as by higher loneliness and fear-
of-COVID-19 scores. Older people’s anxiety levels were also positively predicted by the
interruption/diminishment of their usual pre-pandemic meetings with family and friends.
Of great importance, this latter result confirms the findings obtained in other studies on
elderly samples conducted before and after the COVID-19 outbreak [34,115] and highlights
the importance of social support for elderly for the mitigation of their anxiety levels, in
particular for programming interventions in future pandemic-like emergencies.

In the model for depression, the changes in social meetings with family/friends or in
physical or recreational activities did not emerge as significant predictors of depression.
However, loneliness scores, which are ordinarily related to the sense of social connected-
ness, remained a strong predictor of depression, as it was for anxiety. As to depression, the
other significant predictor was the score in health-related quality of life, with a negative re-
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lationship, as it was for anxiety. Quite surprisingly, in the two regression models for anxiety
and depression, the variables of sex, age group (65–74 vs. 75–89 years), and residence (one’s
own house or institution) did not emerge as significant predictors. Research has indeed
shown that women generally experience higher levels of anxiety and depression than men
in the older age groups [83,116–120], that depression levels generally increase with age
in the elderly [117,121,122], and that depression levels are usually higher in institutional-
ized than in community-dwelling older adults [123–125]. However, this previous research
refers to pre-pandemic conditions and should be confirmed and validated by further data
collected during the actual COVID-19 and other similar public-health emergencies.

In the model for health-related quality of life, participant’s age group instead emerged
as a significant predictor, with older age being associated with worse quality-of-life scores.
The difference between the two age groups in terms of health-related quality of life can also
be plausibly due to the fact that the SF-36 questionnaire used for measuring health-related
quality of life contains a consistent number of items on the health status of the respondent,
which is typically worse in older than younger individuals. Anxiety and depression scores
emerged as significant predictors of health-related quality of life, as well, clearly with
a negative mutual relationship. Finally, another variable turned out to be a significant
predictor of participants’ quality of life, namely the attitude toward remaining at home or
in the institution all day rather than going out for a walk, a visit, or another reason: the
elderly people who usually remained in their home/institution all day self-reported a worse
health-related quality of life than those who usually or daily left their home/institution.
This specific variable (going out or remaining at home) has not been studied in depth in
relation to the quality of life of the elderly during the pandemic; thus, future studies may
further consider this aspect [126].

In conclusion, the present study carried out on older Italian individuals during the
third wave of the pandemic found largely preserved levels of emotional functioning,
perceived loneliness, and quality of life. This overall result emerged despite the fact that
the large majority of participants reported a worsening of their social (more than physical
and recreational) life and a moderate-to-high fear of COVID-19 (apparently in a larger
proportion than in other studies on the elderly). In regression analyses, these two latter
aspects turned out to be significant predictors of higher anxiety levels in the present sample.
Spiritual well-being was also similar to pre-pandemic levels and emerged as a significant
protective factor against anxiety symptoms. Finally, the possibility going on excursions
away from the home/institution arose as the most important lifestyle factor for preserving
the quality of life of the elderly.

Some limitations should be acknowledged in the present study. One limit concerns
data collection and analysis, as it could have been impacted by the potential presence of
mild dementia in older participants. As we could not accurately assess mild dementia in
our sample, future studies could explore how similar measures of health-related quality of
life, anxiety, and depression could be impacted by this clinical condition during pandemic
periods (e.g., Reference [127]). Another limit of the study pertains to the choice of carrying
out forced-entry regressions, where all variables are entered in the model simultaneously.
This allowed us to give the same priority to all study variables, but, given the quite large
number of predictors and the significant correlation between the questionnaire scores,
it did not allow us to test the influence of a more restricted set of variables (e.g., the
sociodemographic items only) on the three model outcomes.

5. Conclusions

The information provided by this study helps refine the picture of the current condition
of the elderly in our society in the aftermath of the COVID-19 pandemic, thus giving some
hints as to how to continue supporting their mental health and quality of life. Several
actions can be implemented based on the WHO Active Ageing Policy, adopted by many
countries, which focuses on health promotion and protection. In particular, as regards social
isolation and loneliness, anxiety, and depression, among older people, many interventions
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and strategies at the individual-, relationship-, and community-level have shown promise,
including the promotion of healthy lifestyles and spirituality; however, evidence on how
well they work is yet very limited, and further research is needed [47].
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