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Abstract
Background:  The rationale for the present study is a result of the COVID-19 pandemic, as there are fewer 
opportunities available for older adults to engage in face-to-face interaction and social activities, which may result 
in changes in the communication methods with their social contacts. The purpose of this study was to explore the 
relationship between methods of social connectedness and emotional well-being outcomes among older adults at 
the start of the pandemic.

Methods:  Two thousand five hundred and fifty-eight older adults Medicare beneficiaries (65 + years of age) in the 
National Health and Aging Trends Study at wave 10 (June 2020 to January 2021) were selected for cross-sectional 
analysis. Participants were measured on brief questionnaires regarding forms of communication with family and 
friends before and during the pandemic. Emotional well-being outcomes were measured on single items of sadness/
depressed and loneliness; as well as a 6-item Likert scale of anxiety during the pandemic. Paired sample t-tests were 
utilized to examine the forms of communication between before and during pandemic. Hierarchical regressions were 
conducted to assess the relationship between forms of communication and emotional well-being outcomes.

Results:  We found that there were overall decreases in communication frequency during pandemic. Findings from 
regression analyses indicated information communication technology (ICT) are associated with negative emotional 
well-being outcomes, whereas in-person social contact are associated with lower levels of negative affect.

Conclusion:  These findings suggest utilizing higher levels of ICT has negative implications for older adults’ emotional 
well-being, contrasting with the positive implication of in-person contacts. These findings highlight the role of ICT in 
emotional well-being among older adults during pandemic.
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Background
The Coronavirus Disease 2019 (COVID-19) pandemic 
has consequences for the health and well-being of aging 
populations. The pandemic exposes older people to 
life challenges including disrupted social events, fam-
ily plans, separation from family and friends, irregu-
lar access to necessities, and financial strain because of 
social distancing guidelines [1, 2].

As a result of physical distancing, older adults are 
forced to rely on information communication technol-
ogy (ICT) to interact with their social network mem-
bers. While multimodal connectedness is dominant in 
our society, older adults appear to be less multimodal 
than other age groups due to their lack of technological 
access and use [3]. Literature has consistently found older 
adults’ preferred communication methods are in-person 
communication over ICT (i.e., phone, text message, or 
video call). Thus, relying on alternative communication 
methods to substitute in-person contact with others may 
have negative implications for their emotional well-being 
[4].

Using the national representative data, National Health 
Aging Trends Study (NHAT), we examined the associa-
tion between the level and changes of communication 
forms and emotional well-being outcomes.

Information communication technology and 
emotional well-being among older adults
A recent survey by Pew Research Center [5] reported 
that older adults over the age of 65 are using technology 
(e.g., internet, home broadband, smartphones, tablets, 
and social media) less when compared to all adults in the 
US. Nevertheless, older adults are still showing increases 
in smartphone and internet usage over the last decades 
[5]. This increased usage of both internet and smart-
phone brought both positive and negative impact on the 
lives of older adults. Digital media has the potential to 
help older adults overcome social isolation and feelings 
of loneliness. Scholars argue that the use of ICTs can sup-
port older adults in communicating and enables a bet-
ter quality of life as it allows overcoming social isolation 
and the feelings of loneliness [6, 7]. That is, higher usage 
of ICTs among older adults reflects their higher activity 
in general as well as higher emotional well-being [8, 9]. 
When older adults are unable to meet their social net-
work members due to illness or transportation issues, 
they often turn to the internet and skype to enhance 
their social interaction [10]. Considering this, ICTs have 
become effective in keeping older adults socially con-
nected. However, these studies were conducted before 
the pandemic, where older adults had the choice of in-
person as well as ICTs to socialize with others.

Despite the new opportunities that ICT may offer to 
promote active social life [11, 12], there are some factors 

that would limit the association between ICT and emo-
tional well-being of older adults. First, most studies have 
not compared the usage of ICT vs. in-person commu-
nication methods directly [13], as they often compare 
users and non-users of ICT when examining the benefits 
of ICT. Second, there are limited findings addressing the 
oldest old’s usage of ICT even though young old (65 to 
74 years) and oldest old (≥ 85 years) may have different 
expectations and experiences with ICT. Finally, except 
for a few studies, study samples were limited to regions, 
or specific interventions, not necessarily from nationally 
representative samples [12, 14, 15].

Literature has consistently found older adults’ prefer-
ences in terms of communication method. For example, 
social presence theory [16] posits that ICTs, because of 
reduced social cues, also reduce the ability to convey and 
experience interpersonal impression and warmth. That is, 
when given the choice between ICT and in-person social 
contact, older adults prefer to socialize in-person [4]. In 
addition, older adults are likely to use ICT to enhance 
their in-person contacts or social activities rather than 
preferred methods of communicating with others [13, 
17]. Furthermore, scholars found older adults often have 
the notion that social relationships using technology are 
superficial compared to in-person communication and 
they do not want to rely on online-based communication 
to form or maintain social relationships [18, 19].

Relatedly, Media Richness Theory [20] posits that 
communication efficiency between people depends on 
immediacy of feedback and personal focus. That is, com-
munication that are more person focused (i.e., face-to-
face interaction), immediate feedback, and transmitting 
multiple cues (i.e., facial expression) are considered rich. 
On the other hand, text-based channels which often do 
not include personal focus or immediacy of feedback 
are considered as lean. Therefore, this theory also argues 
in-person interactions have more richness as personal 
conversation often convey more personalized informa-
tion, provides immediate feedback, and utilize multiple 
cues compared to ICT. As a result, scholars argued the 
utility of ICT in facilitating meaningful social relation-
ship among individuals, in particular, older adults who 
are more used to in-person communication [21, 22]. 
Furthermore, studies have shown that the direct positive 
association between ICT and well-being could be found 
for older adults with limited opportunities [6]. Applied to 
older adults using ICT, for those older adults with ample 
social resources and in-person opportunities, would 
not benefit as much as those who could compensate 
with ICT. These theories of compensatory leveling have 
empirical findings [23, 24].

Given their preferences in their communication meth-
ods, it would be worthwhile to examine the implications 
of these two different types of communication method 
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on the emotional well-being among older adults; how-
ever, studies rarely examined the relative benefits of com-
munication methods for older adults’ well-being.

Impact of COVID-19 on social interaction among 
older adults
Given the health risk, Centers for Disease Control and 
Prevention  (CDC) recommended, at the beginning of 
the outbreak, older adults should stay home and avoid 
social encounters with others when/if possible [25]. 
Further, initially nursing homes or assisted living facili-
ties were asked to restrict all visitation from friends and 
family unless for end of life situations [26]. Frequent 
social outing spaces such as senior centers and congre-
gate meal sites were closed on a state-to-state basis to 
reduce the risk of spread based on safety guidelines [25, 
27]. Other than public and social outing opportunities, 
older adults are now forced to stay home for extended 
time to avoid physical contact with others to avoid the 
infection risk with the coronavirus. Early national strate-
gies for COVID-19 have ranged from strict control with 
unlimited resources, relentless contribution with lim-
ited resources (i.e., United States - herd immunity), and 
rough rationality with limited resources [28]. In addition, 
COVID-19 response strategies dynamically adjust based 
on new developments [29]. This can be seen as the CDC 
has recommended vaccine booster shots, and continual 
mask wearing for vaccinated individuals with the surge of 
the COVID-19 Delta variant [25].

Since the beginning of the pandemic, the lack of in-
person social contact or direct contact with family and 
social network members results in relying on the usage 
of ICT. Specifically, to cope with this situation, older 
adults are now more likely to use video chats (i.e., skype) 
or text channels (e.g., email or text messaging) instead 
of in-person meetings. Thus, social/physical distancing 
due to COVID may have resulted in significant decreases 
in the level of communication with others regardless of 
communication methods. That is, assessment of the fre-
quency of communication would reflect older adults’ 
reduced level of communication and interaction with 
others.

Furthermore, prior studies have investigated the impact 
of ICT when it is an option to extend an older adult’s 
social activities beyond in-person socialization. However, 
most of the studies focused on how utilizing ICT is ben-
eficial for their emotional well-being without considering 
relative benefits of in-person communication methods. 
Moreover, few studies have addressed the impact of lim-
ited communication methods as well as changes in the 
communication methods on the emotional well-being 
outcomes among older adults.

The current study
Our study addresses these research gaps and examines 
the methods of communication older adults use before 
and during the pandemic. We will also examine the asso-
ciation between the types of communication and emo-
tional well-being outcomes before and during pandemic. 
Further, we will explore changes in communication 
methods since the start of the pandemic and its associa-
tion with emotional well-being.

Based on prior research, we have formulated several 
following hypotheses.

1.	 Since the beginning of the pandemic, we expect 
the total frequency of communication (using both 
in-person and ICT) with social network members 
will decrease from before to during the pandemic.
�a.	 It is further expected older adults will report 

higher levels of ICT communication and lower 
levels of in-person communication from before to 
during the pandemic.

2.	 Older adults using more ICTs will report higher 
levels of negative emotional well-being outcomes 
(i.e., depression, anxiety, and loneliness).
�a.	 Those who had more in-person contacts during 

pandemic will report lower levels of negative 
emotional well-being outcomes.

3.	 Changes in the level of communication methods will 
be associated with emotional well-being outcomes. 
In particular, higher changes in ICT (i.e., increase 
in ICT) and those in in-person social contacts (i.e., 
decrease in in-person social contacts) would be 
associated with lower emotional well-being.

Methods
Participants
The present study utilized data from the National Health 
and Aging Tends Study (NHATS), which is a nation-
ally representative sample of Medicare beneficiaries 
aged 65+. The National Health and Aging Trends Study 
(NHATS) was initiated by the U.S. National Institute on 
Aging (NIA) in 2008 to guide efforts to reduce disabil-
ity, maximize health and independent functioning and 
enhance the quality of life at older ages. NHATS data has 
three types of downloadable files from https://nhats.org/
researcher/data-access: (1) NHATS public data files, (2) 
National Study of Caregiving and other sensitive files, 
and (3) restricted files. NHATS conducts annual in-home 
interviews with over 8000 older adults living in the USA. 
Initial sampling used a stratified three-stage design: (1) 
county level, (2) zip code level, and (3) beneficiaries [30]. 
This sample was refreshed at round 5 (2015) using the 
same sampling design. The present study utilized round 
10 (2020) data to understand how older adults were 
communicating during the COVID-19 pandemic. Out 
of 4977 participants who participated in the previous 

https://nhats.org/researcher/data-access
https://nhats.org/researcher/data-access
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round, 3,257 participants responded to a telephone sur-
vey at round 10 (response rate of 82.2%) between June 
2020 to January 2021. Of those participants, 2,558 were 
used based on filtering by the sample person/older adult 
that completed the survey, compared to a proxy individ-
ual helping the older adult. Though many of the variables, 
or items, in the round 10 data ask about “before” and 
“during” the COVID-19 pandemic, this is a single cohort 
of participants that were surveyed at a single timepoint.

The average age was 79.20 years old. Of the partici-
pants, 59.1% were female, and 40.9% were male. Regard-
ing marital status, most participants were married 
(49.1%). Most of the participants identified as White, 
non-Hispanic (79.4%). Comparing the US older adult 
population [31] to the present sample suggested slightly 
more married individuals in our sample. Our sample 
included 75.1% married men, whereas the older US 
population was reported at 70%. However, our sample 
had fewer married women (36.9%) compared to 46% in 
the older US population. Regarding race/ethnicity, the 
current sample represents a slightly lower racial and 
minority populations (19.7%) compared to the older US 
population (23%). When comparing educational attain-
ment to the national sample, 84.3% of older adults (65+) 

indicated graduating high school or having more educa-
tion [32]. Compared to the current sample, combining 
educational attainment of high school and above high 
school indicated 90.6%, which is slightly raised to the 
national sample. The percent of total Medicare enroll-
ment in the United States based on resident population 
(i.e., states) is 18.4% [33]. Medicare is federal health care 
coverage primarily for those 65 years and older in the 
United States (with some exceptions based on disability 
or condition). Medicare typically consists of three main 
parts: Part A for hospital insurance (e.g., inpatient, skilled 
care, and/or hospice), Part B for medical insurance (e.g., 
outpatient, home health care, medical equipment, etc.), 
and Part D for drug coverage. Part C is typically provided 
as bundled Parts A, B, and D through a private company 
[34]. Table 1 provides more detailed information on the 
sample.

Measures
Forms of Communication  These are two brief 4-item 
questionnaires for examining changes in contact with 
family and friends based on before the COVID-19 out-
break and during the COVID-19 outbreak. The opening 
question asked, “[Before or During] the COVID-19 out-
break, in a typical week, how often were you in contact 
with family and friends not living with you?” Participants 
were asked on four communication categories: ‘phone 
calls,’ ‘emails/media message,’ ‘video calls,’ ‘in person visits.’ 
Those categories were assessed on a 5-point Likert scale: 
‘(1) at least daily,’ ‘a few times a week,’ ‘about once a week,’ 
‘less than once a week,’ and ‘(5) never.’ Values were recoded 
to indicate less frequency as lower values and higher val-
ues as more frequency of that communication form.

We then derived three types of communication scores. 
First, given the frequency of the communication, using all 
forms of communication was relevant to our hypothesis; 
we considered the level of communication frequency 
scores. Thus, we calculated the total communication fre-
quency by summing all forms of communication before 
and after the pandemic. Each sum score represents the 
total communication (regardless of communication 
methods) that older adults have had with their social net-
work members before and after the pandemic.

Second, to differentiate the four forms of communica-
tion categories we further categorized them into ICT and 
in-person social contact forms. To create an ICT vari-
able, forms of communication of phone calls, media mes-
sages, and video calls categories were condensed into a 
single variable using a mean function. Two types of com-
munication frequency scores of each communication 
method (i.e., digital and in-person social contacts) were 
also obtained for before and during pandemic.

Third, to examine the difference in the communication 
forms (before vs. during pandemic), we calculated the 

Table 1  Demographic Characteristics
Variable N 

(2558)
Percent Range M 

(SD)
Age 2558 69–100 79.20 

(6.25)

Gender
Male 1047 40.9

Female 1511 59.1

Education
Above high school 823 64.9

High school 326 25.7

Below high school 120 9.5

Race/Ethnicity
White 2030 79.4

Black 362 14.2

Other 50 2.0

Hispanic 87 3.4

More than one, not Hispanic 2 0.1

DKRF 27 1.1

Marital Status
Married 1255 49.1

Living with Partner 51 2.0

Separated 26 1.0

Divorced 332 13.0

Widowed 816 31.9

Never Married 78 3.0
Note. Under race/ethnicity: ‘Other’ indicates American Indian/Asian/Native 
Hawaiian/Pacific Islander/other specify, non-Hispanic and ‘DKRF’ indicates no 
race selected and not Hispanic. Percentages may not add up to one hundred 
based on rounding error. Frequencies may not add up to total sample based 
on missing
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difference scores for these two types of communication 
methods (in-person vs. ICT). The change in the com-
munication form was created by computing the abso-
lute value between the difference of during and before 
the COVID-19 outbreak. This variable ranged from zero 
to four. The higher absolute value in ICT indicates an 
increase in ICT, whereas a higher absolute value of in-
person communication would indicate the decrease in 
in-person communication.

Emotional Well-Being Outcomes  This was assessed on 
three different outcomes: sadness/depressed, loneliness, 
and anxiety.

Sadness/depressed was asked through the question, 
“During the COVID-19 outbreak, in a typical week, 
how sad or depressed have you felt about the outbreak?” 
This was assessed on a 4-point Likert scale: ‘(1) not at 
all,’ ‘mild,’ ‘moderate,’ ‘(4) severe.’ Loneliness was asked 
through, “During the COVID-19 outbreak, in a typi-
cal week, how often have you felt lonely?,” which was 
aligned with the HRS COVID SAQ (Self-Administered 
leave behind Questionnaire) [35]. This was assessed on a 
5-point Likert scale that ranged from ‘(1) never,’ ‘rarely,’ 
‘some days,’ ‘most days,’ and ‘(5) every day.’

Lastly, anxiety/worry was assessed through a 6-item 
scale, which was adapted from the PTSD-8 scale [35, 36], 
through the question, “During the COVID-19 outbreak, 
how much of the time have the following symptoms 
bothered you?” Participants were asked on, “Recurring 
thoughts about the outbreak and its effects,” “Recurring 
nightmares about the outbreak and its effects,” “Avoiding 
activities that remind you of the outbreak and its effects,” 
“Avoiding thoughts or feelings about the outbreak and its 
effects,” “Feeling jumpy or easily startled,” and “Feeling on 
guard.” This was assessed on a 4-point Likert scale that 
ranged from ‘(1) not at all,’ ‘rarely,’ ‘sometimes,’ ‘(4) most 
of the time.’ In the present study, anxiety was assessed for 
factorability of the 6-item scale, using principal axis fac-
toring and ProMax rotation, which a single solution was 
found. Factor loadings indicated acceptable weights. As 
this was an adapted PTSD-8 scale for COVID-19 specific 
data, this is a preliminary factory analysis. All values for 
these outcomes were recoded to indicate less frequency 
as lower values and higher values as more frequency of 
that communication form. The Cronbach’s alpha in the 
present study is 0.83. Researchers indicated similar Cron-
bach’s alphas at 0.83, 0.84, 0.85 in three different samples 
[36].

Demographics  Gender was coded as male (1) and female 
(2). Marital status was assessed on 6 categories (e.g., mar-
ried, living with a partner, separated, divorced, widowed, 
and never married). This item was coded as either mar-
ried/together (1) or not married (0). Age of participants 

was collected as a continuous numerical variable. Edu-
cation was assessed on 9 categories: no schooling com-
pleted, 1st-8th grade, 9th-12th grade, high school (GED), 
vocational, some college, associate degree, bachelor’s 
degree, and master’s/PhD degree. Education was recoded 
to three groups: (0) below high school, (1) high school, 
(2) above high school. Race/ethnicity were assessed on 6 
categories (e.g., White, Black, Other – American Indian/
Asian/Native/Hawaiian/Pacific Islander, Hispanic, more 
than one, and DKRF – No race indicated). For analysis, 
race/ethnicity was dummy coded for White, Black, and 
Hispanic.

Data Analysis
All data transformations and data analyses were con-
ducted using IBM SPSS package, version 26 [37]. 
Descriptive statistics were performed by computing fre-
quency analyses or means and standard deviations. To 
examine the first hypothesis, a paired sample t-test was 
utilized to examine the forms of communication between 
pandemic measurement times (i.e., before and during). 
To examine the second and the third hypotheses, three 
hierarchical regressions were conducted to assess the 
relationship between forms of communication (e.g., ICT 
and in-person social contact) and emotional well-being 
outcomes (e.g., loneliness, sadness/depressed, and anxi-
ety). Forms of communication during the outbreak were 
utilized as independent variables, whereas the emotional 
well-being outcomes were dependent variables. These 
regressions were structured in blocks: (1) covariates, (2) 
forms of communication, and (3) changes in the forms 
of communication. We included covariates that might 
shape these experiences, including gender, age, race, 
marital status, and education. In the current data, the 
outcome variables skewness ranged from − 0.54 to 0.68, 
and the kurtosis ranged from − 0.20 to − 0.01, which are 
within acceptable range [38]. Model 3 is not shown in the 
final tables as we trimmed the model where the block was 
not significant (However, this is available on request). 
Missing data was handled through SPSS listwise deletion.

Results
The first hypothesis considered the level of commu-
nication among older adults. Consistent with our first 
hypothesis, paired t-test analyses found significant differ-
ences in the use of all forms of communication between 
COVID measurement times. Results indicated a differ-
ence, t(2438) = 14.27 p < .001, between before COVID 
(M = 3.11) and during COVID (M = 2.96). This suggests 
participants experienced an overall decrease in their 
communications to family and friends from before to 
during COVID. In addition, hypothesis 1a was par-
tially supported through a significant difference in 
ICT methods, t(2410) = 3.30, p < .001), and in-person 
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communication, t(2332) = 23.84, p < .001 (see Table  2). 
This suggests that when differentiating communica-
tion methods separately, older adults reported decreases 
between before to during the COVID outbreak for ICT 
and in-person communication methods.

Our second hypothesis examined the relationship 
between communication forms and emotional well-being 
outcomes. Findings indicated support on ICT to anxi-
ety, and sadness/depressed mood. Moreover, there was 
support for in-person social contact on loneliness and 
anxiety.

In terms of depressed mood, our hypothesis was 
partially supported. There was a positive association 
between ICT and sadness/depressed mood during the 
outbreak (β = 0.07, p < .05, see Table  3). However, we 

found no significant association between in-person com-
munication and depressed mood (coefficient report, see 
Table 3). This finding supports the hypothesis that older 
adults utilizing more ICT would indicate higher negative 
emotional well-being outcomes; however, the level of in-
person social contact and depressive symptoms were not 
significantly associated.

Regarding anxiety, results were consistent with our sec-
ond hypothesis. there was a positive relationship between 
using ICT, (β = 0.12, p < .001, see Table  3). This suggests 
older adults reported using ICT during the outbreak 
reported higher levels of anxiety. Moreover, there was a 
negative relationship between in-person social contact 
and anxiety, (β = -0.08, p < .001, see Table 3). The findings 
indicate support for increases in negative emotional well-
being outcomes with increased ICT use, and the reduc-
tion of these outcomes with the use of in-person social 
contact.

Regarding loneliness, there was partial support for our 
second hypothesis regarding in-person social contact. 
In-person social contact, (β = − 0.08, p < .001, see Table 4) 
was negatively associated with loneliness. This find-
ing indicates individuals using in-person social contact 
reported lower levels of loneliness. We did not find a sig-
nificant association between ICT and loneliness.

Regarding our third hypothesis, there was support for 
loneliness outcome on ICT change. Results indicated 
positive association between ICT change (β = 0.06, p < .05, 
see Table  4) and loneliness. This indicates that older 
adults who report more changes (i.e., increases) in ICT 
report higher loneliness. However, there was no sup-
port for changes in communication for ICT or in-person 
social contact for emotional well-being outcomes of anxi-
ety, or sad/depressed mood.

Table 2  Forms of Communication Mean Difference
Variable N Range M (SD) t
ICT
Before COVID 2514 1–5 3.15 (0.92) 3.30***

During COVID 2438 1–5 3.11 (0.95)

In-person social contact
Before COVID 2480 1–5 3.00 (1.16) 23.84***

During COVID 2359 1–5 2.49 (1.14)

Change (During – Before)
ICT 2411 0–4 0.32 (0.47)

In-person social contact 2333 0–4 0.72 (0.93)

Forms of communication 
(Mean)
Before COVID 2533 1–5 3.11 (0.82) 14.27***

During COVID 2457 1–5 2.96 (0.82)
Note. Measurement scale is a 5-point Likert: ‘(1) never,’ ‘less than once a week,’ 
‘about once a week,’ ‘a few times a week,’ and ‘(5) at least daily.’

ICT = Information Communication Technology

*p < .05. **p < .01. ***p < .001.

Table 3  Forms of Communication Predicting Sad/Depressed Feelings, Anxiety
Sadness/Depressed Anxiety

Variable B SE B β B SE B β

Age 0.01 0.00 0.07* 0.00 0.00 0.03

Gender 0.29 0.05 0.18*** 0.19 0.04 0.15***

Marital Status -0.01 0.05 0.00 0.02 0.04 0.01

Education 0.08 0.04 0.07* 0.02 0.03 0.02

White, non-Hispanic -0.17 0.13 -0.09 -0.20 0.11 -0.13

Black, non-Hispanic -0.21 0.14 -0.10 -0.04 0.12 -0.02

Hispanic 0.09 0.17 0.02 0.10 0.15 0.03

During Pandemic ICT 0.05 0.03 0.07* 0.08 0.02 0.12***

During Pandemic In-person social contact -0.03 0.02 -0.04 -0.04 0.02 -0.08*

ICT Change

In-person Change

R2 0.053 0.058***
Note. Age is defined as continuous. Gender is defined as male (1) and female (2). Marital status is defined as single (0) and married/together (1). Education is defined 
as (0) below high school, (1) high school, and (2) above high school. Race/Ethnicity is dummy coded (0/1)

ICT = Information Communication Technology

*p < .05. **p < .01. ***p < .001.
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Discussion
Unprecedented challenges of the COVID-19 global pan-
demic have a profound impact on older adults’ health and 
well-being with social distancing guidelines. The purpose 
of this study was to examine the association between 
forms of communication on emotional well-being out-
comes (e.g., loneliness, sad/depressed, and anxious feel-
ings) between time points of before and during the 
pandemic. Our findings on the level of communication 
and emotional well-being shed light on the literature by 
highlighting the association between older adults’ social 
connection amid the pandemic and their emotional well-
being. In addition, the role of ICT emerged as challenges 
as well as opportunities during pandemic.

Our findings indicated that overall levels of commu-
nication with family and social network members have 
decreased during the pandemic when compared with 
before the pandemic. This change is bound to have emo-
tional ramifications for older adults who value social 
connection with family and friends in late life [39]. Our 
finding suggests that fewer frequent communication dur-
ing the pandemic, especially decreases in-person social 
contact with their social network members contributes 
to increases in negative emotional well-being outcomes. 
Furthermore, consistent with prior literature on the 
quantifying social network, our findings show that this 
decrease has implication on their mental health [40, 41]. 
Taken together, communication forms take on a complex 
role in the lives of older adults during the pandemic.

Though older adults indicated using ICT on average at 
least once a week, they may have found themselves forced 
to utilize ICT. As the social presence and media richness 
theories [16, 20] argued, older adults who prefer rich cues 
and context in their communication may find it difficult 
to maintain their interpersonal relationships.

Our findings indicate that the higher levels of ICT dur-
ing a pandemic have negative implications for emotional 
well-being such as sadness/depressed, or anxious out-
comes. This finding is inconsistent with prior findings on 
the positive benefits of using ICT on their mental health 
before pandemic [3, 6]. There are plausible reasons for 
how using more ICT during the pandemic is associated 
with emotional well-being during pandemic. On one 
hand, using ICT could alleviate social isolation among 
older adults [13] by providing social connection with 
the outside world, gaining social support, and engaging 
in social activities while maintaining physical distance. 
On the other hand, this higher level of using ICT could 
reflect their limited choices in communicating with their 
social contacts. Furthermore, combining with reduced 
in-person social contact, using ICT may have reminded 
older adults of pandemic and associated consequences 
because ICT acts as ways to relay positive or negative 
news of the pandemic. Older adults may feel connected 
on a basic level to family and friends, but quality of infor-
mation and cues using ICT may be lacking personal 
warmth and connection as media richness theory and 
social presence theory posits [16, 20]. Finally, prior stud-
ies supporting the prosocial effect of ICT often compared 
using ICT versus not using ICT, leading to positive out-
comes. Given that in-person social contacts were associ-
ated with lower levels of anxiety, our findings support the 
notion that older adults are more likely to experience dis-
tress due to relying on ICT in lieu of in person contacts.

Compared to emotional well-being (i.e., depressed/
anxious and sadness) outcomes, we found that higher 
ICT was not associated with loneliness. Although lone-
liness and depressed mood are often associated among 
older adults, they are not necessarily the same; a person 
can feel lonely even when they are not depressed. Rather, 

Table 4  Forms of Communication predicting loneliness
Model 1 Model 2 Model 3

Variable B SE B β B SE B β B SE B β

Age 0.00 0.01 0.01 0.00 0.01 0.01 0.00 0.01 0.01

Gender 0.30 0.06 0.15*** 0.29 0.06 0.15*** 0.29 0.06 0.15***

Marital Status -0.33 0.06 -0.17*** -0.35 0.06 -0.18*** -0.35 0.06 -0.18***

Education -0.02 0.05 -0.01 -0.04 0.05 -0.02 -0.04 0.05 -0.02

White, non-Hispanic 0.12 0.17 0.05 0.14 0.17 0.06 0.17 0.17 0.07

Black, non-Hispanic -0.16 0.18 -0.06 -0.16 0.18 -0.06 -0.13 0.18 -0.05

Hispanic 0.05 0.22 0.01 0.04 0.22 0.01 0.04 0.22 0.01

During Pandemic ICT 0.03 0.03 0.03 0.04 0.03 0.03

During Pandemic In-person social contact -0.07 0.03 -0.08 -0.06 0.03 -0.08*

ICT Change 0.15 0.07 0.06*

In-person Change -0.01 0.03 -0.01

R2 0.072*** 0.079* 0.082
Note. Age is defined as continuous. Gender is defined as male (1) and female (2). Marital status is defined as single (0) and married/together (1). Education is defined 
as (0) below high school, (1) high school, and (2) above high school. Race/Ethnicity is dummy coded (0/1)

ICT = Information Communication Technology

*p < .05. **p < .01. ***p < .001



Page 8 of 9Cone and Lee BMC Geriatrics          (2023) 23:178 

our findings show that not the level of ICT, but change 
in the ICT contributes to the feelings of loneliness. Com-
bined with the result showing that lower levels of in-per-
son social contacts were associated with loneliness, we 
argue that it is difficult to maintain quality relationships 
though ICT. This further suggests older adults could have 
utilized their preferred communication method (i.e., in-
person) to amplify their in-person contacts prior to the 
pandemic, which becomes unavailable during pandemic.

Taken together, though older adults may feel ICT lacks 
in relationship quality, the sheer nature of being able to 
communicate with family and friends may provide some 
level of relief. However, it is important to recognize the 
differential associations when using ICT. Though older 
adults might not prefer ICT, as seen through our results, 
it becomes clear that it is a necessary lifeline during the 
pandemic.

Limitations and future directions for the present study 
include several considerations. First, emotional well-
being may not be the direct result of communication 
methods. It is possible COVID-19 specific stressors (e.g., 
health challenges, personal loss, or lack of physical activi-
ties) may contribute to lower emotional well-being out-
comes. Furthermore, many emotional well-being items 
were limited to a single item question, which limits the 
ability to capture a construct. Second, the current data 
did not assess technology acceptance levels, or comfort 
of using technology, which could confound the relation-
ship between communication forms and emotional well-
being. In addition, the current dataset does not provide 
items on technology literacy, which could influence our 
findings as some older adults are more, or less, familiar 
with ICTs. Third, all forms of technological communica-
tion (e.g., phone, video call, and email) were combined 
into one category. Although this is typically standard, 
they may have differential implications for their men-
tal health [7, 12, 13]. Fourth, the relationship quality 
between participants and their social network members 
such as family and friends were not assessed. As prior 
studies suggested, the quality of the relationship may 
matter more than the frequent communication or social 
exchanges with social network members. Fifth, there was 
a sample selection bias of only older adults that com-
pleted the survey themselves. Relatedly, the participants 
sampled in the present data are only Medicare beneficia-
ries, which may limit the ability to draw conclusions to 
all older adults. Lastly, the study is semi cross-sectional. 
Though it utilizes a before and during time wording, this 
data was retrieved from a single round. Future studies 
should attempt to use longitudinal data to examine multi-
itemed emotional well-being variables (UCLA Loneliness 
Scale, Patient Health Questionnaire-9, or Generalized 
Anxiety Disorder Assessment-7), and potential other 
stressors (i.e., social isolation), as well as controlling for 

variables such as relationship quality of targeted commu-
nication groups and technology acceptance levels.

Conclusion
In the past several decades, older adults are increasing in 
technology adoption rapidly; however, some still prefer 
face-to-face communication. Given the lack of choices, 
older adults may have felt better with having alternative 
options, but overall communication with others has been 
reduced and this limited choice to communicate with 
others may have affected their mental health. Our study 
highlights the distinctive role of ICT and in-person con-
tacts on emotional well-being among older adults during 
pandemic.
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