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Abstract 

COVID-19 infections, hospitalizations, and deaths continue to skyrocket across the world, 

leaving a trail of enduring psychological turmoil. It wreaks havoc on the physical, emotional, 

and cognitive health of those directly infected, as well as caretakers, friends, and families. 

Though the pandemic has at least indirectly impacted most people, older adults appear to be 

the most vulnerable to COVID-19-related deaths and little is known about the psychological 

consequences. Unfortunately, many of the precautions taken to minimize infections may have 

inadvertent negative consequences among older adults. Most recently, researchers have 

highlighted the need to focus both on preventing the illness and preventing the potential 

deleterious psychological sequelae of trying to survive a pandemic. In the present paper, past 

pandemics are examined to hypothesize the likely long-term effects that COVID-19 may have 

on depression and suicide risk in older adults and to provide guidance on strategies to mitigate 

the potential negative outcomes.  
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1. Introduction  

The scientific community has called for an emphasis on researching the current and potential 

effects of the COVID-19 pandemic on older adults [1], as COVID-19 is disproportionately affecting 

older people. As of September 2021, 44.4% of adults aged 60+ years with a confirmed case of 

COVID-19 showed symptoms, representing 18.4% of all confirmed cases with symptoms in the 

United States [2]. Of those aged 60+ years who were symptomatic and tested positive, 20% were 

hospitalized and 8.1% died as a result of the virus [2]. This is in stark contrast to younger individuals 

(< 60 years), where 3.6% of cases that were symptomatic and tested positive were hospitalized and 

0.3% died as a result of the virus [2]. To add a greater perspective, it is worth reporting how these 

numbers compare to the annual flu. In 2016-2017, an estimated 12.5% of people 65+ years of age 

were infected and symptomatic with influenza [3]. However, of the older adults who had 

symptomatic illnesses, 0.09% were hospitalized and 0.009% died as a result [3]. The relative high 

rate of infection, hospitalization, and death related to COVID-19 paints a grim picture for the mental 

wellbeing of older adults. The present article will explore past pandemics to hypothesize the likely 

long-term effects that COVID-19 may have on depression and suicide risk in older adults and provide 

guidance on strategies to mitigate the potentially deleterious outcomes.  

Eight percent of older adults in the general US population experience depression [4], with a 12-

month prevalence of 5.4% for Major Depressive Disorder [5]. Moreover, adults aged 65+ years are 

among the highest at-risk groups for dying by suicide, with rates per 100,000 ranging between 15.19 

(65-69 years) and 20.10 (85+ years) [6]. Taken together, males 75+ years of age are the most at-risk 

demographic group for suicide, with a rate of 39.9 per 100,000 [7]. Pre-pandemic risk factors for 

depression and suicide, such as social isolation and loneliness, financial burden, poor physical health, 

loss of autonomy, alcohol and substance use, and access to lethal means, have intensified during 

the course of the pandemic [8]. Quarantine, physical distancing, and the minimizing of social and 

religious gatherings may increase loneliness in older adults [9]. The increased rate of unemployment 

and general financial instability have likely increased financial anxiety. In the US, firearm purchases 

increased by 85% in March 2020 compared to March 2019 [10]. This increase is concerning from a 

suicide prevention perspective, as nearly half of all suicides in the US in 2018 occurred via firearms 

[7]. However, help-seeking behaviors (e.g., calls to crisis centers) have also increased [8], which may 

suggest a certain level of normalization of seeking help for mental health concerns. Moreover, 

although early data show that depression and suicidal ideation have increased most in younger and 

not older individuals [11], the long-term consequences of the pandemic among older adults are 

unknown and need to be well-monitored.  

The first aim of the current review is to utilize a historical perspective to shed light on the 

potential long-term impacts of the COVID-19 pandemic on depression and suicide among older 

adults. The second aim is to use the historical review to inform current prevention and intervention 

strategies.  
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2. Impact of Past Pandemics on Depression and Suicide 

Pandemics have an overwhelming impact on the mental health of those affected, both directly 

and indirectly [12]. While those who contract the disease must deal with the cost of medical care, 

social isolation, negative stigma, and long-term health consequences, those who do not contract 

the disease must deal with the anxiety surrounding possible infection and providing care to loved 

ones who are infected. The mental health of older adults may be uniquely affected by pandemics 

through magnification of their own distinct risk factors. Looking back on past pandemics can give 

insight into the long-term mental health consequences of COVID-19 on older adults, specifically in 

regards to depression and suicide. The mental health effects of past pandemics are reviewed to 

predict how COVID-19 may impact depression and suicide in older adults. 

2.1 H1N1 Influenza A Virus Outbreak of 1918 

The H1N1 influenza A virus outbreak of 1918, otherwise known as the Spanish flu, was the 

deadliest pandemic of the 20th century. An estimated 500 million people across the world 

contracted the disease and over 50 million people died as a result of the disease [13]. Although 

there is minimal research on the mental health effects of the 1918 flu on the general population, 

the research that has been conducted points to the pandemic leading to adverse mental health 

consequences. In an article that discussed various impacts of the 1918 influenza pandemic, 

Wasserman [14] found a significant association between the mortality rate and the suicide rate in 

the US during the time of 1918-1920. Specifically, the suicide rate increased during the first phase 

of the pandemic, when mortality peaked. Wasserman argues that suicide rates tend to decrease 

during periods of social integration in which there is a unifying of society and an increase in 

togetherness, as was the case during and after World War I. In contrast, an increase in suicide deaths 

associated with the 1918 influenza pandemic suggests that there may be unique risk factors 

attributed to pandemics that negatively affect mental health across society. Pandemics require the 

implementation of procedures that keep people apart and increase social isolation in order to 

decrease rates of infection. Many places where people usually obtain social support, such as schools, 

churches, community-based groups, and large gatherings were generally prohibited. Of note, while 

Wasserman’s research focused on the United States, a recent study did not find a relationship 

between the 1918 influenza pandemic and suicide rates in Sweden [15]. It is important to 

acknowledge that data may vary across countries and ongoing assessment of suicide trends is 

imperative. Nevertheless, pandemics may be particularly detrimental to the mental health of those 

who are already at increased risk of psychiatric disorders like depression.  

Additionally, one study assessed the impact of the 1918 influenza pandemic on asylum 

hospitalizations in Norway [16, 17]. They found that the number of patients hospitalized for the first 

time due to mental illnesses following influenza increased by an annual factor of 7.2 in the six years 

after the pandemic. The study also reported that those who recovered from the disease reported 

feelings of depression, sleep disturbances, distraction, dizziness, and coping difficulties. Although 

the 1918 flu primarily affected younger adults, the mental anguish associated with the deadly 

pandemic cut across age groups. Ellis and colleagues [18] reference multiple cases of suicide related 

to the influenza pandemic, emphasizing that the risk should not be solely associated with younger 

adults. Although there are several limitations to case studies, they can help contextualize factors 

surrounding the 1918 influenza that may have led someone towards suicidal thoughts and 
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behaviors. These findings as a whole point to the severity of the mental health consequences 

associated with a deadly pandemic, and emphasize the importance of protecting vulnerable 

populations.  

2.2 Severe Acute Respiratory Syndrome of 2003 

Severe Acute Respiratory Syndrome (SARS-CoV-1 or SARS) is a viral infectious disease that 

became prominent in 2003 and caused a massive public health crisis across multiple countries [19]. 

Above the severe physical health effects, SARS is associated with various adverse mental health 

outcomes. In a sample of 195 SARS survivors, 18% reported depressive symptoms one month after 

their hospital discharge, with lack of emotional support being a significant predictor [20]. In regards 

to more long-term effects, depressive symptoms were moderately to extremely severe in over 40% 

of SARS survivors one year after their recovery [21]. Additionally, SARS survivors exhibited elevated 

stress levels both during the outbreak and one year post outbreak [21]. Furthermore, the negative 

mental health effects from SARS extend to those who did not contract SARS themselves, but had 

loved ones who were infected. For example, around 50% of family members of SARS patients 

reported psychological problems, including feelings of depression [22]. One study investigated the 

psychological effects of quarantining among those who had contracted the virus in Canada and 

found increased rates of depressive and PTSD symptoms [23]. All participants reported a sense of 

isolation while in quarantine and their psychiatric symptoms increased as duration of quarantine 

increased. Income was a significant factor as well, with psychiatric symptoms increasing as annual 

income decreased [23]. These results underscore the importance of considering how various factors 

can exacerbate the deleterious effects a pandemic has on specific vulnerable populations. 

Although many people affected by SARS suffered adverse mental health consequences, it is 

important to look at the mental health effects specifically in older adults. Most prominently, the 

older adult suicide rate in Hong Kong showed a significant increase in 2003-2004, which is the same 

time that SARS emerged as an epidemic in the country [24, 25]. The older adult suicide rate in Hong 

Kong was in a downward slope from 1986 to 2002, so the abrupt upward trend is surprising. 

Furthermore, the number of older adult suicide deaths reached its peak in April 2003, which is when 

the number of SARS cases reached its peak in the country [25]. Poisson regression models have 

confirmed that older adult suicides were significantly higher in April 2003 compared to April of other 

years, and older adults suicide rates were significantly higher in 2003 compared to 2002 [26]. These 

results are striking, as they point to the possibility of infectious diseases leading to increased suicide 

rates in older populations.  

The mechanisms leading to these worsened mental health outcomes are unknown but can be 

surmised based on prior research. For example, older adults living in highly infected communities in 

Hong Kong had significantly lower subjective well-being reports in regards to personal health, 

personal safety, and future security compared to younger adults [27]. In the same study, the 

presence of chronic illness and unemployment also had a significant effect on reduced wellbeing, 

both of which are common in older adults. These findings show that even older adults who do not 

contract the virus are worse off than younger people who do not contract the virus, particularly in 

neighborhoods with higher rates of infection. However, an increased sense of community-

connectedness mitigated these effects, pointing to possible targets for intervention. Lee and 

colleagues [28] found that almost all residents of the Amoy Gardens, the first official site of SARS 
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cases, experienced social stigma, including being shunned, insulted, and rejected in various 

interpersonal domains. This social stigma may be particularly deleterious to the mental health of 

older adults and supports the idea that increasing community support and decreasing community 

judgement may prevent depression in older adults infected during a pandemic.  

2.3 H1N1 Pandemic of 2009 

A third pandemic that affected millions across the world was the 2009 H1N1 pandemic, 

otherwise known as swine flu. There were around 18,500 laboratory-confirmed deaths due to the 

virus, although the true number of deaths is estimated to be over 200,000 within the first year [29]. 

There is less research on the mental health consequences of this disease, and the research that has 

been done finds more associations with anxiety-related symptoms rather than depressive 

symptoms. In a 2009 telephone survey of 997 UK adults, around one quarter of the sample reported 

significant anxiety about the swine flu [30]. Additionally, in a survey of over 300 college students 

during the peak of the swine flu pandemic, anxiety related to swine flu was common [31]. More 

specifically, health-related anxiety, concerns around contamination, disgust sensitivity, and the 

tendency to carefully monitor one’s internal body sensations were all positively associated with 

anxiety pertaining to swine flu [31]. Multiple researchers have suggested that this significant anxiety 

related to swine flu (i.e., “pandemic anxiety”) was likely due to its exceptionally wide coverage by 

news media, politicians, and global health agencies in relation to its anticipated severity [32]. The 

swine flu did not require a mass quarantine or widespread societal shut down as was present during 

other pandemics, which may be why depressive symptoms were less prevalent. This information 

supports the idea that mass quarantining and social isolation may be a significant factor contributing 

to the increased depressive symptoms seen across populations since the beginning of the COVID-

19 pandemic. Prior research has shown that quarantining can lead to negative psychological effects 

such as posttraumatic stress symptoms, confusion, and anger [33]. Given that one quarter of adults 

65 and older were considered socially isolated before the COVID-19 pandemic hit [34], this age 

group is particularly vulnerable to the negative effects of quarantine. 

3. Current Impact of COVID-19 on Depression and Suicide in Older Adults 

Older adults may be at greater risk of suffering from immediate and long-term repercussions as 

a result of the high rates of losses, loneliness, financial/resource burden, and health complications 

associated with COVID-19 [35, 36]. A survey completed by 60+ year olds in March 2020 suggested 

that negative expectations for income decline, the duration of the pandemic, and the long-term 

impact predicted increased negative affect, with perceived stress as a mediator [36]. A recent study 

found that COVID-19 was significantly associated with risk of psychiatric illness beyond that which 

occurs after other acute health events [37]. Depression was the most common mood disorder, 

associated with a 1.7% probability of first-time diagnosis for patients with COVID-19 compared to 

other health events. Older adults with a psychiatric history appear to be at particular risk for 

contracting COVID-19 compared to younger age groups and to a cohort matched for physical risk 

factors (OR = 1.25), which consequently might increase their vulnerability to developing depression 

or the worsening of depressive symptoms [37]. 

With mandates to shelter in place and maintain physical distance, as well as the lower rates of 

technology and internet access [38] and use [39], older adults have a “double burden of social 
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exclusion,” meaning exclusion from both physical and digital contact [40]. A study on the impact of 

social relationships and well-being among older adults re-contacted participants during April/May 

2020 to assess the effect of COVID-19 on these variables. Older adults who were sheltering in place 

experienced more depression (albeit still at a subclinical level) and loneliness after the order was 

issued compared to baseline, with greater loneliness predicting greater depression [41]. The rate of 

increase in depression may continue to rise based on the length of the pandemic and the resurgence 

of physical distance and stay at home orders. Additional consequences include reduced physical 

activity and limited access to routine health care and/or home care visits [42], which may contribute 

to the risk of developing or worsening depression and decreased detection by social supports and 

health professionals.  

Findings suggest that, in the context of the pandemic, older adults who are prone to negative 

thinking patterns, have limited coping abilities, have poor social support, or experience increased 

loneliness may be particularly vulnerable to developing depression. Ageist beliefs and negative 

internalized perceptions of aging (i.e., economic burden, dependence) [43] may further intensify 

negative self-perceptions, depression, hopelessness, and helplessness [44], which may also increase 

late life suicide risk [45]. However, there is also evidence that older adults are better able to cope 

with the pandemic compared to younger cohorts [46]. Strengths are associated with resilience, 

meaning in life, positive life reflection, and generativity (i.e., giving back), which can be used to curb 

the expected negative consequences related to the pandemic [44, 47]. It is also possible that older 

adults who were not negatively affected by social isolation pre-pandemic do not experience 

negative psychological effects from quarantining.  

Information to date does not indicate an increase in suicide rates due to COVID-19 [48-51], 

although it is still early to be able to observe such an increase in a relatively rare event [8]. One 

systematic review found an increased rate of suicidal ideation during the COVID-19 pandemic 

among the general population, which could potentially lead to increased suicide rates [52]. Other 

recent systematic reviews have found some support for associations between past epidemics and 

suicide-related outcomes, though the available research is limited by the quality, quantity, and 

inconsistency of findings [53, 54]. Given the lack of research examining the relationship between 

pandemics and suicide risk, the inconsistent findings of existing research, and the unique factors 

that may increase suicide risk in older adults, it is important to consider how the COVID-19 pandemic 

could impact suicide rates in this vulnerable population.  

4. Future Impact of COVID-19 on Depression and Suicide in Older Adults 

It is imperative to focus on how COVID-19 may affect the long-term mental health stability of 

older adults, as older adults are more likely to be hospitalized for and die by COVID-19. Current 

observations suggest that COVID-19 infection is significantly associated with the development of 

depression [37]. To begin, the trajectories of past pandemics and known risk factors support the 

prediction that COVID-19 could increase rates of depression and suicide in older adults.  This is 

based on evidence that suicide rates increased in the US due to 1918 flu, during which a similar type 

of mass quarantine was required in order to contain the virus. Additionally, the suicide rate was 

shown to dramatically increase in Hong Kong, specifically among older adults, during the peak of 

the SARS pandemic in 2003. Older adults are especially vulnerable during the current COVID-19 

pandemic, and therefore the authors believe that older adults will be particularly susceptible to the 
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negative psychological effects associated with a pandemic of this kind. They are more likely to have 

friends and family who are also older and die from COVID-19 and may be less likely to use 

technology to decrease their social isolation during quarantine. Additionally, it is likely that 

increased rates of depression and suicide in older adults could persist beyond the duration of the 

pandemic itself. This is based on the findings of multiple research studies in which the negative 

psychological effects of the SARS pandemic persisted in survivors one year after their recovery in a 

significant proportion of the sample. An additional study investigating chronic post-SARS syndrome 

in 22 individuals indicated the presence of depression, fatigue, and disordered sleep over one year 

after onset of the illness [55]. Although these symptoms could be a direct result of the virus itself, 

the investigators acknowledged that the persistence of the symptoms could also be due to the 

psychological trauma of combating the disease. Finally, older adults who were struggling with 

mental health problems prior to the COVID-19 pandemic may be at particular risk of developing 

depressive symptoms or suicidal thoughts as a result of the pandemic. Prior studies found that, 

during the swine flu pandemic, those who were already struggling with obsessive-compulsive beliefs 

and health anxiety were more likely to suffer from pandemic-related anxiety [31, 56]. Overall, 

depression and suicide rates may increase in older adults due to the COVID-19 pandemic. These 

increases will likely persist beyond the duration of the pandemic itself, and older adults who were 

already struggling with mental health problems will be particularly vulnerable to these negative 

effects. 

The mechanisms that facilitate these negative mental health consequences can be estimated 

based on research on past pandemics, recent studies on the psychological effects of COVID-19, and 

what is already known about risk and protective factors for depression and suicide in older adults. 

To begin, social isolation will be one of the most significant contributors to the increase in 

depression in older adults. One study of over 1,000 older adults found that subjective social isolation 

from family and friends was associated with increased depressive symptoms and psychological 

distress [57]. Multiple studies have found that suicidal older adults report lower levels of social 

support and belongingness than non-suicidal older adults [58]. Mass quarantines are usually 

required during pandemics in order to contain the spread of the disease. Individuals, especially older 

adults and those with chronic medical issues, are encouraged to stay home during the COVID-19 

pandemic due to the risks associated with infection. As a result, many older adults who live alone 

may go weeks at a time with little to no social interaction, even if they had social support systems 

in place prior to the pandemic. Older adults may feel a sense of rejection when their younger family 

members avoid seeing them in person, even though these actions come from a place of love and 

protection. Additionally, mass quarantines involve the closing of many avenues of social 

connectedness for older adults, including religious gatherings, community centers, and support 

groups. Although the pandemic has resulted in many of these social gatherings becoming virtual, 

many older adults do not have the technological knowledge or comfort to use the required video 

conferencing platforms [59]. Furthermore, older adults who are living in nursing homes or hospitals 

are unable to see their family members and friends due to the pandemic restrictions, increasing 

feelings of isolation and loneliness [60, 61]. Studies conducted since the beginning of the pandemic 

indicate that older adults are already reporting increased loneliness that is contributing to feelings 

of depression [39]. For example, six to ten weeks after the implementation of a visitor ban, older 

long-term care facility residents showed high levels of depression, loneliness, and an exacerbation 
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of mood and behavioral problems [60]. Overall, social isolation and loneliness from the COVID-19 

pandemic may lead to increased feelings of depression in older adults in the long term. 

The COVID-19 pandemic may also lead to increased suicidal thoughts and behaviors among older 

adults, which can be understood via the Interpersonal Theory of Suicide. This theory proposes that 

suicidal desire is created through the simultaneous presence of two key factors: thwarted 

belongingness and perceived burdensomeness [62]. Thwarted belongingness refers to the state in 

which an individual’s need for social connectedness (i.e., “need to belong”) is unmet. Perceived 

burdensomeness refers to the state in which an individual feels they are a burden on their family 

members and friends. The Interpersonal Theory of Suicide distinguishes suicidal desire from suicide 

capability and proposes that both must be present for lethal suicidal behavior to occur, alongside a 

pervasive sense of hopelessness [62]. Suicide capability may increase from reduced fear of death or 

increased physical pain tolerance.  

In terms of the COVID-19 pandemic, it is very likely that the social isolation and loneliness that 

older adults experience may increase their thwarted belongingness and therefore increase their risk 

for suicidal thoughts. A systematic review identified that older adults who engaged in suicidal 

behaviors reported a sense of losing control, alienation, disconnectedness, and accumulated 

suffering [63], all of which have been exacerbated by the pandemic. Moreover, the COVID-19 

pandemic also has the potential to increase perceived burdensomeness among older adults. Older 

adults who contract COVID-19 and experience related health problems may feel like an emotional 

burden on their families, especially if they need to be hospitalized. Additionally, many older adults 

live with their adult children. These older adults may feel like a financial burden on their families, 

especially during a time of record high unemployment in the US. Finally, the COVID-19 pandemic 

has the potential to increase acquired capability for suicide in older adults. Sheffler and colleagues 

[64] propose that the nonstop media coverage surrounding COVID-19 deaths, as well as the 

likelihood of personally knowing someone who died from COVID-19, has the capability of 

desensitizing older adults towards the idea of death and can subsequently reduce their fear of dying. 

Decreased fear of dying can result in higher capability of suicide and may increase one’s risk of acting 

on suicidal thoughts. Perceived burdensomeness, thwarted belongingness, increased capability for 

suicide, and the other well-established risk factors for late-life suicide, such as psychiatric disorders, 

hopelessness, and physical illness, should alert health providers and community members to 

increase screening and monitoring of suicidal thoughts and behaviors in older adults.  

In sum, COVID-19 has the potential to increase depression and suicide in older adults in the long 

term (see Table 1). Mass quarantining has already increased social isolation and feelings of 

loneliness among older adults, and this may turn into feelings of depression as the pandemic 

persists. Additionally, the COVID-19 pandemic has the potential to increase thwarted belongingness, 

perceived burdensomeness, and acquired capability for suicide amongst older adults. Based on the 

Interpersonal Theory of Suicide, these factors could lead to increased suicide rates among older 

adults if we do not take preventative action as soon as possible. Fortunately, if communities take 

precautionary steps now, we may be able to promote the psychological resilience older adults need 

to avoid these fatal outcomes.  
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Table 1 Summary of COVID-19 pandemic factors, mediating variables, and expected 

negative outcomes for older adults. 

COVID-19 Pandemic Factors Mediating Variables Outcomes 

Higher rates of infection, 

hospitalization, and death 

 

Quarantining Higher rate of grief 

Higher rate of loss Limitations on social gatherings Increased isolation and 

loneliness 

 

 

 Lower rates of technology access 

and use for socialization 

 

 

Increased stress 

 

 Increased medical bills 

 

Increased financial burden 

 

 

 Virtual healthcare visits or 

reduced access to healthcare 

Depression and/or suicide 

5. Past Interventions 

Prior pandemics have resulted in an increase in suicide attempts, depression and anxiety, as well 

as a myriad of other physical and mental health problems [65]. However, empirical studies 

examining methods for reducing these negative mental health effects are sparse. The approaches 

documented in the few existing studies can be described as public health oriented, with a focus on 

mental health providers and public policies, all with the intent of mitigating the psychological 

damage of the pandemics. Most studies focused on the general population, healthcare workers, or 

specific vulnerable populations, but very few focused on the older population. Two existing 

systematic reviews provided comprehensive overviews of psychological interventions in response 

to mental health problems following pandemics or epidemics.  

One systematic review utilized PubMed, Web of Science, Embase, PsychINFO, and the WHO 

Global Research Database on COVID-19 to search for articles focused on psychological interventions 

used during infectious disease outbreaks [66]. The authors identified 32 studies that examined 

psychological interventions for mental health problems related to epidemics or pandemics. 

Specifically, 23 articles focused on COVID-19, seven on Ebola, one on Middle East respiratory 

syndrome (MERS), and one on SARS, with interventions categorized into mental healthcare systems, 

psychosocial interventions, psychiatric hospital responses, and digital mental healthcare. However, 

only one study they reviewed addressed older adults [67]. The authors concluded that local and 

national-based strategies, including the provision of evidence-based interventions (e.g., cognitive-

behavioral therapy and psychological first aid), and community and culturally adapted interventions, 

resulted in positive outcomes when applied to communities affected by SARS, MERS, Ebola, and 
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COVID-19 [66]. They found the use of telehealth services central to successfully responding to 

mental health needs following outbreaks. 

Brooks and colleagues [33] conducted a rapid review of the literature on ways to mitigate the 

psychological consequences of quarantining during infectious disease outbreaks. The authors found 

evidence of multiple strategies to lessen the negative effects of quarantine. First, based on the 

research linking length of quarantine with greater psychological distress, they recommended 

restricting the length of the quarantine [68]. Second, research suggested that providing as much 

information as possible to the public and avoiding sensationalism by the media could be helpful, as 

well as providing access to basic necessities for activities of daily living [69]. Third, one study found 

that providing technology in the form of mobile phones, charging tools, and adequate Wi-Fi 

networks reduced feelings of panic, isolation, and stress by improving connectedness and relieving 

boredom [70]. Furthermore, there is evidence for the utility of support groups designed specifically 

for individuals required  to quarantine at home [71]. The results showed an improvement in feeling 

connected to others having the same experiences, and feeling validated, empowered, and 

supported. The authors’ final recommendation was based on several studies that showed appealing 

to individuals’ altruism was effective in maintaining wellbeing and reducing the stress of quarantine 

[72, 73]. These studies demonstrated that the genuinely expressed appreciation from the 

authorities for their quarantine compliance, as well as an emphasis on the results of their efforts to 

keep vulnerable populations safe, resulted in improved cooperation and reduced negative mental 

health outcomes. 

6. Current Mitigating Strategies 

Multiple factors have been identified that may contribute to increased anxiety, depression, and 

potential suicide in the older population due to the COVID-19 pandemic. Protective factors such as 

resilience, meaning in life, positive life reflection, and generativity have also been identified [47]. A 

call for “urgent action” to mitigate the predicted negative psychological consequences of forced 

social isolation among older adults was made by multiple researchers [74-76]. Holmes and 

colleagues [74] quickly gathered an interdisciplinary group of 24 individuals to make 

recommendations on how to mitigate the effects of COVID-19 on the psychological health of 

vulnerable groups. They identified the need for population-specific interventions, policy and public 

health strategies, increased funding, and evidence-based interventions that include technology and 

non-technology based approaches. 

In an editorial focused on reducing the psychological impact of COVID-19, Moutier [8] 

categorized what she termed “threats to suicide risk” into eight groups, along with recommended 

strategies for mitigating each risk factor. The first category consisted of mental illness and suggested 

the use of healthcare systems, individual clinicians, and government support of the Zero Suicide 

framework, as the most likely solutions. The other seven categories of threats to suicide risk 

included: 1) isolation/loneliness/bereavement; 2) suicidal crisis; 3) alcohol consumption; 4) 

exposure to increased domestic violence; 5) financial strain; 6) exposure to irresponsible media 

reporting; and 7) access to lethal means. To mitigate these risks, she recommended increasing 

access to mental health services and training providers to use Counseling on Access to Lethal Means 

(CALM) and other evidence-based interventions. Additional recommendations included improving 
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public messaging, public policies, crisis hotlines, organizational commitment and support, and 

interpersonal engagement.  

Reger, Stanley, and Joiner [35] identified similar general population suicide risk factors related 

to COVID-19 and multiple public health interventions to address those risks. First, they 

recommended distinguishing between physical distancing and social distancing. Rather than using 

the terms “social distancing,” messaging should maintain the focus on keeping a physical distance 

while staying connected. The use of telehealth for the provision of psychotherapy and other 

interventions is strongly recommended to help reduce suicide risk and related factors. They noted 

that internet and computer access must be addressed to make this an effective solution; and this 

may be especially true for rural areas. An increase in screening and monitoring for crises would be 

needed for individuals whose access to traditional mental healthcare has been limited. Furthermore, 

they recommended increasing the use of “distance-based suicide prevention” methods such as 

caring contact letters and telephone-based outreach. Finally, they address media reporting of 

suicide events. Specifically, media is directed to follow the reporting guidelines recommended by 

suicide prevention agencies (e.g., American Association of Suicidology guidelines) and include the 

national suicide prevention crisis line and/or local crisis resources. 

7. Recommendations 

By far, research has indicated that one of the strongest risk factors for depression and suicide 

amongst older adults is social isolation and its consequent loneliness [45, 76]. The stress that arises 

from isolation and loneliness has also been linked to health risks [77]. Social distancing, while 

mandatory and lifesaving, has the paradoxical effect of increasing physical isolation and feelings of 

loneliness, which increases the potential for thwarted belongingness and perceived 

burdensomeness [62]. Fortunately, decades of research have helped to identify protective factors 

and effective suicide prevention strategies. Targeting the specific aspects of the pandemic that 

increase suicide and depression risk among the older population may be the best approach. 

7.1 Technology-Based Interventions 

Individual and group video chats with friends and family, as well as religious services offered via 

video live streaming, can increase social connectedness among older adults. Additionally, the use 

and dissemination of virtual peer support and social groups aimed at fostering social connection 

among older adults may be beneficial. For example, Covia.org offers free phone or video-based 

weekly groups aimed at connecting older adults with similar interests, as well as participating in a 

range of classes. Similar services could be developed for older caregivers and family members who 

are caring for another individual infected with COVID-19.  

However, the heavy reliance on technology may present as a barrier to many older adults who 

are not comfortable using technology. Most of the research looking at the use of telehealth among 

older adults has shown positive outcomes with some challenges. A major problem is access to the 

internet and the bandwidth capable of allowing the use of platforms such as Zoom, Webex, or 

Microsoft Teams. Another challenge is access to technological tools such as smartphones, tablets, 

or laptops. These materials can be cost prohibitive and difficult to operate for many seniors. Thus, 

barriers to the use of technology to overcome social isolation include lack of resources and skills in 

using technology.  
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Potential solutions may come as public health approaches, such as offering incentives to major 

corporations to provide free or low-cost mobile devices to older adults. Internet and cell phone 

companies could also be incentivized to supply internet services with sufficient bandwidth to 

support video connections for older adults. Campaigns to educate older individuals in the use of 

technology have also shown promise [8]. Furthermore, agencies can provide socially distanced 

contact with seniors to provide training in the use of smartphones and laptops. Volunteer 

organizations can offer assistance in training and delivering devices to those in quarantine. This also 

provides a much needed opportunity for interaction and moments of connectedness that may 

reduce the negative impact of social isolation.  

7.2 Education and Information Strategies 

Overall, the tone across public messaging should be one of cohesion and community 

togetherness in the face of adversity, as an increased sense of community has been observed to 

mitigate negative mental health effects. Public Service Announcements focused on educating the 

public about the benefits of connecting via video technologies and providing basic instructions may 

be useful. An additional benefit of education-based initiatives is the possibility of increasing self-

efficacy and technological literacy in older populations. In general, public messaging should focus 

on empowering older adults by reinforcing their ability to learn and benefit from technology. 

Learning new skills and feeling empowered to adapt to changes can be a powerful protective factor 

against the development or reinforcement of negative age-related perceptions or a blunted self-

esteem. Testimonials by older adults could also be used to increase public messaging effectiveness. 

However, many older adults are already adept at using technology, and public service 

announcements should not always assume that older age is synonymous to technological illiteracy.  

Increasing public messaging and advertisement campaigns to specifically target older adults can 

help promote help seeking behaviors for their mental health needs and provide general support. 

Given the high rate of deaths related to COVID-19 among older adults, public messaging should also 

focus on psychoeducation about the bereavement and healing process. Support lines should be 

included with all messaging to facilitate connection with resources.  

Finally, provider education may help to mitigate the pandemic-related increased risk of 

depression and suicide among older adults. Providing direct training to mental health and non-

mental health providers on suicide risk in older adults may result in better patient engagement, 

positive beliefs about aging, and overall improvements in provider ability to assess and manage 

geriatric suicide risk [45]. Arming providers with the necessary skills and knowledge to work with 

the older population will decrease the potential negative impact of myths about aging that may 

interfere with the provision of adequate care for this population. 

7.3 Evidence-Based Interventions and Other Strategies 

In addition to the approaches mentioned above, there are multiple evidence-based practices 

that can be implemented to mitigate depression and suicide risk in older adults during pandemics. 

For example, Caring Contacts (CC) is an empirically-supported intervention for reducing suicide risk 

[78] that has been effectively implemented in many countries with the use of volunteers and non-

mental health agencies. Adopt-a-grandparent programs by neighboring schools have shown 

promise for reducing the loneliness and disconnectedness of nursing home residents, while 
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improving their meaning in life and sense of purpose. For those already struggling with suicidal 

thoughts, safety plans can be developed with trained individuals to keep older adults safe. Multiple 

safety planning applications can be accessed on mobile devices that can connect to identified 

support contacts and crisis phone numbers. Crisis support telephone numbers, online chat websites, 

and crisis text lines, can be mailed to each household in the form of refrigerator magnets or other 

easily seen materials. Finally, pharmacological interventions, especially antidepressants, have been 

shown to be effective in reducing depression and suicidal thoughts and behavior in geriatric 

populations [78]. 

Statistically, older adults are more likely to know someone their age who contracted COVID-19 

and suffered severe consequences or died as a result. Efforts should also focus on processing grief 

and loss [79]. Support groups for coping with COVID-19-related loss may be one example of creating 

space for connection and validation of difficult experiences, as well as mitigating risks for depression 

and suicide risk. Healthcare providers can learn about the grieving process, offer empathetic 

listening to their patients, and promote healthy adaptations to loss [79]. 

As the pandemic progresses and vaccinations become publicly distributed, older adults must 

remain at the center of policy, healthcare, and local-level agendas. Ongoing work will need to take 

place throughout the course of the pandemic, as well as after it has subsided, with aims to foster 

connectedness, hope, and meaning in life among the most vulnerable.  

8. Conclusions 

By reviewing the existing literature on historical pandemics, the authors identified possible long-

term mental health outcomes and interventions aimed at older adults living through the COVID-19 

pandemic. Evidence from the SARS pandemic suggests the likelihood of increased stress, depression, 

and loneliness both during and beyond the pandemic crisis. Depressive symptoms were associated 

with lack of emotional support, quarantine, and financial insecurity. Though less evidence is 

available to assess the effect of pandemics on late life suicide, there is suggestive evidence for 

increased death rates concurrent to the SARS and 1918 Influenza outbreaks. Some evidence 

suggests that the absence of quarantine may have contributed to a lower prevalence rate of 

depression and suicide during the swine flu compared to SARS. There is some data that suggests 

similar mental health outcomes among older adults associated with COVID-19, such as increased 

depression, stress, and loneliness. The relatively brief time frame to examine a rare event, such as 

suicide, means that suicide risk should be closely monitored over time.  

The encouraging news is that we can use historical and current data to intervene and curb the 

potential increases in clinical depression and suicide deaths among older adults. Past successful 

interventions included increased screening of mental health issues, stronger referral systems 

through community organizations, psychoeducation on the illness, problem-solving therapy, 

support lines and groups, creative use of technology to foster connectedness, and reframing the 

need to quarantine as a necessary means to help others stay safe. Similar interventions can be used 

to combat the long-term effects of COVID-19 on older adult depression and suicide risk. A concerted 

effort across disciplines, as well as federal, state, and local agencies, is imperative to combat the 

detrimental long-term effects of the COVID-19 global pandemic among older adults at risk for 

isolation, loneliness, depression, and suicide.  
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