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BACKGROUND: Depression is associated with a higher
risk for experiencing barriers to care, unmet social needs,
and poorer economic and mental health outcomes.
OBJECTIVE: To determine the impact of COVID-19 on
ability to access care, social and economic needs, and
mental health among Medicare beneficiaries with and
without depression.
DESIGN AND PARTICIPANTS: Cross-sectional study
using data from the 2020 Medicare Current Beneficiary
Survey COVID-19 Summer Supplement Public Use File.
MAIN MEASURES: Access to medical care, inability to
access food, medications, household supplies, pay rent
or mortgage, feelings of economic security, and mental
health effects since COVID-19, risk-adjusted for
sociodemographic and clinical characteristics.
KEY RESULTS: Participants were 11,080 Medicare ben-
eficiaries (nationally representative of 55,960,783 benefi-
ciaries), 27.0% with and 73.0% without a self-reported
history of depression. As compared to those without a
history of depression, Medicare beneficiaries with a self-
reported history of depression were more likely to report
inability to get care because of COVID-19 (aOR = 1.28,
95% CI, 1.09, 1.51; P = 0.003), to get household supplies
such as toilet paper (aOR = 1.32, 95% CI, 1.10, 1.58; P =
0.003), and to pay rent or mortgage (aOR = 1.64, 95% CI,
1.07, 2.52; P = 0.02). Medicare beneficiaries with a self-
reported history of depression were more likely to report
feeling less financially secure (aOR = 1.43, 95% CI, 1.22,
1.68; P < 0.001), more stressed or anxious (aOR = 1.68,
95% CI, 1.49, 1.90; P < 0.001), more lonely or sad (aOR =
1.97, 95% CI, 1.68, 2.31; P < 0.001), and less socially
connected (aOR = 1.27, 95% CI, 1.10, 1.47; P = 0.001).
CONCLUSION: A self-reported history of depression was
associated with greater inability to access care, more un-
met social needs, and poorer economic andmental health

outcomes, suggesting greater risk for adverse health out-
comes during COVID-19.
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INTRODUCTION

Depression is a leading cause of disability in the USA and is
associated with increased mortality and morbidity in older
adults1,2 and experiencing barriers to health care access.3,4

Older adults with depression are at higher risk for having more
significant unmet social needs such as access to food and
housing, as well as inability to get medications.5–8

Against the backdrop of the coronavirus disease 2019
(COVID-19) pandemic, there is growing concern that older
patients with depression may experience worsening access to
medical care, as well as increased unmet social needs.9,10

These trends may be compounded by historical disparities in
access to care for patients with depression.3,4

Pandemic-related stressors are likely to impact multiple
domains, including financial security, unmet social needs,
and mental health.11,12 Older adults with depression may be
more likely to experience the impacts of these stressors given
their often smaller social networks, higher comorbidity rates,
known disparities in access to care, and fixed incomes.4,9,10,13

Moreover, older adults may be more susceptible to the mental
health impacts of the pandemic given their increased risk for
suicide, social isolation, and misinformation.9,10,14 Given that
older adults and patients with mental health conditions are at
higher risk for mortality from COVID-19, it is imperative to
understand differences in sources of information and
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protective measures utilized to ensure these populations are
reached and are aware of precautionary guidelines.
Our objective was to determine the impact of COVID-19 on

ability to access care, social and economic needs, and mental
health among Medicare beneficiaries with and without a self-
reported history of depression, as well as to characterize the
sources of information and protective measures taken related
to COVID-19. Tomitigate the impacts of COVID-19 in at-risk
older adults, it is vital to understand these potential risks and
barriers to care among Medicare beneficiaries with and with-
out a self-reported history of depression.

METHODS

Data Source

We conducted a cross-sectional analysis of de-identified na-
tionally representative data from the 2020 Medicare Current
Beneficiary Survey (MCBS) COVID-19 Summer Supplement
Public Use File.15 The MCBS is a continuous, multipurpose
nationally representative survey of current Medicare benefi-
ciaries. In response to COVID-19, the MCBS released an out-
of-cycle and topic-specific public use file as a supplement to
the typical MCBS, administered by phone in June and Ju-
ly 2020 to established MCBS participants.16 The Yale Uni-
versity School of Medicine’s Human Investigation Committee
found this study to be exempt. This study utilizes the Strength-
ening the Reporting of Observational Studies in Epidemiology
(STROBE) reporting guideline for observational studies.

Study Design and Population

The analytic sample included individuals who completed the
MCBS COVID-19 Summer 2020 survey and was composed
of beneficiaries selected from the 2016, 2017, 2018, and 2019
cohorts.15,16 Our analytic sample included Medicare benefi-
ciaries receiving benefits due to age as well as disability status.

Main Independent Variable

The main independent variable was a self-reported history of
depression, including any time in the Medicare beneficiary’s
life (“ever”) and was reported during the fall of 2019 survey
wave. Medicare beneficiaries were asked if “a doctor or other
health professional [ever] told you that you had depression?”
Medicare beneficiaries were categorized into two categories,
those with a self-reported history of depression and those
without. The 2020 MCBS COVID-19 Summer Supplement
was a stand-alone supplement surveying previous MCBS
participants and reported previous responses for comorbidities
(including depression) and health behaviors from respondents.
The question assessed only self-reported history of depression
and did not assess severity of the diagnosis nor whether
depressive symptoms were present at the time that the survey
was completed.

Main Outcome Variables

The primary outcome was ability to get care because of
COVID-19. Medicare beneficiaries were specifically asked if
they needed “medical care for something other than the coro-
navirus, but not get it because of the coronavirus outbreak?” If
Medicare beneficiaries responded “yes” to this question, they
were asked about their ability to receive specific types of
services (Appendix Table 6).

Secondary Outcome Variables

Secondary outcomes included measures of social and economic
need and self-reportedmental health since COVID-19. Social and
economic needs included inability “to get the food you want,”
“get medications,” “get household supplies, such as toilet paper,”
and “pay rent or your mortgage.” Response choices were framed
as “able to,” “unable to,” or “have not needed;” these variables
were dichotomized by combining “able to” and “have not need-
ed,” as compared to “unable to.” Economic needs were also
assessed by asking Medicare beneficiaries about their feelings
of financial security. Mental health was measured with questions
regarding feeling “stressed or anxious,” “lonely or sad,” and
“socially connected” since the onset of COVID-19. These vari-
ables were recategorized into feelings of “more,” “less,” or “about
the same” for each corresponding response option.
Additional secondary outcomes included sources of

COVID-19 information and engagement in protective behav-
iors. Medicare beneficiaries were asked if they used the fol-
lowing sources for COVID-19 information including “tradi-
tional news sources including TV, radio, websites, and news-
papers,” “social media,” “comments or guidance from gov-
ernment officials,” “other webpages/internet,” “friends or fam-
ily members,” and “health care providers.” Participants were
then asked, of the above-listed categories, “which of these
sources do you rely on most?” The engagement in protective
behaviors responses included whether Medicare beneficiaries
“washed your hands for 20 seconds with soap and water,”
“used hand sanitizer,” “avoided touching your face,”
“coughed or sneezed into a tissue,” “wore a facemask when
out in public,” “cleaned or sterilized commonly touched sur-
faces,” “avoided contact with sick people,” “kept a six-feet
distance,” “avoided gathering with groups of 10 people or
more,” and “left your home for essential purposes only.”

Sociodemographic Variables and Clinical
Characteristics

Sociodemographic and clinical characteristic variables were
reported for participants. Sociodemographic variables includ-
ed age (categorized as <65, 65–74, >75 years), sex (male,
female), race/ethnicity (White non-Hispanic, Black non-His-
panic, Hispanic, other/unknown), annual household income
(MCBS delineated categories of <$25,000, >$25,000, or re-
fused), metropolitan/non-metropolitan residency, and census
region (Northeast, Midwest, South, West).
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Clinical characteristics included health behaviors and co-
morbidities. The health behavior variable assessed tobacco use
(cigarettes, cigars, and pipes), which was categorized into
never, former, or current users. Comorbidity variables includ-
ed self-reported history of hypertension, myocardial infarc-
tion, angina pectoris, congestive heart failure, other heart
conditions (valve/rhythm), stroke/brain hemorrhage, high cho-
lesterol, Alzheimer’s/dementia, osteoporosis, hip fracture, any
autoimmune condition, diabetes mellitus, or lung disease (de-
fined as emphysema, asthma, or chronic obstructive pulmo-
nary disease). All comorbidity variables were measured as
dichotomous responses.

Statistical Analysis

We estimated sample characteristics and outcomes and per-
formed unadjusted differences in proportions of respondents
with and without a self-reported history of depression. All
variables were categorical, and χ2 tests were utilized to ana-
lyze differences in proportions between Medicare beneficia-
ries with and without a self-reported history of depression.
Multivariable regression models were used to examine the

association between self-reported history of depression and
each of the primary outcomes (inability to get care because of
the coronavirus) as well as for the secondary outcomes exam-
ining measures of social and economic need and mental health
since COVID-19, adjusting for the sociodemographic and
clinical characteristics defined above. Reported key clinical
characteristics of interest found to be significantly different
between groups (P < 0.05) , and predetermined
sociodemographic variables were included in the multivari-
able logistic regression model. Rate of missingness was 3.7%
for income, 2.0% for smoking history, and less than 1.0% for
all other covariates. Due to this low amount of missingness,
complete case analysis was used.
All P values were from 2-sided tests. To account for mul-

tiple comparisons, a Bonferroni correction was used and sta-
tistical significance was considered to be P < 0.025. Analyses
were conducted using Stata statistical software 16.0
(StataCorp). MCBS recommended survey weights were used
to adjust sample characteristics to be representative of the
Medicare population.

RESULTS

A total of 11,114 Medicare beneficiaries participated in the
2020 Medicare Beneficiary Survey. Of these, 3019 (27.0%)
self-reported having a history of depression and 8061 (73.0%)
self-reported no history of depression; information was miss-
ing for 34Medicare beneficiaries (0.3%), excluding them from
analyses. Our final unweighted analytic sample size was
11,080 Medicare beneficiaries, which when weighted is na-
tionally representative of 55,960,783 Medicare beneficiaries.
Medicare beneficiaries with a self-reported history of

depression were more likely to be less than 65 years of

age (31.2% vs 8.5%, P < 0.001), female (64.5% vs 51.4%,
P < 0.001), had larger proportions with annual household
incomes of less than $25,000 (41.7% vs 26.5%, P =
0.001), and larger proportions of current smokers (19.2%
vs 9.8%, P < 0.001) (Table 1). Medicare beneficiaries
with a self-reported history of depression were also more
likely to have clinical comorbidities such as a history of
diabetes mellitus (41.6% vs 30.8%, P < 0.001) and lung
disease (29.1% vs 15.4%, P < 0.001). Other medical
conditions reported in the MCBS data that were associated
with depression can be found in Table 1. There were no
differences between the groups with respect to living in
metropolitan areas (80.2% vs 79.6%, P = 0.64) or access
to the internet (83.2% vs 82.6%, P = 0.46).

Inability to Get Care Because of COVID-19

Overall, 20.8% of Medicare beneficiaries experienced an in-
ability to get care because of COVID-19, including 24.9% and
19.3% among those with and without a self-reported history of
depression, respectively (P < 0.001). In adjusted multivariable
regression analysis, those with a self-reported history of de-
pression were more likely to report inability to get care be-
cause of COVID-19 when compared with those without a self-
reported history of depression (adjusted odds ratio [aOR] =
1.28, 95% CI, 1.09, 1.51; P = 0.003) (Table 2).

Social and Economic Needs

Reports of unmet social and economic needs since COVID-19
for all Medicare beneficiaries included 1.6% of beneficiaries
reporting an inability to pay for rent or mortgage, 12.2% being
unable to get household supplies such as toilet paper, to 18.5%
reporting feeling less financially secure. When compared to
those without, Medicare beneficiaries with a self-reported
history of depression had higher proportions of reporting
unmet social and economic needs, including inability to get
household supplies such as toilet paper (aOR = 1.32, 95% CI,
1.10, 1.58; P = 0.003), inability to pay rent or mortgage (aOR
= 1.64, 95% CI, 1.07, 2.52; P = 0.02), and feeling less
financially secure (aOR = 1.43, 95% CI, 1.22, 1.68; P <
0.001) (Table 3).

Mental Health

Poor mental health since COVID-19 was common, as 45.9%,
23.1%, and 36.9% of all Medicare beneficiaries reported feel-
ing more stressed or anxious, lonely or sad, and less socially
connected since COVID-19, respectively. When compared to
those without, Medicare beneficiaries with a self-reported
history of depression were more likely to report poorer mental
health, including feeling more stressed or anxious (aOR =
1.68, 95% CI, 1.49, 1.90; P < 0.001), lonely or sad (aOR =
1.97, 95% CI, 1.68, 2.31; P < 0.001), and less socially con-
nected since COVID-19 (aOR = 1.27, 95% CI, 1.10, 1.47; P =
0.001) (Table 3).
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Sources of COVID-19 Information and En-
gagement in Protective Measures

Both Medicare beneficiaries with and without a self-reported
history of depression reported the source relied upon most for
COVID-19 information was traditional news sources
(Table 4). Similarly, both groups of Medicare beneficiaries
reported high levels of engagement in protective measures
such as hand washing, mask wearing, hand sanitizer use, and
keeping a six-feet distance (Table 5).

DISCUSSION

The COVID-19 pandemic has had wide-ranging impacts on
individuals, communities, and public health, particularly

vulnerable older adult populations. In our analysis of survey
data from a nationally representative sample of Medicare
beneficiaries collected in summer 2020, during the COVID-
19 pandemic in the USA, we found that a self-reported
history of depression was associated with inability to access
care because of COVID-19, as well as inability to get house-
hold supplies such as toilet paper, inability to pay rent or
mortgage, feelings of less financial security, and poorer
mental health. There was also high adherence to evidence-
based COVID-19 pro tec t ive measures , such as
handwashing, social distancing, and mask wearing among
both participants with and without a self-reported history of
depression. Our findings suggest that older adults previous-
ly experiencing depression may be at greater risk for adverse
health outcomes during COVID-19.

Table 1 Sociodemographic and Clinical Characteristics of Medicare Beneficiaries With and Without a Self-reported History of Depression

Unweighted number (weighted %)*

Total survey
population

Medicare beneficiaries with self-
reported depression

Medicare beneficiaries without self-
reported depression

P
value†

Unweighted, No. 11,080 3019 8061
Weighted, No. 55,960,783 15,114,367 (27.0) 40,846,416 (73.0)
Sociodemographic characteristics
Age group, y
< 65 1895 (14.6) 1073 (31.2) 822 (8.5) <0.001
65–74 3964 (53.3) 970 (46.8) 2994 (55.7)
>75 5221 (32.1) 976 (22.0) 4245 (35.8)
Sex
Female 6110 (54.9) 1933 (64.5) 4177 (51.4) <0.001
Race/ethnicity
White, non-Hispanic 8246 (75.7) 2179 (74.7) 6067 (76.1) <0.001
Black, non-Hispanic 1097 (10.0) 270 (8.8) 827 (10.4)
Hispanic 1123 (8.0) 392 (10.1) 731 (7.2)
Other/Unknown 614 (6.4) 178 (6.4) 436 (6.4)
Residence
Metropolitan 8426 (79.8) 2316 (80.2) 6110 (79.6) 0.64
Census region
Northeast 1910 (17.9) 518 (17.6) 1392 (18.1) 0.60
Midwest 2541 (22.1) 696 (22.8) 1845 (21.8)
South 4319 (38.2) 1214 (38.8) 3105 (37.9)
West 2309 (21.8) 591 (20.9) 1718 (22.2)
Income group
Less than $25,000 4150 (30.6) 1535 (41.7) 2615 (26.5) 0.001
$25,000 or more 6435 (65.7) 1370 (55.3) 5065 (69.5)
Missing 495 (3.7) 114 (3.0) 381 (4.0)
Comorbidities
Hypertension 7111 (62.8) 1967 (65.0) 5144 (62.0) 0.02
Myocardial infarction 1144 (9.7) 340 (11.2) 804 (9.2) 0.006
Angina pectoris 944 (8.3) 304 (10.0) 640 (7.7) 0.002
Congestive heart failure 723 (5.7) 281 (8.6) 442 (4.7) <0.001
Other heart condition
(valve/rhythm)

2570 (21.6) 745 (23.8) 1825 (20.8) 0.006

Stroke/brain hemorrhage 1158 (9.6) 430 (13.5) 728 (8.1) <0.001
High cholesterol 7093 (64.8) 2029 (69.7) 5064 (63.0) <0.001
Alzheimer’s/dementia 474 (3.1) 206 (5.2) 268 (2.4) <0.001
Osteoporosis 2074 (18.3) 669 (22.8) 1405 (16.7) <0.001
Hip fracture 427 (3.2) 149 (4.6) 278 (2.6) <0.001
Any autoimmune condition 1981 (18.8) 783 (27.5) 1198 (15.5) <0.001
Diabetes mellitus 3630 (33.7) 1201 (41.6) 2429 (30.8) <0.001
Lung disease 2169 (19.1) 870 (29.1) 1299 (15.4) <0.001
Health behaviors
Cigarette/cigars/pipe never
user

4694 (41.9) 1176 (37.1) 3518 (43.6) <0.001

Cigarette/cigars/pipe
former user

4926 (45.8) 1213 (43.7) 3713 (46.6)

Cigarette/cigars/pipe
current user

1228 (12.3) 563 (19.2) 665 (9.8)

*All percentages listed are weighted based on MCBS recommended survey weighting
†P values are calculated from χ2 tests
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This inability to access care during COVID-19 aligns
with existing studies prior to COVID-19, which report that
Medicare beneficiaries with mental health conditions expe-
rience decreased access to care, which may be related to
historically lower quality of medical care, stigma, and
structural determinants of health barriers.3,4,7,17 Patients
may face the additive stigma and discrimination of having
a mental health condition and concern for having COVID-
19.4,17 Prior literature has found that older patients may be
unable to get care due to cost, and COVID-19 may present
additional barriers including cancellation of appointments,
fear of going to medical settings, challenges in navigating
telehealth, or lack of safe transportation in light of social
distancing guidelines.9,10,18–20 Addressing barriers to
accessing care, which may lead to poorer health outcomes,
is essential for older adults with mental health conditions

who may have more complex care needs and are histori-
cally underserved.3,4,7,9,21

Medicare beneficiaries with a history of depression were at
higher risk for having unmet social and economic needs in this
pandemic, including inability to obtain household supplies, pay
rent or mortgage, and feelings of less financial security. These
findings remained significant after controlling for differences in
income and geographic region. Even prior to COVID-19, higher
unmet social and economic needs disproportionately impacted
patients with mental health conditions.5,6,22 Our study’s findings
of both inability to access care and higher unmet social and
economic needs in those with a self-reported history of depres-
sion are concerning for potential barriers to care and health that
may influence morbidity and mortality. This is especially salient
given the current higher rates of mortality seen in COVID-19
patients with mental health conditions.23,24

Table 2 Inability to Get Care Because of COVID-19 Wanted Among Medicare Beneficiaries With and Without a Self-reported History of
Depression

(Weighted %)*

Total survey
population (n =
11,080)

Medicare beneficiaries with
self-reported depression (n =
3019)

Medicare beneficiaries without
self-reported depression (n =
8,061)

Adjusted odds
ratio (95% CI)†

P
value

Unable to get care
because of COVID-
19

20.8 24.9 19.3 1.28 (1.09, 1.51) 0.003

*All percentages listed are weighted based on MCBS recommended survey weighting
†For adjusted analysis, covariates included demographic characteristics such as age, sex, race/ethnicity, annual household income, metropolitan/
non-metropolitan residency, and census region; self-reported participant history of comorbidities including hypertension, myocardial infarction,
angina pectoris, congestive heart failure, other heart conditions (valve/rhythm), stroke/brain hemorrhage, high cholesterol, Alzheimer’s/dementia,
osteoporosis, hip fracture, any autoimmune condition, diabetes mellitus, or lung disease; and health behaviors (tobacco use). All comorbidity
covariates were measured as dichotomous responses

Table 3 Unmet Social and Economic Needs and Self-reported Mental Health Since COVID-19 Among Medicare Beneficiaries With and
Without a Self-reported History of Depression

(Weighted %)*

Total survey
population (n =
11,080)

Medicare beneficiaries with
self-reported depression (n =
3019)

Medicare beneficiaries
without self-reported depres-
sion (n = 8061)

Adjusted odds
ratio (95% CI)†

P
value

Unmet social and economic needs
Unable to get the food
you wanted

4.9 7.4 3.9 1.17 (0.91, 1.51) 0.22

Unable to get
medications

1.9 2.8 1.6 0.97 (0.64, 1.47) 0.88

Unable to get household
supplies such as toilet
paper

12.2 16.4 10.6 1.32 (1.10, 1.58) 0.003

Unable to pay for rent or
mortgage

1.6 2.7 1.1 1.64 (1.07, 2.52) 0.02

Feel less financially
secure

18.5 24.7 16.2 1.43 (1.22, 1.68) <0.001

Mental health
Feel more stressed or
anxious

45.9 57.4 41.7 1.68 (1.49, 1.90) <0.001

Feel more lonely or sad 23.1 33.9 19.2 1.97 (1.68, 2.31) <0.001
Feel less socially
connected

36.9 41.6 35.2 1.27 (1.10, 1.47) 0.001

*All percentages listed are weighted based on MCBS recommended survey weighting
†For adjusted analysis, covariates included demographic characteristics such as age, sex, race/ethnicity, annual household income, metropolitan/
non-metropolitan residency, and census region; self-reported participant history of comorbidities including hypertension, myocardial infarction,
angina pectoris, congestive heart failure, other heart conditions (valve/rhythm), stroke/brain hemorrhage, high cholesterol, Alzheimer’s/dementia,
osteoporosis, hip fracture, any autoimmune condition, diabetes mellitus, or lung disease; and health behaviors (tobacco use). All comorbidity
covariates were measured as dichotomous responses
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Lastly, Medicare beneficiaries with a self-reported history
of depression were at higher risk of reporting poor mental
health during the COVID-19 pandemic, including reported
feelings of more stress and anxiety, less social connectedness,
and more loneliness or sadness than beneficiaries without a
self-reported history of depression. This is consistent with
prior literature that has found that in times of disaster, patients
with mental conditions fare worse in regard to mental health
outcomes.25 These poorer mental health responses seen in
patients with a self-reported history of depression may reflect
exacerbation of previous underlying depression. They may
also be influenced by our findings of higher proportions of
unmet social and economic needs, as the inability to access
basic human needs such as toilet paper and pay for rent and
mortgage likely impact both stress and mood.
Poorer mental health was seen in the entire Medicare ben-

eficiary cohort since COVID-19, aligning with prior reported
nationwide increases in mental health symptoms amidst the
pandemic.26,27 One national study found that four in ten adults

reported symptoms of anxiety or depression during the pan-
demic, which represents a stark increase from pre-pandemic
rates of one in ten individuals in 2019.28 The rising rates of
mental health symptoms in both those with and without a
history of depression in Medicare beneficiaries is concerning
particularly given risk factors associated with age, including
higher suicide rates and social isolation.14

Public Health and Policy Implications

Depression, social isolation, lower socioeconomic status, and
stigma are overlapping entities that interact with one another
and may contribute to a cascade of disparities which warrant
multi-level solutions. On a population health level, messaging
via news sources may be effective. Key areas to highlight
include when and how to access care, social resources, and
the importance of social connectedness to mitigate loneliness.
For patients with mental health conditions, mental

healthcare teams are often the primary point of interaction

Table 4 Source of COVID-19 Information Among Medicare Beneficiaries With and Without a Self-reported History of Depression

(Weighted %)*

Total survey population
(n = 11,080)

Medicare beneficiaries with self-
reported depression (n = 3019)

Medicare beneficiaries without self-
reported depression (n = 8061)

What sources of COVID-19 information were relied upon the most†

Traditional news source 58.3 53.9 60.0
Health care providers 11.6 13.3 11.0
Guidance from
government officials

10.2 10.5 10.0

Friends and family
members

9.6 10.7 9.1

Webpages/Internet 8.7 9.3 8.5
Social media 1.6 2.3 1.4
*All percentages listed are weighted based on MCBS recommended survey weighting
†Participants were asked to select the one source they “rely on most” for information on COVID-19

Table 5 Engagement in Protective Measures Since COVID-19 Among Medicare Beneficiaries With and Without a Self-reported History of
Depression

(Weighted %)*

Total survey population
(n = 11,080)

Medicare beneficiaries with self-
reported depression
(n = 3019)

Medicare beneficiaries without
self-reported depression
(n = 8061)

P
value

Washed hands for 20 seconds
with soap and water

96.5 96.7 96.4 0.41

Avoided contact with sick
people

96.0 96.3 95.9 0.46

Wore facemask 95.4 95.2 95.4 0.68
Kept 6 feet distance 95.0 94.5 95.2 0.26
Avoided gatherings of 10+
people

92.2 92.9 92.0 0.15

Used sanitizer 0.91
Yes 89.8 89.7 89.8
No 9.4 9.5 9.4
Unable due to shortage 0.8 0.8 0.8
Sheltered in place 86.4 89.1 85.5 0.001
Coughed/sneezed into tissue/
sleeve

79.9 80.9 79.6 0.24

Cleaned common areas 75.7 76.8 75.3 0.17
Avoided touching face 74.9 74.3 75.1 0.47
*All percentages listed are weighted based on MCBS recommended survey weighting
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with the larger healthcare system.4 Mental health teams are
ideally positioned to help patients navigate barriers in access to
care and facilitate communication and collaboration between
primary care and mental healthcare teams. Lastly, the impact
of social isolation may propagate poorer mental health,
highlighting the importance of continued patient engagement
through telehealth and phone visits.4

As federal regulations and state policies continue to develop
to mitigate the health and economic needs of COVID-19, it is
imperative to consider how vulnerable populations, such as
older adults with mental health conditions, will be impacted.
This includes efforts to increase access to care through expan-
sion of broadband internet, housing support such as anti-
eviction policies, and nutritional assistance support.29–32 Ad-
ditionally, in 2017, the Accountable Health Communities and
Comprehensive Primary Care launched waiver programs and
managed care organizations that paid to meet social needs and
complex care needs of its beneficiaries.33 These programsmay
improve access to care, remove structural barriers, and im-
prove patient-centered outcomes.

Limitations

There are several limitations to consider when interpreting our
study. First, responses were all self-reported, which may in-
crease recall and social desirability biases. Next, as this was a
stand-alone supplement to the MCBS, a current diagnosis of
depression was not ascertained at the time of the survey, but
reported based on beneficiaries’ response in the fall 2019
MCBS. However, because of this limitation, our findings
likely represent conservative estimates of the association be-
tween depression and access to care and outcomes of care,
since only a self-reported history of depression was collected
and there was no information on whether current symptoms
existed or if symptoms developed during the pandemic. In
addition, our study focused on Medicare beneficiaries and
may not be generalizable to other populations. Finally, our
analysis focused on the risks associated with a history of
depression, and while we accounted for other measures of
vulnerability, such as age, income, comorbidities, and race in
our analyses, these measures deserve further scrutiny as inde-
pendent predictors of risk.

Conclusion

A self-reported history of depression among Medicare bene-
ficiaries was associated with greater inability to access care,
more unmet social and economic needs, and worse mental
health outcomes, suggesting these individuals are at greater
risk for adverse health outcomes because of COVID-19. Fur-
ther research is needed to elucidate and mitigate these dispar-
ities for patients with mental health conditions. It is urgent to
find interventions that aid in addressing access tomedical care,
unmet social needs, and mental health, which may be benefi-
cial for patients with a history of depression.

Supplementary Information The online version contains supple-
mentary material available at https://doi.org/10.1007/s11606-021-
06990-4.
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