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Abstract

Millions of Americans aged 65" are socially isolated and millions more report feeling lonely. Social isolation and loneliness in
older adults were compounded by stay-at-home orders and other COVID-19 prevention measures. Although many Americans
experienced no difficulties transitioning to the use of electronic devices as their primary means of communication and
connection, some older adults were not similarly able to espouse this shift. Our aim was to reduce the impact of social isolation
on older adults, increase their comfort in expressing feelings of loneliness, and assist them in acquiring technology skills and
accessing telehealth and community supports. Participants received wellness calls for conversation, resource access and
technology-based support. Most participants reported decreased loneliness and increased connectedness after the calls; half
reported increased ease in expressing their feelings. Programs that provide phone-based support for older adults may reduce

loneliness and increase social connectedness.
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Introduction

According to a National Academy of Medicine (NAM) re-
port, prior to the COVID-19 pandemic, 25% of adults aged
65" were socially isolated, and 43% aged 60" reported feeling
lonely (National Academies of Sciences, Engineering, and
Medicine [NASEM], 2020). Public health measures and
shelter-in-place orders that were implemented in an effort to
contain the COVID-19 virus further exacerbated social iso-
lation in this population. Due to heightened vulnerability to
and increased risk of severe illness and death, adoption of
social distancing measures by older adults was imperative.
As many Americans adapted to social distancing guide-
lines and were able to stay virtually connected with friends
and family through the use of digital video conferencing
platforms, some adults over the age of 65 were unable to
similarly adapt to these changes (Berridge et al., 2020;
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Rajasekaran, 2020; Shteinlukht, 2021). As in much of the
country, North Carolina programs that provide food, medi-
cation, socialization, and resource referrals to the older adult
population were designed for in-person service delivery and
became effectually inoperative when lockdown measures
began. Non-profit and county agency personnel across the
state shifted programming where possible from on-site to
remote delivery, and many began offering alternative services
such as grocery and prescription delivery (North Carolina
General Assembly, 2021) but consistent, statewide solutions
and countermeasures for the social isolation that resulted
from the mandatory restrictions did not exist.

The Social Bridging Project was formed as a response to
concerns about the potential impact of social isolation on
older adults as a result of the pandemic. The project’s aim was
to provide older adults who were isolated or lonely with a
source of social connection, technology support, and referrals
to needed resources. Phase I of the evaluation assessed
whether participants “felt better” after a call and included
some additional tracking related to the number of conver-
sations, call duration and length of project enrollment. Our
hypotheses for Phase II of the evaluation were that project
participants would report decreased feelings of loneliness, an
improved sense of social connectedness and increased
comfort expressing feelings of loneliness.

Methods

X and X partnered together for the Social Bridging Project
(SBP). X housed the project, provided in-kind staff and grant
support, and served as a source for volunteers, while X
provided in-kind staff support and served as a referral source.
Some student volunteers attended other regional universities,
including the X, the X and X. Project staff and student vol-
unteers underwent five hours of training that included infor-
mation about active listening, crisis intervention and several
call scenarios related to technology, food access, medication
management and medical/mental health emergencies. Callers
were also required to complete mock phone conversations and
were given information sheets about community resources.
Once trained, the student volunteers called participants who
had been referred to the project or had self-referred and who
were at increased risk of social isolation, mental and emotional
health challenges and reduced access to in-person medical care
and community support. Students were matched based on their
field of study and participant need and provided a social
connection and resources to lower COVID-19 infection risk
and to increase access to telehealth and community supports as
appropriate. Students also met weekly with project staff for
group “huddles” that served as debriefing sessions for issues
that warranted peer and mentor discussion and for continuous
program improvement.

The Phase I evaluation consisted of a survey (vetted by
X’s institutional review board) to assess the breadth and
impact of the project (Appendix A). Qualtrics was used to

log the calls, and students completed the survey inde-
pendently after each call. The instrument included eight
closed-ended and two open-ended questions, some of
which were not required.

IRB approval for Phase II of the evaluation was received in
June 2021. Phase II consisted of an expanded confidential
participant survey evaluation component that included three
modified items from the NIH Emotional Support and
Loneliness Fixed Form Scales and eight additional items
developed by project staff (Appendix B). Response options
for closed-ended questions were Yes, No, Not Sure and Not
Applicable. The tool was administered over the phone via a
Google form without personal identifiers. Wellness callers
described the survey to all active participants (41) and ob-
tained preliminary consent from 19 participants to receive a
survey call. A dedicated evaluation caller who had had no
previous contact with project participants contacted those
who had given preliminary consent. Of those 19 participants,
six requested to remain in the program but declined the
survey. Verbal informed consent was obtained from the re-
maining 13 participants before conducting the survey.

Results

From August 11, 2020 to June 30, 2021, 905 calls were made
to 77 older adults in a five-county catchment area, 59.2% of
whom reported living alone. Although participant age was
not required or reported for most calls, the age range of
participants who volunteered their age was 50-95. Of the
905 calls, 446 (49%) resulted in a conversation, and 459
(51%) did not result in a conversation or were incomplete.
Completed calls ranged in length from 1 to 170 minutes.
Average call length was 31 minutes; median call length was
22 minutes. A little over half (57%) of the participants had
four or fewer conversations, while the remaining 43% (33)
had as many as 27 conversations. Of the 33 participants
with more than four conversations, 42% (14) remained
active for eight to ten months, and 16% (5) remained active
for more than ten months. Some participants stayed in the
program until they had acquired technology skills or other
needs were met, while others remained for continued social
contact.

Table I. Primary Topic of Conversation.

Topic % of calls N=443
Technology use/skills 225
COVID-19 13.7
Healthcare resources 12.3
Food access 6.6
Transportation 43
Medication management 29
Other (emotional support, social call, check-in 37.7

call or misc.)
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Many conversations touched on several topics, the most
common of which were technology, COVID-19 and health
care resources (22.5%, 13.7% and 12.3%, respectively)
(Table 1). The majority of conversations (94.8%) resulted in
the participant wanting to be contacted again, while 2.3% did
not want further contact, and 2.9% were unsure. Notably,
most conversations (80.4%) resulted in participants’

Table 2. Phase | Evaluation question.

“What is the participant struggling with right

now, if anything?” % of calls N=23

Loneliness 30.4% (7)
Social Isolation 26.1% (6)
Chronic health condition/concerns 17.4% (4)
Mental health condition/concerns 13% (3)
Other (financial, technology, food quality) 13% (3)

reporting that they felt better after a call, while 3% and 16.6%
reported they didn’t feel better or were unsure, respectively.
In June 2021, a question about the primary challenges facing
the participant (““What is the participant struggling with right
now, if anything?”’) was added to the survey, and 23 con-
versations occurred after its addition. Wellness callers re-
ported either loneliness (30.4%) or social isolation (26.1%) as
a primary challenge for more than half of participants though
confirmation bias may have affected these reports (Table 2).

The Phase II confidential participant survey was admin-
istered from June 28, 2021 to August 19, 2021. During this
period, there were 41 active participants in the program, 13 of
which completed the survey for a response rate of 31.7%. Of
the 13 respondents, three were women and ten were men.
Most of the 13 respondents (eight) lived alone; two lived with
one or more people and one lived in an assisted living facility.
The living situation of the remaining two respondents was
unknown. The closed-ended response results and some

Table 3. Phase Il confidential survey: closed-ended and open-ended responses.

me...”

2. Do the calls make you feel you have someone to turn to for suggestions about how to deal with a problem? “Very
much so. In fact, | write a draft with questions I've accumulated during the week. And then | send it to him before our next

conversation.”

. Do the calls make you feel you have someone who listens to you when you need to talk? “! like the program because
when they call, they spend a lot of time with you...They talk like 30 to 45 minutes with you and they listen very well to
you...None of them were watching tv or talking to somebody else or playing with their dog. .. They were really focused on

Ye:

84.6%

Yes
76.9%

3. Do you feel comfortable telling your caller about things you need to live more safely in your home? “I didn’t have

any safety needs but | got help with things that made my life better and that makes me feel safer. We discussed safety
issues related to COVID and we also talked about food services which | see as a safety issue.”

4. Did the calls help you get any of the things you needed to feel more safe? “What he helps me with is tech-related and
his help will enable me to set up a business which will give me some more income which will in turn enable me to have more

money and feel safer.”

5. Do the calls make you feel happier or more hopeful? “Makes me happier I've got someone I can talk to because | don’t

have nobody else to talk to except you and him.”

6. Do the calls make you feel less lonely? “Definitely. | have my therapy appointments but they’re only once a month and
sometimes | wanted to talk to someone and my therapy appointment was a week or more away...l only have a couple of

people | can talk to.”

7. If you ever feel isolated or lonely, do the calls make it easier for you to talk about your feelings?
“It was easier to talk during the pandemic and it was easier with some of the students more so than others. | don’t talk about
my feelings very much even with my children because | don’t want to worry them.”
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Table 4. Open-ended responses: how the program eased participants’ loneliness or increased their sense of connectedness.

“lust having somebody to talk to on the phone...I only have a few [friends] and they prefer to send texts. | have no family and my neighbors aren’t very
friendly so I basically have no one to talk to.”

“I think that they just made me overall feel good because | wasn’t alone.”

“They made me feel more secure in so far as | had somebody else that cared and somebody | could reach out to if | needed to.”

“The other day | was having a really really...bad day. I've got psychiatric issues. It was one of those days where my mental health providers were not giving
me what | needed. | really needed someone to talk to to help me get grounded. | didn’t tell [caller] | was having a crisis because | knew he would tell me
to call my therapist but he helped me a lot.”

“It brightens my day and it encourages me to be a part of the community.”

“I was surprised actually because | didn’t think | would connect with a stranger. | really don’t like people very much. | like animals.”

Table 5. Open-ended responses: normalization of feelings, participants’ ease in confiding and how the project impacted their feelings of
insignificance.

“It made me feel like [loneliness] was a recognized problem. It wasn’t just my problem. Back in my grandmother’s time she had family around her...and it
was a community where she could walk from one family to the next. But now there’s a lot of older people where the children are in other states...and
we forget that we need to be a community. Now that I've lost my vision and can’t be on Facebook, | can’t stay in touch with my family anymore.”

“l like to...tell her what’s been going on with me and | feel like | can confide in her because of the confidentiality. . .It’s professional and it’s set up like a
program. | look forward to having someone to talk to. And that it’s ok to tell her anything.”

“It made me feel like | was important. It’s hard when you feel like nobody cares. It made me feel like something to something instead of nothing to
nothing.”

“It made me feel like | could have a part of the future; that she and also the program thought that geriatric people were important enough to have this
program.”

Table 6. Open-ended responses: feedback related to tech support.

“Well | feel like ’'m more confident in the things that I've learned. . .| was only doing telephone remote counseling and now I’'m able to see them and they’re
able to see me...I'm feeling a whole lot more comfortable texting and doing other things. | didn’t grow up with this kind of technology and he has been
enormously patient with me.”

“I feel like [caller] has really understood that | have a lot of limitations in terms of modern technology...He has been invaluable in teaching me how to use
these tools and different modalities. When one thing doesn’t work, he looks until he can find something else that works.”

“The non-threatening way to get my tech questions answered. It’s very expensive to hire somebody to help with tech. Without your program | never would
have made it this far...It has been invaluable in getting me to think outside the box.”

“[Caller] is very reassuring when | can’t handle a maneuver; he says that’s ok we’ll work on something else and try that again next time.”

“It was a huge sense of relief because | have been trying to figure these things out on my own. He has been invaluable in educating me and before that |
worked with a gal and she was also wonderful. It was baby steps and they both get A+++ for patience...Having extra skills and an online business will
hopefully allow me to have a place to live because | have been homeless off and on for years. | am coming out of a disastrous abusive marriage and | am
still building my way back. It has been life-changing for me. | could never have done this without the Bridging Project. | wouldn’t have had the courage.”

sample open-ended responses can be found in Table 3.
Additional open-ended responses are grouped by theme and
can be found in Tables 4-9.

associated with mental health morbidities such as depression,
anxiety and dementia (Hawkley & Cacioppo, 2010; Holt-
Lunstad et al., 2015; Stickley & Koyanagi, 2018). The
NASEM (2020) report also noted that social isolation is

Discussion

A considerable body of evidence has demonstrated that social
isolation presents a substantial risk for increased morbidity,
premature mortality and dysregulation of health biomarkers
(blood pressure, C-reactive protein and cortisol levels)
comparable to the risk associated with obesity, hypertension
or daily tobacco use (National Academy of Sciences, En-
gineering, and Medicine [NASEM], 2020) and is also

associated with 50% increased risk of dementia, 29% in-
creased risk of heart disease and 32% increased risk of stroke.
Loneliness is the term used to connote the discrepancy be-
tween actual and desired amounts of social contact and is
“characterized by impairments in attention, cognition, affect,
and behavior that take a toll on morbidity and mortality
through their impact on genetic, neural and hormonal
mechanisms” (Hawkley & Cacioppo, 2010, p. 224). It is
associated with higher rates of depression, anxiety and
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Table 7. Open-ended responses: intergenerational and reciprocal aspects of the program.

“Well | like knowing that young people have an interest and that they’re concerned and that they care. It gives me a good feeling about the future. We get
so much negative from the media...and it makes me think there is hope.”

“The fact that someone was actually listening to a different point of view made me feel better. Most of the kids these days are being programmed to think
a certain way. She was willing to listen.”

“Having the reciprocity that we’re both sharing and that there’s feedback in both directions.”

“I'was in a helpful career all my life and the times that | had something that | could offer her really helped me because | don’t get to do that anymore. Over
the months we developed a relationship even though it was just over the phone but we began sharing and sometimes | had things to say that helped
her.”

“I was a high school librarian and teacher for 43 years and | miss dealing with teenagers. I’'m in a retirement home surrounded by people my age... This
project reminds me of being in school...I think it was great for me and for the callers.”

Table 8. Open-ended responses: health benefits of the program.

“In so many good ways. Like the kind of stimulation that you get from talking to somebody is so good for your brain when you’re aging. Not only is it
emotionally satisfying it is actually physically beneficial.”

“l am excited about building this mini business of mine. It’s actually even impacting the type of business | will do because it requires more strength and
stamina so my health is improving.”

Table 9. Open-ended responses: program improvement (student turnover and poor relationship initiation and termination).

“It would be nicer to have the same person for longer...Another person came in and we picked up right where we left off so the continuity is good but it
would be nicer to have them longer. You make a buddy and then they’re gone.”

“...She all of a sudden said this is my last call. | was hurt. | had become attached to her and | was very sad...but then | decided to try it again. And | know
she will leave too...and they have to do other things but it is hard. I'm trying to prepare myself for it.”

“One drawback of the program is that suddenly you don’t talk to the person anymore. It would be nice if they could let you know when they won’t be calling
any more. Some of the callers did but some of them didn’t and then | would get a new caller all of a sudden.”

“Maybe the intake process and how you get started...is a little bit vague...and that can be stressful... When | was trying to get a new caller, different
people called several times but they didn’t leave a number so | couldn’t have a call unless | caught it in real time and it was frustrating for me. They didn’t
leave any information that would allow me to get in touch with them.” (This was related to students leaving voicemail messages without contact

information; they were encouraged to use Google Voice to avoid disclosing their personal cell number.)

suicide and, among heart failure patients, is “associated with a
nearly four times increased risk of death, 68% increased risk
of hospitalization, and 57% increased risk of emergency
department visits” (NASEM, 2020, p. 20).

Social isolation is not unique to the United States; there is
an abundance of literature from the international scientific
community reporting a growing body of evidence that social
isolation and loneliness are impacting health and health
outcomes around the world. Two international literature re-
views were recently completed in the United Kingdom and in
Finland. The Centre of Excellence for Public Health at
Queen’s University in Northern Ireland reviewed the social
isolation interventions of 33 studies conducted in 21 countries
(Fakoya et al., 2020) and Tampere University in Finland
reviewed those of 23 studies conducted in 13 countries
(Latikka et al., 2021). Both reviews included studies from
four continents, and both found that the amount of research on
this topic has increased significantly during the past decade.

In the United States, North Carolina (NC) ranks 30th in
risk of social isolation for adults aged 65" (America’s Health
Rankings, 2021) and 26.5% of NC residents aged 65" live

alone (North Carolina Division of Aging and Adult Services,
2021). NC also ranks higher than the national average on four
of the six most common risk factors for social isolation in
older adults, disability, divorced/separated/widowed, inde-
pendent living difficulty and living below the poverty level
(United Health Foundation, 2021).

Although technology use in the older adult population
increased 55% from 2000 to 2016, one third of them report
never using the internet and rates of smartphone ownership in
adults aged 65" remains 42% lower than that of adults aged
18 to 64 (Anderson & Perrin, 2017). This same study found
especially low rates of access and use among adults aged 80"
(Anderson & Perrin, 2017). Anderson and Perrin (2017) also
found that adults aged 65 to 69 are much more likely (82% vs.
44%) to report ever going online or to have broadband at
home (66% vs. 28%) and roughly four times as likely to say
they own smartphones (59% vs. 17%) as their counterparts
aged 80". Challenges in this population related to telehealth
and other synchronous digital activities have been reported by
many including Shteinlukht (2021) who found that 60% of
older adult respondents reported difficulty utilizing digital
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platforms for virtual appointments. In addition to access and
technology usage issues, hearing loss and impaired vision,
common in the older adult population, can further complicate
digital service accessibility (Graham, 2020).

This excess burden of vulnerability and “digital divide” is
further compounded by challenges unique to rural areas. The X
region has a 44% higher proportion of persons age 65" than
North Carolina as a whole (U.S. Census Bureau, 2021), and, of
the 23 counties in the region, 19 (83%) are classified as rural
(North Carolina Office of State Budget and Management, 2021).
Henning-Smith et al. (2019) found that older rural adults were
more than 10% more likely to report feeling left out “often” or
“at least some of the time,” and 5% of them reported having no
friends at all. In a 2020 study, (Henning-Smith, 2020) found that
older rural adults may experience structural barriers to con-
necting. Notwithstanding the presence of larger social networks
than their urban area peers, older rural adults reported higher
levels of loneliness.

The disproportionate impact of the digital divide on older
adults in rural areas has also been well documented. A Pew
Research Center report by Perrin (2019) demonstrated per-
sistent discrepancies in the rates of device ownership
(smartphone, computer and tablet) and in the rates of access to
broadband internet at home in rural adults (two-thirds) versus
urban adults (three-quarters). Rural adults who do have in-
ternet access are often unable to participate in synchronous
activities such as video-conferencing for telehealth or social
calls due to slower speeds and poor connectivity caused by
low bandwidth access (Kaur, 2020). Thus, older rural adults
were more likely to be left out of any technology-based
solutions to meet social and other needs during the pan-
demic (Henning-Smith, 2020).

The Social Bridging Project was a response to concerns
about the potential impact of social isolation on older adults
as a result of the COVID-19 pandemic and its concomitant
safety measures. The project’s aim was to provide older adult
members of the community who were isolated or lonely with
a source of social connection, technology support and re-
ferrals to needed resources. Our initial hope was that project
participants would report an improved sense of social con-
nectedness and decreased feelings of loneliness. After callers
reported that some participants expressed embarrassment
about their feelings of loneliness, a question was added to
assess the project’s impact on increasing participants’ com-
fort in expressing feelings.

Many studies have demonstrated the impact of the pan-
demic on rates of social isolation, loneliness, depression and
anxiety. (Kotwal et al., 2021; Krendl & Perry, 2021; Luchetti
etal., 2020; Peng & Roth, 2021; Shteinlukht, 2021; Tull et al.,
2020). Although our survey did not assess participants’
loneliness as it related to the pandemic specifically, a few of
the open-ended responses indicated that the program was a
timely response during the pandemic: “It was wonderful
during the pandemic...It could not have come at a more
opportune moment.” Other qualitative feedback indicated

that our program made participants feel more hopeful and that
they had someone to talk to.

Several studies have examined the association between
rates of depression and loneliness and high quality, in-person
contact versus telephone or internet-based contact and the
data have been fairly consistent. Teo et al. (2015) found that
the likelihood of depressive symptoms increased as the
frequency of in-person contact (not telephone, written or
email) decreased, and Fingerman et al. (2021) reported that
in-person contact may have benefits not available via tele-
phone contact. Likewise, Choi et al., 2021 and Hamilton,
2015, found that, in older adults, the association between
loneliness and in-person interactions is stronger than that of
phone or online-based interactions.

Although there is greater evidence to suggest that high-
quality, in-person contact is more strongly associated with
depressive symptoms and loneliness, our results align with
those of others who have found that phone and internet-
based communication may impact rates of loneliness and
may be an effective intervention for mitigating it. Hutto
et al. (2015) found that engaging in specific types of user-
generated social networking communication was associ-
ated with decreased rates of loneliness, and Kotwal et al.
(2021) found higher rates of social isolation in nearly 4 out
of 5 older adults who had minimal video interaction during
the pandemic. Data on the effectiveness of phone and
internet-based interventions are mixed, but some findings,
consistent with those of this study, have indicated this type
of intervention may be beneficial. Mohr et al. (2012) and
Choi et al. (2014) reported that telephone-based social
support interventions may be effective in individuals with
depression, and Weinert et al. (2008) documented robust
findings from a large randomized controlled trial which
found that computer-delivered interventions can lead to
reduced feelings of loneliness and depression and can
enhance participants’ self-efficacy, computer literacy and
chronic disease management. Our findings suggest that a
phone-based intervention of this nature may be effective in
decreasing participants’ feelings of loneliness and in in-
creasing their sense of connectedness and their comfort in
expressing their feelings of loneliness.

This project had notable strengths. The partnership be-
tween the university and an area health education center that
was focused on primary care in rural communities was critical
to the project. The health education center recruited more than
half of the participants, many of whom may traditionally be
excluded from studies. Both entities recruited students
from multiple universities in the region which provided a
diverse group of student callers with a wide range of ac-
ademic pursuits. Our focus on the importance of active
listening skills in the caller training was a strength alluded
to by several participants: “they listen very well to you”,
“she was willing to listen”, “she remembers my grandson’s
name,” and “the fact that someone was actually listening.”
Likewise, our commitment to providing phone support



Noble et al.

with few restrictions on the number of calls or on call
duration was likely a strength.

There were also limitations. Although wellness callers
were instructed to complete the Phase I survey instrument
after each call, recall bias may have affected their responses
and confirmation bias may have affected their responses to
“What is the participant struggling with right now, if any-
thing?” Some responses were not required and permitted
callers to skip questions. The Phase II evaluation also had
limitations, most notably the sample size. Recall and social
desirability bias may have affected participants’ reports of
wellbeing, though most of the surveys were completed within
48 hours of their preliminary consent in an effort to reduce the
likelihood of recall bias.

Program improvement strategies were reported internally
and were omitted from the scope of this paper.

Appendix A
Social Briding Project Qualtrics Call Log

Caller Name
Participant ID
Date of Call
Did the participant answer?
a.Yes and conversation
b.Yes but no conversation
c.No, no answer and left message
d.No, no answer and did not leave message
Briefly describe what made the call unsuccessful
6. Are you going to try again?
a.Yes
b.Maybe
c¢.No
7. Duration of call
8. Participant age
a.Unknown
b.Approximate age
9. County of residence
10. Participant’s living situation (if known) - select all
that apply
a.Lives alone
b.Lives with 1 or more people
c. Lives with person for whom participant is
primary caregiver
d. Lives in congregate housing (assisted liv-
ing facility)
e.Lives in a rural area
f .Other
11. What is the participant struggling with right now, if
anything?
a. Chronic health condition/concerns
b. Mental health condition/concerns
c. Other homebound condition

bl S

9]

Conclusion

Most of the participants reported feeling “happier or more
hopeful” after their calls and that the calls made them feel
they had someone who listened to them when they needed
to talk. Most also reported that the calls made them feel
they had someone to turn to for suggestions about how to
deal with a problem. More than half reported the calls made
them feel less lonely and reported that, when they felt
isolated or lonely, the calls made it easier for them to talk
about their feelings. Open-ended questions provided rich
data about perceived emotional, physical, technological
skill-building, and intergenerational program benefits.
Programs like the Social Bridging Project that foster and
support intergenerational social relationships between
students and older adults may reduce feelings of loneliness
and increase social connectedness.

d.Social isolation
e.Loneliness
f. Other event (work accident, auto accident,
etc.)
g. Frequent falls/fear of falling
h. Other, please describe:

12. If the participant is struggling with a mental health
condition, please list it here if mentioned.

13.  Which of the following did you provide information
about? Please select all that apply; leave blank if none
of these.

a. Use of technology

b. Transportation

c. Health care resources (e.g. in home medical
equipment, appointment with physician, or
where to get a flu shot)

d. COVID-19

e. Medication management

f. Access to food

g. Other

14. Does the participant have reliable access to the in-
ternet at home?

a. Yes
b. No
15. Did you help the participant solve a problem?
a. Yes
b. No

16. Did you spend much of your time on this call pro-
viding some form of social/emotional support and/or
just listening?

a. Yes
b. No
17. Did the participant report feeling better after your
conversation?
a. Yes
b. No



Gerontology & Geriatric Medicine

c. Unsure
18. Call summary, resource information given, planned
follow-up actions, questions or notes:

19. If the participant offered any suggestions for im-
provement in the future, please describe.

Appendix B

Script: Good morning/afternoon. My name is

and I work with the X to evaluate the calls from our Socml
Bridging Project. I believe that (name of their caller) spoke
with you about a brief survey we are doing. The survey is to
help us figure out what is working well with these calls, what
we can do better and whether this kind of project might be
helpful for other people. It will take us about 5 to 10 minutes
to complete. The survey is completely voluntary and you can
stop answering questions at any time. Even if you don’t do
this survey, you can still participate in the program if you

Not
Yes No Sure N/A

I. Do the calls make you feel you have Y N NS NA
someone who listens to you when
you need to talk?
Notes:

2. Do the calls make you feel you have Y N NS NA
someone to turn to for suggestions
about how to deal with a problem?
Notes:

3. What do you like most about the - = = —
calls from our program?

4. Do you feel comfortable telling your Y N NS NA
caller about things that you need to
live more safely in your
home? Notes:

5. Did the calls help you get any of the Y N NS NA
things you needed to feel more safe!
Notes:

6. How do you think the conversations — — — —
affected you?

7. Do the calls make you feel happier Y N NS NA
or more hopeful?! Notes:

8. Do the calls make you feel less Y N NS NA
lonely? Notes:

9. If you ever feel isolated or lonely, Y N NS NA
do the calls make it easier for you
to talk about your feelings? Notes:

10. Is there anything you think our Y N NS NA
program can do better?

I'1. If yes, what could the program do
better?

want to. The survey is also confidential. Would you be willing
to answer some questions about the calls you had?

Social Bridging Project Participant Survey

Thank you very much for answering these questions to
help us improve our program. If you have any questions about
the survey, please call X at X [removed for blind review]. If
you have questions or concerns about your rights as a re-
search participant, you can call the X Institutional Review
Board administrator at X [removed for blind review]. If you
think of anything else you would like to tell me, my name
is and my phone number is
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