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Abstract: This study evaluated the health status and lifestyle habits of vulnerable, community-dwelling older
adults during the first COVID-19 lockdown in Spain. A telephone assessment was carried out in 38 individuals
(71% women), with a Barthel index =85 who were frail or had a high risk of falls. Data were compared with
those from an assessment performed 9 months earlier. In the latter part of the lockdown, a high percentage
of the studied individuals showed difficulties in walking up 10 steps and reported sleep problems (66%)
and pain (74%). On the other hand, participants were not anxious/depressed (71%) and the majority did not
report loneliness (60%). Compared to the earlier assessment, we identified a decline in functional capacity
and worsening of nutritional status, but an increase in family support. Efforts should be made to implement
intervention programs seeking to avoid accelerated decline under the current pandemic situation, and especially

during possible new lockdowns.
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Introduction

The SARS-Cov-2 virus has caused a worldwide pandemic.
By September 7th 2020, the total number of confirmed cases
in Spain were 525,549 (1). The highest severity and mortality
rates of the coronavirus disease 2019 (COVID-19) are seen in
older people (2). To deal with this health crisis, the Spanish
Government declared the state of alarm from March 14th 2020
to June 21st 2020 (3). During the first part of this lockdown,
until May 2nd 2020, people were only allowed to leave their
homes to buy food or medicines, attend to a medical center, go
to a bank or insurance company, go to work, care for vulnerable
individuals or complete other activities considered essential (3).
After that, a four-phase plan for easing restrictions towards the
so-called “new normality” was asymmetrically applied across
Spain.

A prolonged stay indoors alters lifestyle habits, with
individuals potentially reducing their physical activity, eating
a less healthy diet and/or experiencing a lack of social contact
(4). Consequently, the health of the population may be affected.
Relatively few studies so far have explored the changes in
health status and lifestyle habits during a period of confinement
in different age groups (5-7).

The objective of this study was to assess the health status
and lifestyle habits of vulnerable, community-dwelling
older adults during the first COVID-19 lockdown in Spain,
comparing results with data collected at a previous time point.
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Methods

Design and study population

This study was carried out on a sample of individuals
who participated in a previous study (8). The initial sample
included community-dwelling people aged =70 years, living in
Guiptizcoa (Basque Country, Spain), with a Barthel index =85
(9, 10) who met one of the following criteria: frailty, based on
the Timed up and go test =20 seconds (11,12) or a high risk of
falls (12).

Data collection

For this study, a telephone assessment was performed by a
nurse and a social worker between April 27th and May 14th
2020. In addition, we used data that had been collected 9
months earlier through face-to-face interviews, conducted by
another nurse and social worker in a primary care center and at
the participants” home. During the interviews, information was
collected on individuals” health status, lifestyle habits, social
life, and home and environment conditions.

Variables

The variables assessed during the telephone interviews
were the following: age, sex, ability to perform basic (Barthel
index (9,10)), and instrumental (Lawton test (13)) activities of
daily living, body mass index, frequency of consumption of
white meat, fish and eggs (adequate: daily and =3 times/week;
inadequate: 1-2 times/week, <1 time/week and never or almost
never), Mini Nutritional Assessment-Short Form (MNA, score
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0-14 points) (14), physical activity (based on the question,
“Do you regularly do at least 30 minutes of physical activity
each day or 4 hours a week?”), hours of sleep per day, living
arrangements and family support (based on the question, “Do
you have enough family support?”). The previous assessment
collected information on the aforementioned variables, and
also level of education and cognitive status (Memory Alteration
Test, score 0-50 points (15)).

Furthermore, the telephone interview included two questions
from the FRAIL scale (16): “How much of the time during
the past 4 weeks have you felt tired?” and “By yourself and
without using aids, do you have any difficulty walking up 10
steps without resting?”. Participants were also asked to report
any falls experienced in the previous 4 weeks; self-perceived
health (assessed with one item, grouping response options as,
poor [fair, poor and very poor] and good [very good and good];
diet in relation to frequency of fruit, vegetable and legumes
intake; and sleep habits, with two questions: “Do you take pills
for sleep?” and “How many times in the last 4 weeks have you
had difficulties falling asleep?”. Lastly, health related quality
of life was explored with the EuroQol EQ-5D-5L scale (17)
and overall loneliness with the six-item De Jong Gierveld
Loneliness scale (not lonely: 0-1; lonely: 2-6) (18, 19).

Statistical analysis

Categorical variables were described as frequencies with
percentages and continuous variables as means with standard
deviations (SD). Paired comparisons were carried out using
McNemar’s test for categorical variables and Student’s paired
t-test for continuous variables. Statistical analyses were
performed with the free statistical software R, version 3.4.0.

Ethical aspects

The study was approved by the Comité de Etica de la
Investigacion con medicamentos de Euskadi (CEIm-E,
12/2020). Verbal consent was requested for participation in this
research.

Results

Of the 48 individuals (69% women, mean age: 82.0 years,
SD=5.8) previously assessed, 10 were excluded from this
study due to: death (n=1), hospitalization (n=1), refusal to
participate (n=8).The final sample consisted of 38 individuals
(71% women).

During the latter part of the lockdown, a 35% of the
individuals reported having felt often tired in the previous 4
weeks, and most had difficulties in walking up 10 steps without
resting (Table 1). Although a high percentage woke up rested
in the morning, 46% took sleeping pills and 66% had had
difficulties sleeping in the previous 4 weeks. Forty-two percent
of participants reported poor self-perceived health. The majority
reported slight or moderate pain or discomfort but they were not
anxious or depressed (71%) and did not experience loneliness
(60%).
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Table 1
Characteristics of the sample during the latter part of the
lockdown
Variables Total (n=38) Missing
Age, years, mean (SD) 83.0 (6.3) 0
Women 27 (71) 0
Level of education* 0
Primary or lower 37 (97)
Secondary or higher 1(3)
Memory Alteration Test* 0
No cognitive impairment (=38 points) 28 (74)
Mild cognitive impairment (29-37) points) 9 (24)
Early stage Alzheimer’s disease (<28 points) 1(2)
Fatigue during the last 4 weeks 1
Occasionally or never 24 (65)
All of the time or most of the time 13 (35)
Having difficulties in walking up 10 steps without resting 24 (63) 0
Falls in the last 4 weeks 1(3) 0
Inadequate fruit intake 2(5) 1
Inadequate vegetable intake 3(8) 0
Inadequate legume intake 25 (66) 0
Taking sleeping pills 17 (46)
Difficulties sleeping in the last 4 weeks 0
Never 13 (34)
Some days 17 (45)
Several days 5(13)
Everyday 3(8)
Get up rested in the morning 0
Most of the time 26 (68)
Sometimes 5(13)
Rarely or never 6 (16)
Don’t know 1(3)
Poor self-perceived health 16 (42) 0
Mobility, EQ-5D-5L 0
I have no problems in walking about 10 (26)
I have slight problems in walking about 15 (39)
I have moderate problems in walking about 12 (32)
I have severe problems in walking about 13)
I am unable to walk about 0(0)
Self-care, EQ-5D-5L 0
I have no problems washing or dressing myself 27 (71)
I 'have slight problems washing or dressing myself 8 (21)
I have moderate problems washing or dressing myself 1(3)
I have severe problems washing or dressing myself 0 (0)
I am unable to wash or dress myself 2(5
Usual activities, EQ-5D-5L
I have no problems doing my usual activities 15 (39) 0
I have slight problems doing my usual activities 18 (47)
I have moderate problems doing my usual activities 4(11)
I have severe problems doing my usual activities 1(3)
I am unable to do my usual activities 0(0)
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Table 1 (continued)
Characteristics of the sample during the latter part of the

lockdown

Variables Total (n=38) Missing
Pain/Discomfort, EQ-5D-5L 0

I have no pain or discomfort 10 (26)

I have slight pain or discomfort 16 (42)

I have moderate pain or discomfort 12 (32)

I have severe pain or discomfort 0(0)

I have extreme pain or discomfort 0 (0)
Anxiety/Depression, EQ-5D-5L 0

I am not anxious or depressed 27 (71)

I am slightly anxious or depressed 9 (24)

I am moderately anxious or depressed 1(3)

I am severely anxious or depressed 1(3)

I am extremely anxious or depressed 0(0)
De Jong Gierveld Loneliness -Scale 3

Lonely 14 (40)

Not lonely 21 (60)

Numbers are n (%) unless otherwise stated; *These variables were collected only during
the initial assessment.

Functional capacity declined over time, for both basic and
instrumental activities of daily living. Based on the Barthel
index, fewer were able to walk independently without
assistance (92% vs. 74%, p=0.008) or climb stairs (92% vs.
71%, p<0.001) after the confinement. Regarding nutritional
status, the participants” BMI decreased (p<0.001). At the

same time, the normal MNA seen in all cases (100%) during
the first assessment worsened to a risk of malnutrition and
malnourishment in 32% and 3% of the sample, respectively.
Participants also reported having fewer hours of sleep
(p=0.001). At the same time, family support was higher than in
the pre-lockdown period (p=0.005).

Discussion

The assessment of a group of vulnerable, community-
dwelling older individuals in the latter part of the first
COVID-19 lockdown period revealed several issues that merit
discussion. Our data show more sleep and mobility problems
than in a recent previous assessment. Most of the individuals
also experienced a certain level of pain, but they were neither
anxious/depressed nor lonely. Similarly, in Losada-Baltar et al.
(5), older people reported lower levels of anxiety than middle
aged adults and younger group. The lowest loneliness levels
were reported by middle aged adults, followed by older adults
and younger participants. The older population seems to have
greater resilience and capacity to adapt to this kind of situation
(5). Nonetheless, overall, the health status of the participants
had worsened, compared to the first assessment. The decline in
functional capacity, both for basic and instrumental activities
of daily living was particularly striking. This deterioration
may be associated with a higher risk of adverse events, such
as hospitalization or death. Furthermore, we observed changes
in dietary patterns, with a lower consumption of protein. As
a result, nutritional status worsened from normal to at risk

Table 2
Comparison between the initial assessment and the latter part of the lockdown

Variables Initial assessment (n=38) Missing  Latter part of the lockdown (n=38) Missing  p-value
Barthel index score
Mean (SD) 96.6 (4.7) 91.8 (11.1) 0.003
Categories 0 0 0.023
<95 8 (21) 15 (39)
95-100 30 (79) 23 (61)
Lawton score, mean (SD) 6.7 (1.5) 0 5.4 (1.6) 0 <0.001
Body mass index, mean (SD) 29.7 (4.1) 0 27.8 (3.5) 8 <0.001
Inadequate white meat intake 19 (50) 0 20 (53) 0 1.000
Inadequate fish intake 16 (42) 0 19 (53) 2 0.343
Inadequate eggs intake 15 (39) 0 27 (71) 0 0.006
Mini Nutritional Assessment-Short Form 4 1 <0.001
Normal (12-14) 34 (100) 24 (65)
At risk of malnutrition (8-11) 0(0) 12 (32)
Malnourished (0-7) 0(0) 1(3)
Physical activity (30 min/day or 4h/week) 26 (68) 0 29 (76) 0 0.366
Hours of sleep, mean (SD) 8.2(2.0) 0 7.0 (1.8) 0 0.001
Living alone 20 (53) 0 21 (55) 0 0.728
Having enough family support 29 (76) 0 37 (97) 0 0.005

Numbers are n (%) unless otherwise stated.
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of malnutrition or malnourished in some cases. Regarding
the Mediterranean diet, Rodriguez-Perez et al. (7) found that
adherence in people >51 years, slightly increased during the
confinement in Spain, while in Di Renzo et al., detected a
higher adherence in 18-to 30-year-olds than in younger and
older populations during the first COVID-19 lock-down in Italy
6).

This study highlights the risk that a long period at home
may pose for vulnerable populations. Maintaining the
health status of such individuals and helping them to avoid
rapid deterioration under the current pandemic situation is
a challenging task. There is a clear necessity for programs
specifically designed to meet their needs. Promoting physical
activity and helping individuals maintain healthy dietary
and sleep patterns should be the focus of such programs. In
particular, a multicomponent exercise routine, with aerobic,
resistance, balance, coordination and mobility training
exercises, easily performed at home, would be recommended
for older people (11, 20). Regarding diet, efforts should be
made to ensure an adequate protein intake (21). Sleep problems
could be addressed by a combination of non-pharmacological
treatments, such as sleep hygiene education and relaxation
techniques (22). These and similar interventions would
be useful in the current context, as well as in case of new
lockdowns.

The main limitation of this study is that it is not possible to
know whether the changes observed were due to the impact of
the confinement or the time elapsed between the assessments.
Frailty is a dynamic process, with functional status commonly
worsening (23, 24). The sample studied was composed of
initially independent but vulnerable individuals, with frailty
or a high risk of falls. Therefore, the decline observed could
have been spontaneous. Nonetheless, the lockdown situation
is unlikely to have a positive impact on the condition of the
participants. Another limitation is that the sample size is very
small. Moreover, weight at the time of the telephone assessment
was self-reported. This may have introduced some bias. On
the other hand, during the telephone interview participants
were also asked about their weight in the previous year, and
values reported were similar to those measured at the initial
assessment. Self-reported weight has been used in other studies
6,7).

Conclusions

Functional and nutritional status and sleep patterns worsened
during a COVID-19 lockdown in a group of vulnerable older
individuals. The needs of this population should be considered
and incorporated into interventions designed to avoid rapid
decline under the current pandemic situation, and especially
during any future period of confinement.
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